The National Primary Care Extension Program: Next Steps
A White Paper based upon the Proceedings of the National Primary Care Extension Program Meeting in Washington, DC Feb 21, 2014
Executive Summary
The Primary Care Extension Program (PCEP) is a strategy to improve community health by helping primary care practices and the communities they serve by overcoming barriers and facilitating practice transformation by sharing common resources, including local expertise of PCEP agents coupled with the technical resources of universities, health departments, social service agencies and other support systems. PCEP has grown from its inception in Section 5405 of the Affordable Care Act. It has served as a vehicle for facilitating practice transformation, helping practices and their community partners create Patient-Centered Medical Homes (PCMHs) while facilitating the broader impact of those transformation efforts on community health through the creation of partnerships with state and local agencies, institutions and programs. 
[bookmark: _GoBack]A sizeable proportion of primary care practices are small to medium-sized (under 10 clinicians) and can’t readily fund the support needed for recommended practice transformation. To help address this problem, the Agency for Healthcare Research and Quality (AHRQ) funded the Infrastructure for Maintaining Primary Care Transformation (IMPaCT) grant, which was awarded to four states that piloted PCEP approaches to helping such practices, along with 13 partner states. A rich variety of approaches emerged and is summarized in the creation of an online toolkit guide (www.healthextensiontoolit.org) funded by The Commonwealth Fund.
A national invitational conference was held in February 2014 of potential beneficiaries and funders of PCEP, including representatives from federal and state agencies, private foundations, health insurance and managed care organizations, and professional associations. Building on six years of experience of states piloting PCEP, including outcomes described in four publications and two webinars focused on primary care extension, conference participants identified a set of recommendations regarding the ideal PCEP and how PCEP could grow and attract sustained funding in the future. The group determined that the ideal PCEP would be operated locally; it would incorporate a variety of stakeholders; it would be adaptable to local circumstances and interests; and it would address both practice transformation and community health. 
The meeting participants determined that sustaining and growing the PCEP would likely require funding from a variety of sources. The funding sources may vary by state, and it may come from new and unexpected partners. Funding for development of the PCEP could come from grants from federal agencies that tend to fund new innovations, such as the AHRQ, CDC, NIH and HRSA; through stipulating language modifications or additions to existing funding mechanisms, such as State Innovation Model grants; and through partnerships and resource sharing with other entities doing similar or complementary work, such as health conversion foundations and Area Health Education Centers. 
Funding for the long-term sustainability of the PCEP could come from Medicare and Medicaid through the creation of a requirement that state Medicaid programs have to support a PCEP as part of their Medicaid waivers or by earmarking some of the 5% bonus for PCMH that is part of the legislative fix for the Medicare sustainable growth rate. Other sources of sustained funding discussed were employers, taxes, public-private partnerships, and collaborating with organizations or agencies that have not previously been partners of the health field, such as the Federal Reserve Bank and Housing and Urban Development. 
The group also agreed that certain strategies would need to be developed to obtain funding or make the proposed funding mechanisms work, such as combining funds from multiple sources, forcing PCEP stakeholders to operate under the same budget, public policy changes, and educating and lobbying for PCEP at the local, state, and national level.
Introduction 
At the February 2014 meeting, 52 representatives of 40 different stakeholder groups met to discuss the future of the Primary Care Extension Program (PCEP). In particular, the meeting was called to address two important questions:  
· What does the ideal PCEP look like?
· How can the PCEP grow and be sustained in the long term? 
This white paper summarizes the answers that emerged through the meeting, enriched by findings presented in three manuscripts1,2,3 , in the online Health Extension Toolkit (www.healthextensiontoolkit.org) and in two webinars4,5 conducted over the past several years.
The Primary Care Extension Program (PCEP) was formally created as Section 5405 of the Patient Protection and Affordable Care Act (ACA). The Senate Health, Education, Labor and Pensions Committee, tasked with writing the ACA, was familiar with the agricultural Cooperative Extension Service, and was interested in the role of extension in facilitating primary care transformation. Two health extension models were presented — one from New Mexico and one from Oklahoma. Aspects of each became the basis of the Section and leaders from those two programs helped in its writing. The primary focus was upon extension to facilitate primary care transformation to the Patient-Centered Medical Home. There was also the option to broaden the focus on primary care to include an influence on community health.
As a demonstration project, the PCEP was assigned to the Agency for Healthcare Research and Quality (AHRQ). While it was authorized by Congress, there was no appropriation. However, AHRQ used internal resources to support testing of the model as State-level initiatives using primary care extension agents in small and medium-sized independent primary care practices to assist with primary care redesign. Entitled “Infrastructure for Maintaining Primary Care Transformation” (IMPaCT), four grants were awarded at $500,000/year for two years to New Mexico, Oklahoma, North Carolina and Pennsylvania. The intent was to explore the experience of these four states and their impact on at least three other states chosen to work with each of them to create a national model using PCEP as a strategy for primary care transformation. Seventeen states were ultimately involved in this grant-funded initiative (Figure 1). IMPaCT was also intended to serve as a model for other future federal funding.  
Figure 1: IMPaCT Grantee and Partner States
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Each IMPaCT awardee was required to create a national dissemination plan. All programs agreed to the creation of a common, on-line toolkit. The Commonwealth Fund supported its development via a grant to the University of New Mexico and they supported a webinar on PCEP presented by the leadership of all four states. As IMPaCT funding was coming to a close, the four grantees explored strategies for bringing together what had been learned and exploring how PCEP could be expanded and its funding sustained in new ways. The Commonwealth Fund then gave a grant to hold a national, invitational conference to bring together those spearheading the PCEP movement as well as potential stakeholders interested in discovering ways to sustain PCEP in the long term. We have started to build these prototypes of health extension programs, seeded by some money from AHRQ. But there is not some pool of ongoing federal money that’s been appropriated to sustain them. Are there people who stand to gain value from these services that should potentially have some skin in the game? 
– Kevin Grumbach, MD,Professor and Chair, Department of Family and Community Medicine at the University of California, San Francisco
We have started to build these prototypes of health extension programs, seeded by some money from AHRQ. But there is not some pool of ongoing federal money that’s been appropriated to sustain them. Are there people who stand to gain value from these services that should potentially have some skin in the game? 
– Kevin Grumbach, MD
Professor and Chair, Dept. of Family and Community Medicine 
at the University of California, San Francisco

Background/Need   
The ACA calls for a rapid expansion and transformation of primary care which is more accessible, more efficient, and more cost effective. This transformation is aligned with the Triple Aim of improved quality, reduced cost and serving a population. However, a sizeable portion, if not the majority, of primary care is delivered by small and medium-sized practices with under 10 clinicians (MDs, PAs, NPs) and few of these have the resources or expertise to commit to this needed transformation. 
Unlike hospital-run systems of primary care, accountable care organizations or larger community health center organizations, many small practices can’t afford the conversion to electronic health records, the hiring of social workers, care managers or health educators, or contracting with practice change facilitators. In addition, most small practices function independently of each other without the economies of scale that a collaborative of many practices could afford. Many find the most difficult aspect of practice transformation requires a depth of “adaptive reserve,” the ability to change practice patterns, relinquish familiar roles to others, and learning to design the practice team in a different format. Practice facilitation in these more difficult areas requires a longer term commitment to the process than is initially expected.
An important model for the healthcare system of facilitating transformation and disseminating innovation is the agricultural Cooperative Extension Service—renowned for disseminating new knowledge and best practices to farmers and their families through a network of local Cooperative Extension Agents. The Extension Service is in every state and in every county. Could the idea of Extension be applied to helping smaller primary care practices and their communities adapt and transform themselves to the new challenges and opportunities embodied in the ACA?We simply do not have enough nurses, doctors, behavioral health people, or case managers to handle the number of members that we have, nor does this country. We just hired 300 people in NM. I think we’ve hired every nurse that’s not on parole. But we’ve also hired 100 “community connectors” [community health workers]. 
– Richard Sanchez, MD
Senior Vice President and Chief Medical Officer, Molina Healthcare


Solutions/Sample Approaches
Participants at the February 2014 meeting spent the first half of the day-long meeting discussing what the ideal PCEP looks like, based on the experience of the 17 PCEP pilot states. The components of the ideal PCEP are described below.
Operation of a model PCEP: The ideal PCEP would operate at the community level through regional “hubs” and its “agents” across a state, much like the Cooperative Extension program. It would be governed by local stakeholders, including local public health departments, the state’s Medicaid department, primary care practices (PCPs), academic medical centers, county government, community groups, health plans, etc.; the groups included, the “owner” of the program, and the methods used to deploy services would vary depending upon the local circumstances and would be determined by the governing body.  Several models illustrate this 
local control and local partnerships to support primary care—Community Care of North Carolina and NC AHEC collaboration6,7,8 (Figure 2), Oklahoma’s County Health Improvement Organization model9 (Figure 3), and New Mexico’s HEROs and Hubs model (Figure 4).  
Scope of PCEP: The group felt strongly that there should be two components to the PCEP: 1) working with individual practices on practice transformation and 2) working with communities to positively impact community health. 
Roles of PCEP: The roles of the PCEP could include 1) serving as a clearinghouse/convener, 2) providing technical assistance and 3) promoting shared services. PCEP could also serve practices and communities at different levels along an evolutionary path moving from a focus on primary care practice to an integrated delivery system to healthy communities (Figure 4). And the many roles of PCEP in practice transformation can use a General Contractor Model (Figure 5). 
At a minimum, the PCEP would:If we’re going to improve population health, primary care clinicians have to work collaboratively with public health and community resources.
 – James Mold, MD
Professor, Dept. of Family Medicine, University of Oklahoma 
Health Sciences Center

· build the local capacity and facilitate change to address the needs of PCPs and the health needs of the community 

· provide services requested by the community and PCPs in the community

· act as a convener/aligner, bringing together organizations and agencies already doing health extension work to meet community needs
The PCEP should be a shared resource at the community level, almost like a public utility where the community is at the table. 
It needs to be responsive, transparent, and accountable to the community. 
– Michael Parchman, MD
Director of the MacColl Institute for Health Care Innovation Group Health Research Institute



Figure 2: North Carolina’s PCEP model
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Figure 3: The Oklahoma Primary Healthcare Extension System 
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Figure 4: Components of a University of New Mexico Health Sciences Center 
Health Extension Hub
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Figure 4: The Shifting Health System Paradigm and Evolutionary Path for Primary Care
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Sample PCEP Services:There are Patient-Centered Medical Home-related businesses, like Transformed, NCQA, and Health Teamworks. PCEP shouldn’t compete with these but find ways to complement these important practice transformation services. 
– Kevin Grumbach, MD
Professor and Chair, 
Dept. of Family and Community Medicine 
at the University of California, San Francisco

· Spreading innovations and evidence-based practices and providing or linking PCPs to practice transformation resources, such as practice coaching, technical and quality improvement assistance, and electronic medical record assistance
· Meeting the needs of practices across the transformation spectrum, as PCPs will vary in their level of transformation. 
· Serving as a neutral third party that brings payers together to create uniform reporting requirements. The community health arm of the program could offer:
· recruiting and providing training to locally-hired community health workers (thus providing employment opportunities as well as improving access to care to community members) 
·  Bringing together PCPs and local public health and community resources to work collaboratively to identify and address community health needs, possibly through the creation of county health improvement plans. 



Figure 5: The General Contractor Model of the Primary Care Extension Program
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· Specific samples of PCEP services across the country can be found at www.healthextensiontoolkit.org. Samples are categorized under Getting Started, Engagement, Health Extension, Primary Care, Population Health and Sustainability (Figure 6). 
During the second half of the day, the meeting attendees discussed how the primary care extension program can be financed so as to further its development and sustain it in the long term. The following ideas emerged from the discussions.
Many sources of potential funding were discussed and it was determined that they may be piecemeal, may vary by state, and may come from partners that had not heretofore been engaged. Funding to grow the program may come from different sources than funding to sustain it. Many recommendations were based on pilots and innovations developed in different states that appeared to be successful.We have to make the case that PCEP is something worth investing in, a worthwhile endeavor that adds value. 
– Kevin Grumbach, MD
Professor and Chair, 
Dept. of Family and Community Medicine 
at the University of California, San Francisco

Figure 6: Screenshot of Online Health Extension Toolkit
[image: ]
Funding for development of the PCEP could come from grants from federal agencies that tend to fund new innovations, such as the AHRQ, CDC, NIH and HRSA. Other potential sources for development funds mentioned were: What really excites me after over a couple of decades at the CDC about the health extension program is to see that really it’s shifting the dialogue from healthcare to health. We really have to shift this sickcare system to one of health. And a couple of definitional terms . . . and see this emphasis on population health: the Triple Aim and Accountable Care Organizations. 
Everybody’s talking about population health.
– Denise Koo, MD, MPH
Senior Advisor for Health Systems, Office of Public Health Scientific Services, Centers for Disease Control and Prevention

· adding a requirement to State Innovation Model (SIM) grants from CMS that PCEPs be included in proposals. SIM grant applications from Colorado and Washington are incorporating PCEP concepts into their proposals
· incorporating PCEP concepts into new federal agency funding opportunities. AHRQ’s new “Accelerating the Dissemination and Implementation of PCOR Findings into Primary Care Practice” (R18) is a $120 million grant initiative which will fund up to eight regional consortia building on PCEP concepts embodied in AHRQ’s IMPaCT grant to four states 
· allocating a portion of NIH grant proposals and funding to incorporate support for PCEP in a community-based research role. This occurs at the University of New Mexico where six rural and urban-based Health Extension Coordinators have 10-20% of their salaries paid by the University’s Clinical Translational Science Center to link community health priorities with researcher’s capacity
· creating a coalition of and partnering with health conversion foundations, many of whose missions are in alignment with the goals of the PCEP, to help get it off the ground and demonstrate its effectiveness,
· using payer models where dollars go through the PCP first and then flow through to the PCEP. This was successfully implemented in New Mexico where state Medicaid managed care dollars to Molina Healthcare and Blue Cross Blue Shield flowed to the state’s PCEP to train and deploy community health workers This is a no-brainer. An extension service delivering and supporting healthcare transformation is incredibly powerful to those of us who buy healthcare and those of us who pay for healthcare. We’re absolutely fed-up with what we buy in the sick care system.
– Paul Grundy, MD, MPH
President of the Patient-Centered Primary Care Collaborative and Director of IBM Global Healthcare Transformation

Shared resources with other funded programs that have existing infrastructures can strengthen PCEP and the partner program, opening up new channels of funding. Some PCEP examples are:
· AHECs are a strong collaborator of PCEP in Oklahoma, North Carolina, Pennsylvania and New Mexico. Like PCEP, they are decentralized across each state and facilitate local workforce development at a time when many communities are struggling to attract health providers. In these three states, AHEC also works with PCPs and their patients in many areas of transformation, such as chronic disease self-management training.
· Departments of Health are natural partners with PCEP. Too often the public health and primary care systems function in parallel. However, bridges have been built between the two, facilitated by PCEP agents and the community health workers they train. 
· Agricultural Cooperative Extension is a strong partner of PCEP in New Mexico. Patients with diabetes and obesity in PCP clinics have benefitted by Cooperative Extension’s cooking and nutrition classes and PCEP and Cooperative Extension shared a contract from the state’s Health Insurance Exchange to disseminate insurance information and enrollment options to the uninsured throughout the state 
Conference attendees realized that the federal programs that would offer the most consistent and sufficient funds to support the PCEP in the long term are Medicare and Medicaid. A few of the ways in which CMS could be tapped for funds discussed at the meeting were creating a requirement that state Medicaid programs have to support a PCEP as part of their Medicaid waivers and earmarking some of the 5% bonus for PCMH that is part of the legislative fix for the Medicare sustainable growth rate.  We feel very strongly that if you’re going to have a healthy workforce, and they live in a healthy community, the care for that community has got to be available. I can’t imagine a better way to do that than the kind of extension service that we saw in the farming community.
– Paul Grundy, MD, MPH
President of the Patient-Centered Primary Care Collaborative and Director of IBM Global Healthcare Transformation

Other sources of sustained funding mentioned were employers, who could require that contracted health plans support PCEP as part of their benefits packages to employees; taxes, either in the form of a tax on the provision of healthcare and/or a health plan premium tax; public-private partnerships, possibly within “health enterprise innovation zones”; and organizations or agencies that have not previously been partners of the health field, such as the Federal Reserve Bank and Housing and Urban Development. 
During the discussions about funding the PCEP, it became clear that certain strategies would need to be developed to obtain funding or make the proposed funding mechanisms work. It may be necessary to cobble together funding from multiple sources. This is a model used by Cooperative Extension where funding comes from federal, state, county, grants and university funding. 
According to the experience of one of the IMPaCT grant awardees—Oklahoma, when everyone is operating under the same budget there is greater commitment and engagement from all the parties involved. Public policy changes would need to be enacted at agencies from which funding is sought so that, for example, CMS would be able to add stipulating language to SIM grants, the next round of Quality Innovation Network awards, or the periodic waiver process to allocate funds for PCEP. In addition, a change in the revenue stream would be required to allow employers and others to realize savings gained through the utilization of PCEP services. 
Most importantly, the group agreed that those who support the development and sustainability of PCEP, such as those in attendance at this meeting, need to educate and lobby on its behalf, so that those who stand to gain from it are made aware of the reasons it is something worth making an investment, so that policy-makers hear from constituents that they’d like to see it supported, and so that organizations already doing work like that proposed by the PCEP will be willing to partner and share resources. However, instead of creating a PCEP grass-roots advocacy group from scratch, it was suggested that the movement could partner with disease-specific interest groups that may have similar goals, such as the American Cancer Society, the American Lung Association, and the Diabetes Association that already have well-developed lobbying capacity. 
Benefits/Challenges   
The Primary Care Extension Program has the potential to dramatically improve the primary care system in the United States by assisting primary care practices to meet the Triple Aim through such strategies as practice coaching, facilitation of practice transformation and academic detailing.  Concurrently, PCEP can engage practices in improving population health, one aspect of the Triple Aim, through new and unique community partnerships with agencies, institutions, programs and social support systems that already exist.  
However, the PCEP faces challenges, including the need to disseminate information about its existence and value. National meetings, journal articles, funded demonstrations and the media must all be employed to inform the public and professional communities.  An important barrier is the proprietary nature of innovations at the institutional and health system level. Willingness to share is sometimes blocked by competition for patient enrollment, power and control issues and the defense of protective silos.
Coming up with a national model that is adaptable to local circumstances is also a challenge. Rather than push any particular model, successful PCEP efforts, like those developed in Pennsylvania, leads with priorities of individual practices (a “demand” side approach) rather than pushing a single model of what outsiders presume the PCPs need (a “supply” side approach).Practices have to change to deliver managing populations. Payment has to be reformed such that you begin to pay for what the practices deliver. I don’t want to buy an episode of care anymore. I want to buy end-to-end management of a population at the community level. We strongly feel that in order to have a healthy workforce, they need to live in a healthy community.
– Paul Grundy, MD, MPH
President of the Patient-Centered Primary Care Collaborative and Director of IBM Global Healthcare Transformation

Those who might benefit from PCEP are often wary regarding how successful the model is for their particular agency, health system or practice. Is it worth the investment in time and resources? It is important for the promoters of PCEP to build the “business case.”
Creating programs that can meet the transformation needs of extremely variable PCPs and address community health is a challenge for those focused heavily on PCP transformation to a Patient-Centered Medical Home. Considering the health needs of the surrounding communities may seem like “mission creep,” or a dilution of effort. Promoting different approaches for different circumstances and different stages of engagement from clinical practice to community seems an appealing approach that may overcome these concerns.  Community health improvement is not possible in the absence of engaged, productive practices.  
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One of the fascinating models I’ve seen is Care by Design in Utah where they went out to the high schools  to recruit high school students to be Medical Assistants, then in two years, they can get their Associate’s degree and then go on to become a nurse or a doctor. But they created this whole pathway at the community level. That would be a perfect foundation across Utah for an extension service-type opportunity at the community college level.
– Paul Grundy, MD, MPH
President of the Patient-Centered Primary Care Collaborative and Director of IBM Global Healthcare Transformation
I think probably the closest state in terms of how it’s rolled itself out across communities with community support organizations is probably North Carolina with Community Care NC. I think that there’s increasingly more interest and I like to think of it as a tipping point.
– Paul Grundy, MD, MPH
President of the Patient-Centered Primary Care Collaborative and Director of IBM Global Healthcare Transformation
Our Community Connectors are trained not only in care and social services but also to evaluate practices. We have to make practices appreciate Medicaid members. We do that through reimbursement, with sharing, quality measures and quality reimbursement. We use all those incentives.
– Richard Sanchez, MD
Senior Vice President and Chief Medical Officer, Molina Healthcare
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Click on any of the toolkit chapters below to get started:

GETTING STARTED
Overview & How to
Use theToolkit

What is the purpose of this tooki? How do T
navigate it? What is “health extension”? How can
we begin implementing this inovative model in
our state?

PRIMARY CARE
Transforming
Practices

How does heath extension relate to primary care
practices? How can heath extension help smal,
independent practices in their path towards
transformation into patient-centered medical
homes?

ENGAGEMENT:

Public Institutions for
the Public Good

What s true communty engagement? How does
the concept of university “extension” relate to
engagement? What is the role of different kinds
of institutions in the community?

¥ POPULATION HEALTH
From Disparities to
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What really makes us sick? How can addressing
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improve communty heakh outcomes? What is
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improving population heakh?
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g Core components
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extension? What does a heakth extension agent
do? What are the outcomes from implementing
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SUSTAINABILITY:
Financing &
Evaluation
How are movements created? What kind of
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effective?





