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The Michigan Primary Care Consortium (www.mipcc.org) is publishing its Perspectives in Primary Care series to 
provide stakeholders with easy-to-digest snapshots of various aspects of the patient-centered medical home model 
that has become the cornerstone for health care transformation. Michigan Paving the Way for Medical Homes, the 
first article in the series, offers an environmental scan of medical home progress in Michigan. Future articles will 
reflect on the medical home as it relates to quality of care, economics, consumers’ engagement in their health and 
community impact.

Established in 2006, the Consortium was originally structured under the Michigan Department of Community Heath.

In late 2011, the organization shifted to become an independent, non-profit organization; 501 (c) 3, with Board and 
Committee structure based upon incorporation and bylaws.

The Consortium’s focus is on activities that support the transformation and sustainability of Michigan’s primary care 
delivery system.

The Consortium plays a critical role in assuring that the momentum for change is sustained. This is structured upon 
informative and market driven programs, as well as establishing visible and high profile topics which are important to 
our mission and members.

Based in Lansing, the Consortium has state-wide members from business and industry, health care providers and 
systems, payers, institutions of higher education, associations, other non-profits, pharmaceutical companies, and 
government entities.

The Consortium 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    |    517.484.0290   |    620 South Capitol Avenue, Suite 310, Lansing, MI 48933

Mission Statement: 
"The Michigan Primary Care Consortium convenes stakeholders to exchange knowledge facilitating the delivery of effective 
and efficient person centered models of primary care in Michigan." 
 - Approved and adopted by the Board of Directors, Friday, April 24, 2015

Vision Statement:
"The Michigan Primary Care Consortium is the leading statewide Consortium, dedicated to Michigan's residents achieving 
optimal health through a coordinated and sustainable system of integrated care."
 - Approved and adopted by the Board of Directors, Friday, April 24, 2015
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O ften criticized as fragmented, 
costly and underperforming, 
the United States health care

system has been challenged to do 
better. Elected officials, government 
regulators, employers, consumers, 
payers and health care professionals 
are embracing an approach that 
focuses on prevention, wellness, 
quality of care and patient engagement 
to stem the growth of spending while 
improving care outcomes and 
satisfaction. As a result, primary care 
has re-emerged as the health care 
system’s foundation of the future. 
With U.S. health care spending at $2.8 
trillion or $8,915 per person in 20121  
and over 10 million newly insured 
adults2,  there is much riding on this 
approach.

 Where primary care is strong, 
consumers experience better health 
outcomes and lower health 
disparities and costs. Studies have 
found that the greater the supply of 
primary care providers, the lower 
the age-specific and all-cause 
mortality. In regions with greater 
concentrations of primary care 
providers, we see disease-specific 
mortality decrease. It's estimated 
that the addition of one primary care 
physician for a population of 10,000 
could avert as many as 127,617 
deaths per year in the U.S.3

population experience lower health 
care costs and more effective, higher 
quality care than in states with fewer 
primary care providers as related to 
the population. We know that 
hospitalizations are the most 
expensive of health care events, and 
in areas where primary care is 
strong, those expenses and rates are 
lower.
     Michigan Primary care providers 
and providers across the country are 
advancing a model of care delivery 
that provides the consumer with a 
“medical home” that supports the 
consumer’s health care needs and 
promotes continuity and 
coordination of care. This model, 
known as patient-centered medical 
homes (PCMH), is expected to 
improve quality, experience and cost. 

One of the major PCMH goals is to 
keep consumers healthy with a whole-
person orientation. Instead of just 
treating the ailment of the day, PCMH 
practices are designed to offer 
consumers coordinated, 
comprehensive, preventative care 
through a provider-led care team that 
helps the patient navigate the broader 
heath care system including 
community resources. With the help 
of the care team, consumers learn 
how to take control of their health 
which may involve preventing illness 
or managing long-term chronic health 
conditions.

Primary care 
improves health 
and quality of care

States with a higher number of 
primary care providers per unit of 

Additionally, there is an expectation 
that the PCMH practice will work as 
a team to improve the health of all of 
its patients, not just those who show 
up for sick care or regularly 
scheduled preventive visits. This 
requires the team to be proactive in a 
variety of ways such as:

• Sending reminders for
immunizations, annual visits,
recommended preventive
screenings (e.g., mammograms,
colonoscopies)

• Closely following up with patients
discharged from the hospital or
skilled nursing facilities

• Coordinating and integrating
various supports as needed (e.g.,
behavioral health, substance abuse
and addiction treatment, nutrition
counseling, social and economic
services)

Primary care is the foundation of the health care system.  In areas 
where primary care is strong, patients have better health outcomes 
and are more satisfied, while health disparities and health care 
costs are lower.

LET'S LOOK A LITTLE 
DEEPER AT THE VALUE OF A 
STRONG PRIMARY CARE 
FOUNDATION

Lower health costs

PATIENT CENTERED  
MEDICAL HOMES ARE 
TRANSFORMING THE 
DELIVERY OF HEALTH CARE

• Goal-setting with patients

• Identifying barriers and helping
connect patients with resources
to overcome those barriers (e.g.,
transportation, food bank,
housing)

PATIENT CENTERED  
MEDICAL HOMES ARE 
MOVING IN THE RIGHT 
DIRECTION

It’s not surprising that nationally 
there are mixed findings pertaining 
to PCMH outcomes. There are 
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variations in practice readiness, 
financial support, infrastructure 
needs and support, patient health 
status, and patient, payer and 
provider buy-in. True transformation 
and culture change takes time and 
the model will need continuous 
refinement and improvement, as well 
as support financially through change 
in reimbursement patterns. 
However, it is important to also 
understand that many findings to 
date are encouraging. 

Below are some highlights from two 
of the evaluated programs5 :

Additionally, Blue Cross reports 
the following performance 
comparisons for PCMH-designated 
practices as compared to non-
PCMH designated practices (based 
on services received by adults 
18-64 years of age):

• 8.7 percent lower rate of high-
     tech radiology usage

• 9.4 percent lower rate of low-
     tech radiology usage

• 10.1 percent lower rate of
adult emergency room visits

• 12 percent lower rate of
ambulatory primary care-

     sensitive emergency 
department visits

• 27.1 percent lower rate of
ambulatory primary care-

     sensitive inpatient discharges

This lower utilization 
combined with higher quality of 
care and more preventive care is 
producing savings. BCBSM 
reported “…when practices fully 
implement our PCMH model, they 
have…$26.37 lower per member 
per month cost for adults.”

Many other Michigan payers 
such as Priority Health, Molina 
Healthcare, Meridian Health Plan, 
and Upper Peninsula Health Plan 
also have PCMH recognition 
programs that reward medical 
practices for achieving PCMH 
capabilities such as extended 
access, electronic prescribing, 
care management, patient 
registries and coordination of 
care. Priority Health reports over 
1,100 PCMH practices in 2014.

Data from BCBSM shows that its PCMH-designated practices are 
making significant headway in avoiding costly admissions, 
emergency department visits and unnecessary radiological imaging 
tests.

     While a report in the journal 
Health Services Research noted 
limitations in findings based on data 
collected from Medicare fee-for-
service beneficiaries between 2007 
and 2010, it also offered the 
following observations: 

“…the model offers a promising 
option to reduce health care costs 
and utilization of some health care 
services.” And, “The total Medicare 
expenditure side actually grew at a 
slower rate for patients who 
received care from a medical home 
versus not. Costs also seemed to be 
lower for acute care hospitals when 
patients had received care from a 
medical home, and the number of 
emergency department visits also 
declined relative to the comparison 
group of patients.”4

     In The Patient-Centered Medical 
Home’s Impact on Cost & Quality: 
An Annual Update of the Evidence, 
2012-2013, researchers reported a 
majority of their evaluations showed 
reductions in costs and utilization. 

• The Colorado Multi-Payer PCMH
Pilot reported outcomes of fewer
emergency department visits,
fewer inpatient visits,
improvements across all
measures of diabetes care and
high patient satisfaction.

• The UMPC Health Plan in
Pennsylvania reported fewer
inpatient admissions, fewer
hospital readmissions, a 160
percent return on the Plan’s
investment when compared to
non-participating sites,
increases in patients with
controlled HbA1c and increased
screening for eye exams and
cholesterol.

In many respects, Michigan is
leading the way in the number of 
designated PCMH practices and in 
significantly impactful outcomes. Blue 
Cross Blue Shield of Michigan 
(BCBSM) sponsors the nation’s 
largest single state medical home 
program. As of July 2014, there were 
4,022 primary care physicians in 
1,422 practices that are designated 
PCMH providers under BCBSM’s 
Physician Group Incentive Program.

     Data from BCBSM shows that its 
PCMH-designated practices are 
making significant headway in avoiding 
costly admissions, emergency 
department visits and unnecessary 
radiological imaging tests.
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      Formalizing a PCMH approach 
in a medical practice takes 
dedication, continuous learning and 
support from the entire team. 
However, it has the potential to 
offer many rewards such as 
improved patient outcomes, staff 
satisfaction and better utilization of 
skill sets of all team members. In 
fact, studies have shown reduced 
income-based disparities and 
provider burnout.6

The PCMH model enables care 
for very sick, high-cost, high-need 
consumers to be better managed. 
Additionally, prevention and 
education efforts targeted at 
moderate risk consumers with 
chronic illnesses and at healthier 
consumers has the potential to 
enable early management of health 
problems, thereby keeping them 
from joining the ranks of the 
complex consumers. Consumers are 
encouraged and expected to partner 
with the care team to manage their 
health. 

PCMH IS WORKING 
FOR PURCHASERS

Employers know the status quo is 
not acceptable and is not sustainable. 
Because resource stewardship is a 
critical component of PCMH and 
value-based care, the promise of 
coordinated care leading to cost 
savings is appealing to employers. 
Lower health care costs combined 
with healthier, more productive 
employees could be a boon to 
Michigan’s economy—improving the 
competiveness of Michigan employers, 
retaining existing employers and 
attracting new employers and 
business ventures.

MICHGIAN IS 
TESTING THE 
MODEL

Because medical homes include 
the consumer and take a 
comprehensive look at their needs, 
consumers are often connected with 
social and community services to 
assist with non-clinical needs—such 
as issues related to emotional health 
or housing—that impact health. As 
one of the defining goals of PCMH, 
care is coordinated across all 
providers and settings, helping 
consumers navigate the increasingly 
complex health care system.

physician hospital organizations (POs/
PHOs) are currently involved in the 
project.

“The Project is working toward a 
common incentive model across health 
plans, and provides clinical models, 
resources and support aimed at avoiding 
emergency room and inpatient use for 
ambulatory sensitive conditions, reducing 
fragmentation of care among providers 
and involving the patient in decision-
making.7

     Approximately 400 primary care 
practices and 1,900 primary care 
physicians and mid-level providers 
affiliated with one of 35 physician/

Because resource stewardship is a critical component of 
PCMH and value-based care, the promise of coordinated 
care leading to cost savings is appealing to employers.

PCMH IS WORKING 
FOR PHYSICIANS AND 
OTHER HEALTH CARE 
PROVIDERS AND TEAM 
MEMBERS

PCMH IS WORKING 
FOR CONSUMERS

The Michigan Primary Care 
Transformation (MiPCT) 
demonstration project is a part of a 
multi-year, multi-payer project 
designed to expand, test and review 
the value of PCMH. Michigan is one of 
eight states selected by the federal 
Centers for Medicare and Medicaid 
Services (CMS) to participate in the 
demonstration project. Michigan’s 
project, which focuses on care 
management, self-management 
support, care coordination and 
linkages to community services, is the 
largest of the eight selected 
demonstrations.

     Participating public and private 
payers are Centers for Medicare and 
Medicaid Services, Michigan Medicaid, 
BCBSM, Blue Care Network and 
Priority Health.  

  For many of the MiPCT practices, 
the data is confirming improvements 
in diabetes management, hypertension 
control, cholesterol levels and 
recommended screenings. Stories 
such as the ones below highlight the 
direct impact on consumers:

     “A female patient with a new 
diagnosis of diabetes worked with a 
care manager to adopt appropriate diet 
and lifestyle changes. After six months 
of education, guidance and support, the 
patient lost 57 pounds, her HbA1c level 
dropped from 7.6 percent to 5.3 
percent, and her total cholesterol fell 
dramatically. The patient reported 
'feeling like a new person' and felt 
empowered by what she had 
accomplished.8

     A male patient with consistently high 
blood sugar levels was having trouble 
managing his condition despite daily 
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physical therapy sessions, limiting his 
intake of carbohydrates and medication 
therapy. When the care manager asked 
him to demonstrate his injection 
technique, it was discovered that the 
patient was not removing the needle 
cover and not receiving any medication.”

     The Michigan Primary Care 
Consortium believes that person-
centered care delivered via a patient-
centered medical home model can 
advance primary health care 
transformation and delivery. Patient-
centered medical homes are the 
foundation for the evolution of 
clinically integrated care systems such 
as PCMH Neighborhoods and 
Accountable Care Organizations. 
Health care providers and other 
stakeholders in these systems are 
committed to value-based health care 
that achieves the “Triple Aim”—as 
defined by the Institute for 
Healthcare Improvement and 
championed by the Michigan Primary 
Care Consortium—of better health, 
lower costs and improved customer 
care experience.

The next four papers in this series address the PCMH 
model of care as it relates to patient engagement, 
economics, quality of care, and community impact. 

CONCLUSION

The Michigan Primary Care 
Consortium is committed to its 
mission to “convene stakeholders to 
exchange knowledge facilitating the 
delivery of effective and efficient 
person centered models of primary 
care in Michigan.”

PATIENT CENTERED MEDICAL HOMES: AN 
OVERVIEW

History
     The patient-centered medical home concept was originally 
developed in the 1960’s by pediatricians, who envisioned it as a 
central source for all of a child’s medical information. Throughout 
subsequent decades the concept evolved to its current structure and 
definition. Today, all four major primary care physician associations, 
along with 19 additional physician organizations, including the 
American Medical Association, endorse the Joint Principles of the 
Patient-Centered Medical Home.

Structure
     Accountable for meeting a majority of a consumer’s physical and 
mental health needs, including prevention, wellness and ongoing care, 
the patient-centered medical home model is a team-based health 
care delivery system with a goal of obtaining the best possible health 
outcomes.

     Providing care that is oriented toward the whole person—
physical, mental, behavioral—this approach is primary care physician-
directed and involves the skills and care of a team of primary care 
providers, including physician assistants, nurse practitioners, licensed 
and registered nurses, pharmacists, registered dieticians, 
nutritionists, medical assistants, social workers, educators and care 
coordinators. Some models also include other physician specialists, 
such as pediatricians, internists and gynecologists.

     In addition, because many visits to primary care providers are 
driven by psychological problems, the integration of psychologists 
and other mental health professionals into the patient-centered 
medical home contributes to improvements in patient care and 
outcomes.
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