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PCMH TRANSFORMATION 



PCMH KEY COMPONENTS* 
 Personal Clinician: first contact, continuous, 

comprehensive, care team 

 Whole Person Orientation: all patient health care needs, 
all stages of life, acute; chronic; preventative; end of life 

 Coordinated Care: when and where needed/wanted; 
culturally and linguistically appropriately use information 
technology 

 

*based on the Joint Principles 



PCMH RECOGNIZING BODIES 
 National Committee for Quality Assurance (NCQA) PCMH 

Recognition 2014  

 Accreditation Association for Ambulatory Health Care, 
Inc. (AAHC) Medical Home Accreditation  

 The Joint Commission (JC) Primary Care Medical Home 
(PCMH)  

 Oregon Patient-Centered Primary Care Home (PCPCH)  

 



 
 
 
 
 
 



 
 
 
 
 
 



 
 
 
 
 
 



 
 
 
 
 
 



 
 
 
 
 
 



 
 
 
 
 
 







 



 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

What is she doing 
in my charts? 

Are those audits 
complete yet? 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

You want me to 
give up what? 

Can you take this 
on for me? 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

I don’t have time 
for another 

meeting 

I still don’t have 
time for another 

meeting, but I 
will make time 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

I take on more 
complex patients 

than my 
colleagues 

We put a process 
in place to 
distribute 

complex patients 
equally. 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

I will lose my 
autonomy 

Giving up some 
autonomy for 

some unity has 
it’s benefits 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

I am only one 
provider, I 

cannot do it all. 

We’re a team 
and I cannot do 
it without you. 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

We already have 
policies and 

procedures for 
that. 

We can adapt 
some of our 

policies for our 
patient and staff 

needs. 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

We don’t do 
PDSA’s, we 

perfect at admin 
and then deploy. 

What did we do 
without PDSA’s? 

Every player 
needs input. 



PRE-PCMH                   POST-PCMH 

 
 
 
 
 

PCMH 
Transformation is 

hard work. 

PCMH 
Transformation is 

hard work. 



MOTIVATION 
 Perceived Value of PCMH 

 Higher Scoring: benefits and cost for providers, practice, and patients 

 Lower Scoring: external imposition by payers; another hurdle to jump 

 Understanding of PCMH Domains and Tasks   

 Higher Scoring: pro-active, sought clear understanding of PCMH components, operational 
requirements 

 Lower Scoring: passive  learning, asking external groups to do more for them 

 Financial Incentives 

 Higher Scoring: necessary to take steps, but not the sole reason to transform, used incentives to add 
team members 

 Lower Scoring: skeptical of payments and sustainability, slower growth without additional incentives 

 Commitment to change 

 Higher Scoring: Embraced change, strong team culture and communication 

 Lower Scoring: Change was sporadic, supported by some team members, varying cultures 

 
Journey toward PCMH: Readiness for Change in Primary Care Practices (2011); The MILBANK (Multidisciplinary Journal of Population 
Health and Health Policy) Quarterly; http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3214716/ 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3214716/


CAPABILITY 
 Time Demands of PCMH Implementation 

 Higher Scoring: time investment is worth the outcome; relied on various team members 

 Lower Scoring: did not share PCMH tasks as a team, left physician out, leading to slow progress 

 Prospect of Changing Patient Behavior 

 Higher Scoring: PCMH is a good framework to inform patients about mutual expectations, define PCP role 

 Lower Scoring: skeptical about patients ability to be accountable in mutual partnership 

 Health Information Technology 

 Higher Scoring: more advanced/experience with HIT, valued HIT as catalyst for QI and workflow efficiencies 

 Lower Scoring: challenged by the expense and time requirements for implementation of HIT 

 Setting Implementation Expectations 

 Higher Scoring: understood length of time to implement, less frustrated, better pace 

 Lower Scoring: tried standardizing approaches/timelines, easily frustrated, quicker pace 

 

Journey toward PCMH: Readiness for Change in Primary Care Practices (2011); The MILBANK (Multidisciplinary Journal of Population 
Health and Health Policy) Quarterly; http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3214716/ 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3214716/

