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National Trends: The Triple Aim  

“The United States will not achieve high-value health care unless 
improvement initiatives pursue a broader system of linked goals. In the 
aggregate, we call those goals the “Triple Aim”: 

• Improving the individual experience of care (better care), 
• Improving the health of populations (better health), and 
• Reducing the per capita costs of care for populations  

(lower cost).” 

 

Donald M. Berwick, Thomas W. Nolan and John Whittington.  
The Triple Aim: Care, Health, and Cost. Health Affairs, 27, no. 3 
(2008): 759-769 
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Payment Systems Inextricably Linked  
with Delivery Systems 

One of the goals of the Statewide Healthcare Innovation Plan (SHIP) 
model test is to “align the support of public and private payers to 
accelerate practice transformation.” 
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National Trends: How Is Health Care Paid For? 

Public and private payers have 
historically paid for volume of care. 
 
Fee for Service: 

• Number of visits 
• Number of procedures 
• Number of services 
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National Trends: How Is Health Care Paid For? (continued) 

Public and private providers are starting to focus on value of care. 

How do you measure the value of care? 
• Health Outcomes 
• Quality Processes of Care 
• Patient Experience 
• Appropriate Utilization/Cost 
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Value of Care 

To survive and thrive in this new 
environment, we need to focus 
less on volume and more on 
the value of care. 
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Where Are We Headed? 

The Patient Centered Medical Home (PCMH) model of care is a 
framework to help us improve the value of our patient care and 
demonstrate that value to patients, payers, and others. 
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PCMH Defined 

“The medical home is best described as a model or philosophy of 
primary care that is patient centered, comprehensive, team based, 
coordinated, accessible, and focused on quality and safety.” 
 
“It is not a final destination; it is a model for achieving primary care 
excellence so that care is received in the right place, at the right time, 
and in the manner that best suits a patient’s needs.” 
 

 
https://www.pcpcc.org/about/medical-home 
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PCMH Attributes 

Five PCMH Attributes: 
• Patient centered 
• Comprehensive 
• Coordinated 
• Accessible 
• Committed to Quality and Safety 

 

 
 

 
 
Source: The Patient Centered Primary Care Collaborative (PCPCC) 

9 



Patient Centered 

Patient:  
“Recognize that we are the most important part 
of the care team, and that we are ultimately 
responsible for our overall health and wellness.” 
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Patient-centered: A partnership among practitioners, patients, and their 
families ensures that decisions respect patients’ wants, needs, and 
preferences. Also results in patients having the education and support 
they need to make decisions and participate in their own care. 

 



Comprehensive 

Patient:  
“Provide or help us get the health care, 
information, and services we need.” 

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. 
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Coordinated 

Patient:  
“Help us navigate the health care system to get 
the care we need in a safe and timely way.” 
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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 

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 Information Technology (HIT) 
innovations. 
 

Patient:  
“Health care team, be there when we need you.” 
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Committed to Quality and Safety 

Committed to quality and safety: Clinicians and staff enhance quality 
improvement to ensure that patients and families make informed 
decisions about their health. 

Patient:  
“Take responsibility for making sure we receive 
the best possible health care.” 
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What Does a PCMH Look Like? 
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Provider Centered Care 
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https://www.youtube.com/watch?v=968_XrF5rKc


 
 
How would you characterize the patient’s 
experience? 
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Patient Centered Care 
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https://www.youtube.com/watch?v=NjULhNvfGkI


 Traditional Practice Versus Medical Home 

Traditional Practice 
I work with different people on 
different days; my patients are those 
who get on the schedule. 

When a patient arrives  in the clinic, 
we respond to the complaint and try 
to figure out what else they need help 
with.  

I hear about a hospitalization or ED 
visit when a patient comes in and 
tells me about it. 
 
 

Medical Home 

I am part of a small team that works together 
all the time to improve the health of our 
team’s assigned patients. 

An electronic registry provides a summary 
sheet that tells us everything the patient is 
due for (screening, labs, etc.) and is used at 
the patient visit to create outreach lists of 
patients who do not have scheduled visits.  

We have an electronic alert of our patients’ 
hospitalizations and ED visits and bring 
those patients in to be seen right away. We 
work with patients to develop skills and plans 
to better manage their conditions and avoid 
unnecessary emergent care.  
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 Fee for Service Payment 

Incentivizes high volume 
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Value Based Payment 

Incentivizes high-value care to a 
defined patient population 

 
PCMH Teams have:  
• Continuity relationships with 

individual patients.  
• Tools to engage in population health 

management, transition care, and 
self-management support. 
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How Do We Get from Here to There? 

• Work both on delivery system and payment system reforms.  
• Start with a framework that breaks down broad concepts  

of the PCMH model into an organized structure. 
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PCMH Delivery System Frameworks 

National accrediting organizations with PCMH programs: 
• National Committee on Quality Assurance (NCQA) 
• The Joint Commission 
• The Accreditation Association for Ambulatory Health Care 

(AAAHC) 
• URAC (formerly Utilization Review Accreditation Commission) 
 
 

References:  
1. A Comparison of the National Patient-Centered Medical Home Accreditation and 

Recognition Programs. 2014. MGMA. 

2. NCQA PCMH Standards and Guidelines 2011-2014 crosswalk.  
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NCQA PCMH Standards 

NCQA Used 6 Standards to Frame their PCMH Program 
• Patient Centered Access 
• Team Based Care 
• Population Health Management 
• Care Management and Support 
• Care Coordination and Transitions of Care 
• Performance Monitoring and Quality Improvement 
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Questions and Answers 

Do you have any questions or comments 
that you would like to share? 
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