
 

 

The Patient Centered Medical Home Institute (PCMH-I)  

The Institute Defined 
Since 2012, the Institute’s goal has been to build and strengthen state based infrastructure and 
partnerships that deliver on the “Triple Aim” of improved population health, patient and community 
engagement, and value.  Simply put, the Institute is a vehicle to provide leaders of PCAs and HCCNs, and 
their partners, the support to design, align and strengthen systems and infrastructure at the state level to 
sustain practice transformation, gain access to national level expertise, innovate, develop solutions for 
complex issues, including alignment of a myriad of patient centered medical home initiatives, measures, 
and payment models. 
 

What the Institute Offers 
The Institute provides a platform for building, strengthening and aligning state level systems in support of 
primary care transformation for underserved populations not otherwise possible if working in isolation.  In 
today’s environment, effective solutions and competitive advantage require partnerships, collaborative 
work and continual learning, alignment and improvement.  The potential of the Institute lies in not only 
building and supporting state level capacity and infrastructure but also, and very importantly, in working 
together at the national level to align models, metrics, and payment. 
 

Institute Learning Community 
All 50 states, the District of Columbia and Puerto Rico are represented by 58 state/regional teams 
comprised, at a minimum, of leadership from the PCA, HCCN, and a state partner – including State 
Medicaid, Department of Health, Social Service agencies, Payers, and Foundations are Institute 
participants.  Together, these states represent an estimated 9,000 health center delivery sites across the 
U.S. serving over 23 million underserved patients.  A range of national partners with expertise in practice 
transformation and patient centered medical home are also participating in the Institute’s Learning 
Community. 
 

What Success Will Look Like  
 An active Learning Community that engages PCA/HCCN leadership teams and partners from a majority 

of states that accelerates PCMH transformation and documents improvements in value, patient 
experience and population health. 

 Development and implementation of a national strategy for aligning PCMH/MU efforts that includes 
consensus on a core set of aligned metrics. 
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