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LEARNING OBJECTVES

• Define Relationship-Centered Care (RCC)
• Describe the relationship between Patient Centered Medical
Home (PCMH) and RCC
• List the four domains of RCC
• Describe the evidence-base for the impact of RCC on achieving
the Triple Aim
• Describe a framework for evaluating RCC in Primary Care (PC)
across four domains
• Describe examples of case studies integrating RCC into PCMH
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EVOLUTION OF “CARE”

• Many adjectives applied to healthcare…..
– Patient-centered
– Accountable

– Integrated
– Affordable

• But have we lost sight of how we define “care” itself?
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HOW DO WE KNOW WHEN WE ARE “CARED” FOR?

?
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RELATIONSHIP CENTERED CARE

“The best way to care for the
patient is to care for the patient.”
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FOUR PRINCIPLES OF RCC

1. Relationships in health care ought to include the personhood of
the participants
2. Affect and emotion are important components of these
relationships
3. All health care relationships occur in the context of reciprocal
influence
4. The formation and maintenance of genuine relationships in
health care is morally valuable
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FOUR DOMAINS OF RCC
1. Patient to patient: Supportive social networks

2. Patients to their healthcare providers
• Patient-centeredness of relationships
• Feeling “cared for”
• Continuity of care, length of relationships

3. Provider to provider: relationships among the
healthcare team
• Highly functional team-based care

4. Healthcare team to community
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LONELINESS: MAYBE THE MOST IMPACTFUL SOCIAL
DETERMINANT OF HEALTH?
• “Across studies in which several possible confounds were
statistically controlled for, the weighted average effect sizes were as
follows: social isolation odds ratio (OR) = 1.29, loneliness OR = 1.26,
and living alone OR = 1.32, corresponding to an average of 29%,
26%, and 32% increased likelihood of mortality, respectively.”
• In a longitudinal cohort study of 1604 participants…. “Lonely
subjects were more likely to experience decline in Activities of Daily
Living (ADL) (adjusted risk ratio 1.59); develop difficulties with upper
extremity tasks (adjusted relative risk [RR], 1.28); experience decline
in mobility (adjusted RR, 1.18); or experience difficulty in climbing
(adjusted hazard ratio [RR], 1.31). Loneliness was associated with an
increased risk of death (adjusted HR, 1.45).”

SOURCE:
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Carla M. Perissinotto, MD, MHS; Irena Stijacic Cenzer, MA; and Kenneth E. Covinsky, MD, MPH,
“Loneliness in Older Persons: A Predictor of Functional Decline and Death”
Archives of Intern Medicine 172:14 (2012): 1078-1084.

LONELINESS: MAYBE THE MOST IMPACTFUL SOCIAL
DETERMINANT OF HEALTH?
• “Larger social networks predicted better prognosis after breast
cancer, but associations depended on the quality and burden of
family relationships.”
• “Higher Perceived Social Support levels were significantly associated
with reduced mortality risk post-myocardial infarction (MI).”

SOURCE:
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N. Weiss-Faratci, I. Lurie, Y. Neumark, M. Malowany, G. Cohen, Y. Benyamini, U. Goldbourt, and Y. Gerber,
“Perceived Social Support at Different Times after Myocardial Infarction and Long-Term Mortality Risk:
a Prospective Cohort Study,” Annals of Epidemiology 26:6 (June 2016): 424-428.

CARING OR EMPATHY LITERATURE: OUTCOMES

Better Recovery

Alleviated Concerns
Improved Emotional Health
Less Diagnostic Tests and Referrals
*HbA1c and LDL Checking and Levels

* Hemoglobin A1c and Low-Density Lipoproteins
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CONTINUITY OF CARE

• Medicare beneficiaries with each of three
chronic diseases, DM, COPD, and CHF*:
• Relatively modest increase in continuity of care (10%),
costs were reduced between 4.7% and 6.3% across the
three conditions.

• Multiple other studies:
• Improved receipt of preventive services
• Greater patient satisfaction
• Reduced emergency department use
*DM – diabetes mellitus; COPD – chronic obstructive pulmonary disease; CHF – congestive heart
failure

SOURCE:
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Peter S. Hussey, PhD; Eric C. Schneider, MD; Robert S. Rudin, PhD; D. Steven Fox, MD; Julie Lai, MPH;
and Craig Evan Pollack, MD, “Continuity and the Costs of Care for Chronic Disease”
JAMA Internal Medicine 174:5 (2014): 742-748.

CONTINUITY OF CARE: INFORMATIONAL, LONGITUDINAL,
INTERPERSONAL
• Forty-one research articles reporting the results of 40 studies
were identified that addressed the relationship between
interpersonal continuity and care outcome.
– A total of 81 separate care outcomes were reported in these articles.
– Fifty-one outcomes were significantly improved and only 2 were
significantly worse in association with interpersonal continuity.

• Twenty-two articles reported the results of 20 studies of the
relationship between interpersonal continuity and cost.
– These studies reported significantly lower cost or utilization for 35 of
41 cost variables in association with interpersonal continuity.

SOURCE:
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John W. Saultz, MD, “Defining and Measuring Interpersonal Continuity of Care,”
Annals of Family Medicine 1 (2003): 134-143.

TEAM-BASED CARE
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TEAM-BASED CARE: DOUBLE-EDGED SWORD

• Multiple studies showing that
inclusion of additional team
members such as pharmacists,
care managers, community
health workers, etc. can
improve care. Cost data is less
well defined.
• Expanded team can detract
from building a more focused
therapeutic relationship; also
much greater potential for
team dysfunction.
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RELATIONSHIPS WITH THE COMMUNITY

• Three elements within PCMH:
– Population health focus, community needs assessments
– Medical neighborhood focus, transitions of care

– Addressing social determinants of health and connecting to
community resources

• RCC builds on PCMH
– Focus on practice as vital element of community-building
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COMMUNITY BUILDING AND SOCIAL COHESION:
HEAT WAVE
• July 1995
• Heat index 126 degrees
• Over 700 deaths

• Adjacent neighborhoods, equivalent socio-economic status, with
marked differing death rates due to social cohesion of
neighborhoods

SOURCE:
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Eric Klinenberg; Heat Wave: A Social Autopsy of Disaster in Chicago; University of Chicago Press, 2002.

WHAT ARE KEY BARRIERS TO DEVELOPING RCC?

?
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CASE STUDIES

• Patient to provider domain:
– Empanelment and continuity
of care
– Reflective practice and building
empathy

• Provider to provider domain:
Team training
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PARTICIPANT POLL

Is your practice paying attention
to the development of
relationship-centered care?
Can you share an example from
your practice?
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