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What is a Patient Centered Medical 
Home

An approach to providing comprehensive primary
care... that facilitates partnerships betw een individual 

patients, and their personal physicians, and w hen
appropriate, the patient’ s family

Source: American Academy of Family Physicians



Benefits of the Health Care Home 
Model

Members state the biggest barrier to their care is access.
• The HCH provides members should have access to a 

medical home w here health care services are 
accessible, family-centered, continuous, 
comprehensive, coordinated, compassionate, and 
culturally competent.

• The model promotes to optimize member care by 
integrating the PCP , member and CareSource

• The HCH is a holist ic member-centric team approach 
compromised of the Health Care Services team, the 
member, and trusted friends and family members.
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Targets are HEDIS percent ile w ith all calculat ions
Based  upon only administrat ive data
•If  > =  90th percent ile, then 100%
•If  > =  75th percent ile, then 70%
•If  > =  50th percent ile, then 35% 
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Practice Transformation

Practice Transformation is a key component of then 
CareSource Health Care Home Model 

• Provider Patient Agreement
• Utilization of the Member Profile
• Follow  up calls on all sick patient visits
• HEDIS outcomes
• Access to Care



Collaborative Efforts

• Case Managers

• CareSource 24

• Provider Operat ions

• Communicat ions and Marketing



Results From Health Care Home 
Program

• Practice A
– Workflow  integration to identify and follow -up members 

seen after appointments for acute illnesses
– Utilizing CPR Registry reports to outreach to members in 

need of PCP visits/testing/medication adjustment 
– Created brochure, w hich in addit ion to highlighting the 

HCH project, encourages  all members to contact their 
PCP off ice .

• Practice B
– Created a registry identifying all asthmatic 

patients. Each w ere mailed letters, asking them to call 
the off ice for an appointment.

– Utilizing CPR reports to do addit ional outreaches for 
patients ut ilizing the ED

– Practice  had desire, but didn’ t know  w here to begin 
(prior to implementing HCH). 



Health Care Home Program 
Results

• Practice C
– Practice w as already utilizing CareSource’ s Member 

Profile. Determined to be a “ best practice” ;shared w ith 
other HCH providers

• From other practices
– Expanded the 72 hour post-visit  contact callbacks to 

patients outside of the HCH pilot
– On-site presence allow s case manager to “ teach”  off ice 

staff 
– Proactively identifying  high-risk members and referring 

to case manager

Feeling like we are truly a partner…….working together to make 
sure members get the most appropriate care, at the most 
appropriate setting and in a timely manner.



The Future

Integration into other models

NCQA cert if ication

Health Care Home Program team



Clinical Practice Reports
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