ms Patient-Centered Medical Home Initiative

HealthColumbus “a demonstration project to learn the value of creating access
to the right health care, in the right place, at the right time.”

Learning Guide
(updated November 2008)

This learning guide was compiled to provide our community with access to quality information on
patient-centered medical homes. The guide is organized in the following seven sections:

Descriptions of medical homes

Advocating for medical homes

Learning from medical home demonstrations
Research on medical homes

Critical analyses

The Chronic Care Model

Payment, IT and Other Medical Home Issues
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1. Descriptions of medical homes

a. Old-Fashioned Docs Inspire New “Medical Homes provides an easy-to-read explanation of the medical
home concept and its proposed benefits. It also mentions Medicare running pilots in eight states and
how in the traditional system doctors were rewarded for restricting specialty care. The article
concludes with a healthy dose of scepticism about how medical homes will save money. Appleby, J.
(2008, July 13). Oldf as hi oned docs inspire new “medical h
2008, from http://www.usatoday.com/news/health/2008-07-13-medical-homes N.htm

b. Combating Medical Homelessness: What is the Role for Academic Medicine? is a 90 minute forum
convened by the Urban Institute on the topic of medical homes, particularly how academic medical
centers (AMCs) advance the concept. Dr. Berenson discusses positive and challenging aspects of
medical homes. Dr. Kirch explores how AMCs embracement of medical homes can result in a cohort of
PCMH-trained physicians. Dr. Michener discusses a particular PCMH is Durham, NC. Boccuti discusses
aSRt !/ Qdfimedidhdmés.dBerenson, R., Boccuti, C., Kirch, D., Michener, J.L. & Reischauer.
(2008, Oct. 1). Combating medical homelessness: what is the role for academic medicine? The Urban
Institute. Podcast retrieved from http.//www.urban.org/events/other/Medical-Homes.cfm?\

c. Primary Care Innovation: the Patient-Centered Medical Home is a briefing from September 22, 2008
on the PCMH moderated by Melinda Abrams, Commonwealth Fund and Ed Howard of the Alliance for
Health Reform. Panelists included Robert Berenson, Urban Institute; Diane Rittenhouse, University of
California San Francisco; and Duane Davis, Geisinger Health System. This link also leads to a list of
several recent briefings and articles from various institutions about the PCMH. Alliance for Health
Reform. (2008, September 22). Primary care innovation: the patient-centered medical home.
http://allhealth.org/briefing detail.asp?bi=137
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d. Physician Practice Connections—Patient-Centered Medical Homes lists the nine general standards
that a practice can meet to become a medical home. Within the standards there are ten general
provisions that a practice is required to meet. To achieve recognition, points are earned across all nine
standards and tallied to reach a total score. These total scores are then broken down into three levels
of recognition. National Committee for Quality Assurance. (2008). Physician practice connections-
patient-centered medical home. Washington: Author. http://www.ncqa.org/tabid/631/Default.aspx

e. Joint Principles of the Patient-Centered Medical Home from the American Academy of Family
Physicians, American Academy of Pediatrics, American College of Physicians & American Osteopathic
Association. In February of 2007, the aforementioned organizations, representing 333,000 physicians
defined components that should be included in a PCMH. Areas that a medical home must meet for
their patients include a personal physician, physician-led team for medical practice, whole person
orientation, coordinated or integrated provision of care and enhanced access. Value-added payment
and safe care of high quality are two additional components that medical systems must address to
before being considered a medical home by the four organizations responsible for these principles.
American Academy of Family Physicians, American Academy of Pediatrics, American College of
Physicians & American Osteopathic Association. (2007).
http.//www.acponline.org/advocacy/where_we stand/medical home/approve jp.pdf?hp

f. The Patient-Centered Medical Home: History, Seven Core Features, Evidence and Transformational
Change is a thoroughly researched, well articulated plea for supporting patient-centered medical
homes for all. A brief, but inclusive, history of the medical home concept cites the influences of the
American Academy of Pediatrics, the World Health Organization, the Institute of Medicine and Dr.
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functions of a PCMH as identified in the Joint Principles is defined and supported with research-based
evidence. Two graphics included in this article are a table of health care functions provided by primary

care and a bar chart of Americans with a lack of confidence in their ability to obtain high quality care.

This article references 113 sources in its support of the medical home concept. Robert Graham Center.
(2007). The patient-centered medical home: History, seven core features, evidence and

transformational change. http://www.adfammed.org/documents/qrahamcentermedicalhome.pdf

g. A 2020 Vision of Patient-Centered Primary Care is an article from a few years ago that foresees
G2RIFI@ Q& 3INER gAY 3 -cddterdadOated Thehadthbrs @oFide bIbriéf Riskoyy Gf the interest
in patient-centered care listing seven characteristics that constitute this care. These characteristics are
as follows: superb access to care, engagement in care by the patient, clinical information systems that
support care improvement, care coordination, integrated care with easily shared information among
providers, ongoing patient feedback, and publicly shared rating material so patients can make
informed choices between practices. The authors also provide wisdom from health systems abroad
and emphasize the practicality and necessity for a switch from the current system of health care to one
that is patient-centered. Finally, the steps to achieve patient-centered care are listed including the
step to have a medical home for all patients. Davis, K., Schoenbaum, S.C., & Audet, A-M. (2005). A
2020 vision of patient-centered primary care. Journal of General Internal Medicine, 20 (10), 953-957.
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. Advocating for the Patient-Centered Medical Homes

Achieving Person-Centered Primary Care: the Patient-Centered Medical Home is a transcript from
the assistant vice president of the Commonwealth Fund Melinda Abrams testimony to a Senate
hearing to the Committee on Aging. She defines a medical home and stresses that medical homes
would be beneficial to older Americans as care for their chronic conditions would be coordinated and
possibly enhanced. She acknowledges the need for payment reform to provide medical home
incentives and reports that the Center for Medicare and Medicaid Services (CMS) is supporting a multi-
state medical home pilot. Four steps she suggests Congress take to support medical home
development are ensure transparency of the Medicaid medical home demonstration, suggest CMS
collaborate with other payers in existing medical home demonstrations, pursue changes in health care
financing that would promote core medical home values, and establish loan forgiveness programs for
medical students choosing to pursue primary care. Abrams, M. (2008, July 23). Achieving person-
centered primary care: the patient-centered medical home. Testimony, Special Senate Committee on
Agi ng: H e a r -Centgred Gare: Réfdérreing Sewites and Bringing Older Citizens Back to the
Heart of Society.”
http://www.commonwealthfund.org/publications/publications show.htm?doc id=697210

. Strategies States Can Use to Support the Infrastructure of a Medical Home gives states advice about
how to encourage and support the development of patient-centered medical homes to support their
Medicaid and SCHIP roles. The first strategy details how payment incentives for a PCMH can be
structured to encourage the desired outcomes. Specific ways that state Medicaid and SCHIP
departments can assist PCMH are grouped into three categories: providing information about client
service utilization, comparisons of their performance in regards to peers and assistance it developing
and utilizing health information technology systems. States are encouraged to work in conjunction
with private payers to strengthen the PCMH concept. Finally, Takach, Kaye and Beesla examine
specifically how Arizona, lllinois and Pennsylvania are supporting medical home practices. Takach, M.,
Kaye, N. & Beesla, R. (2008, May). Strategies states can use to support the infrastructure of a medical
home. State Health Policy Briefing. http://www.nashp.orq/Files/shpbriefing pcmhsupport.pdf.

The Need to Test the Patient-Centered Medical Home begins with dire predictions for primary care in
the United States. He acknowledges the efforts of American Academy of Family Physicians, the
American College of Physicians, and several large employers to advance the PCMH model. He then
urges that the patient-centered medical home model should be tested now and that these tests must
be done in a reliable, credible and transparent manner. Barr, M.S. (2008). The need to test the
patient-centered medical home. The Journal of the American Medical Association, 300(7), 834-835.

. The Medical Home: Growing Evidence to Support a New Approach to Primary Care provides a concise
description of the evolution of the medical home and offers support from the literature to support

each element of the PCMH model. He cites the large number of demonstration projects as an indicator
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medical home will end up saving dollars in health care spent, but that to encourage reorganization,

payment incentives must be well-planned. Rosenthal, T.C. (2008). The medical home: Growing

evidence to support a new approach to primary care. The Journal of the American Board of Family

Medicine, 21(5), 427-440. http://www.jabfm.orqg/cqgi/content/abstract/21/5/427
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3.

Changing Horses Midstream: the Promise and Prudence of Practice Redesign comes from a
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importance of an EHR, and successes of visits with groups of patients. Loxterkamp, D. & Kazal, L.A., Jr.
(2008). Changing horses midstream: The promise and prudence of practice redesign. Annals of Family

Medicine, 6(2), 167-170.

Primary Care: Can it Solve Employers’ Health Care Dilemma? lauds primary care for its beneficial

health care quality and savings outcomes. Unfortunately, as Sepulveda, Bodenheimer and Grundy

report the number of primary care physicians is declining. The authors encourage employers to

address these issues by making primary care a priority intheirc2 YLJ Y@ Qa4 KSI f § K OF NJ
for addressing primary care are cited including the Patient-/ SY 1 SNBER t NAYIl NB / | NB
efforts and the Geisinger model in Pennsylvania. Sepulveda, M.J, Bodenheimer, T. & Grundy, P. (2008).

Primarycare:Can 1t solve employers’ heal t H58car e di | e
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PCPCC a voluntary recognition program for which physician practices can apply. Arvantes also

mentions Senate bill 2376 which would create a medical home demonstration project for Medicaid and
SCHIP. This bill defers the criteria of a medical home to be stipulated by the medical management
O2YYA(liSSa 6KAOK O2yOSNya GKS !'I Cto CAylLffex
the Council of State Governments adopted a resolution advising all states to create and support
patient-centered medical home demonstration projects. Arvantes, J. (2008). Medical home gains
prominence with AAFP oversight. Annals of Family Medicine, 6(1), 90-91.

Patient-Centered Care: What Does It Take? highlights seven factors that contribute to patient-
centered care. These are leadership, a strategic vision, involvement of patients and families at multiple
levels, a supportive work environment, systematic measurement and feedback, quality of the built
environment, and supportive technology. Shaller also suggests strategies at the organizational and
system levels of change to support integration of patient-centered principles into the U.S. health care
system. Shaller, D. (2007). Patient-centered care: What does it take? The Commonwealth Fund.
http.//www.commonwealthfund.org/publications/publications show.htm?doc id=559715

Improving Care with the Patient-Centered Medical Home advocates for the patient-centered medical
home concept as identified in the Joint Principles document. He adds that the movement is gaining
momentum in Congress. Kruse also urges family physicians to advocate for family orientation and
community orientation of family practice. Kruse, J. (2007). Improving care with the patient-centered
medical home. American Family Physician, 76(6), 775, 778.

Learning from medical home demonstrations

Patient-Centered Medical Home: Building Evidence and Momentum opens with a description of the
PCPCC and a call to action for those involved in the PCMH to become advocates for the advancement
of the model. Then the bulk of the article contains summaries of 22 different PCMH projects
nationwide. Included in the summary of each individual PCMH are section entitled project location
and status, convening authorities, contact information, an overview of the project, medical home
recognition, demographics, payment model, transformation support (including IT), and project
evaluation. Finally, the document concludes evidence from several different studies supporting the
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medical home concept. Patient-Centered Primary Care Collaborative. (2008). Patient-centered
medical home: Building evidence and momentum. http.//www.pcpcc.net/content/pcpcc-pilot-projects.

Continuous Innovation in Health Care: Implications of the Geisinger Experience tells of a radical
effort to redesign health care with the aim of enhancing value. Care-model innovations utilized by
Geisinger are outlined to encourage other health care administrators to rethink how they can
enhance value within their systems. Early Geisinger innovations include creating an open, yet
integrative system that serves both clients with Geisinger Health Plan and those with other payers and
utilizing an EHR for all ambulatory and inpatient services. More recent initiatives to improve care
coordination, chronic care outcomes and patient engagement include a patient-centered medical
home initiative, a new systemic approach to providing coordinated, evidence-based care for chronic
diseases, and the implementation of their ProvenCare step-by-step guidelines for acute episodes and
incentives for reduction in post-care complications. Paulus, Davis and Steele conclude it is not
ySOSaalNAte DSA&GAYIASNDA aLISOATFTAO LINBbbMiioYaad G K I
integration within and outside their own system, ability to align incentives, and utilization of EHRs is
GKS 1Seé& (2 DShudus §./A8 BaddI & Sted#O@IS RG0SR Continuous innovation in
health care: Implications of the Geisinger experience. Health Affairs, 27(5), 1235-1245.
http.//content.healthaffairs.org/cqgi/content/abstract/27/5/1235

Community Care of North Carolina: Improving Care through Community Health Networks chronicles
b2NIK /FNRfAYlI Qa NBaLRyaS (2 NARaAAy3ad KSFfadK OF
chronic disease. Community Care of North Carolina (CCNC) is a collaboration of local networks that
O2Y0AYSR OFNB F2NJymx: 2F GKS adrFridSQa aSRAOIAR
hospitals, social services, health departments together. Each network is staffed by a medical director

and several case managers. Together the 14 networks of CCNC and the medical home structure they

support save the state of North Carolina over $160 million a year. The authors explain the system in

depth, highlighting strengths and weaknesses. Steiner, B.D, Denhan, A.C., Ashkin, E., Newton, W.P.,

Wroth, T. & Dobson, L.A., Jr. (2008). Community care of North Carolina: improving care through

community health networks. Annals of Family Medicine, 6(4), 361-367.

A More Welcoming Model for Care discusses the transition of a Somerville, MA practice run by
Cambridge Health Alliance into a medical home. Similar efforts in Plymouth and at Massachusetts
General Hospital are mentioned. Included are several quotes from patients and physicians. Support
for the concept by the American Academy of Family Physicians and savings from North Carolina
Medical Assistance program are briefly mentioned. Dember, A. (2008, May 19). A more welcoming
model for care. The Boston Globe.
http.//www.boston.com/news/health/articles/2008/05/19/a_more welcoming model for care/

Medicaid in North Carolina: Annual Report State Fiscal Year 2006 includes accomplishments of
Community Care of North Carolina (CCNC) during the 2006 fiscal year. CNCC is a medical home
project begun with state Medicaid patients in 2000. The major highlight of this year for CCNC was
avoidance of $124 million in costs as estimated by Mercer Human Resource Consulting Group. This
report also lauds the expansion of the program and highlights the successes and new programs of
several individual communities. State of North Carolina. (2006). Medicaid in North Carolina: Annual
report state fiscal year 2006. www.dhhs.state.nc.us/dma/2006report/2006report.pdyf.
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Research on medical homes

Executive Summary: Patient-Centered Medical Home Election Study follows a survey of online

registered voters that the Patient-Centered Primary Care Collaborative engaged Harris Interactive to

conduct in order to discover their thoughts on health care reform. Of the participants, 96% believe

health care reform is an important priority for the next president. Additionally, 75% of respondents
FANBSR (KSe& g2dZ R AYONBI &S adzlJ2 NI F2NJ I t NBa
was included. Patient-Centered Primary Care Collaborative. (2008).
http://www.pcpcc.net/files/Harris%20Poll%20Findings%20Summary.pdf

The Patient-Centered Medical Home and Preconception Care: an Opportunity for Internists makes
the case that a medical-home designed practice offers general internists the chance to educate a
woman and her partner prior to conception of a child. Effective preconception care can reduce the
risks of adverse outcomes for mothers and infants during the pre and postnatal periods. The medical-
home structure would ensure that an internist is giving coordinated and comprehensive care. Files,
J.A., David, P.S. & Frey, K.A. (2008). The patient-centered medical home and preconception care: An
opportunity for internists. The Journal of General Internal Medicine,23(9), 1518-1520.

Toward Higher-Performance Health Systems; Adults Health Care Experiences in Seven Countries,

2007 highlights interesting results from a telephone survey of adults in the United States, Canada,

Australia, New Zealand, Germany, the United Kingdom, and the Netherlands. The survey queried
participants on their overall views of theirc2 dzy 1 N2 Q&4 KSI f 6K OFNBF aedaidsSy
burdens, and perceptions of waste and complexity. Results were varied across indicators, though the

United States consistently performed poorly. Researchers found that those respondents who had a

medical home with access to and coordination of care were significantly more likely to report positive
perceptions. However, only 50-60% of all survey respondents had such a medical home. Schoen, C.,

Osborn, R., Doty, M.M., Bishop, M., Peugh, J., & Murukutla, N. (2007). Toward higher-performance
health systems: Adul t s’ heal t h c arfars, 2B)wgl&-r i enc
w734.

Closing the Divide: How Medical Homes Promote Equity in Health Care is based on a survey The
Commonwealth Fund conducted between May and October of 2006. The results of this survey
suggest that when vulnerable populations have access to a medical home their disparities in access to
needed care, completion of routine screenings and chronic care management are all reduced. This
article contains several graphs depicting minorities uninsured in 2006, adults with access to a medical
home by race, differences between access to medical care by race when adults do have a medical
home, patients with a medical home are more likely to receive preventative care reminders, and
adults with a medical home are more likely to check their blood pressure regularly and control it.

Beal, A.C., Doty, M.M., Hernandez, S.E., Shea, K.K. & Davis, K. (2007, June 27). Closing the divide: How
medical homes promote equity in health care: Results from the Commonwealth Fund 2006 Health Care
Quality Survey. The Commonwealth Fund.
http://www.commonwealthfund.org/publications/publications _show.htm?doc id=506814

Adoption of Patient-Centered Care Practices by Physicians takes results from the 2003 National

Survey of Physicians and Quality of Care conducted by the Commonwealth Fund and analyzes results

NBfl 0SSR (2 LKEAAOAlIYAQ FGOAGdzZRS A -teldcdedRA Y T | Y
Seven aspects of patient care were addressed and only 22% of the sample rated high for
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implementing each of the seven components of patient-centered care. The components most likely
to be available to patients were same-day appointments and care coordination with respect to
referrals. Fewer than one half of physicians responding have adequate IT systems to implement
complete patient-centered care, use an EMR regularly, receive feedback from patients following visits,
have patient medical records available at the times of visits, and send patients appointment
reminders. Audet, Davis & Schoenbaum then list several initiatives by federal and professional
organizations to address some of the barriers preventing physicians from adopting all aspects of
patient-centered care. Audet, A-M., Davis, K. & Schoenbaum, S.C. (2006). Adoption of patient-
centered care practices by physicians. Archives of Internal Medicine, 166(7), 754-759.
http://archinte.ama-assn.orq/cqi/content/full/166/7/754.

f. The Medical Home, Access to Care and Insurance: a Review of Evidence cites literature that existed
pre-2004 to examine whether providing patients with medical homes led to benefits in cost,
effectiveness, and equity. This study could also be an argument for primary care as the authors here
define a medical home as a place for first contact care, continuing care over time, comprehensive of
care, coordination of care, and community orientation. The authors compare data from several
countries and analyze statistics for several different disease outcomes. Overall, they discover that a
relationship with a medical home is often associated with better health for patients, lower costs, and
lessened racial disparities. They also explain that being insured is not synomous with having a medical
home for primary care. Starfield, B. & Shi, L. (2004). The medical home, access to care, and insurance:
a review of evidence. Pediatrics, 113(5),1493-1498. Retrieved October 22, 2008, from the Electronic
Journal Center.

5. Critical analyses

a. A House is Not a Home: Keeping Patients at the Center of Practice Redesign includes a literature
review of PCMHs. In their analysis, Berenoson, et al. found that there are essentially two diverging
schoolsof thoughtt 2y S G KI i SYLKI-GEYySENBRPBS&aE (ASWEO0GE 2
another group that focuses on improving the system of care. The authors go on to discuss deficiencies
in patient-centered care, challenges of chronic care, and poor primary care payment as three broad
problems that PCMHs might address. A history of the medical home is broken down into the
sometimes concurrent and overlapping trends of pediatric medical homes, primary care, practice
redesign and evolution to the PCMH. Other challenges to transition to the PCMH model introduced
FNBE LINIF OGA0SaQ GNIYRAGAZ2YIFE GSYRSYOASA (2 LINRA?2
really meant for all patient populations, and the unfounded expectations that many have for this
model. Berenson, R.A., Hammon, T., Gans, D.N., Zuckerman, S., Merrell, K., Underwood, W.S., &
Williams, A.F. (2008). A house is not a home: keeping patients at the center of practice redesign. Health
Affairs, 27(5), 1219-1230.
http://content.healthaffairs.org/cqgi/content/abstract/27/5/1219%#otherarticles.

b. The Patient-Centered Medical Home for Chronic lliness: Is it Ready for Prime Time? offers that
despite the hype about medical homes, most physicians, policy makers and payers have yet to endorse
the movement. He proposes three premises for why the PCMH concept has not been more widely
adopted. The first of these is varying definitions of a PCMH. The requirements of a PCMH seem to be
flexible and there is little evidence that those practices meeting the most rigorous definition standards
have proven benefits to patients. The next concern is in the scalability of the concept; within small
practices some physicians may only adopt partial PCMH practices. Sidorov proposes that some may
believe that patients within a health care network would switch to the practice that is a full PCMH, but
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there is no evidence. Finally, the challenge of showingcost-0 SY STA G Tyl feasSa Ay

addressed. Proposed savings of a patient-centered medical home are difficult to substantiate and the
costs of practice transformation may seem prohibitive. In conclusion, Sidorov warns that caution is
warranted before wide scale adoption of the model. Sidorov, J.E. (2008). The patient-centered
medical home for chronic illness: Is it ready for prime time? Health Affairs, 27(5), 1231-1234.
http://content.healthaffairs.org/cgi/content/abstract/27/5/1231.

Measuring the Medical Home Infrastructure in Large Medical Groups explores the extent to which
large medical groups (presumably with greater resources) have adapted to provide the infrastructure
necessary to comply with the patient-centered medical home model. The authors concluded that
adoption of medical home components is low for each of the four components studied. Their results
suggest that the gap between our system now and a PCMH system is quite wide. Also, a positive
correlation between the size of the medical group and the degree of PCMH component adoption was
discovered. In their discussion, Rittenhouse, et al, question how a medical home can be measured
from a patient perspective, propose that payment incentives may offset the high costs of
implementation, and propose that the future of the PCMH concept relies on its ability to revitalize
primary care and achieve results in decreasing health disparities and improving patient perceptions of
medical care and patient outcomes. Rittenhouse, D.R., Casalino, L.P., Gillies, R.R., Shortell, S.M. & Lau,
B. (2008). Measuring the medical home infrastructure in large medical groups. Health Affairs, 27(5),
1246-1258.

http://content.healthaffairs.org/cqi/content/abstract/27/5/1246 ?’maxtoshow=&HITS=10&hits=10&RES
ULTFORMAT=&authorl=rittenhouse&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&resourcetyp
e=HW(CIT.

. The Medical Home, Round Two: Building on a Solid Foundation explains the recent interest in the
patient-centered medical home concept. Sepulveda mentions issues that must be addressed for the
advancement of these initiatives. He expresses concern that practices are investing more in becoming
a medical home than they are in interventions that directly affect patient outcomes. He also points out
that it is significantly harder for small practices to achieve medical home status, and that perhaps this
may lead to larger health networks becoming that dominant force in primary care. Finally, Sepulveda
argues that proposed health care savings may not be sustained and that the real message of medical
homes should be increased health care value rather than health care savings. Sepulveda, M.J. (2008,
April). The medical home, round two: Building on a solid foundation. The Commonwealth Fund.
http.//www.commonwealthfund.org/publications/publications show.htm?doc id=678201

The Patient-Centered Medical Home Movement—Promise and Peril for Family Medicine was written
by Dr. Rogers after a year spent advocating for PCMHs. He starts with the good newsT the strengths of
family medicine is providing care and recognizing the need for evidence-based practice, quality
improvement and advanced information technology systems. He then lists weaknesses of family
medicine in meeting PCMH requirements to enhance communication and share decision-making,
obtaining systems that allow family physicians to document physician-directed medical care, whole
person orientation, and integrated/coordination care across the health care system, and that most
practices do not allow a formal planning process complete with feedback to occur between physicians
and patients. Finally, Dr. Rogers lists the common fear that the NCQA standards recognize
infrastructure transition rather than evolving patient-centeredness as a threat to family practice.
Rogers, J.C. (2008). The patient-centered medical home movement—promise and peril for family
medicine. The Journal of the American Board of Family Medicine,
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Closing the Physician-Staff Divide: a Step Toward Creating the Medical Home proposes that the
current mode of operating in a family practice is that of a dual organizationT the physicians who see
the patients and the support staff who enable the physician to efficiently see patients operate in
practically separate realms. Crabtree, McDaniel and Nutting propose three strategies to incorporate
the PCMH concept with the dual organizations method which most practices currently utilize. These
strategies are to promote boundary spanning in key practice roles, increase connectedness within the
practice, and use effective team-building and communication techniques to heal the split.Crabtree,
B.F., McDaniel, R.R. & Nutting, P.A. (2008). Closing the physician-staff divide: a step toward creating
the medical home. Family Practice Management 15(4), 20-24.

TransforMED’s National Demonstration Project Concludes and the results are shared in this article.
During the time period, four of the original 38 practices dropped out of the demonstration. Some of
the practices participating in the study received assistance from a TransforMED facilitator and other
practices changed in a self-directed manner. Commentary is provided from three participating
physicians. One commentator is from a facilitated project and he was very enthusiastic, another
commentary came from a physician in a self-directed practice who saw positive changes, but wonders
if he could have accomplished more in a facilitated environment. The final comments come from a
physician is a facilitated practice that closed during the time period. Porter, S. (2008). Transformed's
national demonstration project concludes. Annals of Family Medicine, 6(4), 375-376.

. The Chronic Care Model

Disease Management and the Medical Home Model—Competing or Complementary? compares the
two movements for primary care reform. Both models have similar emphasis on care coordination,
however, in the disease management (DM) model this coordination refers to activities that disease
management companies and health plans would provide. In 2004, the Center for Medicare and
Medicaid Services (CMS) began funding Medicare Health Support (MHS) pilot projects the majority of
which were run by DM companies. Early results from MHS pilots did not show significant cost savings.
In late 2006, the CMS announced a new Medicare Medical Home Demonstration (MMHD) project, only
this time the enrollees were not required to contract for a guaranteed savings of at least 5%. Kuraitis
explains how the MMHD is essentially making physicians compete with DM companies at a time when
disease management companies are trying to build relationships with physicians. He then lists several
reasons for why physicians can compete with DM companies and more reasons for why they cannot.
Kuraitis, V. (2007). Disease management and the medical home model - Competing or
complementary? Disease Management & Health Outcomes, 15(3), 135-140.

Improving Primary Care for Patients with Chronic lliness explains the Chronic Care Model in detail.
The six components of the CCM, community resources and policies, health care organization, self-
management support, delivery system design, decision support, and clinical information systems are
each described. Finally, case studies of four health systems that have adopted the CCM are included to
help explain the basis for the new way of managing chronically ill patients. Bodenheimer, T., Wagner,
E.H., Grumbach, K. (2002). Improving primary care for patients with chronic illness. The Journal of the
American Medical Association, 288(15), 1909-14.

Improving Care for Patients with Chronic lliness, the Chronic Care Model, part 2 reviews the research
regarding the Chronic Care Model to discover whether or not it leads to improved outcomes for
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chronic disease patients and/or health care cost savings. The authors acknowledge that the
implications are limited because the 39 studies they reviewed had different methodologies and not all
incorporated the same chronic diseases. Nonetheless, the authors were able to conclude that in 32 of
the studies at least one outcome was improved by the Chronic Care Model and of the 27 studies that
included cost figures, 18 saw savings associated with the implementation of the model. Bodenheimer,
T., Wagner, E.H., Grumbach, K. (2002). Improving primary care for patients with chronic illness: the
chronic care model, Part 2. The Journal of the American Medical Association, 288(15), 1909-14.

Payment, IT and Other Medical Home Issues

Reimbursement Models for Medical Homes: from Pilot to Practice is a 90-minute webinar available
for purchase focusing on how to reimburse practices and physicians that provide a medical home to
their patients. Reeder and Walters discuss how to develop an enticing reimbursement strategy,
utilizing pay-for-performance measures to reward physicians with positive outcomes, defining value of
services provided by nonphysicians, and choosing the appropriate panel size and mix for a PCMH
project. Schilz addresses antitrust issues that could potentially arise from enacting and reimbursing a
medical home. Reeder, L., Walters, B. & Schilz, J. (2008, Sept. 24). Reimbursement models for medical
homes: from pilot to practice. Healthcare Intelligence Network. http://store.hin.com/Reimbursement-
Models-for-Medical-Homes-From-Pilot-to-Practice-a-September-24-2008-webinar-on-CD-ROM p 213-
3831.html.

. The Patient-Centered Medical Home: a Purchaser Guide is designed as a handbook for employers to
consider the medical home model for their health care plans. The concept is defined and evidence is
provided to support the basic tenets of theory behind a patient-centered medical home. The guide
provides further advice for employers who have decided to implement a model including a three-step
Ga2dzyLd adGF NG dé¢ 1 £a2 AyOfdRSR A& | LYy 2F &AE
21 current PCMH projects. Patient-Centered Primary Care Collaborative. (2008). The patient-centered
medical home: a purchaser guide. Washington: Author. http://www.pcpcc.net/content/pcpcc-releases-
health-plan-purchasing-quide-employers-qgoal-advance-medical-home.

Supporting the Patient-Centered Medical Home in Medicaid and SCHIP: Savings and Reimbursement
suggests that medical homes may be a way to reduce racial and ethnic disparities in health outcomes.
However, Beesla and Kaye then acknowledge that while public and private payers are showing interest
in PCMHs, there are fewer primary care physicians to provide these services. A project supported by
the Commonwealth Fund and joining together the PCPCC with the National Academy for State Health
Policy to identify strategies that states can use to reimburse practices that serve as medical homes is
introduced. Listed are two methods currently used by several states respectively: using a fee for
service approach combined with an additional per patient payment for the additional services required
by the PCMH guidelines and reimbursing practitioners through capitation. Alabama and Rhode
LatlyRQa LI &YSyid LXIFya NS RSOFAT SR (2Bedsih® OA R
& Kaye, N. (2008, April). Supporting the patient-centered medical home in Medicaid and SCHIP:
savings and reimbursement. State Health Policy Briefing.

http://www.nashp.orq/Files/shpbriefing pcmhsavings.pdf

. Assembling Patient-Centered Medical Homes—the Clerkship Initiative introduces a new initiative by

the Society of Teachers of Family Medicine in their quest to provide physicians who are able to provide
care in PCMHs. This new project is a two-year study of the development of a clerkship experience in a
medical home clinical setting for third year family medicine students. Rogers, J.C. (2008). Assembling
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patient-centered medical homes--the clerkship initiative. Society of Teachers of Family Medicine.
Annals of Family Medicine, 6(2), 178-179.

. Talking the Legislative Talk: the Patient-Centered Medical Home summarizes interest of legislators in
the PCMH model up to the date of publication. In September of 2006, the model was the focus of
testimony to the Subcommittee on Health of the House Energy and Commerce Committee. In 2007,
Senators Durbin and Burr introduced the Medical Homes Act of 2007. Kruse then exhorts his family
medicine colleagues to lobby their legislators in support of measures that advance the PCMH model.
Kruse, J. (2007). Talking the legislative talk: the patient-centered medical home. Annals of family
medicine, 5(6), 566-567.

Viewpoint: Patient-Centered Medical Care Requires a Patient-Centered Medical Record notes the
recent trend toward developing patient-centered care and posits that it cannot be achieved without
changes to medical records. Donnelly proposes eight different changes to a traditional patient record.
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sections should include a portion on the patient perspective. He proposes replacing the subjective,
objective, assessment and plan order with history, observations, assessment and plan to prevent the
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physicians add notes to sections filled in by students and that discharge summaries should list what the
patient understands about their needs after discharge. Donnelly, W.J. (2005). Viewpoint: patient-
centered medical care requires a patient-centered medical record. Academic Medicine, 80(1), 33-38.
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