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1. Ohio’s approach to pay for value instead of volume

2. What practices are eligible to get paid more?

3. What requirements must be met?

4. How would payment change?

5. How will the program be implemented?



Sources: CMS Health Expenditures by State of Residence (2011); The 
Commonwealth Fund, Aiming Higher: Results from a State Scorecard on 
Health System Performance (May 2014). 
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Ohioans spend more 
per person on health 
care than residents in 

all but 17 states

29 states have a healthier workforce than Ohio

Health Care Spending per Capita by State (2011) in order of resident health outcomes (2014)

Ohio can get better value from what is spent on health care



• More volume – fee-for-service payments encourage providers to 
deliver more services and more expensive services

• More fragmentation – paying separate fees for each individual 
service to different providers perpetuates uncoordinated care

• More variation – separate fees also accommodate wide variation 
in treatment patterns for patients with the same condition

• No assurance of quality – fees are typically the same regardless 
of the quality of care, and in some cases (e.g., avoidable hospital 
readmissions) total payments are greater for lower-quality care

In fee-for-service, we get what we pay for

Source: UnitedHealth, Farewell to Fee-for-Service: a real world 
strategy for health care payment reform (December 2012)



Value-Based Alternatives to Fee-for Service

Fee for Service
Pay for 

Performance

Patient-
Centered 
Medical 
Home

Episode-
Based 

Payment

Accountable 
Care 

Organization

Fee for Service Incentive-Based Payment Transfer Risk

Ohio’s State Innovation Model (SIM) focuses on (1) increasing access to comprehensive 
primary care and (2) implementing episode-based payments

Payment for services 
rendered

Payment based on 
improvements in 
cost or outcomes

Payment encourages 
primary care 
practices to organize 
and deliver care that
broadens access 
while improving care 
coordination, leading 
to better outcomes 
and a lower total 
cost of care

Payment based on 
performance in 
outcomes or cost for 
all of the services 
needed by a patient, 
across multiple 
providers, for a 
specific treatment 
condition

Payment goes to a 
local provider entity 
responsible for all of 
the health care and 
related expenditures 
for a defined 
population of 
patients

v



Ohio’s State Innovation Model (SIM) progress to date

Episode-Based Payment

• 13 episodes designed across seven 
clinical advisory groups (CAGs)

• 30 additional episodes under 
development to launch in 2017

• Nine payers released performance 
reports on first wave of 6 episodes

• State set thresholds for performance 
payments across Medicaid FFS and 
MCPs on first wave of episodes

• State released performance reports 
aggregated across Medicaid FFS and 
MCPs on second wave of 7 episodes

• Executive Order and rule require 
Medicaid provider participation

Comprehensive Primary Care

• Care model and payment model 
design in place for model to reach 80
percent of Ohio’s population

• Statewide provider survey gauged 
readiness

• Infrastructure plan in place for 
attribution, enrollment, scoring, 
reporting, and payment

• Ohio CPC performance report 
designed with provider/payer input

• All payers applied for Ohio to be a 
statewide Medicare CPC+ region



Multi-payer participation is critical to achieve the scale 
necessary to drive meaningful transformation



Ohio’s comprehensive primary care design decisions have        
been shaped by 800+ stakeholders  from across Ohio

CAG 1 CAG 2 CAG…

Clinical Advisory Groups (CAG)

Episode Design Team

Patients + 
Advocates

Providers Payers

CPC Focus Groups 

Comprehensive Primary 
Care (CPC) Design Team

Vision

Model 
Design

Advisory 
Groups

Governor’s Advisory Council on 
Health Care Payment Innovation



High performing primary care practices engage in these activities 
to keep patients well and hold down the total cost of care



Ohio’s Comprehensive Primary Care (CPC) Program

• Ohio’s CPC Program financially rewards primary care practices that 
keep people well and hold down the total cost of care.

• There is one program in which all practices participate, no matter how 
close to an ideal patient-centered medical home (PCMH) they are today. 
The program is designed to encourage practices to improve how they 
deliver care to their patients over time.

• The Ohio CPC Program is designed to be inclusive: all Medicaid 
members are attributed or assigned to a provider.

• In order to join the program, practices will have to submit an 
application and meet enrollment requirements.

• Model scheduled to launch with an early entry cohort in January 2017
then open to any primary care practice that meets program 
requirements in January 2018 and beyond.
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Ohio CPC eligible provider types and specialties

▪ For Medical Doctor or Doctor of Osteopathy:
– Family practice
– General practice
– General preventive medicine
– Internal medicine
– Pediatric
– Public health
– Geriatric

▪ For clinical nurse specialists or certified nurse 
practitioner: 
– Pediatric;
– Adult health;
– Geriatric; or
– Family practice.

▪ Physician assistants 
– (physician assistants do not have formal specialties)

▪ Individual physicians 
and practices 

▪ Professional medical 
groups

▪ Rural health clinics
▪ Federally qualified 

health centers
▪ Primary care or public 

health clinics 
▪ Professional medical 

groups billing under 
hospital provider types

Eligible provider types Eligible specialties



Ohio CPC “Early Entry” Practice Eligibility
(January 1, 2017 to December 31, 2017)

• Planning (e.g., develop budget, plan for care delivery improvements, etc.)

• Tools (e.g., e-prescribing capabilities, EHR, etc.)

Not required

• Eligible provider type and specialty 

• One of the following characteristics: 

 Practice with 5,000+ members and national accreditation1

 CPC+ practice with a minimum of 500 attributed/assigned Medicaid 
members by Medicaid group ID at each attribution period

 Practice with 500+ members with claims-only attribution AND NCQA III

• Commitment: 

 To sharing data with contracted payers/ the state

 To participating in learning activities2

 To meeting activity requirements in 6 months





Required

Not required

1 Eligible accreditations include: NCQAII/III, URAC, Joint Commission, AAAHC
2 Examples include sharing best practices with other CPC practices, working with existing organizations 

to improve operating model, participating in state led CPC program education at kickoff 



Ohio CPC Practice Eligibility
(January 1, 2018 and beyond)

• Accreditation (e.g., e-prescribing capabilities, EHR, etc.)

• Planning (e.g., develop budget, plan for care delivery improvements, etc.)

• Tools (e.g., e-prescribing capabilities, EHR, etc.)

Not required

• Eligible provider type and specialty 

• Minimum size: 500 attributed/assigned Medicaid members by 
Medicaid group ID at each attribution period

• Commitment:

 To sharing data with contracted payers/ the state

 To participating in learning activities1

 To meeting activity requirements in 6 months





Required

Not required

1 Examples include sharing best practices with other CPC practices, working with existing organizations 
to improve operating model, participating in state led CPC program education at kickoff 
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Payment 
Streams

Ohio Comprehensive Primary Care (CPC) Program              
Requirements and Payment Streams

8 activity 
requirements

4 Efficiency 
measures

20 Clinical 
Measures

Total Cost       
of Care

PMPM

Requirements

All required

▪ Same-day appointments
▪ 24/7 access to care
▪ Risk stratification
▪ Population management
▪ Team-based care 

management
▪ Follow up after hospital 

discharge
▪ Tracking of follow up tests 

and specialist referrals
▪ Patient experience

▪ ED visits
▪ Inpatient admissions for 

ambulatory sensitive 
conditions

▪ Generic dispensing rate of 
select classes

▪ Behavioral health related 
inpatient admits

▪ Clinical measures aligned with 
CMS/AHIP core standards for 
PCMH

All required

Based on self-
improvement & 

performance 
relative to peers 

Shared 
Savings

Practice 
Transformation 

Support

TBD for select practices

Must pass 
50%

Must pass 
50%

Must pass 
100%



Ohio CPC Activity Requirements

Risk stratification
• Providers use risk stratification from payers in addition to all available clinical and other relevant information to 

risk stratify all of their patients, and integrates this risk status into records and care plans

Population health 
management

• Practices identify patients in need of preventative or chronic services and implements an ongoing multifaceted 
outreach effort to schedule appointments; practice has planned improvement strategy for health outcomes

Team-based care 
management

• Practice defines care team members, roles, and qualifications; practice provides various care management 
strategies in partnership with payers and ODM for patients in specific patient segments; practice creates care 
plans for all high-risk patients, which includes key necessary elements

Follow up after 
hospital discharge

• Practice has established relationships with all EDs and hospitals from which they frequently get referrals and 
consistently obtains patient discharge summaries and conducts appropriate follow-up care

Patient experience

• The practice assesses their approach to patient experience and cultural competence at least once annually 
through quantitative or qualitative means; information collected by the practice covers access, communication, 
coordination and whole person care and self-management support; the practice uses the collected information 
to identify and act on improvement opportunities to improve patient experience and reduce disparities. The 
practice has process in place to honor relationship continuity.

The practice has a documented process for tracking referrals and reports, and demonstrates that it:

• Asks about self-referrals and requests reports from clinicians

• Tracks lab tests and imaging tests until results are available, flagging and following up on overdue results

• Tracks referrals until the consultant or specialist’s report is available, flagging and following up on overdue reports

• Tracks fulfillment of pharmacy prescriptions where data is available

Tests and specialist 
referrals

24/7 access to care
• The practice provides and attests to 24 hour, 7 days a week patient access to a primary care physician, primary 

care physician assistant or a primary care nurse practitioner with access to the patient’s medical record

Same-day 
appointments

• The practice provides same-day access, within 24 hours of initial request, including some weekend hours to a 
PCMH practitioner or a proximate provider with access to patient records who can diagnose and treat

Detailed requirement definitions are available on the Ohio Medicaid website:
http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600563-cpc-requirements

Must pass 
100%

http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600563-cpc-requirements


Ohio CPC Efficiency Requirements

Metric Rationale

▪ Strong correlation with total cost of care for large practices
▪ Limited range of year over year variability for smaller panel sizes
▪ Aligned with preferred change in providers’ behavior to maximize value

Ambulatory care-
sensitive inpatient 
admits per 1,000

▪ Strong correlation with total cost of care for large practices
▪ Metric that PCPs have stronger ability to influence, compared to all IP admissions

Generic dispensing 
rate (all drug classes)

Emergency room 
visits per 1,000

▪ Limited range of year over year variability for smaller panel sizes
▪ Aligned with preferred change in providers’ behavior supporting the most appropriate 

site of service

▪ Reinforces desired provider practice patterns, with focus on behavioral health population
▪ Relevant for a significant number of smaller practices
▪ Stronger correlation to total cost of care than other behavioral health-related metrics

Behavioral health-
related inpatient 
admits per 1,000

Episodes-related 
metric

▪ REPORTING ONLY (not tied to payment)
▪ Links CPC program to episode-based payments 
▪ Based on CPC practice referral patterns to episodes principle accountable providers

Must pass 
50%

Detailed requirement definitions are available on the Ohio Medicaid website:
http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600563-cpc-requirements

http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600563-cpc-requirements


Ohio CPC Clinical Quality RequirementsMust pass 
50%

Note: All CMS metrics in relevant topic areas were included in list except for those for which data availability 
poses a challenge (e.g., certain metrics requiring EHR may be incorporated in future years)

Pediatric
Health (4)

Category Measure Name

Behavioral 
Health (4)

Women’s 
Health (5)

Adult 
Health (7)

0576Mental HealthBothFollow up after hospitalization for mental illness

NQF #
Population health 
priorityPopulation 

Breast Cancer Screening 2372CancerAdults

Well-Child Visits in the First 15 Months of Life 1392Pediatrics

Well-Child visits in the 3rd, 4th, 5th, 6th years of life 1516Pediatrics

Adolescent Well-Care Visit HEDIS
AWC

Pediatrics

Weight assessment and counseling for nutrition and 
physical activity for children/adolescents: BMI 
assessment for children/adolescents

0024Obesity, physical 
activity, nutrition

Pediatrics

Postpartum care 1517Infant MortalityAdults

Preventive care and screening: tobacco use: screening 
and cessation intervention

0028Substance AbuseBoth

0105Mental HealthAdultsAntidepressant medication management

Initiation and engagement of alcohol and other drug 
dependence treatment

0004Substance AbuseAdults

Med management for people with asthma 1799Both

0018Heart DiseaseAdultsControlling high blood pressure (starting in year 3) 

Comprehensive Diabetes Care: HgA1c poor control
(>9.0%)

0059DiabetesAdults

Statin Therapy for patients with cardiovascular disease HEDIS
SPC

Heart DiseaseAdults

Comprehensive diabetes care: HbA1c testing 0057DiabetesAdults

HEDIS
ABA

ObestiyAdultsAdult BMI

Comprehensive diabetes care: eye exam 0055DiabetesAdults

Live Births Weighing Less than 2,500 grams N/AInfant MortalityAdults

Timeliness of prenatal care 1517Infant MortalityAdults

Cervical cancer screening 0032CancerAdults

▪ Measures will be refined based 
on learnings from initial roll-out

▪ Hybrid measures that require 
electronic health record (EHR) 
may be added to the list of core 
measures

▪ Hybrid measures may replace 
some of the core measures

▪ Reduction in variability in 
performance between different 
socioeconomic demographics 
may be included as a CPC 
requirement

Measures will evolve over time

Detailed requirement definitions 
are available on the Ohio 

Medicaid website:
http://medicaid.ohio.gov/Providers/Pay
mentInnovation/CPC.aspx#1600563-cpc-

requirements

http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600563-cpc-requirements
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Payment 
Streams

Ohio Comprehensive Primary Care (CPC) Program              
Requirements and Payment Streams

8 activity 
requirements

4 Efficiency 
measures

20 Clinical 
Measures

Total Cost       
of Care

PMPM

Requirements

All required

▪ Same-day appointments
▪ 24/7 access to care
▪ Risk stratification
▪ Population management
▪ Team-based care 

management
▪ Follow up after hospital 

discharge
▪ Tracking of follow up tests 

and specialist referrals
▪ Patient experience

▪ ED visits
▪ Inpatient admissions for 

ambulatory sensitive 
conditions

▪ Generic dispensing rate of 
select classes

▪ Behavioral health related 
inpatient admits

▪ Clinical measures aligned with 
CMS/AHIP core standards for 
PCMH

All required

Based on self-
improvement & 

performance 
relative to peers 

Shared 
Savings

Practice 
Transformation 

Support

TBD for select practices

Must pass 
50%

Must pass 
50%

Must pass 
100%

Enhanced payments begin 
January 1, 2018 for any PCP 
that meets the requirements



Ohio Comprehensive Primary Care (CPC) per member per                
month (PMPM) payment calculation

3M CRG health statuses Example of 3M CRG

▪ Dominant chronic disease in 3 or 
more organ systems

▪ Diabetes mellitus, CHF, and 
COPD

▪ Minor chronic diseases in multiple 
organ systems

▪ Migraine and benign 
prostatic hyperplasia (BPH)

▪ Healthy ▪ Healthy (no chronic health 
problems)

▪ History of significant acute disease ▪ Chest pains

▪ Single minor chronic disease ▪ Migraine

▪ Significant chronic disease ▪ Diabetes mellitus

▪ Diabetes mellitus and CHF▪ Significant chronic diseases in 
multiple organ systems

▪ Dominant/metastatic malignancy ▪ Metastatic colon malignancy

2017 CPC PMPM (Estimated)

▪ Catastrophic ▪ History of major organ 
transplant

CPC 
PMPM 
Tier 1

CPC 
PMPM 
Tier 2

CPC 
PMPM 
Tier 3

$1 ▪ Practices and MCPs
receive payments 
prospectively and 
quarterly

▪ Risk tiers are 
updated quarterly, 
based on 24 months 
of claims history 
with 6 months of 
claims run-out

▪ Finalized 2017 
PMPM values will 
be determined
Q3 2016

The PMPM payment for a given CPC practice is calculated by multiplying the PMPM for each risk 
tier by the number of members attributed to the practice in each risk tier

$22

$8

Detailed requirement definitions are available on the Ohio Medicaid website:
http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600562-cpc-payments

http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600562-cpc-payments


Ohio Comprehensive Primary Care (CPC)                                           
shared savings payment calculation

• Annual retrospective payment based on total cost of care (TCOC)

• Activity requirements and quality and efficiency metrics must be 
met for the CPC practice to receive this payment

• CPC practice must have 60,000 member months to calculate TCOC

• CPC practice may receive either or both of two payments:

2. Total Cost of Care 

RELATIVE TO PEERS

1. Total Cost of Care              

SELF-IMPROVEMENT

Payment based on a practice’s improvement on total 

cost of care for all their attributed patients, compared to 

their own baseline total cost of care

Payment based on a practice’s low total cost of care 

relative to other CPC practices

Detailed requirement definitions are available on the Ohio Medicaid website:
http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600562-cpc-payments

http://medicaid.ohio.gov/Providers/PaymentInnovation/CPC.aspx#1600562-cpc-payments
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July 2017 Mar 1 2018January 1 

2018

September 

& October 

2017

ODM notifies me that 

I am eligible to 

enroll in the CPC 

Program by meeting 

size threshold (500 

Medicaid members)

I receive my first 

quarterly report 

showing my practice’s 

baseline performance on 

quality, efficiency, and 

total cost of care from 

2017

I also receive attribution 

of members to my 

practice as of January; 

used to determine PMPM

for Q2 2018 

Receive updated 

attribution of my 

members – which will 

be used to determine 

PMPM payment 

starting on January 1

Provider enrollment 

is open: I can log 

onto the Medicaid 

website, fill out a set 

of questions and 

attestations to enroll

After enrollment I get 

a full list of the 

members attributed 

or assigned to my 

practice

I receive my first 

PMPM payments for 

Q1 2018; official 

performance period 

begins for 2018 

(where my quality 

metrics, efficiency 

metrics, and total cost 

of care are being 

measured)

November 

2017

Ongoing improvements in care delivery model

Official start of 

performance period

Comprehensive primary care (CPC) implementation (1/2)



Ongoing improvements in care delivery model

Comprehensive primary care (CPC) implementation (1/2)

I receive another 

quarterly progress 

report showing how 

my practice has 

performed in Q1 of 

2018 

I also receive an 

updated attribution 

list used to determine 

Q3 2018 PMPM

July 1 

2018

I receive another 

quarterly progress 

report showing how 

my practice has 

performed in Q1 and 

Q2 of 2018 

I also receive an 

updated attribution 

list used to determine 

Q4 2018 PMPM

September 1  

2018

I receive my PMPM

payments for the 

second quarter of 

2018

Apr 1 

2018

I receive my PMPM

payments for the 

third quarter of 2018

June 1 

2018

I receive my annual 

report reflecting my 

performance in the 

2018 performance 

period which 

indicates whether I 

am eligible for shared 

savings payment

September 1 

2019

Ongoing quarterly attribution, 

payment, and reporting

(December, March, June)

First full 

performance period



Health plan roles to support practice transformation

Data and     
insights

▪ Facilitate providing data in a timely and usable manner, as it relates to:
– Members in their panel1 (i.e., utilization and family/social factors) 
– Quality and cost opportunities
– Performance

▪ Collect and share additional information where possible (i.e., REAL – Race, Ethnicity, Primary language) 
so all providers can use it to ensure more effective care

Reimbursement

▪ Provide the agreed-upon PMPM and shared savings payment for meeting model requirements
▪ Limit administrative burden where possible for providers, also ensuring standardization of 

requirements and forms/ processes to verify that requirements are met
▪ Continue refining the incentive model to encourage innovation

Benefit design
▪ Ensure physicians and patients are aware of CPC benefits including patient incentives
▪ Invest or promote community-based prevention programs where relevant

Network and 
patient access

▪ Develop a network of culturally versed high quality providers 
▪ Recognize high-performing CPC practices with preferential position in network
▪ Ensure that high performing specialists are in network/ in preferred tier
▪ Connect unattributed members to CPC practices 

Care management 
resources and 

activities

▪ Provide support for ongoing communication and action to support the plan of care (e.g., plan honors 
request to deal with transportation and mental health, if not co-located)

▪ Participate in transition of care activities as requested
▪ Align existing and new programs to complement the CPC practice where possible (e.g., reinforcing 

incentives, no duplication, aligned metrics)

Program 
administration

▪ Conduct attribution for MCP members to primary care practices along state guidelines
▪ Serve as single point of contact for practices to navigate MCP processes
▪ Integrate results of CPC practice quality metrics to QI program
▪ Hold practices accountable for activity attestations

1 Targeted only to members in their panel, and not reflecting members outside the panel



Practices transform over time by adding activities that keep 
patients well and hold down the total cost of care
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Comprehensive primary care (CPC) practice transformation pathway (1/4)

Beginning of the journey Early CPC Practice Maturing CPC Practice Transformed CPC Practice

Patient 
outreach

▪ Proactive, targeting patients with 
chronic conditions but no clear PCP 
relationship1, and prioritizing 
patients at-risk of developing a 
chronic condition

▪ Proactive, with broader focus on all patients 
including healthy individuals

▪ Proactive, targeting patients with 
chronic conditions and existing 
PCP/ team relationship

▪ Reactive, presentation-
based prioritization

Access

▪ Expand channels for direct patient 
PCMH interaction for at-risk 
patients with an existing PCP/ 
team relationship through phone/ 
email/ text consultation

▪ Provide 24/7 access to PCMH-
linked resources for at-risk 
patients with an existing PCP/team 
relationship

▪ Provide appropriately resourced 
same-day appointments

▪ Ensure appropriate site of visit for at-
risk patients (e.g., home, safe/ 
convenient locations in the 
community)

▪ Offer a menu of communication 
options (e.g., encrypted texts, email) 
to all patients for ongoing care 
management

▪ Provide full accessibility for patients 
with disabilities and achieve ADA 
compliance (e.g., exam tables for 
patients in wheel chairs, facility 
ramps)

▪ Offer remote clinical consultation for 
broader set of members, where appropriate 
and only if practice has capability to share 
medical records with and receive medical 
records from tele-health provider

▪ Increase time spent in locations that 
represent key points of aggregation for the 
community (e.g., churches, schools), meeting 
patients’ needs in the most appropriate 
setting

▪ Offer limited access 
beyond office/ regular 
hours

Assessment, 
diagnosis, 
treatment plan

▪ Identify and document full set of 
needs for at-risk patients with an 
existing PCP/ team relationship 
(e.g., barriers to access health care 
and to medical compliance)

▪ Develop evidence-based care plans 
with recognition of physical and 
BH needs (e.g., medications), 
customized based on benefits 
considerations

▪ Identify and close gaps in 
preventive care for at-risk patients 
with an existing PCP/ team 
relationship

▪ Systematically incorporate patient 
socio-economic status, gender, 
sexual orientation, sex, disability, 
race, language, religion, and ethnic-
based differences into treatment 
(e.g., automatic screening flags for 
relevant groups)

▪ Assess gaps in both primary and 
secondary preventive care across the 
broader patient panel and prioritize 
member outreach accordingly

▪ Include BH needs (e.g., psycho-social 
treatment) into care plan through 
regular communication with BH
provider

▪ Identify and incorporate 
improvements to care 
planning process

▪ Agree on shared agenda with patients to 
best meet their acute and preventive needs
with a multi-generational lens and leveraging 
the result of predictive modeling, where 
appropriate

▪ Collaborate meaningfully with other key 
community-based partners (e.g., schools, 
churches) for input into a treatment plan and 
share relevant information on an ongoing 
basis with patient consent where appropriate 

▪ Diagnose and develop 
treatment plan for 
presenting condition, 
with emphasis on 
pharmaceutical 
treatment
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Beginning of the journey Early CPC Practice Maturing CPC Practice Transformed CPC Practice

Transparency

▪ Discuss performance data with 
other providers, sharing learnings, 
receiving “second opinion” on 
challenging cases and advice on 
opportunities for improvement

▪ Share relevant performance data 
with public health agencies

▪ Implement changes based on 
priorities resulting from patient 
satisfaction survey

▪ Bi-directionally exchange performance 
data with payers using a standard format  
and with a high degree of timeliness that 
can lead to improvements in treatment

▪ Consistently review performance data 
within the practice to monitor quality and 
prioritize outreach efforts

▪ Leverage standard process to ensure that 
data leads to identification of 
opportunities and changes to practice 
patterns, working with payers where 
appropriate

▪ Share priorities from patient survey with 
members and staff (e.g., post findings in 
the office)

▪ Review performance data 
irregularly, if at all, to 
identify and pursue 
opportunities for 
improvement

▪ Share relevant performance data with 
members and communities through 
website and in-office communication 
(e.g., information about providers’ 
specialty areas and training and 
practice wait times)

Care 
management

▪ Foster communication between care 
managers for patients

▪ Identify who, within the practice, is in 
charge of care management activities for 
at-risk patients

▪ Coordinate between care 
managers to ensure clarity over 
which manager has lead 
responsibility when and reduce 
duplications of outreach to patients

▪ Establish initial links with 
community-based partners for at-
risk patients

▪ Patient identifies preferred care 
manager, who leads relationship with 
patient and coordinates with other 
managers and providers

▪ Collaborate meaningfully with other 
key community-based partners (e.g., 
schools, churches) to exchange 
information with patient consent 
where appropriate 

▪ Most patients lack 
connection to a care 
manager while others are 
subject to many, 
overlapping care 
coordination efforts

▪ Optimize staff mix (e.g., extenders, 
community health worker, cultural 
diversity), redesign processes and 
leverage technology, where 
appropriate, to maximize practice’s 
operational efficiency (e.g., practice 
at top of license)

▪ Improve operational efficiency through 
process redesign and standardization, 
harnessing improvement tools (e.g., 
standardized use of clinical practice 
guidelines)

▪ Primarily focus on 
managing patient flow/ 
volume

Provider 
operating 
model

▪ Practice has flexibility to adapt 
resourcing and delivery model to meet 
the needs of specific patient segments 
as appropriate

Comprehensive primary care (CPC) practice transformation pathway (2/4)
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Provider 
interaction

▪ Proactively reach out to 
patients after an ED visit/ 
hospitalization

▪ Track and follow-up on 
specialist referrals and 
diagnostic testing

▪ Information is shared bi-
directionally between PCP and 
specialist

▪ Select specialists for 
referrals based on 
prior experience

▪ Do not consistently 
leverage all available 
resources during 
transitions in care

▪ Select specialists for referrals also based on
likely connectivity with member

▪ Select specialists for referrals based on risk-
adjusted data on outcomes and cost, 
potentially leveraging data from episodes of 
care

▪ Proactively reach out to patients before and 
after any planned transition in care

▪ Match type of care with member needs, as jointly 
identified by member and provider (e.g., regular in-
person interactions with multi-disciplinary team only 
when needed)

▪ Proactively manage urgent needs, to the extent 
possible (e.g., reach out to the ED to anticipate arrival 
of patients that have sought care from the practice 
first, to accelerate provision of care and ensure that it 
is targeted)

▪ Ensure access and integration to all capabilities 
needed (e.g., clinical pharmacy, dental providers, 
community health workers)

Behavioral 
health 
collabora-
tion

▪ Integrate presenting 
behavioral health needs into 
care plans

▪ Refer BH cases to 
appropriate providers

▪ Collaborate ‘at a distance’ 
with BH providers for most 
at-risk patients

▪ Do not consider 
undiagnosed BH cases 
a priority

▪ Focus on diagnosing and addressing 
undiagnosed BH needs

▪ Track and follow-up on BH referrals and 
ensure ongoing communication with BH 
specialist – onsite where possible

▪ Provide more coordinated care between 
primary and BH providers (e.g., same-day 
scheduling, co-location, system integration)

▪ Integrate behavioral specialists in the practice, where 
scale justifies it

▪ Fully integrated systems and regular formal and 
informal meetings between BH and PCP/team to 
facilitate integrated care

▪ Build competencies to directly provide select BH 
services on site, when scale justifies it

▪ Collaborate with community-based resources to 
manage BH needs

Potential 
community 
connec-
tivity 
activities

▪ Facilitate connectivity to social services 
and community-based prevention 
programs by identifying targeted list of 
relevant services geographically 
accessible to the member, covered by 
member benefits, and with available 
capacity (e.g., Community Health 
Nursing, employment, recreational 
centers, nutrition and health coaching, 
tobacco cessation, parenting education, 
removal of asthma triggers, services to 
support tax return filings, transportation)

▪ Inform patients of social 
services and community-
based prevention programs 
that can improve social 
determinants of health (e.g., 
provide list of helpful 
resources, including local 
health districts)

▪ Have limited 
community 
connectivity outside 
of office, or 
relationships with 
social services

▪ Actively connect members to broader set of social 
services and community-based prevention programs 
(e.g., scheduling appointments and addressing 
barriers like transportation to ensure appointment 
happens)

▪ Ensure ongoing bi-directional communication with 
social services and community-based prevention 
programs (e.g., follow up on referrals to ensure that 
the member used the service, incorporate insights 
into care plan, provide support during transitions in 
care)

▪ Collaborate meaningfully (e.g., through formal 
financial partnerships) with partners based on 
achievement of health outcomes

▪ Actively engage in advocacy and collaborations to 
improve basic living conditions and opportunities for 
healthy behaviors

Beginning of the journey Early CPC Practice Maturing CPC Practice Transformed CPC Practice
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Beginning of the journey Early CPC Practice Maturing CPC Practice Transformed CPC Practice

Patient 
engagement1

▪ Adopt means that practice did not 
previously provide to engage with patients 
and meet patient’s preferences (e.g., text 
messaging)

▪ Use individualized techniques to activate 
patients (e.g. motivational language)

▪ Leverage tools such as remote monitoring 
devices to promote patient activation and 
self-management 

▪ Provide targeted educational resources 
(e.g., online video/guides, printed 
materials) to all members

▪ Assess patient’s level of health 
literacy, engagement, and self-
management and have a defined 
plan to provide appropriate 
materials and improve over time

▪ Ask patients how they wish to be 
engaged (e.g., email, phone calls, 
language), consistent with the 
resources and infrastructure the 
practice currently has

▪ Offer “patient navigator” 
support to at-risk patients, to 
help them find and access 
healthcare resources

▪ Have standard 
fliers and 
educational 
material available 
in the office

▪ Consistently measure improvement 
in patient activation and health 
literacy, increasing share of patients 
at appropriate level to achieve 
optimal care outcomes

▪ Actively engage with patients to 
motivate appropriate degree of self-
management

▪ Connect at-risk members with other 
members with similar needs, to help 
create an additional support system 
for members and families

Patient       
experience2

▪ Achieve greater cultural competence
through training, awareness, and access to 
appropriate services (e.g., translation, 
community health workers)

▪ Regularly solicit and incorporate the 
feedback of patients into individual care

▪ Offer consistent, individualized 
experiences to each member 
depending on their needs (based on 
age, gender, ethnicity, socio-
economic situation)

▪ Integrate patients into the practice 
management team to provide 
feedback on overall patient 
experience

▪ Participate in online patient rating 
sites (if relevant to practice 
population)

▪ Prioritize continuity of 
relationship with provider and 
team for patient

▪ Regularly solicit and incorporate 
targeted feedback from patients 
into overall patient experience 
(e.g., quarterly survey, patient 
family advisory council)

▪ Do not explicitly 
focus on patient 
experience

1 Promoting individual activation, health literacy, and self-management
2 Quality of patient’s interaction with providers in and out of the traditional office setting
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Comprehensive Primary Care (CPC) Program:

• Overview Presentations and Webinars

• Performance Report Examples

• Links to More Detail for Providers

www.HealthTransformation.Ohio.gov

http://www.healthtransformation.ohio.gov/


Detail for Providers:

• Practice eligibility and enrollment requirements

• Payment methodology

• Activity, efficiency and quality requirements

• Reporting requirements

www.Medicaid.ohio.gov/providers/paymentinnovation/CPC.aspx

http://www.medicaid.ohio.gov/providers/paymentinnovation/CPC.aspx

