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Personal Path to Competency 

ÅUnderstand the system of care. 

ÅCritique the system of care. 

ÅImprove the system of care. 





ά¢Ƙƛƴƪ ŀōƻǳǘ ǘƘŜ ƴŜŜŘǎ ƻŦ ǘƘŜ ǇŀǘƛŜƴǘǎΧ²Ŝ ǿŀƴǘ ǘƻ 
ƘŜŀǊ ŀ ǎǘǊƻƴƎ ǎǘƻǊȅ ǘƘŀǘ ǎǘŀǊǘǎ ǿƛǘƘ ǇŀǘƛŜƴǘǎΦέ 

Richard Gilfillan, MD 
Director, Center for Medicare and Medicaid Innovation (CMMI) 



Learning Objectives 

After attending this session, participants will be prepared to: 

Å Articulate an evidence-ōŀǎŜŘ ŘŜŦƛƴƛǘƛƻƴ ƻŦ άtŀǘƛŜƴǘ /ŜƴǘŜǊŜŘ aŜŘƛŎŀƭ 
IƻƳŜΦέ 

Å Describe the 4 evidence-based components of a PCMH-based healthcare 
system capable of providing the highest value services, and translating 
ǘƘƻǎŜ ǎŜǊǾƛŎŜǎ ƛƴǘƻ άaŜŀƴƛƴƎŦǳƭ ¦ǎŜέ ŘŀǘŀΦ  

Å Describe the critical components identified in the peer reviewed 
ƭƛǘŜǊŀǘǳǊŜ ƻƴ t/aI ǘƻ ŘŀǘŜ ǿƘƛŎƘ ŘƛǎǘƛƴƎǳƛǎƘ ǘƘŜ Ƴƻǎǘ ǎǳŎŎŜǎǎŦǳƭ t/aIΩǎ 
ŦǊƻƳ ƻǘƘŜǊ b/v! [ŜǾŜƭ о t/aIΩǎΦ  

Å Describe models for both prospective and retrospective payment for 
PCMH services in the context of delivering Meaningful Use metrics and 
9ϧa ŎƻŘƛƴƎ ǘƻ ǇŀȅŜǊǎ ŀƴŘ !/hΩǎ ŦƻǊ t/aI ǎŜǊǾƛŎŜǎ ǇǊŜǾƛƻǳǎƭȅ ƴƻǘ 
reported or reimbursed. 

  

 



¢ƘŜ άaŜŘƛŎŀƭ IƻƳŜέ 

ÅPersonal Physician: Longitudinal Relationship 

ÅCare Team : òTeam Organized Careò 

ÅPrimary Care: B. Starfieldôs ñ4 Pillarsò 

Whole Person Orientation 

 Coordination/Integration of Care 

  Quality/Safety 

   Enhanced Access 

    Financing 



Working Definition:  PCMH 
άLǘΩǎ ǘƘŜ ǇŀǘƛŜƴǘǎΣ ǎǘǳǇƛŘΧέ 

ÅJoint Principles of PCMH (2007). 

ÅNCQA Level 3 PCMH. 

ÅGroup Health Model (2009,2010). 

ÅNDP Care Team Model (2010). 

ÅDavid Margolius and Thomas Bodenheimer (2010). 

ÅMeaningful Use Matrix. 

Å/ŀƭƛŦƻǊƴƛŀ 9ƴŘƻǿƳŜƴǘ άIŜŀƭǘƘ IƻƳŜΣέ ŀƴŘ άмл 
hǳǘŎƻƳŜǎ ŦƻǊ /ƻƳƳǳƴƛǘȅ IŜŀƭǘƘΦέ 

http://www.calendow.org/healthycommunities/pdfs/T
en%20Outcomes.pdf 

 

http://www.calendow.org/healthycommunities/pdfs/Ten Outcomes.pdf
http://www.calendow.org/healthycommunities/pdfs/Ten Outcomes.pdf


Patient Centered Medical Home 2010 

The Patient Centered Medical Home Is: 

Å A Personal Physician Caring for You Over Time 

Åά¢ŜŀƳ hǊƎŀƴƛȊŜŘ /ŀǊŜέ tǊƻǾƛŘŜŘ ōȅ ŀ /ŀǊŜ ¢ŜŀƳ 

     ²ƛǘƘ ά!ŘŀǇǘƛǾŜ wŜǎŜǊǾŜΦέ 

ÅWhole Person Orientation. 

ÅCoordination and Integration of Care. 

ÅQuality and Safety. 

ÅEnhanced Access. 

ÅPayment for NCQA Level 3 Components. 



http://practice.aap.org/content.aspx?aid=2560 

 

99441 Telephone evaluation and management 

to patient, parent or guardian not originating from 

a related E/M service within the previous 7 days 

nor leading to an E/M service or procedure within 

the next 24 hours or soonest available 

appointment; 5-10 minutes of medical 

discussion   

99442      11-20 minutes of medical discussion 

99443      21-30 minutes of medical discussion 

99444 Online evaluation and management 

service provided by a physician to an established 

patient, guardian or health care provider no 

originating from a related E/M service provided 

within the previous 7 days, using the internet or 

similar electronic communications network  

http://www.qhmedicalhome.org/ind

ex.cfm 

 

http://practice.aap.org/content.aspx?aid=2560
http://www.qhmedicalhome.org/index.cfm
http://www.qhmedicalhome.org/index.cfm


IHI.org 
5ƻƴ .ŜǊǿƛŎƪΣ a5 ŀƴŘ ά¢ƘŜ ¢ǊƛǇƭŜ !ƛƳέ 

CMS 
ά{ŀǾƛƴƎǎ-.ŀǎŜŘ wŜƛƳōǳǊǎŜƳŜƴǘέ 

 
 

Å The Institute for Healthcare Improvement: 

ά¢ƘŜ LƳǇǊƻǾŜƳŜƴǘ aƻŘŜƭΦέ 

Å 5ƻƴ .ŜǊǿƛŎƪΩǎ ά¢ǊƛǇƭŜ !ƛƳέΥ 

1. Improve the health of the defined population. 

2. 9ƴƘŀƴŎŜ ǘƘŜ άtŀǘƛŜƴǘ /ŀǊŜ 9ȄǇŜǊƛŜƴŎŜΣέ ǘƘǊƻǳƎƘ άvǳŀƭƛǘȅΣέ 

ά!ŎŎŜǎǎΣέ ŀƴŘ άwŜƭƛŀōƛƭƛǘȅΦέ 

3. Reduce or at least control the per capita cost of care. 

Å Savings-Based Reimbursement: 
*Reduced Urgent Care/ER Visits 

*Reduced Hospital Admissions and Hospital Days 

*Reduced Hospital Readmissions 

*Reduced Unnecessary Advanced Diagnostics/Increased Facilitated Appropriate Studies 

*Reduced Unnecessary Specialist Visits/Increased E-Consultations and Appropriate 

   Specialist Co-Management and Visits όǎŜŜ /Φ CƻǊǊŜǎǘΩǎ ά¢ȅǇƻƭƻƎȅ ƻŦ {ǇŜŎƛŀƭƛǎǘ /ƭƛƴƛŎŀƭ wƻƭŜǎέύ. 



PCMH 2010 Is Not: 
 ÅThe Chronic Care Model. 

ÅClinics burdened with a disproportionate 
share of patients with complex and chronic 
disease.  
ÅThe implementation of the components of an 

NCQH Level 3 PCMH within an already 
overwhelmed, volume and face-to-face 
encounter driven clinic operation, without 
payment for all these components, without 
physician work-day redesign,  and without a 
ά¢ŜŀƳ hǊƎŀƴƛȊŜŘ /ŀǊŜέ ŀǇǇǊƻŀŎƘΦ  

     
 
 

 



Iƻǿ 5ƻ ²Ŝ 5ŜŦƛƴŜΣ ά{ǳŎŎŜǎǎέ ƛƴ IŜŀƭǘƘŎŀǊŜ wŜŦƻǊƳΚ 

Healthcare Value = Quality/Cost 
 

ÅIncreased ACCESS to high value care. 

ÅIncreased QUALITY of the care provided. 

ÅDecreased COST of the care provided. 



How Do We Achieve These Goals? 

Objective       Solution 
1.  Increased ACCESS       1.  Patient Centered Medical Home 

 

2.  Increased QUALITY       нΦ  .ŀǊōŀǊŀ {ǘŀǊŦƛŜƭŘΩǎ 4 Pillars of Primary Care*, 

                Institute for Healthcare Improvement 

 

3.  Decreased COST                   3.  PCMH-Based Accountable Care Organizations: 

                                                           NDP Care Team Organization, Group Health Model 

*4 Pillars of Primary Care include: 

Å Immediate Access to Quality Care When Needed 

Å Personal Relationship with Provider/Care-Team Over Time 

Å Comprehensive Care 

Å Coordination of Care 

 



 Stewardship:  

±L{LhbΣ ±![¦9{Σ ŀƴŘ tǊƛƻǊƛǘƛŜǎΧ 

        

   Our Vision, Core Values, and Priorities are 
statements of who we are, who we plan to 
be, and how we relate to and support 
each other in the delivery of quality health 
care to our patients.  

  

 

 



What Will We Talk About? 
ÅRationing care more rationally. 

Åά{ǘǊŀǘŜƎƛŎ ŀƭƭƻŎŀǘƛƻƴ ƻŦ ǎŎŀǊŜ ǊŜǎƻǳǊŎŜǎΦέ 

 



5ŜŦƛƴƛƴƎ ά[ƛƴƪŀƎŜέ 

ά[ƛƴƪŀƎŜ ƛǎ ŘŜŦƛƴŜŘ ŀǎΥ ŎƻƴƴŜŎǘƛƴƎ ǘƘŜ ŎƘƛƭŘ ǘƻ 
needed services and supports while also 
ǎǘŀȅƛƴƎ ŎƻƴƴŜŎǘŜŘ ǘƻ ǘƘŜ ŎƘƛƭŘΦέ 

 



! ¢ȅǇƻƭƻƎȅ ƻŦ {ǇŜŎƛŀƭƛǎǘǎΩ /ƭƛƴƛŎŀƭ wƻƭŜǎ 
in the Healthcare Delivery System 

 

CƻǊǊŜǎǘΣ /ƘǊƛǎǘƻǇƘŜǊ .Φ ά! ¢ȅǇƻƭƻƎȅ ƻŦ {ǇŜŎƛŀƭƛǎǘΩǎ /ƭƛƴƛŎŀƭ wƻƭŜǎΦέ  !ǊŎƘƛǾŜǎ ƻŦ 
Internal Medicine; 169(No. 11), June 8, 2009: pp. 1062-1068. 

 

Christopher B. Forest, MD, PhD 
/ƘƛƭŘǊŜƴΩǎ IƻǎǇƛǘŀƭ ƻŦ tƘƛƭŀŘŜƭǇƘƛŀ 

 

The California Healthcare Foundation 



! ¢ȅǇƻƭƻƎȅ ƻŦ {ǇŜŎƛŀƭƛǎǘΩǎ /ƭƛƴƛŎŀƭ wƻƭŜǎ 
and Associated Responsibilities 

CLINICAL ROLE RESPONSIBILITIES 

Cognitive Consultation Make recommendations 

Procedural Consultation Perform procedure 

Co-Management with Shared Care Share long-term management for 
ǇŀǘƛŜƴǘΩǎ ǊŜŦŜǊǊŜŘ ƘŜŀƭǘƘ ǇǊƻōƭŜƳ 

Co-Management with Principal Care Assume total responsibility for long-term 
management of referred health problem 

Primary Care {ŜŜ άaŜŘƛŎŀƭ IƻƳŜέ ƳƻŘŜƭ 

Forrest, Christopher B. ñA Typology of Specialistôs Clinical Roles.ò   

Archives of Internal Medicine; 169(No. 11), June 8, 2009: pp. 1062-1068. 

  



  ά9ǾŜǊȅōƻŘȅ 5ŜǎŜǊǾŜǎ ŀ CŀƳƛƭȅ 
5ƻŎǘƻǊέ 



The ACGME Outcome Project 

ÅPatient Care 

ÅMedical Knowledge 

ÅInterpersonal and Communication Skills 

ÅProfessionalism 

ÅPractice-Based Learning and Improvement 

ÅSystems-Based Practice 



Professional Competence 

The habitual and judicious use of 
communication, knowledge, technical skills, 
evidence-based decision-making, emotions, 

values and reflection to improve the health of 
the individual patient and the community. 

 
Richard M. Epstein, MD and Edward M. Hundert, MD 

 



Practice-Based Learning and Improvement 

    Practice-Based Learning and Improvement 
that involves investigation and evaluation of 
their own patient care, appraisal and 
assimilation of scientific evidence (EBM), and 
improvements in patient care (Continuous 
Performance Improvement, Utilization 
Management , Innovation Networks). 

 



   I.   Evidence-Based Medicine: 

   1. Develop A Focused Clinical Question. 

   2. Perform A Literature Search. 

   3. Perform A Critical Analysis.  

   4. Integrate the evidence with the patientôs unique 

       biology and values. 

    5. Reassess process to improve. 

       II. Innovation Networks  

 

 III.  Continuous Performance Improvement: 

       The ñPDSA Cycleò 
 Plan 

   Do 

    Study 

     Act 

      *Institute for Healthcare Improvement: 

        www.ihi.org ñHow To Improveò 

 

                 
 

http://www.ihi.org/


Innovation Networks: 
A Strategy to Transform Primary Care 

Å Margolis/Halfon, JAMA Oct 7, 2009, Vol 302, No 13, 
pp1461-62. 
ÅPractices Transformed: 
1. Early Developmental Screening and Intervention 

Learning Collaborative- 5 Counties in So. Cal. 
2. Diabetes Care- Risk-ōŀǎŜŘ LƴǘŜǊǾŜƴǘƛƻƴ ά/ŀǊŜ .ǳƴŘƭŜǎέ 
3. Asthma Care- 13,000 children 
4. Ulcerative Colitis Care- specialty care redesign 
5. Cystic Fibrosis Care- improved clinical outcomes on a 

National scale 



Improving Primary Care 

ÅWith each collaborative, practices reach goals more quickly. 

ÅPhysicians reached developmental screening goals after: 

Å12 months with the pilot collaborative 

Å10 months with the second collaborative 

ÅOnly 6 months with the third collaborative 

 

 

Use of prompting system for preventive 

care 

Developmental screening 

Monthly improvements in care ï 2010 Collaborative  
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At baseline, 11% of young children in practices 
received screens (ASQ or PEDS), increasing to 93%.  

At baseline, 7% of practices screened for maternal 
depression. The practices increased to 54%.  
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Rate of developmental screening Rate of maternal depression screening 

Rate of preventive services prompting 
system 

Total office systems in place 
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At baseline, 7% practices used a comprehensive 
care prompting system, increasing to 77%. 

At baseline, 2 of 16 evidence-based supportive 
office systems were in place, increasing to 11. 



Personal Knowledge 

ñInto every act of knowing there enters a  

passionate contribution of the person knowing  

what is known,  and this is no imperfection  

but a vital component in his knowledgeéò 
 



ά²Ŝ ƪƴƻǿ ƳƻǊŜ ǘƘŀƴ ǿŜ Ŏŀƴ ǘŜƭƭΦέ 
Å Training to evaluate the adequacy of theories and evidence which are the 

foundation of medical practice. 

Å Acts of judgment that cannot be reduced to following the rules of a 
specifiable protocol, or άǘŀŎƛǘ ƪƴƻǿƭŜŘƎŜέΦ 

Å hōƧŜŎǘƛǾŜ ƪƴƻǿƭŜŘƎŜ ŀƴŘ άǘŀŎƛǘ ƪƴƻǿƭŜŘƎŜέ ŀǊŜ ƭŜŀǊƴŜŘ ǘƘǊƻǳƎƘ 
apprenticeship to the practice of a truth-seeking community, rather than 
by reading a manual of technique. 

Å ¢ƘŜǎŜ άǇŜǊǎƻƴŀƭ ŀŎǘǎ ƻŦ ŘƛǎŎƻǾŜǊȅέ ŀǊŜ ǘƘŜƴ ƻŦŦŜǊŜŘ ŦƻǊ assessment and 
sifting within a competent community, whose judgments are made with 
the universal intent of gaining reliable knowledge of best practices 

Å The character of this encounter with the άŎƻƳǇŜǘŜƴǘ ŎƻƳƳǳƴƛǘȅέ is the 
ŎƻƴǘǊƻƭƭƛƴƎ ŦŀŎǘƻǊ ǿƘƛŎƘ ǇǊŜǾŜƴǘǎ ǘƘŜ ƛƴŘƛǾƛŘǳŀƭΩǎ ǇŜǊǎƻƴŀƭ ƪƴƻǿƭŜŘƎŜ ŦǊƻƳ 
fragmenting into a loose collection of individual opinions. 

 

 



/ƻƴƎǊŜǎǎ {ŀȅǎΧ 



²Ƙȅ !ǊŜ !/hΩǎ ǘƘŜ άwŜŀƭ 5ŜŀƭΚέ* 

ά¢ƘŜ ŦŜŘŜǊŀƭ ōǳŘƎŜǘ ƛǎ ƻƴ ŀƴ ǳƴǎǳǎǘŀƛƴŀōƭŜ ǇŀǘƘΧǊƛǎƛƴƎ Ŏƻǎǘǎ 

ŦƻǊ ƘŜŀƭǘƘ ŎŀǊŜΧǿƛƭƭ ŎŀǳǎŜ ŦŜŘŜǊŀƭ ǎǇŜƴŘƛƴƎ ǘƻ ƛƴŎǊŜŀǎŜ ǊŀǇƛŘƭȅ  

ǳƴŘŜǊ ŀƴȅ ǇƭŀǳǎƛōƭŜ ǎŎŜƴŀǊƛƻΧέ    
CBO, 2009 

 

ά¢ƘŜ !ŘƳƛƴƛǎǘǊŀǘƛƻƴ ƘƻǇŜǎ ǘƘŀǘ ŘŜƭƛǾŜǊȅ ǎȅǎǘŜƳ ǊŜŦƻǊƳǎ ǘƘŀǘ  

are identified during the ACO demonstrations will eventually  

replace the fee-for-service system that produces haphazard  

quality, fosters the use of unproven interventions, and  

ƛƴŎǊŜŀǎŜǎ ŎƻǎǘǎΦέ   

 Ezekiel Emmanuel, MD, PhD, White House Advisor for Health Policy, August 2010 

*As presented by Anthem Blue Cross  

    



.ŜǊǿƛŎƪΩǎ .ŜƴŜŦƛŎŜƴŎŜ hƴƭȅ tƻƭƛŎȅ 
      άΧ.ǳǘ ƴƻǿ L ǿƛƭƭ ǘŜƭƭ ȅƻǳ ŀ ǎŜŎǊŜǘ- a mystery.  Those who suffer need you 

to be something more than a doctor; they need you to be a healer.  And, 
to become a healer, you must do something even more difficult than 
putting your white coat on.  You must take your white coat off.  You must 
recover, embrace, and treasure the memory of your shared, frail 
humanity- of the dignity in each and every soul.  When you take off the 
white coat in the sacred presence of those for whom you will care- in the 
sacred presence of people just like you- when you take off that white 
coat, and, tower not over them, but join those you serve, you become 
ǘƘŜ ƘŜŀƭŜǊ ƛƴ ŀ ǿƻǊƭŘ ƻŦ ŦŜŀǊ ŀƴŘ ŦǊŀƎƳŜƴǘŀǘƛƻƴΣ ŀƴ ŀŎƘƛƴƎ ǿƻǊƭŘΧǘƘŀǘ 
Ƙŀǎ ƴŜǾŜǊ ƴŜŜŘŜŘ ƘŜŀƭƛƴƎ ƳƻǊŜΧέ 

Don Berwick, Address to the 2010 Graduating  

 

    ά/a{ ǿƛƭƭ ǎǳǇǇƻǊǘ !/h ƭŜŀǊƴƛƴƎ ƴŜǘǿƻǊƪǎΧŀǳǘƘŜƴǘƛŎƛǘȅ 
matters, and those who seek to protect the status quo will 
ƴƻǘ ōŜ ǘƻƭŜǊŀǘŜŘΦέ 

Don Berwick, MD, MPP, Administrator of CMS, October, 2010 



¢ƘŜ tŀǘƛŜƴǘ tǊƻǘŜŎǘƛƻƴ ŀƴŘ !ŦŦƻǊŘŀōƭŜ /ŀǊŜ !ŎǘΧ 

http://healthreform.kff.org/the-animation.aspx 
1. Health Insurance Exchanges and New Market Rules. 

2. New Nonprofit Plan Choices. 

3. Minimum Medical Loss Ratios (80-85%). 

4. Incentivizing Primary Care and Prevention. 

5. Innovative Provider Payment Reform: Payment for PCMH 

6. Creating Accountable Care Organizations. 

7. Spending Growth Control: Independent Payment Advisory Board. 

8. National Strategy to Improve Health Care Quality: QI Reporting. 

9. Medicare Private Plan Competition. 

10. Promotion of Consumer Cost-Consciousness 

 

 

 

http://healthreform.kff.org/the-animation.aspx
http://healthreform.kff.org/the-animation.aspx
http://healthreform.kff.org/the-animation.aspx


This is the Story of the Innovative Primary Care Physician Coyote, Forever Striving 
To Provide the Elusive Patient Centered Medical Home to His Patients By  
Capturing Health Care Value (Value = Quality/Cost). 
  

*This story is adapted from  Dr. William Millerôs lecture ñThe ACME Medical Home.ò 

  Please see LINK provided at the end of this presentation. 



Overview of NCQA PPC-PCMH Recognition Program 

Å 9 standardsΣ т ƻŦ ǿƘƛŎƘ Ŏƻƴǘŀƛƴ άƳǳǎǘ-Ǉŀǎǎέ ŜƭŜƳŜƴǘǎ 

Å 30 elementsΣ мл ƻŦ ǿƘƛŎƘ ŀǊŜ άƳǳǎǘ-Ǉŀǎǎέ 

Å Each element contains a series of factors upon which 
your final score will be based 

ΧOur intrepid primary care physician labors in a desert, where 
there is no payment for his marvelous innovations available  

to him from his ACME PCMH Manual, also known as  
ά¢ƘŜ b/v! t/aI /ƻƳǇŀƴƛƻƴ DǳƛŘŜέ... 



 Χ{ƻ ƘŜ ōǳƛƭǘ ŀ Level 3 NCQA PCMH ƛƴ ǘƘŜ ŘŜǎŜǊǘΧ 

And pursued Health Care Value ŀƭƻƴŜΧ 

Without A Care Team providing Team Organized 
/ŀǊŜΧ 

Using the ACME Encounter-Based Care 
!ǇǇǊƻŀŎƘΧ 

Without payment ŦƻǊ ŀƭƭ ǘƘƻǎŜ άƛƴƴƻǾŀǘƛƻƴǎέΧ 

 
The peer reviewed literature describes the  
physician experience practicing in this model as, 
ά¢ƘŜ CǊŀƴǘƛŎ .ǳōōƭŜέΧ 
The patient experience is described as, 
ά[ƛƳōƻέΧ 



Peer reviewed studies have demonstrated 
that attempts to build a PCMH by adding NCQA Level 3 

Components to an already Overworked and Volume/Encounter-Driven  
System only result in increased Physician and Staff Burnout 

and  Decreased Patient Satisfaction without any significant decreases 
in Cost or increase in QualityΧ 



tǊƛƳŀǊȅ /ŀǊŜ tƘȅǎƛŎƛŀƴ tŜǊǎǇŜŎǘƛǾŜΥ  ά¢ƘŜ CǊŀƴǘƛŎ .ǳōōƭŜΧέ 



Patients  were in άƭƛƳōƻέ as they struggled for: 
1.  Personal relationship with their physician over time. 
2.  Access to medical care, advice, and care coordination 
ǿƘŜƴ ǘƘŀǘ ƴŜŜŘŜŘ ƛǘΣ ά¢ƘŜ ǊƛƎƘǘ ŎŀǊŜΣ ŀǘ ǘƘŜ ǊƛƎƘǘ ǇƭŀŎŜΣ 
at the right timeΦέ 

4.  Tools and self-management training  to help them  
      manage their chronic medical problems. 
5.  Affordable health care. 



Χ!ƴŘ ŀŦǘŜǊ ол ¸ŜŀǊǎ ƻŦ ƘŀǊŘ ǿƻǊƪ ŀƴŘ ǇǊƻŦŜǎǎƛƻƴŀƭ 
heartbreak, all of his efforts only resulted in Increased 

Healthcare Costs, Inferior Quality of Services, 
Unsatisfied and Confused Patients, and Widespread 

Physician Burnout ǳƴǘƛƭΧ 



Χ ƘŜ ŘŜŎƛŘŜŘ ǘƻ ǘǊȅ ŀ ƴŜǿ ŀǇǇǊƻŀŎƘ ǘƻ 
achieving Level 3 NCQA PCMH 

wŜŎƻƎƴƛǘƛƻƴΧ 
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! tŀǘƛŜƴǘ /ŜƴǘŜǊŜŘ aŜŘƛŎŀƭ IƻƳŜΧ 
.ǳƛƭǘ ōȅ ŀ [ŀǊƎŜ wŜǾŜƴǳŜ {ǘǊŜŀƳΧ 
{ǘŀŦŦŜŘ ōȅ ŀ /ŀǊŜ ¢ŜŀƳΧ 

Critical Elements for Success: 
1. Physician Workday Redesign 
2. Team Organized Care 
3. Payment for NCQA Level 3 Components 

Results: 
1. Decreased Costs 
2. Increased Quality 
3. Decreased Physician  
      and Staff Burnout 
4.  Increased Patient Satisfaction 




