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The Primary Care is in Crisis White Papers were commissioned by the Michigan Primary Care Consortium (MPCC) 
as a call for action to preserve and revitalize the primary health care system in Michigan.  Paper One defines 
the crisis within the context of the larger health care system.  Papers Two, Three and Four include solutions for 
resolving the crisis and each concludes with recommended actions the MPCC could undertake during 2009, 2010 
and beyond to strengthen the primary health care system in Michigan.

The MPCC is a partnership of organizations committed to rebuilding and strengthening primary care as the 
foundation of the state’s health care system and to improving the delivery of primary health care services.  The 
MPCC’s vision is that every Michigan resident will access primary health care in a patient-centered medical home 
that provides comprehensive, evidence-based preventive and chronic disease care and helps patients to engage in 
self-management of their health. 

MPCC’s diverse member organizations include primary care associations, employers, health plans, physician 
organizations, academia, quality improvement initiatives, public health agencies, consumer groups, and many others.  
The MPCC strives to align quality improvement initiatives, identify barriers and gaps, and generate creative solutions 
for sustaining and improving the delivery of primary care.  Important MPCC initiatives include:

• Utilizing health information technology to improve safety and quality of care.

• Reengineering practices to improve efficiency and effectiveness.

•  Incorporating decision support tools into practices to assure evidence-based preventive and chronic disease care 
are the norm. 

• Reforming the way that primary care is reimbursed.

• Making effective use of community health resources.

• Engaging consumers to become active members of their health care teams.

• Rebuilding the shrinking primary care workforce.

The MPCC invites and welcomes all who are interested to read these papers and join us in the challenge to rebuild 
and strengthen the foundation of our health care system—primary care.

         www.mipcc.org    |    517.241.7353    |    P.O. Box 30195, Lansing, Michigan 48909
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America is reeling under the 
burden of escalating health 
care costs that are projected 

to worsen dramatically as the “baby 
boomers” reach retirement age and 
become eligible for Medicare.1  To 
make matters worse, the primary 
care system that is needed to provide 
chronic illness care for the aging 
population is on the brink of collapse.2  
President Obama has named health 
care reform as a top priority.  Reform 
will include expanding insurance 
coverage and redesigning the health 
care system.  According to the 
Institute of Medicine (IOM), the 
purpose of the reformed system is 
“to continually reduce the burden of 
illness, injury and disability, to improve 
the health and functioning of the 
people of the United States and to 
control costs.”3  

The Patient-Centered Medical 
Home (PCMH) is an approach to 
providing comprehensive, coordinated 
primary care to children and adults.  
The concept is receiving significant 
attention as a means of revitalizing 
primary care, which must continue 
to serve as the foundation of the 
reformed health care system.  
This white paper describes the 
transformation of primary care 
practices into PCMHs and concludes 
with recommendations for actions the 
Michigan Primary Care Consortium 
can undertake to support PCMH 
implementation throughout the state.

CURRENT STATE OF 
PRIMARY CARE PRACTICE 

Of the estimated 3,500 primary 
care practices in the state, about                
85 percent are solo or small practices 
with one to three physicians, and     
15 percent are larger group practices 
with four or more physicians.4  The 
majority of these practices use  

 
paper-based charts.5  Primary care 
physicians struggle to provide health 
care in an environment characterized 
by increasing pressures and demands.6  

 Pressure to See More Patients •	
Every Day—Fee-for-service 
reimbursement rates have not kept 
up with inflation, causing doctors 
to increase the volume of patients 
to stay in business.  Consequently, 
they struggle to care for patients 
with chronic illnesses within the 
typical appointment.  In addition 
to seeing more patients, physicians 
spend more time doing paperwork 
to meet the demands of insurance 
companies and governmental 
agencies.

 Rapidly Changing Medical •	
Science—At an accelerated rate, 
new medications and devices 
are released, best practices are 

published and evidence-based 
guidelines for care are updated.  
Physicians not only must have a 
solid knowledge base, they must 
keep up with constant changes in 
the medical literature.

 Complexity of Care•	 —It is not 
uncommon for patients with 
multiple chronic illnesses to be 
seen by as many as nine doctors.  
This often results in patients left 
to coordinate their own care and 
reconcile differences when treatment 
plans conflict with each other.  

 
Ostbye and colleagues estimate 

10.6 hours per day are needed to 
deliver the recommended chronic 
illness care to an average panel of 
2,500 patients7 and an additional 7.4 
hours to provide the recommended 
preventive care.8  This is almost twice 
the normal workday and doesn’t take 
into account the four hours per day 
normally spent on acute care needs.  
As most doctors are trying to do 
all the above without the assistance 
of electronic health information 
technology (IT), it is no wonder they 
feel like they are running on a hamster 
wheel!6  

No one is happy with the current 
delivery system.6  Physicians and staff 
are overworked.  Patients cannot 
get timely appointments and are 
bewildered by their fragmented care. 
Employers and health plans struggle 
to contain escalating costs and 
question if the money has been well 
spent.  (The Rand Corporation’s First 
National Report Card on Quality of 
Health Care in America states that 
overall, patients receive about half of 
recommended care.)9  

Paul Grundy, MD, director of 
health care technology and strategic 

PRINCIPLE #1: Sustainable 
transformation of all primary 
care practices to Patient- 
Centered Medical Homes is a 
major objective of the Michigan 
Primary Care Consortium.

PRINCIPLE #2:  It is less expensive 
and more efficient to promote 
health and good management of 
chronic disease in primary care 
than it is to treat preventable 
complications through tertiary 
care.

PRINCIPLE #3: Sufficient financial 
resources and other incentives 
must be identified both to build 
and to sustain the Patient- 
Centered Medical Home, or 
primary health care will not 
survive in Michigan or any 
other state.  
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initiatives at IBM, cites the perverse 
financial incentives in the health care 
system with this example:

  As a buyer of care, I can buy 
a pretty good amputation                    
for my employee with diabetes 
but, in much of the United 
States, I have no way to obtain 
comprehensive care to prevent 
her from developing diabetes 
or, if she has diabetes, to do 
secondary prevention and 
control the disease [to prevent 
that amputation].10 

 
Wide-scale dissatisfaction has led 

to calls from all levels of society to 
redesign the dysfunctional U.S. health 
care system.  Dr. Grundy advocates 
for business and others to embrace 
the PCMH model as the best means 
of improving patient health status 
while lowering costs.  He helped 
create the Patient-Centered Primary 
Care Collaborative (PCPCC),11 a 
coalition of large employers, consumer 
groups, patient quality organizations, 
health plans, labor unions, health 
systems, hospitals, physicians and many 
others who have joined together to 
develop and advance this model of care. 

PCMH AS THE MODEL TO 
TRANSFORM PRACTICE

The PCMH concept arose 
from the integration of efforts by 
the American Academy of Family 
Physicians, American Academy of 
Pediatrics and the American College 
of Physicians to describe an improved 
way of providing primary care.  In 
March 2007 the three primary care 

professional societies, joined by the 
American Osteopathic Association, 
released their shared vision, The Joint 
Principles of the Patient-Centered Medical 
Home.12  The PCMH integrates the 
components of the Chronic Care 
Model13 and the IOM’s specifications 
that health care should be safe, 
effective, patient-centered, timely, 
efficient and equitable.14  (For more 
information, see Primary Care is in 
Crisis, part one in this four-part white 
paper series). 

In the PCMH model12 practices 
are transformed to provide evidence-
based, patient-centered care aided 
by state-of-the-art electronic health 
IT.   A PCMH is open evenings 
and weekends and has same-day 
appointments so people can be 
seen promptly and conveniently 
instead of needing to use emergency 
departments or urgent care facilities.  
Patients can also easily contact the 
office through telephone, e-mail and 
the Internet.  

Patients and, when appropriate, 
their families or caregivers have 
a personal relationship with their 
physician and/or health care team.  
They receive personalized care based 
on an action plan, a mutually agreed-
upon care plan.  The health care team 
provides the education and support 
the patient needs to implement 
their care plan, including appropriate 
lifestyle changes.  The practice 
coordinates referrals to specialists and 
integrates the care from all relevant 
sources into the overall plan, ensuring 
the care is evidence-based, eliminating 

the need for duplication of tests, and 
resolving contradictory instructions. 

In the PCMH model, the practice 
is equipped with various electronic 
tools that help in planning, tracking 
and improving care.  Essential health 
information flows between the 
primary care team and other settings 
such as hospitals, labs, pharmacies, 
specialists and community services 
to be made available wherever and 
whenever a patient needs care.  Using 
patient registries and information 
systems with embedded clinical 
decision support tools, the health care 
team proactively reaches out to offer 
services to patients with identified 
preventive services and chronic illness 
care needs.

The health care team continually 
strives to improve the quality and 
efficiency of their services.  The 
practice has achieved PCMH 
recognition through an accrediting 
agency.  Data are collected on 
indicators of clinical excellence, 
patient satisfaction and practice 
efficiency.  Data are shared openly and 
used to drive improvement activities.  
The practice generates sufficient 
income to recruit and retain highly 
motivated providers and staff.  In this 
transformed system, health care costs 
are lower because processes are more 
efficient and patients are healthier.  
This satisfies patients, physicians, staff, 
health plans and employers.

This model represents a paradigm 
shift in the delivery of primary health 
care.  The patient, rather than the 
practice, is at the center of the design 
and of all activities.  Physicians and 
practice teams assume responsibility 
for improving the health of their 
entire patient population, not just 
those who seek appointments for 

A PCMH is open evenings and weekends and has same-day 
appointments so people can be seen promptly and conveniently 
instead of needing to use emergency departments or urgent care 
facilities. 
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care.  Care is still based on the 
patient-provider relationship, but 
services may be provided by one or 
several members of the health care 
team.  Quality improvement activities 
are woven into daily activities and 
there is continuous improvement in 
care processes, health outcomes and 
cost of care.

EVIDENCE FOR THE MODEL 
The Joint Principles for the Patient- 

Centered Medical Home were released 
in 2007, so there hasn’t been sufficient 
time to rigorously test the model 
as it is evolving in practice settings.  
However, the PCMH model is based 
on the Chronic Care Model, which has 
been widely studied and validated.15, 16 

North Carolina’s Medicaid 
managed care program is the oldest, 
and probably the most successful, 
medical home initiative in the 
country.  The program includes 
disease management services for 
patients with chronic illness and it 
compensates physician networks and 
primary care practices each at $2.50 
per patient per month for providing 
medical home-based care and care 
coordination.  There is high patient 
and provider satisfaction with the 
program and significant cost savings 
have been demonstrated—over half a 
billion dollars in the first nine years.17

PCMH Pilots
The Centers for Medicare and 

Medicaid Services (CMS) has plans 
to launch a three-year PCMH 
Demonstration in 2010.18   The 
National Academy for State Health 
Policy released a database in 2008 of 
34 efforts in 31 states that advance 
the medical home for Medicaid or 
SCHIP program participants.19  In 
October 2008, the PCPCC published 
a compilation of 22 multi-payer PCMH 

pilots, Patient-Centered Medical Home: 
Building Evidence and Momentum.20

 
TransforMed

During 2006-2008, a national 
demonstration pilot was conducted to 
test implementation of the American 
Association of Family Physician’s 
New Model of Family Medicine that 
is similar to the PCMH.  Thirty-six 
practices were selected to implement 
the New Model.  Half received on-
site coaching, while half received 
educational materials without coaching.  
Key learnings from the TransforMed 
program were posted in 2009:21

 Achieving a PCMH requires • 
whole practice redesign, and 
is not merely the sum of many 
incremental changes.  There is a 
risk of overemphasizing technology 
and underemphasizing relationship-
centered care.

 Achieving a PCMH requires more • 
than two years.  No practices 
were able to implement all                    
50 components of the model 
within the two-year period.

 The journey to the PCMH requires • 
both personal and practice-level 
transformation.  Team members 
had to rethink their roles and 
interactions with other members 
of the team. 

 Transformation involves learning to • 
be a “learning organization”.  Practice 
teams, not experts, can best plan for 
and implement improvements.

 Supporting multiple connections • 
among practices through means 
such as participation in learning 
collaboratives can decrease 
isolation, frustration and change 
burn out.  

PCMH RECOGNITION 
PCMH recognition programs 

identify practices that meet PCMH 
criteria.  A few payers are already 
providing enhanced payment to 
practices with PCMH recognition and 
others are expected to follow suit.

In January 2008, the National 
Committee for Quality Assurance 
(NCQA) released the Physician 
Practice Connections®–Patient- 
Centered Medical Home (PPC-
PCMH™) recognition process.22 
NCQA publishes a list of recognized 
physicians and practices.  Three levels 
or tiers of recognition are possible, 
based on the number of points 
received on a scale of 100.  Practices 
must meet criteria for nine standards 
of care:  access and communication, 
patient tracking and registry functions, 
care management, patient self-
management support, electronic 
prescribing, test tracking, referral 
tracking, performance reporting and 
improvement, and advanced electronic 
communications.  Practice self- 
assessment tools are available on the 
Internet. 

Other organizations and pilot 
projects have developed recognition 
processes.  CMS will launch their 
PCMH demonstration in 2010 with 

Physicians and practice teams assume responsibility for improving 
the health of their entire patient population, not just those who 
seek appointments for care.  
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tentative plans to use a two-tier 
system based roughly on NCQA 
levels 2 and 3, but with some 
modifications.23  Blue Cross Blue 
Shield of Michigan (BCBSM) is 
developing its own PCMH designation 
process, which will include increased 
payment for office-based evaluation 
and management (E&M) services 
to PCMH-designated primary care 
practices, and which is an adjunct 
to the PCMH Initiatives in the 
Physician Group Incentive Program 
(PGIP), which supports physician 
organizations in their efforts to 
build systems of care guided by the 
PCMH model.24  Additional details 
are provided in the incentive program 
section.

PAYMENT REFORM
Primary Care is in Crisis, part one 

in this four-part white paper series, 
describes how distortions in the 
current fee-for-service payment 
structure reward the volume of 
services provided and contain few 
incentives to prevent underuse, 
overuse or misuse in the system or to 
assure provision of high quality care.  
Realigning the payment structure 
to create and reward value (i.e., 
improved health at reduced costs) is 
an essential component of health care 
reform.25

Primary care has been weakened 
by relatively low reimbursement rates 
for the services most commonly 
provided by primary care physicians. 
This has led to primary care physicians 
earning, on average, 55 percent of 

the earnings of all other non-primary 
care physicians and a decrease in the 
number of medical students choosing 
to specialize in primary care.  A 
shortage of primary care physicians 
will undermine national efforts to 
expand health care insurance coverage 
and reform the health care system.26 
(For more information about this 
shortage, see Rebuild the Primary Care 
Workforce, part four in this four-part 
white paper series.)

A key principle of the PCMH 
model is that payment should 
recognize the added value provided 
to patients in a medical home.  While 
practices that transform to medical 
homes may derive some financial 
benefit through implementation of 
electronic health IT and redesigning 
the office for greater efficiency, 
additional payment is essential if 
primary care is to be preserved in this 
country.27  

Paying for Primary Care Services
The Joint Principles of the Patient- 

Centered Medical Home list several 
recommendations for payment reform 
that are elaborated by Ginsburg.28  
These components have been 
incorporated into various payment 
models and are being tested in pilot 
sites across the country:29  

 Increase Fee-for-Service Rates•	 — 
Many providers report they 
lose money on every Medicaid 
and Medicare visit because 
reimbursement rates are set too 
low and do not reflect the costs 

of providing various services.  
Increasing private and public 
insurance reimbursement rates 
for E&M codes is needed to revive 
primary care and is relatively 
easy to implement now.  In the 
long run, however, moving away 
from fee-for-service payments 
toward capitated payments for 
all primary care services and 
bundled payments for all specialist 
and hospital services for acute 
episodes of care and post-acute 
care seems likely to decrease 
fragmentation, be more cost-
effective and if tied to outcomes, 
drive value.28

 Add Supplemental Payments•	 — 
Many services currently provided 
within medical offices are not 
reimbursed.  These include case 
management and care coordination 
activities, supervision of patients 
using home-monitoring devices, 
patient-initiated phone visits, 
group visits, structured e-visits, 
after-hours contacts and patient 
education provided by non-
physician staff.  The PCPCC 
hybrid blended reimbursement 
model includes a monthly risk 
adjusted care coordination fee 
that covers all of these services.30  
An alternative is for payers to 
reimburse some of these services 
through new care coordination/
self-management support, E&M 
codes and temporary procedure 
codes (the latter are used by 
BCBSM to support office-based 
care coordination and self-
management support).  Some plans 
include additional monthly fees for 
nurse care managers who provide 
services to patients with complex 
illnesses.  In pilot projects, monthly 
supplemental fees range from $3 
for basic services to the projected 

While practices that transform to medical homes may derive some 
financial benefit through implementation of electronic technology 
and redesigning the office for greater efficiency, additional 
payment is essential if primary care is to be preserved in this 
country.27
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$50 for tier 2 patients in the 
upcoming CMS pilot.31

 Share Cost Savings•	 —Physicians 
caring for patients in a PCMH 
could receive a share in the savings 
from reduced hospitalizations 
and emergency department visits 
associated with physician-guided 
care management in the office 
setting.  The upcoming CMS pilot 
will estimate a single savings figure 
for the demonstration.  Eighty 
percent of the savings that exceed 
2 percent of the comparison 
group costs will be shared with 
participating providers in the 
intervention group.31  The Agency 
for Healthcare Research and 
Quality estimates 10 percent of 
hospitalizations in 2004 could 
have been avoided through good 
primary care.32

 Reward Quality•	 —Pay-for-
performance programs provide 
bonuses for meeting targets on 
clinical process and outcome 
measures (e.g., HEDIS), satisfaction 
surveys (e.g., ACAHPS) and/or 
efficiency indicators.  One way to 
drive improved care is to increase 
the portion of physician salary tied 
to outcomes.  If this strategy is 
employed, it should be carefully 

  designed in order to incentivize 
important outcomes. 

 Build Infrastructure•	 —The amount 
of up-front money needed to 
create a PCMH is a significant 
barrier for practices.  Although 
PCMH practices may reap some 
financial benefits from improved 
office efficiency and through 
adoption of IT, it is ultimately 
the consumers and purchasers 
of health care, not the primary 
care practice, who will benefit 

from better health and lower cost 
outcomes.  Some pilot projects 
and the BCBSM PGIP provide up-
front dollars to pay for some or all 
of the initial infrastructure costs 
enabling more practices to engage 
in transformation.  The federal 
stimulus funds designated for 
building IT infrastructure in 2011 
are intended to assist practices 
in investing in the electronic 
technology needed to implement 
the PCMH.33

Some payers are reluctant to move 
toward payment reform without 
results in hand from the PCMH 
pilots in this country.  However, in 
recognition of the immediacy of the 
primary care crisis, payers interested 
in supporting PCMH development are 
urged to not delay payment reform 
until further pilot data are reported.  
Rather, Blair and others encourage 
payers to move ahead with some level 
of increased payment and to adjust 
rates over time as data on costs are 
collected and analyzed.34, 35  

Benefit Design
Health plan benefits can be 

designed to encourage improved 
health and lower cost health care. 
One strategy is for health plans 
to invest in health promotion 
and good chronic disease care 
“upstream” to avoid expenses for 
treating preventable complications 
“downstream.”  Many plans have 
large deductibles and high co-
pays for primary care visits that 
discourage consumers from seeking 

health services until they are ill.  
Value-based plans have small or no 
co-pays for primary care visits and 
medications for common chronic 
illnesses with greater cost sharing for 
elective procedures/surgeries or for 
interventions of doubtful value.36  The 
University of Michigan has a Center 
for Value Based Insurance Design. 
Faculty with clinical and economic 
expertise conduct empirical research 
to determine the health and economic 
impact of innovative benefit designs.37

A second strategy involves 
transparent posting of cost and 
quality data and creating incentives 
for consumers to seek care from 
providers who provide high quality, 
low cost care.38  This strategy will 
require developing an infrastructure 
in Michigan for posting quality and 
cost data.  The Greater Detroit 
Area Health Council has a major 
transparency initiative and reports 
five categories of quality data at the 
physician organization level.39  

The NCQA certifies health plans 
and collects and reports HEDIS 
quality data.  NCQA does not post 
annual health plan HEDIS reports for 
public viewing, but does use HEDIS 
data to produce the Health Plan 
Report Card web site that rates and 
compares commercial, Medicaid and 
Medicare health plans within states 
on five quality categories.40  NCQA 
also partners with U.S. News and 
World Report to produce the annual 
America’s Best Health Plans report.41

Physicians caring for patients in a PCMH could receive a share 
in the savings from reduced hospitalizations and emergency 
department visits associated with physician-guided care 
management in the office setting.
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Organization of 
Health Care Delivery 

Health care is a loosely organized 
system within which a multitude 
of ambulatory practices function 
relatively independently of each 
other.  Fisher doubts the current 
system will be able to achieve the 
goals of improved health and reduced 
costs.  He suggests giving a larger 
organization such as a physician 
organization, health plan or hospital 
system the responsibility for ensuring 
primary care and specialty care 
providers collaborate to decrease 
costs and improve quality of care.  
The accountable organization would 
monitor provider and practice 
performance and reward providers 
who limit referrals, diagnostic 
tests and procedures to those that 
add value.42  In other words, the 
accountable organization would 
assume responsibility for reducing 
waste in the system by monitoring 
and correcting the processes that 
lead to underuse, overuse and misuse 
(estimated to consume 30 percent of 
U.S. health care dollars; see Primary 
Care is in Crisis, part one in this four-
part white paper series).43  Since one 
driver of overuse in the United States 
is fear of litigation, efforts to contain 
overuse may need to be supported by 
medical malpractice reform to reduce 
the practice of “defensive medicine.”44

Michigan PCMH 
Incentive Programs

The BCBSM PGIP has a PCMH 
component to assist practices 
with transformation.  Practices 

are nominated for participation by 
their physician organizations.  The 
physician organizations receive funds 
up-front to assist with infrastructure 
development in their practices.  
Practices selected to participate 
agree to work on one or more of 12 
PCMH initiatives.  To achieve BCBSM 
designation as a PCMH, a practice 
must meet cost-saving standards 
for the use of generic medications, 
imaging services, emergency 
department visits and avoidable 
hospitalizations, in addition to meeting 
criteria for each PCMH initiative.  A 
practice that achieves designation 
as a PCMH receives enhanced fee-
for-service reimbursement rates for 
office-based E&M services in addition 
to performance based bonuses.  
In 2009, over 6,500 physicians in 
approximately 2,400 practices and 35 
physician organizations participate in 
PGIP.  Of these, approximately 1,000 
physicians will be PCMH-designated 
by BCBSM and will begin receiving 
enhanced E&M fees.45

Priority Health began a pilot 
project with four physician hospital 
organizations and one physician 
organization representing 16 practices 
in 2008 and plans to add more pilots 
in 2009.  The grants Priority Health 
provided in 2008 support care 
managers for diabetes, asthma care, 
group education and e-solutions 
such as registries and patient portals.  
Five of the 16 practices will receive 
support from a TransforMed facilitator 
for two years.  In addition, Priority 
Health enhanced their fully funded 

reimbursement effective April 1, 2009, 
for all primary care providers on 
standard Priority Health contracts.  
They include paying for after-hours 
patient visits, patient phone calls with 
physicians or qualified health care 
professionals, patient group visits and 
e-visits.  Practices that receive NCQA 
recognition in 2009 will receive an 
increased capitation base rate of 
$1-$3 per patient per month for up to 
12 months.46 

PRACTICE TRANSFORMATION
Transformation in a primary 

care practice requires months of 
planning and work.  The process is 
extremely challenging and practices 
must complete a long list of tasks to 
improve organizational processes.  
These tasks include installing and 
learning to use IT, revising schedules 
to provide enhanced access, creating 
new roles and procedures to 
enable team care, and implementing 
processes to coordinate care, all while 
continuing to provide patient care. 

Planning for Change 
Creating a PCMH involves two 

phases of change.  The first phase 
prepares the environment by 
redesigning the office for efficiency 
and through acquisition of useful 
electronic tools.  The second phase 
develops and implements standardized 
processes for providing patient-
centered care.  A shared vision 
throughout the practice and high 
motivation to provide high quality 
care are essential to attaining the 
goals of improved patient health and 
reduced costs.47 

Shaller48 identifies key factors 
for planning the transformation to 
patient-centered care.  Top leaders 
must be supportive of the change 
and redirect resources as needed 

Health care is a loosely organized system within which a multitude 
of ambulatory practices function relatively independently of each 
other.  Fisher doubts the current system will be able to achieve the 
goals of improved health and reduced costs.42 



TRANSFORM PRIMARY CARE PRACTICE AND PAYMENT  | 7

to enable the change.  The vision of 
transformed care should be clearly 
and constantly communicated to 
every member of the organization.  
A champion can help with this.  Staff 
should be trained at every step of 
implementation.  Patients and families 
should be involved at multiple levels 
to provide input on plans for change 
and feedback on the results of change.  
The work environment should be 
supportive of all employees and 
sensitive to the impact of change 
on individuals’ work assignments.  
Processes need to be in place for 
measuring the change and providing 
feedback.  Plans should be in place for 
training staff in quality improvement 
techniques, measuring change and 
using results to drive improvement, 
public reporting of data, conducting 
staff and patient satisfaction surveys 
and achieving PCMH recognition.  
Charles Kilo, MD, captures this change 
process, as follows:

 It takes a lot of effort to 
completely redesign a practice.  
Ninety percent of the effort is 

spent encouraging people to 
change or planning to change. 
Planning can create sustainable 
change.  Implementing an  
improved infrastructure is only 
half the battle.  Leadership should 
strive to develop an office culture 
that values patient-centered 
care and that is passionate about 
[continuous] improvement.49

Creating a Business Plan
Practices undergoing 

transformation to a PCMH will have 
initial costs related to infrastructure 
development, including acquiring 
IT systems.  Development of a 
sound business plan is critical and 
will either help convince a payer 
to make an initial investment in 
the transformation of the practice 
to a PCMH or help the practice 

plan to profit from redesign.  In the 
absence of a payer making an initial 
investment, some practices have been 
able to use creative strategies and 
careful planning to realize a profit 
from redesign.  There are savings to 
be gained from eliminating waste in 
the office and from using electronic 
technology to automate processes.  
Roger Chaufournier recommends 
careful consideration of new ways 
to generate revenue.  One practice 
realized a profit by increasing their 
staff-to-provider ratio from 3:1 to 
8:1.  Adding two nurse practitioners, 
a pharmacist and a dietitian who all 
generated income was key.  Other 
strategies included adding group visits, 
e-mail visits and increasing on-site 
laboratory testing.50

Estimating the costs for developing 
a PCMH is difficult because 
there are so many variables 
to consider, including the size 
of the practice, its status in 
terms of health IT needs and 
capability, and potential savings 
from redesign activities that 
eliminate waste.  The table 
at the left two examples of 
initial costs for purchasing 
an electronic medical record 
and adding additional staff.51  
Additional costs for training 
and supplies are not included.   

Team Approach
The team concept is one 

of the most powerful change 
ideas for promoting continuity 
of care within the primary 

It takes a lot of effort to completely redesign a practice.  Ninety 
percent of the effort is spent encouraging people to change or 
planning to change.  Planning can create sustainable change.  
Implementing an improved infrastructure is only half the battle.  

Expense Type Expense Category Keckely Model Goroll Model

Personnel Health Coach $78,000 NA
Data Manager $27,000 $5,000
Registered Nurse NA $90,000
Nurse Practitioner NA $100,000
Social Worker NA $35,000

(.5FTE) 
Nutritionist NA $35,000

(.5 FTE)
Practice Manager NA NA

EMR System Initial $25,000 $35,000
Total $130,000 $375,000

Examples of Projected Cost of Enhanced Office Infrastructure51

 Adapted from: Goroll AH, Berenson RA, Gardner LB. JGIM 2007;22:410-415, Keckely 
PH, Uberwood HR. Deloitte Center for Health Solutions, accessed September 20, 2008,                
www.deloitte.com/dtt/cda/doc/content/us_chs_MedicalHome_w.pdf. 
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care setting.  Physicians cannot 
and should not do it all.  Team care 
involves delegating all care functions 
that are not essential for the physician 
to perform to members of the 
health care team, who work at their 
highest level of training, licensure 
and experience.  In small practices, 
the team may be the physician, 
medical assistant and receptionist, 
while larger practices may engage a 
variety of health professionals, such 
as nurse practitioners, physician 
assistants, nurses, certified medical 
assistants, social workers, pharmacists, 
mental health counselors, dietitians, 
certified diabetes educators, exercise 
specialists, nurse case managers, 
health coaches, patient navigators 
and others.  The objective of using 
health care teams is to efficiently 
provide preventive services and acute 
and chronic illness care, to enable 
coordination of care and to assure 
patients receive all the support they need 
to manage their illnesses or conditions.

Small and large practices may 
look to the broader community, the 
“medical neighborhood”, to provide 
services they cannot or choose not 
to provide within their walls.  Some 
practices may pool resources to hire 
a case manager or social worker.   
Others may contract with health 
departments, hospitals or Federally 
Qualified Health Centers to supply 
services or simply refer patients to 
available resources being offered 
in the community.  Such resources 
may include certified Diabetes Self-
Management Training Programs, 

Michigan PATH 52 programs based on 
the Stanford Chronic Disease Self-
Management Program Model,53 or 
tobacco cessation programs. 

Useful Health 
Information Technology 

IT provides essential tools for 
the delivery of efficient, coordinated, 
comprehensive health care.  The 
tools assist with knowledge 
management, population management 
and safety.  IT tools are used to 
enhance communication and 
access, standardize care, assist with 
decision support, and collect and 
report data for quality improvement 
activities.  Lack of standards for 
functionality, interoperability, content 
representation and secure messaging 
have slowed the adoption of health IT 
in primary care.54  The 2009 federal 
economic stimulus package has 
allotted $17 billion to assist physicians 
and hospitals in acquiring health IT 
systems by 2011.55  A description of 
basic products follows.  Once the 
infrastructure is in place, there is 
potential for adopting a multitude of 
useful applications. 

 Population-Based Registries•	 —These 
track recommended care for 
chronic illness and prevention for 
individuals and are an essential 
PCMH tool.  Registries differ from 
electronic medical records in 
that they do not contain progress 
notes, although some allow for free 
text to be entered in an optional 
field.  Unlike many electronic 
medical record systems, registries 

have data mining capabilities 
and can run a variety of useful 
reports.  Different products offer 
different features, but all can be 
used to plan and monitor patient 
care, provide quality improvement 
process and outcome reports, and 
create contact lists for outreach to 
patients needing specific services.  
More sophisticated products have 
clinical decision support for use 
at point-of-care as well as secure 
e-mail, patient portals, interfaces 
with laboratories and more.  
Prices for these products vary, but 
they are relatively inexpensive in 
comparison to electronic medical 
record systems.56 

 Electronic Medical Records (EMRs)•	 —
EMRs replace paper charts with 
electronic data that is readily 
accessible.  There is considerable 
variability between products.  
Fully-functional systems can 
record patient information and 
demographics, view and manage 
results, manage e-prescribing, 
manage order entry and provide 
clinical decision support at point-
of-care, while basic systems 
typically do not offer the last two 
functions.  Fully-functional systems 
help standardize care processes 
in that evidence-based clinical 
guidelines can be embedded in 
care templates and alerts can 
assist in planning care.  These 
systems can track referrals, lab 
and radiology reports, and assist 
with coordination of care between 
settings.  Newer systems contain 
registry capability and can generate 
a variety of user-designed reports.  
Implementation of an EMR 
product is a major undertaking 
that requires substantial planning 
and investment in staff training. 
Installation should be preceded by 

The team concept is one of the most powerful change ideas for 
promoting continuity of care within the primary care setting.  
Physicians cannot and should not do it all.  
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redesign of workflow processes in 
order to achieve full benefits from 
the system.57  

 Patient Portals•	 —These may be 
stand-alone products, or a feature 
of a patient registry or EMR.  They 
typically have secure e-mail and 
some allow patients to schedule 
their own appointments.  Patients 
can access their own health 
information via the Internet, and 
information can be entered by the 
patient or transferred from home 
monitoring equipment.  Patient 
portals facilitate the use of a patient 
health record that can be accessed 
with the patient’s permission 
anywhere they seek care.58

 E-prescribing•	 —This can be used in a 
way which substantially decreases 
errors in prescribing medications.  
Many have safety features to prevent 
ordering an incorrect dose and they 
send alerts when a newly ordered 
medication may trigger a known 
allergy or create unwanted side 
effects when combined with another 
medication the patient is taking.57

 • Health Information Exchange— 
The ability to exchange data 
between primary care providers, 
hospitals, laboratories and others 
is hampered by the inability of 
many products to “talk” to each 
other.  Technology is available 
to allow the exchange of health 
information data within a specified 
geographic region to overcome 
these problems.  In Michigan, 
nine regional health information 
exchange organizations (RHIOs) 
are engaged in planning for 
data exchange.  Creation of a 
statewide RHIO backbone is under 
consideration.59  In the meantime, 
interfaces assist in the transfer 

of data between sites, such as 
between the practice office and 
clinical laboratories.  

Office Redesign
Transformation to a PCMH is 

not accomplished by “adding on” 
to the way the practice currently 
operates.  It involves evaluation and 
redesign of every aspect of how the 
practice is run to assure the delivery 
of effective, efficient clinical care and 
self-management support.  

Redesign should include the design 
elements of the Chronic Care Model:  
patient self-management support, 
delivery system design, decision 
support, clinical information systems 
and linkage to community services.60  
It should also include the four themes 
for change identified by Kilo and 
Wasson61 when creating the Idealized 
Design of Clinical Office Practice 
initiative in 1998 for the Institute of 
Healthcare Improvement: 

 •	 Access—Patients have access to the 
care and information they need, 
when they need it.

 Interaction—•	 Interaction between 
the patient and the care team is 
deep and personal.

 •	 Reliability—The system provides all 
the care, and only the care known 
to be effective and helpful.

 •	 Vitality—The practice has a 
happy staff, a spirit of continual 
innovation, and financial viability. 

Redesign is accomplished through 
process and quality improvement 
tools and methods such as Lean and 
Lean/Six Sigma62 and the Model for 
Improvement (Nolan)63 to assure 
that provision of care is efficient 
and effective.  Efficiency is addressed 
through methods that identify and 
eliminate activities that waste time, 
effort and/or resources.  Processes are 
improved and error-proofed so the 
desired action becomes the easiest 
to do and jobs are done correctly the 
first time.64  Effectiveness is addressed 
through creating reliable processes 
that ensure patients receive all the 
care recommended by applicable, 
evidence-based clinical guidelines.  

This involves activities such 
as defining roles and distributing 
tasks among team members, using 
care templates with embedded 
evidence-based guidelines to create 
individualized care plans and track 
care provision, providing clinical case 
management services for complex 
patients, ensuring regular follow-up by 
the care team, and providing care that 
patients understand and that fits with 
their cultural background.  

Quality improvement methods 
are commonly used to implement 
advanced access scheduling, improve 
patient flow to decrease wait times, 
and to implement processes to track 
lab work or referrals.  Workflow 
redesign is an important component 
of improving processes and is 
especially important with complex 
improvements such as implementation 

Transformation to a PCMH is not accomplished by “adding on” to 
the way the practice currently operates.  It involves evaluation and 
redesign of every aspect of how the practice is run to assure the 
delivery of effective, efficient clinical care and self-management 
support.  
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of EMR systems, otherwise chaotic 
processes are just done faster.65

Workflow redesign can be aided 
through a Lean technique that uses a 
process flow chart or a value stream 
map to identify and eliminate activities 
that don’t add value for the customer.  
Team members identify all the steps 
in a process such as moving a patient 
through an appointment and who 
does each task.  Once the steps of 
a process are identified, each step is 
evaluated to assess its value to the 
customer, value to the business only 
(these should be reduced to the 
minimum) or lack of value to anyone 
(these should be eliminated).  The 
process is then repeated to create a 
diagram of an improved future state, 
which typically contains a marked 
reduction in the number of steps. 
Then the team works to create the 
improved future state.  During the 
implementation phase, the team might 
use multiple PDSA cycles (plan, do, 
study, act) to conduct small tests 
of change until a good process is 
designed.66

Practices use different approaches 
to get started with redesign 
activities.  In some practices, quality 
improvement personnel will lead the 
change.  Other practices may join a 
learning collaborative modeled on the 
Institute for Healthcare Improvement 
Breakthrough series67 or hire 
consultants to lead the transformation 
process.  Practices that choose a “do 
it yourself” approach to redesign 
will find information on redesign 

techniques readily available in books 
and on the Internet.68, 69

System engineers are being 
used as consultants because of 
their extensive training in multiple 
aspects of system design and process 
improvement.  In 2005, IOM called for 
increased partnering between health 
care and system engineering in the 
publication, Building a Better Delivery 
System: A New Engineering/Health 
Care Partnership.70  Some hospitals 
and larger health systems hire Lean/
Six Sigma consultants to eliminate 
waste and to develop processes to 
decrease errors.  Other organizations 
develop internal capacity by sending 
staff to Lean or Six Sigma training.  
The Automotive Industry Action 
Group (AIAG), in partnership with 
the American Society of Quality, has 
completed successful pilot projects 
that demonstrate the value of using 
industry-trained system engineers 
and quality improvement specialists as 
consultants for redesigning processes 
in health care settings.71  The BCBSM 
PGIP includes a consortium of 
practices in which Lean management 
techniques are taught to practice-
based change management facilitators 
and physicians’ offices are assisted in 
practice transformation using Lean   
re-engineering methods. 

TRANSFORMING PRIMARY 
CARE IN MICHIGAN

A comprehensive list of the 
redesign resources and programs 
available to Michigan practices is 
beyond the scope of this paper.  

However, a few innovative initiatives 
are described below. 

Improving Performance in Practice
Michigan’s Improving Performance 

in Practice (IPIP) is a quality 
improvement initiative sponsored 
by the Michigan Primary Care 
Consortium in partnership with AIAG.  
Nationally, IPIP was created by the 
American Board of Medical Specialties 
and is funded in large part by the 
Robert Wood Johnson Foundation.  
The program has been launched in 
seven states.72  IPIP participation 
can fulfill the quality improvement 
requirements for physicians applying 
for renewal of their specialty 
certification.  

In Michigan, recruitment of 
primary care practices to participate 
in a year-long diabetes and/or asthma 
IPIP learning collaborative began 
in 2008.  The goal is to have 100 
practices participating by the end 
of 2009.  Practices attend quarterly 
learning sessions and work to improve 
chronic illness care by using a patient 
registry system to track care and 
to reach out to patients needing 
care, implementing team-based care 
through use of protocols and standing 
orders, and implementing a patient 
self-management support program.  
Once the foundation for providing 
good chronic disease and preventive 
care is in place, practices will work on 
other PCMH components.73

In the IPIP program, one or 
two quality improvement experts 
from industry will provide coaching 
to a practice for a year on a 
voluntary basis.  Quality and process 
improvement experts were recruited 
from industry and were trained 
to provide services in a health 
care setting.  AIAG assisted in the 

Quality improvement methods are commonly used to implement 
advanced access scheduling, improve patient flow to decrease wait 
times, and to implement processes to track lab work or referrals.  
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recruitment of the 82 volunteer 
quality improvement experts who 
completed training between May 2008 
and February 2009.  When asked why 
they volunteered for IPIP, the most 
common response was, “I think I 
can make a difference” followed by, 
“It will give me experience in a new 
area.”  Early reports from practices 
using these coaches indicate they 
are making a difference.  An exercise 
to improve a process for handling 
referrals in a primary care office 
resulted in dramatic decrease in turn-
around time, with an estimated savings 
of $90,000 per year.74

Calhoun County 
Pathways for Health

Calhoun County Pathways for 
Health is conducting its second 
Breakthrough Learning Collaborative 
in Western Michigan focused on 
the Chronic Care Model.  Mike 
Hindmarsh, a consultant associated 
with the MacColl Institute in Seattle, 
assisted in planning and launching the 
first session in 2007.  

Similar to IPIP, practices attend 
learning sessions and implement 
good care processes for patients with 
chronic illness.  An innovation this 
year was the addition of coaches who 
attended the collaborative learning 
sessions with their practices.75

Practice Transformation Institute
Practice Transformation Institute 

(PTI) works with health care 
organizations, graduate medical 
education programs and primary care 
practices striving to improve their 
performance and outcomes.  PTI has 
conducted day-long workshops to 
train primary care practices in the use 
of basic practice transformation tools.  
In addition, practices can contract 
with PTI practice consultants who 

develop customized practice solutions 
through:76

 Assessing the organization, team • 
and individual learning needs 

 Identifying solutions that • 
provide and support alternative 
improvement opportunities

 Designing and delivering tailored • 
learning opportunities 

 Measuring the level of knowledge • 
transfer from fact retention to 
demonstration of competency 

 
A strong advocate for PCMH, PTI 

has sponsored educational events 
on PCMH and given presentations 
at annual meetings, seminars and 
conferences across the state to spread 
the message that transformation to 
the PCMH is needed and doable.  
PTI will be launching a practice 
improvement learning collaborative 
in 2009 with Institute for Healthcare 
Improvement faculty. 

U of M Lean Consultants
Chris Wise and colleagues from 

the University of Michigan offer 
consultation on Lean to some 
practices participating in the BCBSM 
PGIP.  During three days of intensive 
work, practice teams create value 
stream maps of current and future 
states and plan activities to be carried 
out during a 90-day improvement 
cycle.  Staff members from 
participating physician organizations 
are trained in Lean management 

technique so they can serve as 
practice transformation facilitators on 
an ongoing basis.  Some practices have 
completed two or three cycles, each 
with a new aim.77

Michigan Primary Care Consortium
The Michigan Primary Care 

Consortium (MPCC)78 is a diverse 
group of organizations committed 
to promoting the transformation of 
Michigan’s primary care practices to 
the PCMH model primarily through 
aligning existing transformation 
initiatives and enabling transfer of 
lessons learned.  The MPCC is also 
directly involved in the process of 
transforming practices through its IPIP 
program. 

CONCLUSION
There is much good work 

underway in Michigan around PCMH 
implementation, but more is needed.  
At this point, while waiting for results 
from PCMH pilots, one could ask, 
“Does transformation really make 
a difference?”  A team led by Rand 
researcher Katherine Kahn affirms 
that it does.  They confirmed the link 
between better physician adherence 
to care process and better health-
related quality-of-life outcomes for 
patients with chronic disease.  The 
researchers measured provider 
adherence to 120 process-of-care 
criteria taken from evidence-based 
guidelines in six areas of clinical care 
and found that a statistically significant 
link exists between greater physician 
adherence to the recommended 
process of care and better health-

The Michigan Primary Care Consortium (MPCC)78 is a diverse 
group of organizations committed to promoting the transformation 
of Michigan’s primary care practices to the PCMH model primarily 
through aligning existing transformation initiatives and enabling 
transfer of lessons learned.  



12 | MICHIGAN PRIMARY CARE CONSORTIUM

related quality-of-life outcomes for 
patients.  Improving the process of 
care for patients from a moderate 
level (50th percentile) to the next-
best level (75th percentile) improved 
patient physical health roughly 
equivalent to erasing the effects on 
health related quality-of-life scores 
associated with 2.5 years of aging.  
By accounting for patient burden of 
illness, the better process–better 
outcome link held even for seriously 
ill patients.78   

While this confirmation of the 
value of the work from a high level 
perspective is gratifying, the sobering 
reality is that there are thousands 
of patients whose health could be 
positively impacted by practices that 
have transformed their processes of 
care to provide all the recommended 
care, and only useful care in an 
effective and efficient manner.  The 
challenge is to find ways to facilitate 
the transformation of all primary care 
practices in Michigan.

RECOMMENDATIONS
FOR ACTION

Based on the issues identified 
throughout this paper, the following 
recommendations address specific 
actions that could be taken by the 
MPCC to facilitate the transformation 
of practices to PCMH.  The 
recommendations that appear in 
BOLD type are those selected by the 
Steering Committee of MPCC on 
January 23, 2009, as the “Priorities for 
Action in 2009 and 2010.”

CATeGORy 1:  PCMH Delivery 
and evaluation

1.  The MPCC should assume 
the role of “umbrella” 
organization and “champion” 
for statewide primary 
care transformation and 
implementation of PCMH, 
including:

 a.  Convening stakeholders with 
an interest in promoting 
integration of PCMH 
principles into Michigan 
primary care practices

 b.  Developing a clear definition 
of the PCMH

 c.  Identifying meaningful 
metrics that can distinguish 
the PCMH from other 
practices

 d.  Identifying and promoting 
payment models that 
adequately support 
initiation and sustainability 
of the PCMH

 e.  Developing action plans 
for the MPCC’s priorities 
that the MPCC and its 
collaborating stakeholders 
can reasonably expect to 
execute

 f.  Conducting ongoing 
evaluation to identify which 
modifications increase value 
and should be promoted as 
greater experience with the 
PCMH evolves 

2.  The MPCC should support and 
promote assessment and analysis of 
practice culture and process flow 

in Michigan primary care practices 
by qualified professionals skilled 
in the use of validated quality 
management systems and process-
improvement tools.  The objective 
of this process is to redesign 
practices and achieve:  

 a.  Improvements in quality and 
patient safety

 b.  Improvements in patient care 
coordination

 c.  Reductions in waste
 d.  Improvements in patient, staff 

and provider satisfaction
 e.  Adoption and effective use of 

all relevant modalities of health 
information technology 

3.  The MPCC should educate the 
public, purchasers, payers, and 
all health professionals that the 
best solution for survival of 
the primary care system is the 
PCMH supported by increased 
reimbursement and that this is 
affordable and will save costs 
elsewhere in the health system. 

4.  The MPCC should develop and 
disseminate mechanisms to 
implement the “team concept” in 
primary care practices to facilitate 
high quality patient-centered, 
comprehensive care to be 
comprised of:  

 a.    Practice-based providers and 
ancillary staff 

 b.   Staff from community programs 
who provide additional services 
as needed

 c.  Patients/consumers 

5.  The MPCC should develop and 
support training of primary care 
practice teams in patient self-
management and caregiver support 
using evidence-based models such 
as the Stanford Chronic Disease  

The MPCC should support and promote assessment and analysis 
of practice culture and process flow in Michigan primary care 
practices by qualified professionals skilled in the use of validated 
quality management systems and process-improvement tools.  



TRANSFORM PRIMARY CARE PRACTICE AND PAYMENT  | 13

  Self-Management Program (called 
PATH in Michigan).

6.  The MPCC should identify 
collaborative and cost-sharing 
opportunities for elements of the 
PCMH, such as extended access, 
care coordination, self-management 
training, etc. 

7.  The MPCC should encourage and 
enable physician organizations, 
health plans, health systems, 
regional collaboratives and others 
to be “agents of change” for 
efficient, sustainable reorganization 
and transformation of primary care 
practices and the implementation 
of patient-centered health care. 

8.  The MPCC should initiate and 
sustain an ongoing evaluation of 
PCMH initiatives in Michigan to 
determine if reasonable progress is 
occurring relative to:

 a.   Building primary care infra-
structure to support the PCMH

 b.   Increasing recruitment and 
retention of primary care 
providers in Michigan  

 c.   Improving satisfaction of 
providers and patients (i.e., care 
is satisfying both to deliver and 
receive)

 d.   Monitoring costs of the PCMH 
and demonstrating cost 
containment 

CATeGORy 2:  Infrastructure for 
Statewide Health Information 
Network

1.  The MPCC should promote 
the effective use of population 
registries and other useful 
health information technology 
in primary care practices. 

2.  The MPCC should advocate 
for financial arrangements that 
enable primary care practices 
to purchase and operate 
important health information 
infrastructure including:

 a.  Population registries 
 b. Electronic medical records
 c.  E-prescribing
 d.  Web portals for patients 

and providers 

3.  The MPCC should communicate 
the importance of assuring that 
installation of new technologies in 
practices should be accompanied 
by assessment and implementation 
of appropriate processes for the 
efficient and effective use of that 
technology by the practice.

4.  The MPCC should collaborate with 
the Michigan Health Information 
Network to: 

 a.   Support efforts to establish 
and maintain a sustainable, 
user-friendly, real-time Health 
Information Exchange network 
throughout Michigan 

 b.   Develop and facilitate 
sustainable deployment of health 
information technology tools

5.  The MPCC should closely monitor 
national movements and trends 
in the financial/tactical support 
for health information technology, 
particularly with regard to the 
Obama Administration’s national 
policy agenda. 

CATeGORy 3:  Payment Reform 
Associated with PCMH

1.   The MPCC should encourage 
all potential private and public 
funding sources to invest in 
practice-level infrastructure 
for the PCMH.  Initial direct 
funding is needed for: 

 a.  Practice redesign
 b. Information technology 
 c.   Additional personnel to 

provide team care, including 
community resources

 d.  Orientation and education 
of all providers to create 
and sustain the PCMH

2.  The MPCC should review 
payment policies tested in 
Michigan and other locations 
and develop recommendations 
for change in Michigan 
payment policies that support 
the PCMH (e.g., increased 
direct payments through 
fee-for-service and primary 
care capitation models; 
supplemental incentives 
and/or payment models to 
sustain PCMH including, 
but not limited to, bundled 
arrangements and risk 
models).

3.  The MPCC should engage Michigan 
commercial health plans to confirm 
that an investment to create 
PCMH is relatively inexpensive 
and of significant value, and to 
communicate this to purchasers 
to enable them to make informed 

The MPCC should advocate for financial arrangements that 
enable primary care practices to purchase and operate important 
health information infrastructure including population registries, 
electronic medical records, e-prescribing, and web portals for 
patients and providers.
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decisions about support for the 
PCMH.

4.  The MPCC should review policies 
tested in Michigan and other 
locations to determine if advocacy 
is warranted (e.g., changes in 
benefit design that remove patient 
cost-sharing from primary care 
physician and pharmacy services 
when the patient has chronic 
disease(s) and/or is receiving 
preventative care and screening 
services). 

5.  MPCC should advocate for 
reimbursement models that 
incentivize delivery of appropriate 
evidence-based primary care, 
prevention and wellness services.  
Consider the Medicaid prospective 
payment methodology used in 
Federally Qualified Health Centers 
(FQHCs) that pays prospectively 
on a per encounter basis for 
comprehensive primary care 
services delivered in Community 
Health Centers.  The bundle of 
services recognized for payment 
through this model cover all 
comprehensive primary care 
services including outreach, 
education, prevention, translation, 
transportation, dental, substance 
abuse and mental health 
services.  Michigan Primary Care 
Association completed a study of 
FQHC payment in Michigan and 
documented savings to the State 
Medicaid agency of over $44.00 
per patient per month, or over $52 
million in a 12-month period.

CATeGORy 4:  education of 
Primary Care Practitioners and 
Relevant Stakeholders

1.  The MPCC should encourage and 
provide information and education 
about the PCMH, including 
implications of transformation to 
the PCMH for hospital systems, 
physician organizations, and solo/
small group practices.  Such 
education/information should 
include (at a minimum):

 a.  Process challenges 
 b.   Initial capital and restructuring 

costs
 c.   The need to recruit and retain 

primary care professionals
 d.   The need for ongoing support 

and maintenance 
 e.   The role of information 

technology 
 f.   The need for a culture of quality 

improvement

2.  The MPCC should assist in 
identifying private and public 
financial resources for continuing 
education for health professionals 
about all aspects of the PCMH. 

3.  The MPCC should encourage and 
facilitate all providers of health 
professional continuing educational 
programs to incorporate into their 
programs’ simulation teaching, 
didactic and practicum content that 
covers administrative and clinical 
process improvement concepts and 
tools, quality management systems, 
culture change techniques, patient-
centered care, team-based care, 

community-based care and inter-
professional learning experiences.

4.  The MPCC should encourage 
physician organizations, health plans 
and others to promote proven 
“best practices” related to the use 
of population registries and to the 
use of process improvement and 
practice transformation strategies 
in primary care settings.  

The MPCC should review payment policies tested in Michigan 
and other locations and develop recommendations for change in 
Michigan payment policies that support the PCMH.
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