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Patient-Centered Medical Home 
Myths and Misperceptions

MYTH:  Medical Homes are a zero-sum game. If primary care wins, every other specialty practice area loses. 

· Medical Homes are about putting the needs of patients first. When primary care physician and specialists focus on what’s best for the patient, everybody wins. 
· Savings can be achieved through efficiencies, appropriate use of care, and elimination of duplication. The entire system benefits when patients’ needs are put first.  
· Mayo’s Medical Home pilot enabled specialists to practice at the top of their ticket and spend less time on care that could be delivered more efficiently elsewhere.  
MYTH:  Every practice group and provider claims to be “patient-centered.” This is not a meaningful distinction.  
· To be truly “patient-centered,” a practice or provider needs to adopt the seven principles of the Medical Home.  
· Research by the Robert Graham Center revealed evidence that in the current primary care practice, patients experience clinicians other than their physician as a bewildering stream of people who don’t know them well and whose roles are unclear. 
· Being “patient-centered” is a requirement of being a Medical Home. However, every practice which claims to be “patient-centered” is not a Medical Home. “Patient-centeredness” is a necessary but insufficient condition of Medical Homes.  
MYTH:  Benefits of “relationship continuity” between patient and personal physician are too hard to prove and too hard to measure.  
· A regular source of continuous care with the same physician is associated with better health outcomes and lower total costs, according to a 2007 report by the Robert Graham Center.
· Forty studies addressing the relationship between continuity and care outcomes found that nearly two-third of outcomes were significantly improved. Studies also showed significant reductions in costs. 
· Metrics for measuring health effects may require selection of a few “good enough” measures that are routinely collected to track and compare outcomes. The Ambulatory Care Quality Alliance, Pediatric community, NCQA and the British medical system have developed and use practice quality measurement tools. 
· MDHS is measuring care comprehensiveness, and identifying 42% overall improvement under Medical Home over a 9-12 month timeframe. 
· The 2007 Owatonna Medical Home case study testimony speaks to the importance of primary care continuity to achieving good outcomes. 
· The National Institute of Health Policy’s “Core Program” thoroughly explores the evolving dynamic of trust between physician and patient. 
MYTH:  Medical Home is physical place.

· Medical Home a less a place that patients come to and more a place that patients belong to. It is a practice that has at its core an on-going partnership between the patient and his/her physician. 
MYTH:  Medical Home is just another HMO.

· Medical Homes are not gatekeepers in a cost-containment model. They are facilitators in a patient-centered model of coordinated care that improves access and outcomes while reducing costs.  
MYTH:  Medical Homes only work for large practices where there are lots of providers, and are better suited to metro communities.
· Medical Homes are equally effective in practices with 250 physicians or five. It’s not about size. It’s about philosophy and coordinated systems of care. Even a solo practice can be a Medical Home.  
· North Carolina Medicaid Program (Access II) effectively created local care management agencies to maintain relationships with patients and physicians regardless of location or size of practice. 
· The Patient-Centered Medical Home adopts to changing interactions so rural, underserved inner-city and solo-practice clinicians can rely on external team members, care management teams, or electronic health record support. 
· The Robert Graham Center report documented that primary care helps to minimize inequities due to the geographic distribution and high costs of health resources. 
Owatonna Medical Home incorporated all nine elements of Medical Home over a three-year period. 
· The Health Care Access Commission Working Group recognizes the importance of primary care in rural areas and made it a priority to expand supply of primary care providers.  
MYTH:  Medical Homes only work in small practices where the systems are less complicated, and are better suited to rural communities. 
· The Medical Home model can be adapted to suit all different kinds of practices – rural and metro, small and large. The challenges are different but the outcomes of improved patient care at reduced cost are the same. The demographics of the practice dictate the form that the Medical Home takes.
· Large practices often have the structural advantage of systems in place to facilitate coordinated care. 

MYTH:  Choice is a luxury we can’t afford. Medical Homes won’t save money unless they are mandated. 

· Care organized around a primary care relationship (with a well-defined process for individuals to choose or change their Medical Home) results in better outcomes at lower cost with higher satisfaction, according to the Future of Family Medicine study. 
· The current reimbursement system mandated under Medicare is a barrier to the implementation of higher quality patient decision making under Medical Home.
· Increasingly, Medicare services focus on chronic disease. An absence of payment for care coordination and patient education means these services are underprovided.
· The Institute of Medicine has gone on record saying that fee-for-service payments do not favor primary care services. Alternative payment options are needed.
· There is ample room for experimentation with different models to test whether they can support the functions of Medical Home, according to the 2007 Robert Graham Center report.
· Politically, there is real risk that the Medical Home principles will be turned to the specific task of cost containment, threatening the potential to improve patient experience in the course of care.
MYTH:  Health Care Reform (via Medical Home) will result in increased costs to employers, reduce employer control over health plans, and impact employee compensation.
· North Carolina’s 16-year reform program was supported by providers and reaped considerable benefit in outcome and cost, saving $124 million in 2006.
· The National Institute for Health Policy’s “Physician Payment Formula in Medicare” analyzes changing Medicare payment methods resulting directly from government effort to control program costs. They do not support the fear of increased costs.
· To focus on cost reduction is to miss the point: though healthcare is nation’s largest enterprise and accounts for almost 15% of gross domestic product, it knows very little about setting goals for genuine quality improvement as a business strategy. The National Quality Forum is focused on the study of “Never Events” and “Safe Practices Project” to obtain consistent reliable national data to reduce errors.
MYTH:  Any practice can claim that it is already a “Medical Home.”
· Minnesota Department of Human Services has active pilot programs with defining criteria. 
· AAFP is meeting with the National Committee for Quality Assurance (NCQA) to develop a special recognition program for the certification of Medical Homes. 
· Voluntary recognition process through appropriate non-governmental agency could ensure that patient services are consistent with Medical Home model. 
· A Commonwealth Fund study team found that only 27% of working-age adults had a Medical Home. Though 54% of adults have a regular source of care, they do not have the enhanced access to care provided by a Medical Home. 
MYTH:  Medical Home will result in less care for patients. 35p10
· Evidence shows that primary care helps prevent illness and death -- regardless of whether care is characterized by supply of primary care physicians, a relationship with a source of primary care, or the receipt of important features of primary care. Primary care also is associated with more equitable distribution of health in populations. 
· Medical Home is not about less care. It’s about more appropriate care, as pilot programs like Diamond demonstrate. 
· Four care coordination pilot projects funded by Minnesota Department of Human Services in July 2008 counter this myth. (Two are pediatric/autism, and two are adult programs.) 
· Under current system, doctors lack incentives to provide quality care and must work harder to realize the same revenue.
· It is well-documented that current delivery of care for even the most common conditions is inconsistent among health care providers. Medical Home principles support shared decision-making for greater use of evidence-based medicine.
MYTH:  Medical Home is not a pay-for-performance system. 35p10
· The Diamond project, under ICSI, provided differential care coordination payment for treatment of depression. 
· Fee-for-service payments do not favor primary care services. Through blended payments, Medicare could best make the business case to primary care for taking on chronic care management by paying for chronic care start-up costs, reimbursing non-physician personnel provision of chronic care services, and paying for performance through reimbursement enhancements. 
· North Carolina has 16-year local/regional plans with buy-in from providers, performance of practice collaborative care-management functions, and support of personal relationships between care management and patients. This effort was supported by a blended model of payment. North Carolina Medicaid saved $124 million over what it would have otherwise spent in 2006.
MYTH:  Hospitals will see payment cuts because Medical Homes keep chronic disease patients out of the hospital. 
· Medical Homes help patients navigate the complex and confusing health care system by coordinating services with other providers, including hospitals.  This coordination should reduce the focus on catastrophic care, result in more appropriate use of hospital services, and reduce uninsured patients’ reliance on hospitals for primary care. 
· Medical Homes integrate care across all elements of the complex health care system, including subspecialty care, hospitals, home health agencies and nursing homes.
· Medical Homes should reduce the need for subspecialty care, but that will be an outcome and not a limiting role.
· Medical Homes are a triage mechanism to evaluate patients with undifferentiated symptoms. The benefit accrues not only to patients, but also at the health system level, matching patient need with system resources to minimize potential overtreatment or undertreatment.
· Hospitals are in daily competition to offer slightly better technologies and procedures that can sustain their bottom line rather than to work to maximize personal or population health outcomes. Payment system reform is necessary. 

MYTH:  Patients with chronic conditions (mental health) or special care needs will not benefit from a Medical Home that’s based at a primary care physician. These patients need a specialist as primary contact.
· The whole-person orientation of primary care is particularly important in the context of mental health. Depressed patients are three times more likely than non-depressed patients to be non-compliant with medical treatment recommendations. Damaging barriers to whole person care have been constructed in current mental health treatment, including carve-out payment and referral processes, insufficient time for visits, poor team development, and reinforced stigmas.
· Access to primary care is reducing cancer mortality, and Medical Home is an even greater value. At the current rate, 1.9 million cancer related deaths will be prevented by 2015.
· Specialists often use strategies designed to make the best of the worst-case scenario -- strategies that may be inappropriate for patients with less severe illness. Primary care triage ensures that specialists spend their rime applying their skills where they are critically needed.
· Patients referred for procedures by primary care physicians have better outcomes than do patients who have gone directly to specialists.
· A Minnesota Department of Health Medical Home Learning Collaborative is being funded via MCHB grants through June 2009. It is the largest medical home learning collaborative in the country, featuring an expansion to family practice, some focus on mental health integration, and micro-grant payment to the practices. 
· Minnesota Department of Human Services is funding a Medicaid Transformation Grant focused on patients with multiple chronic conditions. 
MYTH:  Acute care conditions don’t need a Medical Home.

· Every patient needs a Medical Home because it’s as much about preventative care and wellness as acute care or chronic disease management. 
· Providing access to minor acute care for otherwise healthy people is part of being patient-centered. Medical Homes respond to the needs of individual patients, where ever they are in the life cycle.  
