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WHAT IS A PATIENT-CENTERED MEDICAL HOME? 
 
¢ƘŜ ǇŀǘƛŜƴǘπŎŜƴǘŜǊŜŘ ƳŜŘƛŎŀƭ ƘƻƳŜ (PCMH) is a model for care provided by physician practices 
ǘƘŀǘ ǎŜŜƪǎ ǘƻ ǎǘǊŜƴƎǘƘŜƴ ǘƘŜ ǇƘȅǎƛŎƛŀƴπǇŀǘƛŜƴǘ ǊŜƭŀǘƛƻƴǎƘƛǇ ōȅ ǊŜǇƭŀŎƛƴƎ ŜǇƛǎƻŘƛŎ ŎŀǊŜ ōŀǎŜŘ ƻƴ 
ƛƭƭƴŜǎǎŜǎ ŀƴŘ ǇŀǘƛŜƴǘ ŎƻƳǇƭŀƛƴǘǎ ǿƛǘƘ ŎƻƻǊŘƛƴŀǘŜŘ ŎŀǊŜ ŀƴŘ ŀ ƭƻƴƎπǘŜǊƳ ƘŜŀƭƛƴƎ ǊŜƭŀǘƛƻƴǎƘƛǇΦ  
 
Each patient has an ongoing relationship with a personal physician who leads a team that 
ǘŀƪŜǎ ŎƻƭƭŜŎǘƛǾŜ ǊŜǎǇƻƴǎƛōƛƭƛǘȅ ŦƻǊ ǇŀǘƛŜƴǘ ŎŀǊŜΦ ¢ƘŜ ǇƘȅǎƛŎƛŀƴπƭŜŘ ŎŀǊŜ ǘŜŀƳ ƛǎ ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ 
ǇǊƻǾƛŘƛƴƎ ŀƭƭ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ƘŜŀƭǘƘ ŎŀǊŜ ƴŜŜŘǎ ŀƴŘΣ ǿƘŜƴ ƴŜŜŘŜŘΣ ŀǊǊŀƴƎŜǎ ŦƻǊ ŀǇǇǊƻpriate care 
with other qualified physicians. A medical home also emphasizes enhanced care through open 
scheduling, expanded hours and communication between patients, physicians and staff. 
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I. Introduction 
 

Our current health care delivery system: 
 
V Is not patient-centered; 
V Does not allocate adequate resources to 

support prevention and the improvement of 
health; 

V Does not clearly define patient and provider 
responsibilities; 

V Is not based on a foundation of partnerships 
between patients/providers/payors.  

 
Transforming our current delivery system will 
require advancing patient-centered health care to 
optimize individual health.  A good place to start 
transformation at a local level is the advancement 
of patient-centered medical home (PCMH) 
innovation. 
 
PCMH is an approach to providing comprehensive 
primary care. The PCMH is a health care setting 
that facilitates partnerships between individual 
patients, and their personal physicians, and when 
ŀǇǇǊƻǇǊƛŀǘŜΣ ǘƘŜ ǇŀǘƛŜƴǘΩǎ ŦŀƳƛƭȅΦ 

 
About Access HealthColumbus 

 
Access HealthColumbus, a non-profit 
organization, is public-private 
partnership.   
 
Our mission is to improve access to 
health care for all people in our 
community. 
 
Access HealthColumbus does not provide 
health care services.  We improve local 
health care delivery by convening public-
private partners and coordinating 
innovative solutions. 
 
Our improvement process is based on 
building multi-stakeholder collaboratives 
with aligned incentives.  We also place 
value on sharing our learning with others 
to help improve access to health care. 

 

At the core of a PCMH is a physician-directed medical practice committed to organizing and 
ŎƻƻǊŘƛƴŀǘƛƴƎ ŎŀǊŜ ōŀǎŜŘ ƻƴ ǇŀǘƛŜƴǘǎΩ ƴŜŜŘǎ ŀƴŘ ǇǊƛƻǊƛǘƛŜǎΣ ŎƻƳƳǳƴƛŎŀǘƛƴƎ ŘƛǊŜŎǘƭȅ ǿƛǘƘ ǇŀǘƛŜƴǘǎ 
and their families, and integrating care across settings and practitioners. PCMHs have 
demonstrated their ability to transform the care delivery system to provide accessible, continuous, 
coordinated, patient-centered care ς especially to high-need patients with chronic conditions.  
 
The goal of advancing PCMHs is to improve the quality of care, reduce the need for expensive 
medical services and generate savings for purchasers and consumers. In order to achieve this goal, 
the alignment of incentives is required between primary care practices, health plans, employers, 
and the engagement of consumers.  PCMHs can serve as a stepping stone to broader reforms in 
health care payment and delivery systems. 
 
The action plan outlined in this document is based on the adoption of lessons learned, best-
practices and standards from other communities and national health improvement 
organizations.  Local input was provided via a summit of purchasers, payors and providers.  A 
Primary Care ς Health Plan Design Collaborative was also formed to explore key PCMH 
components and reach agreement on defining a good place to start in central Ohio.   
(see appendices A and B for a listing of participants in our collaborative process.) 
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II. Summary of 2010-2012 Action Plan 
 

Project Purpose 

¶ To advance PCMH innovation in our community, starting with insured adults 
 

Project Objectives 

¶ Strengthen Primary Care:  Improve care coordination and access 

¶ Payment Reform:  Align incentives between payors and providers  
 

Improvement Target  

¶ At least 30,000 adults (each year for three years) with insurance coverage in central Ohio 
receiving care from Recognized PCMHs based on national standards 
 

Health Plan (HP) Benefit/Cost 

¶ Benefit:  Patients in a medical home incur 15ς20 percent less (risk-adjusted) total health 
care spending per year than patients treated by regional peers, without evidence of 
reduced quality (American Medical Home Runs, Health Affairs. 2009). 
 

¶ Cost:  Three-year commitment to fund incentives (for a specific number of covered lives) for 
PCPs who achieve PCMH recognition using nationally-recognized standards; commitment of 
leadership time to collaborate with PCPs and competing HPs.  For budgeting purposes, a 
sample range indicates per-patient per-month payments (from HPs to PCPs) ranging from 
$4-$6-$7.25 based on a PCPs level of PCMH Recognition.  HPs could use the sample 
payment range set forth above to establish a budget for its participation. 
 

Primary Care Practices (PCP) Benefit/Cost 

¶ Benefit:  Increased health plan reimbursement if recognized as a PCMH based on national 
standards; improvements in patient experience; reduction in clinician/staff burnout, and 
improved quality of care (Patient-Centered Medical Home Evaluation, The American Journal 
of Managed Care. 2009). 
 

¶ Cost:  Three-year commitment of clinical and administrative time and resources to PCMH 
continuous improvement process.  An initial commitment of 20 hours per primary care 
practice for PCMH assessment and an additional 40-80 hours for the PCMH Recognition 
process.  PCPs with strong internal culture, a capacity to change and a perceptual ability to 
critically examine their own practices are best suited for this new environment. 

 

Access HealthColumbusΩ Role 

¶ Convene leaders from business, government, health plans, health care organizations, and 
consumers to participate in project activities 

¶ Coordinate project activities and project management 

¶ Coordinate consulting resources to assist with project activities 

¶ Coordinate project evaluation and reporting 

¶ Fiscal intermediary for funding secured to support the project administration 

¶ Share lessons learned with other medical home initiatives



 

 



 
Central Ohio Patient-Centered Medical Home Project                                                                                                        4 

  

 
IV. PCMH Learning Completed to Date 
 
In 2008, Access HealthColumbus joined the Patient-Centered Primary Care Collaborative 
(PCPCC), a national coalition of major employers, consumer groups, patient quality 
organizations, health plans, labor unions, hospitals, clinicians and many others who have joined 
together to develop and advance the patient centered medical home.   
 
Based on learning from the PCPCC and its participating communities and organizations, key 
PCMH components were identified that would require agreements between primary care and 
health plans in order to move from concept to action.  The objective was to avoid reinventing 
the wheel, but explore emerging standards, models and methodologies tested in other 
communities.   
 
In February 2009, Access HealthColumbus invited leaders from business, government, health 
plans, and primary care organizations to a Purchaser-Payor-Provider Summit.  The purpose was 
to explore what would it take to create a PCMH project in central Ohio.  Participants provided 
feedback on preliminary design ideas and encouraged our community to proceed with 
convening key stakeholders to finalize a design for a local transformational project.  
 
In March 2009, Access HealthColumbus published a document outlining options and 
recommendations for designing a PCMH project.  Discussions were held with primary care 
leaders in the community to gauge their readiness.  In summary, it was learned that primary 
care practices were interested in collaborating if adequate incentives were made available from 
health plans.  It was also learned there was a strong desire to define a community standard for 
recognizing and rewarding effective PCMHs.  The idea of having multiple variations of PCMH 
standards might lead primary care practices to decline voluntary participation in a local PCMH 
initiative. 
  
In May, commercial and Medicaid health plans operating in central Ohio were convened.  The 
purpose was to engage in meaningful dialogue with health plans to gauge their readiness in 
working collaboratively (both with competing health plans and primary care practices) on 
advancing PCMH innovation in our community.  In summary, it was learned that health plans 
were interested in collaborating.  It was also learned that this effort should not be called a 
demonstration project.  There are many PCMH demonstrations under way, thus starting 
another one might not add much value.  However, what would add value is creating a process 
for health plans and primary care practices to collaborate on advancing PCMH based on 
national standards. 
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V. Work of Local Primary Care ς Health Plan Design Collaborative 
 

In September and October 2009, a local Primary Care ς Health Plan Collaborative was 
convened.  Representatives from four commercial health plans, two Medicaid health plans, 
three hospital-affiliated primary care organizations, and two independent primary care 
organizations participated in two half-day work sessions.  The purpose was to reach agreement 
on the key PCMH components required to move from concept to action. The Primary Care ς 
Health Plan Collaborative discussed options for advancing PCMH in our community and reached 
agreement on the following key components. 
 

PCMH Component 

 
Collaborative Agreements 

(to be used as a good place to start the Central Ohio PCMH Project) 
 

Principles 
 
How do we define a 
medical home? 

Joint Principles of the Patient-Centered Medical Home    
developed by American Academy of Family Physicians, American 
Academy of Pediatrics, American College of Physicians & American 
Osteopathic Association (see appendix C for more information) 
 

PCMH Standards 
 
How do we recognize 
the transformation to 
a PCMH? 
 

Standards and Guidelines for Patient-Centered Medical Home  
developed by National Committee for Quality Assurance (NCQA) 
(see appendix D for more information) 
 

Reimbursement 
Model  
 
How will a recognized 
PCMH be reimbursed? 
 

Hybrid Reimbursement Model 
developed by Patient-Centered Primary Care Collaborative  
(see appendix E for more information) 
 

Patient Attribution 
 
How do we identify a 
ǇŀǘƛŜƴǘΩǎ PCMH? 
 

Patient-Centered Medical Home Attribution Logic 
Hybrid approaching using claims and patient-provider agreement   
(see appendix F for more information) 
 

Care Coordination 
Model 
 
Where should the 
primary care 
coordination function 
reside? 

Since health plans and other health care providers utilize care 
coordinators, the need is for a primary coordinator as part of the 
PCMH team. 
 
Care coordination should reside with the PCMH, with support from 
health plans and patients. A coordinator for the care coordinators 
could be an essential role to facilitate communication. 
 

(continued) 
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PCMH Component 

 
Collaborative Agreements 

(to be used as a good place to start the Central Ohio PCMH Project) 
 

Primary Care 
Selection Criteria 
 
How do we select 
primary care 
organizations to 
participate in the 
project? 

Use of an existing online medical home assessment tool offered by 
TransforMED,  a subsidiary of the American Academy of Family 
Physicians (AAFP). 

 
Invite any and all PCPs interested in completing the assessment, 
supported by a process that ensures clarity of assessment questions 
and accuracy of responses of interested primary care practices.  (see 
appendix G for more information) 
 

Insurance Products 
 
Should we start with 
commercial, Medicaid, 
or both?  

Invite both Commercial and Medicaid health plans to participate. 
 

¶ When PCPs complete the NCQA recognition, it is based on the 
entire practice so all health plans should be included 

¶ ¢Ƙƛǎ ƛǎ ŀƴ ƻǇǇƻǊǘǳƴƛǘȅ ǘƻ ŎƘŀƴƎŜ aŜŘƛŎŀƛŘ ǇŀǘƛŜƴǘǎΩ ŎƻƳǇƭƛŀƴŎŜ  

¶ The more people covered, improves the effectiveness of the PCMH 
 

Targeted number of 
insured lives 
 
How many health 
plans need to 
participate in order to 
proceed? 

All agreed that the number to strive for is a match of: 

¶ how many health plans are participating and how many lives they 
will fund 

¶ an ƛƴŘƛǾƛŘǳŀƭ ǇǊƛƳŀǊȅ ŎŀǊŜ ǇǊŀŎǘƛŎŜΩǎ ǇŀȅƻǊ ƳƛȄ 
 
Note:  Based on learning from others, securing commitments from 
health plans to fund at least 30,000 patients per year is a 
recommended target.  Achieving a payor mix close to 50% or more 
with participating primary care practices will improve the return on 
investment.  Therefore we need to secure commitments from multiple 
commercial and/or Medicaid plans for the project to be feasible. 

 

Patient Engagement 
Methodology 
 
What approach should 
we use to engage 
patients in the 
transformation 
process? 

Collaborative agreed that patient engagement is needed and could 
happen through activity with employer groups. 
 

¶ Patient behavior needs to be addressed through education. 

¶ Need agreement on both patient and physician expectations. 

¶ It is important that patients in medical home concept understand 
they are partners and that there are health benefits for them. 

 

 
The visual on the next page provides an overview of the agreements reached by the Primary 
Care - Health Plan Design Collaborative. 
 



 

 


