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What is a Medical Home?

 About Special Kids Webinar –p
December 2011
 Jane Scott
 Dawn Haut

FAQ’s

 What’s all the excitement about?
 How is this different from good 

primary care?
 This just means more work, right?
 I thought this was just for poor 

kids/rich kids/sick kidskids/rich kids/sick kids
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Traditional model

 Medicine’s primary mechanism of p y
service:

1. Face-to-face doctor visit in the 
office; doctor runs the show

2. Emergency room visit

Traditional model

 Perfect settings for:g
 10 year old female with a fever, sore 

throat
 healthy 6 month old for check up
 car accident victim
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Traditional model

 Not a good setting for:g g
 17 year old with drug and alcohol 

addiction
 8 year old with school failure and 

behavior problems
 4 year old with severe asthma and poor 

living conditionsliving conditions
 2 year old with cerebral palsy
 Single mother of 2 children with autism

A typical primary care office 
currently is…

 … designed the best for the 80% of g
children and adults who do NOT
have special health care needs or 
chronic conditions

 … NOT designed well for the 
patients who need us the most, p ,
come in frequently, are the most 
complicated and incur the highest 
costs. 
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Medical Home = 21st Century Primary Care

 Premise that change is necessary

“The current care systems cannot do the job.   
Trying harder will not work.   Changing systems of 

care will.”Crossing the Quality Chasm, IOM

This requires a redesign
of existing services!!
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The Medical Home model is 
one solution!

“The Medical Home is 
the model for 21st century primary care,

with the goal of g
addressing and integrating high quality 

health promotion, acute care and 
chronic condition management 
in a planned, coordinated and 

family-centered manner.”

American Academy of Pediatric 
www.pediatricmedhome.org/
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What is Medical Home? 

 American Academy of Pediatrics and y
Maternal Child Health Bureau 
definition
 1992, 2002, 2008 (reaffirmed)

Medical Home

 Accessible
 Continuous
 Comprehensive
 Family Centered
 Coordinated
 Compassionate
 Culturally effective
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What is a Medical Home

 THE model for primary care in the p y
21st century

 AAP, AAFP, ACP, AOA - 2007 Joint 
Principles of the Patient-Centered 
Medical Home (PCMH)

 President Obama’s Affordable Care  President Obama s Affordable Care 
Act – “medical home” mentioned 63 
times

Who needs a medical home?

 Children with special health care p
needs

 All children
 Adults with chronic conditions
 All adults
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A Medical Home is….

 How (not where) primary care is provided 
for a panel of patients

 Process and system of care that targets 
and welcomes those who need us the most

 Where a team of people, including the 
family, all office staff, specialists and 
community partners, are all working y p , g
towards one goal

 Proactive, planned and creative care

This is a nice idea so now what?

 The decision is not whether to 
become a medical home, but how 
good of a medical home do you 
want to be?

 This is not a program within a 
primary care practicep y p
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This is a nice idea so now what?

 The road to becoming a medical g
home does not end by 
completing our “to do” list and 
meeting all of our goals

 It is a constant cycle of 
i timprovement

AAP’s Medical Home Toolkit –
What does it take to build a medical home?

1. Commit to being a medical 
homehome

2. Assess your current 
performance

3. Engage parent and family 
partners

4. Assign a care coordinator
5. Establish a registry
6. Begin pre planned visits and 

care planning
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AAP National Center for Medical Home Implementation
and Center for Medical Home Improvement
-

Building Your Medical Home ~ Toolkit ~

 Supports your development and/or improvement of a pediatric 
Medical Home.

 Prepares you to apply for and potentially meet the National 
C itt f Q lit A (NCQA) Ph i i P tiCommittee for Quality Assurance (NCQA) Physician Practice 
Connections® Patient Centered Medical Home (PPC-PCMHTM) 
Recognition program requirements.

 Offers capacity to chart progress

 Web site:  http://www.pediatricmedhome.org

Toolkit Building Blocks

 Start Building Your Medical Home 

1. Care Partnership Support

2. Clinical Care Information

3. Care Delivery Management

4. Resources & Linkages

5. Practice Performance Measurement

6. Payment & Finance

 Medical Home Standards What is NCQA and How Does it Impact Your Medical Home Standards - What is NCQA and How Does it Impact Your 
Practice?

 Quality Improvement Basics - Your Medical Home: Well Designed Using a 
Quality Improvement Process

 Progress Summary
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National Committee on Quality 
Assurance (NCQA) – Physician 
Practice Connections – Patient 
Centered Medical Home (PPC-
PCMH

4376 clinicians*4376 clinicians
892 practices*

Indiana 53 clinicians
http://www.ncqa.org

PCMH 2011 Overview (6 standards/24 elements)

1. Access and Continuity 
A. Access During Office Hours
B. Access After Hours
C. Electronic Access
D. Continuity (with provider)
E. Patient/Family Partnership

4. Self-Management Support
A.   Self-Care Process

5. Track/Coordinate Care
A. Test Tracking and Follow-Up
B. Referral Tracking and Follow-Up
C Coordination with Facilities/Care 

F. Culturally/Linguistically Appropriate 
Services

G. Practice Organization

2. Identify/Manage Patient 
Populations

A. Basic Data
B. Searchable Clinical Data
C. Comprehensive Health Assessment
D Using Data for Population Management

C. Coordination with Facilities/Care 
Transitions

D. Referrals to Community Resources

6. Performance Measurement 
/Quality Improvement
A. Measures of Performance
B. Patient/Family Experience
C. Reporting Performance
D. Quality Improvement
E El t i  R tiD. Using Data for Population Management

3. Plan/Manage Care
A. Guidelines for Important Conditions
B. Care Management 
C. Medication Management
D. Electronic Prescribing

E. Electronic Reporting

Optional Patient Experiences
Optional Performance 

Measurement
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Medical Home Learning Collaborative

• Three year Indiana Community Integrated 
Systems of Services (IN CISS) grant 
 Begun in October  2009  kick off meeting Begun in October  2009  kick off meeting 

including pediatric and family medicine
 Nine in first year 2009
 Nine more joined in October 2010

 Diverse in size, demographics, location and 
culture 
All i  th   th d f i l ti   All using the same method of implementing 
Medical Home in their practices, AAP’s  Medical 
Home Tool Kit 
http://www.pediatricmedhome.org/

PEDIATRIC PRACTICES
Blackburn Health Center
Clarian Arnett
Healthnet Pediatric Adol. Cente
Linwood Health Center
Pecar Health Center
Meridian Pediatrics
Riley Hospital MSA 1Riley Hospital MSA 1
St. Vincent Pediatric Primary C
Wishard Primary Care

FAMILY MEDICINE
Ball Memorial Hospital 
Foundations Family Medicine
Ridge Medical Center
St. Vincent Faculty Practice
St. FrancisSt. Francis
St. V’S Family Medicine Residen
St. Vincent Physician Network
Bohon/Craton, MD
Lira, MD
Shipshewana Family Medicine



11/30/2011

14

Number of Family / Parent Partners
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American Academy of Family 
Physicians
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How do we know if we’re a medical 
home?

 Medical Home Index –
www.medicalhomeimprovement.org

Medical Home Resources

 www.medicalhomeimprovement.orgp g
 www.medicalhomeinfo.org
 www.ncqa.org
 Medical Home Tool Kit –

www.pediatricmedhome.org
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Next Steps

 For Families:
 Ask your current primary care medical 

team about their understanding of 
medical home 

 Share this webinar and resources with 
your health care team
If ’  l ki  f   NCQA tifi d  If you’re looking for a NCQA certified 
medical home, check www.ncqa.org
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Next Steps

 For primary care providers:p y p
 Register your practice on the medical 

home toolkit website

 Contact Dawn Haut (dhaut@iupui.edu) 
for more information about Indiana’s 

di l h  l i  ll b timedical home learning collaborative
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