
PCMH/ACO – Same thing different view  
  
PCMH is the patients view from the bottom up --  The kind of care they want: 
relationship, accessible, coordinated    A set of principles.   

From the System view it 
is ACO  

Or, like the Euro tunnel you can start on one side building PCMH 
And the other side ACO, but somewhere you have to meet  
in the middle, where care is delivered- centered on the needs 
of the Patient.   



 Primary Care and Accountable Care — Two Essential 
Elements of Delivery-System Reform 
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ACOs will require a strong primary care foundation to succeed and, ACO in turn, can  
Provide essential delivery-system infrastructure ensure the full realization of the PCMH.  



The HUB: - where information is action!!  

 “The first step is getting more robust primary care"  
 
 

 “This issue of Primary care is absolutely critical it has the  
potential of making such a big difference for the quality of 
health for everyone… how do we give Primary care the 
power to be the HUB around PATIENT CENTERED  
Care”   
 

  http://www.whitehouse.gov/photos-and-
video/video/tele-town-hall-affordable-care-
act-seniors 

June 8th 2010  



Sharp Community Medical Group: Care Transformation Model 
Clinical Systems 

Patient 

 
Patient-Centered Medical Home 

 
Enterprise Level Activities 

Accountable Care Organization 
Hospitals 
• Service Line Integration 
• Medical Staff Alignment 
• Incentives for Efficiency & Lean Six Sigma 
• Quality (SCIP, Leap Frog) 
• Safety 

Medical Groups 
• Enterprise Level 

Activities 
• PC-MH Functions 

Skilled Nursing Facilities 
• SNFists 
• On-site Case Management 
• Efficiency Rating Systems 

“Preferred Facilities” 

Ancillary Services 
• Free-Standing ASC & 

Diagnostic Testing 
Centers 

Home Care 
• Home Safety Visits 
• Post Discharge Visits 
• Home Health 

Coordinator of 
Services 

Hospice 
• Transitions 

(CHF, COPD, 
Frailty 
Syndrome, 
Dementia) 

• PCP/SCP Incentives & Clinical Guidelines 
• Pay for Performance Initiatives 
• Hospitalists, Post Discharge Follow-Up 

Programs 
DME 
• Integration & 

Oversight with Care 
Management 

• Outcomes & Evidence 
Based Medicine 

• Call Coverage 
• Consult Services (Stroke, 

STEMI) 
• ER Avoidance Programs 
• Urgent Care 
• End of Life (Palliative Care) 
• Patient Satisfaction & Loyalty 

• Personal Health Record 
• Patient Portal 
• Health Risk Assessment 
• Patient Engagement & 

Activation 

• Prevention & Wellness 
• Point of Care Analytics & Clinical 

Decision Support 
• Gaps in Care 
• Population Management & Chronic 

Care Registries 
• Home Visiting Teams 
• Generic Prescribing  
 Program 

• Cost Effective Medical 
Management & Utilization of 
Services (SCP, Ancillary) 

• Access, Same Day 
Appointments, e-Visits 

• Patient Satisfaction & Loyalty 
• Provider & Office Staff 

Satisfaction 

• Care management (Acute, 
Chronic, Inpatient, SNF) 

• Health Coaching (Shared 
Decision Making) 

• Transition of Care 
• Provider Satisfaction 
• Behavioral & Mental Health 



Payment requires more than one method 
You have dials, adjust them !!    

“fee for health” 

“fee for outcome” 

“fee for process”  

“fee for membership”  

“fee for service”  

“fee for satisfaction” 


