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Primary Health Care

Strong primary health care in a health system is 
associated with 
• reduced system costs 
• better outcomes 
• reduced health impacts of social inequalities

An increase of 1 primary care physician per 10000 
US population associated with a 5.3% reduction in 
average annual mortality.

STILL TRUE?



Association of Primary Care Physician Supply With Population 
Mortality in the United States, 2005-2015. 
Basu S, Berkowitz SA, Phillips RL, Bitton A, Landon BE, Phillips RS. JAMA Intern Med. 2019 Feb 18. doi: 
10.1001/jamainternmed.2018.7624.

• 3142 US counties, 7144 primary care service areas, 306 hospital referral 
regions

• 10 additional primary care physicians per 100 000 population associated 
with a 51.5-day increase in life expectancy

• 10 additional specialist physicians per 100 000 population associated 
with a 19.2-day increase in life expectancy

• 10 additional primary care physicians per 100 000 population associated 
with reduced cardiovascular, cancer, and respiratory mortality by 0.9% 
to 1.4%.



The Patient Centred Medical Home?



Standards for Child Health 

American Association of Pediatrics 1967

“For children with chronic diseases or disabling conditions, the lack of a 
complete record and a ‘medical home’ is a major deterrent to adequate health 
supervision. Wherever the child is cared for, the question should be asked, 
‘Where is the child’s medical home?’ and any pertinent information should be 
transmitted to that place” (pp 77-79).



The Patient Centred Medical Home
The 2007 “Joint Principles of the Patient Centred Medical Home”
http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/PCMHJoint.pdf

Seven principles agreed by all primary care colleges in the US and ratified by 22 professional 
organisations.  

Agency for Health Care Quality and Research & PCPCC
http://www.pcpcc.org/about/medical-home http://pcmh.ahrq.gov/page/defining-pcmh

Five principles describing a medical home in the US context, built on the principles agreed by all 
primary care colleges in 2007 and appear on US govt website.

Safety Net Medical Home Initiative
http://www.safetynetmedicalhome.org/change-concepts

Eight change ideas are less descriptive and more “how” to transform an organization to a 
medical home

Australian Centre for the Medical Home
Eleven principles resulting from a consultation process which was deliberately inclusive to capture 
all ideas relevant to the Australian expression of the medical home.  
http://medicalhome.org.au/what-is-a-medical-home/

RACGP “what is general practice”
http://www.racgp.org.au/becomingagp/what-is-a-gp/what-is-general-practice/

This definition contains many elements of the others and additionally places general practice in 
the context of the health system

http://www.aafp.org/dam/AAFP/documents/practice_management/pcmh/initiatives/PCMHJoint.pdf
http://www.pcpcc.org/about/medical-home
http://pcmh.ahrq.gov/page/defining-pcmh
http://www.safetynetmedicalhome.org/change-concepts
http://medicalhome.org.au/what-is-a-medical-home/
http://www.racgp.org.au/becomingagp/what-is-a-gp/what-is-general-practice/
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Patient Centred
Comprehensive

Coordinated
Accessible

Quality and Safety

Accountable
Continuity



Patient Centred Care

A Medical Home partners with patients, carers, 
and family to ensure cultural preferences and 
values are respected. Patients receive the 
education and support they need for shared 
decision making and to manage their own 
conditions to the extent they are able. Patients 
have the opportunity to participate in the care 
design of the medical home.



Comprehensive

The medical home team is responsible for the 
range of each patient's physical and mental 
healthcare needs - including prevention and 
wellness, acute care and chronic care. 

Care in the medical home is continuous - each 
patient has an ongoing relationship with a 
particular GP and the medical home team.



Coordinated 

The medical home ensures each patient can access the 
full team they need to manage their health, which 
includes arranging and coordinating care with other 
providers. This may sometimes include hospital inpatient 
care.

The medical home ensures that each person experiences 
integrated (joined-up) health care, in which there is 
informational consistency between all team members 
with clear roles, goals and communication pathways.

The medical home retains accountability for a patient's 
care, even when that person is not standing in front of 
them. It tries to ensure that each patient receives best 
possible care from all members of their care team.



Accessible

In a medical home, patients can access care for 
their acute or routine medical needs when 
required. The medical home is also proactive in 
managing chronic conditions

A medical home uses a range of communication 
tools with patients, (face to 
face/telephone/virtual) 



Focus on Quality and Safety

A medical home has a system based approach to 
make sure that each patient receives best practice 
care. It has systems to improve patient safety.

A medical home is the curator of each person’s 
medical history, and maintains accurate clinical 
records. 

It uses registers to monitor patient population 
needs, and it measures performance for quality 
improvement.



Evaluations
Agency for Healthcare Research and Quality 2014 Zutshi et al
Reviewed 498 articles 2000-10. 14 evaluations of 12 interventions. “mostly  inconclusive results” 
“found some favorable effects on quality of care, hospital and emergency department use, and 
patient or caregiver experience, and a few unfavorable effects on costs.” 
https://pcmh.ahrq.gov

Patient Centred Primary Care Collaborative 2016 The Patient-Centered Medical Home’s Impact on 
Cost and Quality Annual review of evidence 2014/15
30 initiatives. 21/23 reported cost reductions 
https://www.pcpcc.org

Sinaiko et al Health Affairs 36, no.3 (2017)
Metaanalysis of 11 major initiatives. Heterogeneity in outcomes. 1.5 percent reduction in the use of 
specialty visits and a 1.2 percent increase in cervical cancer screening among all patients, and a 4.2 
percent reduction in total spending (excluding pharmacy spending)and a 1.4 percent increase in 
breast cancer screening among highermorbidity patients.
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Home Medical Home Community Hospital

Medical NeighbourhoodPrimary Health Networks LHDs General Practice: A 

vision for what we can 

be

Patients: A standard 

to look for and 

demand

Funders/Policy: A 

model to design for 

Specialists: A 

definition of role



Policy Impact
Navigating the Healthcare Neighbourhood NSW Agency for Clinical Innovation.. 
https://www.aci.health.nsw.gov.au/nhn

Healthcare Homes Trial – chronic disease bundled payment, quality improvement, joint care 
planning

My Health Record.  90% Australians. Information across the system.

Quality Improvement Practice Incentive Payment – August 2019, GP data submission, participation 
in QI. 90% of GPs

Voluntary registration with GP.  $448 million over 3 years for chronic disease patients over 70 

https://www.aci.health.nsw.gov.au/nhn


Bra Liv Clinic
Husqvarna
Jönköping
Sweden

Number of patients attending ED
Number of patients 75+attending ED
Number of urgent readmissions
Number of ED presentations

Scheduled by name to your own GP

Patients with HbA1C over 7

Economy ”hold your budget”

Continuity:age 50+ 3 last visits to same GP

Unassessed demand at hospital



Home Medical Home Community Hospital

Medical Neighbourhood PCMH

Medical 

Neighbourhood

What is our shared 

vision for the health 

system?

What is my role in it?


