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Research Article

Practice Leaders Report Targeting
Several Types of Changes in Care
Experienced by Patients During Patient-
Centered Medical Home Transformation

Denise D Quigley, PhD1 , Nabeel Qureshi, MPH1,
Luma Al- Masarweh, MPH2, and Ron D Hays, PhD3

Abstract
Patient-centered medical home (PCMH) has spurred primary care reform and improvements in patient care quality. Very little
is known about the differences practices implement during PCMH transformation. We examined 105 primary care practice
leader experiences during PCMH transformation, asking in semi-structured interviews about the changes they targeted. We
used content analysis to classify these PCMH changes and examined how they aligned with what is measured on PCMH-
recommended patient experience surveys. During PMCH transformation, practices most commonly targeted changes in care
coordination (30%), access to care (25%), and provider communication (24%). Reported areas of PCMH transformation were
measured by Clinician & Group Consumer Assessment of Healthcare Providers and Systems (CAHPS), PCMH CAHPS, or
supplemental CAHPS survey items, including team-based care (35%), providing more services on site (28%), care management
(22%), patient-centered culture (18%), and chronic condition health education (13%). Many PCMH changes are captured by
CAHPS patient experience items; some are not. For some uncaptured areas, patients are not the best source of information.
To provide practice leaders information they need for PCMH transformation, CAHPS items need to measure care man-
agement to support medical and chronic conditions, and chronic condition health education.

Keywords
patient experience, patient-centered care, quality improvement

Introduction

The US health system faces ongoing challenges with access,

care coordination, and quality of primary patient care (1,2).

The National Academy of Medicine (formerly known as the

Institute of Medicine) (3,4) includes patient-centered care as

1 of 6 domains of quality (2). Yet, the National Academy of

Medicine and others also note that a chasm exists between

the kind of care patients should have versus what they

receive (5). Since 2007, national efforts have sought to

improve the quality of care provided patients, including pri-

mary care practice transformation from a siloed provider-

centric model—a system organized around what physicians

and institutions “do” (eg, care provision designed around

medical specialties and types of services) into a patient-

centered medical home (PCMH) focused on what patients

“need” (6). A PCMH aims to improve access, coordination

of care, chronic disease management, and responsiveness by

implementing team-based care, access strategies such as

same-day appointments and extended hours, and coordinated

and comprehensive services to better meet the needs of the

patient (7–10). Successful PCMH transformation requires

investment in new processes of care delivery, staffing mod-

els, and methods of data tracking and coordination within

each primary care practice (11,12). Practice leaders imple-

menting these new capabilities are firsthand observers and

monitors of these changes.

Practices are required to administer a patient-experience

survey for PCMH recognition to the National Committee for
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Quality Assurance (NCQA) (13). The NCQA recommends

practices administer the Consumer Assessment of Health-

care Providers and Systems (CAHPS) Clinician & Group

(CG-CAHPS) survey (14,15). Practices can also add 14

PCMH supplemental items to the CG-CAHPS survey

(CAHPS PCMH survey) to receive Patient Experience Dis-

tinction (6,16,17). Patient Experience Distinction is an

annual status given to any practice that administers and sub-

mits CAHPS PCMH survey data to NCQA. Over 13 000

practices (15%-18% of primary care physicians) are recog-

nized as a PCMH by NCQA (18,19), but only about 250

practices have this 1-year Patient Experience Distinction

(18). Very little is known about the targeted differences in

care delivery that practices are implementing during their

PCMH transformation and whether these changes are cap-

tured on PCMH-recommended patient experience survey

tools.

This article examines experiences of 105 primary care

practice leaders during PCMH transformation. Specifically,

we asked these leaders about the areas they targeted during

PCMH transformation and whether CAHPS survey items

capture expected changes in patients’ experiences of care.

Methods

Design and Sample

We randomly selected 294 practices from the 2008 to 2017

NCQA directory of PCMH practices by US region, physi-

cian count, level and years of PCMH recognition, and history

administering the CAHPS PCMH survey. We completed

interviews with leaders from 105 primary care practices, a

36% response rate. Practices had varying number of years of

NCQA PCMH status; PMCH status was measured as level 1

or 2 (ie, not having obtained NCQA PCMH recognition) or

level 3, indicating they had received NCQA PCMH recog-

nition, which we divided into 3 groups: level 3 status for

<3 years, 3 to 5 years, and >5 years. Practices at level 1 or

2 completed some PCMH requirements out of the 6 core

standards, but not enough to reach level 3 and be recognized

as a PCMH. Practices that receive level 3 status are a recog-

nized PCMH and need to reapply after 3 years to maintain

their PCMH level 3 status. The sample included practices

that currently, previously, or have never administered the

CAHPS PCMH survey. Geographically, we considered

whether practices were in states with a statewide initiative

to obtain PCMH recognition for all primary care practices

(ie, Vermont and New York; 25%), in another Northeastern

state (25%), in a Southern state (25%), in the Midwest

(16%), or in the West (11%).

Data Collection

We conducted semi-structured, hour-long phone interviews

from June 2017 to June 2018 with the 105 practice leaders,

documenting their perspectives on PCMH transformation

and changes in patient experience. We spoke with leaders

knowledgeable about the practice’s PCMH history and

patient experience data. Verbal informed consent was

obtained at the beginning of the interview and then were

asked leaders to describe their job, practice location, tasks

related to PCMH, and how long they had been involved in

PCMH implementation. We discussed practice transforma-

tion decisions and change efforts to identify differences

between PCMH and traditional provider-centric practices

(see Supplementary Table S1 for a list of interview topics).

We also gathered information on practice characteristics (see

Supplementary Table S2). Interviewers documented field

notes and key takeaways following the interviews. Audio

recordings were transcribed, and participants received a

US$75 honorarium.

Analytic Approach

We entered transcripts into Dedoose (20), a web application

for managing and analyzing qualitative data. We established

codes that mapped to key research questions (21) and con-

ducted content analysis to identify topics (22) to develop a

codebook (21). We developed the code structure using sys-

tematic, inductive procedures to generate insights from

responses (23) and used content analysis to develop emer-

ging themes (24). Early transcripts were coded indepen-

dently, noting topics such as practice leader reported

differences in care after PCMH recognition, and in which

areas of patient experience those differences in care occurred

(21).

The 4-person coding team met regularly to reach consen-

sus on topics, identify discrepancies, refine concepts, and

define codes (25). We employed inter-rater reliability exer-

cises to refine codes and descriptions. After code training,

we compared coding differences between 4 coders and

obtained a pooled k coefficient of .93, indicating “very

good” agreement (26–28). We employed ongoing training

among the coding team on emerging subcodes using the

Dedoose training module.

To understand whether CAHPS items that are available to

practice leaders to administer on their patient experience

surveys fully capture the practice’s targeted PCMH areas

of improvement, we mapped the reported differences in care

to specific domains and items in the PCMH-recommended

patient experience surveys (ie, CG-CAHPS core survey, ver-

sion 3.0, 14 CAHPS PCMH items, and CAHPS supplemen-

tal items) or identified them as not covered by these items.

We grouped identified domains not covered by CG-CAHPS

into care experience domains. For each domain, we inferred

who would be the best source of the information and the

individuals most likely to experience the change in practice.

Study protocols were approved by the institutional review

board of the Human Subjects Protection Committee

(IRB_Assurance_No: FWA00003425; IRB_Number:

IRB00000051) and approved by the Office of Management

and Budget (OMB_No: 0935-0236).
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Results

Practice Characteristics

Most practices were small (ie, less than 10 physicians),

served both adult and children, and were part of a group/

network (see Table 1). Half were affiliated with a hospital.

About half were a Federally Qualified Health Center, while a

third were privately owned.

Practice Leader Characteristics

Two-thirds of the interviewed practice leaders had other job

functions besides PCMH transformation (see Table 2). Half

of the practices had leaders located at the practice during

PCMH implementation, while about 40% of practices had

leaders located off-site and managing the implementation

process for multiple practices. Seventy-eight percent of

practice leaders reported working at the practice the whole

time their practice pursued PCMH compared to 22% who

reported joining at a later stage of PCMH transformation

process. Approximately 60% of practice leaders were

involved with the first PCMH application for their practice,

while only one-quarter were involved in subsequent appli-

cations. Sixty-one percent of practice leaders were on a team

of providers and support staff who decided on and imple-

mented the necessary changes to satisfy PCMH standards.

Approximately 70% were coordinators for the PCMH efforts

at their practice or network, while half (51%) reported being

part of a team of providers and support staff that reviewed

data to determine changes needed for PCMH.

Reported Types of PCMH Care Changes

Practice leaders reported that the care they delivered to

patients as a PCMH differed most from the care provided

prior to pursuing PMCH recognition in terms of care coor-

dination (mentioned by 30% of practices), access to care

(25%), and provider communication (24%; see Table 3).

Mapping these types of PCMH care changes to the content

of CAHPS survey, we found that about one-quarter of the

practice leaders indicated areas of targeted PCMH change

that could be assessed by CG-CAHPS survey items. These

included changes in provider communication (eg, listening

carefully [10%], spending enough time [6%]), areas of care

coordination such as follow-up on lab test results (10%) or

discussions about prescription medicine (9%), and access to

care (eg, receiving answers to phone inquiries the same day

Table 1. Practice Characteristics.

Variable

Total, n ¼ 105,
n (%)

Location
Initiative states (New York/Vermont) 23 (24)
Other Northeast 26 (27)
Midwest 16 (17)
South 24 (25)
West 11 (12)

PCMH history
Level 1 or 2 27 (28)
Level 3: <3 years 26 (27)
Level 3: 3-5 years 20 (21)
Level 3: 5þ years 28 (29)

Provider types
Primary care only 79 (83)
Primary care and specialists 21 (22)

Practice size/number of physicians
Small/<10 physicians 80 (84)
Medium/10-24 physicians 17 (18)
Large/>24 physicians 3 (3)

Patient population
Adult only 21 (22)
Adult and children 79 (83)

Hospital affiliation
Hospital affiliated 50 (52)
Not hospital affiliated 50 (53)

Group or network status
Part of group or network 82 (86)
Not part of group or network 18 (19)

Ownership
Privately-owned 30 (31)
Hospital-owned 20 (21)
Federal Qualified Health Center 35 (36)
Other including health system affiliated,

medical/academic health center, or HMO
15 (17)

Abbreviations: HMO, health maintenance organization; PCMH, patient-
centered medical home.

Table 2. Practice Leader Characteristics.

Variable

Total, n ¼ 105,
n (%)

Job functiona

Primarily PCMH 31 (33)
Primarily non-PCMH 67 (70)

Practice leader locationa

On-site 53 (56)
Primarily off-site 41 (43)

Time at practice
Present entire time practice was pursuing

PCMH
78 (82)

Present only part of the time practice was
pursuing PCMH

22 (23)

PCMH roleb

Submitted original application 59 (62)
Submitted subsequent applications 26 (27)
PCMH change team 61 (64)
PCMH data reviewer 51 (54)
PCMH coordinator 68 (71)

Abbreviation: PCMH, patient-centered medical home.
aA few individuals did not respond to the question, resulting in missing data.
bPractice leaders reported all relevant roles (categories are not mutually
exclusive).
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[8%] or appointments for urgent care [5%]). Some practices

also reported PCMH changes in care measured by the

CAHPS PCMH items (14%) or other supplemental CAHPS

items such as changes in wait times (10%) or shared

decision-making (10%).

Over 80% of practice leaders reported that they targeted

changes during PMCH transformation in areas not measured

in the ambulatory CAHPS surveys (ie, CG-CAHPS core

survey, version 3.0, 14 CAHPS PCMH items, or CAHPS

supplemental items), such as team-based care (35%), provid-

ing more services in one place (28%), care management for

medical and chronic conditions (22%), patient-centered cul-

ture (18%), and chronic condition health education (13%;

see Supplementary Table S3 for the definitions of all iden-

tified domains of patient experience).

By survey type. Practice leaders reported several PCMH-

targeted areas of change where the care they delivered to

patients as a PCMH differed from the care provided prior

to pursuing PMCH recognition. Of the 105 practices who

participated in the study, practice leaders in 70% (n ¼ 73) of

practices reported targeting changes that mapped to at least 1

item in the CG-CAHPS core. This included items that were

classified as “general” items (ie, items that practice leaders

reported that fell under a specific domain but were not spe-

cific to a CAHPS item). For example, if a practice leader

reported improvements in access, but they did not report

whether these improvements were related to urgent care or

routine care appointments or ensuring that the patient

receives a response to an inquiry in the same day they made

the inquiry, the differences would be coded under “access to

care” and not attributed to a specific question. Furthermore,

practice leaders at 30% (n ¼ 32) of practices reported target-

ing PCMH changes that mapped to more than 1 item in the

CG-CAHPS core.

Leaders at 23% (n ¼ 24) of practices targeted PCMH

changes that mapped to at least one of the CAHPS supple-

mental items. Similarly, 13% (n ¼ 14) of practice leaders

reported PCMH changes that mapped to at least 1 item in the

CAHPS PCMH item set.

Of the 105 participating practices, practice leaders at 83%
(n ¼ 87) of practices reported PCMH changes in domains

not covered by the CAHPS surveys (see examples in

Table 4).

By CG-CAHPS core topics. Of the CG-CAHPS domains, care

coordination was the most frequently targeted area of PCMH

practice transformation reported by practice leaders. Practice

leaders at 30% (n ¼ 32) of practices reported targeting

changes concerning care coordination. Leaders at 17% (n

¼ 16) of practices reported general changes in care coordi-

nation (see Table 4). Also, within the care coordination

domain, 11% (n ¼ 10) of practice leaders reported targeting

PCMH changes in following up on test results and 9% (n ¼
9) reported targeting changes in discussions about medicine.

For these 2 areas under care coordination, both the patient

and the health care provider or staff are the best source of

information.

The next most frequently cited CG-CAHPS domain that

practice leaders reported as differing due to PCMH

Table 3. Practice Leader-Reported Changes in Care During PCMH Transformation, by Domain and Survey, and Listing Best Source of
Information.

Domains by survey Best source of information Total counts, n ¼ 105, n (%)

CG-CAHPS survey (version 3.0) 70 (73)
Access to care 25 (26)

Access, specific topic 11 (12)
Access, general unspecified topic Patient 15 (16)

Provider communication 24 (25)
Provider communication, specific topic 13 (14)
Provider communication, general unspecified topic Patient 10 (11)

Care coordination 30 (32)
Care Coordination, specific topic 20 (21)

Follow-up on test results Patient and office staff/provider 10 (11)
Prescription medication Patient and office staff/provider 9 (9)

Care coordination, general unspecified topic Patient and office staff/provider 16 (17)
CAHPS supplemental items (version 3.0) 23 (24)

Access 10 (11)
Shared decision and discussion (topic and domain) Patient 10 (10)

PCMH item set (version 3.0) 13 (14)
Non-CAHPS topics 83 (87)
More services in one place (excl. specialty) Patient and office staff/provider 28 (29)
Team-based care Office staff/provider 35 (37)
Patient-centered culture Office staff/provider 18 (19)
Chronic condition health education Patient and office staff/provider 13 (14)
Care management to support medical and chronic conditions Patient and office staff/provider 22 (23)

1512 Journal of Patient Experience 7(6)



Table 4. Exemplar Quotes of Changes in Care Targeted During PCMH Transformation, By CAHPS Survey.

Domains by survey Exemplar quotes

CG-CAHPS survey (version 3.0)
Access to care

Access, specific topic “So it may be the patient resources, they have more tools, and they have more, I think they
appreciate more engagement with the practice, and of course the patient access. So same-
day appointments we do. So those are the things I think more appreciate overall compared
to when we were not PCMH.”

Access, general unspecified topic “Access. We have an on-call answering service now. The convenient care, so that way there is
always availability . . . I think now we also do more frequent recalls for patients. We have an
automated recall system within the EHR so they are reminded. Again, the EHR does the calls
to confirm appointments. So that’s been a big change over the past few years.”

Provider communication
Provider communication, specific topic “I think some of the biggest things that they would notice are the questions we’re asking them

about their health. It’s not you come in and I tell you what to do. It’s more you come in and
together, we’re going to figure out what’s going to work the best for you. So taking into
consideration their barriers, their goals, what’s important to them. Yes, as a doctor, you
want to get their hypertension under control and you can prescribe all the medication that
you want but until you really know what’s important to that patient, they’re not going to do
anything and you’re not going to see any improvement. So that’s probably the biggest thing.”

Provider communication, general
unspecified topic

“I think it’s more like the communication process. I think the communication within everybody
in the practice, from the receptionist point of view all the way to the doctors, their input.
Like everybody communicating, working as a team. I think that has a lot to do with the
improvement of the process overall.”

Care coordination
Care coordination, specific topic

Follow-up on test results “So when I hear about other facilities—not PCMH health centers—as far as them not
communicating to the patient when their results are in, if something is abnormal and the
referral department obtaining reports, that’s just when I’m going to other health centers and
I’m being nosy because I’m administrative. But just all of our care, the way PCMH gets you
involved with the families and if the families need to come in, I feel like I think all of that plays
a lovely role, but I couldn’t even remember traditional. I’ve been here too long to even
remember what traditional was other than our way of doing it.”

Prescription medication “I think the differences they might perceive is just a more comprehensive outreach. I think
patients are sometimes surprised when we’re calling them after they fractured their hip and
they’re at home, and we’re calling them to reconcile their med list and to coordinate a
follow-up visit at the primary care office. That sometimes surprises them. Well, gee, I didn’t
expect you to call. I didn’t expect you to be following to see exactly when I got out of the
hospital. So patients, I think, perceive that it’s a more comprehensive process than what it
may have been in the past.”

Care coordination, general unspecified
topic

“Care coordination has definitely been a focal point and definitely been an area that we’ve
greatly implemented and are working on and consistently improving and getting patients’
feedback. But we are definitely referring, we’re processing all of our referrals in-house any
time the patient sees a specialist. We have referral coordinators who take care of that
process and that’s stress off the patient . . . We have the RNs who are case managers who
follow up with patients so there’s a direct point of contact. Being in the area and the
population that we serve, there’s a lot of barriers—financial, socioeconomic . . . . We
provide help with transportation, we provide help on a spectrum of levels, addressing not
only the patient’s health care needs but their social needs as well. So the patients definitely
have great points of contact and are very familiar with our staff, and we have longevity in our
staffing as well so that also helps keep the patients connected, with them being in such a
large practice.”

CAHPS supplemental items (version 3.0)
Access “ . . . So I think that that’s a really key component for a PCMH. Like a patient can come here

and figure out how to get everywhere else they need to get for their health care. And then
we also have extended hours. Especially in [our county], a lot of private practices are only
open during working hours, which is hard for working people.”

Shared decision and discussion (topic
and domain)

“I would say number one is that they matter. Their opinion matters. We want them to be a
participant in their care, and knowledgeable in such a way they can make modifications to
their care and report them to us rather than calling and asking our permission for them”

(continued)

Quigley et al 1513



transformation was access to care, mentioned by leaders at

25% of the practices. Practice leaders most frequently

reported targeting general differences in access to care due

to PCMH transformation (15%).

Provider communication was the next and third most fre-

quently cited CG-CAHPS domain that practice leaders tar-

geted due to PCMH transformation (see Table 3). For

patient–provider communication, both patients and health

care providers or office staff are seen to be the best source

of information about communication.

By CAHPS supplemental topics. Of the 105 practices participat-

ing in this study, practice leaders at 10% (n ¼ 10) of prac-

tices reported targeting areas of PCMH change related to

CAHPS supplemental items related to shared decision-

making and discussions between the patient and the provi-

der. Another commonly cited domain targeted by practice

leaders that relates to CAHPS supplemental item was access

to care. PCMH transformation related to access was reported

by 11% (n ¼ 11) of practices and included items related to

getting answers to questions or getting care on weekends and

Table 4. (continued)

Domains by survey Exemplar quotes

PCMH item set (version 3.0)
Items related to PCMH standards “I guess of course, getting more access. Having their information in one system or more

information rather than having to call different specialists and feel that those reports
weren’t getting back to their primary care, so that everybody understood what was going
on as a whole picture versus them having to get all their pieces of the puzzle together for
different groups or different providers that they were seeing. And just again, having a better
understanding of how to manage their health and getting more information as far as that
when they leave the office for the day and not leaving and then forgetting what was
discussed.”

Non-CAHPS topics
More services in one place (excl.

specialty)
“I think just like she said, the coordinating care, I think the fact that you can come in and be

seen by multiple providers on the same day. I know just for myself, my provider where I get
care is not PCMH, so for me, it’s hard to know what to keep track of because my charts are
in different doctors’ offices, so I think for this, you come here and we have access to all your
records and that continuity of care where you see exactly what’s been going on with the
patient, because we have all their records, we have anything that’s been done in-house. We
can refer to different programs in-house as well. So I think it just provides better quality care
for the patient and I think patients can definitely notice that because they’re not having to
bounce around from clinic to clinic. For example, medication is one I always think about with
patients, like if they have 5 different providers, not every provider knows what medications,
which can cause errors, or they might have multiple different pharmacies fulfill those
medications, which can cause a lot of issues. So keeping that all in one place makes it easier
for the patient and it hopefully eliminates any issues that might arise from that.”

Team-based care “I think probably the team-based care . . . I think that approach. That really allows many
different partners in taking care of their needs versus just the provider. I think the fact that
we have so many other services that we’re able to offer in one place because we are really
looking at fully integrating care and that continuity of care, making it easy access for patients.
So I think that that’s something that they’re going to see versus just your standard
standalone practice.”

Patient-centered culture “I would think it has to do more with, so to say, paying attention to the patient’s needs and
then actually tailoring our process on our end of how we provide services to the patient,
that it’s more in-depth, more attention to every level, so to say, of the patient’s need rather
than just the traditional doctor’s office that may just be targeted to just medical care rather
than actually see it just being more of a comprehensive visit.”

Chronic condition health education “[Patients] can go to the website and they can look at the education material like okay, I am
taking blood pressure medicine and my blood pressure is high, and they can view the
materials, what are the things they have to worry about. Or they have diabetes, they can
look at the website and there is education and information on diabetes. So our practice was
not offering any of that before PCMH. So it may be the patient resources, they have more
tools, and they have more, I think they appreciate more engagement with the practice, and
of course the patient access”

Care management to support medical
and chronic conditions

“I would hope the changes they would notice is just the collaboration of care, the self-
management tools and resources, the provider or care team collaboration with the patient
about their specific goals and values, their barriers to access. And just overall access to a
healthcare professional by phone, web portal or appointment access.”

Abbreviations: CAHPS, Consumer Assessment of Healthcare Providers and Systems; HER, electronic health record; PCMH, patient-centered medical home;
RN, registered nurse.
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after hours. For both these patient experience areas, the

patient is the best source of information.

Not covered by CAHPS ambulatory surveys. Practice leaders

reported transformation efforts in several areas that are not

measured by core CG-CAHPS, PCMH items, or other non-

PCMH CAHPS supplemental items (see Table 3). Most nota-

bly, practice leaders at 35% (n ¼ 37) of practices discussed

improvement in team-based care as a key area of change

targeted by pursuing PCMH recognition. Team-based care

is defined by the National Academy of Medicine as

the provision of health services to individuals, families, and/or

their communities by at least two health providers who work

collaboratively with patients and their caregivers—to the extent

preferred by each patient - to accomplish shared goals within

and across settings to achieve coordinated, high-quality care.

(29–31)

For team-based care, the health care provider or staff (not the

patients themselves) are the best source of information to

measure changes. Similarly, practice leaders at 28% (n ¼
29) of practices mentioned that offering more services

(excluding specialty services) within their practices was a

key target area during PCMH transformation. In contrast to

team-based care, both patients and health care providers or

office staff are seen to be the best source of information

regarding the availability of more services in one place.

Care management to support medical and chronic condi-

tions was also reported as an area targeted when pursuing

PCMH and maintaining PCMH recognition. Practice leaders

at 22% (n¼ 23) of practices reported targeting PCMH-based

transformation of care management (see example in Table

4).

Other areas that practice leaders reported targeting as part

of transformation efforts were patient-centered culture

(18%) and chronic condition health education (13%). Health

care providers or staff are the best source to measure changes

in office culture (32), while patients and providers or staff

can both be the source of information about chronic condi-

tion health education.

Discussion/Conclusion

Practice leaders reported that during PCMH transformation,

they targeted changes in care delivery in 3 main areas of

patient experience that distinguished care as a PCMH from

the care provided prior to pursuing PMCH recognition:

access to care, provider communication, and care coordina-

tion. These most cited areas of care targeted during PCMH

transformation by practice leaders are measured by the

patient experience CG-CAHPS core survey items, which is

the NCQA PCMH-recommended patient experience survey.

Our findings are supported by the current evidence about the

importance of provider communication. Provider communi-

cation is the aspect of patient experience most correlated

with the overall rating of a provider or of a primary care

clinic (33–35). As such, provider communication is an

important area of patient experience to target when trans-

forming care delivery to be more patient centered as is by a

PCMH. Some evidence exists that care management to sup-

port medical and chronic conditions is also one of the foun-

dational aspects of patient experience that practices target

when making changes to become a PCMH, followed by a

focus on 2 other areas: quality improvement infrastructure

and realigning continuity of care (36). Following these 3

types of PCMH-targeted changes, practices in this same

study focused on access to care such as adding urgent care,

patient portals, or extending hours (36).

Practices in our study used the CG-CAHPS survey as

their main patient experience survey and, in general, were

more likely to have attained NCQA PCMH recognition (ie,

PCMH level 3) for more than 3 years (vs less than 3 years or

a designation as a PCMH level 1 or level 2, which indicates a

practice is not yet a PCMH). Additionally, leaders from

practices with longer PCMH recognition histories (ie, more

than 3 years as a PCMH level 3) in general reported targeting

the most PCMH-related changes in care, showing that the

pursuit of not only PCMH recognition as a level 3 but full

PCMH transformation takes time; these practices were also

significantly different than more traditional primary care

practice models (ie those attaining PCMH level 1 or 2 and

not yet PCMH recognized).

Our research identifies how areas of change for PCMH

transformation and how these map to the CG-CAHPS survey

items can shed light on the usefulness of patient experience

surveys, particularly the CG-CAHPS surveys, and provide

evidence for possibly adding topics to CAHPS surveys spe-

cific to PCMH transformation.

Over 80% of leaders at practices in our sample reported

PCMH transformation efforts in areas not measured on the

CAHPS survey. These are potentially areas of improvement

in patient care that practice leaders are interested in measur-

ing and however are not included in the PCMH-

recommended CAHPS patient experience surveys. The 3

most commonly cited areas outside the CAHPS survey tar-

geted during PCMH by practice leaders were team-based

care, offering more services on-site at the primary care

office, and care management to support medical and chronic

conditions. Attention should be paid to who the best source

of information would be for this information and whether a

patient experience survey would be the best avenue to collect

this information. For example, questions on team-based care

or a practice having a patient-centered culture are better

suited to be reported on by individuals involved with the

operation of the practice (ie, providers, staff, or practice

managers), given that cultural practices or teamwork demon-

strating the principles of PCMH would not be visible to

patients. Because of its comprehensive nature, patient-

centered culture (including respect of patients’ preferences,

coordination and integration of care, considering patients’

physical and emotional comfort, involving family and
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friends, and prioritizing access and continuity of care for all

patients) could at a global level be measured by tracking

patients’ overall rating of providers or care, such as the

CAHPS overall ratings of provider and care. To understand

specific changes, items are needed to measure and monitor

specific types of changes in culture related to care as a

PCMH.

In terms of health education, there are 7 CG-CAHPS

supplemental items known as the Health Promotion and

Education item set related to general health promotion and

education; however, these items ask about general illness

prevention, healthy eating, exercise, stress, or sadness, rather

than education that is specific to managing a chronic condi-

tion or a medical condition (https://www.ahrq.gov/cahps/sur

veys-guidance/item-sets/cg/suppl-healthpromotion-cg30-

adult.html). Practice leaders were referring to changes in

PCMH related to increased education, information, and tools

provided to patients related to medical and chronic condi-

tions, not general health.

Our study has limitations. First, although the sample of

practices was large, varied, and included practices with a

range of PCMH history, it is not a nationally representative

sample of practices. As such, results are reported in percen-

tages to show the variety and breadth of responses to inqui-

ries on PCMH changes reported by practice leaders.

Second, practice transformation related to patient-

centered care and improved patient experiences is reported

from the practice leaders’ perspective and not supplemen-

ted by patient-reported care experiences. The study

attempted to obtain de-identified patient experience data

from practices in the sample that used CAHPS surveys but

was only able to obtain such permissions, except from 18

practices. Practice leaders, however, know the specific

changes made to how care is provided and delivered so are

the most knowledgeable about PCMH changes to care

in their practices. Future work is needed to determine

whether there is alignment between practice leaders’ per-

spectives and patient care experiences during PCMH trans-

formation. Finally, practices were asked to report their

perspectives on transformation efforts via interview, not a

survey. As such, the results reported best represent the tar-

geted areas of transformation in care practice leaders per-

ceived to be most important or most able to be experienced

by the patient and are not an exhaustive list of differences in

care resulting from PCMH.

While many areas of change in patient experience tar-

geted during PCMH transformation are captured by CAHPS

items, some are not. For some non-CAHPS areas, such as

team-based care, patients are not the best source of informa-

tion. However, to give practice leaders the information they

need to make and track changes in care and care experience

during PCMH transformation, CAHPS items are needed to

measure patient experiences of care management that sup-

port medical and chronic conditions and chronic condition

health education.
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