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Disclosures
• I am employed by Qualis Health, a non‐
profit 501c3 organization that (among
many other things) provides PCMH
consulting
• Qualis Health has provided services in
support of some of the private sector,
state, and national initiatives that I will
mention. I will point those out when I
mention them

Objectives
• Review the 2014 context for PCMH, with an
eye to issues of importance for Chapter leaders
• Provide a brief update on research regarding
the impact of the PCMH on quality, costs,
patient experience, and physician satisfaction
• Share observations regarding PCMH payment
trends
• Describe a few challenges ahead that should be
on the radar screens of Chapter leaders
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First, the context…

What is the PCMH?
“The Patient Centered Medical Home is a
model of care articulated by principles
that embrace the aspirations of the
Institute of Medicine, the design of the
Future of Family Medicine new model of
care and The Wagner Care Model, and
the relationship desired by some of this
country’s largest employers for their
employees.”
Source: Robert Graham Center. The patient centered medical home: history, seven core
features, evidence and transformational change. Nov. 2007. (www.graham-center.org)

Not simply a description of a
delivery system model…
“It is also a political construct* that takes
advantage of a 40 year‐old name and
organizing these previous articulations
into a mutually agreeable model that
has now begun to capture the collective
psyche of Federal and State
Government, employers, and health
plans.”
*italics added
Source: Robert Graham Center. The patient centered medical home: history, seven core
features, evidence and transformational change. Nov. 2007. (www.graham-center.org)
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High aspirations…
“It is likely to be the best opportunity for
aligning physician and patient
frustration, demonstrated models for
improving care, and private and public
payment systems to produce the most
profound transformation of the health
care system in anyone’s memory.”
Source: Robert Graham Center. The patient centered medical home: history, seven core
features, evidence, and transformational change. Nov. 2007. (www.graham-center.org)

Need to know #1:
Despite the short half‐life of many
health policy innovations
(buzzwords), medical homes
continue to capture the attention of
key stakeholders
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“Medical Home” PubMed Entries,
by Year: 2006‐2013
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A rose by any other name…
• Medical home
• Advanced primary
care
• Patient‐centered
medical home
• Personal medical
home
• Health home

• Integrated health
home
• TransforMED model
• New model of
family medicine
• Primary care
medical home
• Ambulatory ICU
and more…

Need to know #2:
Are medical homes living up to the
high expectations
set for them?
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It depends on whom you ask…

“This evidence indicates some favorable effects on all
three triple aim outcomes, a few unfavorable effects on
costs, and mostly inconclusive results (because of
insufficient sample sizes to detect effects that exist or
uncertain statistical significance of results because
analyses did not account for clustering of patients
within practices).”

Data Synthesis: In 19 comparative studies, PCMH interventions had a small
positive effect on patient experiences and small to moderate positive effects on
the delivery of preventive care services (moderate strength of evidence). Staff
experiences were also improved by a small to moderate degree (low strength of
evidence). Evidence suggested a reduction in emergency department visits (risk
ratio [RR], 0.81 [95% CI, 0.67 to 0.98]) but not in hospital admissions (RR, 0.96 [CI,
0.84 to 1.10]) in older adults (low strength of evidence). There was no evidence for
overall cost savings.

Ann Intern Med. 2013;158(3):169-178.
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Feb. 25, 2014

"There are folks who believe the medical
home is a proven intervention that
doesn't even need to be tested or refined.
Our findings will hopefully change those
views," said Mark W. Friedberg, a
researcher at RAND Corp. and lead
author of the study, published Tuesday in
the Journal of the American Medical
Association.

(Friedberg et al. JAMA. 2014;311(8):815-825).

Need to Know #3:
The payment landscape is changing‐‐
in a positive way

States with Medicaid/CHIP Medical
Home Activity Since 2006
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States with an Active Role in a
Multi‐Payer Medical Home Initiative

“On the basis of the anticipated number of hospital,
rehabilitation, and nursing home discharges per year and
the historical distribution of physician visits after these
discharges, CMS estimates it will pay $600 million for
transitional care services in 2013, with the majority going
to primary care physicians.”
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Chapter leaders
take note…
2014;311(7):669-670

Other “need to knows” to keep on
your radar screens as chapter
leaders
• Recognition/certification/accreditation
vs. transformation?
• Dilution of the primary care concept by
extending the definition of medical
homes to include limited specialists
• How can your members accelerate
their own medical home
transformation efforts?

Medical Home Accreditation and
Recognition Programs
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The medical home practice model was developed by primary-care medical
societies, and the concept's principles include a “whole person orientation.” So,
even though a patient may receive the bulk of their care from a cardiologist or
oncologist, that practice—by the primary-care societies' definition—can't be a
medical home because of the focus on one organ system or one disease condition.
But it appears that Congress and organizations such as the National Committee for
Quality Assurance disagree with the primary-care docs on this one.
The private sector is moving faster than the government—particularly in the area of
financially rewarding oncology practices that operate as medical homes.

• Patient‐Centered
Primary Care
Collaborative guide
published Oct 2011
• 45 “PCMH
Transformation
Support
Organizations” (i.e.,
consulting firms and
other vendors) listed
• The list was far from
complete…
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The Hype Cycle: Waves of Irrational Exuberance
Medical Homes?
Expectations
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Adapted from Gartner Research

Questions?
jonathans@qualishealth.org
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