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The Value of Physician Investment in Care Delivery 

 The medical home provider team is often the 
most successful at engaging patients in their 
health management 
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The Patient-Centered Medical Home Approach 
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Responding to the Needs of Children & Families 
in the Primary Care Office 

 PCPs need an aggregated 
360 degree view of their 
patients’ health 
information 

• Care delivered outside primary 
care (specialists, hospitals, etc.) 

• Care from other community 
resources (education , social 
services) 

• Medication prescribing and fills 

• Disease and Immunization registry 
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The Pediatricians’ Vision for Meaningful Information in the 
Hands of the Pediatric Care Team 
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Education, 
JJ, DHS, etc. 

Patient & Population Health Management / Data Analytics 
Dashboards /Metrics        Care Alerts         Care Summary         Protocol Support       Care Plans   

~100 Pediatricians at 20 practice sites using 8 EMRs with varying levels of data 

exchange and reporting capabilities 

Children’s Health Alliance 
Organizational Performance Data and Meaningful Measures 

Hospital 

Investing in a Provider-based Solution for Common Data Exchange 
to Minimize Redundancy and Add Clinical Value 
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Pediatricians’ Assessment of Patient Needs for 
Medical Home Delivery 

Comprehensive, Meaningful and 
Actionable Data Gathered by the 
Pediatric Care Team 

• Guides physicians’ broader 
perspective 

• Accept varying forms of parent 
& youth input 

• Result is meaningful and 
actionable 

• Transforms care approach 

• Informs PHM and care 
management 
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Investment by Providers to Manage Patient Care 

Primary Care Providers are left to finance the Staffing, IT and 
Workflow supports to deliver comprehensive care 

 

 

• Care Managers – not reimbursed 
in fee-for-service model 

• Integration of Mental/Behavioral 
Health in Primary Care 

• Care Coordination & Planning – 
following populations for 
proactive outreach and care – not 
reimbursed 

• IT infrastructure – not absorbed 
by a system or external funding 
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Value of the Medical Home 

• Impacting Cost and Quality through Pediatric 
Medical Homes 
– Cost & Utilization 

– Population Health & Prevention 

– Access to Care 

– Patient & Family Satisfaction 

• Demonstrated Triple Aim Outcomes 
– Improved patient experience 

– Improved population health 

– Controlled cost 
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Demonstrated Results of Physician-led 
Medical Home Delivery 

Over 100 physicians 
trained on clinical 

quality 
improvement 

90% of children 
with asthma had 

an encounter with 
their pediatric care 

team 

•28% decrease in 

overall ED costs 

•22% decrease in 

total outpatient costs 

PMPM 

81,000 children 
assessed to 

optimally manage 
chronic conditions 

and health 

Two-year old 
immunization rate 
89%, compared to 

Oregon rate of 67% 
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The Patient-Centered Primary Care Approach 

Transitioning to a 
Comprehensive 
Payment Model 
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