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According to the NCQA, the patient-centered 
medical home (PCMH) is a healthcare setting that 
facilitates partnerships between patients, physicians 
and the patient’s family.  Such care is carried out by 
means of registries, information technology (IT), health 
information exchange (HIE) and other methods to ensure 
patients receive the care they need when and where they 
need it.  Physician practices and health plans across 
the country are piloting and testing the PCMH model.

Reimbursement and Funding Models

In this section, HIN’s panel of experts 
address questions concerning medical home 
payment strategies, fee structures, monetary 
incentives, cost reductions and more.

Dr. James Barr, medical director for Partners 
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Roberta Burgess, nurse case manager with 
Community Care Plan of North Carolina with 
Heritage Hospital in Tarboro, North Carolina

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Elizabeth Reardon, president of Reardon Consulting; 
National Council for Community Behavioral 
Healthcare Integrated Care Consulting Team 

Leslie Reeder, R.N., B.S.N., quality improvement 
specialist for the Colorado Department 
of Health Care Policy and Financing

Dr. George Rust is a family practice physician 
for Physician in Practice and heads the 
National Center for Primary Care at 
Morehouse School of Medicine in Atlanta

Julie Schilz, co-chair of the Center for Multi-
stakeholder Demonstrations and IPIP manager 
for the Colorado Clinical Guidelines Collaborative

Dr. Barbara Walters, senior medical director 
of Dartmouth-Hitchcock Medical Center

Developing Transition Payment Strategies

Question: We’ve got a payor interested in 
piloting with us, but their payment mechanism 
isn’t set up to support this.  Could you suggest a 
transition payment strategy when working with 
just one payor for a subset of the population?

(Dawn Bazarko) We faced that challenge in 
designing our own payment structure — how to 
provide a prospective per member per month (PMPM) 
payment targeting a certain population where 
every patient on the panel has a UnitedHealthcare 
identification card.  PMPM typically takes the form 
of a check, and that is normally not how a healthcare 
organization operates.  So, that might be the challenge 
you’re facing.  We’re currently constructing a manual 
process to test on a pilot basis.  While there are some 
technological strategies that we’re deploying, at this 
point I don’t have a solid answer for you other than it 
can be done manually.  There’s accounting necessary 
on the part of the health plan, but it’s still possible. 

(Dr. Lonnie E. Fuller Jr. ) I’ve seen three different 
models.  One is a PMPM payment.  The second is an 
event or activity payment, similar to what we have 
in the ACCESS Plus programs.  The third one is used 
by the Minnesota Bridges to Excellence® program.  
Using baseline data they implement, for example, 
five things that diabetics should get.  If 10 percent 
of your patients get all five of those things, then you 
get a payment.  If 25 percent of your patients get all 
five of those things, then you get a payment.  This 
is not as easy as it seems.  I know of a large system 
that came up with a list of nine things they thought 
all diabetics should get.  They were flabbergasted 
to find that the first time through only 2.6 percent 
of patients got all nine things.  It’s difficult.  Even if 
you perform on a 90 percent level on five different 
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measures, the odds that any of your patients get two 
specific things is 90 percent times 90 percent, which 
is 81 percent.  If you do that for three more iterations 
you’re down to 56 percent.  Therefore, even if on 
average you get a 90 percent score in all the individual 
measures, only 56 percent of your patients get all five. 

Extra Dollars to Incent Doctors

Question: In the setting of primary care 
physician (PCP) capitation with significant hospital 
cross risk-sharing, do you need any further 
financial practice support for a medical home?  

 (Dr. Lonnie E. Fuller Jr. ) Probably.  Unless the 
doctors see that doing this work is going to improve 
their hospital risk-sharing pool, there’s no financial 
incentive for doing the work.  Therefore, you need to 
ask the economic value of doing the extra work.  If you 
think, for example, it will decrease the flow admissions 
and that will pay for it, then you could introduce it that 
way.  If you’re not sure of that, however, you may need 
extra dollars, especially to get the first group to play. 

Rewards for Preventive Care

Question:  Did the $40 payment to PCPs 
in Colorado result in physicians reaching 
out and educating patients to get this 
age group in for preventive care?

(Lesley Reeder) We’ve done a preliminary third-
party evaluation, and we found that the children 
involved in this pilot were receiving age-appropriate 
preventive care visits in a larger proportion than 
those children in the regular FFS population outside 
of this pilot.  But it’s difficult identifying the reason 
for that positive result.  Is it the $40 reimbursement?  
Or is it the support that we gave providers in 
implementing this model of care?  Did we choose 
highly motivated providers or health-seeking families?  
It’s difficult to conclude which of those components 
contributed to the increase in preventive care visits.

Figure 1: Highlights of PCMH Joint Principles

Personal physician — each patient has an ongoing 
relationship with a personal physician trained to 
provide first contact, continuous and comprehensive 
care.

Physician-directed medical practice — the personal 
physician leads a team of individuals at the practice 
level who collectively take responsibility for the 
ongoing care of patients.

Whole person orientation – the personal physician 
is responsible for providing for all the patient’s 
healthcare needs or taking responsibility for 
appropriately arranging care with other qualified 
professionals. This includes care for all stages of life; 
acute care; chronic care; preventive services; and end-
of-life care.

Care is coordinated and/or integrated across all 
elements of the complex healthcare system (e.g., 
subspecialty care, hospitals, home health agencies, 
nursing homes) and the patient’s community (e.g., 
family, public and private community-based services). 
Care is facilitated by registries, information technology, 
health information exchange and other means to 
assure that patients get the indicated care when 
and where they need and want it in a culturally and 
linguistically appropriate manner.

Quality and safety are hallmarks of the medical home:
for communication between patients, their personal 
physician, and practice staff.

Enhanced access to care is available through systems 
such as open scheduling, expanded hours and new 
options for communication between patients, their 
personal physician, and practice staff.

Payment appropriately recognizes the added value 
provided to patients who have a patient-centered 
medical home. 

Source: Joint Principles of the Patient-Centered Medical 
Home, endorsed by the AAP, the AAFP, the ACP and the AOA. 










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Establishing Fee Structures

Question:  How you did establish the fee 
structure for medical home-related services?  
Did it mimic the Centers for Medicare & 
Medicaid Services’ (CMS) model, and were 
the physicians involved in the process?  

  (Dr. Barbara Walters)  At Dartmouth-Hitchcock, 
we have a contracting department that includes an 
administrator.  All administrators in our organization 
have physician partners.  I’m the physician partner that 
works with our contracting department in negotiating 
with all of our commercial payors, so the physicians 
are always at the table. That’s a good model for us, 
and we mimic the CMS group practice demonstration 
project bonus methodology with some enhancements 
that we feel will help greatly in reimbursement and 
with pilots.  We were able to negotiate an increased 
fee schedule that will apply to certain evaluation and 
management (E&M) codes that hopefully will give us 
some working capital so that we can make investments 
in enhancing our registry and electronic medical record 
(EMR) functionality because we’ll have some slightly 
increased revenue along the way.  Hopefully we’ll be 
able to garner savings compared to our cohorts that 
will get us additional monies as well.

Tying Payments to Outcomes and  
Cost Reduction

Question:  Is there any data to show that 
additional payment to practices has resulted 
in improved outcomes and decreased costs?

  (Dr. Barbara Walters) The only thing that 
we have so far is what has been shown in our 
CMS demonstration project.  Quality across all 10 
groups who have participated has been better than 
benchmark.  That’s across the entire United States.  
We have saved between $20 and $40 million for the 
Medicare trust fund.  It’s dollars not spent, so it’s 
more what we haven’t spent than what we could have 
spent.  That’s indirect proof that it’s possible that this 
methodology will work.

Grants and Funding Opportunities

Question: How does an organization 
obtain additional funding for the 
advanced medical home activities?   

 (Dawn Bazarko) In our organization, Colorado 
was recently awarded an Improving Performance 
in Practice (IPIP) grant.  They’ve been doing some 
great work — primarily in the Denver metropolitan 

Figure 2: Impact of Primary Care on Healthcare Cost

Source: Dr. George Rust, APS Healthcare

Figure 3: Costly Necessities of a PCMH

Extra staff

New technology and training

Certifying and meeting standards

Non-visit based care

One cost estimate: 27.5% over the current annual 
FFS reimbursement per FTE (Dr. Richard Baron, 
Implementing the PCMH: the practice experience, PCPCC 
Stakeholders Working Meeting, 7/16/08)

Source: Lesley Reeder, Colorado Department 
of Health Care Policy and Financing






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area — working with practices directly.  That 
example illustrates the opportunity to secure grant 
dollars through sources like the American Board of 
Medical Specialties (ABMS) and the Robert Wood 
Johnson Foundation, as well as other possible grant 
funders, to enable practice support.  Managed care 
organization commitments vary regarding enabling 
practice support.  (See “For More Information.”)  We’re 

proposing to offer technology solutions to practices 
that would be free of charge to them.  For example, 
we’ll load the registry with our data for them if they 
don’t have one.  Beyond that, however, I would explore 
grant opportunities or piggybacking on other efforts.  

 (Dr. Lonnie E. Fuller Jr.) The IPIP piece is a 
good one.  Both Michigan and North Carolina had it.  
Pennsylvania, along with three primary care specialty 
organizations, received that grant as well.  It’s from 
the ABMS.  We also have a program called Educating 
Practices in Community-Integrated Care (Epic-IC), 
which is run by the Pennsylvania chapter of the AAP.  
That program provides grant funding for pediatricians 
to do advanced medical home models for children 
with special healthcare needs.  There are a number 
of different grants you can apply for, and a number of 
different relationships with payors implementing pay 
for performance (PFP) systems.  There is always the 
risk that whomever receives the dollars will just take 
them off the table, but we hope that any additional 
dollars that can be earned by improving their 
performance will be reinvested into the practice.

Responding to Public Payor Resistance

Question:  Which aspect of the medical home 
engenders the most resistance from public payors?  

  (Lesley Reeder)  In my work with the Patient 
Centered Primary Care Collaborative (PCPCC) and 
as chair of their state Medicaid working group, I 
find that overall public payors are very interested 
in building a medical home approach into their 
programs.  I wouldn’t characterize the challenges states 
face when looking at the medical home approach as 
resistance as much as that the state programs are 
dependent on funding to make large changes to their 
delivery systems, such as a medical home model.  

The challenges the states face when building 
a medical home approach into their program 
include how to fund different reimbursement 
strategies, like incentive PFP, and how to support 
PCPs in quarterbacking care for their clients.  
The medical home approach assumes that the 
PCP takes primary responsibility for providing 

Figure 4: Evaluating Reimbursement Models

Salary

Problems with productivity

Fee for service

Problems with overuse

Capitation

Problems with under-use

Pay for performance

Problems with ignoring the things not attached to 

payment
Source: Julie Schilz, Colorado Clinical  

Guidelines Collaborative
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Figure 5:  Evaluating the Effectiveness of the 
Medical Home Approach

 

Source: Dawn Bazarko, UnitedHealthcare
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coordinated, comprehensive, compassionate, 
family-centered care, but payors must support the 
provider in this role.  Other concerns that publicly 
funded insurance companies have are how to 
effectively lobby their budget committees, how 
to build legislative support and how to identify 
existing resources that can add to their efforts.

Funding Models for Public Payors

Question:  How many public payors 
have built medical home funding models?  
Do you have any examples of this? 

  (Lesley Reeder)  Public payors are being very 
creative in how they build their medical home funding 
models.  Most of the research in this area is being done 
by Bailit Health Purchasing.  Michael Bailit gave a great 
presentation on payment models for the PCMH at the 
National Academy for State Health Policies Medical 
Home Summit.  He found that many medical home 
programs nationwide are using a payment model that’s 
largely based on fee for service (FFS) but varies widely 
in structure.  Some states are using shared cost savings, 
enhanced payments for particular codes, global rate 
increases, PFP plans and enhanced primary care case 
management (PCCM) care coordination fees.  This isn’t 
a comprehensive list of all the strategies that states 
are using to compensate for medical homes but as the 
National Academy for State Health (NASHP) and other 
organizations put together those environmental scans 
we’ll have more information about those payment 
models.  Because these payment models are quite new, 
it’s difficult to evaluate the success of any model at this 
time.  I would propose that a model is successful if it 
contributes to a few goals: better patient outcomes, 
preventive care that meets clinical care guidelines and 
proactive chronic care management.  Measuring these 
goals can be difficult, but it is certainly not impossible.

The Medical Home’s Impact on  
Pharma Costs 

 
Question: Can clinical outcomes improve 

without increasing pharmacy costs?  If you are 
detecting more conditions that can be medically 
managed, wouldn’t pharma costs increase as well?

(Dr. James Barr) Yes.  Partners in Care (PIC) is 
looking at this as well.  In most of the benefit design 
modifications that you’ll see, they’ll go ahead and make 
zero copay for something like a diabetic treatment.  
You’ll see in their first year that pharmacy costs go up 
as more people are utilizing their medicine, but then 
of course they obtained a very nice return in year 
two and three on the lowering of medical costs.  We 
had no real increase in pharmacy cost in this pilot, 
and yet there was reduction in the medical spend.  A 
couple of things can explain that.  First, there may be 
a lag in our pharmacy costs coming through, and we 
may still see that increase as the data comes in.  The 
more likely explanation is that the medical home is not 
just one disease-specific intervention.  The medical 
home involves the whole orientation of that patient.  

We weren’t expecting to see a lot of changes 
until year two and three in this effort.  But right off 
the bat, a lot of our improvements were not only in 
some of the process and outcome metrics, but also 
in the care coordination.  As part of the process, we 
also screened all claims and risk-adjusted all these 
members at PIC. One of the PIC staff members would 
have weekly and monthly phone conferences with 
the case management and disease management 
departments at Horizon BCBS-NJ.  Through this, we 
developed a lot of intervention for some of these 
high-cost members — helping them coordinate their 
care, making sure it was done in a cost-effective 
manner and making sure it was done proactively.  

That’s what we’re seeing here.  Some of these cost 
reductions were not just because more pharmacy 
was used to get their diabetes under control, but 
other interventions were utilized to lower their cost 
through care coordination.   With more and more 
engagement of physicians in these medical homes, 
we will see the pharmacy costs go up.  As seen in 
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most other pilots, if done properly then we should 
continue to see the overall medical spend go down.

 (Roberta Burgess) In our program, our pharm D 
will contact the case manager directly if it looks like our 
clients are overusing a certain medication, especially 
when it comes to their diabetes.  They will contact us if 
it looks like they’re taking too much insulin, and they’re 
still having complications.  We have to contact their 
doctor and find out what they were given.  The cost 
of the pharmacy goes up when you first start working 
with a client who has not been controlled.  It goes up 
because they’re going to become more compliant.  As 
they become complication-free, their hemoglobin, their 
lipid panel and their medication all start to decrease.  
They will be on a steady medication and not get more 
prescriptions from different doctors.  In the beginning 
it’s going to be higher, and toward the end you will see 
it come down.

Funding the Medical Home Transition

Question: How can a health plan 
fund the transition to a more chronic 
care medical home model?  

 (Dr. George Rust) There are lots of different options 
here.  Capitate payments can sometimes offer the 
opportunity to have a more multidisciplinary team 
involved in care.  If you’re in a purely FFS environment, 
broaden your teams so that nurse practitioners, 
mental health professionals and behavioral healthcare 
specialists are all part of the team.  In our state, we 
found that many of our community health centers 
believed that they could not have two visits by 
different providers billed on the same day out of the 
same facility.  For example, they could not co-locate 
psychologists and primary care clinicians in the 
building on the same day.  That turned out to not be 
true. Those types of visits would indeed be paid for.

Therefore, the first step would be determining 
how to broaden the team so that it isn’t just a doctor-
centered model, but includes individuals who currently 
may not be in the practice like nurse practitioners, 
psychologists and behaviorists. This is especially 
important in the high disparity or multi-cultural 

communities. Community health workers — people 
who are of the culture that you’re trying to serve 
— are important. They’re even more important if 
your own providers do not match that culture, since 
they can act as a cultural bridge or ambassador to 
the community to champion certain outcomes.

 (Elizabeth Reardon) There are some current 
procedural terminology (CPT) evaluation and 
management codes that address care coordination 
and treatment planning.  They even have some that 
involve telephone contact.  Not all payors want to 
pay for that. However, it gives you some background.  
Also, the CPT behavioral management codes that 
Medicare pays can help.  Some of them relate to 
care planning and some to practice teams getting 
together to address what they need to work on.

Establishing Care Management Fees

Question:  Dartmouth-Hitchcock recommended 
a $4 PMPM care management fee, but could not 
operationalize that.  What are you doing instead?

 (Barbara Walters) There are three potential 
options on the table:  There are G-codes that have 
been published.  Medicare has chosen not to adopt 
them this year, but they are available for use by the 
commercial plans.  If the commercial plans can program 
a care coordination CPT code into their systems, 
then we will negotiate a monthly or quarterly care 
coordination fee.  That will allow us to get reimbursed 
for care coordination for the complex patient. 

With CIGNA®, we negotiated an increased regular 
FFS reimbursement rate on the E&M codes that are 
billed by our primary care departments.  We hope this 
will cover the cost of care coordination, but because 
this pilot just started in April, we’re going to have 
to do a reconciliation at the end of the year to see if 
the amount of money we received trues up for the 
number of patients for whom we coordinated care.  
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G-Code Reimbursement

Question:  Is there any standardization 
when using G-codes, or is that something 
each pilot has to figure out?

  (Barbara Walters) There’s a Medicaid 
project in New Hampshire, somewhat similar 
to the Colorado project.  Medicaid negotiated 
a fee with each medical group based on our 
reimbursement level in New Hampshire.  It’s 
laborious, because it is an individual negotiation. 

E&M Code Increases

Question:  Can you comment on the increase 
amounts?  For example, what percent would a 
global E&M increase be?  What amounts have you 
set for the PMPM and the care management fees?

  (Lesley Reeder) Our E&M code increase was 
global for all of our providers and for all E&M codes 
up to 90 percent of Medicare rates.  We are a Medicaid 
organization, and historically Medicaid doesn’t pay that 
well, so this is a way for us to help providers feel that 
when they took our clients they weren’t losing money 
on every single client they made contact with.  That 
was across the board.  It was to help us with improving 
access for our clients.  We did that within the context 
of the budget request that helped fund some of our 
more focused medical home efforts, and specifically 
in the pediatric area, but that global rate increase 
was for everyone, not just medical home providers. 

The Medical Home’s Price Tag

Question:  How much does it cost for an office 
to implement that medical home approach?  
Have you created a financial model for local 
physician offices to verify that number?

  (Lesley Reeder) I would recommend Dr. 
Richard Baron’s research related to those cost 
estimates.  Dr. Baron, a practicing internist and 
chair of the American Board of Internal Medicine 
board of directors, estimates that we can expect to 

see about 27.5 percent over the current annual FFS 
reimbursement per full-time physician in a practice. 

(Julie Schilz) We’re living in the process right now.  
There is no template out there.  I would recommend 
looking at some of the information from Michael 
Bailit, which includes Dr. Baron’s work.  We’re still 
determining the range of a PMPM or a pilot practice.  
We took some of Dr. Baron’s methodology and 
estimated the time away from practice in the current 
FFS model of the physicians and the providers in the 
office to do the PCMH work.  What is the cost of the 
technology needed?  We feel strongly that there needs 
to be a care manager role — that person within the 
practice who would work with patients specifically.  
We’re calling that role the person who closes the loop 
on anything that’s been ordered or that care plan 
that has been developed.  We defined the costs for 
those three areas and backed into ranges of PMPM 
associated with varying levels of the PPC-PCMH.  The 
steering committee, health plans and physicians 
all work collaboratively to define this structure.

Figure 6: Diabetes Medical Home Pilot Costs by Quarter

Source: Dr. James E. Barr, Partners in Care, Inc.
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Care Coordination Across Multiple Payors

Question: How can practices coordinate this 
effort across multiple payors and health plans 
with differing programs or no support at all?

 (Dawn Bazarko) That’s a great question, and 
something we’re currently working through.  Other 
payors are contemplating similar approaches or 
different versions or may have their own technology.  
I’m going to go back to the Colorado example, because 
there’s much to learn.  Not only are they working 
with the practice on workflow redesign — putting Six 
Sigma resources in to improve access, implementing 
extended office hours, etc. — but they’ve also deployed 
a registry that was sourced to the community 
through the chronic care organization.  It did not 
come from the payor.  This registry ended up being 
the communication vehicle and the interconnecting 
network within the medical home delivery system.  It 
connects the PCP and the patient and allows secure 
e-mail exchange. It ends up being a capability that all 
payors can link into.  So instead of UnitedHealthcare® 
offering its registry and other payors doing the 
same, which creates chaos, we link into something 
already in place that’s relevant to the practice and 
supported and endorsed by the community. 

 The care management approach becomes a little 
trickier.  All of this is evolutionary.  Large practices 
may be able to bring their own resources on board and 
hire their own nurses to fill some care management 
gaps.  That’s where things move to over time.  The 
challenge is to coordinate within the community of 
care, across payors, and protect against potential 
Health Insurance Portability and Accountability Act 
(HIPAA) issues.  We’re engaging in those discussions 
and currently starting to work through those issues in 
our collaboration in Colorado.  It’s easier when you’re 
driving this on your own and welcoming others in later, 
so the enhanced payment becomes more meaningful.  
We’re facing that issue and it’s going to be tricky.  
However, I believe it’s possible to pull this off and 
truly support that transformation with the practice.   

   (Dr. Lonnie E. Fuller Jr.)  If you are a practice, 
rather than pay too much attention to various payors, 
I would suggest focusing on giving great care.  One 

insurance plan may pay extra if 10 percent of the 
patients get all five things, and another may only 
be focused on two. You might get an extra $1,000 
from one and $5,000 from another.  And you may get 
nothing additional from a payor who isn’t yet at that 
stage. In the end, you must just deliver great care.    

I would also suggest looking at other high-
performing practices.  As physicians we are taught to 
be competitive.  From college, trying to get into medical 
school and beyond, you’re constantly trying to outshine 
the other guy.  It’s a completely competitive game, 
so we struggle with asking for help.  However, if you 
visit other practices, you’ll learn more than you could 
buy.  It’s worth spending the time to visit other sites.  

Practice Transformation

In this section, HIN’s panel of experts address 
questions concerning getting started, key medical 
home players, the PCP workload, rewarding 
physicians, lessons learned and more. 

Dr. James Barr, medical director for Partners  
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Roberta Burgess, nurse case manager with 
Community Care Plan of North Carolina with 
Heritage Hospital in Tarboro, North Carolina

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Anne Hernandez, director of 
operations of APS Healthcare

Elizabeth Reardon, president of Reardon Consulting; 
National Council for Community Behavioral 
Healthcare Integrated Care Consulting Team 
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Leslie Reeder, R.N., B.S.N., quality improvement 
specialist for the Colorado Department 
of Health Care Policy and Financing

Dr. George Rust, family practice physician for 
Physician in Practice and head of the National Center 
for Primary Care at Morehouse School of Medicine

Julie Schilz, co-chair of the Center for Multi-
stakeholder Demonstrations and IPIP manager 
for the Colorado Clinical Guidelines Collaborative

Dr. Barbara Walters, senior medical director 
of Dartmouth-Hitchcock Medical Center

Supporting the Medical Home in  
Smaller Practices

Question:  Does the medical home work 
better in a small setting rather than a large 
one?  Does it have the same effect?  Are the 
health payors given start-up costs, or is the 
money coming out of your revenue?

  (Lesley Reeder) From the Medicaid perspective, 
we are payors, so those dollars would come directly 
from us.  We’re in the formative stages of developing 
programs related to the medical home.  When we’re 
looking ahead to new models, one thing that would 
be of interest to us would be a shared resource model 
for the smaller practices that take our clients which 
we call “onesie twosies,” at Medicaid.  In Colorado 
we have a lot of rural terrain in our state.  Those 
practices are smaller practices that live further away 
from each other.  We would probably try to work 
with a care coordinator that would be shared among 
those practices, versus a larger practice like a FQHC, 
which could have one dedicated care coordinator.

(Julie Schilz) We’ve talked about how to support 
smaller practices in the PCMH model.  It’s coming 
down to looking at models in which you’re utilizing 
your community resources and either banding 
physician practices related to potentially independent 
practice association (IPA) models or physician hospital 

organization (PHO) models, or, in other rural areas, 
working with the community to build the resources 
for those practices.  People are looking at these 
pilots from a systems perspective and as a learning 
opportunity.  There is more to come in terms of 
how we see the difference between a small practice 
onesie twosies, or larger integrated practices and 
their ability to provide the capabilities of PCMH.

The Role of Case Manager
 
Question:  What is the role of case 

managers in this program and how do their 
efforts translate into healthcare savings?

 (Roberta Burgess) Case managers work with 
the providers in the practice, and when our clients 
go to appointments, sometimes we’re there to 
meet them or transport them.  Our role is to help 
facilitate communication between the client and 
the physician.  We also do home visits with our 
clients in the community, provide education and 
motivation and talk to high risk diabetics, new 
diabetics and high-cost diabetics.  Last year alone 
we saved $230 million in North Carolina.  

Role of the Nurse/Coach

Question:  Do the efforts of the nurse 
as a health coach lead to better self-
management and reduced doctor visits?

 (Barbara Walters) We haven’t done specific 
per-patient visit counts.  We have seen a 
decreased total cost of care for patients, and 
we do outside visit care as well, so there is 
probably some combination of both of those.
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Care Advocate Job Description

Question: What type of training and skills 
are needed for the role of care advocate?

 (Dawn Bazarko) We’re working with our internal 
care and disease management (DM) program 
called OptumHealth.  They’ve been excited and 
passionate partners in designing this model with 
us.  We envision this as the next generation of how 
we enable these capabilities to be more relevant 
to our physician network and start to bring our 
resources closer to the delivery system.  It does call 
for a different kind of caregiver on our side.  From 
my perspective, these individuals should be great 
problem-solvers.  They’re individuals who build great 
relationships with physicians.  They understand how 
the ambulatory care environment works.  Sometimes 
we hire nurses that have worked in the inpatient 
setting and understand that world very well.  

We’re currently looking for people that are 
good systems thinkers, good process thinkers, have 
good clinical acumen, but also know how to build 
relationships across the system of care.  Obviously 
they must do good work with care and DM, but they 
must take it a few steps further.  It’s important that 
they are technologically savvy, because we believe the 
underlying technology will help to connect the dots and 
enable bidirectional communication with the practices.  

The Advanced Medical  Home

Which personnel are best suited to perform 
these advanced medical home activities?

(Dawn Bazarko) From a practice viewpoint, 
they will need a very good project manager.  We’ve 
discussed process redesign and Six Sigma.  A very 
good resource is one that thinks along those lines 
— one that is a good connective and change agent, 
understands process design and workflow and 
engages physician champions in the practice.  Those 
resources can be hard to find, but they’re available 
through initiatives that are underway in certain 
communities.  The other places to go for information 
and support are the specialty societies.  The American 

Academy of Pediatrics (AAP), the American Academy 
of Family Physicians (AAFP) and the American 
College of Physicians (ACP) have their own programs 
working on collaboration and practice redesign. 

(Dr. Lonnie Fuller) Nurses are better suited than 
doctors to perform these additional activities.  Doctors 
are trained to focus on the problem, while nurses 
are trained to ensure that details are taken care of.  
If you have doctors, nurses and additional staff in 
partnership, doctors are the ones to say what must 
get done, but the other staff will drive that activity.

If physicians have some of the 18-hour day 
taken off their hands, and they’re seeing another 
patient that day rather than performing a task that 
other personnel can perform, it helps pay for the 
changes.  In other words, within the practice, do you 
want to pay $17 per hour to teach a patient about 
colon cancer screening or $65 per hour to teach 
a patient about colon cancer screening?  I would 
rather move the $65 to generate additional revenues.  
There are internal funding opportunities when 
physicians give up tasks that other staff can do. 

Tracking Physicians’ Time in the  
Medical Home

Question: Physicians are very busy.  On 
average, how much extra time did the 
physicians have to spend with the patients 
in this pilot program as compared to non-
participants?  Was this time tracked?  

 (Dr. James Barr) The method of tracking for the 
time and compensation mimicked some of the CMS 
demonstration pilots that are being performed where 
we utilize the 9000 G-codes — codes used when a 
physician or office staff member took the time to look 
up the patient’s information, perform an outreach 
to the patient to get them in for some testing that 
was beyond what the guidelines would allow for, or 
arrange a new treatment to get them to the goal of 
our guidelines.  All that extra work, along with the 
physician calling other physicians and coordinating 
care, was tracked on a per-minute basis.  The physician 
or the office staff member then put down the type of 
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goal-oriented activity they performed.  They would put 
down the amount of time it took them to do that, and 
then they would submit that to the PIC organization, 
which then worked with Horizon BCBS-NJ in order to 
obtain a reimbursement.  This was a certain hourly 
rate brought down to that minute for physicians, 
versus a different hourly rate for the office staff. 

When you start this program, your time per patient 
will be a slightly higher; it could end up being up to 13 
to 30 minutes PMPM.  Some will be longer, some will 
be shorter.  As the patients’ member-specific profile 
starts to become developed, it becomes less of a time 
requirement, especially for those that have been able 
to reach their goals, whereas others may take some 
time to keep them going with compliance issues.

Culture Change from Pilot to Practice

Question: What kind of training or practice 
transformation/culture change had to occur before 
or during the CMS pilot and the CIGNA program? 

  (Barbara Walters) The culture change or the 
mind-set change was that every doctor wants to do a 
great job every day; no one wants to not deliver full 
care to each patient as they come in.  It’s our job to 
provide the infrastructure so the providers and the 
doctors can do that.  We had to change our mind set 
from an acute visit-driven mind set, because of the 
FFS reimbursement world, to one of a more “chronic 
care” or “planned care” model.  That’s now morphing 
into the medical home model, where each patient has 
a plan of care, and complex patients have care plans.  
It makes intuitive clinical sense to PCPs.  Having a 
conversation on the right thing to do for the patient 
and the right thing to do clinically helps.  Do no harm 
to the doctors; try to get all of the infrastructure 
support around the doctors, so that they can do what 
they want to do.  Have a planful visit, not a reactive 
visit.  It sounds a little “pie-in-the-sky” and is what we 
should have been doing all along.  That is the intent.  To 
get grounded in the patient-centered and plan-oriented 
nature of it was our biggest clinical transformation.

Redesigning the Office Toward an  
Advanced Medical Home

Question: I’m the medical director of a network 
with over 700 physicians. We’ve been trying to 
roll out the advanced medical home concept over 
the past year. One of the challenges is identifying 
our populations and getting the registry rolling 
and accurate. We’ve found that there are many 
barriers to changing the way things have been 
done within the system. The old system and the 
current system are inadequate in managing 
patients with chronic illness. Given that I’m 
already financially strapped and have very narrow 
margins, what could we do as next steps in our 
office setting in terms of redesign that could help 
us move toward an advanced medical home?

 (Dr. George Rust) The resources are just not there 
sometimes.  You have to spend resources on something 
as simple as generating a registry that is eventually 
going to disappear because it is a system that is 
double work. You’re entering patients, and then you’re 
going back in to find them.  Ultimately the EMR will 
allow us to populate registries automatically.  In the 
meantime, one thing that is under-utilized is that your 
reference lab has a lot of your data on a provider-by-
provider basis, as do almost all of the major reference 
lab companies in our state — companies like Quest, 
LabCorp or National.  They have all the patients that 
you see organized by provider number and the lab 
tests they received.  All of them can generate printouts 
of your average A1c levels, for example, or the number 
of patients with an A1c level that is greater than 10 or 
wildly out of control.  They can provide a printout, and 
individual practices can then deal with those patients.  
They can also give it to you in an electronic format that 
can automatically populate your registry as a surrogate 
for finding the diabetics in your own practice, often 
more easily than you can from your own chart-based 
system. So one practical step you could take is to 
negotiate with your lab vendor or vendors.  Often they 
can provide that to you in a way that would not take 
a lot of personnel time from your own employees.
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Using the A1c example, when we went to point-
of-care testing in Atlanta, the big factor that we had 
to overcome was the nursing perception.  Doing a 
finger stick was one more thing that became part of 
their workload.  Then, they had to run the test and do 
the quality control measure for these cartridges on 
every patient that came through who had diabetes.  
Those same nurses were making the phone calls that 
weren’t getting through and documenting the charts 
that they had tried to call the patient seven times.  All 
we could do was tell them to try the new method of 
doing the finger stick for one month.  If they aren’t 
saving time by the end of that month — if they don’t 
believe that they’re wasting less time making these 
phone calls and it more than makes up for the amount 
of time they’re doing finger sticks — then stop doing 
it.  Just trust us that much to try it for a month.

By the end of it, they felt that they weren’t working 
as hard once they made the system more efficient. 
Many things are like that.  If you’ve got providers 
where the default setting is to not do the flu shot 
unless the doctor orders it, that’s a guaranteed low-
yield model. It makes sense to be more proactive. If 
somebody checks in at the front desk and they’re 72 
years old, the receptionist should ask if they’d like a flu 
shot during today’s visit. Have an algorithm or protocol.  
Maybe it’s at the nurse check — whatever your comfort 
level is. You can have physicians signing off on things 
in advance as algorithms, protocols or standing orders 
that would take a load off of their plate in terms of 
having to remember things.  Change the default to 
doing it automatically.  Do the right thing automatically 
instead of waiting until the doctor orders it.

(Elizabeth Reardon) We had one set of practices 
that were owned by a hospital system.  They had 
their in-patient care managers rotate through the 
practices, and they did care coordination and care 
management in the practice as well as in the hospital.  
They found that helped both sides. That was the way 
they were structured, and it was significant for them.

(Anne Hernandez) For Medicaid members, we 
found that for someone who is doing the follow-up, 
they spend a lot of time and lose money on people not 
showing up or not bringing the necessary forms.  If 
you have other people supporting the practice helping 

members remember what they need to do and bring, 
it makes the time more valuable to the physician.

Already Overloaded PCPs

Question: Some PCPs fear that the PCMH 
is going to place additional demands on their 
already overloaded schedules without adequately 
reimbursing them.  How has your partnership with 
CIGNA addressed this concern among the physicians?

 (Barbara Walters)  Part of the reason that we 
chose to go into this pilot with CIGNA is that we 
participated in the Medicare Physician Group Practice 
Demonstration Project.  Our physicians had been 
comfortable and used to participating in a chronic 
care medical home pilot for about the past three 
years.  This year we were able to generate savings 
and receive a substantial bonus that goes towards 
the reimbursement for PCPs to provide care in this 
coordinated way with their clinical teammates.  We 
replicated the reimbursement model with our CIGNA 
commercial contracting department so we were 
able to allay the fears on the reimbursement.

Rewarding Participating Physicians

Question:  According to CIGNA’s description of 
your medical home partnership, a PFP component 
rewards participating physicians for improving 
quality.  Can you share any details on this?

 (Barbara Walters)  This mimics the CMS 
demonstration project where we are rewarded 
for providing value, and that’s efficiency.  We’re 
rewarded for providing the total cost of care for 
the group of patients in a more cost-effective way 
than a matched comparison group.  Then, if we do 
provide more efficient care, we’re also awarded a 
bonus for quality on specific metrics that we’ve both 
agreed to.  In the first year of this project, we’re 
using some of the very common metrics that the 
National Quality Foundation and the CMS project 
uses.  Most of those are around chronic conditions 
— diabetes, chronic heart failure (CHF), coronary 
artery disease (CAD) and asthma.  For example, 
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if we have a certain percentage of patients whose 
hemoglobin A1c, are at the appropriate level, that 
would afford us the opportunity to collect the bonus. 

Provider Information and Training

Question:  What information and training 
was provided to the doctors in the North 
Carolina diabetes medical home initiative? 

 (Roberta Burgess) Our providers were given a DM 
toolkit and office tools — monofilaments, diabetic flow 
sheets, diabetic action plans and patient education 
materials.  The provider toolkit is a DM toolkit.  It 
covers several diseases, but we focused on the disease 
of .  In the toolkit are a best practice guide for handling 
diabetes.  Also there was a hand-held pocket guide 
created by Community Care of North Carolina.  The 
pocket guide also gave them different diagnoses and 
other information that they could follow up on.     

Lessons from Early Adopters

Question:  Can you describe some of the 
lessons your organization has learned and how 
that can be shared across the total pilot?

Response (Dr. James Barr) You’re going to see 
extreme variations across your practices.  Much of 
it depends on the type of practice, the organization 
of the practice, the number of physicians and the 
number of patients in the practice.  There are so many 
variables.  My own practice involves three full-time 
physicians and a physician assistant (PA).  That’s a 
total of four providers.  We had a smaller number of 
diabetics to work on, and we’re able to get those type 
of compliance numbers right off the bat, except with 
our low-density lipotein (LDL) measurement, which 
we’ve got to work on.  The Center for Family Medicine 
practice was organized a little differently and did not 
have some of the same ability to focus that we did.  

Some of these practices are also semi-urgent care 
practices.  They have walk-in appointments.  They 
don’t schedule regular managed appointments for 
continuity.  You’ve got to adjust for some of those 

practices to get more into the habit of routine follow-
ups.  Some practices are multi-specialty and are trying 
to orient their workflow toward a more patient-
centered primary care approach initially.  You’re going 
to have challenges no matter what.  Every practice 
is different.  Every physician is different.  You have 
to make your system flexible enough to allow these 
people to adapt their practices toward what you’re 
trying to accomplish. Yet, those similar to NCQA’s must 
pass elements or those minimum criteria of being able 
to accept information from a registry and be able to 
work on it and show improvement.  You need to have 
certain minimums that everyone has to abide by.  

The main barrier you’re going to see most of the 
time is when you’re coming into a practice.  You tell 
them, “We’d like to implement the PCMH standards and 
principles and work with you.” Yet, this pilot with the 
state health medical plan involves 220 of my patients.  
I have over 10,000 patients in my practice.  It’s very 
hard for a practice to change and reorganize the 
workflow for 220 patients.   That’s a very large barrier 
for physicians to overcome when you start telling them 
you’d like to dedicate some of their staff resources 
and their time to this.  That’s why the incentive has to 
be there.  Some of the incentive needs to be up front 
incentive; it can’t just all be on the back end, where 
you get reimbursement for good outcomes. I’d like to 
migrate to a fully outcome-based compensation system, 
but initially you need either pay for effort like we have 
as far as for your time, or some type of PMPM like 
North Carolina is doing. This takes some adjustment, 
resources and time for these practices to move 
toward this, and some will move faster than others.

Launching the Program

Question: Have you implemented the medical 
home at any sites?  If so, how many sites and 
what populations are you targeting?

 (Dawn Bazarko) We’re actively recruiting 
practices.  The situation in Colorado is a very unique 
opportunity.  It’s a multi-payor collaboration.  Eight 
payors met to discuss implementing medical home 
pilots in the Colorado geography.  At last count, we 
had four committed payors who are currently working 
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through the process of determining criteria for practice 
selection. The great thing about collaboration is it 
brings enhanced payment at a much deeper percentage 
to any particular practice.  That collaboration is 
coming together and enhanced payment has begun.  
In Florida, Arizona, Michigan and a couple of other 
geographies, we are working through other local 
agencies and convening entities to do the same thing, 
if appropriate.  In some cases, UnitedHealthcare is out 
there alone, working with local society representation, 
socializing the concept, and beginning to select 
practices.  To summarize, we’ve designed the pilot, 
the measures, the characteristics of medical homes 
selection and how we plan to use the NCQA tool. 

 The approach is focused on the adult population.  
We not only target, for example, patients with diabetes 
on a particular panel, but all patients on Dr. Fuller’s 
panel would be eligible for the program.  The economic 
model that we created demonstrates a clear benefit 
for intervention at an adult population level.  There 
are obviously pediatric patients that seek care in adult 
practices who would be subject to this approach.  
The challenge is that straight pediatric practices, not 
currently part of our pilots, would require that some of 
the downstream outcomes be modified.  

(Dr. Lonnie E. Fuller Jr.)  Many practicing physicians 
have asked the payor community to collaborate and 
say, “In our community, these are the things we’re going 
to incent people on.”  Often what happens is that health 
plan A has a project, health plan B has a project, health 
plan C provides an online portal and health plan D 
doesn’t.  It becomes a cacophony for the doctor’s office.  
The fact that in the Colorado project you are getting 
together up front and striving to conduct yourselves in 
a collaborative fashion that gives a simplified message 
to the practices will enhance your performance. 

Engaging Reluctant Practices

Question: We would like to implement the 
elements of the medical home in our practices.  
We have 17 practices and 180 physicians and 
the characteristics of the practices are very 
different.  When we try to make changes, people 
say they are working as hard as they can and 

unable to do anything additional.  Could you 
provide guidance on incremental resources 
necessary to create a medical home?  Also, it 
would help us quantify what these changes are 
worth if you could share the value PMPM.  

 
(Dawn Bazarko) The ACP is studying this issue and 

the investment necessary at the practice level.  The 
approach UnitedHealthcare is taking is to determine 
what a practice needs to move along the continuum, 
and whether the practice can create some additional 
efficiencies to help them.  There’s increased capacity 
that can be created to get at some of this.  However, I 
understand your point exactly — it’s hard to take the 
time out of an already busy day.  It reminds me of the 
issues around adopting an EMR.  You’re confronted 
with the decision to take reduced scheduling to bring 
up the technology while you’re managing two systems, 
and go forward that way.  The approach we’re taking 
— not at the scale you’re describing, but working 
with smaller practices — is to augment some of that 
capacity with additional resources.  Certainly, if it can 
be front-end loaded with some creation of efficiency 
within those practices, there can be capacity created 
for potential redeployment.  It’s an important issue 
that we are actively studying. 

(Dr. Lonnie E. Fuller Jr.) The other part of that 
question is how do you get people to move to a new 
idea — to change their behavior?  If you offer the 
dollars and people try the new idea, but the new idea 
doesn’t work for them or they struggle because they 
weren’t properly trained, the dollars won’t matter 
because they’ll get frustrated with the activity.  If you 
want a change to spread through your organization, 
look for one or two sites.  Only about 15 percent 
of any population is early adopters — those who 
will say, “Hey, that looks neat.  I’ll try it!”  If you try 
to get everyone on board at once, the rest of the 
group will fight you.  Therefore, identify one or two 
sites that want to play.  Work with them throughout 
the implementation process.  Figure out what will 
work in your organization and what it will cost you.  
Finally, make the success of that experiment visible.  

I was talking with a group that implemented 
EHRs.  They broke it down into five phases.  They 
had 50 doctors and decided to do 10 for each phase.  
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They asked the doctors in a survey what order 
they preferred for implementation — first, last or 
somewhere in the middle.  They implemented the 
first two sites, and had doctors who thought they 
wanted to be last calling and asking if they could 
go next.  The reason for this is that they knew one 
another.  They saw how well it was going for those 
who had transitioned, and it changed their opinion on 

whether they wanted it or not.  Find the people who 
are willing to play and make it visible to other people.  
If it works, the rest of the group will come along. 

Learning from Early Adopters of Medical 
Homes

Question: Pediatricians have been early 
champions of this idea of the medical home, 
particularly for children with special healthcare 
needs. This strategy appears to be working in 
Massachusetts, where 48 percent of parents of 
special needs children report that they receive 
effective care coordination. What can the healthcare 
industry learn from these early adopters?

Response (Elizabeth Reardon) They can learn a 
lot.  The first thing that is pretty critical is that the 
medical home concept comes out of pediatrics.  I 
first heard about it back in the late 1990s when the 
chronic care model was starting to be examined. 
The Hood Center at Dartmouth College Medical 
School was doing the program, but they were 
trying to figure out how you helped rural practices 
and people who live in rural areas who had kids 
with special healthcare needs do a better job.

From listening to them and the families, there are 
three things that they bring to this.  The first thing is 
a real awareness that a chronic condition really exists 
over a lifespan. You have to take a developmental 
look at it, especially pediatricians who see a child 
with asthma or cerebral palsy or anything like that. 
What is that child going to face as a preschooler 
or moving to middle school or transitioning into 
adulthood? Those needs are going to change.  That’s 
something that has made them very successful in 
that they not only plan for or think about the course 
of the disease and the risk, they also look over the 
lifespan to figure out how people can stay as healthy 
and as connected with the community as they can.

The second thing is an awareness of a really good 
division of labor between the family and the parents 
and the people who support the child and the practice.  
The focus in chronic care models is often on teaching, 
patient education and patient self-management 

Figure 7: Developing Marketing and 
Communications Strategies

 

Source: Dawn Bazarko, UnitedHealthcare

Figure 8: Four Marketing Approaches  
for PCMH Practices
 

Source: Dawn Bazarko, UnitedHealthcare



© 2009, Healthcare Intelligence Network — www.hin.com 23Medical Home Improvement Guide Vol. I

support, which are all very important.  But the medical 
home model takes this to another level.  They identify 
that there are things that the parents, the families 
and the patients need to do to support the practice 
as well.  It’s much more of a mutual effort.  Especially 
when you’re working with a child or a person who is 
going to need to be observed. You’re going to have to 
pay attention to symptoms and provide that practice 
with information and recommendations on how to 
do things.  There needs to be a clear division of labor 
between the practice, what they’re responsible for and 
also a clear responsibility for the patient and its family.

The other really good thing that the medical 
home model brings to chronic care is a more sensitive 
awareness of how you connect with community.  
What are the types of social things that are going 
on?  What are the emotional and spiritual needs that 
the patient and family have?  What are the values 
that they bring to this managing of the illness or the 
chronic condition?  Who are the other connectors?  
Again you’re talking kids, you’re talking schools.  
Another thing that medical homes for children have 
been able to do is integrate pretty well with school 
programs.  If you’re going to be doing medical 
homes for people who are older or not necessarily in 
school, figure out some of the places where they’re 
more likely to be — employment or community 
organizations and faith-based organizations.  Bringing 
them in is going to be pretty important as well.

Marketing and Communications

In this section, HIN’s panel of experts address 
questions concerning patient communication, 
best practices, marketing strategies and more.

Dr. James Barr, medical director for Partners  
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Roberta Burgess, nurse case manager with 
Community Care Plan of North Carolina with 
Heritage Hospital in Tarboro, North Carolina

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Dr. Barbara Walters, senior medical director 
of Dartmouth-Hitchcock Medical Center

Diffusing Best Practices to Remote Sites

Question: How do you diffuse best 
practices to different sites, especially if it’s 
not part of the same organization?

 (Dawn Bazarko) In Colorado, we have a 
community of practices that are virtually connected 
through a convening entity around chronic care 
improvements.  They are supported through the IPIP 
grant.  That’s active best practice sharing.  Create an 
environment where practices are virtually connected 
and engage in dialogue, with either a mentor or 
preceptor base.  Pull the practices together in a kickoff 
venue, having monitoring and collaboration along the 
way.  These types of techniques will be most beneficial.  
That’s the approach UnitedHealthcare is taking.  

(Dr. Lonnie E. Fuller Jr.) Peer learning is the 
way to go.  If you look at the Learning Collaborative 
and concepts around the Diffusion of Innovations, 
new things spread among existing communications 
channels.  If Dr. A knows Dr. B and Dr. A starts to do 
it and Dr. B knows it, then Dr. B is more likely to do it.  
However, if Dr. B doesn’t know Dr. A or doesn’t know 
that they’re doing it, then it may not spread.  Work 
to identify the existing relationships and then work 
to increase the visibility.  If you go to the Web site of 
the California Healthcare Foundation (http://www.
chcf.org/aboutchcf/) and search for Diffusion of 
Innovation, there is a 30-page executive summary of 
the book.  It’s not a difficult read and it’s very insightful.
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Patient Communication

Question:  How are you communicating 
this program to your patient members, many 
of whom may not completely understand or 
have heard of the medical home concept?

  (Barbara Walters)  We’re working on that right 
now.  Currently, a patient would be introduced to this 
program via outreach from one of our nurses who 
work in the PCP’s office.  The nurse will reach out to 
them and talk to them about their healthcare, their 
disease state and any preventive measures.  I’m not 
sure a patient would know that this is providing care 
in a medical home model. There’s still work to be done 
in educating patients and members about this overall.

Marketing Messages

Question:  What type of marketing 
message entices diabetics to check 
out the medical home model?

Response (Roberta Burgess) In our area, health 
fairs in the community have been effective because 
we have so many rural communities in North 
Carolina.  Many times, when the hospitals have a 
health fair and they sponsor it through the church, 
if it has a diabetic focus and they’re talking about 
medical homes or conferences, they bring them to 
their community.  That seems to work and gets them 
more interested.  When they focus, when they take 
the market and bring it to the community through 
what they’re familiar with, that works best. 

Just about every piece of information that 
we send out, even our printed information that 
comes from the state, refers to their medical 
home.  Not just for diabetes but for their care.  
Choose your medical home for this and this.  
Remember your medical home.  You have a medical 
home.  So they’re hearing it more and more.

 
 (Dr. James Barr) On the physician side, being 

NCQA-certified as a PCMH is something that you could 
market not just to the diabetics, but to any patient 
who can benefit from a PCMH approach.  With my 

own practice, we’re starting to educate the patients 
about the PCMH and what it means.  You have to 
make sure that you are not marketing a “gatekeeper” 
concept.  They’re all afraid of that terminology.  You 
have to stay far away from the gatekeeper concept.  
The PCMH isn’t there to stop them from getting 
care; it’s to help them get care and arrange care.

Building a Communications and  
Marketing Strategy

Question: What incremental resources will 
be needed at the practice level to achieve these 
changes besides technology and culture change?  

 (Dawn Bazarko) We can’t underestimate the 
importance of building a communication and 
marketing strategy to promote the medical home.  
This has become more and more obvious to me as I’ve 

Figure 9: Healthcare IT and Tools for the PCMH
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Source: Dawn Bazarko, UnitedHealthcare
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done work with practices.  I don’t think it comes as 
second nature to physician practices and care teams 
to market what they do — market in the sense of 
truly describing the features and benefits for the 
patient.  The marketing scenario certainly provides 
an opportunity, and it ties directly into patient 
activation.  I also spent a fair amount of time discussing 
the importance of patients being actively involved 
and active participants in the process.  How do you 
actually accomplish that?  How do you communicate 
to patients regarding joining a medical home?  If 
the patient is with you, it’s critical to describe how 
to maximize the benefits of the medical home.  

(Dr. Lonnie E. Fuller Jr.) Often people will start to 
implement parts of the medical home but won’t call it 
that.  It’s important for any practice to communicate 
to its patients how best to work with it.  For example, 
when I was in private practice in Philadelphia, 
we admitted patients to two hospitals.  We only 
referred people to specialists who were on staff at 
those two hospitals, because we had good working 
relationships with them.  We received the referrals 
back immediately, and if the patient needed to be in 
a hospital, we could see the patient and provide our 
input into their care.  We’d always explain to the 
patients up front.  A nurse or preferably a document 
that explains how things work, how to get a referral 
or a prescription refill helps a lot with patient 
activation and getting them comfortable with their 
role.  A sign on the wall is not nearly as effective.

Managing Communications Among Providers

Question:  How do you manage 
communication among all providers caring 
for a patient in a medical home?

 
(Dawn Bazarko) This is a challenge, particularly 

if the system of care is not connected electronically.  
There are certainly some exceptions to that, where 
you have large integrated delivery systems with 
common EMRs that are shared and used to track tests 
and referrals between hospitals, emergency rooms 
(ER) and ambulatory settings.  There’s not a “one 
size fits all” approach to make this happen.  Practices 
need to work with the tools they have and augment 
with other capabilities that are proven successful.  
As a company, we’ll be enabling some of this by 
proactively creating communication contacts.  For 
example, with high volume specialists and rules such 
as, “When I refer to you, I’d like a report back on the 
disposition of the patient within X amount of time,” 
we set an expectation of closing that loop, which can 
essentially be paper-based.  This is just one example 
of many possibilities.  I’m not advocating for more 
paper.  However, in lieu of everyone wired together, 
which is not a reality today, we must work with what 
we have and build upon that.  Effectively managing 
care transitions and avoiding defects and duplicative 
testing and resource use is a challenge, as well as 
an important opportunity for the medical home 
approach.  We’re excited to test these new methods 
in the medical home, and enable these connections 
through technology where we can use best practices.  

(Dr. Lonnie E. Fuller Jr.) I would like to address 
this from inside the primary care practice.  There are 
a number of different people doing different things 
with the patients.  There are nurses taking their vital 
signs or providing education.  In the charts — whether 
they’re electronic or paper — you’ll need a system, 
usually through a flow sheet, that allows you to 
communicate with one another.  For example, if there 
is an licensed practical nurse (LPN) who goes into the 
exam room and performs the colon cancer screening 
education and fills out the paperwork for that patient 
to get a colonoscopy, you need a place on the chart 
to document that.   That way, the physician can go 
in and say, “Mrs. Jones, I see you’re going to get your 

Figure 10: Process, Technology and Tools
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colonoscopy.”  If the physician doesn’t know them, she 
might take the time to do the healthcare education 
also.  Often, we’ve set up teams that consist of the front 
desk, back office, nurses, providers and doctors are 
the mid-levels so we can ensure we’re all on the same 
page with how we’ll take care of a group of patients.  
Sometimes practices will have a huddle first thing 
in the morning.  They’ll look over the charts and say, 
“Here’s Mrs. Thompson.  She’s going to need X, Y and 
Z.”  That way, they’re on the same page so that when 
she arrives, they can move in a coordinated fashion.     

Tools and Technology

In this section, HIN’s panel of experts address 
questions concerning investing in patient registries, 
the tools needed to construct a medical home, data 
sharing, handling confidential information and more.

Dr. James Barr, medical director for Partners  
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Roberta Burgess, nurse case manager with 
Community Care Plan of North Carolina with 
Heritage Hospital in Tarboro, North Carolina

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Dr. Barbara Walters, senior medical director 
of Dartmouth-Hitchcock Medical Center

Investing in a Patient Registry

Question:  Should a practice that’s 
moving into the medical home spend 
their money on a patient registry?

  (Barbara Walters) Registries absolutely are a 
priority.  The chronic care model registry — where 

you have a list of the patients for whom you are 
providing coordinated care — allows you in a central 
location, at a glance, to see how a patient is doing 
on the clinical outcomes metrics that point to how 
well their disease state is under control.  You also 
have a registry of all the preventive services that 

Figure 11: Measuring Outcomes from the 
Diabetes Medical Home
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Figure 12: Reducing Costs Through a Diabetes 
Medical Home
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are due to them.  That’s a great first step for anyone 
who’s interested in doing a medical home practice.

Practice Tools for Constructing the  
Medical Home

Question: Which practice tools are 
essential for the medical home model?

 (Dr. James Barr) Most of these PCPs or medical 
homes that you’re working with don’t have a good 
grasp on what medical homes are, especially when 
you first start this type of a program.  Some are just 
totally paper systems.  There’s minimal electronic 
connectivity for anything.  With most of the practices 
that I work with, I’ve developed a minimum.  

Number one, they need to have the ability to take 
in information from some type of registry function 
— something that’s telling them who the population 
is, where the gaps in care are, how far away they are 
from the goals of the chronic disease that they’re 
managing.  They need to be able to bring that into 
their workflow system, respond to it, act on it, update 
activities that have occurred and get their next 
measurement.   Every physician should be able to go 
on the computer and click on an icon to get to the 
registry and allows you to see your panel of patients.  

Even if you go to a physician who refuses to use 
a computer or other electronics, but still wants to 
deliver better care, for them to be a medical home 
they have to be able to accept, even if it’s by paper, a 
full list of all their patients.  The list will note exactly 
where their patients are in the management of their 
disease, which activity needs to happen to get them 
to better control.  They’ve got to show some type 
of activity occurring and therefore the next month 
they’ll get a report card with better performance.  
Very simple report cards with list of patients, list of 
diseases, gaps in care — anything like that can start 
you on the road to becoming a medical home.  Then 
the physician office needs to develop their team 
approach, the whole-person orientation, the ability to 
make phone calls, coordinate care and give access.  

(Roberta Burgess) Many of our doctors are 
still not electronic.   When they’re not electronic, 
sometimes they’re a little intimidated.  We’re not set 
up that way yet.  We have teams that are trying to 
help with that support.  We did have some funding 
for that.  They were trying to do some of that in our 
program to get those who wanted be electronically 
based.  A simple diabetic flow sheet inside their 
practice would help because that would at least give 
them a way to track the diabetics they’re working 
with. The flow sheet will show exactly when that last 
blood pressure was done, when that last foot screen 
was done, when that last eye exam was done.  If 
they use that every single time the client comes in, 
that’s part of the tools and part of the mechanism 
to make sure they have something to measure.

Handling Confidential Information

Question: How do you handle confidential 
information in the EMR for behavioral healthcare?

 (Dr. Lonnie E. Fuller Jr.) In EHRs, there are 
settings that keep some information confidential 
and other information not.  It’s often around human 
immunodeficiency virus (HIV) care, but sometimes 
around mental healthcare as well.  The difficulty is 
when you have something as simple as a medication 
list.  For example, if you have a drug that’s used as 
part of acquired immunodeficiency syndrome (AIDS) 
therapy, you must find a way to target the drug so 
it will not go along with transferred information.  
In the office, people will often use a tablet-based 
EMR.  It’s always with the provider and no one else 
can look at it.  If they have EMRs and a computer 
infrastructure that has a screen in every exam room, 
there’s a short period of inactivity where you have to 
log back in order to get into the electronic record.   

(Dawn Bazarko) That’s a tough question.  We’re 
all held to those standards whether we work in a 
managed care organization or as a practicing medical 
professional.  The safeguards that are in place within 
the tool must be turned on.  In some of our other 
demonstration pilots where we’re providing point of 
care information into high-volume ERs, we’re subject 
to the suppression of behavioral health databases 
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through some state requirements.  The combination of 
the HIPAA along with the special requirements around 
exchange of behavioral health information and utilizing 
the security controls within the technology is critical.

Data Sharing and Confidentiality, 
Compliance and Clinical Outcomes 

Question:  Can you describe the types 
of information shared between entities 
and how this contributes to improved 
compliance and clinical outcomes?

 (Dr. James Barr)  PIC is more of a physician data 
company that brings in information of all types and 
then delivers it to physicians in a very actionable 
format so that it fits into their workflow patterns and 
allows them to be more engaged in the driving of 
care toward evidenced-based guidelines, at the same 
time organizing it in a fashion of the PCMH so that the 
whole person orientation treated by a physician-led 
team can act on this.  The type of information that was 
shared was the plan delivering all eligibility claims, 
labs and pharmacy data to PIC.  The PIC organization 
then goes out to the physician offices and performs a 
chart audit, looking at the claims lab and pharmacy 
data, then supplementing or correcting some of that 
data with their own data from the patients’ chart.  

Between the entities, you develop a member-
specific profile for every patient.  This profile then 
is brought to the medical home with coordination 
of all other physicians that care for this patient 
being involved in this member-specific profile.  
Everyone continuously updates the profile and 
acts on the profile in order to make sure that 
patient receives the best care possible. 

 (Roberta Burgess) Our case managers are all on 
the same system.  We’re all a part of the Medicaid 
program.  That’s how we can share information. We 
can also share information or summarize information 
with the Health Check coordinators as far as their 
following up with children.  They’re not employed by 
our hospital, but because we all work for Medicaid, 
we’re all using the same funding.  When a client signs 
up for Carolina Access, they’re part of the Access team.

Engaging the Population

In this section, HIN’s panel of experts 
address questions on population engagement, 
especially a patient’s family, the Medicaid 
population, the community and others.

Dr. James Barr, medical director for Partners  
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Roberta Burgess, nurse case manager with 
Community Care Plan of North Carolina with 
Heritage Hospital in Tarboro, North Carolina

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Elizabeth Reardon, president of Reardon Consulting; 
National Council for Community Behavioral 
Healthcare Integrated Care Consulting Team 

Dr. George Rust, family practice physician for 
Physician in Practice and head of the National Center 
for Primary Care at Morehouse School of Medicine

Including Patient’s Family in the Medical 
Home Model

Question:  Besides those cases when the 
patient is a child, when would it be appropriate 
in this model to include the patient’s family?

 (Dr. James Barr) There’s a multitude of areas 
where the family needs to be engaged, and it’s 
critical that we bring the family into our PCMHs.  
There’s areas when compliance from that patient 
is a concern.  It might be a financial issue, such as 
they can’t afford medications.  Maybe the family can 
assist in that regard.  Maybe there’s a mental health 
issue that the family can help them work through 
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— certain depressions or other states, or help them 
get their treatments.  Then there’s the issue of end-
of-life care, which is poorly addressed in today’s 
healthcare system.  That certainly would require the 
involvement of the patient’s family.  In the end, just 
overall motivation and support.  We need to engage 
patients.  Physicians have the best opportunity to do 
that because they have an established relationship 
with that patient.  If we extend that relationship to the 
whole family, our outcomes will be that much better.  

(Elizabeth Reardon) There are a couple of things 
that medical homes have been able to do for families. 
With the chronic care model of patient education and 
patient self-management, having the knowledge is 
absolutely critical. One of the things medical homes 
have also been able to do a good job with is building 
tools.  For example, one tool is a notebook that has 
pockets for keeping slips or appointments or other 
things, plus a structured way for the parent to know 
what to report to the practice when coming into the 
office visit.  What are some of the things they need 
to know?  Having the patient really understand what 
they need to look for, how to write it down and how 
to communicate with the practice when they come in 
for that visit and making the most out of that visit is 
critical, especially when you’re talking about family 
medicine or other practices where the providers 
don’t really have a whole lot of time to spend with the 
patient just because it’s the way we pay for healthcare.

The more prepared and the more organized a 
family or the patient can be with presenting that 
information to the doctors, the better it’s going to be.  
They really are good at that.  They also can come up 
with some very interesting little things like refrigerator 
magnets to remind you to do different things.  But it’s 
that toolkit as well as the knowledge that’s important.  
Medical home programs have been able to do a good 
job at this.  The other thing that they’ve done and that 
practices should think about are the extended families 
of people who have chronic conditions.  It could be 
a spouse, a child, a grandparent — it’s not just the 
person who has the chronic condition who has to do 
the management, it’s the family, the support system.  
Many times if there is a diabetic or an asthmatic in 
the family, people don’t necessarily have the training 

or support that they as a family member need to 
have, and that’s something they could do really well.

Engaging the Medicaid Population

Question: The Medicaid population has 
many social barriers to care.  How do you 
increase their engagement to allow the 
medical home model to be successful?

 (Roberta Burgess) It is hard, but population 
management is something I do with my diabetic 
population or any other population that we work 
with.  I send out materials monthly to my diabetics, 
and a lot of times it’s just education. I’ll say that this is 
an educational flier about your diabetes. I’ll also have 
at the bottom, “If you would like more information, 
contact me, and I can come see you one-on-one and 
we can talk about some other things.”  I get responses 
back from those letters saying “I got a letter from you 
about my diabetes.  I need to know more about it.” I 
also pick up the phone and call them, one at a time 
until I get somebody.  That’s how I work.  There is a 
barrier, but I pick up the phone and say, “My name is 
Roberta and I’m your case manager.  I work for your 
medical home.  Is there anything I can help you do 
today?  How are you doing with your diabetes?  Are 
you having any other problems that I might be able 
to help you with? I know all about the resources.”  
That opens the door and lets them know they can 
get care or help.  Many times they may not get out 
because of transportation.  I can provide them 
with transportation — I can usually get what they 
need.  But it is one-by-one, and it’s treacherous.

(Dr. James Barr) The process map that we utilize 
identifies every person that is in contact with this 
patient.  The list includes the medical home doctor, 
all the specialists involved and a case manager if one 
exists.  That list can continue and can involve the family 
member who might have the most influence over this 
patient or will help with compliance, transportation 
or finances.  There may be a financial assistance plan 
that can be implemented inside that patient’s profile 
in order for them to get certain medications.  It could 
involve a faith-based organization, a minister, or 
somebody with whom they have a relationship.  It’s 
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good to include anybody who has had a relationship 
with that patient so that when you’re having a 
problem, the map indicates resources to use to help 
this patient obtain the type of care they need.

Engaging the Community

Question:  What are some ways that 
healthcare organizations can draw the 
patient’s community into this effort?

 (Elizabeth Reardon)  There are a number of things 
you can do.  In Vermont, our health department has 
taken the lead in a lot of this type of work.  For the 
past three years the governor’s office and the health 
department have collaborated with communities on 
what we call the “Blueprint for Health,” which takes 
chronic conditions and looks at what the community 
needs to do to support the conditions.  That’s a 
little more complicated and a little more connected 
to the community, but if you have those kinds of 
things in place, certainly they support the medical 
home as well as the health of everybody else.

Patient Education Materials
 
Question: What types of patient 

education materials did you develop for 
your medical  home pilot?  Were there 
any challenges with communicating this 
information to the Medicaid patients?

 (Roberta Burgess) The most important tool that 
we developed was one of the diabetic action plans.  
The information brochure form has information for 
the client at a level that they can understand — all 
the things that they need to know when they go to 
an office visit for their diabetes care.  It explains to 
them from the beginning what their hemoglobin 
A1c level is; they have their exact numbers on 
that date. We break it down for them so that they 
understand when they go in that they must know 
their numbers.  They know what their guide is, they 
know what to expect from the doctor visit.  That’s one 
of the most important processes that we developed 
for our clients.  The biggest challenge was making 

sure that they understand what we wanted them 
to do with that tool, which was to take it with them 
when they go to the doctor.  That helps facilitate 
communication instead of having patients sit there 
and not really know what to do and what to ask.  

Many of them did remember to do that.  The 
providers have commented that they know 
we’re out there — the patients are bringing in all 
these forms and it keeps them on their toes.

Tracking and Referring Patients

Question: What strategies are your 
practices using for the patient tracking 
and referral management processes?

 (Dr. James Barr) At this time, the track test and 
track referrals is left up to the individual practices to 
develop their own process.  This is something that 
some EMR vendors have the ability to do, but the 
penetration of full EHRs and EMRs in our population 
is very low.  If you have that type of capability, the 
system itself will then manage those and can give 
you a pop-up list or an action list that shows you that 
you sent this person for referral, nobody entered 
into the system, but this consultation came in from 
this specialist.  Therefore we need to make a phone 
call to that member.  You sent them for a certain 
test, but the test has not been documented in the 
chart.  If you have an electronic system, fantastic; 
that system can do it all for you and develop alerts 
that come up when the tracking shows a deficiency.  
Other than that, when you’re getting into paper 
systems you’re looking at a flow chart of some type.  

It’s similar to the diabetic flow sheet discussed 
earlier.  If you say, “We ordered this referral for this 
patient to go get this done,” and it’s not put in there 
within a certain time period, then you need to know 
that it needs to be filed.  That’s a little more manual.  
You have to look up every one of them yourself 
rather than it coming to you.  It’s better if you have 
a system that brings it right to your attention each 
day, each week.  If you don’t have the efficiencies, 
you still can do it manually using flow charts.
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 Metrics and Measurements

In this section, HIN’s panel of experts 
address questions concerning measuring 
medical home progress and outcomes.

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Dr. Lonnie E. Fuller Jr., medical director 
for the Pennsylvania Medicaid ACCESS 
Plus PCCM-DM Program

Dr. George Rust, family practice physician for 
Physician in Practice and head of the National Center 
for Primary Care at Morehouse School of Medicine

Measuring Improvement Outcomes

Question: Can you provide examples for 
measuring improvement outcomes through 
the implementation of a medical home?

(Dr. Lonnie E. Fuller Jr.) In a primary care 
practice, quality improvement and many of the 
advanced medical home metrics must be done 
through process improvement.  The practices set 
goals up front, and they measure their performance 
over time against those goals.  We generate reports 
through either the electronic record that they’re 
using or with an electronic disease registry.  

(Dawn Bazarko)  We have pilots in the launch 
stage, and I went through measures for our proposed 
pilots.  We’ve completed economic modeling to assess 
expected improvements in resource use and have a 
set of standard quality improvement measures for the 
pilots.  Our study design includes randomized practice 
selection for the intervention practices and a control 
group to allow us to assess differences over time.  In 
addition to resource measures that we’ll test in the 
pilot, there are several other measures to consider.  
Most significantly, from a patient perspective, is the 
patient’s experience with care and some assessment 
of patient activation.  This is important to understand 

as you look at the tools and resources that are most 
beneficial in engaging patients in the process.       

(Dr. George Rust) The kinds of outcomes to 
look for are fairly easy to measure, but the more 
internal electronic systems you have, the easier it 
is to make your case.  In other words, if you can 
show improvements in A1c, for every point that 
you lower that A1c level, there is a measurable 
economic to whomever the payor is on that client.  
For example, significant reductions in cost are 
related to a one-point reduction in the A1c.  If you 
look at people with multiple risk factor clusters 
such as metabolic syndrome, high cholesterol, 
obesity, hypertension diabetes, and pre-diabetes, 
approximately 10 to 15 percent of those individuals 
have all their risk factors currently controlled.  
The opportunity to measure that and then show 
significant improvement would be low hanging fruit.

Group visits are another way to address the issue 
of how to more effectively address chronic illness in 
a primary care setting.  Many payors will now pay 
for group visit activities in a way that can be more 
efficient for your provider, nursing staff and the 
educators you might bring in for those programs.

Related Trends

In this section, HIN’s panel of experts address 
questions concerning the PCMH and retail clinics, 
medical malpractice, partnerships and more.

Dr. James Barr, medical director for Partners  
in Care

Dawn Bazarko, senior vice president of 
clinical innovations for UnitedHealthcare

Anne Hernandez, director of 
operations of APS Healthcare

Leslie Reeder, R.N., B.S.N., quality improvement 
specialist for the Colorado Department 
of Health Care Policy and Financing
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Dr. George Rust, family practice physician for 
Physician in Practice and head of the National Center 
for Primary Care at Morehouse School of Medicine

Julie Schilz, co-chair of the Center for Multi-
stakeholder Demonstrations and IPIP manager 
for the Colorado Clinical Guidelines Collaborative

Dr. Barbara Walters, senior medical director 
of Dartmouth-Hitchcock Medical Center

Retail Clinics: Helping or Hurting the  
Medical Home Effort?

Question:  Retail clinic proponents say that they 
can play a role in establishing medical homes by 
reaching patients who might not have traditional 
healthcare directing them back in the healthcare 
system.  Can retail clinics be a viable community 
resource in the establishment of medical homes?

 (Dr. George Rust)  Those clinics speak to a 
gap in the marketplace, where traditional primary 
practices are not as accessible as we would like 
to believe.  Otherwise, there would be no market 
for these kinds of practices. They are good to 
the extent that people who are otherwise not 
receiving care get into the healthcare system.

The average rate of control of high blood pressure 
in most primary care practices is approximately 60 
to 65 percent in terms of effectively getting people 
treated to target. However, when you go out to the 
community level, a National Health and Nutrition 
Examination Survey (NHANES) indicates that data 
is down around 31 percent.  There is a clear drop 
there, which means that some people are not even 
in our denominator.  They aren’t even in our patient 
care data because they’re not engaged in the system. 
From that perspective, these clinics have the potential 
to offer some advantages. In primary care practice, 
we can learn from them how to create those options. 
For example, we set aside one provider every day 
to care for walk-in patients or patients with urgent 
needs. Or we move to an open access model of 

scheduling, where patients can get into our systems 
much easier and with a higher level of accessibility.

However, what I’m not seeing from those practices 
is the level of commitment to ongoing continuity of 
care, and feeding those patients back into a primary 
care home through a continuity of care model.  They 
clearly have incentives aligned for the patient to 
continue coming back to them to get their blood 
pressure medicine refilled, or when they’ve got a 
cold or the flu.  The incentives are aligned in a way 
that does not contribute to more use of primary care 
homes.  The risk is that they’ll drain people away 
from more comprehensive primary care settings, into 
settings that treat just the immediate problem and 
don’t have a comprehensive approach to the patient.

Implications for Medical Malpractice

Question: What are the implications for medical 
malpractice liability in the context of the PCMH?

  (Julie Schilz) As a collaborative community 
organization, we have ties to Colorado’s malpractice 
liability insurer, COPIC.  In general, they view 
this work as being positive because it’s based 
on the planned care model, evidence-based 
medicine and use of technology for patient safety.  
This question hasn’t come up specifically.

Collaborations in Care Coordination

Question:  How will the medical home care 
coordination work with the health plan care 
coordination?  Will it be duplicative or supportive?

  (Barbara Walters) As part of our pilot with 
CIGNA, their care coordinators and our care 
coordinators have determined who has most 
appropriate responsibility for any type of patient.  
For example, transplant care is so rare that we felt 
it is better left with the health plan.  Care in the 
primary care office for specialty care referrals and 
chronic care, we’ve taken on as ours.  It’s been a very 
collaborative process to see where the health plan 
has information that we don’t currently have and 
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transfer that off.  There was setup work, patient type 
by patient type, so that there isn’t confusion for the 
patient or duplication of resources for any patients.

(Lesley Reeder)  In Colorado, we’ve followed 
a similar model with the six national plans who 
are participating in the pilot.  We’re looking at 
available resources.  Many plans will appoint 
one contact person for the pilot practices, so 
we can start to work on that coordination and 
communication without duplication of efforts.

Payor-Provider Partnership Success

Question:  What is the secret to a successful 
payor-provider partnership?  How much input 
should providers have in setting fee structures?

  (Lesley Reeder)  The secret to successful payor-
provider partnerships is to build those partnerships 
over time.   In Colorado, it was the providers who 
initiated the medical home bill that mandated the 
Department of Healthcare Policy and Financing to 
maximize the number of medical homes available to 
children served by our Medicaid and State Children’s 
Health Insurance Program (SCHIP) programs.  Their 
lobbying effort arose from the medical home learning 
collaborative and the medical home initiative, 
both of which started in 2001.  Now we have an 
advisory of about 70 stakeholders, nearly half of 
which are providers.  In addition, we have taken 
the opportunity to form task forces and advisory 
groups with a provider presence to help us answer 
a number of questions in Colorado — including how 
to improve access to care, identify and measure 
health outcomes related to medical homes and other 
clinical activities and improve managed care.

Initiating Care Management in the  
Medicaid Population

Question: We are running a pilot program 
in which we are providing intensive, high touch, 
care management for a Medicaid population. 
One of our greatest challenges is finding people 
and initiating the care management.  We’ve 
considered identifying the closest thing to a primary 
care clinician that they had previous to care 
management, and trying to utilize that relationship 
to find and engage our management population.  
What has APS Healthcare’s experience been with 
this challenge in a low-income population?

 (Anne Hernandez) That’s the greatest challenge 
anyone faces in working with the Medicaid 
population.  We find that about one out of five 
people we call is handled similarly to what you’ve 
described.  We identify their PCP and perhaps their 
pharmacy.  Both of those are avenues to get current 
contact information.  Recently we’ve also tried to 
participate in community events.  Either we host 
them or we participate with other partners.  We can 
invite participants through the mail.  Often their 
phone number is wrong because it’s been changed 
or disconnected, so the mail is most effective.

One of the avenues APS has tried, although 
not Georgia, is purchasing a phone list from 
Domino’s Pizza®.  This seems like an odd thing but 
they have found that in some places, Missouri in 
particular, a good number of their members that 
are also Medicaid people order from Domino’s.

(Dr. George Rust) One thing we may not have 
highlighted previously is that APS has chosen to 
put a significant number of its care managers into 
practice settings to get them closer to the front lines 
where they are likely to interact with clients, as well 
as to work with the healthcare team that might be 
taking care of those clients. Place care managers in 
community health centers, FQHCs or hospital ERs 
to ensure good contact potential for the clients.

(Elizabeth Reardon) Having somebody in an ER is 
critical, because you may have somebody assigned to a 
medical home but it may not be happening. Also, if you 
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have access to claims data, see what the patterns are. 
Studies have shown that people with co-morbidities, 
especially mental health or substance abuse, double 
the overall healthcare costs. That’s also a good marker. 

Collaborations in Data-Gathering Efforts 

Question:  Is data-gathering a 
time saver for the practice?  

 
(Dr. James Barr)  The physician in today’s world 

does not have time to perform a lot of these activities.  
We’ve found that by having some type of collaboration 
between the plan and the physician entity we were 
able to bring that information in that actionable format 
right to the physician.  And it can be done right at 
the point of care, which is where that physician has 
their greatest influence with the patient.  If you don’t 
put it in this format, with the multitude of reports 
that physicians get from various plans and various 
reporting structures, none of it will fit into their 
workflow and therefore none of it gets acted on.    

Future of the Medical Home

Question: The healthcare industry is placing 
a great deal of faith in medical homes to 
improve care access and quality.  How can we 
further this concept of patient-centered care?

(Elizabeth Reardon) It’s always easier when you’re 
trying to think of a new concept to put it in the context 
of something you’re already familiar with.  A lot of 
organizations and practices have been following the 
chronic care model that talks about how you put your 
system of care together to help people and families 
who have chronic illnesses.  The medical home concept 
sort of parallels the chronic care model.  That program 
focuses on the healthcare system and the kinds of 
things you need to have in place in your system.  The 
medical home program is focused on the other end of 
the stick. They’re more complementary and look for 
the best way to support patients and their families, 
especially when people have chronic conditions that 
are going to pretty well last over the lifespan.  If 
you think of a chronic care model and kick it up a 
notch to effectively address the needs of patients and 
families, that’s a good way to start thinking about it.
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Glossary

HIN Healthcare Intelligence Network

AAP American Academy of Pediatrics
AAFP American Academy of Family Physicians
ABMS American Board of Medical Specialties
ACP American College of Physicians
AIDS Acquired Immune Deficiency Syndrome
CAD Coronary Artery Disease
CHF Chronic Heart Failure
CMS Centers for Medicare and Medicaid Services
CPT Current Procedural Terminology
DM Disease Management
E&M Evaluation & Management
EHR Electronic Health Record
EMR Electronic Medical Record
Epic-IC Educating Practices in Community-Integrated Care
ER Emergency Room
FFS Fee For Service
FQHC Federally Qualified Health Center 
HIPAA Health Insurance Portability and Accountability Act
HIE Health Information Exchange
HIV Human Immunodeficiency Virus
IPA Independent Physician Association
IPIP Improving Performance in Practice
IT Information Technology
LDL Low-Density Lipoprotein
LPN Licensed Practical Nurse
NASHP National Academy for State Health
NHANES National Health and Nutrition Examination Survey
PA Physician’s Assistant
PCCM Primary Care Case Management
PCMH Patient-Centered Medical Home
PCP Primary Care Physician
PCPCC Patient Centered Primary Care Collaborative
PFP Pay For Performance
PHO Physician Health Organization
PIC Partners in Care
PMPM Per Member Per Month
PPC-PCMH Physician Practice Connections—Patient-Centered Medical Home
SCHIP State Children’s Health Insurance Plan
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for six years as medical director of a community and 
migrant health center in Central Florida. Dr. Rust is 
known for his expertise in health professions’ workforce 
diversity, in cultural competence, and in the delivery 
of primary healthcare to underserved populations.

Dr. Rust trained at Loyola University and 
Cook County Hospital, is board-certified in both 
family practice and preventive medicine and was 
named Family Practice Educator of the Year by the 
Georgia Academy of Family Physicians in 1994.

Lesley Reeder, R.N., B.S.N., works in the quality 
improvement section at the Department of Health Care 
Policy and Financing. Her responsibilities include working 
with Colorado’s Medicaid managed care organizations 
on quality improvement activities, implementation 
of medical home legislation for the department and 
developing performance measures for a number of 
initiatives within and outside the department.

Reeder represents Colorado’s quality improvement 
interests as a member of the Steering Committee of the 
Center for Improving Value in Health Care (CIVHC). 
CIVHC was established by Governor Bill Ritter’s executive 
order and is charged with improving the quality, access 
to and efficiency of the healthcare delivery system in 
Colorado. She is a member of the Steering Committee 
for the Colorado Multi-Payer Patient Centered Medical 
Home Pilot convened by the Colorado Clinical Guidelines 
Collaborative. Reeder leads the State Medicaid Working 
Group for the Patient-Centered Primary Care Collaborative 
(PCPCC), a national organization developed to promote 
the medical home approach to healthcare delivery. She 
has presented on the Center for Health Care Strategies, the 
PCPCC and numerous Colorado stakeholders’ meetings.

Prior to joining the department, Reeder was a labor 
and delivery nurse and a clinical nurse instructor for 
Regis University in Denver, Colo.  She holds a Bachelor 
of Arts in Biology from University of Colorado and a 
Bachelor of Science in Nursing from Regis University. She 
is currently pursuing a master’s degree in Public Health 
from University of Colorado Health Sciences Center.

Julie Schilz, R.N., B.S.N., is the manager of Colorado 
Clinical Guidelines Collaborative IPIP Program and 
the Colorado Multi-Stakeholder Patient Centered 
Medical Home (PCMH) Pilot. She is a co-chair for the 
PCPCC Center for Multi-Stakeholder Demonstrations. 
Schilz also serves on the Colorado Medicaid Medical 
Home Advisory Committee and Provider Task Force.

Her experience collaborating with healthcare 
organizations and industry stakeholders drives her 
expertise in care management and quality office system 
redesign programs, quality reimbursement programs 
such as PFP and critical knowledge of PCMH.

Schilz received her formal clinical training as a 
registered nurse at the University of Nebraska Medical 
Center and is currently working on her Master’s in 
Business Administration from Regis University.

Barbara Walters, D.O., M.B.A., is senior medical 
director for Dartmouth-Hitchcock’s Southern New 
Hampshire community group practices and is responsible 
for the management of ambulatory practice operations 
located in 15 locations. In addition, she is responsible 
for commercial payor contracting for the Dartmouth-
Hitchcock system and is the principal investigator for 
the CMS Physician Group Practice (PGP) Demonstration 
Project.  Board-certified in psychiatry and neurology, Dr. 
Walters came to Dartmouth-Hitchcock in 1998 from the 
Carolina Permanente Medical Group in Chapel Hill, North 
Carolina, with extensive experience in group practice and 
managed care. Dr. Walters earned her medical degree 
from Michigan State University, completed her internship 
in family practice at Lansing General Hospital in Lansing, 
Mich., and her psychiatric residency at the University 
of North Carolina, Chapel Hill. Dr. Walters received her 
Master’s in Business Administration from Duke University.
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Additional Resources from the Healthcare 
Intelligence Network

The Medical Home Improvement Guide Vol. II:  
More FAQs on Patient-Centered Care

http://store.hin.com/product.asp?itemid=3899
Picking up where Volume I leaves off, the Medical 

Home Improvement Guide Vol. II: FAQs on Patient-
Centered Care provides insightful responses from 
healthcare thought leaders at IBM, Aetna, Humana, 
the Virginia Health Quality Center, Sutter Health and 
more to more than 40 questions on the adoption of the 
PCMH by employers, hospitals and physician practices. 

The Medical Home: Pathway to Patient-Centric 
Primary Care

http://store.hin.com/product.asp?itemid=3719
This resource addresses the value and 

challenges of medical homes from the viewpoints 
of organizations already trying to establish medical 
homes for their populations.  Covered in this 40-
page special report are funding and implementation 
hurdles, successful methods for identifying 
members and redesigning office practices to move 
toward an advanced medical home model.

Framing the Medical Home Model of Care:  
Blueprint from Early Adopters 

http://store.hin.com/product.asp?itemid=3880
In the face of a primary care crisis, this resource 

chronicles the provider and payor experiences on 
the road to establishing medical homes for their 
respective populations. This 45-page resource 
describes the skills, technology, cultural change 
and financial incentives necessary to transform 
a physician practice into a medical home. It also 
presents a game plan for health plans that are ready 
to embrace and reimburse this model of care. 

Case Studies from Diabetes Medical Home Pilots: 
Key Processes, Tools, Metrics and Outcomes 

http://store.hin.com/product.asp?itemid=3879
This reource offers a detailed look at two 

physician-health plan partnerships in diabetes 
disease management — a care coordination pilot 
for New Jersey state employees with diabetes and a 
hands-on case manager-driven initiative for Medicaid 
beneficiaries with diabetes in North Carolina.

Medical Home Reimbursement Models: Funding 
Patient-Centered Care with Multi-Stakeholder 
Collaborations 

http://store.hin.com/product.asp?itemid=3878
This resource presents three ongoing medical 

home pilots built on a variety of reimbursement 
models. This 39-page special report provides an 
opportunity to evaluate three PCMH financial models 
and benefit from the experiences of multi-stakeholder 
collaborations. These case studies reflect early 
collaborations by Colorado, Ohio and New Hampshire 
providers, employers and public and private payors 
to build reimbursement structures that reward 
providers for care coordination and preventive efforts 
without adversely impacting healthcare costs. 

The Medical Home Compilation

http://store.hin.com/product.asp?itemid=3882
This resource is a comprehensive three-volume 

set illustrating how medical home projects and pilots 
are being used to improve primary care access and 
use. You’ll get case studies on programs from APS 
Healthcare, the Commonwealth of Massachusetts, 
Community Care of North Carolina, Horizon Blue 
Cross Blue Shield of New Jersey, the Pennsylvania 
Medicaid Access Program and United Healthcare.

Now Available: Volume II of The Medical Home Improvement Guide
Picking up where Volume I leaves off, the Medical Home Improvement Guide Vol. II: More FAQs on 

Patient-Centered Care provides insightful responses from healthcare thought leaders at IBM, Aetna, 
Humana, the Virginia Health Quality Center, Sutter Health and more to more than 40 questions on 
the adoption and funding of the PCMH by employers, hospitals and physician practices.  To order this 
resource or obtain more information, e-mail info@hin.com, call 888-446-3530, fax to 732-292-3073, 
go to http://store.hin.com/product.asp?itemid=3899, or write Healthcare Intelligence Network, 
1913 Atlantic Ave., Manasquan, NJ 08736.  All orders must be prepaid, and shipping is free.
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The Healthcare Intelligence Network (HIN) is the premier advisory 

service for executives seeking high-quality strategic information on the 

business of healthcare.  This information hub draws from more exclusive 

publications covering five key areas: managed care; hospital and health 

system management; health law and regulation; clinical care and 

outcomes; and the healthcare industry.

HIN continually scans and reviews healthcare business publications and 

includes only the best it can find in customized information packages that 

are available nowhere else.  HIN is updated every time a new issue or 

version of the publication is issued — so you can be sure you’ll never miss 

an important industry development! HIN will also add new, worthwhile 

products so you can be certain you get the best information available to 

manage your business.

HIN’s information sources are customized to suit your specific needs and 

can be delivered to you in the electronic format that works best with your 

existing technology.  HIN can deliver information via protected Internet 

sites, intranets, diskettes, CD-ROM, or e-mail to one subscriber or to 

many.

HIN’s senior management has years of experience in the business of 

healthcare — providing you with the key strategic information you need.
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