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I t is widely known that the US health care 
system has high cost and poor outcomes 
compared to other developed countries,1 

largely due to lack of a strong primary care 
system.2 The Joint Principles of the Patient-
Centered Medical Home (PCMH) was devel-
oped in 2007 as a strategy to address this 
problem.3 The PCMH can be summarized as 
combining the basic principles of primary care 
with new ways of organizing and delivering 
care and increased reimbursement to sup-
port this new model of primary care.2 One of 
the key elements of the PCMH is having a 
physician-led team that coordinates each pa-
tient’s care with the rest of the health care 
system. But given that primary care offices in 
the United States are increasingly becoming 
part of hospitals and other integrated health 
care systems,4 is the PCMH becoming obso-
lete? I would argue that not only is the PCMH 
still an essential component of achieving the 
triple aim both inside and outside of integrat-
ed health systems, but that it is also an im-
portant way to guard against the detrimental 
effects of too much consolidation of primary 
care practices into hospital systems. 

Much of the evidence of benefit for the 
PCMH has come from large integrated health 
care systems. At Group Health Cooperative 
Puget Sound, the PCMH model improved qual-
ity of care as well as patient and provider sat-
isfaction, and reduced emergency department 

(ED) visits and hospital admissions.5 Similar 
improvements have been seen in the Veter-
ans Administration system,6 Geisinger Health 
System in Pennsylvania,7 and other large inte-
grated systems.8 Given the positive impact in 
large integrated health care systems, it would 
seem that the PCMH model of care is still rel-
evant in that context. But since large health 
care systems rely on their primary care prac-
tices for referrals to their more lucrative spe-
cialty and hospital services, one could surmise 
that the PCMH might not achieve its greatest 
benefit in these systems. In fact, the greatest 
potential benefit for the PCMH is in small in-
dependent practices. 

Studies of the PCMH in independent prac-
tice have been more mixed. One study of these 
practices in southeastern Pennsylvania found 
improvements in diabetes,9 but a more recent 
study exploring a wider set of outcomes in 
the same regional PCMH program found few 
positive results.10 And a study of five PCMH 
practices in Rhode Island found significant 
reductions for avoidable ED visits, but not for 
other hospital utilization or for diabetes and 
preventive care.11

These results might seem surprising, since 
one of the hallmarks of the PCMH is to coor-
dinate primary care with the rest of the health 
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care system, which one might imagine to be 
more important in smaller independent prac-
tices where primary care is not part of that 
larger health care system. There are sever-
al reasons why studies have not shown more 
robust outcomes in small practices. The first 
reason relates to how the PCMH is measured. 
Most PCMH programs require that practices 
be certified as a PCMH by the National Center 
for Quality Assurance (NCQA) in order to be 
counted as a PCMH and receive PCMH reim-
bursement. However, the NCQA tool is not a 
particularly good measure of “PCMH-ness.”12 It 
focuses heavily on the technical components of 
the PCMH, with little focus on the core compo-
nents of primary care. It is these core compo-
nents (such as continuity of care) that lead to 
reductions in hospital services.13,14 In particu-
lar it is the interpersonal continuity with an 
individual physician that patients value15 and 
that leads to trust in that physician.16 

While NCQA certification misses many of 
these important components of the PCMH, 
it requires checking the boxes for dozens of 
technical items such as use of information 
technology, which has questionable impact on 
quality and outcomes.17 These requirements 
divert time and resources from the more im-
portant components of the PCMH and from 
the personal attention that patients value. 
When combined with the payment required 
for NCQA certification, this results in small 
independent practices being less likely to be 
designated as a PCMH,18 even though they 
may adhere to the principles of the PCMH as 
much as or more than practices in large inte-
grated systems. 

Another reason for the suboptimal impact of 
the PCMH in small independent practices is 
suboptimal reimbursement. Transforming pri-
mary care to a PCMH model requires signifi-
cant additional costs for practices.19 A study by 
the Commonwealth Fund estimated the cost of 
PCMH activities at over $500,000 per full-time 
physician, with an annual cost that translates 
to $16-$17 per patient per month (PPPM).20 
More recent studies have found similar costs.21 
Most payers do not come close to this when 
reimbursing for PCMH activities, making it 
difficult to make the changes necessary to im-
prove outcomes. Furthermore, payments are 
often not sustained over a long enough period 
of time to improve outcomes. In my state of 
Delaware, the state Blue Cross program col-
laborated with the state medical society on 
a statewide PCMH program that initially 
paid 20% higher rates for practices to build a 

PCMH model, with 25%-30% higher rates once 
PCMH certification was achieved. However, 
this program was disbanded after 3 years, be-
ing replaced by a program that pays an aver-
age of $2.50 PPPM for care coordination—far 
too low for meaningful care coordination. While 
the program does offer additional payments for 
achieving quality measures and/or reductions 
in hospital utilization, these payments require 
significant additional work for practices to doc-
ument quality measures of questionable value, 
on top of the large administrative burden that 
was required for the previous NCQA certifica-
tion. And these payments are not guaranteed, 
usually falling far short of what is promised 
by the payer. Such at-risk payments are not 
sufficient and reliable enough to sustain the 
PCMH model in small independent practices,22 
and have prompted some to prophesy the im-
pending death of the PCMH.23

If this trend of inadequate payment or un-
stable payments continues, it may be true that 
the PCMH model cannot be sustained in the 
United States, at least for small independent 
practices. This could spell doom not only for 
the PCMH but for the US health care system. 
Studies have shown hospital-owned practices 
have significantly higher costs than indepen-
dent practices and that large practices have 
higher costs than smaller practices.24 Other 
studies have found smaller practices to have 
advantages in quality and utilization, includ-
ing fewer preventable admissions.25 One reason 
is that small, physician-owned practices can 
provide a greater level of personalization and 
responsiveness to patient needs.26 Continuing 
the trend of consolidating primary care prac-
tices into hospital systems is not a good thing 
for health care in the United States. 

In order to save the US health care sys-
tem, we need to reverse the trend of hospital 
consolidation by supporting small indepen-
dent practices in their quest to transform and 
maintain a PCMH model of care. This can be 
done in the context of accountable care orga-
nizations (ACOs) for independent practices.26 
These ACOs can be a mechanism for small 
independent practices to collectively develop 
and implement the PCMH model of care, and 
to pressure payers to provide the necessary 
reimbursement to fund this model of care. If 
ACOs cannot provide enough leverage, then 
this pressure can be applied by state govern-
ments that represent the patients who benefit 
from improved care.27 

In summary, the PCMH is relevant in 
large integrated health systems, which now 
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represent a significant proportion of primary 
care in the United States. But it is even more 
important for small independent practices, 
which represent the best hope for the United 
States to achieve the quadruple aim.28 To suc-
ceed in this goal, the PCMH needs to be fully 
funded by payers. While some may argue that 
paying extra for PCMH activities is not fea-
sible in the era of cost containment, I would 
argue that what is not feasible is not invest-
ing in the PCMH. Even the higher estimate 
of $16-$17 PPPM represents only about 2.5% 
of the health care spend in the United States. 
Given that the United States spends double 
per person compared to other developed na-
tions, this investment of 2.5% can result in a 
savings for nonprimary care services equaling 
many times that amount. If this level of invest-
ment by payers comes to fruition, the PCMH 
model can help primary care practices to im-
prove quality and reduce costs. By supporting 
these small independent practices, the PCMH 
model can move the US health care system 
closer to the rest of the developed world, with 
primary care as the lynchpin of an effective 
and efficient health care system. 
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