
VOL. 20, NO. 6	 n  THE AMERICAN JOURNAL OF MANAGED CARE  n	 481

POLICY

© Managed Care &
Healthcare Communications, LLC

T he patient-centered medical home (PCMH) con-
cept has been widely promoted as a way to en-
hance primary care and deliver better care to 

patients with chronic conditions.1-3 This model of care has 
stimulated the attention of payers, Medicaid policy makers, 
physicians, and patient advocates, as it has the potential to 
address several of the shortcomings of the current health-
care system.4 

Components of the PCMH model include practice-based 
policies and processes intended to improve healthcare qual-
ity, patient experience, clinician satisfaction, and costs of 
care.5 Pilots and demonstration projects have yielded mixed 
results, but positive reports associate PCMHs in large prac-
tices and institutions with decreases in costs for patients 
enrolled in Medicaid; increased care of Medicaid patients; 
and positive patient and clinician experiences.6-8 Recently 
published studies have also shown that components of the 
medical home (eg, care coordination, pre-visit planning) are 
associated with positive effects on clinical outcomes for pa-
tients and quality of life for clinicians.9,10 

The process of transforming and achieving recognition as 
a medical home can be difficult, especially for small practices 
with few resources.11,12 Additionally, small practices located in 
low income neighborhoods face challenges unique to their set-
tings (eg, smaller panel size for quality measurement, lack of in-
formation systems, and lack of support staff) which can further 
exacerbate their ability to generate the documentation needed 
to demonstrate transformation and meet the standards for 
recognition.13 Promoting the adoption of PCMH standards in 
small primary care practices in lower income neighborhoods 
with a large proportion of chronically ill patients can be ad-
vantageous for reducing healthcare inequalities.14 

As part of a larger public health initiative, the Primary 
Care Information Project (PCIP), a bureau within the New 
York City Department of Health and Mental Hygiene, has 
offered assistance to small, independent practices in New 
York City to complete the application for the National 
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ABSTRACT

Objectives 
To assess performance on quality measures among small primary 
care practices that recently adopted an electronic health record 
(EHR), and how performance differs between practices that have 
achieved patient-centered medical home (PCMH) recognition and 
those that have not. 

Study Design
Retrospective cohort study.

Methods
Comparison of practice characteristics and performance on qual-
ity measures across 150 independent practices from 2009 to 2011 
by recognition status for Physician Practice Connections–PCMH.

Results
PCMH-recognized practices performed significantly better than 
nonrecognized practices on 5 out of 7 clinical quality measures 
at baseline, and the differences were maintained over the 2-year 
study period. Both groups improved on all clinical quality mea-
sures. Though the magnitude of differences was small, PCMH-
recognized practices had a higher number of patients diagnosed 
with hypertension and proportionally more black patients. A 
significant difference in PCMH-recognized practices is that they 
received, on average, 4 additional quality improvement visits 
compared with nonrecognized practices. 

Conclusions
Among small practices that have adopted EHRs, practices with 
PCMH recognition consistently outperformed practices without 
recognition on most clinical quality measures. With adequate as-
sistance, small, resource-strapped practices can continue to have 
higher performance on clinical quality measures.
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Committee for Quality Assurance’s (NCQA’s) Physician 
Practice Connections–Patient Centered Medical Home 
(PPC-PCMH) recognition program.15 This study assesses 
the clinical quality outcomes of PCIP-participating prac-
tices that have achieved PPC-PCMH recognition from 
NCQA, and compares performance on quality mea-
sures from 2009 through 2011 in practices that have 
been PCMH-recognized with those that have not.

METHODS
PCIP Activities

In an effort to transform primary care and improve 
population health, PCIP assists primary care practices in 
the adoption and use of electronic health records (EHRs). 

From its inception in 2005 through early 2012, PCIP as-
sisted over 3000 primary care clinicians located in over 
600 independently owned practices to adopt prevention-
oriented EHR systems. Collectively, PCIP participants 
represent over 20% of New York City’s primary care clini-
cians and serve approximately 2.6 million patients.16

Recognizing that digitizing the information around 
healthcare alone would not bring about the changes need-
ed to improve the delivery of clinical preventive services, 
PCIP offers additional support to address both technical 
needs and quality improvement (QI).17 PCIP employs a 
field team dedicated to assisting clinicians in optimizing 
work flows and leveraging data from their own EHR sys-
tems to track clinical quality performance. Much of the QI 
curriculum was modeled around the standards articulated 
by the NCQA’s PPC-PCMH program. This included an 
initial visit to identify practice leadership or champion for 
QI activities; follow-up meetings with the practice or pro-
vider to review progress on meeting QI objectives;  using 
the functions within the EHR, such as the registry tool that 
generates lists of patients by selected characteristics (eg, di-
agnosis of hypertension with blood pressure over 140/90 
mm Hg without a visit to practice in past 6 months and 
no scheduled visit in next 3 months); and reviewing the 
quality reporting tool—a specific feature within eClinical-

Works co-developed with PCIP to dis-
play quality measures tied to the city’s 
health policy agenda.18 PCIP offered 
visits to practices every 4 to 6 weeks; 
staff were available by e-mail and 
phone to answer questions in addition 
to the on-site visits. 

To encourage and facilitate the 
PPC-PCMH recognition process, PCIP 
established a multi-site application and 

offered to practices the ability to apply under the 2008 stan-
dards. Fees for the application were also subsidized by PCIP. 
Because some of the PCMH standards had been met across 
all PCIP practices, such as having an EHR with clinical de-
cision support, clinicians did not have to repeat some of 
the standard documentation related to their EHRs in their 
NCQA applications. PCIP practices eligible to be included 
in the multi-site application were eligible to receive 36.75 
points, which at the time was adequate for obtaining Level 
1 recognition. However, all practices still needed to provide 
supporting documentation to demonstrate to NCQA their 
use of the systems; if practices wished to do so, they could 
work towards a higher recognition level by submitting ad-
ditional documentation. NCQA then reviewed the docu-
mentation gathered by practices and submitted by PCIP to 
determine whether clinicians in the application met Level 
1, 2, or 3 PPC-PCMH standards. By early 2012, PCIP had 
assisted roughly 25% of its member practices in achieving 
NCQA recognition, including 269 sites representing 169 
practices and 657 clinicians to meet 2008 standards. Prac-
tices applying for PPC-PCMH recognition after July 1, 
2012, are required to follow 2011 standards. 

Practice Selection
Primary care practices were included in this analysis 

if they had 5 or fewer clinicians and adopted the eClini-
calWorks EHR system prior to October 2009. Pediatric-
focused practices were excluded as the quality measures 
analyzed were limited to adult primary care. Practices 
were also excluded if data were unavailable for either of 
the 2 analysis periods: October 2009 and October 2011. 
Because the process of obtaining NCQA recognition can 
take between 6 to 12 months, practices were categorized 
into the PCMH-recognized group if they achieved NCQA 
recognition at any time up until February 2012. 

Data Collection 
As part of a contract negotiated with eClinicalWorks, 

PCIP established an automated monthly data transmission 
process to receive summarized data generated from each 

Take-Away Points
Patient-centered medical home (PCMH) recognition in small practices is associated with 
higher performance on quality measures over time. 

n    Small practices with PCMH recognition perform better on quality measures related 
to chronic conditions.

n    The differences observed between the practice groups appear to be sustainable 
over the 2-year study period.  

n    Quality measure performance is correlated with greater participation in a quality 
improvement program. 
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mentation were selected for analysis: (1) antithrombotic 
therapy for patients with diabetes or ischemic vascular 
disease; (2) blood pressure control in hypertensive pa-
tients with and without diabetes (2 separate measures); (3) 
body mass index (BMI) recorded; (4) glycated hemoglobin 
(A1C) testing in patients with diabetes; (5) smoking status 
recorded; and (6) smoking cessation intervention, includ-
ing counseling, prescription drugs, and referrals to the 
New York State fax-to-quit hotline for identified smok-
ers (Table 1). These 7 measures were selected because they 
are indicators of clinical performance aimed at prevent-
ing and reducing smoking, diabetes, and cardiovascular 
disease, all of which are leading contributors to a large 
burden of morbidity and mortality within New York City 
and the United States.18,20 These chronic conditions are 
also frequently reported by PCIP field staff as some of the 
most common conditions among patients in practices 
seeking NCQA PCMH recognition.

Data Analysis
Practices were grouped together based on whether they 

had an NCQA PCMH recognition status. We chose Febru-
ary 2012 as the cutoff date to categorize practices with or 

practice’s EHR. Practices receiving support from PCIP have 
agreed to provide data transmitted through this process. 
The data transmitted consisted of clinician-level aggregat-
ed counts of patients meeting numerator and denominator 
definitions for each of the quality measures, developed to 
be consistent with National Quality Forum measure defi-
nitions.19 EHR utilization data are also received monthly, 
including number of labs reviewed, order sets used, num-
ber of monthly encounters per full-time equivalent (FTE), 
number of unique patients seen per month, as well as pro-
portions of patients by age group, gender, race/ethnicity, 
or with a diagnosis of hypertension, diabetes, or both. 
PCIP staff used Salesforce, a commercially available, Web-
based customer relationship management (CRM) applica-
tion to monitor activities with the practices (eg, site visits 
with QI or other PCIP staff, attendance at classes or semi-
nars hosted by PCIP or the vendor), maintain program ad-
ministration and contact information, and track practice 
milestones such as initial contact for recruitment and date 
of EHR “go-live.” 

Selection of Quality Measures 
Seven clinical quality measures of care and docu-

n Table 1. Comparison of Quality Measure Performance at Baseline (October 2009) and Current (October 2011) 
for PCMH-Recognized and Nonrecognized Practices

Mean Practice Rate (SD) (n)

Measure        Group Baseline Current P

A1C testing PCMH-recognized 0.52 (0.30)(44) 0.64 (0.24)(44) .04
Patients aged 18-75 years with a diagnosis of DM, 
with a documented A1C test in the past 6 months

Nonrecognized
P

0.35 (0.30)(56)
.01

0.48 (0.27)(47)
.005

.03

Antithrombotic therapy PCMH-recognized 0.65 (0.20)(44) 0.80 (0.16)(45) <.001
Patients aged ≥18 years  with a diagnosis of IVD or 
≥40 years with a diagnosis of DM taking aspirin or 
another antithrombotic therapy

Nonrecognized
           P

0.54 (0.21)(56)
            .0107

0.71 (0.17)(48)
           .135

<.0001

BMI recorded PCMH-recognized 0.86 (0.17)(55) 0.94 (0.14)(50) .02
Patients aged ≥18 years who have a BMI measured 
in the past 2 years

Nonrecognized
P

0.74 (0.29)(72)
.003

0.87 (0.24)(65)
.003

.01

BP control (HTN only) PCMH-recognized 0.54 (0.19)(49) 0.64 (0.18)(46) .01
Patients aged 18-75 years with a diagnosis of HTN 
and not of DM, with a recorded BP of <140/90 mm 
Hg in the past 12 months

Nonrecognized
P

0.58 (0.18)(58)
.3

0.64 (0.11)(51)
.98

.04

BP control (HTN with DM) PCMH-recognized 0.30 (0.18)(43) 0.37 (0.19)(43) .09
Patients aged 18-75 years with a diagnosis of HTN 
and DM, with a recorded BP of <130/80 mm Hg in  
the past 12 months

Nonrecognized
P

0.30 (0.18)(54)
.9689

0.29 (0.13)(45)
.03

.77

Smoking status recorded PCMH-recognized 0.72 (0.28)(55) 0.87 (0.15)(50) <.001
Smoking status updated annually in patients aged 
≥18 years

Nonrecognized
P

0.56 (0.34)(72)
.007

0.76 (0.28)(65)
.02

<.001

Smoking cessation intervention PCMH-recognized 0.39 (0.28)(39) 0.60 (0.26)(37) .001
Current smokers who received cessation inter
ventions or counseling in the past 12 months

Nonrecognized
P

0.20 (0.18)(41)
<.001

0.36 (0.29)(45)
<.001

<.001

A1C indicates glycated hemoglobin; BMI, body mass index; BP, blood pressure; DM, diabetes mellitus; HTN, hypertension; IVD, ischemic vascular 
disease; PCMH, patient-centered medical home.
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without an NCQA recognition status (Level 1, 2, or 3). Fre-
quencies and descriptive statistics were generated and sim-
ple t tests and χ² tests were conducted to compare baseline 
practice characteristics for practices that did and did not 
receive PCMH recognition (Table 2). To illustrate the time 
distribution of practices achieving PCMH recognition, we 
graphed NCQA recognition dates (Figure 1A). Separately, 
we plotted the monthly cumulative average QI visits (on-site 
assistance provided to practices) by whether practices were 
PCMH-recognized or not from October 2009 to October 
2011 (Figure 1B).

We compared performance over time on quality mea-
sures over the same time period (October 2009-October 
2011). Performance on each quality measure was con-
structed as a rate (numerator divided by denominator) 
for each practice for each month. To calculate meaning-
ful rates and create stable comparisons, practices were 

excluded from individual measure analyses if their de-
nominator for that measure was less than or equal to 
10. Simple t tests were used to compare the performance 
on measures between practices with and without PCMH 
recognition at the baseline (October 2009) and current 
(October 2011) time points and to compare changes in 
quality measure performance within the groups (Table 
1). Average rates of PCMH-recognized (solid lines) and 
nonrecognized practices (dashed lines) were graphed for 
each quality measure from October 2009 through Octo-
ber 2011 (Figure 2). 

Mixed model regression was used to examine the differ-
ences in improvement between PCMH and non-PCMH 
practices over time for each quality measure, allowing each 
practice to have a different intercept to account for un-
explained practice heterogeneity. Table 3 shows the odds 
ratios (ORs) and 95% CIs generated from a general estima-

n Table 2. Comparison of Characteristics (October 2009) for PCMH-Recognized and Nonrecognized Practices 

       Mean Value

Characteristic PCMH (n = 59) Non-PCMH (n = 91) P 

Months using EHR 11.2 12.4 .29

QI visits 4.9 4.8 .78

Number of providers 1.9 2.0 .90

Provider FTE 1.4 1.5 .82

Number of monthly patients 552.3 521.2 .67

Number of monthly encounters per FTE 408.6 411.3 .96

Insurance typea (%)

    Commercial 72.3 72.7 .90

    Medicaid 16.8 12.1 .11

    Medicare 14.9 18.7 .13

    Self-pay 2.4 2.4 .99

Patients with (%) 

    Diabetes 14.9 12.6 .09

    Hypertension 22.0 17.0 .01

    Diabetes & hypertension 11.9 9.3 .06

Female (%) 64.5 63.9 .18

Age distribution (%) <.001

    0-17 y 8.4 3.0

    18-24 y 6.1 5.8

    25-44 y 27.0 28.5

    45-64 y 35.4 36.3  

    65+ y 20.6 26.5

Race (%) <.001

    Asian or Pacific Islander 26.6 26.4

    Black 21.9 10.9

    White 35.5 39.6

    Others 16.0 23.1

EHR indicates electronic health record; FTE, full-time equivalent; PCMH, patient-centered medical home; QI, quality improvement.  
aTotal may exceed 100% because patients may have multiple insurers. Medicaid and Medicare only include fee-for-service.
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tion model for the effects of PCMH recognition, time, and 
the interaction between the 2 variables across practices. All 
statistical analyses were conducted with SAS version 9.2 
(SAS Institute Inc, Cary, North Carolina) and figures were 
drawn with R 2.15. For all statistical tests, a 2-tailed P value 
of less than .05 was considered statistically significant. 

RESULTS
Out of 776 practices enrolled in PCIP as of July 2012, 

349 were live on their system prior to October 2009. Of 
those, 150 practices met the selection criteria for inclusion 
in this analysis. Of the 150 included practices, 39.3% have 
achieved PCMH recognition from NCQA (Figure 1A), 
including 1 Level 2 and 12 Level 3 practices. The earliest 
practice to achieve PCMH recognition did so in February 
2010, and the latest practice became PCMH-recognized in 
February 2012; half of practices gained recognition by De-
cember 2010. 

PCMH-recognized and nonrecognized practices did 
not statistically differ at baseline in months using EHR, 
total encounters, number of clinicians, clinician FTE, or 
insurance type. PCMH-recognized practices had a slightly, 
though statistically significant, larger proportion of pa-
tients with hypertension (Table 2). A comparison of per-
formance between practices by recognition level yielded no 
significant differences on any measure (data not shown). 

 At baseline, PCMH-recognized practices performed 
significantly better than nonrecognized practices on 5 of 
the 7 quality measures (Table 1). There was no difference 

in performance at baseline between PCMH-recognized and 
nonrecognized practices for the 2 blood pressure control 
measures. At the later time point (October 2011), PCMH-
recognized practices outperformed nonrecognized practices 
on A1C testing, BMI recorded, blood pressure control in 
patients with both hypertension and diabetes, smoking sta-
tus recorded, and smoking cessation intervention measures. 
There was no significant difference in performance between 
the practice groups on antithrombotic therapy and blood 
pressure control in patients with hypertension only. 

Overall, both groups of practices improved on every 
measure over the 2-year period (Table 1). For 6 of the 7 
measures, time using the EHR was a significant predictor 
of improvement (Table 3). For both of the blood pressure 
control measures, the interaction term was significant with 
an OR greater than 1, indicating that PCMH-recognized 
practices improved at a faster rate than nonrecognized 
practices. For the A1C testing measure and the BMI re-
corded measure, the interaction term was significant with 
an OR less than 1, suggesting that nonrecognized practic-
es improved at a faster rate than PCMH-recognized prac-
tices. By the end of the study period, PCMH-recognized 
practices, on average, had received 4 more visits than 
nonrecognized practices with PCIP QI staff (Figure 1B). 

DISCUSSION
Practices in both the PCMH-recognized and nonrec-

ognized groups significantly improved performance on 
key clinical quality measures over the 2-year study period. 

n  Figure 1. Time Distribution of Practices Achieving PCMH Recognition and Average Cumulative QI Visits
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At both the baseline and later time points, practices that 
had achieved PCMH recognition consistently performed 
better on process measures, including measures refer-
ring to in-office screenings or documentation proficiency, 
than practices that had not achieved PCMH recognition. 

PCMH-recognized practices performed about the same as 
nonrecognized practices at baseline on the blood pressure 
control measures in both diabetic and nondiabetic patients. 

Time using the EHR was the most significant predic-
tor of improvement on all quality measures, and the av-

n  Figure 2. Performance on Quality Measures for PCMH-Recognized and Nonrecognized Practices 

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

Smoking Status Recorded

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

Body Mass Index Recorded

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

Smoking Cessation Intervention

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

A1C Testing

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

BP Control in HTN

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

BP Control in DM and HTN

R
at

e

0.8

0.4

0.0

Oct 09 Mar 10 Oct 10 Mar 11 Jul 11Jul 10 Oct 11

Antithrombotic Therapy

PCMH-recognized

Non-recognized

A1C indicates glycated hemoglobin; BP, blood pressure; DM, diabetes mellitus; HTN, hypertension; PCMH, patient-centered medical home.
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erage time using the EHR was roughly the same for both 
groups of practices. Although both groups of practices 
improved on all measures over time, for some measures, 
PCMH recognition was associated with even greater im-
provement. PCMH-recognized practices improved at a 
faster rate than nonrecognized practices on both of the 
blood pressure control measures over the 2-year period, 
suggesting that PCMH recognition may have a positive 
effect on the quality of care for patients with multiple 
chronic conditions. Given that improved performance 
on these measures requires not only clinician interven-
tion (eg, medication order) but also patient engagement 
(eg, medication compliance, lifestyle changes), it may be 
that practices that achieve recognition as a PCMH have 
learned to provide an enhanced level of care, enabling 
them to do better on these types of measures. There are 
different pathways of implementing the PCMH model 
and practices emphasize different components depend-
ing on their circumstances 20; however, PCMH pilots 
across the country have shown a similar correlation 
between component processes of the PCMH model and 
improvements in quality of care for patients with mul-
tiple morbidities.10,22 Additionally, practice facilitator 
programs have been shown to have a positive impact on 
practice transformation; the PCIP QI curriculum may 
have had similar effects on the adoption of new process-
es or guidelines.23  

For other measures, PCMH recognition was not associ-
ated with a greater rate of improvement. Both groups im-
proved at approximately the same rate on antithrombotic 
therapy and the 2 smoking measures, although a large gap 
remained in performance between PCMH-recognized and 
nonrecognized practices. Nonrecognized practices im-
proved at a higher rate on BMI recorded and A1C testing. 
For both of these measures, nonrecognized practices per-
formed significantly below PCMH-recognized practices at 

baseline, and our results indicated that over time, non-
recognized practices were able to reduce the initial gap in 
performance. Also worth noting is that the baseline rate 
of BMI recorded was quite high for PCMH-recognized 
practices (86%), and these practices may have reached a 
performance ceiling over the course of the study, whereas 
nonrecognized practices had more room to improve, leav-
ing an opportunity to close the performance gap. 

As part of the PCIP program, all practices were offered 
extensive on-site technical support. At baseline, there was 
no difference in the number of QI visits provided by PCIP 
staff to the 2 groups of practices, but by the later time pe-
riod, the PCMH-recognized group received an average of 
4 additional QI visits compared with nonrecognized prac-
tices. This may be due in part to the time needed to pro-
vide assistance with the NCQA application; we were not 
able to assess the reasons for visits. Practices were given 
the option for additional QI visits and could receive them 
upon request. Those that did request additional QI visits 
were committed to giving time and staffing, including clos-
ing the practice or meeting during off hours, which may 
have been more difficult for some practices than for oth-
ers. There may have been different levels of motivation 
as well as resource availability for practices that sought 
additional visits. 

Resource barriers to PCMH transformation have been 
well described12 and many have noted that small practices 
struggle to secure the resources to support their transfor-
mative efforts.11 While support from PCIP QI staff may al-
leviate some of the barriers for small practices to achieve 
or maintain PCMH-recognition, PCMH-recognized prac-
tices invested significant time and resources of their own 
in the transformation and application process. For some 
practices, achievement of PCMH recognition would not 
be possible without PCIP assistance. In addition to chal-
lenges posed by resource-strapped settings, QI staff ob-

n Table 3. Parameter Estimates of Fixed Effect at Current Time Point (October 2011)

PCMH Time PCMH 3 Time

Quality Measures OR (CI) OR (CI) OR (CI)

A1C testing 2.97 (1.61-5.49) 2.08 (1.83-2.36) 0.80 (0.67-0.95)

Antithrombotic therapy 1.88 (1.32-2.69) 2.15 (1.95-2.37) 1.01 (0.87-1.17)

Body mass index recorded 2.92 (1.60-5.34) 4.76 (4.45-5.10) 0.62 (0.56-0.70)

BP control in HTN 0.86 (0.66-1.12) 1.33 (1.21-1.47) 1.25 (1.10-1.43)

BP control in DM and HTN 1.04 (0.77-1.42) 1.13 (0.98-1.30) 1.37 (1.14-1.65)

Smoking cessation intervention 3.42 (2.03-5.75) 3.16 ( 2.63-3.79) 0.79 (0.62-1.01)

Smoking status 2.72 (1.38-5.35) 4.00 (3.50-4.21) 0.99 (0.91-1.07)

A1C indicates glycated hemoglobin; BMI, body mass index; BP, blood pressure; DM, diabetes mellitus; HTN, hypertension; OR, odds ratio; PCMH, 
patient-centered medical home.
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served that small practices may have difficulty interpreting 
or adapting key PCMH concepts such as care coordination 
and team-based care in smaller practices with fewer staff.24 
Evidence has shown that shared technical assistance, like 
that provided by PCIP, can be a key element in enabling 
small practices to successfully implement these concepts.25

These results demonstrate that both groups of partici-
pating practices have an ongoing commitment to quality 
that requires considerable effort and resources. Further-
more, despite all of the challenges they face, nearly 40% of 
small practices are able to operationalize the core compo-
nents of the PCMH model, make meaningful changes to 
their practice, and improve quality with the aid of PCIP 
QI staff support. In order to expand these positive results, 
it is important for payers and policy makers to identify 
opportunities to provide support for small practices in 
implementing PCMH processes.

Limitations and Next Steps
This analysis only covered a 2-year period. We do 

not know whether the difference in performance among 
PCMH-recognized and nonrecognized practices can be 
sustained in the longer-term, or whether the differences 
would shrink or grow over time. Additionally, recent pol-
icy changes, such as the January 2013 expiration of New 
York State Medicaid incentive payments for PCMH Level 
1 practices, may have an impact on recognition and per-
formance trends. In addition, practices may continue to 
transform their office workflows and care processes—for 
instance, practices that have not yet achieved PCMH rec-
ognition from the NCQA may do so in the future, and 
those that are already PCMH-recognized may in the fu-
ture achieve recognition at a higher level or reapply for 
recognition under the tougher 2011 standards. While we 
know that improvements may be a result of coding and 
documentation, we believe this is a limitation for measures 
where coding can impact measurement, such as smoking 
status recorded and smoking cessation intervention. Qual-
ity measures that rely on vitals or lab results, such as BMI, 
blood pressure, and A1C, are less prone to variations in 
documentation practices and likely reflect an improve-
ment in the quality of care in addition to coding.26

The goal of this paper was to highlight a difference in 
performance rates among practices that have and have 
not achieved PCMH recognition, but we cannot yet speak 
to what is causing the difference. Using the data currently 
available, the PCMH-recognized and nonrecognized prac-
tices appear very similar in practice characteristics with 
the exception of racial demographics and the number of 
patients with hypertension. However, the baseline perfor-

mance differences on most of these measures suggest that 
there may be other factors associated with these practices 
that may contribute to these differences that we could not 
detect with the data available to us.

Recent research has shown that the practice charac-
teristics measured here may be less important to the key 
PCMH element of “team” than engaged leadership and or-
ganizational culture.27,28 Although all PCIP practices were 
offered the same quality improvement opportunities, given 
the differences in practice performance at baseline, it is pos-
sible that practices that were more organized, had stronger 
management, and provided higher quality care were more 
likely to elect to become PCMH-recognized.29 For this rea-
son there may be non-random selection in the recognized 
group. Other differences could include similarly difficult-to-
define concepts, such as motivation. As part of the evalu-
ation of the National Demonstration Project for PCMH, 
researchers identified 1 such concept—an element of 
“adaptive reserve” which they were able to scale and quan-
tify.7 This concept covers a range of practice characteris-
tics, including leadership and team relationships, which 
could contribute to a practice’s capacity to absorb change 
and lead to successful transformation and better quality 
outcomes. Further research is needed to delve into other 
potential factors that can sustain practice improvement, es-
pecially in small practices serving economically depressed 
populations. In particular, further research is needed to bet-
ter define these concepts in the context of small practices. 

Whether practices that became PCMH-recognized al-
ready had higher performance on quality measures or were 
able to improve their performance on quality measures 
through PCMH transformation, our findings suggest that 
these practices have higher rates of quality measurement 
in 7 areas of preventive care. As is currently under CMS 
consideration, PCMH recognition may serve as a marker 
to consumers in helping them select high-quality practic-
es, and to payers who are looking to differentiate among 
their network clinicians.30 However, better care and health 
could be achieved if all practices continued to improve 
over time. Efforts to further encourage all practices to 
demonstrate improvement on preventive care for patients 
with chronic conditions could be supported by PCMH 
transformation. Further rewards for practices and areas of 
care that may have been reaching a ceiling, such as smok-
ing status recorded or BMI recorded, would be wasted re-
sources that could be used to assist lower performers on 
areas of care with direct impact on improved population 
health. Finally, further monitoring over time will deter-
mine if PCMH recognition continues to produce positive 
health outcomes for patients with chronic conditions.
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