
 
Kansas Patient Centered Medical 

 Home (PCMH) Initiative  
 

The initiative is administered through the Kansas Academy of Family Physicians. 



Objectives 
 
 
Describe Patient Centered Medical Home 
 What is a PCMH? 
 Why PCMH? 
Describe the Kansas PCMH Initiative 
 Elements of the Initiative 
 TransforMED model 
 Outcomes 
 



The PCMH puts patients at the  

center of the health care system, and 
provides primary care that is “accessible, 

continuous, comprehensive, family-
centered, coordinated, compassionate, 

and culturally effective.”  

 

What does a Patient Centered Medical 
Home (PCMH) do? 



 

Patient-Centered

Comprehensive

Coordinated

Accessible

Committed to 
quality and 

safety

A team of care providers is wholly 
accountable for patient’s physical 
and mental health care needs –
includes prevention and wellness, 
acute care, chronic care

Ensures care is organized across 
all elements of broader health 
care system, including specialty 
care, hospitals, home health care, 
community services & supports, & 
public health

Delivers consumer-friendly 
services with shorter wait-times, 
extended hours, 24/7 electronic or 
telephone access, and strong 
communication through health IT 
innovations

Demonstrates commitment to 
quality improvement through use 
of health IT and other tools to 
ensure patients and families make 
informed decisions

• Dedicated staff help patients navigate 
system and create care plans 

• Focus on strong, trusting relationships with 
physicians & care team, open communication 
about decisions and health status

• Compassionate and culturally sensitive care

• Care team focuses  on ‘whole person’ and 
population health

• Primary care could co-locate with behavioral 
and/or oral health, vision, OB/GYN, pharmacy

• Special attention is paid to chronic disease 
and complex patients

• Care is documented and communicated 
across providers and institutions, including 
patients, specialists, hospitals, home health, 
and public health/social supports

• Communication and connectedness is 
enhanced by health information technology

• More efficient appointment systems offer 
same-day or 24/7 access to care team

• Use of e-communications and telemedicine
provide alternatives for face-to-face visits and 
allow for after hours care

• EHRs, clinical decision support, medication 
management improve treatment & diagnosis.

• Clinicians/staff monitor quality improvement 
goals and use data to track populations and 
their quality and cost outcomes

Feature Definition Sample Strategies Potential Impacts
Patients are more likely to seek 
the right care, in the right 
place, and at the right time

Patients are less likely to seek 
care from the emergency room 
or hospital, and delay or leave 
conditions untreated

Providers are less likely to 
order duplicate tests, labs, or 
procedures

Better management of chronic 
diseases and other illness 
improves health outcomes

Focus on wellness and 
prevention reduces incidence / 
severity of chronic disease and 
illness

Cost savings result from:
• Appropriate use of medicine
• Fewer avoidable ER visits, 

hospitalizations, & readmissions

Why the Medical Home Works: A Framework

Supports patients and families to 
manage & organize their care and 
participate as fully informed 
partners in health system 
transformation at the practice, 
community, & policy levels
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The PCMH model of care provides:  
higher quality, better coordinated, more 

efficient care. 
Improved Outcomes 

Quality 
Chronic Disease care 

Transitions in care 
Satisfaction (patient/provider) 

Communication 
Efficiency (cost savings) 



Elements of the  
Kansas PCMH Initiative: 

1. PROVIDER EDUCATION: 

a. KAFP Annual Meeting: June 13th – 15th, Wichita Kansas 

b. PCMH Summit: November 1st – 2nd, Wichita Kansas 

2. PUBLIC RELATIONS: 

a. Radio spots, social media, news releases, rack cards, exhibits, 
presentations etc… 

3. PILOT PROJECT: 

a. Eight practices across Kansas 

b. Systematic and all-encompassing effort to become Patient 
Centered 

 





Initial PCMH Outcomes 
Note: These are the 1st year’s improvements for 3 quality benchmarks 

Based upon aggregate figures from all practices in pilot.  



CONTACT INFORMATION: 
Kansas Academy of Family Physicians 

7570 W. 21st St. N. 1046 C 

Wichita, Kansas 67205 

Leslea Roach, Coordinator Kansas PCMH Initiative 
• leslea@kafponline.org 

• (316) 721-9005 

• www.kafponline.org/kspcmh 

• facebook.com/KSPCMHI 

Carolyn Gaughan, Executive Director, KAFP 
• kafp@kafponline.org 

• www.kafponline.org  
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