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ABSTRACT: Most Americans get their health care in small physician practices. Yet,
small practice settings are often unable to provide the same range of services or participate in quality improvement initiatives as large practices because they lack the staff, information technology, and office systems. One promising strategy is to share clinical support services and information systems with other practices. New findings from the 2009
Commonwealth Fund International Health Policy Survey of Primary Care Physicians
suggest smaller practices that share resources are more likely than those without shared
resources to have advanced electronic medical records and health information technology,
routinely track and manage patient information, have after-hours care arrangements, and
engage in quality monitoring and benchmarking. This issue brief highlights strategies that
can increase resources among small- and medium-sized practices and efforts supported
by states, the private sector, and the Affordable Care Act that encourage the expansion of
shared-resource models.
    

OVERVIEW
With the enactment of the Affordable Care Act, attention has turned toward
strengthening primary care to improve health outcomes and restrain the growth
of health care spending. Currently, most U.S. physicians work in solo or smallto-medium group practices and lack the resources necessary to invest in information technology or in hiring staff members who can assist in care coordination
and care management.1 Small practices also typically lack the ability to obtain
data to compare their performance to that of other practices or benchmarks. One
promising strategy to enhance the capacity of solo and small practices to care
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for patients is to share resources with other physicians and the community.2 Current shared-resources
models include regional extension centers (RECs),
which provide expert guidance and support services to
small practices on activities like implementing health
information technology and exchange, selecting vendors, and ensuring functional interoperability. Shared
resources could also take the form of sharing staff and
clinical services through a regional or communitybased pool.
Drawing from the 2009 Commonwealth Fund
International Health Policy Survey of Primary Care
Physicians, this study finds that solo and small practice settings in the United States tend to lag behind
larger practices (10 or more physicians) in information technology capacity and office systems that support managing and tracking clinical patient information, quality monitoring, and clinical benchmarking.
However, when small- (two to four physicians) and
medium-sized (five to nine physicians) practices share
resources, they achieve greater health information
technology (HIT) capacity, are better able to track and
manage patient information, and are more likely to participate in quality monitoring or clinical benchmarking than small and medium practices that do not share
resources.
Diverse models of shared clinical services and
staff and technical assistance have emerged in the
past decade, with many innovative approaches being
tested in initiatives across the country.3 The Affordable
Care Act includes several provisions to promote the
development and testing of shared-resource models
to enhance the performance of primary care medical
practices.4 Furthermore, the Office of the National
Coordinator of Health Information Technology has created programs to support the shared-resources model
and help small and medium primary care practices
adopt HIT. These include RECs, workforce training,
and health information exchange programs.5

Survey of Primary Care Physicians, which included a
nationally representative sample of 1,442 U.S. physicians in internal medicine, family practice, and pediatrics. The survey asked a series of questions about practice capacity, physician experiences, and basic practice
characteristics, including whether physicians are part
of a network of other practices that share resources
for managing patient care. More than one-third (37%)
of small- and medium-sized practices reported they
shared resources with others; solo practices said they
rarely shared resources. This issue brief first compares
practices by size and then divides the small (two to
four physicians) and medium (five to nine physicians)
practices into two groups—those that share resources
with other practices and those that do not. It also compares experiences of physicians in small- and mediumsized practices with and without shared resources to
physicians in larger practices. (Additional details about
survey findings are in Appendix 1.)

SURVEY FINDINGS
Sharing resources helps smaller practices
build health information technology
capacity and systems to track and manage patient care.
Health information technology, including electronic
medical records (EMRs) and computerized physician
order entry, has the potential to improve the quality,
Exhibit 1. Smaller Practices Lag Behind Large
Practices in Health Information Technology
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*To assess HIT multifunctionality, a 14-count scale was developed. The multifunctional
HIT capacity summary variable, counting the number of functions and categorized
systems, includes low (0–3), middle (4–8), and high (9–14).
Source: The Commonwealth Fund International Health Policy Survey of Primary Care
Physicians, 2009.
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Exhibit 2. Practices That Share Resources Have Higher Use of
Electronic Medical Records and Health Information Technology
Small and medium practices (2–9 physicians), no share
Small and medium practices (2–9 physicians), share
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*To assess HIT multifunctionality, a 14-count scale was developed. The multifunctional
HIT capacity summary variable, counting the number of functions and categorized
systems, includes low (0–3), middle (4–8), and high (9–14).
Source: The Commonwealth Fund International Health Policy Survey of Primary Care
Physicians, 2009.

efficiency, and patient-centeredness of care while
reducing health care costs. Experts agree that EMRs
help prevent patients from receiving prescriptions for
inappropriate drugs or dosages, reduce medical errors
stemming from hard-to-read handwriting, and decrease
duplicative testing by providing a permanent place to
store medical data. Yet because of costs and the fact
that the benefits of safer care and improved coordination often accrue to the broader community, rather
than the individual practice, smaller practices are often
reluctant to invest in information technology.
The survey finds that smaller primary care practices still significantly lag behind large practices in
using EMRs and more advanced electronic information
technology (Exhibit 1).6 Four of 10 small primary care
practices use EMRs, compared with three-quarters of
large practices (Appendix 1). Only one-quarter of small
practices and one-third of medium practices have high
multifunctional health information technology, compared with half of large practices.7 When smaller practices share resources, however, they are more likely to
have EMRs. In addition, the use of shared resources
nearly doubles the percentage of practices that have
advanced HIT functionality—that is, computerized
systems with the capacity to provide at least seven of
14 different functions, like tracking patients’ laboratory tests, receiving reminders about guideline-based
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interventions, and receiving alerts to provide patients
with their test results (Exhibit 2).
Health information technology has the potential
to improve the coordination of care. Care processes in
the United States are often fragmented and uncoordinated; for instance, prescribing and managing patients’
medications and tracking results are often complex
and prone to error. Poor care coordination can result
in the duplication of tests and medical records and in
diagnostic test results not being available at the time
of care.8 Studies show that computerized physician
order entry (CPOE) and clinical decision support can
improve patient safety and lower medication-related
costs.9,10 Information technology and organized processes, such as guidelines, in conjunction with physician education or reminder systems, can also help physicians manage care of patients with chronic diseases
and improve clinical outcomes.11
The Commonwealth Fund survey asked physicians whether they routinely used CPOE and clinical
decision support in their own practices. The survey
found that compared with large practices, small practices are at a disadvantage: half as many small practices routinely use computerized reminders for tracking
laboratory tests (25% vs. 52%) and even fewer receive
prompts to provide patients with test results (19%
vs. 43%) (Appendix 1). Only 15 percent of physicians in small practices routinely receive notices when
Exhibit 3. Smaller Practices Lag Behind Large Practices in
Office System Support
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Exhibit 4. Practices That Share Resources More Often
Have Office System Support
Percent of practices*
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Source: The Commonwealth Fund International Health Policy Survey of Primary Care
Physicians, 2009.

preventive or follow-up care is required compared with
more than one-third (35%) of larger practices. Only
19 percent of small-to-medium practices use treatment
guideline reminders—twice as many large practices
can perform this function (Exhibit 3).
However, when small- and medium-sized practices share resources, the performance gap between
smaller and large practices in managing and tracking
patient care diminishes (Exhibit 4). Small practices that
share resources perform more like large practices when
it comes to tracking and managing patient care. In
addition, they are significantly more likely to use computerized tracking and management systems than small
practices who do not share resources.

efficient than providing patients with after-hours care
through physician practices.13
Overall, the percentage of primary care practices
that have arrangements to provide care after-hours
without referring patients to emergency rooms has been
declining. In 2009, only 29 percent of all primary care
practices surveyed reported such arrangements, compared with 40 percent in 2006.14 The 2009 survey indicates that small- and medium-sized practices are significantly less likely than larger practices to have such
arrangements—only 24 percent of small and 29 percent
of medium practices have after-hours support, compared with 44 percent of larger practices (Appendix
1). Having no after-hours arrangements leaves patients
no other alternative but to use emergency rooms for
care that could have been provided in a doctor’s office.
Small- and medium-sized practices that share resources
are significantly more likely to provide after-hours
care arrangements for their patients than their counterparts without shared resources (Exhibit 5, Appendix
1). Community-based physician cooperatives have the
potential to improve after-hours care access for patients
and support physicians.
Engaging patients in managing their complex
conditions helps avoid complications and improves
outcomes over time.15 Written care management plans
offer an effective way of engaging patients in their
care. Survey findings indicate that smaller practices
are less likely to provide their patients with written

Sharing resources helps smaller
practices provide after-hours care and
support patient self-management.

Exhibit 5. Practices That Share Resources Are More Likely to
Provide After-Hours Care and Support Patient Self-Management

Ready access to care is essential, especially for patients
with chronic or complex conditions. Managing one’s
own care can be extremely confusing and complex—
oftentimes patients have multiple conditions and
comorbidities that require primary and specialty care,
including care in the evenings or weekends outside of
normal office hours. In the last few decades there has
been a steady rise in the use of the hospital emergency
department for nonurgent care.12 Using the emergency room for primary care is less cost-effective and
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care management plans. Slightly more than one-quarter
(27%) of small practices provide their patients with
chronic diseases with written instructions about how to
manage their own care at home, compared with more
than one-third (36%) of large practices (Appendix 1).
Furthermore, half as many small practices provide
patients with a written list of the medications they are
currently taking compared with large practices (21%
vs. 43%). Small and medium practices with shared
resources are more likely to provide their patients with
written instructions on medications and care management than practices that do not share resources (Exhibit
5). There is substantial room for improvement for all
practices—whether they share resources or not—to
engage more patients in managing conditions at home.

Practices that share resources are more
likely to participate in quality monitoring,
benchmarking, and practice improvement.
The groundbreaking Institute of Medicine reports To
Err Is Human and Crossing the Quality Chasm brought
attention to the importance of measuring and tracking
performance and of establishing a practice-based continuous quality improvement infrastructure.16,17
Yet, this survey finds that small practices lag
well behind large practices in participation in quality

Exhibit 6. Smaller Practices Lag Behind Large Practices in
Quality Monitoring and Clinical Benchmarking
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Exhibit 7. Practices That Share Resources More Often Conduct
Quality Monitoring and Clinical Benchmarking
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monitoring and clinical benchmarking (Exhibit 6).
They are less likely to receive and review data on
their patients’ clinical outcomes or patient experience
with care, and less likely to have information regarding how their practice compares with other practices.
Small and medium practices with fewer than 10 physicians face unique challenges in implementing quality
improvement initiatives including limited resources,
smaller staff, and inadequate health information technology.18 But, survey findings indicate that when small
and medium practices share resources, they are far
more likely to participate in such activities and have
access to data to assess performance. Indeed, they
rival or exceed participation rates of large practices in
some areas. Compared with practices without shared
resources, small- and medium-sized practices with
shared resources were much more likely to routinely
receive and review data on patients’ clinical outcomes
(35% vs. 56%), surveys of patient satisfaction (47%
vs. 82%), and comparative clinical performance (21%
vs. 39%) (Exhibit 7). They also review their clinical
performance against targets at much higher rates than
similarly sized practices without shared resources.

80

46

for

0

81

75

73

57
47

39

35

42

21

Routinely receive Routinely receive
Routinely receive
Review areas of
and review data on and review data
physicians’ own information on how
on surveys of
patients’ clinical
clinical performace clinical performance
patient satisfaction against targets
outcomes
of practice
compares to others
annually

Source: The Commonwealth Fund International Health Policy Survey of Primary Care
Physicians, 2009.
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POLICY RECOMMENDATIONS
Practice size continues to be a significant determinant
of primary care physicians’ ability to achieve greater
levels of functionalities essential to providing highquality, patient-centered care.19 Survey results indicate,
however, that smaller practices need not be limited by
size, if they have the opportunity to join with others to
share services. The survey finds that smaller practices
that share resources are more likely to have more EMR
systems and HIT, are more likely to routinely track
and manage patient information, and are more likely
to provide after-hours care arrangements. Physicians
who share resources with other practices are also more
likely to participate in quality monitoring and benchmarking than similarly sized practices without shared
resources. This suggests that shared-resource strategies, which include clinical and information systems as
well as technical assistance, offer a promising approach
to supporting physicians and expanding the service and
patient-care capacity of smaller primary care practices,
with potential gains in performance over time.20
Across the country, states and private entities
are taking strategic approaches to sharing resources.
The Affordable Care Act and investment in information
technology made by the federal stimulus bill will serve
to create even more opportunities.

Building smaller practices’ health
information technology capabilities and
supporting the exchange of information.
The passage of the American Recovery and
Reinvestment Act of 2009 and the Health Information
Technology for Economic and Clinical Health Act
has set aside $19 billion to promote the adoption and
use of HIT and EMRs. With these funds, the Office
of the National Coordinator of Health Information
Technology has deployed programs that support
the shared-resources model and can help small and
medium primary care practices adopt HIT.21 These
include regional extension centers, workforce training,
and health information exchange programs.
RECs are organizations that provide assistance
to primary care providers by helping them select and
successfully implement certified EMR technology to

enable those providers to meet the criteria of “meaningful use.”22 Sixty-two RECs are poised to reach
primary care providers in every geographic region
in the United States in order to provide outreach and
support services in the implementation of HIT during a two-year time frame.23 As of February 2011,
40,000 primary care providers have already enrolled
to receive assistance from RECs.24 The services they
offer will vary according to the needs of the practices, but include: guidance on vendor selection and
group purchasing; privacy and security best practices;
ensuring functional interoperability; health information exchange; and practice and workflow redesign.25
Because the RECs are funded only until 2015, sustainability will become a priority. It will be essential to
track the REC program over the next two years; strong
business plans will also need to be developed, likely
based on public–private partnerships.
New York City’s Primary Care Information
Collaborative (PCIP) and Massachusetts’ e-Health
Collaborative both serve as RECs to their surrounding
communities, and are examples of successful sharedresource models.26 These organizations provide expert
one-on-one assistance in advanced HIT functions for
small practices that otherwise would not have the
necessary resources, knowledge, or capacity. PCIP
staff members are deployed from New York City’s
Department of Health and Mental Hygiene to assist
practices in implementing customized decision support
tools. To date, PCIP has worked with 605 clinicians
in 254 small practices. The Massachusetts e-Health
Collaborative sends consultants to work with small
practices over a 24-week period. These consultants
assist with workflow redesign first, before introducing and implementing HIT. Other technical assistance
models use call centers instead of onsite assistance.

Enhancing the capacity to improve
care coordination, chronic disease
management, and provide enhanced
access after hours.
Small and medium practices may not have the financial
resources or capacity to have full-time clinical-care
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nurses, care coordinators, case managers, urgentcare providers, or nutritional counselors. They could,
however, augment their existing staff and clinical services by sharing these health care personnel through
a regional or community-based pool. For example,
Genesys HealthWorks, a model of care developed
by Genesys Health System in metropolitan Flint,
Michigan, partners with 150 community-based primary
care physicians and deploys a shared pool of health
navigators (health educators, social workers, dieticians,
and others in health-related fields). The health navigators support patients by reinforcing the physician’s recommendations related to healthy lifestyles, medication
adherence, and self-monitoring, as well as linking the
patient to community resources, in order to prevent and
manage chronic disease.27
CareOregon is a Medicaid health plan that
developed a shared-resource model to assist in the
care of the plan’s patients. Caring for the Medicaid
population often requires providers to devote time and
resources they do not have to understand the barriers this population faces in achieving good health. To
overcome these challenges, CareOregon developed the
CareSupport program, a multidisciplinary case management service, which is run centrally by CareOregon
and supports primary care practices. The CareSupport
program is made up of teams that include a registered
nurse acting as the case manager, a care coordination assistant, and a social worker (all employed by
CareOregon). Each team is assigned to dedicated panels of patients according to the primary care practice
that treats them. The teams facilitate communication and
understanding between providers and patients, identify
barriers to self-care, locate community resources, and
assist patients with complex health needs.28
Delivery systems and health plans are not
the only organizers of shared-resource strategies.
Vermont’s Blueprint for Health, for instance, is a
statewide, public–private initiative designed to reduce
the health and economic impacts of common chronic
conditions. A key component of this program is a multidisciplinary community care team that provides support and expertise to participating medical practices,
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including care coordination, population management,
and quality improvement services.
North Carolina also employs a statewide network of 14 local community care organizations that
bring physicians together in a partnership with other
local stakeholders, such as hospitals, community
health departments, and social service agencies to help
improve the accessibility, quality, and efficiency of
care delivery. Known as Community Care of North
Carolina, these 14 nonprofit community networks
serve low-income children and adults enrolled in
Medicaid or the Children’s Health Insurance Program,
and share staff among providers in an effort to introduce screening tools in practices, educate providers
about community resources, and enhance communication between providers and referral services. Each
network employs case managers who are assigned to
work with medical practices to monitor care and implement a variety of disease management programs. This
state–community partnership is structured to leverage
local resources and relationships to meet local needs
and promote local responsibility for systemwide principles of collaboration, population health management,
and accountability. The state of North Carolina partners
with the program to provide resources, information,
and technical support, such as analyzing Medicaid
claims data and sponsoring statewide audits for performance measurement and benchmarking purposes.29
Community-based approaches in other countries also illustrate the potential of sharing resources
to expand after-hours care. European after-hours care
is shifting away from individual and group practices
with local after-hours call schedules toward large-scale
after-hours care services provided by cooperatives.30
Denmark, the Netherlands, and the United Kingdom,
for example, have physician-run after-hours cooperatives supported by additional personnel, to provide care
on nights and weekends through a range of services,
including telephone triage and advice, face-to-face contact with physicians at walk-in centers, and house calls.
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Building smaller practices’ capacity to
participate in care monitoring, clinical
benchmarking, and quality improvement.
Collecting and creating useful quality reports for
physicians requires resources, such as staff time and
analytic expertise, as well as advanced health information technology capabilities, which smaller practices
often lack. A number of initiatives are under way that
could provide physicians with those resources. The
Physician Compare Web site, sponsored by the Centers
for Medicare and Medicaid Services (CMS), is modeled after the Hospital Compare and Nursing Home
Compare sites. The vision for the site is to provide
demographic information as well as quality-of-care
data on physicians who participate in the Medicare
program. Launched in January 2011, only demographic
information is currently available; in 2013, qualityof-care and patient experience data will become available. This data source, when fully deployed, will be of
great value to physicians, allowing them free access to
benchmark data they currently do not have the capacity
to generate.
Physicians also stand to benefit financially from
reporting their performance data. CMS has been testing the Physician Quality Reporting Initiative (PQRI),
in which physicians self-report quality data for a
number of conditions (e.g., diabetes, preventive care,
heart failure). To date, the initiative has been purely
voluntary and not tied to any rewards or penalties.
The Affordable Care Act makes a number of changes
to PQRI, including authorizing incentive payments
through 2014. Physicians will qualify to earn incentive payments of between 0.5 percent and 1 percent of
their total estimated allowed charges for Medicare Part
B. Some of these additional dollars could allow small
practices to invest in and build their data capacity.
Chartered value exchange networks, supported
by the Department of Health and Human Services,
are another benchmarking and performance monitoring resource for physicians.31 They include state and
community-based organizations that bring together
coalitions of providers, employers, health plans, and
other payers to support collection, analyses, and public

reporting of quality-of-care data. The Wisconsin
Collaborative for Healthcare Quality, for example,
is a voluntary consortium of providers, payers, and
consumers with goals to develop, prioritize, and implement performance measures. These measures will
be used to assess the quality of health care services
through the collection, validation, application, and
analysis of administrative and clinical data. The collaborative publicly reports comparative data on the quality
of care of more than 550 clinics. Physicians can see
how they perform over time and compare themselves
to peers. The collaborative also shares best practices of
health care organizations that demonstrate high-quality
service, which may help all providers to adopt successful methods.

Developing, testing, and spreading
shared-resource strategies and models.
Although promising shared-resource activities exist in
communities around the country, learning from these
experiences will require identifying successful models,
testing them in various settings, and assessing the potential to improve the delivery of care. Equally important is
finding ways to sustain and pay for these resources.
The Affordable Care Act includes provisions
that target the development, testing, and spread of the
shared-resources model (Appendix 2).32 For example,
the Primary Care Extension Program will provide
shared technical assistance through the creation of
state health extension hubs funded by grants from the
Agency for Healthcare Research and Quality. The hubs
will consist of partnerships among state health departments, Medicaid agencies, primary care associations,
and health centers. They will employ staff to provide
support and assistance to primary care providers and
practices, educating them about preventive medicine,
health promotion, chronic disease management, mental
and behavioral health services, and evidence-based
therapies and techniques to improve community health.
In 2011 and 2012, $120 million is authorized to support this program, with more funds to provide support
as necessary in 2013 and 2014.33 These hubs should
help provide the necessary assistance and support that
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small practices need in order to achieve well coordinated and highly functional quality care.
In addition, the Community Health Teams
provision of the Affordable Care Act (authorized
but not appropriated) would support small practices
in implementing patient-centered medical homes
through shared clinical services and technical assistance. Through this program, state grants would fund
community-based interdisciplinary teams that would
work with primary care practices to coordinate preventive, specialty, and acute care services; provide 24-hour
access; and ensure appropriate care transitions. The
teams may include specialists, nurses, pharmacists,
nutritionists, dietitians, social workers, behavioral and
mental health providers, and physicians’ assistants. The
Center for Medicare and Medicaid Innovation will be
instrumental in providing rapid, qualitative and quantitative formative evaluations as these provisions are
implemented.
Sustaining such efforts will require development of new payment methods. This could include
direct support of care-share networks, as in North
Carolina’s Medicaid program. The North Carolina
Care Share Health Alliance is a statewide program
for communities throughout the state to leverage
resources (e.g., expertise, funding, equipment, facilities) that support care across the continuum of patient
needs.34 Payment methods could also include monthly
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payments (in addition to fee-for-service compensation)
to practices that serve as medical homes. The monthly
allocation could be designated to support virtual care
teams and shared resources in the community, including information exchanges.

CONCLUSION
In order to provide accessible, high-quality, wellcoordinated care and to take advantage of the potential
of team-based care and information technology, solo
and smaller practices will likely need to establish
links with other providers, service organizations, and
community resources. Today, physicians practice in
the context of a complex health care delivery system
and manage very complicated patients with long-term
chronic conditions. Joining a network of other health
care providers or organizations can benefit both physicians and patients. Promising shared-resource models
exist and health reform provides further support and
incentives to foster development. But more work is
needed to identify new sustainable models, to evaluate
their impact, and to adapt and spread successful models
to all primary care practices. Strong business strategies
will also be essential, as well as public–private subsidies or grants, new payment models, and incentives
to support the health care infrastructure required to
deliver high-quality care.
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QUALITY MONITORING
Does the place where you practice routinely receive and review
data on either of the following? (% yes)
Patients' clinical outcomes
Surveys of patient satisfaction and experiences with care
Clinical targets and benchmarking
Areas of your own clinical performance are reviewed against
targets at least annually (% yes)
Receive information on how the clinical performance of your
practice compares to other practices
Yes, routinely
Yes, occassionally
No

ACCESS TO AND MANAGEMENT OF PATIENT CARE
Practice has an arrangement where patients can see a doctor or
nurse if needed when the practice is closed (after-hours) without
going to the ER? (% yes)
Do you provide patients with a written list of the medications they
are currently taking?
Yes, routinely
Do you give your patients with chronic diseases written
instructions about how to manage their own care at home?
Yes, routinely

Doctor receives alert or prompt to provide patients with test results
Yes, Computerized
Yes, Manual
Patients sent reminder notices when it is time for regular
preventive or follow-up care
Yes, Computerized
Yes, Manual

CLINICAL DECISION SUPPORT
Are the following tasks routinely performed in your practice using a
computerized system?
All laboratory tests ordered are tracked until results reach
clinicians
Yes, Computerized
Yes, Manual
Doctor receives reminder for guideline-based intervention and/or
screening tests
Yes, Computerized
Yes, Manual

Do you use electronic patient medical records in your practice? (%
Yes)
Practice electric information functions*
Low (0 to 3)
Middle (4 to 8)
High (9 to 14)

INFORMATION TECHNOLOGY

Unweighted N=
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Low-income
populations

HRSA to
award grants
2011–2015

for

“Networks” will be consortium
of providers with joint
governance structure. Local
hospital and FQHCs required to
participate

AHRQ to
award grants
to state “hubs”
2011- 2014

Not specified

Date to Go
into Effect

Their Capacity

Create networks of providers to assist
low-income populations with:
• Off-hours coverage
• Direct patient care services
• Case management
Source: Authors’ analysis of Patient Protection and Affordable Care Act.

Patients of
primary care
practices

Targeted
Patient
Population
Patients of
primary care
practices with
chronic
conditions

to Increase

“Agents” include local,
community-based health
workers who provides assistance
based on the principles of the
patient-centered medical home

State “hubs” must consist of
state health department, the state
Medicaid agency and at least one
department from a health
professional school that trains
primary care providers.
Additional partners may include
primary care associations, health
centers, physician societies.

“Medical homes” defined as
primary care practices (family
medicine, internal medicine,
pediatrics, OB/GYN) that meet
criteria consistent with the Joint
Principles

“Teams” defined as communitybased interdisciplinary,
interprofessional professional
(specialists, nurses, pharmacists,
nutritionists, dieticians, social
workers, and mental health
providers)

Care Providers Offering
Shared Resource

Smaller Primary Care Practices

Community-based
collaborative care
networks

Implement health information
technology to facilitate coordination
among members of the health team

Community Health Teams will support
medical homes practices to:
• Coordinate and provide access to
preventive care, health promotion
services, specialty care and
inpatient services
• Implement care plans that integrate
clinical and community preventive
and health promotion services for
patients
• Monitor health outcomes and
resource use to avoid duplication
of service
• Provide 24-hour access , especially
for patients during care transitions
• Identify and refer children at risk
for developmental or behavioral
problems
Health Extension “hubs” will employ
“agents” who will educate and
support primary care providers to:
• Implement medical home
• Improve preventive medicine,
health promotion, chronic
disease management, mental,
behavioral health services and
evidence-based therapies
• Learn quality improvement
techniques
• Develop and support local
learning communities to
disseminate research findings
• Participate in national network
of extension programs
Create networks of providers to assist
low-income populations with:
• Finding medical home
• Transportation
• Health insurance enrollment

Shared Technical Assistance

Shared Clinical Services

Shared Resources

for

Primary Care Extension
Program

Provision in Patient
Protection and
Affordable Care Act
Community Health
Teams to support
the patient-centered
medical home

Technical Appendix Exhibit 1. Selected Provisions from the Patient Protection and Affordable Care Act
That Promote Shared Resources to Support Primary Care

Abrams M, Schor EL, Schoenbaum S. How physician practices could share personnel and resources to support medical homes. Health Aff (Millwood). 2010;29(6):1194-9.

Reprinted with permission of Health Affairs.
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A bout T his S tudy
Data for this study come from the 2009 Commonwealth Fund International Health Policy Survey of Primary Care
Physicians, carried out by Harris Interactive, Inc., in February through July 2009, in 11countries. The issue brief
limits the analysis to the U.S. sample of 1,442 physicians, of which 40 percent are in internal medicine, 35 percent are in family practice, 20 percent are in pediatrics, and 6 percent are in general practice. The final sample is
weighted to reflect the distribution of physicians by age, country region, sex, and primary care specialty. The analysis divides practice size into solo, small (n=2 to 4 physicians), medium (n=5 to 9 physicians), and large (n=10 or
more physicians). Practices are further categorized by whether or not physicians indicate yes to the question “Is
your practice part of a network of other practices who share resources for managing patient care?” The survey has
a response rate of 39 percent and a margin of error of + 3 percent to 4 percent.
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