
79© The Author(s) 2019
J. Galiana, W. A. Haseltine, Aging Well, 
https://doi.org/10.1007/978-981-13-2164-1_6

6
Coordinated Primary Care

Health systems nationally and globally are experiencing the need for 
higher performing, fully integrated primary care practices. Two main 
drivers of the need are the growing older population using more care and 
the shortage in the healthcare workforce including physicians.1 In 2014, 
the US had a shortage of 8073 primary care physicians.2 Some project 
that by 2025, the US will need 14,900 to 52,000 more primary care 
physicians.3,4,5 Coordinated primary care is advantageous for everyone, 
but especially so for older patients with comorbidities and functional and 
cognitive limitations. Between 2000 and 2002, the average Medicare 
beneficiary saw two primary care physicians and five specialists annually.6 
They also accessed other health services including diagnostics and phar-
macy. Older adults are often unable to navigate a fragmented continuum 
of healthcare that includes multiple clinicians and medications. They 
need a single primary care office to provide coordination across specialties 
and care settings. Coordinated care optimizes health outcomes and has 
been shown to reduce health expenditures and unnecessary and redun-
dant healthcare utilization.

This chapter overlaps with our chapter on palliative care because, as 
previously noted, palliative care and primary care for the older population 
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with chronic conditions are one in the same. Other recurring themes in 
this chapter are value-based and person-centered care and the financial 
incentives for such care. Coordinated efficient primary care is inherently 
value-based and person-centered. The focus of this chapter is on health 
system organization and quality measures that support coordinated pri-
mary care. Patient-centered medical homes are leading the transforma-
tion to coordinated healthcare delivery in the US and abroad. Medical 
homes can enable primary care practices to achieve the triple aim of lower 
costs, better health outcomes (including patient satisfaction), and 
increased access to care.7

The medical home is a perfect fit for older adults who spend much more 
time interacting with the healthcare system. They want a medical home. 
(Erin Giovannetti, the National Committee for Quality Assurance)

 The Patient-Centered Medical Home

 History

In 1967, the American Academy of Pediatrics introduced the concept 
and term “medical home” as a description of a high-quality primary care 
provider that is accessible, family-centered, comprehensive, coordinated, 
compassionate, and culturally effective. Since, the International 
Conference on Primary Health Care,8 the World Health Organization,9 
the Institute of Medicine,10 the American Academy of Family Physicians,11 
the American College of Physicians,12 the Patient-Centered Primary 
Care Collaborative,13 and researcher Dr. Barbara Starfield have sup-
ported the medical home with impactful publications. In 2006 a group 
of large employers including IBM and leading primary care physician 
associations including the American Osteopathic Association, the 
American Academy of Family Physicians, the American College of 
Physicians, and the American Academy of Pediatrics formed the Patient-
Centered Primary Care Collaborative14 to promote the patient-centered 
medical home. Today the collaborative has 1000 multi-stakeholder 
members.
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Since its passage in 2010, the Patient Protection Affordable Care Act 
has many provisions that have contributed to the expansion of patient- 
centered medical homes. The medical home model exists around the 
world and continues to expand in the US. In their interview, Doctors 
Michael Barr and Erin Giovannetti describe the characteristics and out-
comes of the patient-centered medical home. They also discuss the pro-
cess of becoming recognized by the National Committee for Quality 
Assurance.

The patient-centered home model is better equipped to handle the com-
plex care of patients with multiple chronic conditions who are more often 
older people. (Michael Barr, the National Committee for Quality 
Assurance)

 Dr. Erin R. Giovannetti and Dr. Michael S. Barr, National 
Committee for Quality Assurance

Erin Giovannetti is a Senior Research Scientist and Michael Barr is the 
Executive Vice President of the Quality Measurement & Research Group 
at the National Committee for Quality Assurance.15

The National Committee for Quality Assurance (NCQA) is commit-
ted to driving improvement in healthcare quality through research, devel-
opment of evidence-based quality standards and performance measures, 
education and training, and advocacy. NCQA offers recognition, accredi-
tation, and certification programs for a variety of care models and inter-
ventions. For the purpose of this book, we will examine the 
Patient-Centered Primary Care recognition program. To achieve recogni-
tion, primary care practices undergo a thorough multi-step review of 60 
quality standards and report their annual quality and performance 
 measures in over 40 areas. The NCQA formula for improvement is: mea-
sure, analyze, improve, repeat.

In our research, we define excellent quality care as care that enables people 
to reach their goals even if their hemoglobin A-1C is not precisely where 
their clinicians wanted to be. This requires a shift from care directed by the 
provider’s goals to care directed by the patient’s goals. (Erin Giovannetti)
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 Characteristics

Patient-centered medical homes (PCMHs) are also referred to as primary 
care medical homes and simply, medical homes. A medical home func-
tions as a single point of care coordination and management for their 
patients. The care team consists of doctors, nurses, health educators, 
pharmacists, and other clinicians. The patient is included in all care deci-
sions and the care plan is individualized to the health profile and care 
preferences of the patient. In her interview, Erin described research that 
the NCQA is conducting into ways that health providers can better align 
care with the individual preferences of their patients. Medical homes also 
educate and encourage their patients to practice disease self-management 
and engage in prevention.

Patient-centered medical homes maintain the goal of improving safety 
and reducing the use of unnecessary, redundant, and low-value care. 
Medical homes use technology to improve efficiencies. The patient 
records are updated in real time and are accessible at all hours. Many 
practices use telehealth to connect to patients after hours.

The value-based reimbursement models in the US provide much 
incentive for providers to keep their patients out of the emergency depart-
ments (EDs) and hospitals. Access to care is a critical feature of the medi-
cal home. Patient-centered medical homes organize their scheduling in a 
way that enables them to provide same-day routine medical and urgent 
care. When patients do not have access to their primary care office, they 
are forced to go to the ED. Many of their health concerns are nonurgent. 
It is estimated that 30 to 50 percent of the ED visits in the US are for 
nonurgent needs.16,17,18 This unnecessary care costs the US health system 
millions of dollars annually. We will delve more deeply into emergency 
care in our subsequent chapter, Emergency Medicine in the Home and 
Community.

 Outcomes

Staff burnout19 and turnover are detrimental to healthcare practices 
both organizationally and financially. Michael Barr noted that physician 
and medical staff burnout decreases in practices that have become 
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patient- centered medical homes. Group Health Cooperative in Seattle, 
Washington, realized a 20 percent decline in staff burnout one year after 
implementation of the medical home model.20 The same practice saw 
higher patient satisfaction, quality, cost savings, and lower rates of pro-
vider burnout two years after their transformation to a medical home.21 
The Veterans Administration Health System also experienced lower burn-
out rates among their primary care employees after adopting the medical 
home model.22 There is a plethora of evidence-based research on the 
National Committee for Quality Assurance website.23 The research pres-
ents conclusive evidence that, when implemented correctly, recognized 
patient-centered medical homes improve access, quality (including 
patient satisfaction), and lower healthcare utilization and costs.

Our recognition program represents the best thinking from a variety of 
stakeholders around the country, expert consensus, public opinion, and 
eight years of experience of the National Committee for Quality Assurance. 
(Michael Barr)

 Recognition24

Michael Barr explained that to receive recognition, a practice must meet 
a specified number of standards that include:

• Patient-centered access;
• Team-based care;
• Population health management, care management, and support;
• Care coordination and care transitions;
• Performance management and quality improvement.

Within those standards there are six elements that represent the core of 
the medical home model. Practices must have all six of these elements to 
become recognized:

• Patient-centered appointment access;
• The Practice Team25;
• Use of data for population management purposes;
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• Care planning and self-care support;
• Referral tracking and follow-up;
• Continual quality improvement.

Accreditation or recognition from NCQA gives practices the opportu-
nity to demonstrate their commitment to quality, access, and patient sat-
isfaction. To date, the NCQA has recognized over 11,000 patient-centered 
medical home primary care centers, representing 40 to 60  million 
patients. Some Veterans Health Administration facilities are also recog-
nized patient-centered medical homes.

When a veteran sees his primary care physician and complains of an ongo-
ing hip problem, that physician can establish an immediate consult with an 
orthopedic doctor or a rehabilitation therapist, in the same building. If 
those doctors need X-rays, lab tests, or diagnostic studies, they are done in 
house, usually the same day. If those studies indicate the need for surgery, 
a consult can be established immediately, with appropriate surgical clear-
ance, and an operation conducted, all in the same facility, without a need 
to travel from one physician or facility to another. (Dr. Erik Langhoff)

 Dr. Erik Langhoff, James J. Peters VA Medical Center

Dr. Erik Langhoff is the Director of the James J.  Peters VA Medical 
Center.26

The Veterans Health Administration is especially positioned to impact 
the healthcare of older adults because their patient population is older and 
has higher rates of comorbidity. Additionally, 25 to 30 percent have physi-
cal and/or other health issues that are related to their time in the military.

The Veterans Health Administration (VHA) operates one of the larg-
est healthcare systems in the world consisting of 152 hospitals, 800 
community clinics, 126 nursing homes, and 35 domiciliaries. VHA hos-
pitals and research facilities have provided at least some training for 60 
percent of all medical residents in the US. The VHA is strongly commit-
ted to research and has supported prominent researches in developing 
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groundbreaking health innovations such as the exoskeleton.27 A compari-
son of hospital-level quality and patient experience data of non-VHA 
hospitals to VHA hospitals showed that the VHA outperformed on six of 
the nine patient safety indicators. The VHA hospitals also exhibited bet-
ter readmission and mortality rates.28

Any discovery made in the Department of Veterans Affairs is ultimately 
shared with the entire world and benefits all of humanity.

Headquartered in Bronx, New  York, the James J.  Peters VA Medical 
Center serves an enrolled population of approximately 50,000, and an 
active user population of approximately 25,000 veterans. The James 
J. Peters VA Medical Center serves approximately 1700 patients per day. 
The Center has over 200 impatient hospital beds and 68 nursing home 
beds and supports community outpatient clinics in Queens, Yonkers, 
and White Plains, New York.

Here we can provide value over volume because, while we are tasked with 
being responsible stewards of the public money, our salary is not depen-
dent on billing and we do not chase profit.

 Efficiency and Value-Based Care

Erik is originally from Denmark and is familiar with a well-functioning, 
government-run healthcare system. Erik launches and oversees continual 
multiple Lean Six Sigma projects in his commitment to streamlined effi-
ciency. In his interview Erik explained that billing does not drive the 
Veterans Health Administration because they are reimbursed by capi-
tated payments. As mentioned in Chap. 1, with capitated payment 
arrangements, providers are paid a set amount per patient. This creates an 
inherent incentive to maintain an efficient system of care coordination 
that supports keeping their patient population healthy and out of the 
emergency department and hospital.
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 Access

Maintaining access to care is a vital component of the James. J. Peters VA 
Medical Center. Increased access provides veterans with an alternative to 
going to the emergency department. A unique aspect of the VHA is the 
ability for physicians to work across state borders in person or via tele-
medicine. Physicians outside of the VHA must be licensed in the state 
where they practice. Erik and his colleagues are able to practice at all of the 
VHA facilities around the country. This is especially important because, at 
any moment, a specialist can be brought onto the care team remotely. The 
electronic health records of the veterans are also available at all VHA care 
facilities. If a veteran wishes to see a specialist in another state, they may, 
and their records will be available and up to date. Many VHA facilities 
also have evening and weekend walk-in clinics. By the end of the year, Erik 
plans to have the James J. Peters VA Medical Center offer same-day access 
to primary care and mental health services. The James J. Peters VA Medical 
Center is in the process of offering telemedicine from emergency depart-
ment so veterans can call and speak with an emergency department physi-
cian from home. The James J. Peters VA Medical Center also manages a 
telephone triage center that is available to approximately 900,000 veter-
ans. The service will soon be available day and night. The Center provides 
home-based primary care and hospital-level care in a home for their older 
adults. Technology is an important aspect of the VHA care coordination.

 Technology

In 1990 the Veterans Health Administration designed and built one of the 
most comprehensive electronic health records (EHR) in the world. At the 
time it was implemented, it was fully networked across the country in all 
VHA facilities. It was designed around patient care and coordination. More 
recently, the VHA upgraded their EHR to the same system that is used by 
the Department of Defense, thus capturing the Veteran’s health record 
from the time of service through the end of their lives. James J. Peters  
VA Medical Center was one of the first to provide telenephrology29 and 
telekidney disease monitoring.
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The department of Veterans Affairs uses electronic prescription tech-
nology. Clinicians enter the prescription into the computer and the med-
ication is dispersed via mail by a centralized pharmacy. The patient also 
has the option of picking up their prescription in person. They use the 
same process for tests. The order for a test such as an x-ray is entered into 
the EHR. When the test is complete, it is automatically filed into 
the EHR. The complete real-time patient health record is available in one 
place at all times and in all locations. Demographic data is also included 
in the electronic health record and informs the care team about the social 
determinants that drive much of the health outcomes of their patients. 
Patients also have access to their EHR, including lab results, prescrip-
tions, diagnoses, and contact information for their primary care doctor.

 Barriers to Coordinated Primary Care

Changing an existing system of care delivery presents challenges that can 
be a strong barrier. It requires a full commitment by management and 
employees. Technology can act as a barrier when offices do not have elec-
tronic health systems or when those systems are not interoperable. 
Reimbursement policy can also act as a barrier to coordinated care. 
Reimbursements that are not value-based can dissuade providers from 
making the changes that are necessary to build an efficient, coordinated 
primary care practice.

It is our hope that patient-centered medical homes and other efficient 
coordinated primary care practices continue to spread nationally and 
globally to meet the needs of the older population and reduce healthcare 
costs.

As a continuation in our efforts to seek out cost-effective and person- 
centric models of care that reach into the home and community, we 
found four programs that have yielded impressive results in cost, quality, 
and health outcomes—including patient satisfaction. In the following 
chapter, we write about the importance of delivering acute and hospital- 
level care in the home of older adults and describe the DispatchHealth, 
Northwell Health, Call9, and Hospital at Home care models.

The full interviews can be found at this link: www.accessh.org/agin-
gwell.
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