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The Triple Aim
• Improved Health
• Enhanced Patient Experience of Care
• Reduced Cost

[+1: Improved Productivity]



What Is a Patient-Centered Medical Home?

• A Patient-Centered Medical Home (PCMH) is 
an approach that provides comprehensive 
primary care across the lifecycle for children, 
youth, and adults. 

• The PCMH team coordinates partnerships 
between individual patients and their 
physicians to meet all of the patients’ 
healthcare needs.

Adapted from Joint Principles of the Patient-Centered Medical Home, March 2007. Available at: 
http://www.aafp.org/online/etc/medialib/aafp_org/documents/policy/fed/jointprinciplespcmh0207.Par.0001.File.dat/022107medicalhome.pdf.

Source: Merck Medical Forums. “Trends in Healthcare: The Patient Centered Medical Home.” Slide 2. 



Recognize Medical 
Homelessness Exists

Higher Costs
Lower Quality



What’s Driving the Change?

Source: Merck Medical Forums. “Trends in Healthcare: The Patient Centered Medical Home.” Slide 4. with permission from Davis et al for the 

 



What’s Driving the Change?

 Health needs
– Americans living longer1

• Average lifespan: 77+ years
– Chronic disease more prevalent

• >40% with chronic conditions have >12

 Quality of care
– Patients not getting services and not achieving outcomes

• A New England Journal of Medicine article from 2003 reported that 55% of adults did 
not receive recommended care for prevention, acute illness, or chronic conditions.3

• Reports from the IOM, the US Department of Health and Human Services, and 
Archives of Internal Medicine reported that diabetes,2 hypertension,2 tobacco use,4
hyperlipidemia,5 asthma,6 and chronic atrial fibrillation7 were managed inadequately 
in up to 50% of patients.

IOM=Institute of Medicine.
1. US Department of Health and Human Services. Healthy People 2010. US Government Printing Office; 2000. 2. Institute of Medicine. Crossing the Quality Chasm. National 
Academy Press; 2000. 3. McGlynn EA et al. N Engl J Med. 2003; 348:2635–2645. 4. US Department of Health and Human Services. Treating tobacco use and dependence. 
surgeongeneral.gov/tobacco/treating_tobacco_use.pdf. Accessed May 5, 2011. 5. McBride P et al. Arch Intern Med. 1998;158:1238–1244. 6. Legorreta AP et al. Arch Intern Med. 
1998;158:457–464. 7. Samsa GP et al. Arch Intern Med. 2000;160:967–973. 

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide 8. 



Cost of Chronic Care in the United States

 In 2009, the United States spent >17% of its gross domestic product (GDP) on 
health care ($2.5 trillion).1
– This is expected to climb toward 20% of the GDP by 2018.2

 The main cost drivers of health care are individuals with chronic conditions.3
– 5% of beneficiaries account for 43% of Medicare spending.4

– 25% account for 85% of total spending.4

 Costs are driven by fragmentation and inefficiency.5
– 27% of Medicare patients discharged with a diagnosis of chronic heart failure were re-

admitted within 30 days.
– 50% of patients discharged with any medical diagnosis, who were readmitted within 30 

days had no outpatient visit during the intervening time.

1. Centers for Medicare & Medicaid Services. National health expenditures. 2009 highlights. cms.hhs.gov/NationalHealthExpendData/downloads/highlights.pdf. Accessed May 
3, 2011. 2. National health expenditure projections 2008–2018. Centers for Medicare & Medicaid Services. cms.hhs.gov/NationalHealthExpendData/downloads/proj2008.pdf. 
Accessed May 3, 2011. 3. The Partnership to Fight Chronic Disease. The growing crisis of chronic disease in the United States. 
fightchronicdisease.org/sites/default/files/docs/GrowingCrisisofChronicDiseaseintheUSfactsheet_81009.pdf. Accessed May 4, 2011. 4. High-cost Medicare beneficiaries. 
Congressional Budget Office. cbo.gov/ftpdocs/63xx/doc6332/05-03-MediSpending.pdf. Accessed May 3, 2011. 5. Jencks SF et al. N Engl J Med. 2009;360:1418–1428.

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide 9. 
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Health Insurance Premium Growth Inflation (CPI)

Health Insurance Premiums Continue to 
Grow at 2–3 Times Inflation: Unsustainable

Annual Growth in Employer-Sponsored 
Health Insurance Premiums1,a

aAnnual health insurance premium for a family of 4.
CPI=consumer price index.
1. Adapted from "Employer Health Benefits 2006 Annual Survey – Chartpack,” (#7561) The Henry J. Kaiser Family Foundation & HRET, September 2006. This information was 
reprinted with permission from the Henry J. Kaiser Family Foundation. The Kaiser Family Foundation is a non-profit private operating foundation, based in Menlo Park, California, 
dedicated to producing and communicating the best possible analysis and information on health issues.
2. Arnst C. Survey: company health-care costs to rise 9% in 2010. businessweek.com/bwdaily/dnflash/content/jun2009/db20090618_304565.htm. Accessed May 3, 2011.

 Despite the decline in 
health insurance 
premiums from 2003 to 
2006, growth in 
premiums continues to 
outpace that of 
inflation.1

 Despite the decline in 
health insurance 
premiums from 2003 to 
2006, growth in 
premiums continues to 
outpace that of 
inflation.1

7.7%

Health Premium Growth 
Exceeds Inflation

Inflation Exceeds Health 
Premium Growth 

20082

9.9%

20092

9.2%

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide 11. 



• Personal Physician-Patient Relationship
• Physician-Directed Medical Practice
• Whole-Person Orientation
• Coordinated Care
• Hallmarks of Care

– Improved Quality and Safety

• Enhanced Access to Care
• Improved Physician Reimbursement



•Team Based Care
• Ideal Medical Home Team



Measuring Success



HIT Meaningful Use



NCQA PCMH 2011 Update1

 Promotes patient-centered care
 Emphasizes language, culturally sensitive aspects
 Integrates behaviors affecting health, substance abuse, mental 

health, and risk factor assessment and management
 Integrates applicability to pediatric patients
 Aligns with CMS Meaningful Use requirements
 Emphasizes relationship with and expectations of subspecialists
 Increases importance of evaluating patient experience
 Underscores the importance of system cost savings
 Increases importance of using clinical performance measure results

CMS=Centers for Medicare & Medicaid Services; NCQA=National Committee for Quality Assurance.
1. NCQA. FAQs: NCQA’s patient-centered medical home (PCMH) 2011. ncqa.org/LinkClick.aspx?fileticket=RMrNNFnKBYw%3d&tabid=1016&mid=5357&forcedownload=true. 
Accessed May 5, 2011. Reprinted with permission.

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide  30. 



Overview of PCMH 2011 Standards1

PCMH=patient-centered medical home. 
1. National Committee for Quality Assurance (NCQA). NCQA Standards Workshop. Patient-Centered Medical Home. PCMH 2011. 
ncqa.org/LinkClick.aspx?fileticket=u4%2b1hCnv6pw%3d&tabid=1316&mid=5390&forcedownload=true. Last accessed May 5 2011. Reprinted with permission.

a

a

a

a

a

a

a=Must P ass  
E lements

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide  31. 



PPC-PCMH vs PCMH 2011 (continued)

1. Access and Communication
2. Patient Tracking and Registry Function
3. Care Management
4. Self-Management Support
5. Electronic Prescribing
6. Test Tracking
7. Referral Tracking
8. Performance Reporting and Improvement
9. Advance Electronic Communication

1. Enhance Access and Continuity
2. Identify and Manage Patient Populations 
3. Plan and Manage Care
4. Provide Self-Care and Community Support 
5. Track and Coordinate Care
6. Measure and Improve Performance

PCC-PCMH1 PCMH 20112

PCMH=patient-centered medical home.
1. National Committee for Quality Assurance (NCQA). Standards and Guidelines for Physician Practice Connections®–Patient-Centered Medical Home (PPC-PCMH™). 

Washington, DC: NCQA; 2008.
2. NCQA. Patient-centered medical home. ncqa.org/tabid/631/Default.aspx. Accessed May 5, 2011.

Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide  32. 



PCMH 2011 Recognition Levels1

Level of Qualifying Points
Must-Pass Elements at
50% Performance Level

Level 3 85–100 6

Level 2 60–84 6

Level 1 35–59 6

PCMH=patient-centered medical home.
1. National Committee for Quality Assurance (NCQA). NCQA Standards Workshop. Patient-Centered Medical Home. PCMH 2011. 

ncqa.org/LinkClick.aspx?fileticket=u4%2b1hCnv6pw%3d&tabid=1316&mid=5390&forcedownload=true. Last accessed May 5 2011.
Source: Merck Medical Forums. “Overview of the Patient Centered Medical Home (PCMH).” 2011. Slide 33. 



Increased Access to Care
• Scheduling
• Response

– In the Office
– After Office Hours

• Proactive Calls for Follow-up Care
• Population Management











Diabetes mellitus:  complete H&P
BP goals <130/80; LDL goals <80; ACE/ARB Rx; HgbA1c goal <6.5
Annual eye exam; monofilament foot exam; urine microalbumin

annually at min
Flu vaccine annually; pneumovax at appropriate interval
Smoking cessation counseling; referral to group education

Hyperlipidemia:  complete H&P
Lipid goals tchol<200; TG<150; LDL goal based on risk factors for

Hypertension:  complete H&P
Systolic goal<130; diastolic goal <80









Show Me the Money!



Blue Cross Blue Shield Plan Pilots 
(As of November 2010)

Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.
Source:  BCBS (www.bcbs.com)



Overview of PCMH Commercial 
Pilot Activity

* As tracked by the American College of Physicians (updated March 2011)

= Identified to have at least one private payer medical home pilot 
under development or underway 

Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



Overview of PCMH Commercial 
Pilot Activity – Medicare Advantage*

= Identified to have at least one private payer medical home pilot 
under development or underway that includes Medicare Advantage

= Identified to have at least one 
private payer medical home pilot 
under development or underway 

* As tracked by the American College of  Physicians 
(updated March 2010)Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



Medicare Multi-Payer Advanced 
Primary Care Initiative States

= States participating in the Medicare 
Multi-Payer Advanced Primary Care 
Initiative  

Source: CMS, March 2011 (http://www.cms.gov/demoprojectsevalrpts/md/itemdetail.asp?itemid=cms1230016)

Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



The Patient-Centered Primary Care 
Collaborative 

 ACP

Providers 
333,000 primary care

Purchasers –
Most of the Fortune 500

Payers Patients

 AAP
 AAFP  AOA

 ABIM  ACC
 ACOI  AHI

 IBM  Ohio

 Merck 
 FedEx

 Microsoft

 Dow 

 Pfizer
 Business Coalitions

 BCBSA
 United

 Aetna

 CIGNA
 Humana

 WellPoint

 Kaiser Permanente

 AARP  AFL-CIO
 National Consumers League
 SEIU
 Foundation for Informed 

Decision Making

Examples of Broad Stakeholder Support & Participation

The 
Patient-Centered 
Medical Home 80 Million lives

 Geisinger

 Iowa

 AMA

Source:  PCPCC (www.pcpcc.net)
Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



Community Implications - Published Results of 
PCMH Projects to Date

Group Health Cooperative of Puget Sound
• 29% reduction in ER visits
• 16% reduction in hospital admissions
• Reduced cost

Geisinger Health System
• 18% decrease in hospital admissions
• Improvements in diabetes and heart disease care
• 7% reduction in costs

Source:  PCPCC Pilot Guide, 2010
32Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



Source: Rogers, E. “Patient Centered Primary Care Collaborative and the National Patient Centered Medical Home Movement.” April 2011.



Medical 
Homes

Primary 
Care

Sites

Mental 
Health

VNA/
Home 
Health

General Surgery
ENT

Neurosurgery

Hospital Services
ER

In-patientUtilization Review

Specialty Care

GI
Dermatology
Orthopedics
Cardiology
OB-GYN
Ophthalmology

Accountable Care Organization



The Patient Centered Medical Home…

The New Primary Care 
Model in Action

It’s Time for Action! 
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