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Strengthening Primary Care for Patients:  

Martin’s Point Health Care | Portland, Maine 

 

Background 

Martin’s Point Health Care (MPHC) is an integrated 

medical organization consisting of a primary care 

delivery system and several health plans. Together, 

MPHC provides services to over 143,000 total customers, 

including approximately 74,500 Health Care Center 

patients and more than 68,000 MPHC health plan 

members across northern New England and parts of New 

York and Pennsylvania. Approximately 20 percent of 

MPHC patients belong both to the plan and practice.  

The MPHC integrated health care centers — located 

in Maine and New Hampshire — first began moving 

toward a patient-centered medical home (PCMH) model 

through their Care Model Transformation redesign work, 

which was prompted by their 2008 selection as a Triple 

Aim Prototyping Partner through the Institute for 

Healthcare Improvement (IHI).   

In order to continue improving on Triple Aim 

outcomes, in 2011 MPHC partnered with the Center for 

Medical Home Improvement (CMHI). Subsequent 

transformative efforts have been focused on the 

resolution of care gaps identified through the CMHI’s 

TAPPP analysis (Teamwork, Access and Communication, 

Population Approach, Planned and Coordinated Care, 

Patient- and Family-Centered Care) and the 

implementation of Lean principles in the spring of 2012.1 

 

Implementation 

IHI and the Care Model PCMH 

As a partner in the IHI Prototyping community, MPHC 

developed three pilots, one for each arm of the Triple 

Aim: cost, population health and care quality. As part of its cost focus, the health plan attempted to 

manage medical expenses through reductions in emergency department (ED) visits. Population health 

and care quality was undertaken at the practice level by looking at controlling hypertension, while 
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patient experience was measured by improving patient confidence (through a survey question reading 

“I am confident I can manage and control most of my health problems”). 

During the Care Model redesign, care teams grew in size as the ratio of staff per physician rose 

from four full-time equivalents (FTEs) to six FTEs and population health nurses were integrated into 

care teams.2 These nurses use newly implemented registry software to resolve gaps in care and focus 

on transitions of care. The population health nurses are also tasked with generating and organizing 

outcomes trends to share with practice staff. Care teams meet weekly to discuss patients identified as 

needing extra support, and quarterly to review the entire patient pool. 

In order to increase patient access, health centers implemented a patient portal. This secure 

website gives members email access to their providers, as well as the ability to view their medical 

record. Open access scheduling is being pursued as efforts continue to streamline scheduling 

procedures across MPHC’s nine affiliated primary care health centers. 

Spread of Care Model Work 

Rather than just spreading the specific process changes, such as its interventions aimed at 

managing hypertension, MPHC decided to instead study its experience with the IHI pilot and apply the 

foundational changes more broadly to transform care for all patients with chronic diseases. By copying 

the approach it took in spreading the PCMH pilot, rather than merely the specific interventions, MPHC 

could accelerate change among all of its practice transformation 

initiatives and reach a broader percentage of patients.  

The first principle of this new approach held that staff experience 

— including that of providers and support staff, as well as others — 

was the most important factor in facilitating change, so MPHC 

engaged the Great Places to Work Institute, a consulting firm specializing in organizational trust. As 

Medical Director Alain Montegut, M.D., explained, “If our staff don’t feel this is a good place to work, 

we’ll never have a good patient experience. If we don’t have a great patient experience and we don’t 

engage our patients, they’ll never engage in self-care, and we’ll never move the needle on quality. 

Without that, we’ll never be able to be a financially sustainable organization in primary care.”3 

Implementation of Lean 

MPHC views its main health plan role as giving providers information that is helpful to them in 

transforming their practices to improve care. One of the main ways MPHC has facilitated change at the 

practice level is by adopting Lean methodology for the entire organization and applying the 

methodology to its practice transformation effort. To do so, it brought 

together a process improvement group trained in Six Sigma4 and Lean 

methodology5 to resolve challenges and help guide improvements to 

the care team model.  

MPHC has held several Lean events for both the plan and practices 

to develop processes that integrate how they can work together, 

including sharing access to software systems and platforms that are 

used in both. Such sharing enables population health nurses and case 

managers to look at each other’s management of patients, mine health plan data for patient 

information and better coordinate care. The plan had a chronic disease program in place wherein its 

case managers spoke telephonically with high-utilizers; it integrated the program into the practices 

and embedded case managers, giving patients the ability to have face-to-face conversations with their 

case managers. 

MPHC views its main health 
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transforming their 

practices to improve care. 
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On April 1, 2012, the 

MPHC umbrella organization 

decided that practices would 

take full risk for the medical 

expenses of patients who 

belong to the health plans 

and receive care at the MPHC 

Health Care Centers. The 

plan hosted a Lean event to 

look at some possible areas 

of cooperation to better 

manage these patients, 

which included the develop-

ment of a medical expense 

tool (a set of information 

that leads practices step-by-

step on managing expenses); 

a provider reporting program 

that gives practices medical 

expense data; and a platform 

called Population Manager 

that pulls data from the 

electronic medical record so 

that providers can identify 

gaps in care.  

Other changes were 

related to broader transfor-

mation at the plan and 

practice level. One Lean 

event looked at the value 

stream of patient care, from 

the initial phone call or 

contact for an appointment 

to when the bill is sent out, 

with an eye toward improving 

access and care quality. 

MPHC is also working with 

providers, health education 

staff and case managers to 

determine how to get 

patients with chronic disease 

better engaged in their care; 

the resulting initiative was 

deployed to a pilot site at 

the end of September 2012 

and will eventually be 

expanded to the remaining 

nine practices. 

Patient Story: Compassionate Care 

 
Telephonic follow-up with patients after 
hospitalization can prevent further complications 

Dale, a healthy 

Martin’s Point 

Health Care 

member in his 70s, 

was vacationing in 

Florida with his 

wife Lucille when 

he noticed blood in 

his urine. Tests 

revealed a large 

vascular tumor in 

his kidney, later  

discovered as malignant, that needed to be addressed immediately. 

The following week, Dale went to Brigham and Women’s Hospital in 

Boston to have his kidney removed, after which he returned home 

to Newburgh, Maine, to recuperate. 

Throughout this process, Dale had been in communication with his 

primary care physician in Maine, Charles Burger, M.D., at the 

Martin’s Point Bangor Health Care Center. All medical records, 

results and concerns were constantly being transmitted to Dr. 

Burger so he could stay updated on Dale’s progress. He saw that 

Dale had been diagnosed with chronic kidney disease and had 

several hospital stays due to complications; Linda Mullen, a 

specialty nurse on Dr. Burger’s care team, decided to get in touch 

with Dale to see how he was doing. 

“It was amazing to hear from Linda,” said Dale. “All of a sudden I 

had this wonderful person reaching out to me to check in and ask 

how my wife and I were holding up. She had been reviewing all the 

medical records that Dr. Burger had been receiving and based on all 

the complications she saw, she thought we might need some help.” 

“It was great having someone to ask questions,” he said, “to 

reassure us and to just be there, letting us know we had someone 

to lean on through this tough time.” Dale is now doing very well and 

is once again participating in many healthy activities that he 

enjoyed before his kidney issues.  

“Life is different now,” he says, “but we will always remember 

Linda’s act of kindness that helped pull us out of that dark time. 

She really demonstrated the values and caring of Martin’s Point, 

treating us with warmth and concern. And none of it would have 

been possible without the fact that Dr. Burger and his team insisted 

on getting all my medical records, and then really took the time to 

review them and make sure they were up to speed on how I was 

doing and what I might need.” 
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Patient Feedback 

In the summer of 2011, MPHC established a patient advisory council, which includes a 

representative from each of the nine health centers where medical home transformation had been 

taking place, to better understand the patient experience. Patient advisory council members provide 

feedback on specific initiatives and assessments of loyalty scores and their confidence in the health 

care that they receive and have been involved in Lean events.  

Cooperation between Plan and Practices 

Besides the formal meetings that the plan and practices attend together, the organizations’ 

managers and directors meet with each other on a regular basis. The two groups also conduct meetings 

specifically related to the patient/member experience as well as how to improve information sharing 

and inter-relationships around disease management and population health. 

 

Sustainability 

Over time, the integrated MPHC organization has developed performance measures for providers 

that include participating in organizational change through Lean methodology, developing practice 

guidelines to inform new work flows, and facilitating care team efforts in improving quality and value-

based care.  

Lessons learned from the PCMH effort have helped to inform the 

design of new clinics. In November 2010, MPHC opened a new health 

center in Portland, Maine, which was, according to Dr. Montegut, “built 

specifically with a medical home concept in mind.”3 In order to improve 

communication and ease work flow processes, offices were structurally co-

located and grouped care teams together, as opposed to separating team members by license. 

As of 2012, four PCMH pilot sites had received National Center for Quality Assurance (NCQA) Level 

III recognition, and the remaining five will be applying by the end of 2013.  

 

Outcomes

Throughout the Care Model redesign, Triple Aim outcomes have been an overarching measure of 

successful transformation. Quality outcomes related to early transformative efforts were focused on 

diabetes care, hypertension and behavioral health, with corresponding measures relating to the 

percentage of patients with diabetes receiving HbA1c testing every six months, the percentage of 

patients with controlled blood pressure and the percentage of patients with either diabetes or heart 

disease screened for depression.6 Going forward, MPHC plans to develop an organization-wide 

dashboard detailing its progress on Triple Aim outcomes. 

MPHC is designing a Triple Aim scorecard, which will evaluate four levels of the MPHC 

organizational structure on 17 elements of health care cost and quality. Level 1 includes the executive 

management team and board; Level 2 represents the lines of business; Level 3 is each individual health 

center in the delivery system; and Level 4 includes individual providers and care teams. For example, 

one of the Level 2 metrics on quality is the attainment of NCQA recognition for each of the sites in that 

line of business. A Level 3 metric might be recognition under the Bridges to Excellence hypertension 

program, and Level 4 metrics could include leading indicators to reach certain outcomes, such as 

patient access.  

Lessons learned from 

the PCMH effort have 

helped to inform the 

design of new clinics. 
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With respect to patient experience, MPHC places significant weight on patients’ confidence in the 

care they receive, so that patients feel they receive, according to Dr. Montegut, “exactly the care they 

want and need, exactly when and how they want and need it.”3 

Patient confidence in their receipt of care increased from 62 percent 

in the first quarter of 2011 to 68 percent in the third quarter of that 

year, as measured by the CG-CAHPS® patient survey. The prevalence of 

patients with elevated blood pressure decreased from 17.6 percent in 

December 2010 to 16 percent in December 2012. One team reduced 

uncontrolled hypertension from 43 percent of patients with elevated 

blood pressure to 14 percent from 2007 to 2010. MPHC leaders also note 

that they have been able to bend their medical expense trend, which is increasing at 4.0 percent (as a 

blended weighted PMPM analysis), in comparison to a 2012 national increase of 8.5 percent.7 

 

Scale 

MPHC, in partnership with a Lean facilitator, is in the process of developing a deployment calendar 

to determine a standardized order in which initiatives should be implemented at each site. As practices 

implement new models of care, MPHC will spread these models to additional sites and compare the 

value stream across sites. If patients’ care experiences improve consistently throughout multiple sites, 

these practices will be spread even further. Dr. Montegut estimates that approximately 70 to 80 

percent of the interventions at each site will be standard work, while another 20 to 30 percent will be 

local and unique to each site.  

All of these initial pilots will be practices in the integrated system, which MPHC considers a 

laboratory for the health plan. Lessons learned from the pilots will help MPHC spread the PCMH 

interventions to its contracted network providers. 
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