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Primary Care  Patient Centered Medical Home (PCMH) 

High risk care management (+ palliative care, telemonitoring) 

Mental health integration 

Virtual visits 

Specialty Care Active referral management (e-consults) 

Virtual visits  

Procedural decision support (appropriateness) 

Patient reported outcomes (PROMs) 

Care Continuum SNF care improvement (network/waiver/naviHealth) 

Home care innovation (mobile observation, home hospital) 

Patient 

Engagement 

Shared decision making 

Customized decision aids and educational materials (Vidscrips) 

Infrastructure Single EHR platform with advanced decision support 

Data warehouse, analytics, performance metrics 

PHM Priority Programs and Role in Reducing Health Care 

Costs 
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Integrated Care Management Program (iCMP)  

Problem 

• Expenses are concentrated in a small % of patients 
with multiple chronic conditions (9% of Medicare, 
3% of Medicaid, 1% of commercial) 

• Self-managing multiple chronic conditions is 
challenging without assistance 

 
Approach  

• Identify high-risk patients and provide care 
management and individualized care management 
plans 

• Demonstrated 7% cost reduction, reduced 
admissions, and 4% lower mortality 

 
Progress 

• 10,560 high-risk patients actively enrolled with a 
care plan (total iCMP patients) 

• 84.5 care managers 
• 20  social workers  
• 5 pharmacists  
•  10community resource specialists 
   

• Lower rates of hospitalizations and ED visits 

 

ACO 

patients 

Team 

Up 20% Q1 2015  

compared to Q1 2014 
Total 

Assessed 
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Behavioral Health Integration  

Problem 

•High prevalence rate of depression in primary 
care (10%) with half of patients receiving  
treatment from their primary care provider 

•Behavioral health issues increase the cost for 
patients with chronic illness 3-5x 

 
Approach  

•Consultations for primary care physicians with 
behavioral health specialists  

•Care management for patients with depression 
and anxiety offered within primary care setting 
(Collaborative Care) 

•Training and decision aids to support primary 
care 

 
Progress 

•60% of 151,238 primary care patients seen from 
4/1/15-6/30/15 screened for depression  

•3,355 calls from Sept/14 to Sept/15 

•30 Collaborative Care practices with more than  
660 patients being actively managed in first 12 
months 

 

Collaborative Care Model 

Patients 

Primary Care Physicians 

New Role: Mental Health 
            Care Coordinators 

Psychiatrist and Social  
Workers 
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1) Relay Health Online Asynchronous Visits

In online learning envir onments, exchanges between students and teachers ar e frequently enacted asynchronously 

rather than in simultaneous or face-to-face conversations. This type of communication taking place at dif ferent times 

is a standard protocol for many online learning, auction, and business web services. W ith RelayHealth, a provider of 

health-related web services, the Virtual Practice is testing a tool that conducts asynchr onous exchanges between phy -

sicians and patients to conduct online visits. V isits are available for about 100 non-ur gent symptoms and conditions 

commonly seen in a primary car e practice. Patients login to the RelayHealth website and complete a r elevant online 

interview using RelayHealth's web -

Visit®. The visit is conducted asyn -

chronously and allows patients to 

request advice about non-urgent 

symptoms and avoid unnecessary 

office visits for minor pr oblems.  

Using the RelayHealth e-visit plat -

form, patients participate in online 

medical interviews that gather and 

document key data about symp -

toms. Results of these online inter -

views are relayed to the physician. 

A physician in the practice r eviews 

the patient’s responses from the web 

interview and determines a tr eat-

ment plan using communication 

channels online. If the patient’s con -

dition requires further evaluation, 

the physician will request that the 

patient visit the office in person. 

Currently, 357 patients have enrolled in the pilot study. Results of this pilot will be announced shortly .

2) Synchronous Communication | The Virtual Visit

We recently concluded two research studies which compared face-to-face visits with virtual visits using web cameras.  

Though virtual visits ar e not meant to replace the traditional face to face visit in primary car e, virtual visits may be a 

viable option in circumstances where patients need to be routinely monitored (i.e., in chronic conditions like diabetes, 

hypertension, obesity or depr ession). Virtual visits may also be ef fective for triage of acute non-ur gent issues like up-

per respiratory infections or back pain.  

In these studies5, a physician conducted visits with existing patients known to the physician's practice with comput -

ers equipped with web cameras and videoconfer encing software. We examined the feasibility, effectiveness and ac-

T h e  Vi r t u a l  P r a c t i c e  |  m g h v i r t u a l p r a c t i c e @ p a r t n e r s . o r g |  Te l :  6 1 7 - 7 2 6 - 6 6 7 7 5

5 Dixon RF Stahl JE. Virtual Visits in a General Medicine Practice: A Pilot Study. Telemedicine and e-Health. August 1, 2008, 14(6): 525-530 .

RelayHealth | Sore Throat Interview

Problem 
• Increase in demand for in-person follow-up 

visits results in long wait times and 
inconvenience (e.g. travel, time from work) 
and cost (e.g. parking, co-pays). 

 

Approach  
• Develop two alternatives for in-person 

follow-up visits for patients:  

• Virtual Visits –  real-time interactions 
between patients and providers using 
video. 

• E-Visits – web-based interactions using 
questionnaires to manage low acuity 
issues (e.g. cold, ear ache, etc.)  and 
chronic disease.  

 

Progress 
• 560 clinicians conducted Virtual Visit/E- 

Visit 

• 15,183 E-Visits performed  

• 9,154 Virtual Visits performed  

 

Virtual  
Visits  

E-Visits 

Virtual Visit & E-Visit Volume  

Total Cum Volume:  
•Virtual Visits: 9,154 
•E-visits: 15,183 

Virtual Visits  
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Patient facing 

tools 

Clinician 

facing tools 

Clinical team 

facing tools 

Health system 

facing tools 

•Patient portal 

•Network and benefit navigation 

•Shared decision making (SDM) 

•Patient reported outcomes (PROMS) 

•Virtual visits  

•Remote monitoring 

•Referral management 

•EMR w/ clinical decision support / 

Appropriateness 

•HIE/Transitions in care alerts 

•Patient and disease registries 

•Care management software 

•Community resource navigation / knowledge 

management 

•Enterprise data warehouse 

•Analytical / reporting packages 

•Data models e.g. risk scoring 

What IT tools are required for PHM? 
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Putting The Pieces Together 
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Patient Outcomes 

• Hospitalization rate: 20% lower 

• ED visit rate:  25% lower 

• Mortality rate: 4% lower 

 

Savings 

• 7.1% net savings (12.1% gross) 
 

• Approximately 4% annual savings for 
the total population 
 

• For every $1 spent, the program 
saved at least $2.65 

MGH Care Management Medicare Demonstration: 
Results  

RTI  evaluation http://www.massgeneral.org/News/assets/pdf/FullFTIreport.pdf   

 
8 

Source:  Lessons from Medicare’s Demonstration Projects on Disease 
Management and Care Coordination, Lyle Nelson, Congressional 
Budget Office, January 2012, Working Paper 2012-01  

http:///
http://www.massgeneral.org/News/assets/pdf/FullFTIreport.pdf
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Partners Population Health Budget 

Category Budget 

Care Coordination – Adult & Pediatric $27.39 

Behavioral Health / Substance Use $10.36 

Primary Care / PCMH $11.45 

Care Continuum / Palliative Care $8.36 

Ambulatory Quality $2.52 

Telehealth / Patient Engagement $2.33 

Risk Capture $1.63 

Infrastructure – Central & Local $7.34 

Innovation Pilots $.080 

Ambulatory ICU / Medicaid Specific Programs $3.42 

Total $75.59 

Numbers in Millions.  PHS total budget is ~$12B 

Hospital and 
Provider 

contributions  
1.6% of 

commercial  
revenue 

Federal / State 
DSRIP dollars 
allocated for 

Medicaid 

Funding 


