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WhatWhat’’s Wrong with our Health Care s Wrong with our Health Care 
System?System?

Cost = QualityCost = Quality
16% of GDP16% of GDP
2X all other developed nations2X all other developed nations
Ranked 19Ranked 19thth in all quality health indicators (OECD in all quality health indicators (OECD 
Report)Report)
Life expectancy for all demographics rank among Life expectancy for all demographics rank among 
the bottomthe bottom
The Uninsured: In this, the richest country in the The Uninsured: In this, the richest country in the 
world, there are 50 million uninsured people.world, there are 50 million uninsured people.



Current Health Care ModelCurrent Health Care Model
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Tuning the Tuning the YugoYugo

Disease ManagementDisease Management
Population HealthPopulation Health
P4PP4P
PBBPBB
Balance Score CardsBalance Score Cards
LSSLSS
MicrosystemsMicrosystems





Primary Care: WhatPrimary Care: What’’s My Role?s My Role?

What are your Challenges?What are your Challenges?
StaffingStaffing
Information ManagementInformation Management
System SupportSystem Support
FundingFunding
Patient and Staff BuyPatient and Staff Buy--InIn
Facilities LimitationsFacilities Limitations
………………..others..others



Medical Home Model of CareMedical Home Model of Care

Holistic ApproachHolistic Approach
Partnership with Patients and FamiliesPartnership with Patients and Families

ComprehensiveComprehensive
Spectrum from wellness to end of lifeSpectrum from wellness to end of life

CoordinatedCoordinated
Team ApproachTeam Approach

PatientPatient--CenteredCentered
Enhanced AccessEnhanced Access
Consistent Consistent PCMPCM ContinuityContinuity
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Source: Southcentral Foundation, Anchorage AK



Parallel Work Flow DesignParallel Work Flow Design
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Health Care Delivery TeamHealth Care Delivery Team
Team Concept (Clinical Team Concept (Clinical MicropracticeMicropractice): IM, FM, Non): IM, FM, Non--Physician Physician 
Provider, RN, Provider, RN, LPNLPN and clerical supportand clerical support

Collaborative: All members engaged in preventive and chronic carCollaborative: All members engaged in preventive and chronic caree
Team members work up to level of trainingTeam members work up to level of training

Integrated care model:Integrated care model:
Behavioral Health into the delivery system.Behavioral Health into the delivery system.
Self management Support Self management Support 

Proactive preventive and chronic careProactive preventive and chronic care
Appointing: Data driven and patientAppointing: Data driven and patient--centeredcentered

CoordinationCoordination



Population HealthPopulation Health

Clinical Clinical MicropracticeMicropractice::
Responsible for manageable populationResponsible for manageable population
Reports and Daily Action ListsReports and Daily Action Lists

Disease ManagementDisease Management
Preventive CarePreventive Care
CoordinationCoordination

Quality Health MetricsQuality Health Metrics
Promote Best PracticesPromote Best Practices



Improved Access to Care Improved Access to Care 
Point of Care AppointingPoint of Care Appointing

Subspecialty careSubspecialty care
Ancillary servicesAncillary services

Point of Care Behavioral Health Point of Care Behavioral Health 
Removing barriers to obtaining necessary interventionsRemoving barriers to obtaining necessary interventions

Chronic/Preventive CareChronic/Preventive Care
Proactive appointingProactive appointing

Open AccessOpen Access
Patients are seen when they need to be and when they want Patients are seen when they need to be and when they want 
to beto be



PatientPatient––Centered CareCentered Care
Patient advisory councilPatient advisory council

Medical Home planningMedical Home planning
LongitudinalLongitudinal

Evidence based designEvidence based design
Optimal Healing environmentOptimal Healing environment

Improved accessImproved access

Reduced wait times / Increased Patient SatisfactionReduced wait times / Increased Patient Satisfaction

Encourage patient and family self managementEncourage patient and family self management



IT RequirementsIT Requirements

Clinic Level Actionable DashboardClinic Level Actionable Dashboard
Population ManagementPopulation Management
Adaptable and FlexibleAdaptable and Flexible
Local Control of Data Local Control of Data 

Secure, WebSecure, Web--Based Personal Health RecordBased Personal Health Record
Patient communication portalPatient communication portal
Virtual office visits / CheckVirtual office visits / Check--in capabilityin capability
Self management toolsSelf management tools
Personal Health RecordPersonal Health Record

Evidence Based Medicine: Point of CareEvidence Based Medicine: Point of Care
Decision SupportDecision Support

Quality Improvement / Systems Competency ToolQuality Improvement / Systems Competency Tool



Medical Home Management Portal



Medical Home Management Portal



Medical Home Management Portal
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1. Flexible communication

3. Patient record sharing

2. Messaging tools

Web-Based Personal Health Record
Colleague to Colleague Connectivity



Evidence Based Medicine: Point of CareEvidence Based Medicine: Point of Care



PCM Continuity 
13 Sep 08 – 3 Jan 09



PCM Continuity: Teams 3&4

Source: CDR Maureen Padden, Deputy Commander NCA



Days To Third Next Available
Medical Homes vs. Non Medical Homes

Days to Third 
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Results

• Medical Home Team HEDIS statistics from 
50% to 90%

– Hemoglobin A1C done
– LDL done
– Mammogram done

• NNMC Results as a whole improved
– Mammograms
– Colorectal  Cancer Screening
– Hemoglobin A1C done
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Things to ConsiderThings to Consider
Culture Change: DonCulture Change: Don’’t Underestimatet Underestimate

Training and Team BuildingTraining and Team Building
Success depends on work flow modificationSuccess depends on work flow modification

IT systems developed to support work flowIT systems developed to support work flow
Productivity: Does is Matter?Productivity: Does is Matter?

How do we Measure Nontraditional Care?How do we Measure Nontraditional Care?
Staffing Model: What is Optimal?Staffing Model: What is Optimal?
Transformation: Where to StartTransformation: Where to Start

Based on Patient DemographicsBased on Patient Demographics
Wellness focus: Not Separate from Primary CareWellness focus: Not Separate from Primary Care





DiscussionDiscussion



Outcome MeasuresOutcome Measures
WhereWhere’’s the evidence!s the evidence!



Health Care UtilizationHealth Care Utilization
As proportions of 
primary care physicians 
increases, health care 
utilization decreases. 

Inpatient hospitalizations
Emergency department 
visits
Total surgeries
*Controlled for 
population and physician 
variables

Kravet SJ, et al.  Health care utilization and the proportion of 
primary care physicians. Am J Med. 2008 Feb;121(2):142-8.



Outcomes/Cost
Patients with severe chronic diseases who live in states that rePatients with severe chronic diseases who live in states that rely ly 
more on primary care have: more on primary care have: 

Lower Medicare spending Lower Medicare spending 
Inpatient reimbursements and Part B paymentsInpatient reimbursements and Part B payments

Lower resource inputs Lower resource inputs 
Hospital beds, ICU beds, total physician labor, primary care labHospital beds, ICU beds, total physician labor, primary care labor, and or, and 
medical specialist labor medical specialist labor 

Lower utilization ratesLower utilization rates
Physician visits, days in ICUs, days in the hospital, and fewer Physician visits, days in ICUs, days in the hospital, and fewer patients seeing patients seeing 
10 or more physicians10 or more physicians

Better quality of careBetter quality of care
Fewer ICU deaths and a higher composite quality scoreFewer ICU deaths and a higher composite quality score

Dartmouth Atlas of Health Care, Variation among States in the Management of Severe Chronic Illness, 2008



MH Success Stories
Denmark has organized its entire health care system around Denmark has organized its entire health care system around 
patientpatient--centered medical homes, achieving the highest patient centered medical homes, achieving the highest patient 
satisfaction ratings in the world.satisfaction ratings in the world.

Primary care physicians are highly accessible and supported by Primary care physicians are highly accessible and supported by 
an outstanding information system that assists them in an outstanding information system that assists them in 
coordinating care. coordinating care. 

Among Western nations, Denmark has among the lowest per Among Western nations, Denmark has among the lowest per 
capita health expenditures and highest primary care rankings.capita health expenditures and highest primary care rankings.

C. Beal, et al. Closing the Divide: How Medical Homes Promote Equity in Health Care:
The Commonwealth Fund 2006 Health Care Quality Survey, The Commonwealth Fund, June 2007 



MH Success Stories

The North Carolina Medicaid program enrolls The North Carolina Medicaid program enrolls 
recipients in a network of physicianrecipients in a network of physician--directed directed 
medical homes.medical homes.

In 2004 an upfront $10.2 million investment In 2004 an upfront $10.2 million investment 
saved $244 million in overall healthcare saved $244 million in overall healthcare 
costs. costs. Similar results were seen in 2005 and Similar results were seen in 2005 and 
2006. 2006. 

*www.patientcenteredprimarycare.org



The Bottom Line
Care delivered by primary care physicians in a Care delivered by primary care physicians in a 
PatientPatient--Centered Medical Home is consistently Centered Medical Home is consistently 
associated with associated with 

Better outcomesBetter outcomes
Reduced mortalityReduced mortality
Fewer hospital admissionsFewer hospital admissions
Lower utilizationLower utilization
Improved patient satisfactionImproved patient satisfaction
Lower CostLower Cost



Containing Cost
Long Term Thinking!

Increased up front costs with long term improvements 
in outcomes and ultimate cost savings

Prevention and Wellness First!

Chronic Care Management
Proactive management of chronic conditions with evidenced 
based outcome data

Reduced complication rates improve morbidity and mortality 
Long term reductions in health care costs


