PERSPECTIVE

128

The Integrated Patient-Centered Medical
Home: Tools for Transforming Our Healthcare

Delivery System

Matias A. Klein

tinues to attract increasing attention from many

industry stakeholders.! The PCMH model has the
potential to enhance the US healthcare system by reju-
venating primary care in a way that improves clinical
outcomes, lowers costs, promotes wellness, and increas-
es patient and physician satisfaction.!

PCMH pilots are currently being tested in almost all
states,’ including a 3-year Medicare medical home
demonstration project overseen by the Centers for
Medicare & Medicaid Services.” However, few organiza-
tions have scaled the PCMH across their entire health-
care network, and the existing implementations appear
to remain focused on care management at the expense
of patient wellness. The value of focusing equally on
promoting wellness (although an underappreciated
nuance in the implementation of a PCMH) is a critical
factor in effectively leveraging the PCMH model to im-
prove clinical outcomes and the US healthcare system.

The PCMH model, as its name suggests, is centered
on the patient. The underlying thought is that if a
comprehensive, longitudinal view of a patient is taken
throughout a patient’s lifespan, the patient’s health
could be better “managed” and better aligned with best
medical practices. It is well documented that physi-
cians do not consistently or frequently apply evidence-
based, recommended care to patients. Therefore, a
major goal of the PCMH model is to improve the con-
sistent application of evidence-based guidelines and
best practices,” by making longitudinal information
about the patient available to providers and to
patients—including any risks and recommended
“intervention opportunities.” And although adherence
to best practices in disease management is crucial, the
PCMH model also focuses on preventing costly
episodes by promoting and incentivizing wellness.'”

The patient-centered medical home (PCMH) con-
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To effectively manage a patient’s health and promote
wellness, primary care physicians—designated as med-
ical homes—need to act as health “quarterbacks” or
“coaches.” In such a role, these physicians will assist in
aggregating a patient’s health information, making best
practices transparent, offering health education and
counseling, as well as coordinating the provisioning of
any healthcare services the patient may need. With
physicians spending significant time coaching and
making critical clinical decisions, these services will be
delivered with the support of care management nurses,
who will handle the majority of the information pro-
cessing and operational activity.%”

The PCMH model is an important innovation in care
delivery and has the potential to reduce medical and
administrative costs, while improving the quality of
care.! However, how to implement the PCMH model
within a care-delivery system remains unclear. Providers
need the requisite infrastructure and capabilities at their
locations to meaningfully participate in a PCMH.
Patients must be engaged over long periods of time in
proactively managing and improving their health.
Outcomes and quality must be objectively measured to
optimize the delivery of best possible patient care.

To realize the potential value of the PCMH, 3 distinct
stakeholders—patients, providers, and health plans—
must work in a collaborative way. Getting these stake-
holders synchronized (ie, aligned in their goals, using
interoperable tools, and collaborating on an operational
level) is no small feat but can be accomplished with the
smart application of technology. Bringing these 3 stake-
holder groups together on a common, collaborative
technology platform results in what some are beginning
to call the integrated PCMH.® The integrated approach
to the PCMH can best ensure that implementing a
PCMH model does not create additional administrative
burdens to health plans or provider organizations.

An integrated PCMH provides a framework for stake-
holders to collaborate in a transparent fashion, and
where quality, best practices, and outcomes are incen-
tivized.” The integrated PCMH also provides a pathway
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to transforming primary care providers en mass by quick-
ly being awarded a medical home designation.*

The key to deploying an integrated PCMH is an end-
to-end vertical integration of the care-delivery process—
that is, a process in which the provider network man-
agement, automation, information exchange, and
analytics solutions are tightly integrated with patient
and provider information. With so much complexity and
so many “moving parts” in the delivery of the PCMH
model, this end-to-end vertical integration is a practical
solution that enables effective coordination of care and
accurate measurement of quality: with such system inte-
gration, the provider network (eg, the health plan) can
bring economies of scale to even the smallest provider
offices to optimize the quality of care delivery.

The 5 key components for such an integrated
PCMH are:
® A source-of-truth for mapping medical home—desig-

nated providers, patients, as well as the associated

relationships with health plans and other medical pro-
fessionals; a central medical home fact checking is
critical for effectively identifying, managing, and com-
municating with medical homes and their networks

® A set of collaborative workflows that align stakehold-
ers with best practices, incentives, and quality mea-
sures reporting; these collaborative workflows help
each stakeholder understand where a given patient is
in the care-delivery process, potential intervention
opportunities, why certain interventions are being
emphasized, and what incentives are available for exe-
cuting specific interventions

® An infrastructure for clinical integration and distri-
bution of intervention opportunities, clinical refer-
ence content, education, alerts, and reminders. This
infrastructure allows all stakeholders to have access to
up-to-date, accurate patient information; it aligns
stakeholders and helps reduce or eliminate duplication
of procedures and tests

¢ Interoperable clinical applications and collaboration
tools to enable patients and physicians to engage in
medical home processes; these tools—which include
electronic medical records, e-prescribing, e-labs,
secure e-mail, personal health records, and document
management and exchange technology—can help
manage health information, assist with decision-mak-
ing, and improve communication between patients,
providers, and health plans

¢ Incentive management and analytics tools for model-
ing, setting, measuring, and rewarding incentives
based on quality measures and outcomes; these tools
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must span the entire PCMH delivery process and are

required for objectively evaluating and optimizing the

performance of a medical home.

When considering the multiplicity of stakeholders,
information, software systems, and knowledge that has
to be coordinated in the context of a PCMH model,
implementing a medical home pilot and scaling it to a
full-blown network may seem a daunting task. The inte-
grated PCMH offers a real-world solution for deploying
a scalable and flexible infrastructure for the management
of this emerging care-delivery model.

Early evaluations of the PCMH model show promis-
ing, albeit inconclusive, outcomes.”® The integrated
PCMH model offers a practical road map for deploying
a management system that will enable objective mea-
surement of PCMH performance and outcomes.
Although the jury is still out on the ultimate value of
the PCMH, deploying an integrated PCMH system can
help position PCMH pilots in a way that enhances
their flexibility and scalability to support full-scale net-
work transformation. W
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