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Prospects For Rebuilding
Primary Care Using
The Patient-Centered
Medical Home

ABSTRACT Existing research suggests that models of enhanced primary
care lead to health care systems with better performance. What the
research does not show is whether such an approach is feasible or likely
to be effective within the U.S. health care system. Many commentators
have adopted the model of the patient-centered medical home as policy
shorthand to address the reinvention of primary care in the United
States. We analyze potential barriers to implementing the medical home
model for policy makers and practitioners. Among others, these include
developing new payment models, as well as the need for up-front funding
to assemble the personnel and infrastructure required by an enhanced
non-visit-based primary care practice and methods to facilitate
transformation of existing practices to functioning medical homes.

T
here is near-unanimity that a truly
reformed U.S. health care system
will require at its foundation a ro-
bust system of primary care.1 Other
health care systems throughout the

developed world are based on a strong primary
care foundation and deliver health care services
at an average of half the per capita costs of the
U.S. system at the same or higher levels of qual-
ity. In contrast, the specialist-dominated U.S.
health care system produces care of mediocre
quality, with excessive use of costly services that
have little marginal health benefit.2

Within this context, the patient-centered
medical home has become policy shorthand
for rebuilding U.S. primary care capacity. It
incorporates not only enduring primary care
principles such as access, coordination, and
comprehensiveness, but also twenty-first-
century approaches using new tools such as elec-
tronic health records; asynchronous communi-
cations independent of time or location, such as
e-mail; and informed decision making.
The core principles of the medical home were

endorsed by themajor primary care associations
in 2007 and serve as a general guide.3 However,

questions remain about how to best put these
principles into operation and close the gap be-
tween the current primary care system and that
envisioned under the medical home model. For
instance, theprinciplesdonot specify anoptimal
reimbursement strategy with regard to the level
or structure of payment, or the concrete steps
that a practice should take to improve access to
care. In this paper we highlight these and other
policy challenges for implementing the patient-
centered medical home.

Policy Options For Defining The
Patient-Centered Medical Home
The joint principles of the major primary care
associations define the patient-centeredmedical
home.3 It is described as a blend of the basic
principles of primary care; new ways of organiz-
ing and delivering care to improve quality and
safety; and changes in reimbursement that sup-
port this model.
Economic theory suggests that implementing

appropriate incentives through payment reform
will result in primary care practices’ evolving
over time toward the medical home ideal as
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thepractices compete forpatients. Policymakers
and purchasers, however, remain concerned
that practices might merely pocket the addi-
tional payments without changing how they
deliver care. Thus, it is critical that patient-
centered medical home adoption be measured
so that payment can be linked to achievement.
Several tools have been developed to measure

achievement of the medical home. Perhaps the
most well-known and widely used is the Physi-
cian Practice Connections–Patient-Centered
MedicalHome tool fromtheNationalCommittee
for Quality Assurance (NCQA).4 This practice
self-report measure is being used by nearly all
current medical home pilot projects.5 The tool

assesses nine standards, which are detailed in
Exhibit 1. However, these nine standards do
not necessarily directly correspond to the seven
“joint principles” that define the patient-
centered medical home.3

For example, almost half of the tool’s items
assess functions that require health information
technology (IT). Few items, however, measure
core primary care components such as continu-
ity of care and whole-person orientation, which
requires that a personal provider take respon-
sibility for providing for all of a patient’s health
care needs or arranging for care from other
qualified providers as needed.
Although the NCQA is revising the tool, there

EXHIBIT 1

Current Scoring System For Patient-Centered Medical Home Assessment Using The Physician Practice Connections—Patient-Centered Medical Home
(PPC-PCMH) Tool, And Relationship To The “Joint Principles” Of The Patient-Centered Medical Home

Core principles of the patient-centered medical home covered in the tool

PPC-PCMH
domain

Physician
directed practice

Whole-person
orientation

Care coordinated
or integrated

Quality and
safety

Enhanced
access

Access and
communication

Setting and measuring
access standards
(9 pts)

Patient tracking
and registry
functions

Clinical data systems,
paper or electronic
charting tools to organize
clinical information
(14 pts)

Registries for population
management and
identification of main
conditions in practice
(7 pts)

Care management Use of
nonphysician staff
to manage care
(3 pts)

Care management
(5 pts)

Coordinating care and
follow-up (5 pts)

Implementing evidence-
based guidelines for 3
conditions and generating
preventive service
reminders for clinicians
(7 pts)

Patient self-
management
support

Supporting self-
management
(4 pts)

Assessment of
communication barriers
(2 pts)

Electronic
prescribing

E-prescribing and cost
and safety check
functions (8 pts)

Test tracking Electronic systems to
order, retrieve, and track
tests (13 pts)

Referral tracking Automated system (4 pts)

Performance
reporting and
improvement

Performance
measurement and
reporting, quality
improvement, and seeking
patient feedback (15 pts)

Advanced
electronic
communications

E-communication to
communicate with DM or
CM managers (1 pt)

E-communication to
identify patients due for
care (2 pts)

Interactive Web site that
facilitates access (1 pt)

Total 3 pts 9 pts 20 pts 56 pts 12 pts

SOURCE Authors’ interpretation of the National Committee for Quality Assurance (NCQA) PPC-PCMH tool and the core principles of the patient-centered medical home.
NOTES No aspects of the tool assess the domains of “payment reform” and “personal physician,” which are two of the seven “joint principles.” DM is disease management.
CM is case management.
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is concern that having the current tool as the de
facto standard can be detrimental to the achieve-
ment of the patient-centered medical home.
Many fear that if the current tool scores are used
to pay providers, the result will be the situation
reportedly described by themanagement consul-
tant Peter Drucker: “What gets measured gets
managed.”6 Practicesmay focus on aspects high-
lighted by the tool, to the detriment of truly
transforming primary care.
The challenge is that many of the patient-

centered medical home principles are difficult
to measure. However, other available tools
may fill some of these gaps. Tools that were de-
veloped tomeasure core features of primary care
as defined by the Institute of Medicine include
the Primary Care Assessment Survey,7 the Pri-
mary Care Assessment Tool,8 and the Compo-
nents of Primary Care Instrument.9 Tools that
measure patient-centered features include the
Patient Enablement Instrument,10 the Consulta-
tion and Relational Empathy measure,11 and the
Consultation Quality Index.12 However, these
measures have not yet been combined into a
comprehensive measure of the medical home.
Moreover,manyof themrequirepatient surveys,
which are costly to implement on a large scale.
A more comprehensive tool is the Medical

Home Intelligence Quotient13 from the Trans-
forMED National Demonstration Project. This
tool is simpler to implement than the Physician
Practice Connections–Patient-Centered Medical
Home and is available for free. However, it has
not been tested as extensively as the NCQA tool
has been.
Thus, there are no ideal, readily available ways

to measure achievement of the medical home
model that are widely accepted as valid and fea-
sible to implement on a large scale. One policy
option would be to first implement a new pay-
ment system for the patient-centered medical
home, requiring that practices achieve certifica-
tion at some later date. Such a policy would
provide practices with the resources and the ad-
ministrative rationale to implement needed

changes prior to being certified, and would pro-
vide funding for the certification process.

Payment Policy
Broad attention has already been paid to the
relatively meager fee-for-service payments for
U.S. primary care clinicians, as well as to the
resulting negative effects on income, work life,
career satisfaction, and specialty choice.14 Ac-
cordingly, fixing the reimbursement system is
seen as a crucial component of primary care
reform.
Fee-For-Service Fee-for-service payment has

never been a particularly efficient way to reward
care that is comprehensive, coordinated, and
accountable for the whole patient.15 These limi-
tations arenowprofoundly in evidence in a “con-
nected” world in which unreimbursed activities
such as e-mail or text messaging, electronic de-
cision aids, and remote monitoring may all play
important roles inmanaging the rapidly growing
population of patients with chronic conditions.
Fixed Up-Front Payment Capitation, the

other basic payment option available in the
United States, reimburses primary care practices
a fixed up-front fee for all of the services they
deliver to an individual patient. Capitation has
been problematic because the same payment is
received regardless of the services delivered; as
such, it presents incentives to stint on care.15 In
addition, capitation and other “bundled” pay-
ments also present challenges related to adjust-
ing payment levels for individual patients’
underlying illness burdens. Finally, the multi-
plicity of payers adds complexity, and the meth-
ods for measuring quality within primary
care and rewarding high-quality primary care
practice are rudimentary and need further
development.16,17

Hybrid Models Because fee-for-service and
capitation are imperfect ways to reward primary
care, so-called hybrid paymentmodels have been
proposed. Such combinations of payments for
face-to-face encounters and additional monthly
payments formedical home services have a theo-
retical appeal. These models often include addi-
tional incentive payments based on measures of
quality of care, patients’ experiences, or shared
savings.
Hybrid payment models containing these

three components have been endorsed by major
primary care professional associations,18 as well
as by the Patient-Centered Primary Care Collabo-
rative.19 Hybrid payment is also the predominant
approach being used in medical home demon-
strations throughout the country.5 Unfortu-
nately, even this approach offers no guarantee
that the incentives will be reliably understood

Fixing the
reimbursement system
is seen as a crucial
component of primary
care reform.

MAY 2010 29:5 HEALTH AFFAIRS 3

This Health Affairs PDF is provided for your personal noncommercial use and for limited 
distribution only. It may not be posted on a public Web site. For additional distribution 
please see Health Affairs Reprints and Permissions information at 
www.healthaffairs.org.



and predictably acted upon by the relevant pro-
fessionals. There are also challenges related
to assigning patients to specific practices for
purposes of paying the fixed monthly payment,
particularly when patients are not required by
their health plan to register with a primary care
clinician.
Importance Of Payment Levels A key deter-

minant of the success of the medical home is the
establishment of payment levels. These fixed
payments have to be sufficient to support the
personnel and infrastructure required by an en-
hancednon-visit-basedpatient-centeredmedical
home, while also increasing relative pay for pri-
mary care clinicians. Getting the payments right
is vital if the medical home model is to attract
adequate numbers of new physicians and other
clinicians to the field.
Whether these fixed payments should be en-

tirely directed to the primary care practice or
shared with a community-based organization
that works with multiple practices is another
unsettled policy conundrum. For instance, the
community support model being implemented
in North Carolina and Vermont might be an at-
tractive option for small practices serving less
densely populated communities.20 In thismodel,
some of the periodic patient-centered medical
home payments are invested in a community-
based organization that provides infrastructure,
such as care coordination services, that can be
shared among several primary care offices.

Transforming Primary Care Practice
The process of rebuilding primary care into
medical homesmay requiremany years, particu-
larly because primary care has already sunk to a
low level in many areas. A variety of policy strat-
egies are available to facilitate the rebuilding.
Indeed, it is likely that there cannot be a single
transformative approach, because practices will
differ in their own capabilities as well as the
community resources available to them. The
transformation process is likely to require not
only payment policy reform but also local exper-
tise andhuman resources to translate implemen-
tation into practical reality.
Almost all active medical home demonstra-

tion programs include strategies to accelerate
the transformation of current primary care prac-
tices into patient-centered medical homes. It is
unlikely thatmostpractices, including thosepar-
ticipating in patient-centered medical home
demonstration projects, will be able to make
such a transition in a short time period without
substantial assistance and resources. There are a
number of different approaches for speeding up
such transformation, but the optimal methods

are not well understood.
Learning Collaboratives Many current

demonstrations establish “learning collabora-
tives,” through which primary care practices
can communicate insights and share best prac-
tices.5 Typically, these collaboratives teach qual-
ity improvement techniques and offer tools to
implement the Chronic CareModel.21 Developed
by Ed Wagner, this model outlines the basic el-
ements required for improving chronic illness
care, including supporting self-management
for patients and providing decision support for
clinicians.22

These quality improvement techniques typi-
cally call for small improvements to be tested,
implemented, and refined in an iterative proc-
ess. Transforming the typical generalist physi-
cians’ office into a high-functioning medical
home, however,may demandmore fundamental
real-time restructuring, an exercise some have
likened to changing clothes while jogging. The
early experiences from the recently completed
TransforMEDnational pilot project, which dem-
onstrated that even highly committed practices
had a difficult time transforming over a short
period of time, highlight such challenges.23

Practice Consultants Consequently, some
medical home projects have decided to employ
expert practice consultants to facilitate change.5

Generally, such consultants have been hired by
demonstration projects or by large networks of
practices, rather than by individual practices,
which usually lack the resources to hire them
on their own.
Accordingly, to make such resources broadly

available to primary care practices throughout
the country, some have proposed a publicly
fundedmodel comparable to the agricultural ex-
tension service that helped transform American
farming.24 These local resources could advise pri-
mary care clinicians in their community, not
only on the latest applications of information
technology, but also on strategies that more ef-
fectively use the expertise of eachmember of the
primary care team. The goal would be to achieve

The process of
rebuilding primary
care into medical
homes may require
many years.
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maximal patient and public health value from
every medical home investment.
Information Exchanges Other options that

are available to resource-poor practices are
information exchanges such as TransforMED’s
Delta Exchange, in which practices can share
information on successful transformation
strategies.25

Funding Options Another key decision that
must be made at the outset of every medical
home transformation process is whether up-
front funds beyond payment reform will be
needed for practices to begin the process of
transforming into medical homes. For instance,
somepracticeswill lack basic capabilities such as
an electronic health record or patient portal that
will likely be required of a highly functioning
medical home.
Beginning in2011, federal fundingmade avail-

able through the American Recovery and Rein-
vestment Act (ARRA) will support the imple-
mentation of electronic health records for those
providers who demonstrate “meaningful use.”
Although some might argue that implementing
electronic health records and the patient-
centered medical home should not happen
simultaneously, it is nonetheless true that medi-
cal homes will ultimately benefit from the func-
tionality of a electronic health record. These
functionalities include the records’ basic tools
—such as chronic disease registries, point-of-
care reminders, and medication reconciliation
—as well as sophisticated applications, such as
enhanced patient monitoring and communi-
cation, and patient and physician decision
support.
Being Patient-Centered Achieving “patient-

centeredness” is another challenge to primary
care transformation that is not consistently ad-
dressed in the practice redesign of most medical
home demonstrations. There may even be a lack
of shared understanding about what “patient
centered” or “family centered” means. Conse-
quently, bettermodelsmay be needed for involv-
ing patients and disparate populations in

patient-centered medical home redesign.
TheNational Partnership forWomenandFam-

ilies has produced an expanded set of principles
for the patient-centeredmedical home that build
upon the seven core “joint principles” to address
some of these issues.26 Among these are that the
care team “knows” its patients and “takes into
consideration the patient’s life situation, includ-
ing family and caregiver circumstances, his or
her values and preferences, age, and home envi-
ronment when making recommendations about
the patient’s health care and treatment plan.”

The ‘Medical Neighborhood’
The record to date suggests that primary care
providers cannot transform patients’ experien-
ces of care across the health care system. There-
fore, one must consider the ways in which the
medical home model relates to the rest of the
health care system.
Cost And Quality Most observers agree that

opportunities to improve quality while also con-
trolling cost exist, especially with regard to un-
planned hospital readmissions, emergency
department use for nonemergent health prob-
lems, and overuse of subspecialists. However,
the incentives of other health care providers
are not aligned with these goals. Thus, as pri-
mary care settings develop the ability to attack
these cost drivers, which are high-yield oppor-
tunities, subspecialists and allied care provid-
ers will need to have explicitly defined roles
and appropriate incentives that support finan-
cially sustainable, collaborative links between
providers.
High-quality, cost-efficient outcomes result

when systems of care delivery are coordinated
across the entire continuum, from primary care
to subspecialty-based, tertiary settings such as
hospitals, and at multiple points between. Coor-
dinated care requires that information be avail-
able among providers so that the right care can
be delivered at the right time and in the most
cost-effective location. Coordination will sup-
port shared accountability for patient-related
outcomes, including costs of care. Thus, increas-
ing capacity to coordinate care across the con-
tinuum will be integral to ensuring that the
strengths of the medical home model are
realized.
Accountable Care Organizations To

achieve a broad sense of shared commitment
to patient and financial outcomes of care, the
creation of so-called accountable care organiza-
tions has been proposed, with amedical home as
the foundation.27–29 Policy makers envision the
accountable care organization as a provider-led
organizationwhosemission is tomanage the full

Medical homes will
ultimately benefit
from the functionality
of a electronic health
record.
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continuum of care and be accountable for the
overall costs and quality of care for a defined
population.27

Capitatedpaymentmodels that embedmedical
homes within accountable care organizations
could ensure responsibility for costs and quality
across the continuum of care, thus creating in-
centives for improved sharing of information
and coordination across multiple care settings.
Such a model could also ensure adequate re-
sources for enhanced primary care as envisioned
under the patient-centered medical home.
Yetmore than 50 percent of primary care prac-

tices are small, andmany lack electronic connec-
tivity.30 Even many large provider organizations
lack caremanagement infrastructure, andothers
lack a strong primary care orientation.31 Thus,
for many communities, well-integrated, primary
care–oriented accountable care organizations
may be slow to develop. In other communities,
the development of such powerful provider
groupsmayhave complex effects becauseof their
ability to command higher prices.32

As a result, incentives will be needed to
support the creation of local infrastructure
to facilitate coordinated care. Local virtual
organizations might consist of networks of
small independent practices or of practices affili-
ated with a hospital. They could be linked
through sharing of care management health IT
orhuman resources for casemanagementorcare
coordination.

Efficiency And Cost Savings: Not The
Only Goals
Controlling escalating health care costs is a
major goal for U.S. policy makers because of a
general belief that current rates of growth are
unsustainable.33 Thus, the implementation of
the patient-centered medical home must be
viewed within the context of health reform over-
all. Themedical homemust be seen as ameans to
attaining broader goals of a reformed system.
Financing Implementation The overriding

policy concern related to the medical home
model in the short term is determining the opti-
mal way to finance its implementation. All ver-
sions of the model envision shifting significant
additional resources to primary care for several
reasons: first, to compensate primary care prac-
tices for the extra services required of a patient-
centered medical home; second, to support in-
vestments in needed infrastructure (including
health IT); and third, to narrow the payment
gap between primary and specialty care services
so as to encourage more physicians and other
providers to enter primary care specialties.
Some medical home programs have demon-

strated cost savings that could pay for these in-
vestments. For example, the Community Care of
North Carolina project has shown a projected
$125 million annual net savings after paying
for patient-centered medical home invest-
ments.20 Similar levels of cost savings have been
demonstrated at both Geisinger Health System
in Pennsylvania and Group Health in Washing-
ton State.34,35 However, because most initiatives
are relatively new and ongoing, savings have not
yet been demonstrated to the degree that they
can be scored by the Congressional Budget
Office.
In addition, there is also a lack of evidence

about the direct connection between specific
components of the medical home model and
potential cost savings. For instance, there is un-
certainty regarding thebenefits of care coordina-
tors, improved access with phone and electronic
encounters, and tracking chronic care with dis-
ease registries. Although it is anticipated that
such medical home components will save
money—by improving transitions in care and
discharge management, while discouraging
overuse of specialists, redundant testing, and
unnecessary high-cost diagnostic testing—these
relationships are not well proven empirically.
Payers and policy makers are reluctant to invest
resources in the medical home model without
more evidence that there will be cost savings
in the future.
Most providers and patients, however, see the

benefits of the patient-centeredmedical home as
obvious. Someof this belief comes fromevidence
that primary care–oriented health care achieves
better health outcomes at lower levels of spend-
ing.36,37 Some also comes from experimental and
observational data showing that improved con-
tinuity and coordinationof care lead to improved
outcomes and reduced use of high-cost serv-
ices.38,39 Finally, some comes from the simple
intuitive knowledge that simply having a clini-
cian who knows your name is a better method of
providing primary health care.
Improving The Patient Experience Physi-

The medical home
must be seen as a
means to attaining
broader goals of a
reformed system.
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cians and patients don’t believe that the primary
purpose of the patient-centeredmedical home is
to achieve savings. Primary care physicians see
themedical home as amechanism for improving
quality of care while reducing their administra-
tive burden. Patients envision a system of care
that will improve access and better match their
needs and preferences.
From a societal perspective, enhanced access

and better preventive services might result in a
healthier and more productive workforce with
fewer sick days. These savings must also be in-
corporated into societal estimates of the costs
and benefits of adopting the patient-centered
medical home.
So while payers and policy makers might be

waiting for more evidence of cost savings, physi-
cians and patients feel that there is no need to
wait for this evidence. There are precedents for
this more “intuitive” approach to health policy,
including the recent large investments in health
IT through the Health Information Technology
for Economic andClinicalHealth (HITECH)Act,
enacted as part of ARRA, which could provide as
much as $29 billion through 2016 for invest-
ments inhealth IT. Theevidence for primary care
is no less and is probably greater than that for
health IT.
Moreover, becauseof their short timehorizon,

diverse designs, and—in some cases—lack of
well-formulated evaluations, it is not likely that
existing patient-centered medical home demon-
stration projects will provide definitive answers.
More likely, as with much implementation re-
search, the interventions will evolve over time
based on data that emerge from these evalua-
tions. There is concern among physician and
patient groups that waiting for more empirical
evidence will only result in a further eroded pri-
mary care system that will be beyond repair.40

Conclusion
There is wide agreement that the current U.S.
primary care system is failing, and that a revital-
ized primary care system will be needed if
we are to realize the goal of improving quality
and patients’ experiences while also controlling
cost growth. The patient-centeredmedical home
showspromise as thepolicy strategy for the long-
overdue reinvigoration of U.S. primary care.
The patient-centered medical home can pro-

vide a financing platform for traditional primary
care that fee-for-service payment has failed to
support. It can also promote enhanced primary
care services enabled by twenty-first-century IT
and measurement tools. Another advantage of
the medical home concept is that it replaces
long-standing debates about which disciplinary
tradition—forexample, familymedicine, general
internal medicine, or advanced-practice nursing
—is most deserving of primary care payment
augmentation. The strategy is to reward practi-
ces, regardless of their clinicians’ training tradi-
tion, that actually deliver high-quality primary
care services to their local community.
For all of this promise, however, implement-

ing the medical home model poses major chal-
lenges. Tension exists between payers and policy
makerswhoseek evidence that themedicalhome
will result in significant cost savings and others
who believe that an enhanced primary care base
will be requiredof a reformedhealth care system.
The success of the patient-centered medical

home as a strategy to reestablish robust U.S.
primary care capacity will require effective
policies in payment reform, in certification of
medical homes, in facilitating transformation
of existing practices, and in identifying the ap-
propriate linkages of the medical home to the
rest of the delivery system. These challenges
highlight the importance of careful use of avail-
able evidence and evaluations to modernize and
revitalize the delivery of primary care services in
the United States. ▪
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