
 

 

 

 

 

 

 

How [Alliance] Can Help Employers Implement a Patient-Centered Medical 

Home Initiative 

What is a Patient-Centered Medical Home (PCMH)?  

A PCMH “transitions away from a model of symptom and illness based episodic care to a system of comprehensive 

coordinated primary care.”i Core elements of a PCMH include: a strong relationship with a primary care physician; use 

of team-based care; coordination and integration of care across all settings; commitment to continuous quality 

improvement; and payment that appropriately recognizes the added value to patients of a patient-centered medical 

home.ii 

 

Why partner with [Alliance] on a PCMH?  

 [Alliance] can help employers: 

 Increase the value of their health care spending (i.e., 

improve quality and reduce costs) by changing the way 

health plans and providers do business and engage 

employees in managing their care;  

 Improve their return on investment through reduced 

premiums or shared savings mechanisms; and  

 Identify, design, and implement an initiative that best 

meets their needs. 

As a neutral convener, [Alliance] is uniquely situated to assist in 

bringing key stakeholders to the table to support designing and 

implementing a PCMH initiative. 

 

[Alliances can populate this section with examples of how they are working with employers to create change as well 

as specific skills, expertise, and statistics. Alliances can include this to make the health care challenges salient to 

employers.] 

 

How can [Alliance] help employers implement a PCMH initiative?   

[Alliance] can help employers tailor a PCMH initiative’s design to the regional market’s unique needs and health care 

landscape. For example, [Alliance] can help employers identify the right fit by using a market assessment tool developed 

by the Catalyst for Payment Reform.iii It is critical to align the initiative to the specific circumstances of the local area. 

For example, CareFirst Blue Cross Blue Shield in the metropolitan DC area developed its medical home payment reform 

model with its local market in mind. Instead of trying to force the local market (composed primarily of small, individual 
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About [Alliance] 

[Alliance] is an independent community-based 
organization working to improve the quality of 
care in our communities, reducing health 
disparities, and implementing health reform 
models.  

As part of the Aligning Forces for Quality 

initiative, the Robert Wood Johnson 

Foundations’ signature program to lift the quality 

of health and health care in 16 communities 

across America, [Alliance] is partnering with a 

variety of stakeholders to create meaningful 

change—at the individual and systems level—to 

improve the health of our residents and our 

community. 



Case Study: Multi-payer PCMH and “Community 

Care Teams” in Maine 

The Dirigo Health Agency’s Maine Quality Forum, Maine 

Quality Counts, and the Maine Health Management 

Coalition of employers launched the multi-payer Maine 

Patient-Centered Medical Home (PCMH) Pilot in January 

2010. It is a three-year effort, composed of 26 primary care 

practices from across the state.1 Pilot practices commit to 

transforming to a PCMH model of care and receive medical 

home payments from the major payers in the state 

(Medicaid, Medicare, Anthem BCBS, Aetna, and Harvard 

Pilgrim Health Care). Pilot practices partner with one of 

eight “Community Care Teams” that also receive payment 

from the major payers to provide community-based, 

practice-integrated, multi-disciplinary care management to 

their most high-needs patients.2  

 

The Maine PCMH Pilot is composed of a three-component 

payment model that includes: a new, up-front “per 

member, per month” care management fee paid to PCMH 

practices, continued fee-for-service payments, and 

payment that recognizes excellent performance by the 

practice, whenever possible.2 

 
Sources: 1 Maine PCMH Pilot Phase 2 Expansion - Review and Selection 

Process June 25, 2012; 2 Maine Patient Centered Medical Home Pilot, 

Maine Patient Centered Medical Home Pilot Project Halfway Report, 2011;  

http://www.mainequalitycounts.org/image_upload/PCMH%20Halfway%2

0report.pdf 
 

physician practices) to adapt to national trends, CareFirst 

is tailoring its payment reform by incentivizing small, 

primary care physician practices to form virtual panels of 

10 to 15 physicians that operate like patient-centered 

medical homes. This alleviates any issue with local 

providers being too small and financially unstable to 

realistically assume the inherent risks of implementation 

on their own. These panels allow doctors to provide 

backup coverage for one another and establish incentives 

for improved overall performance.iv  

 

[Alliance] can help employers educate and communicate 

with their employees. [Alliance] has a deep expertise in 

engaging consumers in their health and health care and 

can help employers both identify the most effective 

channels to communicate with employees and develop 

materials to educate employees about the PCMH initiative. 

By doing this, [Alliance] can help employers maintain 

positive employee relations while providing high-value 

health care. 

 

[Alliance] can work with employers to ensure strong 

return on investment. [Alliance] can assist employers in 

contracting with health plans in advance to determine how 

premiums would be reduced if the PCMH is successful in 

reducing overall health care expenditures. 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
i American Academy of Family Physicians, Patient-Centered Medical Home, 2012; http://www.aafp.org/practice-

management/pcmh/overview.html 
ii Ibid; Maine Patient Centered Medical Home Pilot, Maine Patient Centered Medical Home Pilot Project Halfway Report, 2011; 

http://www.mainequalitycounts.org/image_upload/PCMH%20Halfway%20report.pdf 
iii More information on Catalyst Payment Reform’s market assessment tool can be found on the organization’s website:  

http://www.catalyzepaymentreform.org/2013-03-03-05-08-38/2013-03-03-05-10-43/market-assessment 
iv Dina Overland, CareFirst Finds Success by Tailoring Local Payment Reform, 2012. Available at 

http://www.fiercehealthpayer.com/story/carefirst-finds-success-tailoring-local-payment-reform/2012-02-27. 

 

 

For more than 40 years the Robert Wood Johnson Foundation has worked to improve the health and health care of all 

Americans. We are striving to build a national culture of health that will enable all Americans to live longer, healthier lives now and for 

generations to come. For more information, visit www.rwjf.org. Follow the Foundation on Twitter at www.rwjf.org/twitter or on 

Facebook at www.rwjf.org/facebook.  
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