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Every Prime patient is assigned a 

Patient Centered Medical Home 

and  Primary Care Manager (PCM) 

Sept 18 2009

This policy is applicable to all MTFs and is effective 

immediately 

Policy Memorandum: Implementation of the Patient 

Centered Medical Home Model of Primary Care



DOD -- Quadruple Aim

}#1: Improving patientõs experience of care ðthru partnership 

with individuals and families, rethink how to deliver 

primary care

} #2: Improving health of population

} #3: Reducing per capita cost of care

} #4: Readiness  (productivity resilience)   

Affordability of military medicine?  Just as in the private sector, 

Better Quality + Reduced Waste = Lower Costs



IBM Announces FREE Primary care to its employees

} IBM to Give Employees 100% Coverage for  Primary 

Care

}This is part of IBMõspartnership with Primary care 

in our journey together for better healthcare

}Advanced primary care means one -third less cost 

for IBM and 19% lower mortality for our employees

4



Average health spend per capita ($US PPP)

How do you fix the foundational issue: our healthcare 

system is so High Cost and yet so low value ??

Source: K. Davis, C. Schoen, S. Guterman, T. Shih, S. C. Schoenbaum, and I. Weinbaum, Slowing the Growth of U.S. Health Care Expenditures: 

What Are the Options?, The Commonwealth Fund, January 2007, updated with 2009 OECD data
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The World Health Organizations ranks the U.S. as 

the 37 th best overall healthcare system in the world

Countriesô age-standardized death rates, list of conditions considered amenable to health care Source: E. Nolte and C. M. McKee,

Measuring the Health of Nations: Updating an Earlier Analysis, Health Affairs, January/February 2008, 27(1):58ï71 



Patient Centered Medical Home = 

Advanced Primary Care 

A long-term comprehensive 
relationship with your Personal 
Physician empowered with the 
right tools and linked to your  

care team can result in better 
overall family healthé
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How Connected Are You to Your Primary Care 

Physician?

òNot surprisingly, those patients with the 

strongest relationships to specific primary care 

physicians were more likely to receive 

recommended tests, medication adherence  and 

preventive care. In fact, this sense of connection 

with a single doctor had a greater influence on the 

kind of preventive care received than the patientõs 

age, sex,  race or ethnicity.ó

Atlas, SJ Grant RW, et al. Ann Int Med 2009 :150 :325-335
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Source: Magee, J., Relationship Based health Care in the United States, United 

Kingdom, Canada, Germany, South Africa and Japan. 2003

The Trusted Clinician Can be a Powerful Influence



òWe do heart surgery more often than anyone, but we 

need to , because patients are not given the kind of 

coordinated primary care that would prevent chronic 

heart disease from becoming acute.ó

George Halversonõs (CEO Kaiser) 

from òHealthcare Reform Now



ò We don't have a healthcare delivery system in this country. 

We have an expensive plethora of uncoordinated, unlinked, 

economically segregated, operationally limited micro systems, 

each performing in ways that too often create sub -optimal 

performance, both for the overall health care infrastructure 

and for individual patients."  
George Halverson, from òHealthcare  Reform Now

we do NOT know how to play as a team



Chronic disease data from across developed countries 

highlights the need for improuve coordinat primary care

Diabetes acute complications admission rates, population aged 15 and over, 2007

1. Does not fully exclude day cases .

2. Includes transfers from other hospital units, which marginally elevates rates.

Source : OECD Health Care Quality Indicators Data 2009 (OECD).



97

89 89

78 77

54 54
50

43
38

29

0

25

50

75

100

NET NZ UK FR ITA GER SWE AUS CAN NOR US

After -Hours Care linked to own Doctor

Percent 

Source: 2009 Commonwealth Fund International Health Policy Survey of Primary Care Physicians.



Issue is Hyperinflation of healthcare 

} Problems in the current system that drives unnecessary spending,

*  Under-supply of and access problems to comprehensive primary care and
prevention  (to little comprehensive care)--We need PCMH!!

*  Oversupply of well-reimbursed episodic procedures and services (to
much part-alist care) --We need PCMH!

*  Failure to coordinate and integrate primary care and chronic care
services --We need PCMH!

*  Data on the cost and performance for  treatments and providers
lacking --We need PCMH with the right tools !

*  Insufficient competition and poorly structured insurance markets
---We need to structure payment for PCMH

*  Administrative and liability complexity



We need Smarter Healthcare 

Comprehensive, Integrated, 

Coordinated and Accessible care 

+ +

Improve operational 

effectiveness
Deliver collaborative care for 

prevention and wellness

Achieve better quality 

and outcomes

A smarter health system forges partnerships in order
to deliver better care, predict and prevent disease and 

empower individuals to make smarter choices.

IntelligentInstrumented Interconnected



The Joint principles Patient Centered Medical Home

} Personal physician - each patient has an ongoing relationship with a personal 

physician trained to provide first contact, and continuous and comprehensive 

care

} Physician directed medical practice ðthe personal physician leads a team of 

individuals at the practice level who collectively take responsibility for the 

ongoing care of patients

} Whole person orientation ðthe personal physician is responsible for providing 

for all the patientõs health care needs or arranging care with other qualified 

professionals

} Care is coordinated and integrated across all elements of the complex 

healthcare community - coordination is enabled by registries, information 

technology, and health information exchanges 

} Quality and safety are hallmarks of the medical home -

Evidence -based medicine and clinical decision -support tools guide decision -

making; Physicians in the practice accept accountability voluntary engagement 

in performance measurement and improvement

Enhanced access to care is available - systems such as open scheduling, 

expanded hours, and new communication paths between patients, their 

personal physician, and practice staff are used 

} Payment appropriately recognizes the added value provided to patients 

who have a patient -centered medical home - providers and employers work 

together to achieve payment reform 16



The Patient Centered Primary Care Collaborative:

Examples of broad stakeholder support and participation

ÂACP

Providers 

333,000 primary care

Purchasers ð

Most of the Fortune 500

Payers Patients

ÂAAP

ÂAAFP ÂAOA

ÂABIM ÂACC

ÂACOI ÂAHI

Â IBM ÂGeneral Motors

ÂGeneral ElectricÂFedEx

ÂMerck ÂPfizer

ÂWal-Mart

ÂBusiness Coalitions

ÂBCBSA

ÂUnited

ÂAetna

ÂCIGNA

ÂHumana

ÂWellPoint

ÂKaiser 

ÂHCSC

ÂMVP

ÂNCQA ÂAFL-CIO

ÂNational Partnership 
for Women and Families

ÂSEIU

ÂFoundation for Informed 
Decision Making

The 

Patient -Centered 

Medical Home

80 Million lives



Geisinger Health System

Lewisburg 

Penn 

Pre-Test 

period 

Jan - Oct 

2006 

First pilot 

year 

Jan ðOct 

2007 

Percent 

reduction

Hospital 

Admission 365/1000 291/1000 - 20%

Hospital re -

admissions 15.2% 7.9% - 48%

Cost 7% less 



Shelby County Area, Iowa

47% reduction in hospitalization

32% ER for ambulatory sensitive conditions 

43% reduction in cost overall and 

20% reduction cost for CMS  

Calhoun County Area Michigan

49.7% reduction in hospitalization

Marked reduction cost 

Improved patient and physician satisfaction  

Bethesda NNMC 

Reduction in specialty

referrals by 40%

PCM continuity 90%

ER decreased 20

ñOpen Accessò 

Denmark 


