
 
 
 
 
 
 

GUIDING TRANSFORMATION: HOW MEDICAL PRACTICES 
CAN BECOME PATIENT-CENTERED MEDICAL HOMES 

 
Edward H. Wagner, Katie Coleman, Robert J. Reid,  

Kathryn Phillips, and Jonathan R. Sugarman 
 

February 2012 
 
 
 
 
 
 
 
ABSTRACT: The patient-centered medical home has been proposed as a model for transforming 
primary care and improving efficiency and effectiveness in the health care system. This report 
outlines and describes the changes that most medical practices would need to make to become 
patient-centered medical homes. The broad “change concepts,” as the report terms them, include: 
engaged leadership; a quality improvement strategy; empanelment or linking patients with 
specific providers to ensure the continuity of the patient–provider relationship; continuous and 
team-based healing relationships, including cross-training staff to allow team members to play 
various roles; organized, evidence-based care, including the use of decision support systems; 
patient-centered interactions to increase patients’ involvement in their own care; enhanced access 
to ensure patients have access to care and their clinical information after office hours; and care 
coordination to reduce duplication of services and increased anxiety and financial costs for 
patients and their families. 
 
 
 
 
 
Support for this research was provided by The Commonwealth Fund. The views presented here 
are those of the authors and not necessarily those of The Commonwealth Fund or its directors, 
officers, or staff. To learn about new Commonwealth Fund publications when they become 
available, visit the Fund’s Web site and register to receive e-mail alerts. Commonwealth Fund 
pub. no. 1582. 

http://www.commonwealthfund.org/Profile/Register.aspx


 



 iii 

CONTENTS 
 
About the Authors .............................................................................................................. iv 

Executive Summary ............................................................................................................ vi 

Introduction ......................................................................................................................... 1 

The Goals of the Patient-Centered Medical Home .............................................................. 2 

Preliminary Characterization of a Patient-Centered Medical Home ................................... 3 

The Goals of PCMH Transformation ............................................................................ 5 

Change Concepts and Key Changes for a Patient-Centered Medical Home ....................... 5 

Engaged Leadership ...................................................................................................... 5 

Quality Improvement Strategy ...................................................................................... 6 

Empanelment ................................................................................................................. 8 

Continuous and Team-Based Healing Relationships .................................................. 10 

Organized, Evidence-Based Care ................................................................................ 12 

Patient-Centered Interactions ...................................................................................... 13 

Enhanced Access ......................................................................................................... 16 

Care Coordination ....................................................................................................... 17 

Conclusion ......................................................................................................................... 19 

Appendix. SNMHI Technical Expert Panel Meeting ........................................................ 21 

Notes .................................................................................................................................. 22 
 
   



 iv 

ABOUT THE AUTHORS 
 

Edward H. Wagner, M.D., M.P.H., is director of the MacColl Institute for Healthcare 
Innovation at the Group Health Research Institute in Seattle. His research and quality 
improvement work focuses on improving the care of individuals with chronic illness and 
cancer. He and his MacColl Institute colleagues developed the chronic care model, an 
integral part of the patient-centered medical home model. He is an elected member of the 
Institute of Medicine of the National Academies. Dr. Wagner was the recipient of the 
2007 National Committee for Quality Assurance Health Quality Award, the 2007 Picker 
Institute Award for Excellence in Patient-Centered Care, and the 2011 William B. 
Graham Prize for Health Services Research. He received his medical degree from the 
State University of New York at Buffalo. He can be e-mailed at wagner.e@ghc.org. 
 
Katie Coleman, M.S.P.H., is a research associate in the MacColl Institute for Healthcare 
Innovation, where her work focuses on primary care quality improvement. In addition to 
her research on the Safety Net Medical Home Initiative, Ms. Coleman also provides 
technical assistance to the Robert Wood Johnson Foundation’s Aligning Forces for 
Quality (AF4Q) initiative. She received her master of science in public health from the 
University of North Carolina at Chapel Hill. 
 
Robert J. Reid, M.D., Ph.D., M.P.H., is associate investigator for the Group Health 
Research Institute and associate medical director for Health Services Research and 
Knowledge Translation at Group Health Permanente. A primary care physician with 
master’s training in public health and doctoral training in health policy and management, 
Dr. Reid focuses his research on primary care organization and design, as well as the 
translation of preventive care research into day-to-day clinical practice. He is the author 
or coauthor of numerous peer-reviewed journal articles. Dr. Reid earned his medical 
degree from the University of Alberta, Canada, and master’s and doctoral degrees from 
the Johns Hopkins Bloomberg School of Public Health. 
 
Kathryn Phillips, M.P.H., is director of the Safety Net Medical Home Initiative 
(SNMHI) at Qualis Health. The SNMHI is a national demonstration project that aims to 
improve clinical quality, patient experience, provider and staff satisfaction, and 
operational efficiency, and develop a replicable model for patient-centered medical home 
transformation in the safety net. Ms. Phillips has a decade of experience in public health 
research and programming, health care purchasing and benefit design, and grants 
management. She has authored and edited tool kits, issue briefs, and white papers on a 
wide range of health care topics, and maintains an interest in translational research. Ms. 



 v 

Phillips holds a master of public health degree from the University of Michigan School of 
Public Health. 
 
Jonathan R. Sugarman, M.D., M.P.H., is president and CEO of Qualis Health, and the 
principal investigator for the Safety Net Medical Home Initiative. Dr. Sugarman regularly 
serves as an advisor for government and private sector quality measurement and 
improvement initiatives, and he is a frequent speaker to regional and national audiences 
on topics related to healthcare quality and accelerating healthcare transformation through 
implementation of the medical home and other models. He has served as a leader in a 
number of professional organizations, including as president of the American Health 
Quality Association, president of the Washington Academy of Family Physicians, and 
chair of the American Academy of Family Physicians Commission on Quality. Dr. 
Sugarman is a graduate of Harvard College, the Albert Einstein College of Medicine, and 
the University of Washington School of Public Health and Community Medicine. He 
serves as clinical professor in the Departments of Family Medicine and Epidemiology at 
the University of Washington. 
 
 
 
Editorial support was provided by Deborah Lorber. 
  



 vi 

EXECUTIVE SUMMARY 
 
 

A robust primary care sector is the foundation of a more effective and efficient 
health care system. However, achieving a robust primary care sector will require 
widespread practice transformation. A growing consensus supports the patient-centered 
medical home (PCMH) model, proposed as joint principles by the major primary care 
professional associations, as the blueprint for practice transformation. Under these 
principles, a PCMH would provide each person with a personal physician who leads a 
team that takes responsibility for ongoing care for all health issues and coordinates care 
with other service providers. Medical homes would also ensure the quality and safety of 
their care through performance measurement and continuous quality improvement and 
provide their patients with enhanced access. Finally, payment systems would reward the 
added value provided by medical homes. While these joint principles describe the general 
expectations of a PCMH, they do not make concrete suggestions for how primary care 
organizations can change their practices to become one.  

 
As part of The Commonwealth Fund’s Safety Net Medical Home Initiative 

(SNMHI), this report sought to develop a more detailed and concrete definition that 
describes the changes that most practices would need to make to become PCMHs. After 
reviewing the literature, the study team proposed eight characteristics of medical 
homes—called change concepts—which provide general directions for transforming a 
practice. We further identified more specific practice modifications called key changes 
for each change concept. A technical expert panel assembled for the SNMHI reviewed 
the change concepts and key changes and suggested alterations. A second panel, 
convened for another PCMH transformation project, also provided feedback. 

 
Many, but not all, of the change concepts and key changes are supported by 

evidence of positive effects on important outcomes. Therefore, the following eight 
change concepts should be viewed as general guidance for transforming the practice as 
well as opportunities for innovation and adaptation. 
  
Engaged Leadership 
To become a PCMH, most practice organizations must undergo wrenching cultural and 
system changes. This requires visible leadership that can help staff envision a better 
organization and improved care, establish a quality improvement apparatus and culture, 
and ensure that staff have the time and training to work on system change. 
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Quality Improvement Strategy 
Effective leadership ensures that the organization embraces an effective improvement 
strategy that relies on routine performance measurement to identify opportunities for 
improvement and uses rapid-cycle change methods to test ideas for change. Patient-
centered organizations routinely obtain and use patient experience data to inform 
improvement efforts and involve patients as well as staff in efforts to make the practice 
more responsive to the needs and preferences of their clientele. Quality improvement is 
easier and more effective if practices put in place information systems that support 
critical functions such as performance measurement, provider alerts and reminders, 
computerized order entry, and population management. 
 
Empanelment 
Considerable evidence has demonstrated that positive outcomes such as improved health 
status and higher patient satisfaction result from care provided by the same clinician and 
care team over time. A deliberate effort by the practice to link each patient or family with 
a specific provider—a process known as empanelment—facilitates continuity of 
relationship. In addition, the creation of patient panels allows practice teams to monitor 
their panel to identify and reach out to patients needing more attention and services. 
 
Continuous and Team-Based Healing Relationships 
Robust and lasting clinician–patient relationships are at the heart of every medical home. 
The involvement of practice staff other than clinicians has been shown to improve care 
and outcomes. Team care begins with defining the critical roles and tasks involved, 
assigning them to the most appropriate members of the team, and ensuring they are 
appropriately trained to perform them well. Cross-training of staff for critical roles gives 
practices the capacity to better deal with staff absences and turnover. 
 
Organized, Evidence-Based Care 
Medical homes must be able to deliver high-quality care. Two critical components of the 
chronic care model are included in this change concept: planned care and decision 
support. Using information system tools like registries enables practices to identify gaps 
in care for patients before they visit, so practice teams can plan and organize care to 
ensure all patient needs are met. Decision support systems improve care by alerting 
providers when services are needed and helping them make evidence-based choices. 
 
Patient-Centered Interactions 
Patient-centered practices endeavor to increase their patients’ involvement in decision-
making, care, and self-management. They see effective health care as being respectful of 
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a patient’s needs, preferences, and values, and work to ensure patients understand what is 
being communicated to them. 
 
Enhanced Access 
Providing patients with the ability to contact their care team, or at least someone with 
access to their clinical information, both during and after office hours is an essential 
feature of a medical home. Ensuring access also means helping patients attain and 
understand health insurance. 
 
Care Coordination 
Many patients benefit from services outside the medical home, from medical or 
behavioral specialists, community service agencies, hospitals, and emergency rooms, for 
example. But these handoffs and transitions, if not managed well, can lead to serious 
problems in care, duplication of services, and increased anxiety and financial costs for 
patients and their families. Effective care coordination involves helping patients find and 
access high-quality service providers, ensuring that appropriate information flows 
between the PCMH and the outside providers, and tracking and supporting patients 
through the process.  
 

These eight change concepts and their associated key changes are being tested in 
65 practices across the country as part of the Safety Net Medical Home Initiative. This 
experience will provide insight into what it takes for busy practices to implement these 
ideas and become medical homes. 
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GUIDING TRANSFORMATION: HOW MEDICAL PRACTICES  
CAN BECOME PATIENT-CENTERED MEDICAL HOMES 

 
 
INTRODUCTION 
International comparative studies consistently show strong correlations between 
population health and a robust primary care sector.1 These studies have recently found 
policy relevance in the current debates about American health care reform. The Patient 
Protection and Affordable Care Act proposes a reinvigoration of primary care to improve 
quality and reduce costs. American primary care is underdeveloped and endangered by a 
declining workforce, perverse reimbursement policies, and mediocre quality. As such, 
major professional societies have proposed the joint principles of a new model of primary 
care, the patient-centered medical home (PCMH).2 The model emphasizes the 
relationship between a patient and a clinician (and his or her team) and holding that 
relationship accountable to ensure accessibility, continuity of care, comprehensiveness of 
services, and care coordination. The model also assumes an improvement in care delivery 
based on the chronic care model, which helps practices transform care for patients with 
preventive care needs or chronic illnesses from acute and reactive to proactive, planned, 
and population-based. Care is improved through effective use of teams and redesigned 
care delivery, self-management support bolstered by more effective use of community 
resources, integrated decision support, and patient registries and other supportive 
information technology (IT).3 

 
The joint principles describe basic attributes and expectations of a PCMH. A 

personal clinician guiding a practice team is accountable for meeting all of a person’s 
health care needs and receives payment that recognizes the added value of the PCMH. 
The practice team uses advanced information technology, as well as appointment and 
after-hours coverage systems, to provide enhanced access to care that is coordinated, 
evidenced-based, and patient-centered. It assures quality and safety through performance 
measurement and continuous quality improvement. But the joint principles do not 
provide a definition or description of a PCMH that is sufficiently detailed to help 
interested practices and clinicians understand and implement the requisite changes in 
practice structure and function. To help guide health care organizations in becoming 
medical homes, we sought to identify the general directions for transforming the practice 
(i.e., change concepts) and more specific modifications to practice operations (i.e., key 
changes). Our goal was to develop more specific recommendations that would help 
practices become PCMHs. 
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The Commonwealth Fund, Qualis Health, and the MacColl Institute for 
Healthcare Innovation at the Group Health Research Institute launched the Safety Net 
Medical Home Initiative (SNMHI) in 2008 to help primary care safety-net clinics become 
high-performing PCMHs. The goal of the SNMHI is to develop a replicable and 
sustainable implementation model for medical home transformation and to help 
implement the PCMH in 10 to 15 community health centers or other safety-net practices 
in five states and evaluate impact. To define the characteristics of a PCMH for the 
SNMHI, project staff reviewed literature and other practice transformation initiatives to 
develop a preliminary set of change concepts that would define a PCMH.4 We then 
convened a panel of experts and stakeholders in the delivery of primary care, as well as 
patient representatives, to review and edit the preliminary change concepts. A multi-
stakeholder group advising the Washington State Department of Health’s PCMH 
Collaborative also reviewed and endorsed the revised change concepts and key changes. 
In this paper, we describe the change concepts that emerged from this process. In 
addition, we illustrate how the care of patients would differ between a fully transformed 
PCMH and a more typical primary care practice as seen through the health care 
experiences of two fictitious sisters. 

 
Two sisters, Ms. G and Ms. H, live in different parts of a large city. Both 
are bilingual and more comfortable speaking Spanish, especially when 
addressing stressful issues like health concerns. Both chose to get 
medical care at community health centers (CHCs) with Spanish-speaking 
clinicians and staff. Ms. G’s CHC used rapid-cycle quality improvement 
methods to transform into a PCMH. Ms. H’s CHC has a good reputation 
in the community but has not gotten around to changing its system. Both 
sisters have diabetes and are prone to elevated blood pressure and 
periodic bouts of depression. 

 
THE GOALS OF THE PATIENT-CENTERED MEDICAL HOME 
We began the process by specifying the goals of the PCMH. Policymakers and 
professional organizations expect that a more robust primary care sector will reduce 
health care costs and significantly improve care, especially for those with chronic illness. 
Many PCMH demonstrations posit that a more robust primary care sector will also: 
reduce provider burnout and increase career satisfaction; attract a larger share of medical 
students; and provide accessible, coordinated, high-quality care.5 For many health care 
organizations and primary care practices, payment reform that addresses the growing 
disparity between primary care and specialty incomes is the primary incentive for 
becoming a PCMH. We sought to identify the characteristics of primary care practices 
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that enable them to improve clinical outcomes, enhance patient experience, increase the 
work satisfaction of staff, and reduce overall health care costs. 
 
PRELIMINARY CHARACTERIZATION OF A PATIENT-CENTERED 
MEDICAL HOME 
The authors initially reviewed literature related to the definitions and characteristics of a 
PCMH including definitions of patient-centered care, descriptions of the pediatric 
medical home and chronic care models, the joint principles statement, and related topics. 
The purpose of the review was to develop a preliminary list of features of a PCMH and 
related change concepts. Based on the review, we proposed that practices should have the 
following features or change concepts in place to be considered fully developed medical 
homes: 
 

• engaged leadership; 

• quality improvement strategy; 

• empanelment (linking each patient with a responsible primary care provider); 

• continuous and team-based healing relationships; 

• organized, evidence-based care; 

• patient-centered interactions; 

• enhanced access; and 

• care coordination. 
 
Within each of the eight concepts, we suggested two to six more specific practice 

modifications called key changes (Exhibit 1). Exhibit 1 also shows how the key changes 
are linked to the elements of the chronic care model. For example, we proposed the 
following key changes under organized, evidence-based care: 

 
• use planned care according to patient need; 

• identify high-risk patients and ensure they are receiving appropriate care and case 
management services; 

• use point-of-care reminders based on clinical guidelines; and 

• enable planned interactions with patients by making up-to-date information 
available to providers and the care team prior to the visit. 
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Table	
  1.	
  Change	
  Concepts,	
  Key	
  Changes,	
  and	
  Links	
  to	
  the	
  Chronic	
  Care	
  Model	
  
Change	
  
Concept	
  

	
  
Key	
  Changes	
  

Chronic	
  Care	
  Model	
  
Elements	
  

Engaged	
  
leadership	
  

• Visible	
  leadership	
  for	
  culture	
  change	
  and	
  quality	
  
improvement	
  
• Ensure	
  time	
  and	
  resources	
  for	
  transformation	
  
• Ensure	
  protected	
  time	
  for	
  quality	
  improvement	
  
• Build	
  PCMH	
  values	
  in	
  staff	
  hiring	
  and	
  training	
  

Health	
  care	
  
organization	
  

Quality	
  
improvement	
  
strategy	
  

• Use	
  formal	
  quality	
  improvement	
  model	
  
• Establish	
  metrics	
  to	
  evaluate	
  improvement	
  
• Involve	
  patients,	
  families,	
  and	
  staff	
  in	
  quality	
  
improvement	
  
• Optimize	
  use	
  of	
  health	
  information	
  technology	
  

Health	
  care	
  
organization	
  

Information	
  systems	
  

Empanelment	
   • Assign	
  all	
  patients	
  to	
  a	
  provider	
  panel	
  
• Balance	
  supply	
  and	
  demand	
  	
  
• Use	
  panel	
  data	
  to	
  manage	
  population	
  

Information	
  systems	
  
Proactive	
  care	
  

Continuous,	
  
team-­‐based	
  
relationships	
  

• Establish	
  and	
  support	
  care	
  delivery	
  teams	
  
• Link	
  patients	
  to	
  provider	
  and	
  care	
  team	
  
• Assure	
  patients	
  see	
  their	
  provider	
  
• Distribute	
  roles	
  and	
  tasks	
  among	
  team	
  

Practice	
  redesign	
  
(team	
  care)	
  

Organized,	
  
evidence-­‐
based	
  care	
  

• Use	
  planned	
  care	
  according	
  to	
  patient	
  need	
  
• Manage	
  care	
  for	
  high-­‐risk	
  patients	
  
• Use	
  point-­‐of-­‐care	
  reminders	
  
• Use	
  patient	
  data	
  to	
  enable	
  planned	
  interactions	
  	
  

Practice	
  redesign	
  
(planned	
  care)	
  
Decision	
  support	
  

Information	
  systems	
  

Patient-­‐
centered	
  
interactions	
  

• Respect	
  patient	
  and	
  family	
  values	
  and	
  needs	
  
• Encourage	
  patient	
  involvement	
  in	
  health	
  and	
  care	
  
• Communicate	
  so	
  that	
  patients	
  understand	
  
• Provide	
  self-­‐management	
  support	
  at	
  every	
  
encounter	
  
• Obtain	
  patient	
  and	
  family	
  feedback	
  and	
  use	
  in	
  
quality	
  improvement	
  

Activate	
  patients	
  
Self-­‐management	
  

support	
  

Enhanced	
  
access	
  

• Ensure	
  that	
  patients	
  have	
  24/7	
  access	
  to	
  care	
  team	
  
• Provide	
  appointment	
  scheduling	
  options	
  
• Help	
  patient	
  obtain	
  health	
  insurance	
  

	
  

Care	
  
coordination	
  

• Link	
  patients	
  with	
  community	
  resources	
  
• Integrate	
  specialty	
  care	
  through	
  colocation	
  or	
  
agreements	
  
• Track	
  and	
  support	
  patients	
  obtaining	
  outside	
  
services	
  
• Follow	
  up	
  after	
  emergency	
  room	
  visits	
  or	
  
hospitalizations	
  
• Communicate	
  test	
  results	
  and	
  care	
  plans	
  to	
  
patients	
  

Community	
  
resources	
  

Practice	
  redesign	
  
(care	
  management)	
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The Goals of PCMH Transformation 
Among the experts, stakeholders, and patient representatives consulted in this report, 
there was broad agreement that effective PCMHs should improve patient experience, the 
quality of clinical care—especially for preventive services and chronic illnesses—and the 
career and day-to-day work satisfaction of physicians and other primary care staff. There 
was also agreement that sustaining the PCMH model and making the case for increased 
primary care payments hinge on success in reducing health care costs. Among health plan 
and payer representatives interviewed, there was discussion about the ways in which 
effective medical homes could contribute to reduced health care costs. Cost data and 
emerging evidence from pilot evaluations suggest that PCMH-like interventions have the 
potential to decrease total health care costs, principally by reducing emergency room use 
and hospitalizations for ambulatory care–sensitive conditions.6 
 
CHANGE CONCEPTS AND KEY CHANGES FOR A PATIENT-CENTERED 
MEDICAL HOME 
The recommended changes adhere to evidence as much as possible, however, the 
evidence supporting certain primary care features, such as after-hours coverage or care 
coordination, is limited. Therefore, recommendations embedded in the key changes 
should be considered provisional and subject to change as new evidence emerges.  
 
Engaged Leadership 
Leadership support of any initiative is obviously helpful, but it is critical when the 
initiative involves major changes in a practice’s culture and usual ways of working.7 
Implementing the PCMH model involves major changes to a practice’s culture, 
relationships and routines. In the face of such potentially disruptive change, visible 
involvement and support of senior and local leadership is essential.8 Wang and colleagues 
asked experts in clinical system redesign what factors were most critical to success; the 
top answer was “direct involvement of top- and middle-level leaders.”9 
 

The “engaged” descriptor indicates that leaders must visibly promote 
transformation and a supportive culture, build staff and quality improvement (QI) 
capacity, secure resources, and help staff address barriers. The engagement of leaders at 
both senior and middle levels is essential; the former influences culture and strategy and 
the latter facilitates implementation. Leadership must also recognize that creating and 
sustaining PCMHs takes considerable staff time. 

 
The following are the specific activities and changes recommended as part of 

engaged leadership: 
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• Provide visible and sustained leadership to lead overall cultural change, as well as 
specific strategies to improve quality and spread and sustain change.  

• Ensure that the PCMH transformation effort has the time and resources needed to 
be successful. 

• Ensure that providers and other care team members have protected time to 
conduct activities beyond direct patient care that are consistent with the medical 
home model.  

• Instill medical home values into staff hiring and training processes. 
 
A white paper from the Institute for Healthcare Improvement includes practical 

recommendations for supporting culture change (e.g., bringing the board along, involving 
patients and clinicians in improvement, using stories and data to gain support).10 
Effective clinical teams need to discuss patients and plan care, share ideas for improving 
care, and review progress. And they must have the time to do it. 

 
Ms. G’s doctor’s team huddles for 10 to 20 minutes before each clinic 
session to organize and plan the care activities for appointed patients, 
and meets again for five to 10 minutes after the session to discuss follow-
up. During huddles, the team also looks for opportunities to improve care, 
which they discuss more fully at their lunch meeting every other week. 
The clinic medical director reduced the number of daily appointment slots 
to accommodate team meetings and huddles. 

 
Culture change is sustained and enhanced by inculcating it in the hiring and 

training of staff. Establishing and supporting a QI team and infrastructure are essential to 
transformation, and are critical functions of effective leadership. Successful QI teams not 
only need protected time to do their work, but need to meet at regular intervals with 
leadership. QI teams that include key clinical and administrative staff may be important 
in guiding change in larger organizations, but experience suggests that there is great value 
in involving everyone on clinical teams in the improvement process. 
 
Quality Improvement Strategy 
Nutting and colleagues described lessons learned in the pilot implementation of 
TransforMED, a program that assists primary care practices in becoming medical 
homes.11 They confirmed that the transformation to a PCMH was extremely challenging 
for many practices and that the more successful practices were those that used rapid-cycle 
change. Studies have found a link between high performance and an explicit quality 
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improvement strategy in health care organizations.12 Essential elements of an effective 
strategy include: 
 

• choosing and using a formal model for quality improvement; 

• establishing and monitoring metrics to routinely evaluate improvement efforts 
and outcomes and ensuring all staff members understand the metrics for 
success; 

• ensuring that patients, families, providers, and care team members are 
involved in quality improvement activities; and 

• optimizing use of health information technology to meet meaningful use 
criteria. 
 
A study of the challenges in practice redesign identified four success factors, 

including “systematically establish and maintain infrastructure, processes, and 
performance appraisal systems that support continuous improvement.”13 The elements 
included in the quality improvement strategy all point to building a sustainable 
continuous quality improvement program that relies on input and involvement from 
patients and staff, proven QI processes, and performance measurement. Most 
organizations that have improved their care quality have employed one of many 
variants of industrial quality improvement methods—the Model for Improvement, the 
Toyota Production System, Six Sigma, etc. All rely on ongoing measurement of 
performance, quality improvement teams, and rapid-cycle testing. 

 
High-performing health care organizations typically use a valid and trusted 

performance measurement system to monitor and guide the improvement of 
organizational performance. Assessing practice performance and feeding the results back 
to the practice have been associated with improvements in practice performance.14 The 
performance gains increase when audit and feedback are combined with other quality 
improvement resources and activities. 

 
Including all team members in the improvement process enables the team to 

arrive at a richer understanding of current processes and to generate broader and perhaps 
more relevant ideas. In addition, inclusion in improvement planning often helps to 
promote greater acceptance of the recommended changes. This is particularly important 
when the recommended changes affect practice routines, job descriptions, and working 
relationships, as is often the case with PCMH implementation. 
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Finally, growing experience suggests that quality improvement efforts benefit 
from the involvement of patients and their families. Patient-centeredness depends on such 
input and involvement. 

 
Ms. G received a letter from her clinic asking her to participate in 
a focus group to improve care for clinic patients with diabetes. The 
purpose was to discuss the clinic’s diabetes care and make 
recommendations for improvement. The group relished the opportunity to 
share their experience and insights with other diabetic patients and 
recommended that the clinic consider building more group experiences 
into their diabetes care. As a consequence, the clinic began testing the 
use of group diabetes visits.  

 
Increasingly, practice organizations include patient representatives on quality 

improvement committees and teams or use patient and family focus groups to participate 
in the development and review of improvement plans. 

 
The final key change—optimize use of information technology—has now been 

defined by the meaningful use criteria established by the Office of the National 
Coordinator of Information Technology.15 The criteria define the data that should be 
included in an effective electronic medical record (EMR) and the functions the EMR 
should be able to perform. For example, for practices to qualify for incentive payments, 
EMRs must be able to provide patients with a summary of their office visits, order 
medications, check for drug–drug interactions or drug allergies, report clinical quality 
measures, provide decision support, and protect the privacy of patient information. 
Although the dissemination of EMRs has accelerated, many practices do not use them to 
their full capacity.16 
 
Empanelment 
The relationship between a patient and a provider and practice team is at the heart of the 
PCMH model. The additional benefits and related payment increases proposed for PCMH 
care assume such a relationship. But for many larger practices, especially in the fee-for-
service environment, empanelment (i.e., the process of linking patients with specific 
providers, sometimes called rostering or paneling) has been challenging and not an 
organizational priority.  

 
Empanelment must be an early change on the journey to becoming a PCMH 

because other key features such as continuous, team-based healing relationships; 
enhanced access; population-based care; and care coordination depend on the existence 
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of such linkages. To empanel a practice population and then use the resulting information 
to create and sustain a medical home, a practice should: 

 
• assign all patients to a provider panel and confirm assignments with providers 

and patients;  

• review and update panel assignments regularly;  

• assess practice supply and demand, and balance patient load accordingly; and  

• use panel data and registries to proactively contact and track patients by 
disease status, risk status, self-management status, and community and family 
need. 
 
Primary care practices serve a wide variety of patients who use the practice in 

very different ways. The first step is to decide which patients to consider for 
empanelment; commonly, patients seen once or twice in a recent interval are considered. 
While the goal should be to empanel as many of the practice’s patients as possible, 
patients who use the practice infrequently or do not seek comprehensive care are less 
likely candidates for empanelment. Like most decisions in a PCMH, the decision to form 
a patient–provider relationship should have input from both the patient and the practice. 
Many practices begin with utilization data to identify preexisting contacts between 
patients and providers.17 One approach is to assign patients who are unassigned using an 
adaptation of the Mark Murray “4 cut” method:18 

 
1. Assign all patients who have only ever seen one provider to that provider. 

2. Develop a list of patients with their last three to five providers seen. 

3. Assign patients who have seen a provider the majority of times to the majority 
provider. 

4. Allow clinic teams to talk through the rest of the patients and where they belong. 
 

Patients may be then tentatively linked with the provider who has been their 
predominate caregiver. These tentative links can then be reviewed by provider and 
patient and adjusted accordingly. 

 

Information systems with registry functionality enable staff to examine their full 
panel of patients or selected subpopulations, such as people with diabetes or children who 
are obese, to identify patients in need of targeted attention. This allows practices to 
schedule and organize planned visits centering on these issues and other concerns and 
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more effectively use their outreach capabilities—such as case managers or community 
health workers—to identify and respond to patients’ needs. Empanelment and panel-level 
data also facilitate the measurement of clinical performance and provision of feedback at 
the individual provider level. 
 

Ms. H’s clinic didn’t try to assign patients to specific providers. The 
common practice was to schedule patients with whichever physician had 
the next open appointment. Although she had a favorite physician, Ms. H 
often found it difficult to get appointments with her. 
 
Ms. G’s clinic notified her that they were trying to link each patient with a 
particular doctor. Unless she had objections, she was being assigned to 
Dr. Flores, the doctor she had seen most often over the past two years. 
Dr. Flores was Ms G’s preference, and from that point on, her 
appointments were with Dr. Flores. Dr. Flores’ appointment clerk called 
Ms. G to set up an appointment to check on her various health problems 
and to see what she doing to keep them under control. She was also 
asked about recommended screenings. Ms. G was concerned at first that 
something must be wrong but was reassured that the clinic wanted to see 
her before she became ill. 

 
The process of empanelment helps a practice better understand the demand for 

services overall and for services by provider. This information facilitates evaluation of 
provider workloads and affords opportunities to balance supply and demand. For example, 
such analyses at Group Health Cooperative made it clear that many provider panels were 
too large to provide high-quality, patient-centered care. As a result, the panels were 
“leveled” and many were reduced in size.19 The leveling of panels led to many patients 
being reassigned to different primary care providers. But, because of careful 
management, this caused only limited dissatisfaction among the reassigned patients.20 
 
Continuous and Team-Based Healing Relationships 
All activities of an effective PCMH should strengthen the primary care provider–patient 
relationship. But, growing evidence makes clear that the best care is provided not by 
isolated clinicians, but by well-organized teams that collectively have the skill and time 
to meet the comprehensive needs of the healthiest and the sickest of patients. For 
example, the involvement of practice team members other than clinicians has been shown 
to be among the most efficacious interventions in caring for patients with diabetes and 
hypertension.21 Such teams function best when each team member has clearly defined, 
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complementary roles that are made transparent to patients. To provide continuous team-
based healing relationships, effective PCMHs: 

• establish and provide organizational support for care delivery teams that are 
accountable for the patient population and panel; 

• link patients to a provider and care team so both patients and teams recognize 
each other as partners in care; 

• ensure that patients are able to see their provider or care team whenever 
possible; 

• define roles and distribute tasks among care team members to reflect the skills, 
abilities, and credentials of team members. 
 
Through empanelment, a medical home will try to link each member of its 

practice population to a specific primary care provider and team. The administrative and 
clinical systems of the PCMH then should help make the linkage visible and meaningful 
by having all clinical interactions and communications concerning a patient involve the 
primary care team. Seeing the same PCP over time leads to higher patient satisfaction, 
more complete preventive care, and better outcomes among those with chronic illnesses 
such as asthma or diabetes.22 But, are the benefits of seeing the same provider 
jeopardized when a patient has an interaction with someone else on the team? One study 
suggests that there is no decrease in patient satisfaction when a patient sees someone else 
on the practice team if the patient perceives it to be a well-functioning team that 
communicates with each other.23 Continuity and team care are not incompatible when a 
clinical team and its teamwork are visible to patients.24 

 
Why is the involvement of all team members so important? Ostbye and colleagues 

estimated that it would take a primary care provider 18 hours each practice day to provide 
care to her panel consistent with consensus chronic disease and preventive care 
guidelines.25 This exercise highlights the necessity of using team members and 
coordinated teamwork to meet the needs of any practice panel of sustainable size. But it 
is not just the volume of work that calls for team care. Many of the services patients need 
do not require physician involvement, and some, such as self-management counseling or 
care coordination, are often better performed by other team members.26 

 
Involving all members of the clinical team in clinical care does not come naturally 

to many clinicians trained to be self-reliant and independent. It requires mutual trust, 
communication, and a deliberate process of matching patients’ needs with the skills, 
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credentials, and interests of staff members, and then explicitly assigning those functions 
to staff members. 
 

Ms. H didn’t have one doctor she saw regularly, and many of her visits 
were with people she had not seen before. Her clinic visits generally 
involved a brief check-in by a medical assistant and time with the doctor. 
The doctor, who was unfamiliar with Ms. H, spent much of the time 
looking for information in the chart and elsewhere. 
 
In addition to Dr. Flores, Ms. G’s practice team consists of: Evelyn, the 
receptionist who makes appointments, handles phone calls, and helps 
patients with referrals; Luis, a medical assistant, who provides self-
management coaching in addition to rooming patients and doing 
assessments like foot exams; and Sally, a registered nurse shared by 
three doctors, who provides more intensive counseling and follow-up for 
sicker patients. Dr. Flores introduced Evelyn, Luis, and Sally to Ms. G. 
and explained their roles. 

 
Many clinical tasks logically cluster together in larger roles. For example, 

reviewing registries to find patients missing preventive or chronic care services, 
contacting those individuals, ordering services, and making appointments for them to 
receive the services have been collectively labeled “population management” by many 
practices. Other roles appearing with increasing frequency in medical homes include self-
management counselor or coach, case or care manager, and care coordinator or referral 
manager.27 Whether assigning tasks or roles, practices should ensure staff is appropriately 
trained and certified, when appropriate. Given the turnover in staff positions, cross-
training is prudent. 
 
Organized, Evidence-Based Care 
The underuse of proven preventive interventions, clinical assessments, and treatments 
continues be a major problem. Primary care providers often do not have ready access to 
data that would tell them when patients are in need of a given test or treatment or do not 
have the time in a rushed visit to provide the services. Provider reminder systems, 
especially when embedded in an EMR, have been shown to increase the likelihood that 
recommended services are delivered.28 Since many of preventive care needs, as well as 
needs related to chronic illnesses, are predictable, they can be planned in advance. To 
routinely deliver organized, evidence-based care, PCMHs should: 
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• use planned care according to patient need; 

• identify high-risk patients and ensure they are receiving appropriate care and 
case-management services; 

• use point-of-care reminders based on clinical guidelines; and 

• enable planned interactions with patients by making up-to-date information 
available to providers and the care team prior to the visit. 

 
There has been limited formal study of planned care, except for group visits. 

However, experience suggests the value of organizing visits to ensure all needed services 
are delivered.29 Such visits can be initiated by the practice expressly for that purpose or 
the practice team can prepare for a patient-initiated visit by meeting prior to the visit to 
review relevant patient data to see what services are needed and arrange for their 
delivery. 

 
Ms. G sees Dr. Flores regularly to manage her diabetes, blood pressure, 
and depressive symptoms. Whether it’s an appointment made months in 
advance or just that morning, Dr. Flores and Luis huddle before seeing 
Ms. G to review her data and plan the visit. Data include: most recent 
measures, like hemoglobin and depression scores; dates of 
recommended preventive services; and self-management goals. During 
the visit, the team tries to optimize her chronic illness management and 
self-management and meet her preventive care needs.  

 
Sicker individuals at high risk of morbidity or hospitalization often need 

additional clinical and self-management support, generally called care or case 
management, as well as help navigating the system. When nurse care managers are 
closely integrated with or embedded in primary care, they have been shown to improve 
outcomes and reduce costs for elderly and complex chronically ill populations.30 Nurse 
care managers should focus on the segment of the practice panel at highest risk of major 
morbidity and should not be expected to meet all the care coordination needs of the 
practice. 
 
Patient-Centered Interactions 
The Institute of Medicine’s report, Crossing the Quality Chasm, included patient-
centeredness as one of the six aims of high-quality health care.31 That report defined 
patient-centered care as patient involvement in decision-making and care to ensure care is 
compatible with the patient’s preferences, values, and culture. Other definitions of 
patient-centered care include attention to: the patient as a whole person rather than a set 
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of separate diseases or risk factors; the patient’s role in managing his or her health and 
illness; the social and emotional aspects of illness and care; and the provision of clear, 
comprehensible information.32 Patient-centeredness is most often thought of in the 
context of physician–patient relationships. While interactions with clinical practitioners 
receive the most attention, patients also have interactions with nurses, receptionists, 
technicians, business office staff, and others in a health care system that can impact the 
quality of their experience and care. Taking the broader view of patient-centeredness, we 
recommend five changes to ensure patient-centered interactions: 
 

• Respect patient and family values and expressed needs. 

• Encourage patients to expand their role in decision-making, health-related 
behaviors, and self-management. 

• Communicate with patients in a culturally appropriate manner, in a language 
and at a level that the patient understands. 

• Provide self-management support at every visit through goal-setting and 
action planning.  

• Obtain feedback from patients and families about their health care experiences 
and use this information for quality improvement. 
 
Patient satisfaction with care is heavily influenced by the relationship between 

their needs, preferences, expectations, and actual experiences. Satisfaction generally 
occurs when care addresses important needs, is consistent with patient preferences, and 
meets or exceeds expectations. While it may seem obvious that patient needs, 
preferences, and expectations for care must be assessed, most practices do not do  
so routinely. 

 
Both Ms. G and Ms. H are bilingual and prefer to have their health care 
information delivered in Spanish. Ms. G’s clinic asked for her preference, 
but Ms. H’s did not. All members of Dr. Flores’ team communicate with 
Ms. G in Spanish and try to identify Spanish-speaking specialists when 
she needs a referral. Ms. H never knows if the provider she is about to 
see speaks Spanish. Ms. H has asked her daughter to come with her to 
medical appointments because she often doesn’t understand or recollect 
what the doctor is telling her, even when delivered in Spanish. Ms. G was 
a bit insulted when Dr. Flores first asked her to recall what they had just 
gone over, but she began to see that it helped make sure that they were 
on the same page. 
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While a significant proportion of patients report that they prefer that doctors make 
decisions about their care, most want the opportunity to be listened to seriously and to 
discuss treatment options and share their preferences and concerns about treatment.33 
Such discussions are an essential element of patient-centered interactions. Evaluations of 
interventions to increase shared decision-making, primarily decision aids, have revealed 
some positive effects on patient satisfaction and adherence to treatment and have 
influenced treatment choices, especially related to discretionary surgery.34 However, 
efforts to increase physicians’ use of such aids have not been particularly successful.35 

 
Roughly one-half of patients leaving medical encounters do not comprehend what 

was recommended;36 such patients are less likely to adhere to recommended treatment 
and generally have worse outcomes than those who can recount the physician’s advice.37 
Ensuring patients and providers understand each other is an essential goal of a patient-
centered practice. This may involve obtaining reliable translation services for non-
English speaking clientele or training staff to use tools to assess health literacy and 
employ communication techniques such as teach back, in which providers ask patients to 
recount the advice given to ensure comprehension of medical recommendations.38 

 
Competent patient self-management is an important determinant of good 

outcomes in most major illnesses, and helping patients self-manage well is a critical 
aspect of effective and patient-centered care. Time-limited self-management group or 
individual programs have proven to be capable of improving disease control in patients 
with major chronic illnesses,39 but the impact appears to diminish with time.40 Since the 
challenges of self-managing most chronic illnesses change over time, self-management 
support should be continuous, responsive, and closely linked to clinical care. Most 
experts now recommend that self-management support be an integral component of all 
clinical interactions with patients with chronic health problems.41 This requires the 
availability of practice team members trained to provide collaborative goal-setting, 
problem-solving, and action plans. 

 
A crucial test of whether a practice is a PCMH is whether patients feel they are 

receiving care that better meets their needs. Many health care organizations routinely 
measure patient experience, but often the methods employed do not allow the practice to 
use the data to identify improvement opportunities and evaluate success. The use of valid 
instruments and thoughtful sampling adds an invaluable perspective on practice 
performance.42 
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Enhanced Access 
Accessibility—that is, the ability to receive medical care whenever one needs it—is a 
defining element of primary care. Consumers and emergency room providers complain 
that fewer and fewer primary care physicians are available when needs arise, especially 
after office hours. These anecdotes were confirmed by the 2009 Commonwealth Fund 
International Health Policy Survey of primary care physicians in 11 developed countries. 
Fewer than one-third of American primary care doctors reported they provided after- 
hours care, the lowest rate of the countries surveyed.43 A PCMH should: 
 

• promote and expand access by ensuring that established patients have 24/7 
continuous access to their care teams via phone, e-mail, or in-person visits;  

• provide scheduling options that are patient and family-centered and accessible to 
all patients; and 

• help patients attain and understand health insurance coverage. 
 
Ideally, consumers should be able to communicate 24/7 with providers who know 

them and have access to their clinical information. But primary care practitioners also 
need a sustainable work and family life. Unfortunately, there is very little evidence to 
guide practices in finding a satisfactory balance between these conflicting needs. Various 
options include coverage networks, a telephone advice or triage line, and asynchronous e-
mail communication. There is little evidence on the impact of these options on outcomes, 
but all may contribute to reducing use of the emergency room or unnecessary office 
visits.44 For any of these options, access to up-to-date patient information is critical. 
Whatever the coverage arrangement, it should be carefully explained to medical home 
clients so that after-hours coverage meets expectations. 

 
There is no way for Ms. H to talk to someone who knows her history after 
clinic hours, and the hospital emergency room seems to be the only 
available option whenever she becomes ill when the clinic is closed. Ms. 
G’s clinic provided her with a phone number that allows her to reach a 
nurse with access to her medical record after clinic hours. Ms. G and her 
family only use the ER when the nurse suggests they do so. Because her 
clinic instituted same-day appointments, she can be seen the next day if 
necessary. 

 
Appointment systems must be flexible to ensure that patients can see their 

primary care team when they want to and have their needs met. Schedules should 
accommodate the needs of patients wishing to be seen that day, longer appointments for 
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more complex patients, and appointments made in advance for those needing preventive 
services or follow-up.45 A critical step in implementing advanced access is to measure the 
demand for services and ensure that a practice has the capacity to meet that demand—an 
essential aspect of empanelment. If panel sizes are too large, access will suffer. Finally, 
medical homes, especially those serving lower-income populations, must develop the 
capacity to help their patients understand or obtain health insurance. 
 
Care Coordination 
Primary care patients, especially those with chronic illnesses, frequently receive 
specialized services from medical and behavioral health specialists and other community 
programs. Failures in communication and coordination between primary care and 
specialized service providers limit the effectiveness of these services and contribute to 
unnecessary or duplicative diagnostic testing, potentially dangerous changes to drug 
regimens, and gaps in follow-up care.46 The transition of patients from the hospital back 
into their communities highlights the problem. Readmissions among recently discharged 
patients are often the result of inadequate post-hospital follow-up, but primary care 
physicians are frequently unaware of their role in follow-up care or even that their 
patients have been hospitalized.47 
 

The PCMH must assume accountability for care coordination. It cannot 
coordinate care if hospitals do not notify them of admissions or emergency department 
visits or if specialists do not provide timely and useful consultation reports. This 
accountability includes identifying high-quality service providers in the community, 
clarifying expectations for care and communication with these providers, helping patients 
access services, and ensuring timely transfer of information. To better coordinate care, 
the PCMH should: 

 
• link patients with community resources to facilitate referrals and respond to social 

service needs; 

• integrate behavioral health and specialty care into care delivery through 
colocation or referral agreements; 

• track and support patients when they obtain services outside the practice;  

• follow up with patients within a few days of an emergency room visit or hospital 
discharge; and  

• communicate test results and care plans to patients. 
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Identifying accessible medical specialty providers is a major challenge for many 
safety-net practices. Medical homes also need to find organizations and programs in their 
community that provide critical nonmedical services for patients and their families—
transportation, patient education, peer support, physical activity, weight loss, financial 
assistance, child care, etc. For critical specialties such as behavioral health, it helps to 
have general working agreements in place with the providers and their organizations 
about guidelines for referral, testing to be accomplished prior to the consultation, 
financial and insurance requirements, and preferences for communication and post-
consultation care. Agreements of this sort help prevent potentially embarrassing or even 
dangerous misunderstandings later. 

 
Patients often need help with the referral process—making appointments, dealing 

with insurance, and other logistical issues. A designated care or referral coordinator on 
the practice team can provide this support to patients, ensure the timely flow of 
information to and from consultants, and track referrals and transitions (e.g., from 
hospital to home) to see if patient and practice needs have been met. Tracking should be 
as close to real time as possible so that remedial action can be taken if appointments are 
missed or there is a communication breakdown. Stand-alone or integrated e-referral 
systems can facilitate appointment making and referral tracking while helping to ensure 
the quality and timeliness of the communication.48 

 
Both Ms. H and Ms. G suffer episodes of depression. During recent 
episodes, their PCPs referred them to a nearby community mental health 
center (CMHC). Dr. Flores’ clerk, Evelyn, made the CMHC appointment 
with a Spanish-speaking behavioral health specialist for Ms. G before she 
left the clinic and called the day before her appointment to remind her. 
The behavioral specialist had her clinical information in front of him during 
their appointment. Ms. H was given a phone number to call for an 
appointment. Ms. H was too fatigued to call. 

 
Care coordinator functions, as described above, can be performed by a nonclinical 

staff person with good interpersonal skills. Care coordination is especially critical for 
high-risk, multiproblem patients because of the greater array of specialized services they 
require. 

 
Mounting evidence indicates that active management of patients recently 

discharged from the hospital reduces morbidity and prevents readmissions.49 Ideally, such 
transition management activities would begin in the hospital. But they must be followed 
by effective follow-up care in the community, which requires that the PCMH be able to 
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identify and contact patients recently in the hospital or emergency department and be 
familiar with the treatment plan. Finally, an important element of care coordination is 
timely communication of test results and care plans with patients. 
 
CONCLUSION 
The patient-centered medical home is an amalgamation of two well-established models: 
the pediatric medical home model,50 built on the core principles of primary care,51 and the 
chronic care model.52 Cooley and colleagues developed the former in response to the 
fragmentation and depersonalization of the care that children with major developmental 
issues and other chronic disorders were receiving from multiple specialty groups. The 
pediatric medical home model clearly places the accountability for ensuring care is 
comprehensive, continuous, accessible, coordinated, and patient and family-centered on 
the generalist physician. 
 

The characteristics that define the pediatric medical home should be thought of as 
commitments made to patients and their families as partners in a continuous relationship 
and the changes that practice systems need to make to meet those commitments. The 
features of the chronic care model (CCM) comprise structural and functional 
enhancements to practice that support planned, proactive care and produce better patient 
outcomes.53 CCM interventions have been found to improve outcomes in chronic illness, 
but those same practice changes and interventions also appear to be instrumental in 
improving preventive care.54 

 
The PCMH model and CCM are complementary: one describes what patients 

should expect and how the practice can meet those expectations; the other describes how 
care should be structured and delivered. Both, however, emphasize the centrality of the 
primary care provider–patient (and family) relationship, and both advocate for the 
empowerment of patients and families and their greater role in every aspect of their 
health and health care. 

 
The components of the PCMH identified through the work described here 

collectively capture the major features of the medical home and chronic care models. Our 
change concepts also correlate closely with other definitions of the PCMH,55 as well as 
with the National Committee for Quality Assurance’s (NCQA) PCMH recognition 
program criteria. The NCQA’s criteria focus more attention to the availability of 
electronic data than do our change concepts, which give more emphasis to the functions 
of information systems (whether electronic or paper) in patient care, such as using patient 
data for outreach and care planning, performance measurement, and clinician reminders. 
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Having an effective electronic medical record system clearly facilitates implementation 
of most of the changes described in this report. 

 
The change concepts outlined in this report are intended to guide the formulation 

and testing of specific practice changes, with an awareness of the unique needs, 
capabilities, and culture of each practice organization. But none are specific or concrete 
enough to implement without further guidance. In many cases they serve as the goals of 
practice change, not as specific methods to reach the goals. They provide opportunities 
for innovation and adaptation rather than prescriptions for implementation. 
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APPENDIX. SNMHI TECHNICAL EXPERT PANEL MEETING 
 
 

This meeting was convened in August 2008 to help guide The Commonwealth 
Fund’s Safety Net Medical Home Initiative (SNMHI). The panel comprised 17 
individuals including: experts in quality improvement, measurement, and evaluation; 
safety-net clinical leaders and administrators; representatives of primary care professional 
organizations (e.g., American College of Physicians, American Academy of Family 
Practice); Medicaid policy experts and managed care leaders; researchers; and patient 
representatives. The goals of the expert panel meeting, change concepts, and key changes 
were sent to attendees for their review prior to the meeting. The panel first considered the 
goals of PCMH implementation in the SNMHI and whether the eight areas omitted any 
major characteristics of an effective PCMH or included superfluous ones. Following a 
detailed discussion of each area and the more specific changes under each change 
concept, the group endorsed the eight change concepts (Table 1). 
 

The Washington State Department of Health (WDOH) adopted the SNMHI-
developed change concepts to guide a legislatively mandated PCMH collaborative. 
WDOH leaders convened 22 Washington state quality improvement and primary care 
leaders and academics, health plan and Medicaid medical directors, medical group 
leaders, and others interested in the PCMH to review the proposed changes. The panel 
received the revised PCMH change concepts and key changes following the first panel’s 
meeting. This group, which included health plan leaders, validated the findings of the 
SNMHI panel. 
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