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WHY PATIENT CENTERED MEDICAL HOME 



PCMH CREATES VISION FOR CHANGE 



Yesterdayõs Care Medical Home Care 

My patients are those who make 

appointments to see me  

Our patients are those who are 

registered in our medical home  

Patientsõ chief complaints or reasons 

for visit determines care  

We systematically assess all our 

patientsõ health needs to plan care  

Care is determined by todayõs 

problem and time available today  

Care is determined by a proactive 

plan to meet patient needs without 

visits  

Care varies by scheduled time and 

memory or skill of the doctor  

Care is standardized according to 

evidence-based guidelines  

Patients are responsible for 

coordinating their own care  

A prepared team of professionals 

coordinates all patientsõ care  

I know I deliver high quality care 

because Iõm well trained  

We measure our quality and make 

rapid changes to improve it  

Acute care is delivered in the next 

available appointment and walk-ins  

Acute care is delivered by open 

access and non-visit contacts  

Itõs up to the patient to tell us what 

happened to them  

We track tests & consultations, and 

follow-up after ED & hospital  

Clinic operations center on meeting 

the doctorõs needs  

A multidisciplinary team works at the 

top of our licenses to serve patients  
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Yesterdayõs Care Medical Home Care 

Care is delivered to individual 

patients  

Care is delivered to individuals and 

to clinical populations  

Quality is assumed by an absence 

of errors  

Quality is measured and continually 

improved , care is monitored 

against national or regional 

benchmarks  

The team is organized to make 

things flow smoothly for providers 

Everyone on the team has a role in 

making care flow smoothly for 

patients  

Primary care treats medical 

problems and refers out everything 

else  

Primary care treats the whole 

person and coordinates all services 

that impact health  

Patients make appointments when 

something is wrong and the 

provider treats the complaint  

The provider and team proactively 

partner with a panel of patients 

over time 

Out of sight, out of mind  Anticipate and respond to needs for 

prevention, acute, chronic and 

palliative care  
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DONõT MISTAKE ACTIVITY FOR ACHIEVEMENT 

Increased access does not ensure increased quality of communication 

 

Quality of interaction = real achievement 

ÅPatient trust 

ÅBehavior change 

ÅOutcomes 

ÅSatisfaction 

 

Understanding where the patient is coming from 

ÅSocial relationships 

ÅLiving situation 

ÅQuality of life 

ÅGoals 

ÅBeliefs  

ÅUnderstanding and beliefs about health, disease, medications 

 



PCMH CREATES A FRAMEWORK FOR CHANGE 



PCMH:  FRAMEWORK FOR CHANGE 









PCMH CREATES OPPORTUNITY FOR CHANGE 




