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During the past 12 months, the patient centered medical 
home (PCMH) model of care has garnered support from 
health plans and employer groups, as well as physicians, aca-
demics, health policy makers, and consumers.  The PCMH 
is an approach to providing comprehensive primary care for 
children, youth, and adults. The PCMH is predicated on 
a partnership between an individual patient and/or family 
and their personal primary care provider, who cares for the 
whole person and facilitates connections to needed services 
in the community.  

The National Academy for State Health Policy (NASHP) and 
the Patient Centered Primary Care Collaborative (PCPCC) 
have partnered on a one-year project to advance  medi-
cal homes in state Medicaid and CHIP (Children Health 
Insurance Program). Supported by The Commonwealth 
Fund, this project includes a series of three web seminars 
and accompanying State Health Policy Briefings that discuss 
strategies for states to consider when supporting practices in 
fulfilling their role as a medical home. This brief is the third 
and follows the web seminar State Roles in Multi-Payer Medical 
Home Pilots, held on November 12, 2008. 

This issue brief summarizes the web seminar by examining 
the Southeast Pennsylvania Chronic Care Initiative, Medi-
care Medical Home Demonstrations, and approaches to 
evaluations of medical home demonstrations. Evaluations 
are an important component of demonstration projects and 
address challenges from purchasers of care, including insur-
ers, employers, and states to build an evidence base that will 
show the extra investments may help translate to improved 
health outcomes.
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The patient centered medical 
home is an approach that pro-
vides comprehensive primary 
care for children, youth, and 
adults and may have benefits 
for population health, equity in 
health, and cost containment.  
This model of care is garnering 
support from public and private 
payers and purchasers, as well 
as physicians, academics, policy 
makers, and consumers. This State 
Health Policy Briefing will examine the 
Southeast Pennsylvania Chronic 
Care Initiative, Medicare Medi-
cal Home Demonstrations, and 
approaches to evaluations of 
medical home demonstrations 
to provide an overview of poli-
cies for states to consider to help 
practices become high function-
ing medical homes.

State Health Policy Briefng provides an overview and analysis  
of emerging issues and developments in state health policy.
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The PCMH model has roots in several different models of 
care, including the American Academy of Pediatrics medi-
cal home1 and the Chronic Care Model.2 There is growing 
evidence that support of the PCMH model of care may have 
benefits for population health, equity in health, and cost 
containment.

A Mercer analysis showed that North Carolina Com-•	
munity Care operations in State Fiscal Year (SFY) 2004 
saved $244 million in overall healthcare costs for the 
state. Similar results were found in 2005 and 2006;3 
and 

Within the United States, adults with a primary care •	
physician rather than a specialist had 33 percent lower 
costs of care and were 19 percent less likely to die, 
after adjusting for demographic and health character-
istics.4

The Patient Centered Primary Care Collaborative (PCPCC 
has endeavored to track, monitor and compare the many on-
going medical home pilot projects with a view to providing a 
consolidated resource and enticing additional participation 
in these evaluations from payers, physicians, patients, and 
families. The PCPCC has developed a compilation of private 
sector PCMH pilot and demonstration projects, which it will 
periodically republish to capture developing information. 
Though these projects are loosely described as “private-pay-
er” based, there are notable instances of participation by 
state public-payer programs, and the opportunity exists 
for states to play a role in others if they are so inclined. 
Indeed it has been the stated objective of several convening 
entities to attract public payer participation, which has been 
met with varying degrees of interest.

One approach to practice transformation is found in Pennsyl-
vania at the Southeastern Pennsylvania (SEPA) Rollout of the 
Chronic Care Initiative. The Governor’s Office of Health Care 
Reform (GOHCR) convened a large number of stakeholders, 
including several commercial health plans with Medicaid man-
aged-care plans to initiate a multi-payer approach to manag-
ing the care of chronically ill patients. What began with a 
state commission—ordered by Governor Ed Rendell—to for-
mulate information systems and payment reform to support 
the Chronic Care Model led to an incremental implementa-
tion plan targeting chronically ill patients. Although the plan 
specifically begins with those with chronic care illnesses, the 
hope is to spread the lessons to wider populations.

The first rollout began May 2008 in Southeastern Pennsylva-
nia. It targeted 32 practices serving approximately 230,000 
patients, focusing on those with diabetes and co-morbidities 
as well as pediatric asthma.5 Participating practices will be 
eligible for enhanced reimbursement subject to their recogni-
tion using the National Committee for Quality Assurance 
Physician Practice Connections - Patient Centered Medical 
Home (NCQA PPC-PCMH) tool. Practices will also receive 
payment for required technical assistance, practice redesign, 
and development of care management capacity.6 Clinical data 
for the patients covered will be compiled by the practices 
monthly, which they will present to one another at learning 
collaboratives to provide a snapshot of the rollout’s progress. 

The learning collaboratives are an important part of the 
intervention in SEPA. While technical assistance facilitates 
system redesign, the sharing of anecdotes and data between 
office staffs helps reinforce the cultural shift proponents of 
the Chronic Care Model hope to bring to primary care—that 
it is a more personalized focus on patients that assists them 
to self-manage chronic conditions, and includes the entire 
office staff in an organized, team-based approach to care. An 
outside firm will conduct a comprehensive evaluation 18 and 
36 months into the project. 

As mentioned, while previous evaluations have tested dispa-
rate components of a PCMH, the SEPA project—like most 
multi-payer demonstrations tracked by the PCPCC—is using 
the National Committee for Quality Assurance’s PPC-PCMH 
recognition tool to determine a practice’s eligibility for en-
hanced reimbursement. It should be noted that many states 
are developing their own or using other recognition tools 
for several reasons. There is concern that the cost of NCQA 
is too high, the burden of certification is too great, and the 
emphasis on structural measures is insufficient to assess the 
provision of comprehensive patient centered medical homes 
services. Improvements in this and other current tools can be 
expected to further improve the assessment of PCMHs. 

Pilots, including those in Colorado and Rhode Island 
include portions of public (Medicaid and CHIP) program 
participants. The participation of these programs is crucial.  
Medicaid and CHIP participation will increase the percent of 
patients in each practice who are eligible for the intervention 
(and for whom additional resources are provided to the prac-
tice).  Therefore, these programs’ participation will spread 
the cost of making and sustaining practice change, as well 
as ease the change itself by reducing (or even eliminating) 
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the need for the practice to vary office procedures by payer.  
Also, since members of Medicaid tend to have poorer health 
than the general population7 they may benefit more than 
privately insured patients in the practice’s panel.  

Although disease-oriented health services are, by definition, 
not primary care services (which is person- and population-
focused and addresses all health problems), some payers 
have decided to enter these pilots by focusing first on those 
with chronic conditions. Although it may not be possible to 
generalize the results of such an evaluation of pilots focused 
on chronic care to the general population of patients associ-
ated with PCMH, data from these projects might be able to 
inform an evaluation of population-based PCMHs.

Medicare is another payer that will be focusing on improv-
ing care of chronically ill adults through medical home pilots. 
Legislation originally passed in 2006 and bolstered in 2008 
mandates Center for Medicare and Medicaid (CMS) design a 

“medical home demonstration project… to redesign the 
health care delivery system to provide targeted, acces-
sible, continuous and coordinated, family-centered care 
to high-need populations and under which—

(1) care management fees are paid to persons per-
forming services as personal physicians; and

(2) incentive payments are paid to physicians partici-
pating in practices that provide services as a medical 
home.”8

At the writing of this brief, CMS is in the final stages of plan-
ning the demonstration project, but has not made a final de-
cision as to which sites will be incorporated into the project. 

According to James Coan, Project Officer, Office of Research 
Development and Information, CMS, the three-year design 
will include no more than eight states, and will target the en-
rollment of 400 practices, 2,000 physicians, and 400,000 
Medicare beneficiaries.9 All patient enrollees must have at 
least one chronic disease, making approximately 86 percent 
of Medicare beneficiaries eligible. The beneficiaries will be 
in Medicare’s fee-for-service population, and not Medicare 
Advantage plans. For practices to be eligible, they must be 
physician led (by a first contact doctor), and able to trans-
form into a tier 1 or tier 2 medical home.10 CMS will use a 

modified version of the PPC-PCMH to determine the level of 
medical home achievement by subscribing physician offices.

Case management reimbursement to physicians, per patient, 
will also be based on the Hierarchal Condition Code (HCC) 
of that patient. The HCC score is a risk-adjusted approxi-
mation of the severity of a beneficiary’s health condition. 
According to CMS, “HCC scores < 1.6 represent beneficiaries 
who are less ill and require less physician effort to manage. 
Those with scores > 1.6 are considered more ill and require 
more physician effort to manage the patient.”11 As such, prac-
tices will receive a higher rate of compensation, per patient 
per month, for patients with higher scores.

As these and other projects reach their evaluatory stage, 
stakeholders will be eager to see the results of the clinical 
outcomes and costs of this standardized intervention. Among 
the questions that Dr. Meredith Rosenthal, a key PCMH 
evaluator from the Harvard School of Public Health, says 
evaluations must answer are:

“Do practices that conform to PCMH criteria deliver:•	
Better quality of care?••
Better patient experiences?••
Lower total cost?••
Improved physician and staff satisfaction?••

What does it take to turn practices in PCMHs?•	
Is there a business case for the PCMH – for payers? For •	
providers?”12

To help answer these questions, Dr. Rosenthal has outlined a 
process in the Rhode Island Chronic Care Sustainability Ini-
tiative’s project to collect information on service utilization, 
costs, clinical outcomes, and patient experiences. This data 
will be collected pre-intervention and compared to the same 
data post-intervention. There will also be a control group 
that did not receive any intervention.

Although the evaluation of the multi-payer demonstration 
projects is several years away, evidence of earlier studies that 
evaluated elements of the PCMH provide good cause for 
other interested parties to collaborate and form partnerships 
and start similar efforts. The importance of public/private 
partnerships in PCMH efforts are critical and likely result in 
widespread adoption of care that is more attentive, personal-
ized, and coordinated primary care and yields better health 
outcomes and more efficient utilization.
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