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Current Challenge

The Reality:  

Primary Care currently functions in a fee or transaction-based model.  

Thus reimbursement does not recognize the value of nor reward for individualized, 
comprehensive, and coordinated care.

The Result:

 Significant reductions in physicians 
entering into and remaining in 
primary care specialties

 Escalation of care unnecessarily 
into higher cost settings (e.g., 
emergency room visits, frequent 
disjointed subspecialty care, and 
hospitalizations.)

 Suboptimal resource management

 Poor health outcomes – particularly 
for those with chronic disease and 
behavioral health issues

 Poor access to primary care

The Solution:

PCMH model allowing enhanced access for all to comprehensive, integrated, coordinated care 
by a personal generalist physician directed toward the whole person and in a patient-centered fashion.



Patient-Centered Medical Home Defined*
Patient-Centered Medical Home (PCMH) is a model providing coordinated and 
comprehensive primary care in an environment supporting the physician and 
allowing for partnerships between individual patients and their personal 
physicians.

Principal Characteristics of PCMH:

 Personal Physician

 Physician Directed Practice

 Whole Person Care Orientation

 Coordinated Care

* As originally defined by the American Academy of Family Physicians 
(AAFP), American Academy of Pediatrics (AAP), American College of 
Physicians (ACP), American Osteopathic Association (AOA) 

** To include a voluntary recognition process by an appropriate non-
governmental entity to demonstrate that practices have the capabilities to 
provide patient-centered  services consistent with the medical home model.

 Quality and Safety **

 Enhanced Care Access

 Full Value Payment



Patient Demographics

The Reality:

Medicare data, showed that:
-78% of Medicare beneficiaries have at least one chronic condition;
-one third of beneficiaries have four or more chronic conditions, (the latter group 
resulting in almost 79% of Medicare expenditures.)

The Result:

 The clinical complexity results not simply from multiple diagnoses but also at least
the number of medications, low health literacy, along with functional and cognitive impairment. 

The Solution:

 Addressing the myriad of clinical management challenges posed at least by the 
Medicare population must move well beyond disease-specific strategies and requires
fundamental changes in the system of care.



Physician Satisfaction

The Reality:

“Doctors’ chief complaint is diminished pleasure in daily practice.”

“In few other sectors of the economy is the highest-level professional responsible for the 
majority of production, customer service, and clerical work.”

Ann Intern Med 2004.  Saving Office Practice
J Gen Intern Med 2007;22:400-109. SGIM Blue Ribbon Panel Report.  Redesigning the Practice Model 
for General Internal Medicine: A Proposal for Coordinated Care. 





SGIM’s PCMH Clinical Working Group

SGIM is devoting substantial efforts to the understanding and further development of 
this model of care.

-The PCMH advances the idea that every person deserves excellent health care based on a trusting 
relationship with a personal physician who leads a team that coordinates their care across the many 
elements of our complex health care system.

-Implementing a PCMH requires substantial practice redesign accompanied by payment reform in order to 
support this new level of care.

-The level of understanding about the PCMH varies widely in practice and academic environments and 
SGIM members have a broad range of understanding of and experience with the PCMH model.



SGIM’s PCMH Clinical Working Group

Council has charged the (PCMH) workgroup to:

(1) “take a major hand in 
defining the PCMH over 
time in a way that would 
have to be part of really 
making seamless, 
accessible, generalist care 
a reality;

(2) use actual patient examples by 
members in their daily lives 
demonstrating how they add value 
and benefit these patients’ health 
and well being through their 
practice of prevention and 
orchestration of chronic care, 
provide career and personal 
satisfaction, and cost savings to the 
health care system; and

(3) move forward the 
broad PCMH agenda 
by representing a 
variety of potential 
perspectives of SGIM 
members.”



SGIM’s PCMH Clinical Working Group

Projects and Output to date:

(1) Symposium at SGIM 
2009 National meeting: 
PATIENT-CENTERED 
MEDICAL HOME 
(PCMH): IMPLICATIONS 
FOR RESEARCH, 
EDUCATION AND 
CLINICAL PRACTICE

(2) SGIM position statement 
regarding PCMH 
organization, 
implementation 
strategies, financing, and 
quality/satisfaction 
outcomes

(3) Collaborate with AAMC/ACP Study 
on Medical Home Model:

-Identify practices who self-report 
practice innovation via a survey to 
all AAMC Group on Faculty Practice 
members

-Detailed web-based study of these 
practices

-Augmentation with practice data from 
Faculty Practice Solutions Center

-Site visit top performing innovators

(4) Collaborate with SGIM’s 
CPC, Education, and 
Health Policy Committees 
along with the SGIM PCMH 
Research Working Group 
and ACGIM
(5) Provide members with 
best practices and PCMH 
resources for development 
and implementation of the 
PCMH



SGIM’s PCMH Research/Evaluation Collaborative

Develop a policy-relevant research agenda to better inform the development and 
implementation of the PCMH

DEVELOP AND/OR UTILIZE STANDARDIZED/VALIDATED EVALUATION STRATEGIES TO MEASURE:

-Patient experience

-Doctor experience

-Medical “hominess”

-Clinical Quality

-Cost/Efficiency

-Process/Implementation metrics



Tension between:

-Projects with explicit and defined outcomes -Opportunistic/interventions evolve

measured in a standardized fashion

-Randomized controlled trials -Real life experiments

-Willing to wait -Answers today

-Single answers/Triangulation -Experiential learning

SGIM’s PCMH Research/Evaluation
Collaborative (Researchers)

SGIM’s PCMH Clinical Working 
Group (Implementers)

Adapted from comments by Dr. Bruce Landon during SGIM PCMH Research Evaluation Collaborative,
December 2, 2008



Physician Practice Connections®- Patient-Centered Medical 
Home (PPC-PCMH) Standards 



The Business Case/Value Proposition/Payor Perspecitve
-Need for Precision of Taxonomy
-Be clear about Transformation-at least define transition from chaos to some 

semblance of stability
-Avoidance of Catastrophes
-Identify waste and eliminate or at least minimize it

MODELS TO CONSIDER (at least must maintain cost neutrality or at best result in trend deflection):

(1) If more primary care is better then something else must “come out”

(2) Resource constrained utility, e.g. Wagner’s Chronic Care Model

(3) Incentive alignment, integrated systems approach

(4) Care management off-site nurses

Adapted from comments by Lewis Sandy, during SGIM PCMH Research Evaluation Collaborative,
December 2, 2008



The Business Case: MGMA

Net Revenue after Operating Costs per FTE MD

MGMA Cost Survey: 2007 Report Based on 2006 data



ACP Position Statement: PCMH and the Primary Care
Recommendations include: 
-creating pathways to eliminate student debt for physicians choosing primary care careers;
-reforming dysfunctional payment policies to increase payments to primary care physician 

linked to accountability for improved outcomes; and 
-designing, implementing and evaluating new models of primary care, such as the PCMH.

Overall, the evidence supports the following findings:
-Absent changes in policies to make primary care more attractive and rewarding to new physicians and to 

sustain those already in practice, the supply of primary care physicians will fall behind increased 
patient demand, resulting in a shortfall of tens of thousand of primary care physicians over the next 
decade.

-The availability of primary care is positively and consistently associated with improved outcomes, reduced 
mortality, lower utilization of health care resources, and lower overall costs of care.

-Consequently, a shortage of primary care physicians will result in poorer health outcomes and more 
premature and preventable deaths for millions of Americans, and overall higher costs of care.

American College of Physicians. How Is a Shortage of Primary Care Physicians Affecting the Quality and
Cost of Medical Care?. Philadelphia: American College of Physicians; 2008: White Paper. 
(Available from American College of Physicians, 190 N. Independence Mall West, Philadelphia, PA 19106.)



Pilot Successes Insurer, Medicaid, Organizations, Practices, 
GME-based, VMAC, Foundations, and in 2009-PCMH Medicare 
Demonstrations – Measurement Criteria

 Patient Satisfaction

 Access to Care

 Self-Reported 
Patient Health

 Physician and Care Team 
Satisfaction

Physician & 
Patient Experience

 Preventive and Chronic Care 
Screening

 Behavioral Health 
Coordination

 Practice in Accordance with 
Clinical Evidence

 Medication Adherence

 Management of Care 
Transitions:  ER, IP, and 
Specialists

Quality

 Hospital

 Emergency Care

 Pharmacy

 Imaging

 Physician Office

Resource Use



Center Sample Deliverable Timeframe
Center for Multi-Stakeholder 
Demonstration

Establish and maintain pilot 
tracking of regionally 
diverse, multi-payer 
initiatives 

Ongoing 180 days 
operational

Center for Benefits Redesign 
and Implementation

Create "Buyers Resource 
Center" December, 2008

Center to Promote Public 
Payer Implementation

Regulatory tracking (State 
and Federal) - advocacy and 
outreach; encourage others 
to step up on the Federal 
side (Medicare & Medicaid) 

60-90 days

Center for eHealth 
Information Exchange and 
Adoption

Identification of PCMH 
functions that could benefit 
from application of 
appropriate technologies 

TBD



Overview of Activity

•23 Multi-stakeholder 
pilots
•8 State Medicare 
pilots planned for 2009
•44 States and the 
District of Columbia 
have passed over 330 
laws and/or have 
PCMH activity



 A multistakeholder organization since 1992

 Launched numerous successful health and 
healthcare initiatives in our community

 Parent organization of HealthBridge



Aligning Forces for Quality (AF4Q)
Focus through 2015

THREE MAIN RWJF AREAS
 Measuring/publicly reporting provider performance
 Engaging consumers in recognizing quality
 Improving quality across all settings 

CINCINNATI-SPECIFIC AREAS
 Health information technology
 Payment reform

CROSS CUTTING THEMES
 Engaging nurses to be active leaders 
 Addressing inequities in care





Improved 
Health and 
Healthcare 
Across 
Greater 
Cincinnati

Engaged Consumers

Quality Improvement 
Training

Health Information 
Technology

Publicly-Reported 
Quality Measures

Patient-Centered 
Medical Home



Improved  
Health and 
Healthcare 
Across 
Greater 
Cincinnati

Engaged 
Consumers

Quality 
Improvement 
Training & TA

Health Information 
Technology

Publicly-Reported 
Quality Measures

Payment Reform

Diabetes Footprints Campaign (DCF) Consumer Tool

DFC Toolkit & Website for Employers, Plans & Providers

Partnership Development for DFC

Primary Care Innovation Group

Primary Care QI Leader Training

Regional QI Training Events

Hospital Nurse Leadership Collaborative

Hospital Equity Collaborative

Hospital Race, Ethnicity and Language Collaborative

Data Aggregation for Public Reporting/P4P

Promote Registry Functionality

Technology Infrastructure to Support Medical Home

Data Aggregation Model

Physician Participation

Data Analysis

Data Audit/Validation

Consumer-Friendly Reporting Method/Site

Ongoing Dialogue with Physicians About Results

Facilitate PCMH Process for Pilot Design

Engage Large Employers as Co-Sponsors

Recruit 12-15 Practices

Manage HIT (HB) & Measurement Supports

Assist Practices in  MH Implementation





Cincinnati AF4Q Framework



1. Engaged 
Consumers

Diabetes Footprints 
Campaign (DFC) 
Consumer Tool

DFC Toolkit & Website 
for Employers, Plans & 
Providers

Partnership 
Development for DFC









4. Publicly-
Reported 
Quality 
Measures

Data Aggregation Model

Physician Participation

Data Analysis

Data Audit/Validation

Consumer Friendly 
Reporting Method/Site

Ongoing Dialogue with 
Physicians About 
Results





MEDICARE MEDICAL HOME DEMONSTRATION 
(MMHD):OVERVIEW

Centers for Medicare & Medicaid Services
Baltimore, MD

October 28, 2008



Unsustainable Medicare
cost inflation
Quality of some care is
suboptimal
Some care is fragmented
and inefficient

Medicare Improvements for 
Patients and Providers Act 
(MIPPA) of 2008, Section 133

Tax Relief and Health Care Act of 
2006 (TRHCA), Section 204 

Motivation Authorization

http://www.cms.hhs.gov/DemoProjectsEvalRpts/MD/list.asp, accessed October 28, 2008.



-Improve care
management

-Improve quality
-Improve patient and

provider satisfaction
-Reduce costs

Two tiers of medical homes
–Tier 1: Basic medical home services,
basic care management fee
–Tier 2: Advanced medical home services,
full care management fee

Goals Tiered Structure

http://www.cms.hhs.gov/DemoProjectsEvalRpts/MD/list.asp, accessed October 28, 2008.



How Do Practices Apply?

-Practices submit application form (Jan-Mar. 2009) (under 1 hour)
-Practices submit PPC-PCMH-CMS self survey tool and documentation of medical home 
capabilities (Apr-Nov. 2009) (60–80 hours)
-CMS prefers that practices complete applications, PPC, and documentation as early as 
possible
-Implementation contractor reviews application (Jan-Apr. 2009)
-Implementation contractor reviews PPC-PCMH-CMS and documentation (Apr-Nov. 2009)
-Implementation contractor notifies selected, qualified practices (May-Dec. 2009)

http://www.cms.hhs.gov/DemoProjectsEvalRpts/MD/list.asp, accessed October 28, 2008.
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Marillac’s Integrated Care Patients (PCMH)
Grand Junction Colorado 





TODAY’S CARE MEDICAL HOME CARE
My patients are those who make 
appointments to see me

Our patients are those who are 
registered in our medical home

Patients’ chief complaints or reasons 
for visit determines care

We systematically assess all our 
patients’ health needs to plan care 

Care is determined by today’s 
problem and time available today

Care is determined by a proactive plan 
to meet patient needs without visits

Care varies by scheduled time and 
memory or skill of the doctor

Care is standardized according to 
evidence-based guidelines

Patients are responsible for 
coordinating their own care

A prepared team of professionals 
coordinates all patients’ care

I know I deliver high quality care 
because I’m well trained

We measure our quality and make 
rapid changes to improve it

It’s up to the patient to tell us what 
happened to them

We track tests & consultations, and 
follow-up after ED & hospital

Clinic operations center on meeting 
the doctor’s needs

A multidisciplinary team works at the 
top of our licenses to serve patients

Acute care is delivered in the next 
available appointment and walk-ins

Acute care is delivered by open access 
and non-visit contacts

by Daniel Duffy MD School of Community Medicine Tulsa Oklahoma 


