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New Care Delivery Models

Care Transformation Model

Patient-Centered Medical Homes

Accountable Care Organizations



HMO

Kaiser Model Managed Care

Advanced Primary Care
And

Patient-Centered Medical Home

Joint PPO Contracting
Accountable Care 

Organizations

Health Care Reform

Clinical Integration
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Why Patient-Centered 
Medical Homes?



Abundant research evidence over the past 
20 years indicates that health systems and 
regions with a strong foundation of primary 
care have:

Better population health outcomes
Better quality of care
More preventive care
Lower costs
More equitable care and mitigation of health 
disparities



But the Primary Care Workforce
Foundation in the US is Crumbling

Plummeting numbers of 
new physicians entering 
primary care
Primary care shortages 
throughout US
Growing problems of 
access to primary care 
and “medical 
homelessness”



Family Medicine Residency Positions and Number Fill ed
by U.S. Medical School Graduates



Partly a Payment Issue



The Widening Physician Payment Gap
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Partly a Systems Issue



PCP Burn Out

“Across the globe 
doctors are 
miserable because 
they feel like 
hamsters on a 
treadmill.  They 
must run faster just 
to stay still.”

Morrison and Smith,
BMJ, 2001



The New Math of the 15 
Minute Primary Care Visit

A primary care physician with a panel of 2500 
average patients would spend:

7.4 hours per day to deliver all recommended 
preventive care [Yarnall et al. Am J Public Health 
2003;93:635]

10.6 hours per day to deliver all recommended 
chronic care services [Ostbye et al. Annals of Fam 
Med 2005;3:209]



The PC-MH concept advocates enhanced access to
comprehensive, coordinated, evidence-based, interdi sciplinary care.

Today’s care Medical home care

My patients are those who make 
appointments to see me

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

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

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

Patients are responsible for coordinating 
their own care

Clinic operations center on meeting the 
doctor’s needs

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

Our patients are those who are registered 
in our medical home

Care is determined by a proactive plan to 
meet health needs, with or without visits

We measure our quality and make rapid 
changes to improve it

A prepared team of professionals works 
with all patients to coordinate care

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

An interdisciplinary team works at the top 
of our licenses to serve patients

Care is standardized according to 
evidence-based guidelines

Source: Adapted with permission from F. Daniel Duffy, MD, MACP, 
Senior Associate Dean for Academics, University of Oklahoma 
School of Community Medicine.



The Patient-Centered Medical Home As…

A model to: 
Transform the Primary Care Delivery System
Re-ignite the enthusiasm for practicing medicine
Improve experiences for all (patients, office staff, 
providers)
Be more patient-centric and focused on quality 
outcomes
Prevent unnecessary and costly visits to the 
emergency room, reduce hospitalization and cut 
overall medical spending
Improve PCP compensation



Randy MacDonald, Sr VP 
House Ways and Means Hearing 

April 29, 2009

“I will start with the very last question asked by the 
committee--what is the single most important thing to 
fix in healthcare? Primary care. Strengthen primary 
care -- transform it and pay differently using a model 
like the Patient Centered Medical Home.”

Congressman: “And the second issue?” 

“Well, if you don't fix the first issue and do not have a 
foundation of powerful primary care then you can do 
nothing else. You have to fix primary care before you 
can even begin to address a second issue.”



Case Study of 
Group Health Cooperative of Puget Sound

Patient Centered Medical Home model piloted at one 
site in 2007
– Avg PCP panel size reduced from 2327 to 1800
– Longer face-to-face visits and scheduled time for 

phone and email encounters
– Increased team staffing and teamwork
– HIT
– Panel management



Group Health PCMH Pilot:
Controlled Evaluation 12 Month Outcomes

Improved continuity of care
Better patient experiences (6 of 7 measures)
Better composite quality of care score
Reductions in ED visits and Ambulatory Care 
Sensitive Hospitalizations
No difference in total costs

Source: R Reid et al. Am J Managed Care 2009;15:e71



Group Health PCMH Pilot:
Effect on Clinic Staff
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California is not a Visible Player in the 
National PC-MH Movement

Very few NCQA-recognized PC-MHs in CA
No state application to CMS for multi-payer 
PCMH demonstration grants
No multi-stakeholder coalition for primary 
care advocacy and reform as in many states



Why Not?
Not for lack of urgency about primary care
California managed care/coordinated care context?
– Linkage with a primary care medical home more 

established in CA
– More existing QI infrastructure from medical groups and 

IPAs
– But confusion over who is really responsible to drive 

primary care improvement and reform:
• Individual practice?
• Medical group or IPA?
• Health plan?



Accountable Care Organizations

Background of ACOs: Medicare and Commercial 
(PPO)

Agreements with Anthem (SCMG & SRS) and 
Aetna (SCMG)

Highlights of the PPO Project(s)



Affordable
Care
Act





Accountable Care Organizations (ACO)
Working Definition

A provider led organization whose mission is to 
manage the full continuum of care and be 

accountable for the overall costs and quality of care 
for a defined population



Goals Of Accountable Care Organizations

Reduce, or at least, control the growth of health 
care costs

Maintain or improve health of a population

Improve in both clinical quality and patient 
experience and satisfaction



Improved prevention and early diagnosis

Reductions in unnecessary testing, procedures, and 
referrals

Reductions in preventable Emergency Department 
visits and hospitalizations

Reductions in infections and adverse events in the 
hospital

Reductions in preventable readmissions

Use of lower cost treatments, settings, and providers

Opportunities for Improvement

CMS
6



Accountable Care Organizations (ACO)
Federal Requirements

1. Agree to become accountable for the overall care of their Medicare fee-
for-service beneficiaries

2. Agree to a minimum three-year participation
3. Have a formal legal structure that would allow the organization to 

receive and distribute bonuses to participating providers
4. Include a primary care grouping of physicians who care for at least 

5,000 Medicare fee-for-service beneficiaries
5. Provide PCP and SCP participation in the ACO
6. Have in place a leadership and management structure with expertise in 

clinical and administrative systems
7. Defined processes to promote evidence-based medicine , report on 

quality and cost measures and coordinate care
8. Meet patient-centeredness criteria such as use of                                    

patient and caregiver assessments or the use                                              
of individualized care plans



Attribution

Shared Savings (one-sided, two-sided risk)

Withholds

65 Quality Metrics

Accountable Care Organizations (ACO)
Federal Regulations



2012

2011

CMS 
Innovation 

Center







Attribution of Population

Care Coordination, Efficiency, Quality

Measurement Sets

Payment Mechanisms

Physician Incentives and Contracting

Patient Engagement, Loyalty

Commercial PPO Project Plan



Assignment to PCPs, Medical Specialists

Assignment of Dependents

Assignment of Dependents without Claims

Benefit Design and Product Development

Commercial PPO Project Plan

Attribution:



New Contract (Professional Agreement)

Practice Growth

Improved Reimbursement

Not a Free-Lunch

PCP Assignment

Consequences of Non-Participation

Impact to Physicians:

Commercial PPO Project Plan



Case Management
Disease Management
Pharmacy
Hospitalists/SNFs
Preventive Care and Early Diagnosis
Prevention of Emergency Department and 
Hospital Admissions
Appropriate PCP, SCP Utilization and 
Management

Commercial PPO Project Plan

Care Coordination, Efficiency, Quality:



Quality

– Preventive, Diabetes, Cardiology, Imaging, 
Pediatrics, Pulmonary

Hospital

– JC/CMS/NHQM, ACC, STS

Efficiency

– Total Cost of Care, ED Costs, O/P Surgery Costs, 
Laboratory Costs, Inpatient Costs, Pharmacy Costs

Commercial PPO Project Plan

Measurement Sets:



Fee-for-Service

Care Coordination Fee

Shared Savings

Capitation

Commercial PPO Project Plan

Payment Mechanisms:



Pay-for-Participation

Pay-for-Performance

Strict Participation Agreement

Shared Savings Distribution

Commercial PPO Project Plan

Physician Incentives and Contracting:



Value for Patients

Coordination of Services

Patient Navigators – Wellness, Chronic Care

Access

Personal Health Records (PHR)

Commercial PPO Project Plan

Patient Engagement/Loyalty:



The Verdict on New Care Delivery Models

“Somebody has to do something, and it’s just 
incredibly pathetic that it has to be us.”

..the late Jerry Garcia of the Grateful Dead

Opportunity and Challenge



Health Care Today



Health Care Tomorrow


