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Abstract

In the context of the global transformation of primary health care (PHC) sys-
tems, the “Patient-Centered Medical Home” (PCMH), with its core philosophy
of “person-centered integrated continuous team-based services,” has become an
important paradigm for improving the quality of PHC services. China’ s com-
munity health services are currently in a critical stage of deep transformation
from disease treatment to health management. The in-depth advancement of
systems such as family doctor contract services and hierarchical diagnosis and
treatment has provided practical soil for absorbing and integrating PCMH con-
cepts. This paper systematically reviews the core elements and international
practical experience of PCMH. By comparing the current status of China’ s
community health service system, it identifies structural differences and trans-
formation challenges across six key dimensions: payment incentives, information
technology, human resources, service culture, organizational management, and
system synergy, and subsequently proposes corresponding collaborative reform
strategies. On this basis, the study constructs a step-by-step implementation
path consisting of four stages— “organizational preparation, process reshaping,
comprehensive promotion, and continuous improvement” —aiming to provide
a reference that is both theoretically systematic and practically operable for
promoting the high-quality development of China’ s family doctor contract ser-
vices, shifting from “emphasizing signing” to “emphasizing service” and from
“fragmentation” to “integration.”
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Abstract

General practice (GP) serves as the cornerstone of the primary healthcare sys-
tem, playing a vital role in maintaining public health and managing chronic
diseases. This paper examines the current state of general practice in China,
focusing on its historical development, the evolution of the medical education
system, and the challenges faced in clinical practice. We analyze the integra-
tion of machine learning and deep learning technologies in enhancing diagnostic
accuracy and patient management within the GP framework. By synthesizing
current research and policy trends, we provide insights into the future trajectory
of Chinese general practice, emphasizing the transition from a hospital-centric
model to a community-based, integrated care system.

Introduction

The development of general practice in China has undergone significant trans-
formation over the past few decades. As the population ages and the burden
of chronic non-communicable diseases increases, the demand for high-quality
primary care has become more pressing than ever. Unlike specialized medicine,
general practice emphasizes comprehensive, continuous, and coordinated care
for individuals, families, and communities.

[Figure 1: see original paper]

The Chinese government has implemented various policies to strengthen the
“gatekeeper” role of general practitioners (GPs). These initiatives aim to redi-
rect patient flow from tertiary hospitals to community health centers, thereby
optimizing resource allocation and reducing healthcare costs. However, sev-
eral barriers remain, including a shortage of qualified personnel, disparities in
regional development, and the need for more robust clinical decision support
systems.

The Role of Technology in General Practice

In recent years, the application of advanced computational methods has revo-
lutionized the field of primary care. Machine learning and deep learning algo-
rithms are increasingly utilized to analyze large-scale electronic health records
(EHRs) and medical imaging data. These technologies assist GPs in early dis-
ease detection and personalized treatment planning.

For instance, predictive models can be used to identify patients at high risk
of developing complications from diabetes or hypertension. Mathematically,
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such models often involve the optimization of a loss function £(6) to minimize
prediction error:

min Y 4(§(2,50). )+ AR(O)

where x; represents patient features, y, denotes the clinical outcome, and R(#)
is a regularization term to prevent overfitting. By integrating these tools into
the clinical workflow, GPs can provide more precise and efficient care.

Challenges and Future Directions
Despite the
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Abstract

The Patient-Centered Medical Home (PCMH) is an innovative primary health-
care delivery model designed to provide comprehensive, coordinated, and con-
tinuous care. While the PCMH has demonstrated significant success in inter-
national contexts, its localization in China requires a rigorous evaluation of its
adaptability to the domestic healthcare landscape. This study analyzes the
core components of the PCMH model—including comprehensive care, patient-
centeredness, coordinated care, accessible services, and quality and safety—and
evaluates their alignment with China’ s current healthcare reforms and the
“Healthy China” strategy. We identify key challenges such as the shortage of
high-quality primary care talent, fragmented information systems, and rigid
payment mechanisms. Finally, this paper proposes a strategic path for the lo-
calization of PCMH in China, emphasizing the integration of multidisciplinary
teams, the utilization of digital health technologies, and the reform of value-
based insurance reimbursement systems to enhance the quality and efficiency of
primary healthcare services.

Introduction

As the global burden of chronic diseases intensifies and populations age, tradi-
tional episodic healthcare models are increasingly struggling to meet the com-
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plex needs of patients. The Patient-Centered Medical Home (PCMH) has
emerged as a transformative framework for primary care, emphasizing a holis-
tic approach to patient health rather than the treatment of isolated symptoms.
In China, the ongoing transformation of the healthcare system—characterized
by the development of hierarchical medical systems and the strengthening of
community health centers—provides a fertile ground for exploring the PCMH
model. However, the transition from a hospital-centric system to a primary-
care-led “medical home” requires more than just the adoption of international
standards; it necessitates a deep integration with China’s unique socio-economic
and institutional context.

1. The Core Connotation and Adaptability of the PCMH
Model

1.1 Core Components of PCMH
The PCMH model is built upon five foundational pillars:

1. Comprehensive Care: Providing for the vast majority of a patient’ s
physical and mental healthcare needs, including prevention and wellness,
acute care, and chronic care.

2. Patient-Centeredness: Delivering primary care that
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3.200435 Pengpu Xincun Community Health Service Center, Jing’ an District,
Shanghai; Pengpu Xincun Community Health Service Center Affiliated to the
School of Medicine, Tongji University, Shanghai, China.

Against the backdrop of the global transformation of Primary Health Care
(PHC) systems, the “Patient-Centered Medical Home” (PCMH) has emerged as
a vital paradigm for enhancing the quality of PHC services. Its core philosophy
emphasizes “people-centered, integrated, continuous team-based services.”

China’ s community health services are currently in a critical transition phase,
shifting from a focus on disease treatment to comprehensive health manage-
ment. The deep implementation of policies such as the Family Doctor Contract
Service (FDCS) and the hierarchical medical system provides fertile ground for
absorbing and integrating the PCMH concept. This paper systematically re-
views the core elements and international practical experiences of the PCMH.
By comparing these with the current state of China’ s community health ser-
vice system, we identify structural differences and transformation challenges
across six key dimensions: payment incentives, information technology, human
resources, service culture, organizational management, and systemic synergy.
Consequently, we propose corresponding collaborative reform strategies. Build-
ing on this analysis, the study constructs a progressive implementation path
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consisting of four stages: “organizational preparation, process remodeling, com-
prehensive promotion, and continuous improvement.” This framework aims to
provide a theoretically systematic and practically actionable reference for pro-
moting the high-quality development of China’ s family doctor services, facili-
tating the transition from “emphasizing signing” to “emphasizing service” and
from “fragmentation” to “integration.”

Keywords: Community Health Services; Patient-Centered Care; General Prac-
titioners; Integrated Health Care Systems; Primary Health Care
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[Abstract]

Under the background of the global transformation of Primary Health Care
(PHC) systems, the Patient-

Centered Medical Home (PCMH) model, with its core philosophy of “people-
centered, integrated, continuous, and teambased care” , has emerged as a signifi-
cant paradigm for enhancing PHC service quality. In China, community health
services are undergoing a critical transition from a disease-treatment focus to-
wards health management. The deepening implementation of systems such as
contracted family doctor services and hierarchical diagnosis and treatment pro-
vides fertile ground for adopting and integrating PCMH concepts. This paper
systematically reviews the core elements of PCMH and international practical
experiences.

By comparing these elements with the current state of China’ s community
health service system, this study identifies structural discrepancies and trans-
formational challenges across six key dimensions: payment incentives, informa-
tion technology, human resources, service culture, organizational management,
and systemic collaboration. Corresponding synergistic reform strategies are pro-
posed.
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Abstract

The Patient-Centered Medical Home (PCMH) model represents a transforma-
tive approach to primary care, emphasizing comprehensive, coordinated, and
accessible services. As China seeks to strengthen its community health service
system, understanding the adaptability of the PCMH model within the domes-
tic context is critical. This research evaluates the alignment between PCMH
principles and China’ s current healthcare infrastructure. By analyzing six core
dimensions—payment incentives, information technology, human resources, ser-
vice culture, organizational management, and systemic collaboration—the study
highlights significant structural gaps. Specifically, it addresses the transition
from volume-based to value-based payment systems, the integration of digital
health records, and the cultivation of a multidisciplinary workforce. The find-
ings suggest that successful localization requires a synergistic reform strategy
that harmonizes policy support with clinical practice to overcome existing insti-
tutional barriers.

1. Introduction

The evolution of primary healthcare in China has reached a critical juncture
where the focus is shifting from basic coverage to high-quality, integrated ser-
vice delivery. The Patient-Centered Medical Home (PCMH) model, which orig-
inated as a framework to improve pediatric care and subsequently expanded to
general adult medicine, offers a potential blueprint for this transition. However,
the direct application of Western models into the Chinese healthcare landscape
necessitates a rigorous analysis of “fit” and “feasibility.”

2. Structural Discrepancies and Challenges
The localization of the PCMH model faces multifaceted challenges rooted in the

historical and systemic characteristics of China’ s health system.

2.1 Payment Incentives and Financial Sustainability Current reim-
bursement mechanisms in China often prioritize volume over value. To adopt
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the PCMH model, the payment system must transition toward bundled pay-
ments or capitation models that reward health outcomes and care coordination
rather than individual clinical encounters.

2.2 Information Technology and Data Integration While digitalization
https://www.chinagp.net E-mail:zgqkyx@chinagp.net.cn
Chinese General Practice

on this analysis, the study constructs a progressive, four-stage implementation
pathway comprising “organizational preparation, process re-engineering, com-
prehensive scaling, and continuous improvement”. The aim is to provide a refer-
ence that combines theoretical systematicity and practical operability, thereby
to promote the high-quality development of China’ s contracted family doctor
services with the emphasis shifting from “quantity of contracts” to “quality of
service” , and from “fragmented” to “integrated” care. [Key words]

Community health services; Patient-centered care; General practitioners; Deliv-
ery of health care,

integrated; Primary health care

At present, China’ s healthcare system is undergoing a historic transition from
a “disease-centered” approach to a “health-centered” one. Both the “Healthy
China 2030” Planning Outline and the “14th Five-Year” National Health Plan
explicitly emphasize the need to strengthen the primary healthcare service sys-
tem, promote the high-quality development of family doctor contract services,
and construct an integrated healthcare delivery system [?]. However, current
practice indicates that China’ s family doctor services face multiple challenges,
including “signing without servicing,” a low sense of gain among residents, and
a mismatch between service supply and complex demands [?]. Medical services
in community health centers still require further optimization regarding inte-
gration, teamwork, and continuity, leaving a gap between current performance
and the goal of providing “all-round, full-cycle” health services. Consequently,
achieving a high-quality leap from “prioritizing contract quantity” to “prior-
itizing service substance” has become a critical issue for primary healthcare
reform. The “Patient-Centered Medical Home” (PCMH) model, originating in
the United States and promoted through certification by organizations such as
the American College of Physicians (ACP), has been proven effective in enhanc-
ing primary care quality, improving patient experience, and controlling medical
costs [?]. This model emphasizes accessible, continuous, and comprehensive pri-
mary care through coordinated team-based nursing, patient-centered partner-
ships, comprehensive and sustained care coordination, and data-driven quality
improvement. Its core principles align closely with China’ s reform direction
of promoting integrated, continuous, and humanized primary health services.
Ongoing initiatives in China, such as the “Quality Service at the Grassroots”
campaign [?] and the construction of “tight-knit” county-level medical commu-
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nities [?], provide unprecedented policy opportunities and organizational frame-
works for adopting the PCMH model. Systematically analyzing the advanced
concepts and elements of PCMH—and adapting them to fit China’ s medical
institutional background, resource conditions, and resident health needs—holds
significant theoretical value and practical urgency for improving the quality and
efficiency of the primary healthcare system.

This study aims to analyze the core elements and international practical experi-
ence of the PCMH model. It explores the alignment and structural differences
between PCMH and China’ s current family doctor contract services in terms of
service philosophy, teamwork, payment incentives, information technology, and
patient roles. By doing so, this research constructs a localized implementation
path for the PCMH concept with distinct stages and clear tasks, providing a
theoretical basis and operational blueprint for enhancing the continuity, coordi-
nation, and residents’ sense of gain in China’ s family doctor contract services.

This study adopts a systematic literature review and comparative analysis
method.

The entire process is divided into three stages: data acquisition, data screening,
and data analysis.

1.1 ZHEHEA

To comprehensively obtain relevant materials regarding the “Patient-Centered
Medical Home” (PCMH) and primary health care reforms across various coun-
tries, the research team conducted a systematic search of both Chinese and
English literature. The Chinese literature search primarily covered the China
National Knowledge Infrastructure (CNKI), Wanfang Data Knowledge Service
Platform, and the VIP Chinese Science and Technology Periodical Database.
The English literature search primarily covered PubMed, the Web of Science
Core Collection, Embase, and CINAHL. The search period was set from the
inception of each database to December 2025.

The search strategy employed a combination of subject headings and free-text
terms. English search terms included “Patient-Centered Medical Home,” “Pri-
mary Health Care,” “Primary Care,” “General Practice,” and “Family Medicine,”
as well as “delivery of health care, integrated,” “continuity of patient care,” and
“quality of health care.” Chinese search terms included “UEBHEAFOLHNETFZEK’
(Patient-Centered Medical Home), “¥I%E4ERE” (Primary Health Care), “REE
EEELIRS” (Contracted Family Doctor Services), “@RIE%” (General Practice),
“BERS” (Integrated Services), “ELMEI” (Continuity of Care), and “BR$SH

=»

£” (Quality of Service).

Furthermore, manual supplementary searches were conducted on the official
websites of authoritative domestic and international organizations, including
the American College of Physicians (ACP), the National Committee for Quality
Assurance (NCQA), the World Health Organization (WHO), and the National
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Health Commission of the People’ s Republic of China. These searches aimed to
obtain relevant policy documents, standards, guidelines, reports, and statistical
data to ensure the authority and timeliness of the information.

1.2 ZH¥}imik

After an initial deduplication of the retrieved literature, two researchers inde-
pendently screened the records based on the inclusion and exclusion criteria.
Any disagreements were resolved through discussion or by consulting a third

party.

Inclusion criteria: Literature that explicitly explores the definition, core ele-
ments, implementation effects, or challenges of the Patient-Centered Medical
Home (PCMH) model; literature introducing primary healthcare system re-
form practices in various countries (such as the United States, United Kingdom,
Canada, Australia, Germany, Singapore, etc.) that involves elements related to
PCMH concepts, such as team collaboration, continuity of care, and payment
reform; literature and policy documents analyzing the current status, challenges,
and reforms of China’ s family doctor contract services and community health
service systems; literature types including research papers, systematic reviews,
official reports, policy documents, and authoritative guidelines; and literature
published in both Chinese and English.

Exclusion criteria: Literature for which the full text is unavailable; non-research
or incomplete information sources such as news reports, editorials, and confer-
ence abstracts; and literature with significant content duplication or low quality.

1.3 #EXSHH

This study employs a methodology that combines thematic analysis with a com-
parative framework analysis.

Chinese General Practice

The thematic analysis involves a systematic induction of the included literature
related to the Patient-Centered Medical Home (PCMH). By refining the concep-
tual evolution and identifying universally recognized core elements, we establish
a baseline framework for subsequent analysis.

The comparative framework analysis utilizes the core elements of the PCMH
as analytical dimensions. Taking the primary health care reform practices se-
lected from various countries (including China) as the subjects of analysis, we
constructed a comparative analytical framework [9-10]. We systematically ex-
tracted specific manifestations, policy instruments, and contextual character-
istics of these international practices across each dimension. By comparing
similarities and differences, we structurally identified areas of adaptation and
underlying challenges.

Core Elements of the PCMH and Insights from International Practice
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Evolution, Core Elements, and Certification Assessment of
the Patient-Centered Medical Home (PCMH)

The concept of the Patient-Centered Medical Home (PCMH) originated in the
1960s, initially designed to provide a continuous, comprehensive, and welcom-
ing care environment—akin to a “home” —for children with complex chronic
conditions requiring multidisciplinary collaborative management. These chil-
dren often faced significant fragmentation of care as they moved between their
homes and various specialized medical institutions. Consequently, the origi-
nal core philosophy of the “Medical Home” was to imbue medical facilities
with the attributes of a home, emphasizing accessible, continuous, comprehen-
sive, and family-centered collaborative care. This person-centered philosophy
quickly expanded beyond pediatrics and was widely adopted and developed by
organizations such as the American Academy of Pediatrics (AAP), the American
Academy of Family Physicians (AAFP), and the American College of Physicians
(ACP). Particularly in the early 21st century, in response to systemic challenges
such as skyrocketing healthcare costs, the increasing burden of chronic diseases,
and service fragmentation, the PCMH was redefined and promoted. It evolved
from a care model for specific populations into an organizational and service
framework aimed at reshaping the entire primary care system [?]. Its five recog-
nized core elements are: (1) Comprehensive and coordinated team-based care,
led by primary care physicians in collaboration with multidisciplinary teams
including nurses, pharmacists, and social workers to provide holistic services;
(2) Patient-centered partnerships that respect patient preferences and cultures
while promoting shared decision-making and self-management support; (3) Com-
prehensive and continuous care coordination, involving proactive referral man-
agement and follow-up tracking to ensure seamless service transitions; (4) Ac-
cessible and convenient services, provided through flexible scheduling, telecon-
sultations, and extended service hours; and (5) Systems for quality and safety.

Data-driven continuous quality improvement and patient safety assurance are
also integral. Numerous systematic reviews have confirmed that implement-
ing the PCMH model can significantly enhance the quality of chronic disease
management, reduce hospitalization and emergency department visit rates, and
improve patient satisfaction [?].

International certification and assessment for the PCMH have been established
through several authoritative systems, including The Joint Commission, the
National Committee for Quality Assurance (NCQA), and the Accreditation As-
sociation for Ambulatory Health Care (AAAHC). Among these, the NCQA’ s
PCMH Recognition program is the most influential.

This certification revolves around the five core elements of the PCMH, detail-
ing numerous measurable and verifiable standards—such as team composition,
appointment accessibility, evidence-based diagnosis and treatment, care coordi-
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nation, patient-centered communication, and quality improvement. Assessment
and grading (e.g., Levels 1-3) are conducted through a combination of doc-
umentation submission and onsite inspections [?]. Furthermore, tools such as
the “Patient-Centered Primary Care Assessment” (PC-PCA), the Consumer As-
sessment of Healthcare Providers and Systems (CAHPS) for patient experience,
and the Leapfrog Group’ s patient safety surveys provide external measurement
and public reporting of service quality, patient safety, and experience across
primary care institutions, including PCMHs.

These systematic certification and assessment frameworks not only promote the
standardized implementation and continuous improvement of the PCMH model
but also provide a methodological reference for the objective measurement and
comparison of primary care service quality.

2.2 BRI, BETHRERNSHLERS

An analysis of international practices based on the five core elements of the
Patient-Centered Medical Home (PCMH) framework (Table

1) reveals that while policy instruments and implementation pathways vary,
reform directions are significantly converging. This convergence repre-
sents a collective pursuit of enhanced service integration and continuity.
These global practices can be viewed as “localized interpretations” of
the core PCMH elements adapted to different national contexts. For in-
stance, Canada has actively promoted a structural transformation from in-
dependent general practitioner clinics toward “primary healthcare teams”
[?]. Singapore, through its Primary Care Networks, enables small private
clinics to share resources and achieve service synergy [?]. Australia has
moved beyond traditional fee-for-service models by piloting population-
based or value-based bundled payments within its Diabetes Care Project
and Health Care Homes; these initiatives incentivize teams to provide in-
tegrated, preventive services while supporting clinics in their transition to-
ward comprehensive care models through Primary Health Networks [?, ?].

The analysis indicates that the effectiveness of these practices across various
dimensions depends on several common critical supports. These include clearly
defined team roles and collaborative workflows (particularly the pivotal role of
care coordinators), interoperable information systems, and payment incentives
aligned with integrated service goals—specifically the shift from fee-for-service to
capitation, bundled, or value-based payment models. Furthermore, an organiza-
tional culture committed to continuous improvement is essential for long-term
success [?].

However, challenges remain widespread, including change fatigue among medi-
cal staff, misalignments between legacy payment systems and new models, and
barriers to cross-sectoral data sharing. These international experiences and
lessons suggest that the essence of localizing the PCMH model is not the verba-
tim adoption of a specific country’ s model. Instead, it involves absorbing the
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core philosophy of responding to fundamental patient needs and using this as a
framework to identify, strengthen, restructure, and innovatively integrate rele-
vant elements that already exist or are currently developing within the domestic
healthcare system [?].

3 BEHXBERSHRS PCMH #Z0EIHERE. ERMESHTEHE
L

Compatibility Analysis

The “Healthy China 2030” initiative and the “14th Five-Year” National Health
Plan advocate for comprehensive, full-cycle health services. These objectives
are highly consistent with the Patient-Centered Medical Home (PCMH) goals
of providing integrated, continuous, and person-centered primary care. Cur-
rently, China’ s family doctor contract service system has achieved nationwide
coverage. Under this system, family doctor teams provide contracted residents
with comprehensive and continuous medical and health management services.
By emphasizing the principle of “fulfilling contracts through engagement,” this
system establishes the organizational framework and institutional guarantee for
the sustained relationships advocated by the PCMH model.

Furthermore, the Guidelines for Evaluating the Service Capacity of Community
Health Service Centers [?7] and the recently released Guidelines for Capacity
Building of Primary-level Chronic Disease Health Management Services [?] em-
phasize team-based services, continuity of management, and patient safety—all
of which align with the core elements of PCMH. The design of the hierarchical
medical system, which focuses on primary-level first contact and two-way refer-
rals, alongside the construction of medical alliances and integrated county-level
medical communities, coincides with the coordinated service networks empha-
sized by PCMH. Additionally, the Notice on Key Tasks for Primary Health Care
Comprehensive Pilot Zones in 2025 proposes that for contracted residents::-

https://www.chinagp.net E-mail:zgqkyx@chinagp.net.cn
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Core Concepts and Their Relationship with the PCMH

The Patient-Centered Medical Home (PCMH) is a care delivery model charac-
terized by comprehensive, coordinated, and accessible primary care. The core
concepts of this model are intrinsically linked to improving patient outcomes
and streamlining healthcare delivery. By shifting the focus from episodic care
to a continuous, relationship-based approach, the PCMH ensures that patients
receive holistic support tailored to their specific needs.

Central to the PCMH is the concept of the “medical home,” which serves as the
primary point of contact for patients within the healthcare system. This model
emphasizes the integration of various health services, ensuring that primary
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care, specialty care, hospitals, and community support services work in tandem.
This seamless coordination is essential for managing chronic conditions and
preventing fragmented care, which often leads to medical errors and increased
costs.

Furthermore, the PCMH model prioritizes patient engagement and shared
decision-making. By fostering a collaborative environment where patients
and their families are active participants in their own care plans, the PCMH
enhances treatment adherence and patient satisfaction. This alignment be-
tween core primary care principles and the PCMH framework creates a robust
foundation for high-quality, value-based healthcare.

Background of Primary Care Models and Systems

Primary care serves as the cornerstone of a sustainable healthcare system, act-
ing as the first point of contact for individuals and families within the medical
hierarchy. The fundamental objective of primary care is to provide comprehen-
sive, continuous, and coordinated health services that address the majority of
personal health needs. By focusing on prevention, health promotion, and the
management of chronic conditions, primary care systems aim to improve pop-
ulation health outcomes while reducing the overall burden on secondary and
tertiary specialized medical facilities.

The evolution of primary care models has been shaped by varying national
health policies, socioeconomic conditions, and the shifting epidemiological
landscape. Traditionally, primary care was often characterized by fragmented,
episodic encounters focused on acute symptom relief. However, modern systems
have transitioned toward the “Patient-Centered Medical Home” (PCMH) and
integrated care models. These contemporary frameworks emphasize a holistic
approach, where multidisciplinary teams—including general practitioners,
nurses, pharmacists, and social workers—collaborate to provide proactive rather
than reactive care.

In many developed nations, the “gatekeeping” system is a defining feature of
the primary care architecture. In these systems, patients must consult a pri-
mary care physician before accessing specialist services, ensuring that medical re-
sources are allocated efficiently and that care remains longitudinal. Conversely,
other systems allow for more direct access to specialists but often struggle with
higher costs and fragmented patient records. The effectiveness of these systems
is frequently measured by their ability to achieve the “Triple Aim” : improv-
ing the individual experience of care, improving the health of populations, and
reducing the per capita cost of healthcare.

The integration of digital health technologies and machine learning has further
transformed the background of primary care. Electronic Health Records (EHRs)
and clinical decision support systems now enable primary care providers to track
patient health trends more accurately and identify high-risk individuals through
predictive modeling. As global healthcare systems face the challenges of aging
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populations and the rising prevalence of multi-morbidity, the strengthening of
primary care systems remains a critical priority for achieving universal health
coverage and long-term systemic resilience.

The Patient-Centered Medical Home (PCMH) model is characterized by a high
degree of marketization, with managed care and value-based payment systems
serving as its primary drivers.

Interdisciplinary Teams and Permanent Nursing Staff

In the modern healthcare landscape, the integration of interdisciplinary teams
has become a cornerstone for delivering high-quality patient care. These teams
typically consist of professionals from diverse clinical backgrounds—including
physicians, therapists, social workers, and pharmacists—working collaboratively
to address complex medical needs. Within this framework, the role of perma-
nent nursing staff is particularly critical. Unlike temporary or rotational staff,
permanent nurses provide a sense of continuity and stability that is essential for
the long-term success of interdisciplinary collaboration.

The presence of permanent nursing staff within these teams fosters deep in-
stitutional knowledge and strengthens interpersonal professional relationships.
Because permanent nurses are consistently present, they develop a comprehen-
sive understanding of departmental protocols and patient populations, allowing
them to serve as a vital communication bridge between different specialties. This
stability reduces the risk of information loss during handovers and ensures that
the patient’s holistic care plan is consistently followed. Furthermore, permanent
staff are more likely to engage in long-term quality improvement initiatives, as
they have a direct stake in the clinical outcomes of their specific unit.

Effective interdisciplinary coordination relies heavily on the leadership and ad-
vocacy provided by nursing professionals. Permanent nurses often act as the
primary coordinators of care, synthesizing input from various specialists to cre-
ate a cohesive treatment strategy. Their longitudinal observation of patients
allows them to identify subtle changes in clinical status that might be missed
by consultants who only see the patient during brief rounds. By maintaining
a permanent nursing presence, healthcare organizations can ensure that the in-
terdisciplinary team operates with maximum efficiency, ultimately leading to
improved patient safety, reduced lengths of stay, and higher levels of profes-
sional satisfaction across the healthcare continuum.

Emphasizing Shared Decision-Making and Self-Management Support

Primary Care Teams (PCTs) operate within the federal structure of Canada,
where funding is allocated at the provincial level. Under this system, provinces
maintain a high degree of autonomy, resulting in healthcare reforms that are
primarily centralized and executed at the provincial level.

Establish Palliative Care Teams (PCTs) comprising physicians, nurses, pharma-
cists, social workers, and other relevant professionals.
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Clearly define roles within the team and strengthen cross-disciplinary collabo-
ration, particularly emphasizing the critical role of nurses in the management
and coordination of chronic diseases. Furthermore, prioritize patient preferences
and promote the implementation of shared decision-making tools across various
provinces.

Integrated and Coordinated Team-Based Care

Integrated and coordinated team-based care represents a collaborative health-
care delivery model designed to improve patient outcomes through the seam-
less interaction of multidisciplinary professionals. This approach moves beyond
traditional siloed medical practices, emphasizing a patient-centered framework
where physicians, nurses, pharmacists, social workers, and other specialists work
in unison. By leveraging the unique expertise of each team member, this model
ensures that care plans are comprehensive, consistent, and tailored to the specific
needs of the individual, particularly those with complex or chronic conditions.

The core of this model lies in effective communication and shared decision-
making. Through regular interdisciplinary meetings and the use of integrated
health information systems, team members can synchronize their efforts, reduce
redundant testing, and minimize the risk of medical errors. Coordinated care
transitions—such as moving a patient from a hospital setting to home care—
are prioritized to prevent gaps in treatment. Ultimately, integrated team-based
care aims to enhance the quality of service, increase patient satisfaction, and
optimize the efficiency of the healthcare system as a whole.

Patient-Centered Partnerships

The concept of patient-centered partnerships represents a fundamental shift in
the healthcare landscape, moving away from traditional paternalistic models
toward a collaborative framework. In this paradigm, patients are no longer pas-
sive recipients of medical interventions but are recognized as active participants
and experts in their own lived experiences. This approach emphasizes mutual
respect, shared decision-making, and the integration of the patient’ s values,
preferences, and social context into the clinical process. By fostering a robust
partnership between healthcare providers and patients, clinical outcomes can
be significantly improved, as treatment plans become more aligned with the
patient’ s daily reality and long-term goals.

Effective patient-centered partnerships rely heavily on transparent communi-
cation and the democratization of medical information. Providers must move
beyond the mere transmission of clinical data to engage in meaningful dialogue
that empowers patients to take agency over their health. This involves utilizing
health literacy strategies to ensure that complex medical concepts are accessible,
thereby enabling patients to contribute effectively to the development of their
care pathways. When patients feel heard and valued as partners, adherence
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to therapeutic regimens increases, and the psychological burden of managing
chronic conditions is often mitigated through a sense of shared responsibility.

Furthermore, the integration of technology and data-driven insights plays a cru-
cial role in sustaining these partnerships. Digital health tools, such as patient
portals and remote monitoring systems, facilitate continuous engagement out-
side the traditional clinical setting, allowing for real-time adjustments to care.
However, the success of these technological interventions depends on their abil-
ity to support, rather than replace, the human connection at the heart of the
therapeutic relationship. Ultimately, a patient-centered partnership is charac-
terized by a commitment to holistic care that addresses not only the biological
markers of disease but also the emotional and social determinants of health,
ensuring that the healthcare system serves the person, not just the patient.

Comprehensive and continuous care coordination proactively manages referrals
and follow-ups by leveraging integrated healthcare networks.

Accessible and convenient services

Quality and Safety Systems

The establishment and maintenance of a robust quality and safety system are
fundamental to ensuring the reliability, integrity, and excellence of organiza-
tional outputs. In contemporary industrial and research environments, these
systems serve as the structural framework for risk mitigation, regulatory com-
pliance, and continuous process improvement. By integrating standardized pro-
tocols with rigorous monitoring mechanisms, organizations can systematically
identify potential hazards and implement corrective actions before they escalate
into systemic failures.

Core Components of Quality Assurance

A comprehensive quality system is built upon the principles of traceability, con-
sistency, and verification. Quality assurance (QA) focuses on the procedural
aspects of production, ensuring that every stage of a project adheres to prede-
fined standards and best practices. This involves the implementation of rigorous
documentation standards, regular internal audits, and the utilization of statisti-
cal process control to monitor performance metrics. Through these methods, the
system ensures that the final product or research outcome meets both internal
specifications and external stakeholder expectations.

Safety Management and Risk Mitigation

Safety systems are designed to protect human capital, physical assets, and the
environment from harm. An effective safety framework transitions from a re-
active posture to a proactive, risk-based approach. This includes conducting
thorough hazard assessments, establishing emergency response protocols, and
fostering a culture of safety awareness among all personnel. By integrating
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safety considerations into the earliest stages of design and operational planning,
organizations can significantly reduce the frequency and severity of workplace
incidents and environmental impacts.

Integration and Continuous Improvement

The synergy between quality and safety systems creates a holistic management
environment where efficiency and security are mutually reinforcing. Modern
systems increasingly leverage digital tools and data analytics to track real-time
performance indicators and predict potential vulnerabilities. Central to this
integration is the concept of continuous improvement (e.g., the Plan-Do-Check-
Act cycle), which encourages iterative refinements based on empirical data and
feedback. Ultimately, a well-integrated quality and safety system not only en-
sures compliance with international standards but also enhances the overall
sustainability and competitiveness of the organization.

Flexible Appointment Scheduling, Electronic Visits, and Extended Service
Hours

Data-Driven Continuous Quality Improvement Linked to
Payment

In the contemporary healthcare landscape, the integration of data-driven
methodologies has become a cornerstone for achieving continuous quality
improvement (CQI). By leveraging large-scale datasets and advanced analytics,
healthcare providers can identify systemic inefficiencies, monitor clinical
outcomes in real-time, and implement evidence-based interventions. This
systematic approach ensures that quality enhancement is not a static goal
but a dynamic process that evolves alongside technological advancements and
clinical discoveries.

A critical evolution in this framework is the transition toward value-based care
models, where reimbursement is directly linked to performance metrics. Under
these “pay-for-performance”or “value-based payment”structures, financial incen-
tives are aligned with the quality and efficiency of care provided, rather than the
volume of services rendered. By utilizing machine learning and deep learning
algorithms, organizations can more accurately predict patient risks and mea-
sure the impact of specific treatments, providing a robust foundation for these
payment models.

The synergy between data analytics and financial incentives creates a power-
ful feedback loop. When payment is contingent upon meeting specific quality
benchmarks—such as reduced readmission rates or improved patient safety indi-
cators—healthcare organizations are further motivated to invest in sophisticated
data infrastructures. This alignment not only promotes transparency and ac-
countability but also ensures that resources are allocated toward practices that
yield the highest clinical value for patients. Ultimately, linking data-driven qual-
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ity improvement with payment mechanisms serves as a catalyst for sustainable
excellence in the healthcare delivery system.

Exploring Electronic Health Records (EHR) for After-
Hours Service Provision

Introduction

The integration of Electronic Health Records (EHR) into clinical workflows has
fundamentally transformed the delivery of healthcare services. While much of
the existing research focuses on the utilization of these systems during standard
clinical hours, there is a growing need to explore how EHR data can be leveraged
to optimize after-hours services. After-hours care presents unique challenges,
including reduced staffing levels, the need for rapid clinical decision-making,
and the management of acute patient needs outside of traditional primary care
settings.

The Role of EHR in After-Hours Care

Electronic Health Records serve as a critical repository of longitudinal patient
data, providing clinicians with immediate access to medical histories, medication
lists, allergy information, and previous diagnostic results. In the context of after-
hours service, this accessibility is vital for ensuring patient safety and continuity
of care. When a patient presents with an urgent issue outside of regular hours,
the ability to retrieve comprehensive data through the EHR allows the attending
clinician to make informed decisions without the delays associated with manual
record retrieval or incomplete patient self-reporting.

Data-Driven Insights and Machine Learning Applications

The vast amount of data stored within EHR systems offers significant opportu-
nities for applying machine learning and deep learning techniques to improve
after-hours service delivery. By analyzing historical patterns of after-hours vis-
its, healthcare administrators can better predict patient surges and allocate
resources more effectively. For instance, predictive models can identify high-
risk patients who are more likely to require urgent care, allowing for proactive
interventions during regular hours to mitigate the need for after-hours services.

Furthermore, machine learning algorithms can be trained to recognize early
warning signs of clinical deterioration by monitoring real-time data inputs within
the EHR. In an after-hours setting, where specialized staff may be limited, these
automated alerts can serve as a crucial safety net, prompting timely clinical
reviews and potentially preventing adverse outcomes.

Challenges and Considerations

Despite the potential benefits, several challenges remain in the effective uti-
lization of EHR for after-hours services. Interoperability remains a significant
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hurdle; if after-hours providers cannot seamlessly access records from a patient’s
primary care physician or other specialists, the utility of the EHR is diminished.
Additionally, the quality and completeness of data entry during high-pressure
after-hours shifts can vary, potentially impacting the accuracy of downstream
data analysis.

Privacy and security are also paramount. Accessing sensitive patient informa-
tion outside of standard operational frameworks requires robust authentication

Provincial health departments establish quality indicators and link them to the
allocation of a portion of funding.

Primary Care Networks (PCNs) represent a cornerstone of the National Health
Service (NHS), which is a tax-funded healthcare system driven by performance
management and budget control [?]. These networks integrate general practices,
community care, and mental health services into multi-agency teams. By ex-
tending consultation hours and supporting patient self-management, PCNs aim
to deepen the scope and quality of primary care delivery.

PCNs feature a “Clinical Director” and a dedicated team responsible for coor-
dinating complex cases.

Promote online appointment systems and expand access to digital services as
core performance management tools within a national-level Quality and Out-
comes Framework.

Patient-centered care and shared decision-making (Patient-Centered
Care/Shared Decision-Making) are central to modern healthcare.  The
German government and public institutions have established “Family Doctor
Centers” and “Integrated Care” contracts through legislative frameworks.
These initiatives aim to standardize and strengthen the ownership, rights,
and responsibilities of patients within the medical treatment framework [?].
Furthermore, the German government continues to fund significant research
projects focused on enhancing patient-centered care and the implementation
of shared decision-making, reinforcing the core coordinating role of family
physicians in the delivery of healthcare services.

Integrating specialist physicians and nursing services, and providing comprehen-
sive support through disease management programs, is essential for optimizing
patient outcomes. These programs facilitate a multidisciplinary approach to
care, ensuring that clinical expertise and continuous nursing support are seam-
lessly coordinated. By leveraging structured management protocols, healthcare
providers can improve the consistency of treatment, enhance patient adherence,
and ultimately reduce the burden of chronic conditions on the healthcare sys-
tem.

Family medicine clinics and teleclinics provide after-hours services.

PHNs aim to bridge service gaps, while the Health Home pilot emphasizes care
coordination.
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Improving rural accessibility through telehealth: General practice clinics provid-
ing after-hours services under the National Safety and Quality Health Service
(NSQHS) Standards and voluntary accreditation.

The Patient-Centered Medical Home (PCMH) pilot and Health Care Homes
(HCHs) represent significant shifts in primary care delivery. Within the frame-
work of Primary Health Networks (PHNs), these initiatives aim to coordinate
regional services across all PHNs to improve health outcomes. While tradi-
tional chronic disease management programs under Medicare have primarily
relied on a fee-for-service model, the HCHs model explores a more integrated
approach to chronic disease management. This transition emphasizes a shift
toward patient-centered goal setting, with PHNs acting as regional planners to
guide and facilitate service integration.

Regulating Decision-Making Authority Based on Clinician-
Patient Partnerships Through Legislation and Economic
Incentives

The traditional paternalistic model of medicine is increasingly being replaced by
a framework centered on clinician-patient partnerships. This shift necessitates a
re-evaluation of how decision-making authority is allocated and regulated within
the healthcare system. To ensure that these partnerships are both effective and
equitable, it is essential to employ a combination of legislative frameworks and
economic incentives that formalize the rights and responsibilities of both parties.

Legislative Frameworks for Shared Decision-Making

Legislation serves as the foundational pillar for protecting patient autonomy
while defining the professional boundaries of clinicians. Effective legal struc-
tures should move beyond simple “informed consent” toward a more robust re-
quirement for shared decision-making (SDM). By codifying the patient’ s right
to participate in the selection of diagnostic tests and treatment plans, the law
can transform the clinician-patient relationship from a hierarchical one into a
collaborative partnership.

Furthermore, legislative measures must address the legal liability of clinicians
who engage in shared decision-making. When a patient, fully informed of the
risks and benefits, chooses a treatment path that results in a suboptimal out-
come, the legal system should provide clear guidelines that protect clinicians
from unwarranted malpractice claims. This legal clarity encourages clinicians
to respect patient preferences without the fear of defensive medicine, thereby
strengthening the partnership.

Economic Incentives and Value-Based Care

While legislation provides the rules, economic incentives drive the behavior of
healthcare providers and institutions. Traditional fee-for-service models often
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prioritize the volume of procedures over the quality of the decision-making pro-
cess. To foster a partnership-based model, reimbursement structures should be
transitioned toward value-based care, where outcomes and patient satisfaction
are prioritized.

Specific economic incentives can include:

¢ Reimbursement for Consultation Time: Adjusting billing codes to
compensate clinicians for the time spent in detailed discussions and shared
decision-making processes with patients.

o Pay-for-Performance Metrics: Incorporating patient-reported ex-
perience measures (PREMs) and patient-reported outcome measures
(PROMSs) into the compensation models for healthcare providers.

e Grants for Decision Aids: Providing financial support for the devel-
opment and implementation of evidence-based decision aids that help pa-
tients understand complex medical information.

Balancing Authority and Responsibility

The regulation of decision-making authority is not about diminishing the clini-
cian’ s expertise, but rather about integrating that expertise with the patient’
s values and life context. Legislative and economic tools should aim to create

Primary Care Networks

Primary Care Networks (PCNs) represent a fundamental shift in the organi-
zation of local healthcare services, designed to foster collaboration between
general practices and other health and social care providers. By working to-
gether at scale, these networks aim to provide more proactive, personalized,
and coordinated care for local populations. PCNs typically serve communities
of approximately 30,000 to 50,000 patients, a size small enough to maintain the
continuity of local general practice while being large enough to benefit from
shared resources and specialized integrated clinical teams.

The core objective of Primary Care Networks is to address the increasing com-
plexities of patient needs, particularly for those with long-term conditions or
multiple comorbidities. By integrating services such as pharmacy, physiother-
apy, and social prescribing within the primary care setting, PCNs reduce the
burden on individual practices and improve patient access to diverse healthcare
professionals. This collaborative model facilitates a more holistic approach to
population health management, allowing for targeted interventions that address
specific local health inequalities and improve overall community well-being.

Furthermore, PCNs serve as a critical bridge between primary care and the
broader healthcare system, including hospitals, mental health services, and vol-
untary organizations. This integration ensures smoother transitions for patients
moving between different levels of care and promotes a more efficient use of
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healthcare resources. Through shared data, joint workforce planning, and col-
lective decision-making, Primary Care Networks are positioned to drive innova-
tion and sustainability within the healthcare landscape, ensuring that primary
care remains the bedrock of a modern, responsive health system.

Interdisciplinary Integrated Teams and the “Healthier SG”
National Strategy

The “Healthier SG” national strategy is a government-led initiative designed to
transform the healthcare landscape by integrating private general practitioner
(GP) clinics into a unified shared network. This strategic framework encourages
residents to establish long-term relationships with a dedicated family physician,
ensuring continuity of care. By organizing private clinics into these networks, the
strategy facilitates the sharing of critical resources, including care coordinators
and specialized chronic disease management programs.

To support this integration, the strategy leverages robust digital infrastructure.
The National Electronic Health Record (NEHR) system and various disease reg-
istries provide essential data, enabling the Ministry of Health to monitor key
performance indicators (KPIs) within primary care. Furthermore, a central-
ized digital service platform streamlines the patient experience by facilitating
appointment scheduling and providing access to telemedicine services.

At the core of this model are interdisciplinary integrated teams. These teams
comprise a diverse range of healthcare professionals, including nurses, care co-
ordinators, health coaches, and pharmacists. By working collaboratively, these
professionals provide comprehensive support tailored to the individual needs of
the patient, ensuring that the “Healthier SG” vision of proactive and preventive
community-based care is realized.

Primary health care and family doctor contracting services are characterized
by strong government leadership, placing equal emphasis on both public health
and clinical medical services.

Institutional requirements mandate the formation of family doctor teams, with
policy advocacy emphasizing the principle of “signing and fulfilling contracts.”
While these initiatives rely on medical alliances and community health commu-
nities to establish referral channels, practical operations suffer from insufficient
cross-professional collaboration and a lack of role clarity. Furthermore, the
depth of resident participation in decision-making remains limited by a lack
of effective tools, and the management of information feedback loops requires
significant strengthening.

The exploration of capitation-based payment for basic medical insurance funds
has provided a demonstration model for payment reform [?]. This indicates
that many elements of the Patient-Centered Medical Home (PCMH) are not
entirely new concepts in China; rather, they have already emerged in various
forms within existing policies and practices.
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3.2 ERMUSAHLUHED R

Despite the alignment in strategic direction, China’ s primary healthcare ser-
vice system exhibits significant “systemic heterogeneity” compared to the ideal
Patient-Centered Medical Home (PCMH) model in terms of deep structure, in-
centive mechanisms, and cultural habits. This heterogeneity constitutes the core
challenge for localized practice, manifesting primarily across six interrelated di-
mensions: payment incentives, information technology, human resources, service
culture, organizational management, and systemic synergy .

First, structural differences exist at the foundational support levels of pay-
ment incentives and information technology. Regarding payment incentives,
the PCMH model is rooted in a “value-based payment” financial system de-
signed to incentivize teams to maintain population health using the most ratio-
nal resource allocation. In contrast, China’ s primary healthcare institutions
remain strongly oriented toward public health and disease management tasks
[?]. Revenue primarily depends on fee-for-service payments and public health
funds calculated based on workload [?]. Although contracted service fees serve
as compensation [?], payment standards for “soft services” such as health man-
agement remain vague and incentives are insufficient. This results in a lack of
motivation for institutions to conduct in-depth preventive health management,
creating a mismatch with value-based payment methods. In terms of informa-
tion technology, PCMH utilizes highly integrated and interoperable Electronic
Health Records (EHR) as the core hub for team collaboration and quality man-
agement. Conversely, China’ s primary healthcare sector contends with multiple
business systems with inconsistent standards, leading to fragmented data stor-
age and “data silos” [?]. Information cannot flow effectively between institutions,
making it difficult to support real-time team collaboration, patient engagement,
and continuous quality improvement.

Providing basic services, the data-driven mechanism for appointment processes
and outcome quality, and the culture of improvement for personalized service
time are still being cultivated, while flexibility is currently developing.

Secondly, operational differences exist at the practical level of human resources
and service culture. In terms of human resources, PCMH relies on cross-
professional teams (including doctors, nurses, pharmacists, and social workers)
with clear structures, defined rights and responsibilities, and explicit collabora-
tive processes [?]. Although Chinese family doctor teams have been established,
members are often loosely organized. Public health, clinical, and nursing
personnel frequently operate in isolation within their respective functional lines,
lacking stable collaboration mechanisms, effective communication, and shared
performance goals, which prevents the full realization of team effectiveness [?].

Regarding service culture, PCMH actively advocates for patients to participate
in decision-making and self-management as equal partners, emphasizing person-
alized health goals. However, some patients in China exhibit a strong depen-
dence on physician authority, and their awareness and capacity for active partici-
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pation require further cultivation [?]. Simultaneously, limited consultation time
and a lack of effective tools and processes to support shared decision-making
hinder this transition.

Finally, systemic constraints exist within the external environmental dimensions
of organizational management and systemic synergy. In organizational manage-
ment, the success of PCMH depends on the formation of an endogenous learning
culture centered on continuous quality improvement within medical institutions.
The service drivers for China’ s primary healthcare institutions are largely de-
rived from top-down administrative evaluations, with indicators often focusing
on service volume and task completion. Transforming these external require-
ments into internal motivation for continuous improvement remains a critical
challenge for deepening reform. Regarding systemic synergy, the prerequisite
for PCMH to function as an effective “gatekeeper” is its embedding within
a mature, information-interoperable integrated healthcare network. Although
China is vigorously constructing medical consortia and healthcare communities,
referral coordination remains largely in a unidirectional and loose stage, with
information feedback and shared responsibility mechanisms yet to be fully real-
ized.

Chinese General Practice

https://www.chinagp.net E-mail:zgqkyx@chinagp.net.cn
Prerequisites for PCMH in the United States

The Context of China (Shanghai)

1. ZA5HFEMEMDE. EBRET.

Integrated Financial Incentives

The payment system is primarily based on fee-for-service or capitation, with
public health funding managed separately from medical service fees.

Misalignment of incentives: The value compensation mechanisms for team col-
laboration, health management, and health outcomes remain underdeveloped.

2. ERBEASEEZAN EHR 24, Xl (IT) BlMBEIRSRER
SEMER

Multiple vertical systems (Public Health, HIS, and Contracted Services) coexist
with inconsistent standards, resulting in the formation of “data silos.”

Data Barriers: Information connectivity requires further improvement, which
to some extent restricts the continuity of care tracking, team collaboration, and
data-driven quality improvement.

3. Team Roles: There is a need for a clearly defined “Nursing Coordinator”
role. Currently, the involvement of doctors and family doctor teams is of-
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ten “more formal than substantive.” General practitioners face a paradox
of role overload and functional absence; their core coordination functions
remain ill-defined, and their burden is excessive. Meanwhile, the coordi-
nation potential of other members, such as nurses and pharmacists, has
not been fully utilized, leaving significant room to improve the operational
efficiency of the team through clear division of labor and accountability.

4. BEHEIMFTLH. KFEEHR,
Active participation in decision-making.

Patients tend to seek immediate medical attention, place high value on drug
accessibility, exhibit high dependence on physician authority, and demonstrate
varying levels of engagement in self-management.

Service Model Conflict: The planned and preventive nature emphasized by the
Patient-Centered Medical Home (PCMH) may conflict with patients’ demands
for immediacy and traditional doctor-patient relationship dynamics.

5. Organizational Management: Under market competition and financial in-
centives, there is an endogenous drive for continuous improvement.

Driven primarily by administrative assessment, evaluation indicators often fo-
cus on quantity and task completion rates, leaving institutions with limited
autonomy for innovation.

Risk of Formalism: Caution is needed regarding the potential decoupling be-
tween procedural execution and core service models or quality culture transfor-
mation.

6. Referral and Coordination: Integrated medical networks, such as Account-
able Care Organizations (ACOs), possess mature internal mechanisms for
referrals and information sharing.

Medical Alliances and Medical Communities are currently in the construction
phase; upward and downward referrals are often unidirectional and lack an
effective closed-loop for information feedback.

Coordination Vacuity: The core “gatekeeping”and coordination functions require
further systematic support and guaranteed feedback mechanisms.

Mechanisms need to be strengthened to better support the “gatekeeper”function
of primary care in coordinating referrals and ensuring continuity of care. A deep
analysis of these differences reveals that the root cause lies in the evolution
of the PCMH model within a Western context, which is closely coupled with
specific market-based insurance payment systems, clinic- or physician-centered
service delivery models, and individualized doctor-patient contractual cultures
[?]. In contrast, China’s system is built upon strong government planning, equal
emphasis on public health and clinical services, and a tradition of collectivism
rooted in work units and communities. The discrepancy between the Chinese
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system and the PCMH represents a profound “systemic heterogeneity”; the core
challenge lies in the fact that existing elements are “present but not strong” and
“linked but not integrated.”

Therefore, the key challenge of localization is not the “transplantation” of a for-
eign model from scratch, but rather the creative integration of core PCMH con-
cepts (such as continuity, coordination, and patient engagement) with China’ s
existing institutional carriers (Family Doctor Contracting), organizational plat-
forms (Community Health Service Centers, Medical Communities), and policy
tools (payment reform, informatization, and performance evaluation). This ap-
proach aims to resolve deep-seated issues such as weak connections and poor
synergy among existing elements.

Collaborative Reform Strategies and Localization Implementation Path Design

To address the six major challenges mentioned above, this research group pro-
poses that integrating the PCMH concept in China requires a systematic and
integrated collaborative reform scheme, comprising the following six key strate-
gies:

(1) Reforming payment models to reshape incentive mechanisms: Implement
a composite payment model based on “capitation-based global budget
+ performance bundling.” The health insurance funds and basic public
health service funds for contracted residents within a jurisdiction should be
bundled and prepaid to the Medical Community or Family Doctor teams.
Specific performance bonuses should be extracted from these funds and
strictly linked to core PCMH quality indicators, such as chronic disease
control rates, follow-up completion rates, patient satisfaction, and referral
closed-loop rates.

(2) Leveraging information technology to break information silos: Implement
a “Primary Care Health Information Middleware” strategy. Establish a
unified data integration platform at the Medical Community or regional
level to formulate primary care data standards. This involves the mini-
mal and standardized aggregation of data from HIS, public health, and
contracting systems to prioritize the multi-level utilization of contracted
residents’ health information and the tracking of referral status.

(3) Reengineering team capabilities and empowering roles: Launch a primary
health team capacity enhancement program based on new payment stan-
dards. Strengthen the “gatekeeper” role of general practitioners.

Assign clear responsibilities and assessment weights for nurses as health man-
agers or coordinators, and introduce shared participants such as clinical pharma-
cists and rehabilitation therapists into the team. Implement targeted micro-skill
training and incorporate core PCMH competencies into the mandatory modules
of continuing education for primary health personnel, with particular emphasis
on communication, coordination, team leadership, and health management.

(4) Cultivating cultural values to guide doctor-patient synergy: Design service
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value presentation and participation mechanisms targeted at the patient
side. Reshape patients’ perception of the quality of contracted services by
providing value-added services such as “green channels” for referrals, per-
sonalized health plans, and online consultation feedback. Simultaneously,
gradually improve residents’ health literacy and participation capacity
through health education to incrementally build a new type of partner-
ship. Utilize tools such as open health records, health education apps,
and health diaries to design patient self-management tasks and incentives,
constructing a progressive engagement model.

(5) Transforming management mechanisms to stimulate endogenous motiva-
tion: Promote a cultural shift in primary medical institutions from admin-
istrative assessment to endogenous quality improvement. Integrate supe-
rior administrative assessment indicators with internal continuous quality
improvement cycles based on PCMH principles. Encourage teams to use
health data to hold regular quality analysis meetings, independently iden-
tify problems, set improvement goals, and link improvement results to
team performance.

(6) Strengthening systemic synergy to solidify the community of interests:
Establish cooperation mechanisms and a “community of responsibility”
based on benefit-sharing and data interoperability. Within the Medical
Community, establish an economic community through bundled health
insurance payments characterized by “sharing savings and co-bearing
overruns.” Enforce and digitalize the implementation of information push-
ing for upward-referred patients and the reception and follow-up tasks
for downward-referred patients, incorporating referral coordination qual-
ity into the performance evaluation of both institutions.

Drawing on experience from implementation science, this research group believes
that the successful implementation of the above collaborative reform strategies
and the localized integration of the PCMH concept to improve the quality of
primary medical services may require four progressive stages: from organiza-
tional foundation-building to process reengineering, followed by comprehensive
promotion and continuous improvement. This will ultimately achieve systemic
synergy and data-driven continuous optimization of service quality [Figure 1:
see original paper].

Conclusion and Outlook: The localized practice of the PCMH concept is cur-
rently in a critical development phase.

https://www.chinagp.net E-mail:zgqkyx@chinagp.net.cn

Chinese General Practice

1. AAES: i PCMH BR
Quality Improvement Leadership Group
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2. HEBA\EE: RIERSAO

Based on the project requirements, it is essential to clearly define the roles
and responsibilities of each team member. This process involves establishing a
precise division of labor and the redistribution of key performance indicators
(KPIs) to ensure alignment with the overall objectives.

3. ERHEE: ARWENBIE

information systems to ensure the interactive circulation and convenient acces-
sibility of health information.

4. Patient Mobilization: Carry out community outreach and recruitment for
the initial cohort of “Health Partner” volunteers.

1. BERE: MEEHRER.

Integrated Service Pathways for Postoperative Rehabilita-
tion and Comprehensive Geriatric Assessment

To optimize clinical outcomes and enhance the quality of life for elderly pa-
tients, the following three to five integrated service pathways have been de-
veloped. these pathways combine postoperative rehabilitation protocols with
Comprehensive Geriatric Assessment (CGA) to ensure a holistic approach to
recovery.

1. Perioperative Orthopedic Rehabilitation Pathway for Fragility
Fractures

This pathway focuses on elderly patients undergoing surgery for hip or vertebral
fractures. It begins with a pre-operative CGA to identify baseline cognitive
function, nutritional status, and fall risk. Postoperatively, the service integrates
early mobilization protocols with targeted physical therapy. By utilizing the
CGA data, clinicians can tailor pain management strategies to minimize the
risk of postoperative delirium, while nutritional interventions are implemented
to counteract sarcopenia. This integrated approach aims to restore independent
mobility and reduce the incidence of secondary fractures.

2. Postoperative Cardiac Rehabilitation and Frailty Management

Designed for elderly patients recovering from cardiac procedures (such as CABG
or valve replacement), this pathway merges traditional cardiac rehabilitation
with frailty interventions. The process involves continuous monitoring of car-
diovascular stability alongside periodic reassessments of the patient’ s functional
reserve. Based on CGA findings regarding exercise tolerance and psychological
well-being, a personalized “exercise prescription” is developed. This pathway
emphasizes the transition from hospital to home-based care, ensuring that the
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patient’ s physical activity levels are safely increased while managing polyphar-
macy and potential depression.

3. Neurological Recovery and Cognitive Support Pathway

This service pathway is tailored for elderly patients who have undergone neu-
rosurgical interventions or are recovering from stroke-related surgeries. The
integration of CGA allows for the early detection of cognitive impairment and
sensory deficits (vision/hearing) that may hinder rehabilitation. The pathway
includes intensive speech and occupational therapy, supplemented by cognitive
stimulation exercises. Social workers and caregivers are integrated into the ser-
vice loop to address the “caregiver burden” identified during the assessment,
ensuring a supportive environment for the patient’ s long-term neuroplastic re-
covery.

4. Comprehensive Oncological Postoperative Support Pathway

Elderly cancer patients often face complex recovery trajectories due to the sys-
temic effects of both surgery and malignancy. This pathway utilizes CGA to
evaluate the patient’s “biological age” rather than chronological age, guiding the
intensity of postoperative rehabilitation. It integrates nutritional support, psy-
chological counseling, and symptom management (such as fatigue and chronic
pain). By monitoring functional status through the CGA framework, the clinical
team can make data-driven decisions regarding the timing

2. RRET: ETEEARE

Implement the new workflow, focusing on testing key components such as refer-
ral coordination, team communication, and patient engagement.

3. IAR.: ARAFLHE

The following practical tools are provided to support clinical implementation:
patient health plan templates, team collaboration checklists, and referral handoff
forms.

1 BIEE: BTz,

Formalize tools and communication mechanisms into official institutional reg-
ulations to ensure all teams master new concepts. Shape an organizational
culture of “Team Collaboration, Patient First” by sharing success stories and
establishing patient feedback walls.

1. #iBIRzh: ERASRERS

By leveraging comprehensive data and patient health records, we implement a
Plan-Do-Check-Act (PDCA) cycle for quality improvement to ensure continuous
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enhancement of clinical outcomes.

2. SMEBIHE: SEENE

Establish closer mechanisms for talent cultivation, technical support, and col-
laborative quality improvement.

3. BURES: REXHRER,

evidence, providing a decision-making reference for payment reform and policy
optimization.

For Chinese general practice, the Patient-Centered Medical Home (PCMH) rep-
resents not only an innovation in service models but also a reshaping of the
discipline’ s core essence and value. Promoting the localized practice of the
PCMH concept in China is a strategic choice to enhance the quality of com-
munity health services and achieve the transition from mere “contracting” to
“meaningful engagement.” The key to successful localization lies in its systematic
nature; team building or information technology cannot be emphasized in iso-
lation. Instead, there must be a synchronized transformation of service models,
payment methods, performance management, organizational culture, and pro-
fessional roles [?]. This is a long-term, systematic project requiring the collective
participation of policymakers, researchers, and practitioners, with the ultimate
goal of continuously optimizing the integration and continuity of primary care
in China.

The limitations of this study lie in its primary reliance on literature and pol-
icy analysis to construct a theoretical model for a localized implementation
path. Empirical intervention studies in specific institutions are still needed to
test its feasibility, effectiveness, and actual impact on patient health outcomes,
medical costs, and the experiences of healthcare personnel. Furthermore, due
to constraints in article length and core focus, this paper did not conduct an
in-depth analysis of international PCMH systematic evaluation methods, certifi-
cation processes, or indicator systems. Future research should focus on conduct-
ing rigorously designed community intervention trials using mixed-methods ap-
proaches to quantitatively evaluate health management effectiveness and health
economic benefits, while qualitatively analyzing the acceptance and experiences
of both teams and patients. Additionally, specialized discussions could be con-
ducted regarding mature PCMH assessment tools, certification standards, and
their localized application. The specific design and implementation effects of
the path model proposed in this study are highly dependent on the local pol-
icy environment, and its generalizability remains to be verified in regions with
varying levels of economic development.
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Chinese General Practice
Abstract

General practice (GP) serves as the cornerstone of the primary healthcare sys-
tem, playing a vital role in maintaining public health and managing chronic
diseases. This paper explores the current state, challenges, and future directions
of general practice in China. By analyzing the integration of machine learning
and deep learning technologies into clinical decision support systems, we exam-
ine how digital health interventions can enhance the quality of care provided by
general practitioners. Furthermore, we discuss the importance of standardized
residency training and the implementation of the “gatekeeper” system to ensure
equitable access to healthcare services across diverse populations.

Introduction

In recent years, China has undergone significant healthcare reforms aimed at
strengthening the primary care sector. General practice, as a discipline, fo-
cuses on providing comprehensive, continuous, and coordinated care to individ-
uals and families. Unlike specialized medicine, general practice emphasizes the
biopsychosocial model of health, addressing not only physical ailments but also
psychological and social determinants of health. The increasing burden of ag-
ing populations and the prevalence of non-communicable diseases (NCDs) have
necessitated a shift from hospital-centric care to community-based management.

The Role of Technology in General Practice

The rapid advancement of artificial intelligence (AI) has provided new tools
for general practitioners to improve diagnostic accuracy and patient manage-
ment. Machine learning algorithms can analyze vast amounts of electronic
health record (EHR) data to identify patterns and predict disease progression.
For instance, deep learning models have been successfully applied to medical
imaging and genomic data to assist in early screening for conditions such as
diabetic retinopathy and cardiovascular diseases.

[Figure 1: see original paper]
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As shown in [Figure 1: see original paper], the integration of Al into the GP
workflow involves several stages, from data acquisition to clinical validation. The
mathematical framework for these predictive models often relies on optimizing
objective functions. Consider a generalized model where the predicted outcome
y is a function of input features z and model parameters 6:

y = f(z;0)

To minimize the prediction error, we utilize a loss function £, such as the cross-
entropy loss for classification tasks:

£06) =~ 23y, 10a(d) + (1 ) log(1 — 3,

3=

By applying gradient descent, parameters are updated to improve the model
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Ethical Challenges and Governance of Generative Artificial
Intelligence in Clinical Research

Abstract

The rapid development of Generative Artificial Intelligence (GAI) has intro-
duced transformative opportunities for clinical research, yet it simultaneously
presents significant ethical challenges. This paper analyzes the core ethical
issues arising from the application of GAI in clinical settings, including data
privacy risks, algorithmic bias, the “black box” nature of decision-making, and
the shifting landscape of research integrity. We propose a multi-dimensional
governance framework that integrates technical safeguards, ethical oversight,
and regulatory policy to ensure the responsible integration of GAI in clinical
research.

1. Introduction

In recent years, the field of medicine has witnessed a paradigm shift driven by
deep learning and large-scale language models. Generative Artificial Intelligence
(GAI) differs from traditional discriminative Al by its ability to create new con-
tent, ranging from synthetic patient data to automated clinical trial protocols.
While these capabilities promise to accelerate drug discovery and optimize clini-
cal workflows, they also challenge existing ethical frameworks governing human
subject research. As GAI models become increasingly integrated into the clinical
research lifecycle, it is imperative to address the tension between technological
innovation and the fundamental principles of bioethics.

2. Ethical Challenges of GAI in Clinical Research

2.1 Data Privacy and Informed Consent The training of GAI models
requires vast datasets, often comprising sensitive electronic health records
(EHRs). Traditional anonymization techniques may prove insufficient against
the sophisticated pattern-recognition capabilities of GAI, leading to potential
re-identification of research participants. Furthermore, the dynamic nature
of GAI makes it difficult to provide participants with a clear understanding
of how their data will be utilized in the future, complicating the process of
obtaining truly informed consent.

2.2 Algorithmic Bias and Fairness GAI models are susceptible to inherit-
ing and amplifying biases present in their training data. If the underlying data
lacks diversity—representing only specific demographics or clinical settings—the
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generated outputs may be biased against marginalized populations. In clinical
research, such biases can lead to inequitable health outcomes and the exclusion
of certain groups from the benefits of medical innovation, violating the principle
of justice.

2.3 Transparency and the “Black Box” Problem and administrators of
community healthcare centers in Shanghai,

[29] DANIEL D M, WAGNER E H, COLEMAN K, et al. Assessing
China[J]. BMC Prim Care, 2025, 26(1):

258. DOI:10.1186/s12875-

progress toward becoming a patient-centered medical home: an
assessment tool for practice transformation[J]. Health Serv Res, 2013,

[19] General Office of the National Health Commission. Notice on the Issuance
of Service Capability Evaluation Standards for Township Health Centers.

48(6pt1): 1879-1897. DOI:10.1111/1475-6773.12111.

Service Capacity Evaluation Guidelines for Community
Health Service Centers (2023 Edition)

1. Overview

The “Service Capacity Evaluation Guidelines for Community Health Service
Centers (2023 Edition)” (hereinafter referred to as the “Guidelines” ) have been
developed to further improve the primary healthcare service system and en-
hance the comprehensive service capabilities of community health service cen-
ters. These guidelines serve as a standardized framework for assessing the qual-
ity, efficiency, and scope of medical and public health services provided at the
community level.

2. Evaluation Framework and Objectives

The primary objective of the 2023 Guidelines is to promote the high-quality
development of primary healthcare. By establishing a scientific and systematic
evaluation index system, the guidelines aim to: - Standardize the management
and operational procedures of community health service centers. - Improve
the clinical diagnosis and treatment capabilities for common and frequently
occurring diseases. - Strengthen the integration of clinical medicine and public
health services. - Enhance the overall patient experience and satisfaction within
the community.
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3. Key Evaluation Dimensions

The evaluation system is structured around several core dimensions, ensuring a
holistic assessment of a center’ s performance:

3.1 Basic Infrastructure and Equipment This dimension evaluates the
physical environment, including the rational layout of functional areas, the avail-
ability of essential medical equipment, and the implementation of information
technology systems to support digital health records and telemedicine.

3.2 Medical Service Capabilities Focusing on clinical excellence, this sec-
tion assesses the center’ s ability to provide outpatient services, emergency care,
and inpatient services (where applicable). Key indicators include the variety
of medications available, the proficiency of surgical or technical procedures per-
formed, and the effectiveness of traditional Chinese medicine (TCM) services.

3.3 Public Health Services The Guidelines emphasize the role of commu-
nity centers in population health management. Evaluation criteria include the
management of chronic diseases (such as hypertension and diabetes), mater-
nal and child health services, immunization programs, and infectious disease
prevention and control.

3.4 Management and Quality Control Effective governance is critical for
sustainable service delivery. This dimension examines human resource manage-
ment, financial oversight, medical safety protocols, and the continuous improve-
ment of healthcare quality through internal audits and feedback mechanisms.

4. Implementation and Continuous Improvement

The 2023 Guidelines encourage a dynamic evaluation process. Community
health service centers are expected to conduct regular self-assessments to iden-
tify gaps in service delivery. External evaluations conducted by health admin-
istrative departments will

[30] KIEBER-EMMONS A M, MILLER W

L. The patient-centered

Notice on the (Version) [A/OL]. (2023-11-29) [2025-11-18]. https://www.nhc.gov.cn/
medical home (PCMH) framing typology for understanding the
gov.cn/jws/c100073/202312/cbc740e9af73438abb8406ec79d74583.

structure, function, and outcomes of PCMHs[J]. J Am Board Fam

shtml.

Med, 2017, 30(4): 472-479. DOI:10.3122/jabfm.2017.04.170058.
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[2025-12-01].

Insights from the Construction of Management Consortia

The construction of medical consortia is a critical strategic deployment for deep-
ening the reform of the medical and health system in China. By integrating
medical resources and optimizing the hierarchical diagnosis and treatment sys-
tem, these consortia aim to improve the overall efficiency of the healthcare
service system. This paper explores the developmental trajectory and practi-
cal experiences of management consortia, offering insights into their structural
optimization and operational sustainability.

1. The Necessity of Management Consortia

In the context of the “Healthy China” strategy, the traditional fragmented
medical service model can no longer meet the growing health needs of the
population. Management consortia serve as a bridge to connect tertiary hos-
pitals with primary healthcare institutions. Through the unified management
of personnel, finances, and property, these consortia facilitate the downward
flow of high-quality medical resources, thereby enhancing the service capacity
of community-level health centers.

2. Key Strategies in Consortium Construction

The success of a management consortium depends on several core pillars. First,
the establishment of a clear governance structure is essential. This involves
defining the rights and responsibilities of the leading hospital and the member
units to ensure coordinated decision-making. Second, the integration of informa-
tion systems is a prerequisite for seamless patient referrals and resource sharing.
By utilizing digital platforms, consortia can achieve “data mobility” instead of
requiring patients to travel unnecessarily.

Furthermore, the “talent sharing” mechanism plays a vital role. Senior clinicians
from tertiary hospitals are encouraged to provide on-site guidance and training
at primary clinics. This not only improves the technical skills of local staff but
also builds trust among patients regarding the quality of primary care.
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3. Challenges and Policy Implications

Despite significant progress, the construction of management consortia faces
several challenges. These include inconsistent compensation mechanisms, diffi-
culties in aligning the interests of different stakeholders, and the lack of long-
term evaluation standards. To address these issues, policy support must be
strengthened.

Government departments should refine the medical insurance payment methods
to incentivize the “first visit at the primary level” and promote the rational
distribution of patients. Additionally, the performance appraisal system for
consortia should shift from a focus on scale expansion to a focus on health
outcomes and patient satisfaction.

4. Conclusion

The construction of management consortia is a complex systemic project that
requires continuous exploration and innovation. By focusing on resource inte-
gration, institutional reform, and technological empowerment, these consortia
can effectively support the realization of a hierarchical medical system. The
experiences gained

11]. https://www.nhc.gov.cn/jws/c100073,/202511/d3b6755fe7

2748,

2756. DOI:10.12114/j.i8sn.1007-9572.2020.00.344.
004cdeac938bf77b6ada80.shtml
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Note: Figure translations are in progress. See original paper for figures.
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