The Patient-Centered Medical Home:

Building a Better Health Care System

Presentation Tips and Speaker’s Notes

When giving this presentation:

· This presentation offers a broad range of information and talking points. Draw from this resource information that best suits your objectives, the venue for the presentation, audience size and time frame.

· Don’t attempt to cover too much ground in one session. Keep in mind that your audience is likely to recall no more than four to six key points from your presentation.

· Personalize the material to reflect your style and experiences. Make changes to the slides so that the visuals complement your presentation.  Feel free to change background color and add images, graphics and other elements.

· Encourage questions from the audience throughout your presentation. 

· Consider using this presentation at your next Family Medicine Interest Group event, new student orientation, clerkship orientation, summer preceptorship activity, medical student conference, chapter meeting and/or residency fair.

· Be sure you are in touch with the unique needs and specific concerns of your audience and craft your objectives accordingly.
· Build in time for group discussion at the end of the presentation.

· Keep track of the nature of the questions and schedule additional activities that allow students and family physicians to discuss topics/questions more in depth.

· Utilize the pre- and post-assessment tools provided to collect feedback and refine your presentation.

Forward student and presenter feedback to Ashley DeVilbiss, MPA, (adevilbi@aafp.org) or Amy McGaha, MD, (amcgaha@aafp.org) in the AAFP ’s Division of Medical Education.  

Slide 1 – Introduction to PCMH
Before we get started I would like for you to think about what you have already seen and experienced in the field of medicine.  What sorts of questions are you hearing from the many stakeholders about health care reform?

Slide 2 – Objectives
Consider asking the audience if there are other things they would like to specifically address in this presentation.  

Slides 3 &4 – Patients today are savvy consumers of health care.  

Patients expect to have online access to physicians and office staff, especially email

Access means 24/7—perhaps not to the physician or a real person but the ability to communicate via email or to set appointments

Convenience= same day appointments, setting up appointments on line, early morning and/or evening and weekend appointments

Coordination=obtaining lab results, films, referrals, should not rest on the patients’ shoulders

Responsiveness=make sure the patient is the priority, return phone calls, emails, etc.

Slide 5 – Family Medicine is leading the way to make health care more patient-centered.
This is at the forefront of dialogue in the family medicine organizations.  As the physicians on the front lines of care for patients and communities, family physicians believe that the patient should be the center of care, not the physician or the health care system.  

Slides 6, 7 and 8 –Health Care Reform
Patients and patient advocacy groups, employers and purchasers of insurance, federal and state government, and the health care system (physicians, nurses, insurance companies, hospitals, pharmacists) are have concerns about the health care system.  The issues at hand include improving the quality of health care, improving efficiency in health care delivery, controlling the astronomical rise of health care costs, establishing a patient-friendly system, improving access for both insured and uninsured patients, and better using technology to facilitate health care delivery.  Both Barack Obama and Newt Gingrich have stated, “We do a better job tracking a FedEx package in this country than we do tracking a patient's health records.”
Slide 9 – The value of a primary care based health care system
Cancer prevention, behavior modification, and control of chronic diseases are some of the ways in which primary care improves the health of individuals.  
When we examine medical outcomes related to primary care we find:

U.S. adults and children who have a regular source of primary health care have better health outcomes than those who don’t.4,5  An increase in the proportion of physicians who practice primary care leads to earlier detection of several types of cancer including cancer of the breasts, colon, cervix and skin.6-8  Having a primary care physician reduces mortality due to cardiovascular and pulmonary diseases. 8  States that have more primary care doctors have lower death rates.5  Primary care decreases hospital admission rates and decreases emergency room utilization for children and adults.10-13

Countries that emphasize primary care have better population health [as measured by longevity, infant mortality and patient satisfaction] at lower costs.9

Researchers who have examined the potential impact of primary care on health care spending in the United States estimate that the nation would save $67 billion dollars per year if every American used primary care physicians as their usual source of care.14
Slide 10 – History of the PCMH Concept
This concept was introduced by the American Academy of Pediatrics and referred to a central location for medical records, particularly for children with chronic illnesses.  The concept was expanded in 2002 to include many of the concepts that are congruent with the findings of the Future of Family Medicine report.  (www.aafp.org/ffm)  The PCMH model seeks to integrate these concepts into a health care delivery model that is determined by what patients want and need.  
Slides 11 &12 – Joint Principles of the PCMH and Supporting Organizations
These “Joint Principles” were initially adopted by the four founding organizations mentioned in the previous slide.  Many other organizations have also signed on to these principles as the core representation of what health care delivery should and must become.  (www.pcpcc.net)  

Slide 13 – The Patient Centered Medical Home

This graphic is a model representation of the concepts of the PCMH.  We will talk about each building block to better understand how practices are changing to implement this model.  
Slide 14 –   Quality Measures
First, quality measures are “Built In” to the PCMH.  Practices are continually taking steps to measure and improve their clinical and service quality including feedback from their patients -- they live a culture of improvement.  Staff learn from each other through a systematic and disciplined approach, such as regular team meetings.  The practice installs reliable systems (e.g. to track lab results, referrals and transitions in care) and 

Uses check lists, reminders and evidence-based point of care decision support tools. 

THINK OF AN EXAMPLE WHERE YOUR PRACTICE HAS GATHERED INFORMATION TO IMPLEMENT A QUALITY IMPROVEMENT PROJECT.

Slide 15- Patient Experience
Patients want access to comprehensive primary care when they need it, when it’s convenient for them, that’s personalized and coordinated for them.  Every interaction with the patient becomes truly PATIENT CENTERED.  A PCMH creates the opportunity and support for patients to engage in their own care and in shared decision-making.   The practice builds in same day access and 24/7 coverage.  The practice innovates with new approaches to engage patients such as group visits and on-line services. 

GIVE AN EXAMPLE OF A PATIENT INTERACTION THAT WAS NOT PATIENT-CENTERED (eg-sending a patient to the emergency department for a non-emergent issue, or when a patient couldn’t get care that they needed because of “hassle”.)  IDENTIFY WAYS THAT YOUR PRACTICE IS LOOKING TO SEE THE PATIENT EXPERIENCE FROM THE PATIENT’S PERSPECTIVE.  
Slide 16 – Practice Organization
Business management systems are in place to assure disciplined financial management; disciplined personnel management; and disciplined and reliable processes to manage clinical care.  A MH like any other business has to be built on a strong financial base in order to be sustainable and invest in itself.   Secondly, a practice-based care team with effective leadership, communication and task delegation is essential.  Thirdly, a disciplined, pro-active, systematic approach to wellness promotion, disease prevention and care coordination is another essential component of the MH.  GIVE EXAMPLES FROM YOUR CURRENT PRACTICE.  WHAT ARE THE WAYS THAT TEAM MEMBERS WORK EFFECTIVELY TOGETHER TO IMPROVE QUALITY, EFFICIENCY, AND ACCESS FOR PATIENTS.  
Slide 17 – Health Information Technology
Technology is the engine that propels many functions critical to an effective medical home.  Technology facilitates a variety of essential information-driven functions in a MH:  business and clinical processes (e.g. intra-office electronic messaging, clinical results and test tracking); connectivity and patient communication (e.g. e-prescribing, patient portals, and clinical messaging with patients); evidence-based medicine support (e.g. point of care clinical decision support and clinical reminders); population management (e.g. patient registries); and, a fully implemented MH a full-function electronic health record system serves as the practice’s central nervous system. 
Slide 18 – Great Outcomes
When all of these elements come together, this is a model that is good for patients, physicians, practices, and employers/purchasers of insurance.

Slide 19 – The Patient Centered Medical Home

Please note that our PCMH is built on a foundation of Family Medicine.  Let’s talk for a bit about how family medicine is uniquely positioned for this model of health care reform and how this model of health care delivery addresses those 6 important health reform issues that we discussed in the beginning.  

Slides 20 & 21–The PCMH Model in Action: North Carolina Model
The North Carolina Community Care Collaborative is an initiative that was targeted to improve the quality of care in North Carolina Medicaid patients with asthma and diabetes.  The results of this initiative showed not just significant improvement in the quality outcomes in participating patients, but also significant financial savings.  The key to this program was better investment in the primary care infrastructure by enrolling patients into a “medical home”.  
Slide 22 – PCMH Model in Training

It is not enough to just look at what is being done in physician practices.  How are physicians in training programs learning these skills that will prepare them to practice in this new model of care?  The P4 Initiative is one example of residency programs developing innovations in training and family medicine practice.  There are numerous examples of residency programs developing training innovations that are in concordance with the Joint Principles of the PCMH.  

Slide 23 – PCMH and Health Care Reform
Many leaders in Family Medicine would emphasize that innovations in the way that primary care medicine is delivered and investments in the nation’s primary care infrastructure must include dialogue about how to effect change at the local, state, and national level.  The PCMH model has implications at all levels: how do individual practices and physicians need to change, what are the regional programs that should be developed to more effectively deliver care, and what are the national policies that should be in place to invest in primary care infrastructure and in giving patients what they need.  
Slide 24 – Family Physicians and the PCMH

Because family physicians are trained to provide comprehensive care and care for all patients, they are uniquely prepared to be the leaders of PCMH practices, which form the foundation for health care renovation.  Family physicians have been proven to improve the effectiveness and efficiency of care by providing well-coordinated, comprehensive care for patients.  

Slide 25 – Family Physicians, how we provide care

Family physicians recognize and manage complicated acute and chronic diagnoses including diabetes, heart disease, hypertension, anxiety, depression, obesity and cancer. Helping patients and their families prevent the onset of these complex diseases is an area in which family physicians excel.  Sometimes, family physicians focus on the needs of very specific kinds of patients and have the option of pursuing additional expertise and training through fellowships in areas such as geriatrics, sports medicine, palliative care, preventive medicine, and international medicine, to name a few.
Slide 26 – Family Physicians, how we view patients

Family physicians are trained to go beyond the routine family medical history and to use tools such as genograms to gain a better understanding of a patient’s situation. These tools and FPs' orientation to the whole person help a family physician know how family patterns and imbalances might affect illness management and reveal sources of support that may inhibit or contribute to well being.  Family physicians integrate biomedical and psychosocial factors into every patient visit often spending time with the patient discussing issues that may not have anything to do with their current complaint.

Include examples from your experience such as a time when the patient’s chief complaint was not the true reason for their visit and how you arrived at what was really on the patient’s mind, how your ability to identify the true reason for the visit affected how much the patient trusted you.
Slide 27 – Family Phyisicians, who we care for
Family physicians care for people and families of all ages. Family physicians emphasize wellness, disease prevention, and evidence-based medical interventions; they are always aware of the psychological and social dimension of their patients’ lives.

Family physicians are important because they:21,22

• Care for a wide variety of medical problems,

• Coordinate care with other health professionals,

• Prioritize from a broad agenda to meet their patients’ needs,

• Practice patient-centered medicine,

• Provide care to individuals within the context of family and community,

• Develop relationships over time and multiple patient visits,

• Perform a significant amount of patient education,

• Tailor messages about health habits to high-risk patients,

• Use illness visits as opportunities for prevention, and

• Use patient visits and opportunities to identify mental health problems.
Slide 28 – Primary Care Delivers Better Health Outcomes

When we examine medical outcomes related to primary care we find:

· U.S. adults and children who have a regular source of primary health care have better health outcomes than those who don’t.4,5  An increase in the proportion of physicians who practice primary care leads to earlier detection of several types of cancer including cancer of the breasts, colon, cervix and skin.6-8  Having a primary care physician reduces mortality due to cardiovascular and pulmonary diseases. 8

· States that have more primary care doctors have lower death rates.5

· Primary care decreases hospital admission rates and decreases emergency room utilization for children and adults.10-13

· Countries that emphasize primary care have better population health [as measured by longevity, infant mortality and patient satisfaction] at lower costs.9

· Researchers who have examined the potential impact of primary care on health care spending in the United States estimate that the nation would save $67 billion dollars per year if every American used primary care physicians as their usual source of care.14

To put the cost/quality value of primary care into context:

· U.S. health spending per person is twice the average of that in Britain, Canada, France, Germany, and Italy -- countries that support and emphasize primary care and have better health rankings.15,16

· In 2001, as many as 2.2 million Americans and their dependents experienced medical bankruptcy; more than 75 percent of them had health insurance at the onset of the bankrupting illness. High medical bills contribute to the majority of medical bankruptcies.18

· In the United States, one-third of excessive costs is attributed to performance of unnecessary and non-indicated procedures.5
Slide 29 – The PCMH as a Preferred Model of Care

Change to the health care system is coming.  Who will be the decision-makers in this reform?  What are the elements that should be highly valued and preserved?  What should be changed or eliminated?  What model of health care is sustainable and preferred for society?  

Slide 30 – Explore Family Medicine

There are many resources to assist your research about PCMH and family medicine.  

Anticipated Questions and Themes from Students

1. How is the healthcare system changing?  What are the priorities for change?

a. Quality

b. Efficiency

c. Cost

d. Patient-friendly

e. Access

f. Automation

2. How does the PCMH model affect these priorities for change?

a. This model promises to deliver better patient care, improve patient and physician satisfaction, and control costs for a more sustainable health care system.

3. Why isn’t everyone in primary care already doing this?  How is this different from practice today?

a. The practice of medicine has traditionally relied on the independent work of individuals in a one-on-one setting.  This model of “15-minutes to address all your health needs” is not conducive to health education and promotion, lifestyle change, answering patients’ needs, or gaining an in-depth understanding of all of the influences on a patient’s health.  This new model of care puts more emphasis on teamwork, systems-improvement, and continuity of care that better serves the needs of patients.  Physicians are more satisfied when they have all the necessary information at their fingertips so they can focus their attention and energy on the effective practice of medicine for the patient in front of them, rather than repetition of unnecessary tasks.  

b. Practices that put the physician, the staff or the practice before the needs of the patient will not be successful in implementation of the PCMH model.  This may mean the development of flexible practice schedules to improve patient access, or reviewing practice policies that put the needs of staff before patients.  It also means clearly communicating with patients how they can effectively access care (e.g., online prescription renewal requests that go directly to the physician for approval and then to the pharmacy.  Many current practices rely on multiple telephone messages that must be relayed between practice staff before approving a medication already prescribed for the patient.)  
c. Other innovations such as effective EHRs, group visits, online appointments, patient care email, and home visits (a “new” old idea), require infrastructure that must be built—and this can require time and money.  PCMH advocates believe that local, state, and national policies to support these innovations should be implemented as this is an investment that leads to long-term cost savings and efficiency.

4. How can I recognize whether a clinic or practice is adopting the principles of the PCMH? How do I evaluate a residency program or practice for PCMH characteristics?  

a. The practice checklist at www.aafp.org/pcmh can be used to identify what PCMH elements are in place.  

5. Advocacy is critically important.  What are the ways that student can get involved, and what are the messages we should convey?

References

1. Cherry DK. National Ambulatory Medical Care Survey: 2002 Summary. Advance Data from Vital and Health Statistics; No. 346, Hyattsville, Maryland: National Center for Health Statistics. 2004.

2. National Ambulatory Medical Care Survey: 2005 Summary. Advance Data from Vital and Health Statistics.

3. National Ambulatory Medical Care Survey: 2004 Summary. Advance Data from Vital and Health Statistics.

4. Baicker K, Chandra A. Medicare Spending, The physician workforce, and beneficiaries' quality of care. Health Aff. Jan-Jun; Suppl Web Exclusives: w4-184-97.

5. Starfield B, Shi L, Grover A, Macinko J. The effects of specialist supply on populations' health: Assessing the evidence. Health Aff. March 15, 2005.

6. Ferrante JM, Gonzales EC, Pal N, Roetzheim RG. Effects of physician supply on early detection of breast cancer. J Am Board Fam Pract. 2000; 13:408-414.

7. Roetzheim RG, Pal N, Van Durme DJ, Wathington D, Ferrante JM, Gonzalez EC et al. Increasing supplies of dermatologists and family physicians are associated with earlier stage of melanoma detection. J Am Acad Dermatol. 2000; 43(2 Pt 1):211-218.

8. Campbell RJ, Ramirez AM, Perez K, Roetzheim RG. Cervical cancer rates and the supply of primary care physicians in Florida. Fam Med. 2003; 35(1):60-64.

9. Macinko J, Starfield B, Shi L. The contribution of primary care systems to health outcomes within organization for economic cooperation and development (OCED) countries, (1970-1998). HSR: Health Service Research. 2003; 38(3): 831-865.

10. Bindman AB, Grumbach K, Osmond D, Komaromy M, Vranizan K, Lurie N et al. Preventable hospitalizations and access to health care. JAMA. 1995; 274(4):305-311.

11. Wasson J, Sauvigne A, Mogielnicki R. Continuity of outpatient medical care in elderly men: A randomized trial. JAMA. 1984; 252(17):2413-17.

12. Hochheiser LI, Woodward K, Charney E. Effect of the neighborhood health center on the use of pediatric emergency departments in Rochester, New York. N Engl J Med. 1971;285:148-152.

13. Hurley RE, Freund DA, Taylor DE. Emergency room use and primary care case management: Evidence from four medicaid demonstration programs. Am J Public Health. 1988; 79:843-846.

14. Spann SJ. Report on financing the new model of family medicine. Ann Fam Med. 2004 Dec 2; 2 Suppl 3:S1-21.

15. Starfield B. Is US health really the best in the world? JAMA. 2000; 284(4): 483-5.

16. Starfield B. Primary care and health. A cross-national comparison. JAMA. 1991; 266(16):2268-71.

17. Phillips RL, Green LA, Fryer GE, McCann J. The new model of primary care:Knowledge bought dearly. American Academy of Family Physicians. 2004.

18. Himmelstein DU, Warren E, Thorne D. Woolhandler. Illness and injury and contributors to bankruptcy. Health Aff Web Exclusive. Feb 2005.

19. Mold JW, Fryer GE, Phillips RL, Dovery SM, Green LA. Family physicians are the mainsource of primary health care for the Medicare population. Am Fam Physician. 2002;66:2032.

20. Biola H. Green LA, Phillips RL, Guirguis-Blake J, Fryer GE. The U.S. primary care physician workforce: Undervalued service. Am Fam Physician. 2003; 68:1486.

21. Stange KC, Jaen CR, Flocke, SA, Miller WL, Crabtree BF, Zyzanski SJ. The value of a family physician. J Fam Pract. 1998: 45 (5): 363-368.17

22. Stange KC, Zyzanski SJ, Jaen CR. Callahan EJ, Kelly RB, Gillander WR et al. Illuminating the “black box’. A description of 4454 patient visits to 138 family physicians. J Fam Pract 1998; 46(5): 377-389.

23. Garibaldi RA, Popkave C, Bylsma W. Career plans for trainees in internal medicine residency programs. Acad Med. 2005; 80: 507-512.

24. Backer LA. Caring for children: Re-examining the family physicians role. Fam Pract Management. 2005 July/Aug; (12) 7; 45-52.

25. Randolph GD, Pathman DE. Trends in the rural-urban distribution of general pediatricians. Pediatrics. 2001 Feb; 107 (2): E18.

26. Freed G. Fant, K. Hahra T, et al. Internal medicine-pediatrics physicians: Their care of children versus care of adults. Acad Med. 2005 September; 80:858-864.

27. Martin JC, Avant RF, Bowman MA, et al. The Future of Family Medicine: A collaborative project of the family medicine community. Ann Fam Med. 2004 Mar-April; 2 Suppl 1:53-32.

28. Campos-Outcalt D, Lundy M, Senf J. Outcomes of combined internal medicine-pediatrics residency programs: A review of the literature, Acad Med. 2002; 77:247-256.

29. Frohna JG, Melgar T, Mueller C, Borden S. Internal medicine-pediatrics residency raining: Current program trends and outcomes. Acad Med. 2004: 79: 591-596.

30. AAFP Facts About Family Practice. 2006. http://www.aafp.org/x530.xml

31. Terry K. Jobs 2004. Primary care outlook. Med Econ. 2004 May 21;81(10):84-7.

32. Terry K. How hard are you working? Med Econ. 2004 Oct 8;81(19): 30-4.

33. Maresh OK. Part-time practice: making it work. Fam Pract Management. 2004 Jun;11(6):45-50.

34. 2004 review of physician recruitment incentives. Merritt, Hawkins & Associates. 2005

35. Carter J. What makes a high earning family physician? Fam Pract Management. 2005 July/August 12(7):16-20.

36. Primary Care Health Professional Shortage Area Maps. Robert Graham Center for

http://www.graham-center.org/maps.xml. Accessed August 4, 2005.

37. Green LA, Dodoo MS, Ruddy G, et al. The physician workforce of the United States: A family medicine perspective. The Robert Graham Center. October 2004. www.grahamcenter.org/Prebuilt/physician_workforce.pdf. 
38. Reschovsky JD, Staiti, AB. HSC Community tracking study physician survey, Center for Studying Health Systems Change. Issue Brief No. 92. January 2005. http://www.hschange.org. Accessed July 16, 2005. 
39. Croasdale M. AMA sees physician supply tightening in specialty areas. Amednews.com, Accessed July 2005.

40. Jolly, P. Medical school tuition and young physicians’ indebtedness. Health Aff. 2005:23(2) 527-535.

41. Morrison G. Mortgaging our future-The cost of medical education. N. Engl J Med. 2005. 352;2. 117-119.

42. Croasdale M. AMA sees physician supply tightening in specialty areas. Amednews.com. Accessed July 2005.
43. Terry K. Exclusive survey: Doctors and EHRs. Med Econ. 2005, January 21.

44. Merritt Hawkins and Associates. 2007 Review of Physician and CRNA Recruiting Incentives. Oct 2007.

45. Jolly, P. Medical School Tuition and Young Physician Indebtedness- An update to the 2004 Report. AAMC 2007.

