
The Impact of  Primary Care Practice 
Transformation on Utilization, Cost 

and  Quality 
Yalda Jabbarpour, MD

The Robert Graham Center
Department of Family Medicine

Georgetown University School of Medicine

20 October 2017

Presenter
Presentation Notes
Hi, my name is Yalda Jabbarpour, I am a family physician in the department of family medicine at the Georgetown University school of medicine and also a continued collaborater with the Robert Graham Center



The Robert Graham Center
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The Graham Center Team
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Three physician researchers, geographers, economists, social scientist. 

We are a small, but prolific team. The core team is helped by two health policy fellows, and 9-11 visiting scholars that spend a month at the Center. 

We were asked by the PCPCC and the Millbank Memorial fund to conduct a literature review of the evidence published in 2016 regarding the patient centered medical home
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It would be good to make the point that the authors had reviewers from diverse points of view and stakeholder groups 



The Patient Centered Medical Home

Comprehensive Coordinated

Accessible Comitted to Quality and 
Safety

Patient
Centered
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In 2007, the major primary care physician associations developed and endorsed the Joint Principles of the Patient-Centered Medical Home. The model has since evolved, 

The AHRQ describes the medical home as an approach to the delivery of primary care that is:
Patient-centered: A partnership among practitioners, patients, and their families ensures that decisions respect patients’ wants, needs, and preferences, and that patients have the education and support they need to make decisions and participate in their own care.
 
Comprehensive: A team of care providers is wholly accountable for a patient’s physical and mental health care needs, including prevention and wellness, acute care, and chronic care.
 
Coordinated: Care is organized across all elements of the broader health care system, including specialty care, hospitals, home health care, community services and supports.
 
Accessible: Patients are able to access services with shorter waiting times, "after hours" care, 24/7 electronic or telephone access, and strong communication through health IT innovations.
 
Committed to quality and safety: Clinicians and staff enhance quality improvement to ensure that patients and families make informed decisions about their health.



The Report

Our Task
• New authors
• Broader Scope of 

Research
• More rigorous search 

criteria
– Peer- reviewed 

literature(45)
– Grey Literature with a 

rigorous methods section

What’s Different this Year

• Review of the literature 
published about the 
PCMH and advanced 
primary care in 2016

• Focus on Cost, Utilization 
and Quality 
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Broader scope of research : talk about all the innovation going on in primary care and a desire to try and assess the effects. Also broader scope in terms of outcomes we looked at. quality more rigorously assessed and the desire to include joy in practice in subsequent reports 

More rigorous search criteria-Good quality articles, peer reviewed, grey literature with rigorous methods sections. Enlisted the help of two library scientists to help ensure that our search terms in the databases were both complete and comprehensive so that we weren’t missing articles. They also ran searches independent of us



Literature Review Approach 

45 Articles 
Included
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Point of this: Rigorous search, articles published in 2016, broad terms, widdled down from over a thousand to a little more than 40



Three Categories of  Articles

• PCMH Implementation Studies (17)- PCMH vs. 
traditional care. 

• Features of PCMH Care Delivery Studies (15)-
Non-PCMH or not mentioned if PCMH but with 
PCMH like features as compared to traditional 
care. 

• PCMH Enhancement Studies (13)- Mature 
PCMH’s that study the impact of specific PCMH 
components(i.e.) team based care, telehealth)
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Tried not to only pull articles that called themselves PCMH, but also wanted to look at advanced primary care practices, those practices that had elements of the PCMH but weren’t necessarily calling themselves a PCMH. We also wanted to look at modifications or tweeks that were made to the PCMH
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 The visual takeaway is of a overwhelming preponderance of positive or mixed results. Mixed results are not “bad results”. Talk about statistical significance (if not statistically significant, counted as mixed), hard to reach statistical significance with small numbers. Also talk about the fact that some results were mixed because the results were positive for some patients (higher comorbidity) but not significant in other subgroups.



Peer Reviewed Studies-Cost

Type of Study Results

PCMH Implementation Study (7) Overall positive results
• Increased savings over time and with 

more chronic conditions

Features of PCMH Care Delivery Study (1) Negative
• Only one study and limited patient 

population

PCMH Enhancement Study (5) Overall positive results
• Decreased in 3 studies, unchanged in 2
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Define cost as they were defined in the studies. Usually cost to the health care system. 

PCMH Implementation-Longer study period, sicker patients
Care delivery-Limited patient population with breast cancer patients
PCMH enhancement study-Pharmacist vs care manager



Peer Reviewed Studies-Quality
Type of Study Results

PCMH Implementation Study (7) Mixed

Features of PCMH Care Delivery Study 
(10)

Mixed

PCMH Enhancement Study (8) Mixed with a trend towards positive*

All 3 studies looking at the patient experience reported positive findings
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Quality-Ranged any where from cholesterol (LDL) to diabetic process measures to preventive screening. 
Measures not aligned across studies or within studies themselves
If we look at patient satisfaction as a quality measure studies actually showed improvements



Peer Reviewed Studies- Utilization
Type of Study Results

PCMH Implementation Study (11) Mixed
• Those that reported on PCP visits 

showed increases
• Many but not all decreased ED visits
• Only 1 of 11 studies showed a 

decrease in inpatient hospitalization

Features of PCMH Care Delivery Study (7) Mixed
• Those that reported on PCP visits 

showed increases
• Many but not all decreased ED visits
• No difference in the studies that 

looked at inpatient

PCMH Enhancement Study (7) Mixed, trend towards positive
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Utilization-Generally looked at three categories: PCP use, ED use and inpatient stays
Increase in PCP visits are good as long as they lead to a decrease in ED visits and inpatient stays

Features of PCMH care delivery-> the most important factor was usual source of care.



VA-PACT Spotlight
Program Name Intervention Utilization Cost Quality

H-PACT vs PACT

Increased access to care 
with open-access, walk-in 
capacity, flexible 
scheduling, outreach to 
homeless veterans, on 
site community programs 
(food, hygeine); intensive 
health care management 
with care managers; 

Higher utilization of 
outpatient services 
19% reduction in ED 
visits and 34.7% 
reduction in 
hospitalizations 
pre/post intervention

Im-PACT vs PACT

Intensive outpatient 
Program: 
multidisciplinary team, 
comprehensive patient 
assessment, tracking of 
patient goals, care 
management, frequent 
contact, community 
interventions, weekly 
team discussions of high 
risk patient

Increased PCP visits. 
No change in 
inpatient or ED 
utilization

Significant increase 
in monthly person-
level primary care 
cost

No significant 
difference in mortality

Increased patient 
satisfaction

EQBI-PACT
Vs

PACT

Evidence based quality 
improvement

EBQI-PACT had 
decrease mean 

primary care 
encounters and 

increases in mean 
telephone care 

encounters

No difference

EBQI-PACT had higher 
use of secure 
messaging and higher 
rates of contact after 
discharge compared to 
PACT-only sites.





Grey Literature
Comprehensive Primary Care Initiative (Year 3 report)
• 4 year multi-payer initiative started in 2012
• Included 7 US regions
• Offered population-based care management fees and shared 

savings to support core primary care functions
Multi-Payer Advanced Primary Care Practice
(Year 3 report, thematic analysis)
• 3 year multi-payer initiative started in 2011
• Began with 8 states, 5 of the 8 continued through 2016
• Offered a monthly care management fee for beneficiaries in 

advanced primary care practices

Presenter
Presentation Notes
CPCI-Comprehensive Primary Care Initiative
These five functions are: (1) Risk-stratified Care Management; (2) Access and Continuity; (3) Planned Care for Chronic Conditions and Preventive Care; (4) Patient and Caregiver Engagement; (5) Coordination of Care across the Medical Neighborhood.

MAPCP-MultiPayer Advanced Primary Care Practice
This demonstration began in 2011 with eight states participating: Maine, Michigan, Minnesota, New York, North Carolina, Pennsylvania, Rhode Island and Vermont. Each project was conducted and coordinated by the participating state and included Medicaid and substantial participation by private health insurers. The demonstration was initially planned to last for three years in each state.
Initiative Details
The demonstration program paid a monthly care management fee for beneficiaries receiving primary care from advanced primary care (APC) practices. The care management fee was intended to cover care coordination, improved access, patient education and other services to support chronically ill patients. Additionally, each participating state had mechanisms to offer APC practices community support and linkages to state health promotion and disease prevention initiatives.
Medicare participation in three of the state’s programs (Vermont, New York, and Rhode Island) started July 1, 2011. Two additional states (North Carolina and Michigan) were effective October 1, 2011 and the three remaining states became operational January 1, 2012. Each state’s program was planned to be operational for 3 years. By the end of the three year demonstration approximately 1200 medical homes serving over 900,000 Medicare beneficiaries were expected to be participating.
In early 2014 a decision was made to extend the demonstration in all states through the end of 2014, and in September 2014 CMS announced that it would offer six of the eight states participating in the MAPCP demonstration the opportunity to extend the demonstration through 2016. The offer to extend the demonstration was made to those states for which some of the MAPCP Demonstration payment goes to community based organizations that could not bill independently under the Chronic Care Management (CCM) codes that took effect in January, 2015. Five states (Maine, Michigan, New York, Rhode Island, Vermont) accepted the offer and continued participation in this demonstration through 2016.




CPCI Results
Year 1 Year 2 Year 3

Cost
(Without care 
management 
fees)

Decreased by 
2%***

Decreased by 1%
No net savings . 
Increased cost in 
Ohio/Kentucky**

Utilization

ED Decreased by 1% Decreased by 1% Decreased by 
2%***

Hospitalizations Decreased by 2% Decreased by 2% Decreased by 1%

Quality
(Urine protein 
testing in 
diabetics)****

Increase by 0 .7% Increase by 1 
.6%***

Decrease by 0 .1%

.**Shared-savings calculations (different than the evaluation) showed savings in Arkansas, 
Colorado, Oklahoma and Oregon .
***  Statistically significant result . All other reported results not statistically significant to P 
values < 0 .05% .
**** Among quality of care process measures urine protein testing in diabetics was the only 
measure that showed a statistically significant change
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CPCI is the largest trial of high performing primary care representing a variety of payers. 
Results of are mixed and dependent of a geographic region

Three years may not be enough time to achieve strong results 



Perhaps because of more rigorous measurement standards or market specific conditions





Comprehensive Primary Care Initiative
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CPC serves as the foundation for Comprehensive Primary Care Plus (CPC+), a five-year advanced primary care medical home model launched in 14 regions in January 2017. CPC+ includes all seven original CPC regions. CPC+ integrates many lessons learned from CPC, including insights on practice readiness, the progression of care delivery redesign, actionable performance-based incentives, necessary health information technology, and claims data sharing with practices.
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MAPCP Results

Results:

• Thematic in nature
• Care management had most significant impact on 

utilization and expenditures
• Reaching out to recently hospitalized patients 

important
• Risk stratifying and allocating resources also 

important
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Data from the most recent, or third round, of site visits occurring in October and November of 2014 showed only thematic data when looking across states. Interviews conducted as part of the MAPCP initiative report showed that states felt that care
management or care coordination seemingly had the most significant impact on utilization and expenditures. Identifying and reaching out to patients who were recently hospitalized, as well as risk stratifying
and allocating resources to high utilizers, were the two care management activities that impacted utilization the most.65




MAPCP State



Conclusion:
• Patients with greater comorbidity and 

systems with these patients may show 
greater early strides

• Transformed and transforming practices 
need time to mature before significant 
improvements can be achieved. 

• We can’t apply a one-size- fits-all approach 
to the implementation and evaluation of 
practice transformation

• Mixed results seen in this review may be due 
to a positive spill- over effect of transformed 
practices on practices that have yet to 
transform. 

The analysis shows 
positive overall 
results in terms of 
cost, quality and 
utilization but not 
always uniformly

Presenter
Presentation Notes
Studies with medicaid or safety net clinics tended to do better. Much more to gain
Studies on practices that had transformed for greater than 4 years did better. Michigan. 
When you’ve seen one PCMH you’ve seen one. Also applying the same metrics when measuring an entire system may not be entirely fair as clinics start off in different places



Thanks!

Questions? Comments?

yj22@georgetown.edu

https://www.pcpcc.org/resource/impact-
primary-care-practice-transformation-cost-

quality-and-utilization

mailto:yj22@georgetown.edu
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