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• Discuss the need for Primary Care 
Physicians to revolutionize the way we are 
practicing medicine.

• Define a patient-centered medical home 
(PCMH).(PCMH).

• Share the desire of employers, payors and 
others for the PCMH.  

• Conclude with what it’s going to take to 
become a PCMH.
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“Every generation needs 
a new revolution.”
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“Unless there are changes in the 
broader health care system and

within the specialty , the position of 
family medicine in the United States family medicine in the United States 
will be untenable in a 10- to 20-year 

time frame.”
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“Even within the constraints of the 
current flawed health care system, 

there are great opportunities for 
family physicians to redesign their family physicians to redesign their 
models of practice to better serve 
patients while achieving greater 

economic success.”
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The current U.S. health care system:
• Perverse rewards 
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• Perverse rewards 
• Underperforming system
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• Communication: Hurricane Katrina
• The Aging of America: 76 Million Baby 

Boomers at heading toward Medicare
• Medical Errors: Institute of Medicine • Medical Errors: Institute of Medicine 

report of 98,000 deaths annually due to 
Medical Errors

• Disparities in Outcomes: race, sex, 
geography, hospital and even individual 
physician
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• The Epidemic of Obesity and 
Diabetes

• Shortage of Healthcare 
Workers/Primary Care PhysiciansWorkers/Primary Care Physicians

• 46 million uninsured
• Unsustainable Increase in Costs
• Growing Public Awareness and 

Demand
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• Payers and patients demanding 
greater value.

• Evidence supports primary care-
based system.
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Intuitively we have always 
known that patients were 
better off if they had a better off if they had a 
Primary Physician (medical 
home) and now the 
research supports our 
intuition
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Barbara Starfield
Johns Hopkins
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Having a regular source of primary care 
is associated with:

• Lower emergency room utilization
• Fewer hospital admissions• Fewer hospital admissions
• Fewer unnecessary tests and procedures
• Less illness and injury
• Lower per person costs
• Improved quality of care
• Higher patient satisfaction
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Sutton’s Law
Follow the Money
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• Medical Schools Plan to increase 
Medical School Class size by 30%

• 9 new Osteopathic Medical School 
starting over the next few yearsstarting over the next few years

• International Medical Graduates 
are increasing in numbers applying 
for Visas and Residency Programs
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• United States Spends $3,200,000,000 
on healthcare

• 16% of GNP, 2007; prediction 25% of 
GNP, 2025GNP, 2025

• Family Health Insurance premium 
$12,680 (medium income $50,233;  
Poverty income level $21,200) 

• General Motors spend more money for 
Health Insurance than Steel
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“ We don't have a healthcare delivery system in this  country. We have an 
expensive plethora of uncoordinated, unlinked, econ omically segregated, 

operationally limited micro systems, each performin g in ways that too often 
create sub-optimal performance, both for the overal l health care infrastructure 

and for individual patients."

We Do NOT know how to play as a team
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“The area of health and 
healthcare is one where 
transformation is not a transformation is not a 
choice, but a necessity.”

Newt Gingrich
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• Define it
• Gain Support for it
• Get it paid for
• Change to it
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• American Academy of Family 
Physicians

• American Academy of Pediatrics• American Academy of Pediatrics
• American College of Physicians
• American Osteopathic Association
These Medical Organizations represent 

approximately 333,000 Physicians
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A patient-centered medical home integrates 
patients as active participants in their own 

health and well-being. Patients are cared for by 
a personal physician who leads the medical 

team that coordinates all aspects of preventive, 
acute and chronic needs of patients using the acute and chronic needs of patients using the 

best available evidence and appropriate 
technology. These relationships offer patients 

comfort, convenience and optimal health 
throughout their lifetimes.



�����������������������

• Patients have a relationship with a personal 
physician.

• Physician leads a team at the practice level.
• Practice team responsible for ALL the patient’s 

health care needs.health care needs.
• Care is coordinated and integrated.
• Quality and safety are hallmarks of the PCMH.
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• Patients receive enhanced access to care.
• Practice uses systems to improve care.
• Decision making is guided by evidence-based 

medicine and decision-support tools .
• Patients actively participate as partners in • Patients actively participate as partners in 

their health care.
• Practices go through a PCMH designation for 

external accountability.
• New payment method recognizes the added 

value of the PCMH.
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• NCQA Physician Practice Connections Patient-Centered 
Medical Home Recognition Program.

• AAFP, ACP, AOA and AAP worked with NCQA to create 
program.

• Program approved by AAFP Board of Directors for use in 
pilot programs.
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• American Academy of Family Physicians
• American College of Physicians
• American Academy of pediatrics
• American Osteopathic Association• American Osteopathic Association
• American College of Physicians
• American Geriatric Society
• American Academy of Neurology
• American Academy of Physician Assistants
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• Amerigroup Corporation
• Caterpillar
• Cernea, Inc.
• The Dow Chemical Company• The Dow Chemical Company
• Microsoft

• IBM
• General Motors
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• Exelon Corp
• The Proctor & Gamble Company
• United States Steel
• Walgreens • Walgreens 
• Wal-Mart
• Xerox
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• AARP
• AFL-CIO
• Medical Group Management 
• National Association of Community • National Association of Community 

Health Centers
• National Business Group on 

Health
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• Aetna
• Cigna
• BlueCross Blue Shield Association
• Humana Inc.• Humana Inc.
• United Healthcare Inc.
• WellPoint Inc.
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The Patient Centered Primary 
Care Collaborative

The collaborative believes that, if 
implemented, the patient centered 
medical home will improve the health of 
patients and the health care delivery 
system.
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The Patient Centered Medical Home 
model will also engage patients and 
their families in positive ongoing 
relationships with their physicians. 
Further, the Patient Centered Medical Further, the Patient Centered Medical 
Home will improve the quality of care 
delivered and help control the 
unsustainable rising costs of healthcare 
for both individuals and plan-sponsors.
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Employers and public health care 
purchasers want to buy efficient, high 
quality health care, but the current 
payment model doesn’t recognize and pay payment model doesn’t recognize and pay 
for individualized, comprehensive, patient-
focused care.
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What's the use you learning  to 
do Right when it's troublesome 

THE ADVENTURES OF 
HUCKLEBERRY FINN

by: Mark Twain

do Right when it's troublesome 
to do right and ain't no trouble to 
do wrong, and the wages is just 
the same?
Economic incentives 
significantly influence health 
care in frequently perverse and 
completely unintended ways
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• The current reimbursement system is 
inadequate to account for care 
management.

• Information technology is insufficient and 
its adoption for both patient care and its adoption for both patient care and 
quality monitoring is not reimbursed.

• No financial incentive for primary care 
providers to be accountable for whole 
patient care.
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In order to accomplish our goal, 
employers, consumers, physicians and 
payers have agreed that it is essential 
to support a better model of 
compensating physicians .
Compensation under the Patient Compensation under the Patient 
Centered Medical Home model would 
incorporate enhanced access and 
communication, improve coordination of 
care, expand administrative and quality 
innovations and promote active patient 
and family involvement.
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• It should reflect the value of physician 
and non-physician staff patient-
centered care management work that 
falls outside of the face-to-face visit.

• It should pay for services associated 
with coordination of care both within a 
given practice and between 
consultants, ancillary providers, and 
community resources.
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• Salary - problems with productivity

• Fee for service - problems with overuse

• Capitation - problems with under use

• Pay for performance - problems with ignoring 
the things not attached to payment

• A ‘blended’ payment model is the answer 
for primary care and the PCMH!
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• It should allow for separate fee-for-
service payments for face-to-face 
visits. (Payments for care 
management services that fall 
outside of the face-to-face visit 
should not result in a reduction in should not result in a reduction in 
the payments for face-to-face visits).

• It should recognize case mix 
differences in the patient population 
being treated within the practice.
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• It should allow physicians to share 

in savings from reduced 
hospitalizations with physician-
guided care management in the guided care management in the 
office setting.

• It should allow for additional 
payments for achieving 
measurable and continuous quality 
improvements.
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• Recent studies estimate that if every American had 

access to a Medical Home, national health care 
expenditures would drop by 5.6% -- translating into a 
national savings of at least $67 billion per year.5

• States which relied more on Primary Care have:
� Lower Resource Inputs (hospital beds, ICU beds, 

total physician labor, primary care labor, and total physician labor, primary care labor, and 
medical specialist labor);

� Lower Utilization Rates (physician visits, days in 
ICUs, days in the hospital, and fewer patients seeing 
10 or more physicians); and

� Lower Medicare Spending (inpatient 
reimbursements and Part B payments).4
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• Emergency Department: 12% 
inappropriate and even more 
can be prevented

• Hospital Admissions decrease
• Repeated tests and labs
• Appropriate medication use
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New York Times
November 7, 2007

A Model for Health Care That Pays for Quality
“Seeing low fees for family doctors as a weak link 

in the nation’s health care system, in the nation’s health care system, 
some big employers and health insurers 

are seeking new ways to pay doctors to reward 
high-quality medical care.”
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RI

Multi-Payer pilot discussions/activity

Identified pilot activity

No identified pilot activity
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• Does your practice include at least 4 of 
the following technology components?
– Electronic Health Record System
– e-Prescriptions
– e-Appointment Scheduling

"�����

– e-Appointment Scheduling
– Disease/Population Management Software
– Evidence-based Decision Support
– Web-based Information Sharing with Patients
– e-Visits

• Does your practice have a formal patient feedback 
process in place which evaluates the patient’s 
experience/satisfaction?
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• Practice assessment and educational 
tool

• 136 questions
• Free
• Vetted by AAFP, STFM and other • Vetted by AAFP, STFM and other 

stakeholders
• Links to helpful resources
• Application to NCQA PPC-PCMH
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• Vision
• Leadership 
• Team Development
• Change Acceleration• Change Acceleration
• Project Management
• Foster a Culture of Improvement
• Acknowledge That it Isn’t Easy
• Enjoy the Journey — Celebrate Along the Way
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• Enhanced payment in a fee-for-service 
and pay-for-performance environment.

• Better organized and more efficient office 
functions.

• Better staff satisfaction.
• Better patient care.
• Might get home in time for dinner with the 

family!
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