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PCMH offers a detailed model for applying practice transformation strategies to achieve population health management which is central to the underlying objectives of the PCMH
Goals.[1] PCMHs view patients as individuals within a population and this makes it possible within the model to go beyond caring for an individual patient to identifying the key needs of its patient population as well as find ways to meet identified needs and prevent further health challenges within the population. Population health management involves a proactive, team-based approach to care that focuses on prevention, early intervention, and close partnerships with patients to tightly manage chronic conditions.[2] The practice of population health management enables a practice to more easily: proactively identify patients who need evidence-based chronic or preventive care using health data collected and stored in patient registries, provide planned care and outreach based on patient diseases or conditions, provide patient self-management support, monitor patient progress, identify appropriate care plans, and recommend changes to care plans by including prompts in the electronic health record, and monitor practice performance by tracking patient data and comparing it with national guidelines or internal benchmarks.[2]
“The patient-centered medical home is a deep, broad, and challenging commitment to improving the lives of patients in every way possible – and for PCMH providers, that means the work doesn’t stop once the patient pulls out of the parking lot.[3]  Developing meaningful relationships and dialogues with the wider community, including public health departments, pharmacies, long-term care, and home care providers, schools, behavioral healthcare providers, and workplaces, is a crucial factor for PCMH success.[3]  “Health primarily happens outside the doctor’s office—playing out in the arenas where we live, learn, work and play. In fact, a minority of our overall health is the result of the health care we receive,” National Coordinator Karen DeSalvo, MD, MPH, MSc reminded the healthcare community last year.[3] Providers who are dependent on behaviors like medication adherence and chronic disease management for an increasing proportion of their revenue must understand how patients make health decisions in their daily lives and what can make it easier for them to choose the right paths.[3] Through a combination of health IT tools and care coordination techniques that leverage a human touch, patient-centered medical home providers can establish meaningful working relationships with the numerous organizations that impact patient health.”[3] 


Questions

1. Are there community engagement related policy gaps within the PCMH framework that have limited the achievement of population health-related goals of PCMHs in the US?  
2. Or are there current gaps in knowledge amongst PCMH practitioners and stakeholders about community engagement related policies within the PCMH framework that can be addressed with pragmatic policy changes with resultant improvements in population-level health outcomes?
3. What roles can public health practitioners play within the US health system in enabling the policy shifts that can improve the attainment of community engagement (to enhance population health management) in US-based PCMHs? (Given that a good number of community health centers that were upgraded to PCMH in the US seemed to not meet target according to a study, and a local Canadian center seems to be meeting target).
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