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Introduction
The Richmond Memorial Health Foundation is inviting applications to participate in the Greater Richmond Patient Centered Medical Home Initiative (the Initiative). The purpose of the Initiative is to strengthen the health care safety net by helping primary care safety net clinics implement a patient centered medical home model of care.  The Initiative includes two vehicles for involvement:
· The Collaborative 
Safety net providers meeting certain criteria for scope of services, patient volume, and operating hours may apply for collaborative funding to support their involvement in Year One of the Greater Richmond Patient Centered Medical Home Collaborative (the Collaborative).  Collaborative Members will receive funding and technical support designed to help them learn, implement and strengthen elements of the patient centered medical home model.

In order to be considered for participation in the Collaborative, applicants should complete the application provided in Appendix A and submit the completed document to the Richmond Memorial Health Foundation offices at 1801 Bayberry Court, Suite 104, Richmond, Virginia 23226 no later than 5 p.m. on September 1, 2009.

· The Consortium
Stakeholders, including Collaborative Members, funders and other interested parties may join the Greater Richmond Patient Centered Medical Home Consortium (the Consortium).  The Consortium is envisioned as a community of leaders with a common interest in strengthening safety net health care in the greater Richmond region. The mission of the Consortium is to foster learning and dialogue aimed at generating innovative ideas, solutions and partnerships for safety net health care in the greater Richmond region.  
In order to be considered for participation in the Consortium, applicants should complete the application provided in Appendix B and submit the completed document to the Richmond Memorial Health Foundation offices at 1801 Bayberry Court, Suite 104, Richmond, Virginia 23226 no later than 5 p.m. on September 1, 2009.

Online Applications

Online application forms for the Collaborative and the Consortium can be found at the Richmond Memorial Health Foundation website at http://www.rmhfoundation.org.

The Initiative
A. Background
The Patient Centered Medical Home Initiative is being launched for three primary reasons.  First, the Patient Centered Medical Home Model of care has significant potential to improve the quality of health care for safety net patients in the greater Richmond region.  Second, core principles of the Patient Centered Medical Home Model are aligned with recommendations from the considerable work completed in 2007 and published in the report: Bridging the Healthcare Gap: A Community Health Services Plan for the Greater Richmond Region.   Third, it is widely recognized that developing a Patient Centered Medical Home Model of care requires capacity building; the Initiative is aimed at supporting capacity building in the safety net setting.

1. The Patient Centered Medical Home

The Patient Centered Medical Home Model of care has been endorsed by major physician groups, nursing groups and accreditation groups as an effective approach to delivering health care for all patients.  There is variation in the way different groups define particular elements of the Patient Centered Medical Home Model, with some emphasizing the role of physician care, others emphasizing the role of nursing care, and others emphasizing care coordination or electronic records.  Within the safety net setting, the Patient Centered Medical Home Model is focused on clinical excellence regardless of the lead clinical practitioner.  In this context, the Initiative defines the patient centered medical home as follows:   

The Patient Centered Medical Home is a model of primary care delivery in which patients receive well-coordinated services and enhanced access to a clinical team.  The Patient Centered Medical Home Model facilitates partnerships between individual patients, their personal clinicians, and, when appropriate, the patient’s family.  Patient Centered Medical Home practices have a whole-person orientation, and patients have a continuous relationship with a personal clinician.  Care is integrated and coordinated, quality and safety are hallmarks, and enhanced access is made possible by system advances and new communication options.  Clinicians practicing in Patient Centered Medical Homes use decision support tools, measure their performance, engage patients’ in their own care and conduct quality improvement activities to address patients’ needs.  
This definition is adapted from The Safety Net Medical Home Collaborative, a national collaborative of the Commonwealth Fund, Qualis Health, and the MacColl Institute.  The envisioned Greater Richmond Patient Centered Medical Home Initiative is independent of this national collaborative.  However, participants could benefit from the knowledge and experience generated from the national collaborative and other patient centered medical home initiatives in operation around the country.   
2. Bridging the Healthcare Gap
In December of 2007, Richmond Enhancing Access to Community Healthcare (REACH) published Bridging the Health Care Gap: A Community Health Services Plan for the Greater Richmond, Virginia Region.  The Plan presents an analysis of the health safety net and a set of recommendations that together create a Community Health Services Plan for uninsured patients.  Since 2007, a number of healthcare organizations have worked individually or together to implement various recommendations from the Plan.  However, there is more work which could be done to further strengthen the region’s health safety net.
As shown in Exhibit 1 on the following page, advancing the Patient Centered Medical Home Model of care could potentially advance major recommendations in Bridging the Healthcare Gap.  The Patient Centered Medical Home Model is expressly designed to improve patient care capacity as outlined under the first four recommendations.  Consistent with recommendations five and six, the Patient Centered Medical Home Model emphasizes performance and measurement required to demonstrate accountability and a sustainable return on investment. 
3. Building Capacity for Patient Centered Medical Homes

Transforming a primary care practice into a patient centered medical home requires an investment in the infrastructure needed to deliver care consistent with Patient Centered Medical Home Model principles and best practices.  Safety net organizations which adopt the Patient Centered Medical Home Model may need to:
· Engage in strategic analysis and planning to define a strategic approach to adopting the Patient Centered Medical Home Model 

· Evaluate current practices for consistency with the Patient Centered Medical Home Model

· Strengthen clinical information systems

· Strengthen clinical decision support systems

· Strengthen patient self management supports

· Redesign elements of the care delivery system

· Create or strengthen community partnerships

· Engage board, staff, and patients in an organizational change process.

This kind of capacity building requires strong leadership and commitment from throughout an organization.  It also requires access to knowledge, data, tools, training, coaching and networking necessary to effect positive practice change.  The Patient Centered Medical Home Initiative is intended to address this need for capacity building support.

Exhibit 1:   Bridging the Healthcare Gap Recommendations

                  and the PATIENT CENTERED MEDICAL HOME Model

	Recommendations for a Community Health Services Plan
	Consistent with PCMH Model

	1. Provide patients with the right level of care at the right time
	· 

	· Link all low-income uninsured patients with a medical home
	· 

	· Create an effective, standardized, centralized process to determine eligibility
	· 

	· Expand health safety net resources to address priority unmet needs
	· 

	· Create a system of care coordination for uninsured patients
	· 

	2. Increase clinic capacity to serve more patients
	· 

	· Provide consistent scope of services throughout the health safety net
	· 

	· Create adequate primary care capacity in the safety net
	· 

	3. Establish pathways to exchange patients and their information across providers to increase efficiency and effectiveness across the system
	· 

	· Improve referral management
	· 

	· Map health safety net-wide information technology resources
	· 

	· Ensure efficient use of resources
	· 

	4. Improve clinical and utilization outcomes and develop better ways to show community return on investment, value, and improved outcomes
	· 

	· Establish improved methods for documenting community return on investment and outcomes
	· 

	· Implement quality of care standards
	· 

	· Establish evidence-based recommendations and outcomes
	· 

	5. Increase shared accountability among and between health safety net stakeholders
	· 

	· Ensure health safety net accountability
	· 

	· Demonstrate accountability to investors
	· 

	6. Secure stable, long-term funding of the safety net  **
	· 

	· Diversify investors in the region’s health safety net  **
	· 

	· Foster a culture of financial stability  **
	· 

	· Ensure support of medical homes  **
	· 


** The Patient Centered Medical Home Model is not a financing model in and of itself, but it emphasizes the kind of
       performance and measurement necessary to secure long-term financial stability.

B. Purpose of the Initiative
The Initiative is designed to strengthen the health care safety net by helping primary care safety net clinics implement a Patient Centered Medical Home Model of care.  As a result:
· Safety net patients should gain better access to high quality health care
· Safety net providers should gain stronger capacity to deliver care consistent with the Patient Centered Medical Home Model, both individually and in collaboration with each other, as well as strengthen their capacity to demonstrate value and sustain funding

· Safety net funders should gain a greater return on investment in terms of demonstrated improvements in patient care and community capacity for health
· The greater Richmond community should gain better health and a more effective, efficient and sustainable system of care for low-income uninsured patients
1. Safety Net Patients

In Bridging the Healthcare Gap, it was estimated that nearly 60,000 low-income, uninsured live in greater Richmond.  More than 40,000 individuals receive care from free clinics, federally qualified health centers or other safety net health clinics.  Many patients, particularly those with chronic illness, require extensive primary care services and possibly specialized services beyond primary care.  Caring for these patients often requires more services than are available at a single safety net provider, and there are gaps in both coordination and continuity of care for patients with chronic conditions.  Under the Patient Centered Medical Home Model of care, more safety net patients would benefit from access to: 
· A personal provider
· Enhanced access to care

· Enhanced continuity of care
· Enhanced quality of care

· A ‘whole person’ orientation to care
· Effective care coordination/integration across services
2. Safety Net Providers

Bridging the Healthcare Gap points out that the local healthcare safety net does extraordinary things with limited resources.  Local clinics serve more than 40,000 patients who would otherwise struggle to find care, including many with chronic conditions whose ability to work or achieve in school would be seriously impaired without the benefit of access to quality health care.  At the same time, significant investments into a stronger capacity are needed to meet the needs of area patients.  As noted in Bridging the Healthcare Gap and as shown in Exhibit 1, investments are needed to:
· Provide patients with the right level of care at the right time

· Increase clinic capacity to serve more patients

· Establish pathways to exchange patients and their information across providers to increase efficiency and effectiveness across the system

· Improve clinical and utilization outcomes and develop better ways to show community return on investment, value and improved outcomes

· Increase shared accountability among and between health safety net stakeholders
Intellectual and financial investments are needed to improve the health of patients and to secure stable, long-term funding for the safety net.  The Initiative is intended to help safety net providers develop capacity improvements and demonstrate value to their patients, the community and funders.

3. Safety Net Funders

Safety net providers receive funding from diverse sources: federal, state and local government; private corporations; foundations; local health systems; and others.  In today’s financial environment, it is critical for service providers to demonstrate value in return for the investments they receive.  Patients, providers and funders want the same improvements in health care access, utilization, and quality and share interests in broader measures such as:
· Improvements in patient health status, productivity and quality of life

· Improvements in community health capacity

· Improvements in the efficient use of healthcare resources

· Improvements in sustainable community investments from multiple sources
Accordingly, one objective of the Collaborative is to help participants build the capacity needed to demonstrate a community return on investment.  A key outcome is to better position safety net providers to seek and sustain funding while positioning funders to judge the value of their investments in the local healthcare safety net.

4. The Greater Richmond Community

More than 40,000 people in greater Richmond directly benefit from local safety net clinics every year.  Thousands more benefit from safety net services provided in local hospitals and other settings.  Moreover, the entire community would benefit even more from a stronger, more effective healthcare safety net.  Better healthcare means better health status, better quality of life, better workplace productivity, and (for children) better school productivity.  Better healthcare means more efficient use of available healthcare resources including (but not limited to) hospital emergency departments and the community’s first responders. These benefits strengthen the entire community.  In this context, the Initiative could be viewed as a vehicle for helping safety net providers return even more community value.
THE COLLABORATIVE
Year One of the Collaborative is launched as a 12-month process of learning, capacity building and action aimed at helping participants establish, develop and implement the Patient Centered Medical Home Model of care.  This section outlines the capacity assumptions, eligibility requirements, collaborative funding, collaborative process and performance expectations. 
1. Collaborative Capacity Assumptions

The Patient Centered Medical Home Model is a comprehensive model of care.  Most safety net healthcare providers have at least some elements of the Patient Centered Medical Home Model in place.  Few safety net healthcare providers have all elements in place.  In launching this Collaborative, the Richmond Memorial Health Foundation assumes that:
· All Collaborative participants have in place a basic level of primary care capacity before taking on the challenge of developing a Patient Centered Medical Home Model of care.

· Collaborative participants will start from different points along the continuum of a Patient Centered Medical Home Model of care.  The Collaborative intends to meet participants ‘where they are’ along that continuum and help each participant attain significant advancements toward achieving a more complete Patient Centered Medical Home Model of care.
· Not all Collaborative participants will be able to achieve a fully functional Patient Centered Medical Home Model of care during Year 1.  Richmond Memorial Health Foundation understands this and will evaluate performance based upon demonstrating significant progress toward the Patient Centered Medical Home Model of care.
· Richmond Memorial Health Foundation is aware that safety net organizations may need to make capacity improvements which are not feasible at the Year 1 level of funding.  Richmond Memorial Health Foundation is also aware that in healthcare organizations (safety net or other) numerous low or no cost organizational improvements can be executed in pursuit of the Patient Centered Medical Home Model of care.  Richmond Memorial Health Foundation expects Collaborative participants to demonstrate achievement of such affordable improvements during Year 1 as a basis for requesting additional support for broader improvements in Year 2 and beyond.
It is not the intent of the Initiative to alter or change any existing relationship Collaborative members have with other community partners.  Collaborative funding made available through this Initiative is not intended to supplant or replace existing funding from other sources nor is Collaborative funding intended to supplant the invaluable in-kind contributions made to strengthen the work of the health safety net.
2. Collaborative Eligibility Requirements
For the Year One, up to ten (10) safety net organizations will be selected to participate in the Collaborative.  In return, Collaborative participants are expected to actively participate in the Collaborative and implement improvements consistent with the Patient Centered Medical Home Model of care.  Safety net organizations must meet the following minimum criteria in order to be considered for participation:
· Be a free clinic, federally qualified health center or other organization actively engaged in delivering primary care to low-income uninsured residents in the Richmond region. 

· Be recognized by the Internal Revenue Service as a nonprofit 501(c) (3) organization.

· Provide direct patient care medical services for a minimum of four (4) days per week and not less than twenty (20) hours each week. 

· Provide primary care health care services to a base level of at least 200 continuing patients per month with at least 20% of the patients having chronic conditions.

· Be a member of the Virginia Association of Free Clinics, the Virginia Community Healthcare Association or other recognized health association.
3. Collaborative Funding
Each organization selected to participate in the Collaborative will receive a $25,000 award from the Richmond Memorial Health Foundation with a $15,000 payment distributed upon commencement of the Collaborative and an additional $10,000 payment distributed at month six of the Collaborative based on satisfactory progress and participation in the Collaborative.  Funds are expected to be used to support staff time and other costs associated with participation in the Collaborative. 
4. Collaborative Process
The Collaborative Process includes an array of capacity building supports.
The Collaborative Process







· Group Learning Sessions.  Each participant will attend a series of at least ten monthly Group Learning Sessions where knowledge and tools for implementing care improvements from expert faculty and from each other will be shared.

· Action Periods.  During Action Periods between Learning Sessions, each participant will pursue a set of self-defined objectives to strengthen clinical operations consistent with the Patient Centered Medical Home Model.

· Web-based Support.  Throughout the process of Learning and Action, participants will utilize a wide range of web-based resources (articles, tools, data, training, coaching, peer learning activities) delivered through a secure extranet.

· Teleconferences & Webinars. Participants will participate in occasional ad hoc teleconferences and webinars on topics of interest to Collaborative participants.

· Peer Learning.  Peer learning is an essential component of the Collaborative.  Participants will share challenges and breakthroughs with the aim of developing a practical knowledge base of solutions which can be shared with all Collaborative participants. 

· Coaching.  Participants will have access to individualized, ad hoc coaching to help them define challenges, brainstorm solutions, identify tools and execute solutions.

· Networking.  Participants will have opportunities to create and strengthen relationships with Collaborative participants and faculty as well as participants in the Patient Centered Medical Home Consortium.

Access to capacity building supports will be facilitated by Community Health Solutions, Inc. under a contract with the Richmond Memorial Health Foundation.  Community Health Solutions will:
· Continuously survey Collaborative participants to determine capacity building needs

· Create and manage the web-based support center
· Develop and manage Learning Sessions, teleconferences and webinars

· Recruit and manage expert faculty as needed

· Help participants define their goals and performance measures

· Provide technical assistance to collaborative participants and the Richmond Memorial Health Foundation to assure the quality of evaluation reports
Throughout the process, the role of Community Health Solutions will be to help participants achieve excellence on their own objectives.  It is not the role of Community Health Solutions to advocate to Richmond Memorial Health Foundation on participants’ behalf or influence policy decisions about allocation of Richmond Memorial Health Foundation funds.  Ultimately, Collaborative participants will be responsible for their own performance.
5.  Collaborative Performance Expectations

Each Collaborative participant will be expected to make a serious organizational commitment, actively participate in Collaborative activities and achieve certain objectives.
Expectations for Participation:
· Make a Board-approved written commitment to adopt the Patient Centered Medical Home Model as a strategic priority of the organization

· Designate a senior leader with decision-making authority from the organization to attend project meetings and assure fulfillment of the Collaborative agreement

· Proactively participate in all aspects of the Collaborative, including:

· Attend at least ten monthly, half-day Learning Sessions with other Collaborative participants and faculty
· Deliver verbal progress reports highlighting challenges and breakthroughs as part of Learning Session roundtable discussions
· Deliver monthly reports on the number of patients served by the organization
· Deliver 6-month and 12-month reports on implementation of medical home improvement plans and achievement of patient outcome goals
· Share breakthroughs (successful ideas and solutions) and helpful resources (e.g. articles and tools) via the web-based support center
· Attend teleconferences as needed to address issues relating to Collaborative business
· Participate in at least one Collaborative Task Group as needed
· Utilize the Project Extranet regularly to complete Collaborative activities, enhance learning and facilitate communication
· Develop proposals for further strengthening the safety net in Year Two and beyond
· Attend and participate in community-wide meetings of the Patient Centered Medical Home Consortium
6. Collaborative Objectives  
During the first six months of the Year One Collaborative, participants will focus on developing internal organizational objectives including:
· Embracing the Patient Centered Medical Home Model as an strategic priority
· Evaluating internal capacity for delivering patient centered care 
· Developing strategies for delivering patient centered care

· Beginning to implement self defined selected improvements which are budget feasible

· Measuring patient volume and clinical performance
Participants demonstrating active participation in the Collaborative and demonstrating significant achievement of first six month objectives will be asked to continue and will receive the second installment of funds for the second six months of the Collaborative.  Objectives for the second six months include:
· Continuing first six months objectives 

· Planning individualized capacity building objectives for their organization for Year Two
· Planning shared capacity building objectives for Year Two
The shared objectives will logically focus on functions which no single organization could feasibly accomplish on its own (examples might include collaborative eligibility determination, patient education services, care coordination services, specialty referral services, etc.).
THE CONSORTIUM

Stakeholders, including Collaborative Members, funders and other interested parties are invited to form the Greater Richmond Patient Centered Medical Home Consortium (the Consortium).
1. Consortium Vision and Mission

The Consortium is envisioned as a community of leaders with a common interest in strengthening safety net health care in the greater Richmond region. The mission of the Consortium is to foster learning and dialogue aimed at generating innovative ideas, solutions and partnerships for strengthening safety net health care in the greater Richmond region.  

2. Consortium Meetings

Consortium Members will be invited to periodic meetings to be held in a community setting.  Meetings will feature expert speakers on topics such as patient centered medical homes, issues in safety net healthcare, new developments in health policy, and community partnership.  Meetings will also include updates on challenges and breakthroughs happening in the greater Richmond safety net through the work of the Patient Centered Medical Home Collaborative.  One purpose is to cultivate cross-sector dialogue about ideas and opportunities for strengthening safety net health care.  A second purpose is to provide networking opportunities for strengthening existing or generating new community relationships and partnerships.

3. Consortium Communications

Consortium Members will receive periodic e-newsletters on new developments in patient centered care for safety net patients in greater Richmond and beyond. Topics may include updates on the Collaborative, new breakthroughs in patient centered care or new research on community needs.  
4. Consortium Expectations

There is no charge or funding associated with Consortium Membership. Participants are expected to proactively contribute to the exchange of ideas and inspire solutions through Consortium opportunities.  This will be a collaborative venture which will only be as valuable as the investment in time and intellectual resources made by its individual members.
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