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Who are we?

The UCSF Center for Excellence in 
Primary Care identifies, develops, 
tests, and disseminates promising 
innovations in primary care to . . .

• improve the patient experience, 

• enhance population health and 
health equity, 

• reduce the cost of care, and 

• restore joy and satisfaction in the 
practice of primary care.
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Overview

1

• The context for transformation in primary 
care

2

• Evidence on primary care and the triple 
aim

3

• What are patient centered medical homes 
(PCMH)?

4
• Implementing transformed primary care



We Should Be Doing Much Better

Rank of 13 industrialized nations

Low birth weight %

Infant mortality

Years of potential life lost

Age adjusted mortality 

Life expectancy @ 1 yr

Life expectancy @ 40 yrs

Life expectancy @ 65 yrs

Life expectancy @ 80 yrs

Average for all indicators

BestPoorest

(U.S. in Red)

WHO ranks US 37th out of 191 countries in overall health measures



We Forgot About 

the Importance of 

Having a Personal 

Doctor

“It used to be that most of us had a family doctor; you would consult with 

that family doctor; they knew your history, they knew your family, they knew 

your children, they helped deliver babies. How do we get more primary 

physicians, number one; and number two, how do we give them more 

power so that they are the hub around which a patient-centered medical 

system exists, right? ”

- President Obama, June 8, 2010, Town Hall with Seniors



Primary Care

“4C” Functional Definition

• first Contact

•Comprehensiveness

•Continuity

•Coordination

Dr. Barbara Starfield



• “Ample research concludes in recent years that 
the nation’s over reliance on specialty care 
services at the expense of primary care leads to a 
health system that is less efficient…research 
shows that preventive care, care coordination 
for the chronically ill, and continuity of care—
all hallmarks of primary care medicine—can 
achieve better health outcomes and cost 
savings.” 



Source: Baicker & Chandra, Health Affairs, April 7, 2004



Source: Baicker & Chandra, Health Affairs, April 7, 2004



Heightened Need Confronts 

Inadequate Capacity

People who have a regular 

primary care provider are more 

likely to…

• Receive preventive services

• Obtain medical treatment before 

serious problems

• Have fewer preventable 

emergency department and 

hospital visits

But in the U.S. …

• One third of adults do not 

have access to a primary care 

provider

• 3 out of 4 have difficulty 

getting an appointment, 

telephone advice, or off-hours 

care

• Plummeting numbers of new 

physicians entering primary 

care

Source: Davis et al. How the affordable care act will strengthen the nation’s primary care foundation. J Gen Intern Med 2011.



The New Math of the 15 Minute 

Primary Care Visit

• Average primary care panel in US is 2300

• PCP with panel of 2500 average patients will spend 

7.4 hours per day doing recommended preventive care

[Yarnall et al. Am J Public Health 2003;93:635]

• PCP with panel of 2500 average patients will spend    

10.6 hours per day doing recommended chronic care 

[Ostbye et al. Annals of Fam Med 2005;3:209]



Poor access for 
patients 

Inconsistent quality

Lack of time to build 
relationships with 

patients

Clinician burnout

Sources: Linzer et al. Annals of Internal Medicine 2009;151:28-36; Dyrbye, JAMA 2011;305:2009; 
Murray et al, JGIM 2001:16,452; Landon et al, Med  Care 2006;44:234. 

Results of Imbalance



PRIMARY CARE 

TRANSFORMATION
Patient-Centered Medical Homes and 

High Performing Primary Care



AAP 
“Medical 
Home”
Records

AAP 
Medical 
Home 
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Future of 
Family 
Medicine
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Joint 
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Brief History of the PCMH



PCMH Defined - AHRQ

Comprehensive
Patient-
centered

Coordinated

Accessible Quality & Safety

Source: Agency for Healthcare and Research Quality



NCQA

AAAHC

Joint 
Commission

URAC

Meaningful 
UseState 

standards

Payer 

standards

Organizational  

standards

Evidence-

based 

standards

Standards and Incentives





NCQA-Recognized Practices Across the United States - 2015



State Incentives

Source: https://nashp.org/state-delivery-system-payment-reform-map/



THE LANDSCAPE: PCMH MOMENTUM

90+ 
commercial 
and not for 
profit health 

plans 
leading 
PCMH 

initiatives

Largest 
U.S. 

employers 
offering 

APC and 
PCMH 

benefits to 
employees

Public 
sector 

expansions 
of PCMH 
care – 25 

state MCD, 
FEHBP, 

MCR, US 
Military, VA

Private 
practices, 

CHCs, 
hospital 

practices, 
IPAs



Remember…

PCMH on 
paper

PCMH in 
reality



10 BUILDING BLOCKS 

OF PRIMARY CARE
What “good primary care” looks like



23 High Performing Practices

23 High Performing Practices

Clinica Family           

Health Services

Group Health Olympia

Multnomah 

County Health 

Dept

South Central 

Foundation

Univ of Utah-

Redstone
Newport News 

Family Practice

Cleveland Clinic-

Stonebridge

Quincy, Office of 

the Future

West Los Angeles-

VA

La Clinica de la 

Raza

Clinic Ole

Sebastopol 

Community 

Health

Martin’s Point-

Evergreen Woods

Harvard Vanguard 

Medford BWH, MGH 

Amb Practi of 

the Future

North Shore 

Physicians GroupMedical 

Associates Clinic

Mercy Clinics

ThedaCare

Fairview 

Rosemont Clinic

Mayo Red Cedar

Allina

Bodenheimer et al, Ann Fam Med 2014:12:166 

Sinsky et al, Ann Fam Med 2013:11:272



10 Building Blocks of Primary Care



3. Empanelment and panel size 

management

S a f e t y  N e t  I n s t i t u t e .  E m p a n e l m e n t  i m p l e m e n t a t i o n  g u i d e .  A v a i l a b l e  a t  

h t t p : / / w w w . i m p r o v i n g c h r o n i c c a r e . o r g / d o w n l o a d s / e m p a n e l m e n t . p d f



26

Health Coaches

Nurse, social worker, 

pharmacist, Beh Health, 

PT, etc

Reengineered 

role of the 

medical 

assistant

4. Team-based care



Panel Management: 
Ensuring that ALL of the patients in 

our panel get recommended 

preventive and chronic care 

6. Population-based management



9. Coordination of Care



Time Primary care 

physician 

Medical 

assistant 1

RN Nurse 

Practitioner

Medical 

Assistant 2

8:00

8:10

8:30

9:00

9:30

10:00

10:30

Template of the PastTemplate of the Future

Patient A

Patient B

Patient C

Patient D

Patient E

Patient F

Patient G

Patient H

Patient I

Patient J

Patient K

Patient L

Patient M

Patient N

Assist with 

Patient A

Assist with 

Patient B

Assist with 

Patient C

Assist with 

Patient D

Assist with 

Patient E

Assist with 

Patient F

Assist with 

Patient G

Assist with 

Patient H

Assist with 

Patient I

Assist with 

Patient J

Assist with 

Patient K

Assist with 

Patient L

Assist with 

Patient M

Assist with 

Patient N

Triage

E-visits 

and 

phone 

visits

E-visits 

and phone 

visits

Complex patient

Complex patient

RN 

Care 
manage-

ment

Acute

Patients

Huddle

Panel 

manage-

ment

Panel 

manage-

mentBP 

coaching 

clinicHuddle with 

RN, NP
Huddle with MD

Coordinate with 

hospitalists and 

specialists

•30 patients are seen or contacted in the first 3 hours of the day
Courtesy of David Margolius



INVESTING IN 

TRANSFORMING 

PRIMARY CARE







Payment Reform and Investment of 

Resources are Required to Support 

High Performing Primary Care

• Beyond fee for service

• Blended models FFS + capitation (“care coordination 

fee”)

• More comprehensive population based payment 

models, full capitation

• Direct funding of team resources (e.g., behavioral 

health)

• P4P (Pay For Performance)

• Support for practice coaching and technical 

assistance



UCSF Health PC Transformation

• Based on 10 BB Model

• Steady, impressive gains in quality, access, patient 

experience

• Medi-Cal Waiver public delivery system reform incentives 

(DSRIP->PRIME) have been critical for motivating and 

resourcing primary care improvement at UCSF Health

• Aligned with growth of UCSF Health ACO programs with 

commercial payers and Medicare which emphasize 

population health care model and shared financial risk



CMS CPC+ Initiative:

Public + private payer collaboration



CMS CMMI PTI



CQC PTI: participating practice 

groups



Covered California

• Benefit Design
• For most tiers, neither primary care nor specialty ambulatory care 

visits are subject to deductible

• A Primary Care Physician For Every Enrollee
• Require all enrollees including in PPO products be empaneled with a 

primary care clinician

• Payment Reform: encouraging payers to move to CPC+ model

• PCMH Recognition
• Requires health plans to ensure a progressively larger share of 

enrollees receive primary care from PCMH recognized practices



Conclusions
• Strong primary care is the foundation for better healthcare

• PCMH is a model of transformed primary care to improve 

quality, patient experience, and reduce costs

• Payment reform and investment of resources are required 

to support high performing primary care



Information and resources

Contact us:

Center for Excellence in Primary Care

UCSF Department of Family and 
Community Medicine

Marianna.kong@ucsf.edu

http://cepc.ucsf.edu/

Visit our website: 

mailto:Rachel.willard@ucsf.edu
http://cepc.ucsf.edu/

