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While medical homes can be a cornerstone
of transformation, they are not a “silver bullet.”
They hold a great deal of promise, but many
more supportive measures need to be
undertaken to fully realize the benefits. For
example, steps needed for full implementation
include improved access to patient information
and clinical knowledge to improve prevention,
diagnosis and treatment; changes on the
part of other stakeholders (consumers, other
physicians, hospitals, health plans, employers,
governments and such life sciences as
pharmaceuticals); and a robust infrastructure
to support comprehensive, coordinated care.
Benefits, however, may come at a cost.
All stakeholders face possibly difficult
changes and might have to make significant
compromises. Even so, the alternatives could
be even less desirable. Status quo is not
an option, so stakeholders should actively
participate in collaboratively shaping a more
affordable, sustainable, high-valued healthcare
system.
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A significant transformation of the U.S.
healthcare system appears imminent,
including investments in prevention – which
should be a basis of primary care and the
PCMH. Medical homes can be created now
as part of this transformation. Early medical
home pilots have demonstrated success in
key areas such as improved quality, greater
patient compliance and more effective use
of healthcare services. Plus, interest and
support are growing for the medical home
model across the healthcare and life sciences
landscape. From a financial perspective,
incentives are in place to help PCPs transform
their practices.
Medical homes hold great promise – and
many initiatives are currently in progress. Even
so, attempts with even the purest motives can
fail because of unrealistic expectations, poor
planning or poor implementations. Fortunately,
best practices are emerging that help to deal
with these issues. Appropriately applying these
practices can help increase the likelihood of
success for an initial rollout and a sustainable
model. To help frame discussions and provide
guidance in utilizing current best practices
when implementing a medical home, we offer
observations and recommendations to guide
current and future initiatives.

Cost, quality and access issues take
toll on U.S. healthcare system
The United States is struggling to address
increasing costs, poor or inconsistent quality
1
and inaccessibility to timely care. Healthcare
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In turn, many PCPs are also growing frustrated
with the type of care they provide, as they are
faced with a payment structure that rewards
acute, episodic and procedure-based care
with insufficient reimbursement for coordination and proactive, planned care. They are
typically overburdened by large numbers
of short patient visits for acute problems
without the organization and staff needed
to proactively manage the health needs of
a defined population of persons. One study
estimates that a typical primary care physician
would need 18 hours per day, using the
current acute care visit model, to provide all
recommended preventive and chronic care
11
services to a typical panel. Forty-one percent
of the primary care workload (arranging
referrals, patient communication, emotional
support and encouragement, etc.) is not
reimbursed by a procedure/examination12
oriented fee-for-service methodology.
Furthermore, the median income for
primary care physicians is about half that of
13
specialists.

The growing level of frustration and
reimbursement discrepancy is contributing to
a widening shortage of primary care providers
in the United States. From 1999 to 2009, 46
percent fewer U.S. medical school graduates
entered family practice residencies (see
14
Figure 1). And the estimated overall primary
care physician shortage is expected to reach
15
35,000-44,000 by 2025. Moreover, many
nurses and nurse practitioners are electing to
work at wealthier specialty practices, further
straining the primary care system.
Other stakeholders are becoming increasingly aware of the pitfalls in the primary care
system. U.S. employers, which provide health
insurance to 60.9 percent of the nonelderly
population, are increasingly dissatisfied with
the cost and quality of healthcare services
they purchase and view the shortcomings in
the primary care system as key reasons why
they cannot buy comprehensive care for their
16
employees. The cost of healthcare negatively

FIGURE 1.
Family medicine residency positions and number filled by U.S. medical school graduates.
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Source: American Academy of Family Physicians, based on data from the National Resident Matching Program.
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impacts the global competitiveness of
American companies. Poorly managed chronic
disease affects productivity, due in part to the
absence of strong primary care resources
and coordination. The cost of healthcare is
increasingly pushed onto the patient through
higher premium contributions, co-pays and
deductibles to the point that even well-insured
patients are financially threatened by serious
illness. Health expense debt has become a
17
leading cause of personal bankruptcy. The
cost of healthcare compromises the ability of
governments at all levels to provide service.
Employers are also increasingly concerned
about the effects of healthcare costs and
are eliminating or reducing health benefits.
And there is growing recognition that insured
Americans might not have an established
source of access to basic primary care
18
services.

“Primary care, the backbone of
the nation’s healthcare system, is
at grave risk of collapse due to a
dysfunctional financing and delivery system.”
– American College of Physicians19
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In summary, we believe the U.S. healthcare
system is broken and unsustainable. Primary
care, a critical piece of any healthcare system,
is “the most broken.” The purpose of this study
is to analyze the patient-centered medical
home, or the “medical home” – an enhanced
care model that provides comprehensive and
timely care with appropriate reimbursement,
emphasizing the central role of primary care. In
particular, we explore if and why various stakeholders should consider investment in PCMH
initiatives. Based on knowledge gained from
current PCMH efforts to date, we also offer
considerations on how to effectively define
and implement a medical home initiative.
Observations and recommendations on this
topic are particularly timely to help avoid
unfettered expectations about its immediate
potential (i) 9 (l ((e mod) 9 (e) 14 4 (i) 4 ((i) 14 (e i) 0 (t)
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often with the support of IT tools, PCPs will be
able to deliver both more personalized and
safer care. It is also about enhanced access,
such as flexible scheduling, group visits and
use of multiple channels of communication,
such as e-mail, phone, or a Web-based portal
where patients can manage their personal
health record, monitor their own issues or
make appointments.
While PCMHs can be foundational to U.S.
healthcare transformation, they are not a
cure-all. Much needs to be done to support
PCMHs in order to implement them and fully
realize the benefits. First, PCPs must have
better clinical information at the point of
service. For example, they need better access
to relevant patient information and clinical
knowledge to more accurately and completely
diagnose problems and deliver effective,
evidence-based, personalized healthcare.
Information technology help make needed
clinical information and knowledge readily
available.
Second, broad support and changes
are needed from other stakeholders.

Consumers must be willing to take more
responsibility for their health and healthcare,
including changing unhealthy behaviors
26
with appropriate help. Care delivered by
the medical home team must be aligned,
integrated and coordinated with care delivered
by other caregivers, such as specialists, in
other venues such as ambulatory surgery
centers or hospitals. To encourage clinicians
to collaborate and operate effectively, policy
or legislative changes will be needed in areas
such as insurance coverage, reimbursement
(such as payment for inter-specialist communication needed for care coordination),
and roles and responsibilities of caregivers.
Additionally, changes in education and
training for clinicians will be needed to better
cover critical topics such as team-based
care, use of IT for access to information and
communication, quality improvement and
how to incorporate evidence into practice in
non-hospital settings. Finally, the underlying
infrastructure to support the PCMH model,
such as IT and other services, will need to be
much more robust (see Figure 3).

FIGURE 3.
Multiple entities, such as care delivery organizations or health plans, could help support the PCMH.
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We have learned valuable lessons from
previous approaches to address healthcare
cost, quality and access problems. However,
none of these approaches was as comprehensive as PCMH (see Figure 4). Today, these
approaches continue to evolve and sometimes
cause confusion by being equated with
PCMHs. For example, “disease management”
frequently operates independently from,
rather than integrated with, the primary care
practice. The Chronic Care Model, which has
strong theoretical validity, originally focused on
chronic patients, but is now being adapted to
address prevention and other issues, such as
27
access and reimbursement.
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Pay-for-performance (P4P) efforts have
not necessarily been more successful in
improving quality of care compared to
28
non-P4P practices. Nor does P4P restructure
or emphasize changes in primary care. Some
experts are concerned that P4P may be toxic
– that providers will chase the improvement in
measures that provide more money, ignoring
or de-emphasizing important improvement
29
activities that do not enhance income.
Non-integrated managed care, when applied
as a cost-controlling measure, placed the
primary care physician in the role of a
“gatekeeper” to control access to more
expensive specialty care.” Financial incentives
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encouraged PCPs (or a “distant” decision
maker with limited knowledge of the patient’s
personal situation and little-to-no focus on
quality or satisfaction metrics) to underutilize
services. As a result, patients perceived
managed care as restricting access. As James
Robinson notes in the Journal of the American
Medical Association, “The strategy of giving
with one hand while taking away with the other,
of offering consumers comprehensive benefits
while restricting access through utilization
review, obfuscates the workings of the system,
undermines trust between patients and PCPs,
30
and has infuriated everyone involved.”
PCMH, in contrast, incorporates the full range
of care, encompassing prevention, wellness,
acute, chronic and long-term care within
a framework of strengthened primary care
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Even though changes
in the healthcare
system are difficult
to implement, PCMH
is an initiative that
can be successfully
implemented now.

“If the U.S. is serious about closing
the quality chasm, it will need a
strong primary care system, which
requires fundamentally reforming
provider payment, encouraging
all patients to enroll in a patientcentered medical home, and supporting physician practices that
serve as medical homes with the
information technology and technical assistance for redesigning care
processes.”
– Karen Davis, President, Commonwealth Fund37

Why can PCMH be done now?
Despite the difficulties in making significant
changes to the healthcare system, the PCMH
model can be implemented now. Pilots have
demonstrated success in key areas such as
improved quality, greater patient compliance
and more effective use of healthcare
services, such as reductions in unnecessary
or avoidable hospitalizations and use of
emergency rooms for primary care. And some
programs report cost savings. For example, the
Voice of Detroit Initiative (VODI) was medically
38
and financially successful. From 1999-2004,
it enrolled 25,000 uninsured individuals in
39
Detroit. Patients were enrolled from primary
care sites, mainly emergency departments
40
(EDs). VODI reduced ED use by over 60
percent and costs by 42 percent (from $51.2
million in uncompensated care costs to $29.7
41
million).
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Community Care of North Carolina (CCNC)
has also been successful. CCNC was
formed to reduce healthcare costs and
increase access and quality of the state’s
under- and uninsured population. It includes
case managers to target high-cost, high-risk
enrollees. In January 2009, CCNC managed
the care of 874,000 Medicaid enrollees and
95,000 children on NC Health Choice – a free
or reduced-cost health insurance program for
42
uninsured children from birth through age 18.
Both external and internal evaluations of the
program have documented positive results. A
recent study reported that CCNC produced
cost savings of at least $160 million per
43
year. And internal analyses have also shown
improvements. An asthma program reduced
hospital admission rates by 40 percent and a
diabetes program improved quality of care by
44
15 percent.
Moreover, this medical home-type approach
is working outside of the United States in
countries such as Denmark, Ireland and Spain,
which have had programs in place longer.
Additionally, there is growing and broad
interest in revamping primary care and the
medical home model in the United States.
PCPs, hospitals, health plans, large employers,
consumer groups, patient quality organizations, labor unions and other groups have
formed the Patient-Centered Primary Care
Collaborative to advance primary care and the
medical home model for the 100 million people
45
they represent. And many of these organizations have directly invested in individual
medical home initiatives. In addition, 44 states

and the District of Columbia have passed
or introduced at least 330 laws to define or
46
demonstrate the medical home concept.
Minnesota, for example, has passed legislation
requiring all health plans to have medical
home offerings by 2011.
Further, the financial incentives now exist
for PCPs to transform their practices. New
payment mechanisms are being used to
compensate primary care providers for
important activities, such as those related to
chronic disease management and monitoring,
that were not previously reimbursable. Also,
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Then, other stakeholders, including local
hospital systems, physician associations, local
employers and business coalitions, must also
come together in support of the PCMH. PCPs
must commit to making it “their” practice and
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U.S. healthcare system is unsustainable and
that status quo is not an option. Also, since the
healthcare system is badly broken, successful
transformation will likely significantly impact all
stakeholders.
In summary, potential key participants have
three choices: they can participate and help
collaboratively shape the future; they can
participate to “protect their turf” so that the
U.S. healthcare system continues down an
unsustainable path, likely bringing changes
that no one will want; or they can decide not
to participate and let the future be shaped for
them by others. A successful implementation
must include enough participants that want
to collaboratively shape the future. But, as
well, it must also include “turf protectors” and
naysayers to make sure that key concerns are
voiced and addressed early in the initiative.

Members/patients
The patient-centered medical home serves
patients (the sick or those with complaints)
and members (those who seek participation in
a service that provides proactive, collaborative
and coordinated care). Decisions about which
members or patients to include in the initial
implementation are driven in large part by the
key stakeholders participating – which PCPs,
which payers or which major employers – and
the ultimate goals of the initial implementation.
Early initiatives have centered on one of three
patient (member) populations.
First, initiatives may focus on underserved
populations (for example, Medicaid or the
uninsured) who are typically high utilizers
of uncoordinated, reactive and expensive
services, such as emergency or inpatient care.
Thus, they offer a large potential opportunity
for quality improvements and cost reductions.
The challenge is that this patient population
could be difficult to manage and may have to
rely on social workers to a greater extent than
is typically available in today’s primary care.
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Second, initiatives may focus on patients with
multiple chronic conditions as these patients
represent significant opportunities for quality
improvements or cost reduction through
proactive, participatory care. If these potential
benefits are realized, then challenges may
occur in sustaining the level of benefits when
scaling to larger populations.
Patients in vertically integrated financing and
delivery systems represent a third population

16

The governance
structure should
be inclusive of all

Some pharmaceutical firms also support
medical home initiatives as the PCMH model
may result in improved appropriateness of
and long-term compliance with medicines
by persons with chronic illness, for example.
The model also offers promises for enhanced
prevention, so there are opportunities for
improved use of vaccines.

Governance
A sound governance structure and process
are needed to align and sustain the medical
home initiative’s strategies and objectives. The
goals and approach should be documented
in a charter, and the process of transformation
should enable collective learning across
participating stakeholders. Without this, as
one healthcare leader noted, the “messages
get blurred because everyone needs to
54
understand what we’re doing and why?”
This structure should be inclusive of all
relevant stakeholders across the public and
private sectors, including PCPs, physician
organizations or affiliations, consumers, major
employers, health plans and key government
representatives, such as those from Medicaid
and the state insurance commission. Such
widespread participation offers great
advantages (greater buy-in, for example) and
challenges (delays in reaching consensus)
– but will require flexibility, as expectations
and standards will likely evolve over time.
Additionally, attorneys may need to attend
governance meetings to help discussions stay
within the bounds of prevailing laws, or guide
actions for changing or requesting exceptions
to current regulations. It is also important to
include both zealots and the naysayers to
allow all perspectives to be considered.
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Medical home governance should focus on
strategic alignment of goals and outcomes
(“What is the problem we are trying to
address?”, see page 13); value delivery (“How
will each stakeholder contribute to deliver the
benefits promised at the beginning of a project
or investment?”); resource management (How
will we manage our resources and ourselves
more efficiently to meet our goals?”); risk
management (“How will we measure, accept
and manage risk?”); and key metrics (“What
are the qualitative and quantitative measures
needed to assess our performance towards
reaching our goals?”).

Key metrics
Measurement and evaluation processes are
critical because of their effects on the rewards
for information sharing, the motivation for risk
taking, incentives for desired behaviors, the
resulting organizational learning and other
factors. Educating the medical home stakeholders on the metrics and why they may vary
across functions is crucial for maintaining
morale and cooperation. To date, medical
home efforts have used a combination of the
following types of key metrics:
v Costs: Targeted cost metrics are impacted
by things such as the types of patients, the
number of patients and the duration of the
PCMH initiative.
v Process of care: Appropriate screening
for traditional conditions such as breast,
colorectal, and prostate cancers, for
example. Some have aligned these metrics
with NCQA accreditation measures, thereby
incenting health plans to participate and
to offer pay-for-for-performance reimbursement. Other groups have also focused on
targeted conditions that are more endemic
to their population.

v Outcomes of care: Measurements of the
change in health for a patient or a cohort.
Since there is no definitive health index,
outcome measures have focused on
individual conditions and patient compliance (for example, tracking change in
glycosylated hemoglobin (HbA1c) levels in
diabetics or blood pressure for hypertension) or utilization (for example, hospital
admissions or emergency department
visits).
v Service: Service metrics have focused on
operational aspects, such as the time to
answer the telephone and the wait until the
next appointment.
v Patient and caregiver satisfaction: A key
way a medical home can demonstrate its
commitment to quality and in improvements
is to assess the satisfaction of its patients
and the clinicians providing care. There
are numerous existing surveys to choose
from, such as Consumer Assessment of
Healthcare Providers and Systems (CAHPS),
which enables groups to compare their
results with national ones.
v Coordination of care: These metrics are
more innovative, but more difficult, since
they require a sophisticated tracking system.
With its consultation and referral tracking
system, the University of Oklahoma is
developing a set of measures that accounts
for the rapidity of referrals and getting the
referral, from initiation to completion, and
55
includes quality and process measures.
So “what proportion of patients with certain
kinds of problems is seen by the specialist
and was handled in this e-mail exchange?”
is an example of a novel measure, tied to
the ability to track that kind of information.
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Reimbursement

Medical homes initiatives are experimenting
with different payment structures, as groups
find the right balance for stakeholders and
program objectives. Today, initiatives use
combinations of four basic reimbursement
elements: fee-for-service payments with
new service codes (for example, e-visits);
care management fees; bonus payments for
meeting certain criteria (for example, NCQA
certification); and quality or performance
56
incentives. By f -1 9.5 172 441.0033 Tm /F6.0 (t co)-15

a set of guiding principles, such as the
ones provided by the AAFP (see sidebar,
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FIGURE 8.
All team members collaboratively contribute at the “top of their licenses,” helping the overall practice
operate more efficiently and effectively.
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Source: Adapted with permission from F. Daniel Duffy, MD, MACP, Senior Associate Dean for Academics, University of Oklahoma School
of Community Medicine.
*Note: PA = physician assistant, NP = nurse practitioner.
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Technology infrastructure
One of the factors preventing comprehensive,
coordinated, integrated, evidence-based, highquality care is the lack of a sufficiently robust
and integrated information technology infrastructure. There are many sources of relevant
health information for each patient, and each
is stored where it is collected and shared
with great difficulty. For example, patients
with multiple chronic diseases may see 14 or
more different physicians, have 38 physician
visits and may receive 50 prescriptions in a
60
year. With multiple laboratory tests, imaging
studies, consultations reports, hospital reports
and other information for a single patient, the
amount of data can be overwhelming.
Ideally, medical homes should leverage fully
functioning, secure interoperable EHRs,
with robust decision support capabilities,
connected to their own practice management
system and other information sources (PCP’s
EHRs and consumer personal health records)
through robust health information exchanges
(HIEs). Unfortunately, to date, many PCP
practices participating in medical home
initiatives may not have EHR systems with
robust functionality and interoperability. Also,
information exchanges are still in early stages
in most parts of the country, and consumer
personal health records (PHRs) are not widely
used. Fortunately, neither fully functioning
EHRs and PHRs, nor a robust HIE, is required
to begin a medical home implementation.
Practices must typically be able to track
population outcomes and provide proactive
outreach to individuals who need services
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(these are key criteria for NCQA PPC-PCMH
61
Level 1 status). It is possible that a practice
could use a well-designed, stand-alone
preventive care or chronic disease registry to
pass initial requirements, but it is likely it would
eventually find it difficult to reach the highest
functionality of the medical home model
without an EHR to support its efforts.
In addition to registries, practices may
need other IT-related capabilities, such as
e-prescribing, quality reporting, patient portals
to facilitate e-visits, online appoint scheduling
and portals to facilitate provider-to-provider
communication for care coordination. Again,
over time these various pieces will likely need
to be integrated. Also, a more robust infrastructure for information exchange among
key participants to facilitate care delivery and
coordination may be required. As a result,
it is important to have a standards-based
technology infrastructure that is adequate
to begin an initiative, but which can scale to
support larger implementations when required.
Figure 9 shows our concept of an appropriate
information infrastructure to support PCMHs. It
displays some of the flow, integration, feedback
and access required for a robust information
resource. Each participant, including the
patient, has access to information appropriate
to his or her role through a portal. The portal
must be designed to allow the participant
to access only necessary information and
to carry out assigned tasks. Again, these
capabilities can be developed over time and

Patient attribution
A mechanism needs to be in place to easily
map each patient to a personal PCP and
a health plan. Patients need to know their
medical home PCPs and what services will
be provided. PCPs similarly must know the
list of patients for whom they have a PCMH
relationship. Medical homes may want to give
the patients an opportunity to select their PCP
(important for buy in), or even decide the level
of participation in the medical home initiative
they desire. And payers, typically health plans,
need an up-to-date patient-PCP list to pay/
reimburse the correct PCP for providing
medical home services and to collect
quality and utilization data for reporting and
evaluation purposes.
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The approach to matching patient and PCP
accurately and seamlessly is a challenge
and explains one reason for our current
non-proactive approach to care. For example,
what happens when patients are not required
to declare a PCP? How can a single PCP
practice be mapped across multiple health
plans, without unnecessary burdens on the
practice? How do you make sure the PCP has
a large enough panel to make involvement
worthwhile, yet confirm a balanced risk,
thereby avoiding the risk of “cherry picking”
patients?
Common patient attribution approaches
include the identification and assignment of
patients by health plans through claims review,

the identification of patients by the PCP (or
vice versa) or a hybrid scheme combining
elements of each. The claims-based approach
is commonly used to assign patients to a
practice. While this is operationally easy, it is
also susceptible to data quality issues and the
realities of patient behavior (on average, for
example, Medicare beneficiaries see about
two PCPs and five specialists across four
different practices per year, yet 15 percent of
all Medicare beneficiaries never visit a PCP,
62
only specialists).
Another approach is to have PCPs select
their patients, which is, again, operationally
easy. However, it raises a possible concern
about cherry picking or potential conflicts,
as patients may have been selected by
other providers or the patient has selected a
different PCP.
A third approach is having the patient select
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In short, sustainability of PCMHs could be
challenged by a number of factors. Planning
to address the sustainability issues should be
done concurrently with planning for the initial
implementation and included in the PCMH
charter.

Conclusion
In the United States, there is a growing
recognition that the healthcare system is
broken and unsustainable, which is increasing
the momentum for healthcare reform. Primary
care is the part of the healthcare system that
is “the most broken.” Revamping primary care
is an essential component of healthcare transformation, and the medical home can become
a cornerstone of this endeavor.
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The medical home can be a foundation piece
of overall healthcare transformation, but it is
not a “silver bullet.” We will need better clinical
information and evidence, changes in the
responsibilities of key stakeholders, such
as consumers and other clinicians, and a
cross-organizational infrastructure to support
coordinated and accountable care. It will not
be easy to implement PCMHs on a large scale
– even with the current momentum behind
them – given such challenges as funding,
the level of change required and a variety
of entrenched, competing interests. Even
attempts initiated with the purest motives can
fail because of unrealistic expectations, poor
planning or poor implementations. Fortunately,
best practices are emerging for common
issues related to planning and implementation
(see Figure 10). Appropriately, applying these
best practices can help increase the likelihood
of success for an initial rollout and for a
sustainable model.
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