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Discussion Purpose 
To share & have dialogue around: 

•   What is emerging around Patient-Centered Medical Home innovation 
•   Our approach to advancing Patient-Centered Medical Homes in our community 
•   What it will take to move down this path together 

 
Participants  
Robert Bertani, DO, Southern Medical Clinic 
Susan Butler, OSU Medical Center 
Miriam Chan, Riverside Family Practice Center 
Becky Duvall, OSU Primary Care Network 
Pat Ecklar, MD, MetroWest Internal Medicine 
Mary Elswick, OSU Primary Care Network 
Brenda Fingerlow, Lower Lights Christian Health Center 
Amy Gussler, OSU Worthington Family Practice 
Teresa Holt, MD, Grant Family Medicine 
Anup Kanodia, MD, OSU Center for Integrative Medicine 
Tishana Lange, MD, Village Family Medicine 
Kristen Rundell, MD, Riverside Family Practice Center 

Mike Slaper, Mount Carmel Health System 
Patty Stinson, OSU Gahanna FP Clinic 
Hasip Temizer, MD 
Karen Towslee Keenan, OSU Primary Care Network 
John Tyznik, MD, Family Physicians of Gahanna (COPC) 
Dana Vallangeon, MD, Lower Lights Christian Health Center 
William Verhoff, RN, Riverside Family Practice Center 
John Vitullo, MD, Riverside Family Practice Center  
Amy Watson, Village Family Medicine 
Elizabeth Weinstock, MD, Village Family Medicine 
Becky Wilkins, OSU Rardin Family Practice  
Laurel Zulliger, MD, American Health Network - Hilliard

Hosted by Access HealthColumbus 
Jeff Biehl 
Kim Keinath 
 

Guests 
Deb Helber, Access HealthColumbus consultant 
Teresa Garcia, Access HealthColumbus consultant 
Donna Hedrick, consultant 

 
 
I. WELCOME, FRAMING & FLOW: 
 
Jeff Biehl welcomed everyone and asked everyone to introduce themselves around the following Check-In question: 

 
Who am I and why did I show up today? 

 
Biehl shared the purpose of today’s discussion, reviewed the Anti-Trust briefing and provided background information on 
Access HealthColumbus’ (AHC) and our work in the community. 
 
 
II. PATIENT-CENTERED MEDICAL HOME INNOVATION 
 
Biehl started his informative presentation by providing an overview of the major deficiencies in our current health care delivery 
system and what can be done to address these barriers: 
 

 Is not patient-centered 

 Does not allocate adequate resources to support prevention and the improvement of health 

 Does not clearly define patient and provider responsibilities 

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

A good place to start transformation at a local level is patient-centered medical home innovation. 
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Biehl shared with the participants the medical home principles, definition of medical homes and transforming our health care 
environment. The entire presentation can be viewed in Attachment A. 
 

 
 

III. PATH FORWARD 
 

Biehl shared AHC’s approach shown below on advancing patient-centered medical homes in Franklin County. A Patient-
Centered Primary Care Learning Collaborative is being formed to convene local primary care practices who want to learn from 
each other on improvement activities. From that collaborative, 6-10 primary care practices will be identified as ready for AHC’s 
assistance on the National Commission on Quality Assurance (NCQA) medical home recognition process: 
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I. DISCUSSION  
 
After the presentation, Deb Helber led the attendees into small group table discussions around AHC’s proposed approach.  
The following themes emerged from the participants discussions: 
 

Discussion #1 - How does this approach resonate with me? 

Collaborative Approach 
o Excellent approach 
o Wonderful to expand the collaborative and learn from 

other primary care organizations 
o Sounds good but how & when will it actually work? 

Need more details 

Patient Engagement 
o Where and when does patient engagement fit in? Should it 

be incorporated from the very beginning? 
o How are we going to work with more challenging patients? 
o Find different ways/techniques to motivate and drive patients  

Shift in Culture 
o A big hurdle to overcome is that providers are trained to 

be Individualists vs. Team/good of the whole – There 
needs to be shift in medical education 

o Need provider buy-in as part of the physician-led TEAM 
o Getting buy-in from the system- there will be 

fragmentation of involvement and readiness 
o What will be the Care Coordinator’s responsibilities? 
o How do you provide patient-centered medical home 

care for some of your patients and not all? 

Commitment 
o So many parts to this approach – there are different ways to 

make change in each office 
o Tight timeline 
o Where to even start?  
o Tension between opening access even more for patients 

and balancing physicians’ personal time 
o Who will really do the approach? 
o How do other activities that practices are required to 

participate or have interest in fit into this approach? 

 
 

Discussion #2 - What questions am I sitting with as I think about our possible participation? 

Access HealthColumbusô Support 
o What is the span/length of support for the practices? 
o What exactly is the support available?  
o How does the consulting program work? 
o How often will meetings happen and with whom?  

Providersô Commitment 
o What is the time frame needed at practice and individual 

levels on getting the work done?  
o What kind of manpower in terms of hours, level and length of 

support are needed from the initial line? 
o How will we fund the personnel/manpower to get it done? 
o Electronic medical records will be key  
o With evening and Saturday hours, it is hard to have regular 

staff meeting – what time commitment must we commit? 

Clarity on Benefits 
o Better understand the long term benefits around 

reimbursement and relationships with health plans 
o How does it have the potential to enhance 

practice/provider income more specifically? 
o Benefits will look different for each practice 

Standards 
o How to really define the national standards when doing the 

assessment and the support for that 
o Can Federally Qualified Health Centers get NCQA 

certification? We know that we are not eligible for 
PQRI/Performance Medicare Payments - would we be eligible 
for increased private payor coordinated payments? 

 
VI. CLOSING & NEXT STEPS 

 
Biehl thanked everyone for participating and for sharing their reflections. AHC is continuing to engage local primary care 
organizations interested in joining the Patient-Centered Primary Care Learning Collaborative.  
 
Participants were asked to complete a readiness survey to provide a sense of where their practice was at around moving 
forward with participation in the Primary Care Collaborative. Biehl will contact those practices interested in meeting with AHC 
staff and learning more about the project. In the meantime, a harvest of the information sessions will be sent out. 
 
Biehl thanked the following organizations for their financial support for project coordination: Columbus Medical Association 
Foundation, Employers Health Coalition, Columbus Chamber, Cardinal Health and Health Action Council. 


