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What is a Patient-Centered Medical 
Home?

 Core Concepts:
– Personal physician
– Team-based care
– Proactive planned visits instead of reactive, episodic care
– Enhanced access (e.g., secure e-mail)
– Tracking patients and their needed care using special 

software
– Support for self-management of chronic conditions (e.g., 

asthma, diabetes, heart disease, ADHD)
– Patient involvement in decision making
– Coordinated care across all settings
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What is a Patient-Centered Medical 
Home?

 Restructuring of system for delivery of primary care 
services that

– Places primary care physician in the role of quarterback 
while leveraging team-based approach
Result is stronger bond between patient and primary care– Result is stronger bond between patient and primary care 
practice

– Reduces fragmentation and inappropriate use of 
ER/specialists

– Allows patients to select primary care giver to coordinate 
care

– Borne out of efforts of primary care societies

Characteristics of a Medical Home

 Personal physician – each patient has an ongoing 
relationship with a personal physician trained to provide 
continuous and comprehensive care

 Physician directed medical practice – the personal 
h i i h t f i di id l t th ti l lphysician has a team of individuals at the practice level 

who collectively take responsibility for ongoing care of 
patients

 Whole person orientation – the personal physician is 
responsible for providing for all healthcare needs or 
arranging for appropriate care

Medical Home is Not

 The gatekeeper model revisited

 Another disease management program

 An unfunded mandate

 A cost reduction strategy A cost reduction strategy

 An unrealistic goal for small practices

 A model solely for chronically ill patients

 Dependent on fully implemented electronic health records

 A model that requires the hiring of new staff
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TODAY’S CARE MEDICAL HOME CARE

My patients are those who make 
appointments to see me

Our patients are those who are 
registered in our medical home

Patients’ chief complaints or We systematically assess all ourPatients  chief complaints or 
reasons for visit determines care

We systematically assess all our 
patients’ health needs to plan care 

Care is determined by today’s 
problem and time available today

Care is determined by a proactive plan 
to meet patient needs without visits

Care varies by scheduled time and 
memory or skill of the doctor

Care is standardized according to 
evidence-based guidelines

Patients are responsible for 
coordinating their own care

A prepared team of professionals 
coordinates all patients’ care

Source: Daniel Duffy MD, School of Community Medicine, Tulsa Oklahoma 

TODAY’S CARE MEDICAL HOME CARE

I know I deliver high quality care 
because I’m well trained

We measure our quality and make 
rapid changes to improve itbecause I m well trained rapid changes to improve it

It’s up to the patient to tell us what 
happened to them

We track tests & consultations, and 
follow-up after ED & hospital

Clinic operations center on meeting 
the doctor’s needs

A multidisciplinary team works at the 
top of our licenses to serve patients

Acute care is delivered in the next 
available appointment and walk-ins

Acute care is delivered by open 
access and non-visit contacts

Source: Daniel Duffy MD School of Community Medicine Tulsa Oklahoma 

The following principles were written and agreed upon by the four 
Primary Care Physician Organizations – the American Osteopathic 
Association, the American Academy of Family Physicians, the 
American Academy of Pediatrics, and the American College of 
Physicians.

Principles:

Joint Principles of the Patient 
Centered Medical Home (PCMH)

Principles:
• Ongoing relationship with personal physician
• Physician directed medical practice
• Whole person orientation
• Coordinated care across the health system
• Quality and safety 
• Enhanced access to care
• Payment recognizes the value added

February 2007
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PCMH Joint Principles are Endorsed by 
18 Specialty Health Care Organizations

 The American Academy of Chest 
Physicians 

 The American Academy of 
Hospice and Palliative Medicine 

 The American Academy of 
Neurology

 The American Society of Clinical 
Oncology 

 The Society for Adolescent 
Medicine 

 The Society of Critical Care 
MedicineNeurology 

 The American College of 
Cardiology 

 The American College of 
Osteopathic Family Physicians 

 The American College of 
Osteopathic Internists 

 The American Geriatrics Society 
 The American Medical Directors 

Association 
 The American Society of 

Addiction Medicine 

Medicine 
 The Society of General Internal 

Medicine 
 American Medical Association
 Association of Professors of 

Medicine
 Association of Program 

Directors in Internal Medicine
 Clerkship Directors in Internal 

Medicine
 Infectious Diseases Society of 

Medicine

ADHD Treatment Requires a 
Multidisciplinary Team

 ADHD treatment requires a coordinated effort between 
multidisciplinary teams of caregivers including 

– Primary care physicians
– Mental health specialists
– Pharmacists
– Parents
– Counselors and therapists
– Teachers and educators

Epstein JN, et al. Arch Pediatr Adolesc Med. 2007;161:835-840. 11

Integrated ADHD Management Model

Primary 
Care 

Provider

ADHD 
Management 

Protocol

Mental Health 
Specialist

Patient

Provider

Parents/
Family

Teachers

Protocol
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Measuring Medical Homes

 According to the National Committee on Quality Assurance’s national 
measures, to qualify as a PCMH, a practice must demonstrate 
proficiency in at least 5 of the following 10 areas: 

– written standards for patient access and patient communication
– use of data to show they are meeting this standard
– use of paper-based or electronic charting tools to organize clinical 

information 
– use of data to identify patients with important diagnoses and conditions
– adoption and implementation of evidence-based guidelines for three 

conditions 
– active support of patient self-management
– tracking system to test and identify abnormal results 
– tracking referrals with paper-based or electronic system 
– measurement of clinical/service performance by physician or across a 

practice
– reporting performance across the practice or by physician 

 These measures, created in collaboration with the 4 primary care 
specialty societies, are an excellent starting point in the process of 
developing comprehensive medical home standards 

The Commonwealth Fund. Can Patient-Centered Medical Homes Transform Health Care Delivery?
Available at: http://www.commonwealthfund.org/Content/From-the-President/2009/Can-Patient-Centered-Medical-Homes-Transform-Health-
Care-Delivery.aspx  Accessed September 29, 2009.

ADHD Healthcare Effectiveness Data 
and Information Set (HEDIS) Measures

 To encourage utilization of evidence-based management 
strategies, the NCQA published HEDIS quality measures 
for treatment of ADHD in 2006 

 The measure assesses the percentage of patients aged 6 
t 12 ith b l t i ti di d fto 12 years with an ambulatory prescription dispensed for 
medication for ADHD who remained on the medication for 
at least 210 days (e.g., initiation phase)

 Plus, had at least 2 follow-up visits with a practitioner 
within 270 days (9 months) after the initiation phase ended 
(e.g., continuation and maintenance phase) 

National Committee for Quality Assurance (NCQA). HEDIS® 2009: Healthcare Effectiveness Data & Information Set. Vol. 1, Narrative. 
Washington (DC): National Committee for Quality Assurance (NCQA); 2008 Jul. 90 p. 

Many Patients Not Receiving 
Recommended ADHD Care and Follow Up

HEDIS Initiation and Follow Up of Care Measures for 
Children with ADHD

Selected Commercial Averages, 2005-2007

Measure 2005 2006 2007

National Committee on Quality Assurance.  State of Health Care Quality.  2008.  Available at: 
http://web.ncqa.org/Portals/0/Publications/Resource%20Library/SOHC/SOHC_07.pdf.   Accessed October 1, 2009. 15

Percentage of children 6-12 years old with Rx for 
ADHD medication and one follow up visit within 30 
days 

32% 33% 33.7%

Percentage of children 6-12 years old with Rx for 
ADHD medication who remained on medication for  
≥210 days and had ≥2 follow up visits in the 9 
months after the first 30 days of therapy 

- - 38.7%
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Improved Outcomes for ADHD and Other 
Chronic Conditions with Medical Home 
Implementation in Pediatric Primary Care 

MHI = Medical 
Home Index, a 
self-administered 

lit

6 chronic conditions selected for measurement; Asthma and ADHD predominated the sample.

Regression Coefficients for MHI Components and Utilization Variables

Emergency Department Visit Rate Hospital Rate

MHI overall score -0.092 -0.189a

Organizational capacity -0.094 -0.201a

Chronic condition management -0.160b -0.191aquality 
improvement tool 
to measure 
delivery of 
medical home 
services.

• MHI total score and mean scores for organizational capacity, chronic-condition 
management, care coordination, and data management were significantly and 
negatively associated with hospitalization rates.  

• Emergency department visit rates significantly decreased with an increase in the 
mean score for the chronic condition management and care coordination domains 
on the MHI.

Cooley WC. et al. Improved Outcomes Associated with Medical Home Implementation in Pediatric Primary Care. Pediatrics 2009:124;358-364 
DOI: 10.1542/peds.2008-2600

g

Care coordination -0.115 -0.168b

Community outreach 0.094 0.004

Data management -0.019 -0.137

Quality improvement 0.033 -0.062

N 178 178

ap<.01
bp<.05

Improved Outcomes for ADHD with Medical 
Home Implementation in Primary Care

 Correlations between medical home implementation and 
outcomes that affect cost and quality suggest strong 
primary care medical homes are less likely to hospitalize 
children with common chronic conditions including ADHD

St h i diti t d Strong chronic condition management and care 
coordination reduce both hospitalizations and emergency 
department visits

 Parents of children with special health care needs would 
be more satisfied, report more coordinated care, function 
better, and perceive more support from higher level 
primary care medical homes

Cooley WC. et al. Improved Outcomes Associated with Medical Home Implementation in Pediatric Primary Care. Pediatrics 2009:124;358-364. 
DOI: 10.1542/peds.2008-2600.

Cost Outcomes from Patient-Centered 
Medical Home Interventions

 HealthPartners Medical Group BestCare PCMH Model1
– 39% decrease in emergency room visits, 24% decrease in hospital admissions
– Overall costs in PCMH clinics decreased from 100% of  the state network 

average in 2004 to 92% in 2008, in a state with costs well below the national 
average

 Genesee Health Plan HealthWorks PCMH Model2
50% decrease in ER visits and 15% fewer inpatient hospitalizations with total– 50% decrease in ER visits and 15% fewer inpatient hospitalizations, with total 
hospital days per 1,000 enrollees now cited as 26.6% lower than competitors.

 Colorado Medicaid and SCHIP3

– Median annual costs $785 for PCMH children compared with $1,000 for 
controls, due to reductions in ER visits and hospitalizations. In an evaluation 
specifically examining children in Denver with chronic conditions, PCMH 
children had lower median costs ($2,275) than those not enrolled in a PCMH 
practice ($3,404).

1. Patient-Centered Medical Home: Building Evidence and Momentum – A compilation of PCMH pilot and demonstration projects. Patient-Centered 
Primary Care Collaborative, April 2009.

2. Genesys HealthWorks integrates primary care with health navigator to improve health, reduce costs. Institute for Healthcare Improvement. 
Available at http://www.ihi.org/NR/rdonlyres/2A19EFDB-FB9D-4882-9E23-
D4845DC541D8/0/IHITripleAimGenesysHealthSystemSummaryofSuccessJul09.pdf.

3. Colorado Department of Health Care Policy and Financing, Colorado Medical Home. Available at 
http://www.colorado.gov/cs/Satellite?blobcol=urldata&blobheader=application%2Fpdf&blobkey=id&blobtable=MungoBlobs&blobwhere=1239162
002481&ssbinary=true.
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Implementing Telephone Follow Up Care 
for Patients with ADHD

 Patient-centered care 

– Provides flexibility and options when the choice is safe, 
reasonable, and appropriate

 American Academy of Pediatrics Subcommittee on ADHD 
and Quality Improvement stated:1and Quality Improvement stated:

– The clinician should periodically provide a systematic 
follow-up for the child being treated for ADHD

– Plans for follow-up should include obtaining information 
through office visits and telephone calls

 One of the three HEDIS measure visits may be a telephone 
visit with a practitioner2

1. AMERICAN ACADEMY OF PEDIATRICS:  Clinical Practice Guideline: Treatment of the School-Aged Child With Attention-
Deficit/Hyperactivity Disorder. PEDIATRICS. Vol. 108 No. 4 October 2001, pp. 1033-1044.

2. National Quality Measures Clearing House. Available at: 
http://www.qualitymeasures.ahrq.gov/summary/summary.aspx?ss=1&doc_id=13070 Accessed September 29, 2009.

Utilizing Technology to Improve 
Follow Up Care

 Electronic platforms that allow sharing of information 
across settings can enable a physician caring for patient 
with ADHD to:

– Review teacher and parent ratings of the child’s 
symptoms to guide treatment decisionssymptoms to guide treatment decisions

– Develop a collaborative care plan involving community 
resources

 Health information technology can simplify the process of 
aggregating data on patient health quality for community-
level planning or monitoring

Implementing a Treatment Follow Up 
Plan

 Provide patient/parent with written information about the
– Diagnosis
– Treatment goals
– Interventions

 Establish a periodic communication system with parents 
and school to monitor progress

 Involve the child in the process at a developmentally 
appropriate level
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Summary: 
Effective ADHD Management and Follow Up

 Effective ADHD management and follow up requires a 
multidisciplinary team of health care professionals 

– ADHD treatment plan should include psychological, 
behavioral and educational training and interventions
 Multimodal Treatment Study demonstrated measurable y

benefits of multimodal psychosocial treatment 
component

 Regular feedback and monitoring is essential in order to 
maximize the effectiveness of any intervention for ADHD

 The PCMH model will engage patients and their families in 
positive ongoing relationships with their clinicians

 Further, the PCMH will improve the quality of care delivered 
and help control the unsustainable rising costs of health care 
for both individuals and payers

MTA Cooperative Group.  Arch Gen Psychiatry. 1999 ;56:1073-1086.


