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Transforming Medical Care: Case Study 
of an Exemplary, Small Medical Group

ABSTRACT
PURPOSE Most published descriptions of organizations providing or improving 
quality of care concern large medical groups or systems; however, 90% of the 
medical care in the United States is provided by groups of no more than 20 phy-
sicians. We studied one such group to determine the organizational and cultural 
attributes that seem related to its achievements in care quality.

METHODS A 15–family physician medical group was identifi ed from comparative 
public performance scores of 27 medical groups providing most of the primary 
care in our metropolitan area. Semistructured interviews were conducted with 
diverse personnel in this group, operations were observed, and written documents 
were reviewed. Four primary care physician researchers and a consultant then 
reviewed transcriptions, fi eld notes, and materials during semistructured sessions 
to identify the main attributes of this group and their probable origins.

RESULTS This medical group ranked fi rst in a composite measure of preventive 
services and fourth and sixth, respectively, in composite scores for coronary artery 
disease and diabetes care. Our analysis identifi ed 12 attributes of this group that 
seemed to be associated with its good care quality, with patient-centeredness 
being the foundational attribute for most of the others. Historical factors impor-
tant to most of these attributes included small size, physician ownership, and a 
high value on practice consistency among the clinicians in the group.

CONCLUSIONS The identifi ed 12 attributes of this medical group seem to be 
associated with its superior care quality, and most of them might be replicable by 
other small groups if they choose to work toward that end.

Ann Fam Med 2006;4:109-116. DOI: 10.1370/afm.424.

INTRODUCTION

In 2001, the Institute of Medicine (IOM) published a landmark report 
that decried the large gap between current care quality and what should 
be achievable, especially for patients with chronic medical conditions.1 

Other recent studies have confi rmed this gap for both the population of 
the United States as a whole and for the elderly.2,3 The IOM report called 
for a transformation in care delivery and identifi ed 6 component aims for 
quality (safety, timeliness, effectiveness, effi ciency, equity, and patient-cen-
teredness). It also identifi ed 6 challenges that care delivery organizations 
will need to address in that transformation. In 2004, the Future of Family 
Medicine (FFM) report from all 7 national family medicine organizations 
also called for a transformation in the way family physicians practice, iden-
tifying the need to create and sustain a New Model of practice.4 The 11 
characteristics of this New Model and the 6 design challenges of the IOM 
report seem to describe the medical practice needed for the future, at least 
for family medicine practices. They are listed in Table 1.

Many articles and studies have been published about the ways in which 
large care-delivery organizations or systems are responding to these chal-
lenges.5-10 A growing list of publications also addresses the importance of 
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organizational factors and culture for high-quality care, 
and these publications also focus predominantly on 
large delivery systems.11-17 Yet though 82% of physi-
cians work in groups of 9 or less (90% in groups of 20 
or less) and the proportion in large medical groups has 
not changed since 1995,18 there are only a few studies 
of the function or culture of small medical groups.18-23 
These qualitative studies have contributed greatly to 
our understanding of small practices, especially in terms 
of complex adaptive systems theory, but we still lack 
detailed descriptions of any particular smaller medi-
cal groups that could serve as exemplary models of 
transformed care. Without such models, the conceptual 
exhortations of the IOM and FFM reports will be dif-
fi cult to translate into real life.

With this need in mind, we noted that several rela-
tively small medical groups in Minnesota were receiv-
ing the highest scores on a public performance report 
card for high-quality preventive and chronic disease 
care. One group, with the pseudonym Patient First 
Medical Group (PFMG), agreed to allow us to conduct 
an intensive qualitative study of its organization and 
culture. In 2004, this group had achieved the highest 
score on a composite measure of 10 clinical preven-
tive services for adults among the 27 medical groups 
providing primary care to most of the residents of the 
Minneapolis-St Paul metropolitan area. That year, 94% 
of all their adult patients were up-to-date for each of 
the services indicated for them. The group attained 

the fourth highest score for managing a composite set 
of 6 coronary artery disease risk factors and the sixth 
highest score for a composite set of 7 diabetes care and 
outcome measures. PFMG also has one of the high-
est scores in the region on patient satisfaction surveys, 
with 64% of respondents reporting that they are very 
satisfi ed with access to care.

Our goal in this qualitative case study was to pro-
vide an analysis and description of the attributes of this 
exemplary medical group so that other practices and 
groups interested in achieving similarly high levels of 
quality might be able to learn from them. 

METHODS
We conducted semistructured interviews in 2 rounds 
with 16 individuals from each of the 3 PFMG clinics, 
including the present and former medical directors, 
managers, supervisors, physicians, nurses, and medi-
cal assistants. Selection was primarily driven by the 
individuals’ positions in the organization so we could 
gather information from each site and each layer in 
the leadership structure. The original round of 12 
interviews elicited information about how the group 
was organized and how it delivered care, how change 
was managed, and what the facilitators and barriers 
to change were. The single interviewer (MCH) also 
observed clinic operations and reviewed and collected 
examples of documents related to the study goals. In 
the second round of interviews, more information was 
sought from some of the 12 original interviewees plus 4 
new ones about how the medical group developed over 
time, what the fi nancial and business considerations 
were in its strategies and operations, and how much 
variation there was among sites and among physicians. 

All 11 hours of interviews were tape-recorded and 
fully transcribed, and the interviewer wrote fi eld notes 
of her observations and perceptions. These materi-
als and the collected documents were read, reviewed, 
and discussed in 3 semistructured discussions by the 
4 primary care physician coauthors, with consulta-
tion support and guidance (by BFC). After identifying 
observations and themes, the investigators developed 
them, using an iterative consensus process, into attri-
butes that seemed to be associated with the provision 
of high-quality care and that we considered likely to 
be underlying sources of that care. Finally, each feature 
and characteristic of the 2 models was considered for 
its relationship to this medical group. Each of these 
summaries and this article were reviewed with the 
medical group’s leaders for accuracy, but the authors are 
responsible for any factual or interpretive errors. The 
study was approved by the HealthPartners Institutional 
Review Board.

Table 1. The Recommendations for New Care 
From the Institute of Medicine and the Future 
of Family Medicine

Institute of Medicine

1. Redesign of care processes based on best practices
2.  Use of information technologies to improve access to clinical 

 information and support clinical decision making
3. Knowledge and skills management
4. Development of effective teams
5.  Coordination of care across patient conditions, services, and 

 settings over time
6.  Incorporation of performance and outcome measurements for 

 improvement and accountability
Future of Family Medicine

1. Personal medical home
2. Patient-centered care
3. Team approach 
4. Elimination of barriers to access
5. Advanced information systems
6. Redesigned offi ces
7. Whole-person orientation
8. Care provided within a community context 
9. Emphasis on quality and safety 

10. Enhanced practice fi nance 
11. Commitment to provide family medicine’s basket of services
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RESULTS
Description
At the time of the interviews, PFMG included 15 family 
physicians and 3 nurse-practitioners practicing in 3 sites 
in suburban Minneapolis-St Paul. One nurse-practitioner 
and 4 to 6 physicians were at each site, which differed 
primarily in their setting and population. One was in an 
old suburb with 10% to 15% recent immigrants and a 
more-elderly population, 1 was in an upper middle-class 
white suburb that was starting to age, and 1 was in a rural 
setting that was moving toward suburban status. Although 
each site had some variation, there were far more similari-
ties than differences among them and considerable inter-
mixing of staff and physicians on various committees. 

PFMG was established 25 years earlier by 2 new 
graduates of a nearby family medicine residency. Until 
4 years ago, when the physicians decided to sell their 
practice to a large health plan with a staff-model medi-
cal group, the physicians had owned the practice them-
selves. PFMG chose the sale because they could see 
no other way to obtain the fi nancial capital necessary 
for updating their facilities and acquiring an electronic 
medical record system. As practice owners, they had 
always paid themselves equally (prorated by full-time 
equivalents), but at acquisition they converted to a 
completely productivity-based payment system. 

Both before and after the sale, PFMG was managed 
by a medical director and president, an executive board, 
and managers for clinical services and patient services, 
and all major decisions were discussed and ratifi ed by all 
the physicians in their monthly meeting. After the sale, 
the medical director reported to the medical director 
of the staff-model medical group, although until very 
recently PFMG’s operations have continued to be rela-
tively independent of the larger organization.

Clinical staffi ng patterns were built around clini-
cian-medical assistant dyads, with a front offi ce person 
connected to each dyad; 1 nurse at each site provided 
telephone triage and selected patient education or 
nursing services for the site. All staff members were 
nonunion. Only about 15% to 20% of PFMG’s patients 
were insured by the owning health plan, with the rest 
of the patients either insured by all other payers in the 
area, or they were uninsured. The clinical information 
system has remained entirely paper-based, although in 
the near future there are plans to implement the larger 
medical group’s electronic medical record.

Attributes
The main attributes of PFMG that seem associated with 
its approach to patient care are listed in Table 2. Further 
description and illustrative quotations from the tran-
scriptions follow. (Quotes are not necessarily given ver-
batim; some have had minor edits made for readability.) 

Leadership
This physician-owned and -led practice has evolved 
its medical leadership through an informal consensus 
process by the entire physician group, but the 2 princi-
pal managers share operational leadership. Leadership 
is strong and consistent at all levels, an approach that 
could be characterized as both top-down and bot-
tom-up, with an emphasis on leading through example 
and encouragement. PFMG’s leadership approach and 
remarkably clear vision of its future evolved with time, 
assisted (according to leaders at each level) by encour-
agement for leaders to be involved in outside experi-
ences. They note that early on leadership was a matter 
of individual personality and style, but in the past few 
years this leadership style has been superseded by a 
well-developed and increasingly supportive manage-
ment structure.

“Managers are the agents of change.” – Manager
“The way they go about making or deciding about 

a change is by getting feedback from all areas. It’s very 
seldom just a top-down thing. It’s very seldom just a 
tell that, ‘This is the way it’s going to be.’ Usually we’ve 
agreed upon it, and then if you don’t do it, now it’s a 
tell.” – Manager

“We have a great management team.” – Physician

Patient-Centeredness 
The philosophy of patient-centeredness goes well 
beyond the individual interactions with patients to 
the operational systems of the clinics. PFMG’s story 
tells of physician unhappiness when they realized that 
patients seeing more than 1 physician in the group 
were receiving confl icting advice and messages. To 
reduce this source of patient confusion, they deliber-
ately developed an increasingly standardized approach 
to care. Another aspect is clinician-patient continuity, 
which PFMG actively encourages but leaves up to the 
patient with no disagreement among clinicians, as there 
is a tradition of distributing work opportunities equally. 

Table 2. Principal Attributes of Patients’ First 
Medical Group

1. Strong visionary leadership
2. Patient centered
3. Strong support for physician-patient relationship
4. Strong group, team, and standardization orientation
5. Extensive involvement and engagement of all physicians and staff
6. Highly organized change management
7. Focused
8. Strong change and improvement orientation
9. Broad physician sense of ownership and responsibility

10. Market driven
11. Data-based, transparent, and accountable
12. Pride and joy
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Patient-centeredness was cited by many personnel as 
the purpose of their work, with the goal to improve the 
care that patients receive.

“Every day that we walk in this door, we say to our-
selves we’re going to give the best that we can of our-
selves in making the patient satisfi ed, from the time we 
answer the phone or the time they walk in the door to 
the time we fi nish the task that they’ve asked us to do.” 
– Manager

“Without being able to deliver a good-quality 
patient care, what would be the sense of changing 
everything?” – Manager

“We’re forever attached to our patients [following 
up after a visit].” – Medical Assistant

“They [patients] know we know who they are.” 
– Manager

“We want our patients, from the moment that they 
walk in the door, to feel everything is very seamless.” 
– Manager

Focus on the Physician-Patient Relationship
Most of the interviews included examples of the strong 
focus on making the interaction between the patient 
and physician as effi cient and effective as possible. 
Although PFMG has a paper charting system, it is 
extremely well organized and up-to-date, allowing for 
effi cient use. Each site has a “chart-prepper” whose 
sole duty is to review and organize the chart for each 
scheduled patient so that all results are entered, prob-
lem lists and data fl ow charts are fi lled in, preventive 
or chronic disease services needed are highlighted, and 
patient education materials that might be needed are 
included. The chart is further reviewed and extended 
by the medical assistant, who circles abnormal vital 
sign values in red and completes test orders or referral 
forms to make it easy for the physician to sign them. 
The after-visit summary results provide both patients 
and physicians the same benefi ts after the visit. It was 
interesting to fi nd relatively little use of standing orders 
or clinical task delegation in this group, which relied 
instead on extensive involvement of all other staff to 
bring together information that would prompt the phy-
sician’s actions. Apparently this tradition stems in part 
from not having nurses in the practice until recently, 
although now their protocol-driven care roles (eg, in 
contraceptive management) are steadily expanding.

“If my MA [medical assistant] sees an eye exam is 
overdue, she’ll already have a referral on the front of 
the chart for me.” – Physician

“That’s kind of our way of making sure everything is 
in the chart ready for the doctor.” – Medical Assistant

“If Dr. X has numbers that are low and that’s the 
doctor who I’m supposed to support, what can I do to 
help make that work better?” – Physician

Broad Physician Sense of Ownership and Responsibility
All the physicians in the group seem to feel respon-
sible for both clinical and administrative aspects of the 
practice. No quality improvement or guideline activity 
is undertaken without a physician champion who is 
responsible for teaching colleagues about it and arguing 
for the care approach being suggested. Similarly, all are 
involved in supporting the arrangements made to ensure 
that the approach decided upon is implemented well.

“We feel as if our presence here as providers [phy-
sicians] allows these people to be employed. And 
so there’s this sense of responsibility about that.” 
– Physician

“Each committee has a provider and it’s up to that 
provider to bring it to the provider group to dis-
cuss it amongst all the providers and then decide.” 
– Supervisor

“When [physicians] decide to make a change, they 
look at the global reasons for making the change.” 
– Manager

“If you don’t have the provider support [for a 
change effort], it’s just going to crumble. We have 
really good provider support here.” – Supervisor 

Extensive and Intensive Involvement and Engagement 
The interviews show strikingly consistent comments 
and descriptions, from director to medical assistant, 
of the mission, vision, values, and strategies, as well 
as of how change is managed. They all appear to feel 
involved in these actions as the result of an explicit 
practice of not making any change without involving 
those whose work it affects.

“I just happened to be on the [design] team, but it 
could have been any patient service employee here … 
it would have been her responsibility to get that info to 
me and the other sites as well.” – Supervisor

“One of the patient services supervisors is the visit 
summary guru.” – Manager

“You know you can go to [managers] if you have 
questions or problems or ideas? Oh yeah. Defi nitely.” 
– Medical Assistant

Highly Organized Change Management 
When fi rst looking at the PFMG organizational chart, 
we were impressed by its apparent complexity and 
the extensive interlocking and overlapping commit-
tee structure. There is a practice leadership team that 
involves both medical and managerial leaders, as well 
as a monthly physician meeting, where the real policy 
decisions and changes in care are addressed. A Continu-
ous Quality Improvement committee meets monthly 
and oversees separate committees for laboratory, forms, 
quality improvement change agent, safety, and quality 
control. The large multidisciplinary and multisite design 
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team is responsible for planning implementation of major 
policy initiatives, such as an after-visit summary used to 
monitor and address all follow-up services and arrange-
ments. In addition, previous major initiatives, such as 
the group’s conversion to advanced access appointment 
scheduling 3 years earlier, still get maintenance attention 
from an access team that meets quarterly. All this activity 
is in addition to regular meetings of managers, medical 
assistant staff, patient services staff, nurses, etc. 

Despite this organizational complexity, everyone we 
interviewed appeared to understand the whole system, 
knew how to interact with it in a meaningful way, and 
was confi dent that good decisions would be made. It 
also seemed that everyone in this practice is a systems 
thinker to an unusual degree. In developing and imple-
menting change, extensive use is made of true pilot tests, 
measurement, feedback, revision and refi nement, diverse 
communications, and attention to maintenance. Finally, 
leaders of committees or teams strive to make meetings 
productive and engaging, working to hone needed skills. 

“We RNs [nurses] pilot it, see how it goes, survey 
patients, make a few changes, then start it at another 
site, and then the third.” – Nurse

“It’s supposed to start with the committee, go to 
the providers, come back to the committee, rework it.” 
– Supervisor

“That’s how pretty much we start everything, is 
fl ow-charting it and looking at it and seeing exactly, ‘Is 
this step necessary? Why do we do this?’ – Supervisor

Focus 
Unlike many medical organizations, PFMG avoids 
the trap of trying to improve too many things at one 
time with the result that none is done well. Decisions 
on new initiatives are made selectively and sparsely 
by the leaders and physicians, concentrating on those 
changes that will make the most difference to patients. 
In the clinical area, they worked only on diabetes for 
3 years until they got it right; now they are addressing 
coronary heart disease and depression. The improve-
ment strategy for a given clinical topic is distilled to a 
simple operational strategy that is easy to communi-
cate. For example, the initial major operational strategy 
to improve preventive services and diabetes was to 
develop a previsit planning process. The current major 
initiative to improve care is implementation of a care-
fully designed and pilot-tested after-visit summary. As 
is their chart system, the after-visit summary is paper-
based, and copies are produced for the chart, patient, 
and the designated patient services employee. The 
patient services employee is responsible for tracking 
everything ordered through completion and noting it 
in the chart; an added benefi t is making patient services 
employee feel importantly involved in patient care.

“We want to capture the patients that really need to 
have these [after-visit summary] instructions.” – Manager

“We haven’t been doing [after-visit summaries] for quite 
a year…. I could see us making yet another change to this. 
So we’re constantly following up, you know?” – Manager

“Somebody in the organization has to have a really 
good understanding of how long it takes to make a 
change, how long it takes to communicate, and the 
learning curve of the change. If you have too many 
really big changes, you totally overload the system and 
the people that need to implement it, and they’re going 
to get frustrated. And once you’ve started implementing 
a change, leadership needs to stay engaged in the pro-
cess, constantly be following up.” – Manager

Strong Change and Improvement Orientation
At all levels, those in PFMG appeared to feel invigo-
rated by change rather than threatened by it. In part, it 
is clear to everyone that change is needed and is driven 
by both a business and quality mission. It also appears 
linked to feeling that the changes are under the control 
of the whole group as well as each employee.

“When we start to do something new, people really 
cling to that change and want to do it and see how it 
works. They’re open to change.” – Medical Assistant

“We really want change, and our provider on this 
particular committee is very aggressive when it gets to 
change…, but it was the whole team pushing him, too, 
to get this done and get it to where we want it to be.” 
– Supervisor

“Over time [change] developed as just a core value 
of quality within [PFMG].” – Manager

“You’re going to have to change so much, but in the 
long run it’s going to end up being easier for you, so 
you just have to get adjusted to it.” – Supervisor

Teamwork and Standardization 
Standardization often has a negative connotation among 
physicians, but these physicians and staff members seem 
to accept that locally tailored standardization and team-
work are the keys to improvement and to providing a 
consistently high quality experience for each patient. 
Teamwork was an early goal in this group’s history, and 
they have used many techniques to foster it, including 
equal pay for the physicians, a common offi ce area at 
each site for all clinicians, carefully selecting new clini-
cians who fi t the team model, providing new personnel 
with mentors and extended orientation, publicizing 
internally both site and clinician performance measures, 
using extensive involvement and communication, and 
sharing stories that demonstrate these goals. In fact, the 
group has consciously used its approach to hiring and 
retention of clinicians and other staff to foster teamwork 
and standardization, as well as the other attributes. 
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“We’re all in this together, and every one of our 
roles is just as important … it would be like functioning 
without one of your limbs.” – Manager

“The culture of the providers is that they all will do 
what’s been decided will be done … aren’t any loose 
cannons.” – Manager

“Everyone at this clinic seems to be pretty commit-
ted to following the guidelines.” – Physician

“Not letting individual providers make specifi c little 
tweaky rules [about access].” – Manager

“It’s a team effort, truly, when we make a change. It’s 
all departments and all areas being aware of the change 
and why we’ve decided to make it that make that 
change a successful one.” – Supervisor

Market Driven
More than 13 years ago, as the local marketplace was 
becoming dominated by a few health maintenance 
organizations and large medical groups, PFMG decided 
that if they were to survive and thrive as an inde-
pendent group, they needed a desired distinguishing 
feature. That feature was to be quality. Not that they 
would necessarily be the fi rst to come up with new 
approaches to care, they would be the best at imple-
menting them. Thus they value agility and change 
highly. They also have been solidly committed to the 
local quality improvement collaborative (Institute for 
Clinical Systems Improvement [ICSI]) from its incep-
tion, which they consider a valuable source of assis-
tance in their quest for quality.

“I think from a patient perspective quality is the 
whole experience…. If we don’t have people that want 
to continue coming here and fi nd it pleasurable and 
delightful, basically we don’t have a business.” – Manager

“What we recognized at that point was that, as a 
small group, we had certain areas where we could have 
the competitive advantage that we needed to remain 
a viable business. Part of that was cost, and more and 
more a big part of it was quality.” – Physician

Data-Based, Transparent, and Accountable
It appears that every change initiative, clinical or admin-
istrative, is based on repeated measures of its implemen-
tation or outcome. The results of these measures are 
posted and used to compare physicians as well as sites, 
with the goal of learning from variation and not squelch-
ing it unnecessarily. It is also clear there are no secrets 
and everyone must be accountable for patient care. For 
example, each month, the medical assistant supervisor 
audits the charts of each medical assistant to maintain 
their systems and to identify areas needing attention.

“By doing the measurements and publishing the 
measurement, there’s a certain amount of pressure.” 
– Manager

“I’m pulling … probably 120 charts a month [to 
audit MA work].” – Supervisor

“Some minor variation [is] appropriate as long as 
there’s enough transparency about it so … they are at 
some level accountable for the impact of the variation.” 
– Physician

“We do have everyone read it [memos or committee 
minutes], sign off that they’ve read the information.” 
– Manager

“There’s just people that get into habits or don’t really 
like change, and we’re working on them…. On the back 
of each door in every patient room, it says, ‘Did you get 
a visit summary from your provider today?’ Now the 
patients are asking the providers for one.” – Supervisor

Pride and Joy
Although hard to quantify, this attribute comes through 
in every interview. All physicians and staff appear to be 
proud of what they are accomplishing and take joy in 
their continuing work lives.

“That’s what everybody likes about this clinic 
and working here, too, is the fact that we have so 
many responsibilities and so many [different] duties.” 
– Supervisor

“The relationship between the providers and the 
staff has always been very open and strong. There’s a 
lot of mutual respect and working together.” – Manager

History or How Did They Get This Way?
When interviewed, 1 of the 2 practice founders empha-
sized that from the beginning they were determined to 
combine high-quality medical care with being family 
friendly for physicians and staff, and they wanted an 
egalitarian structure to the work environment. Those 
emphases appear to have continued, shaping their early 
realization that patients found confusing the varying 
messages when they saw different clinicians. Through 
extensive discussions in their monthly all-clinician meet-
ings, they made a conscious decision that the only solu-
tion was to standardize their care as much as they could 
while maintaining individual tailoring in accordance 
with patient desires and needs. They also found that 
consistent, standardized care was impossible to achieve 
in the absence of practice systems to support it. About 
10 years ago, they decided to take extensive advantage 
of the quality improvement knowledge and skills avail-
able through a regional quality improvement organiza-
tion (ICSI). Participation in ICSI allowed them to inter-
act with leaders from other, more-sophisticated, large 
medical groups, which led to an expanded world view 
of the importance of quality as a key business advantage 
in a competitive market. Finally, the highly structured 
and broadly involved management was strengthened by 
hiring a new administrative leader with such interests. 
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DISCUSSION
PFMG appears to be a remarkable medical practice. It 
is especially interesting that it has reached this point 
with limited resources and without the electronic 
information systems that so many consider a prerequi-
site for good care. Although we have only the public 
performance measurements to compare this group 
quantitatively with other medical groups in the met-
ropolitan area, the composite nature of these measure-
ments means that the 3 measures described actually 
refl ect 23 different quality measures. PFMG’s ranking 
regionally is all the more remarkable considering that 
the level of quality in most groups in this area is well 
above national averages. Health Plan Employer Data 
and Information Set (HEDIS) rankings for the PFMG 
effectiveness-of-care measures (representing an average 
across all medical groups providing care to its mem-
bers) make this health plan one of the top 5 for quality 
in this region of the country.24 

How well does this group seem to fulfi ll the IOM 
challenges and the FFM characteristics? Although they 
have not achieved perfection, primarily in the areas of 
information technology and fi nances, they are at least 
satisfactory models for other medical groups in all of 
the other items. It is also hard to evaluate their current 
lack of electronic information technology, because their 
many creative paper tracking systems and excellent 
paper chart seem to accomplish well many of the same 
goals. They are scheduled to implement an electronic 
medical record in 2006 that will include a variety of 
patient Web-accessible features and a secure electronic 
communication system with patients. Finally, most of 
the attributes we identifi ed as central to the culture 
and success of PFMG are not mentioned by the IOM 
and FFM, perhaps because they wanted to emphasize 
patient-perceived characteristics rather than the back-
ground group function that allowed those behaviors to 
happen. We believe that these unrecognized attributes 
of its organizational culture are what has allowed PFMG 
to create a practice that meets so many of the design 
recommendations of national bodies and might even 
be required as a foundation for achieving those recom-
mendations. Certainly, most experts who have studied 
successful organizations have concluded that culture is 
absolutely critical to successful change.25-29 The point is 
most explicitly made by Senge et al: “The fundamental 
fl aw in most innovators’ strategies is that they focus on 
their innovation, on what they are trying to do rather 
than on understanding how the larger culture, struc-
tures, and norms will react to their efforts.”30 The les-
sons from PFMG should at least be considered by those 
who wish to transform their care for the future.

What accounts for such an exemplary organization? 
Clearly, having homogeneous single-specialty profes-

sionals who are fi nancially and medically responsible 
for the practice helps, as does its origin as a new prac-
tice with a mission focused on providing high-quality 
care. These characteristics, however, are true of many 
primary care practices in the United States. 

After considerable discussion, we think that there 
are 2 root causes for this practice taking a path differ-
ent from most—leadership and patient-centeredness. In 
this case, patient-centeredness goes well beyond that of 
individual clinicians for individual patients; instead, it is 
a system-level attribute for their entire patient popula-
tion. This unusually strong focus on patients resulted in 
the willingness of PFMG to standardize care, implement 
common guidelines, and acquire many of the other 
attributes we identifi ed. Those attributes would have 
been only good intentions had PFMG not had unusually 
capable leaders who were able to successfully involve 
and engage the entire staff in implementing them, even 
though the leaders might not have seen the path clearly 
from the start. They certainly do now, as refl ected in 
the current medical director’s insightful comment: “The 
secret to meeting [quality] goals is to systematize things 
so they become automatic, and less thought is needed 
to make sure each item is completed.”

Casalino et al9 studied more than 1,000 medical 
groups of more than 20 physicians and found that 2 fac-
tors most strongly predict what they called “care man-
agement processes” for chronic disease care: external 
incentives and information technology. Bodenheimer et 
al15 subsequently followed up this study by interviewing 
158 leaders of 15 diverse medical groups to identify the 
principal facilitators and barriers to the implementa-
tion of such care management processes. They found 
that the 2 most commonly mentioned facilitators were 
strong leadership and an organizational culture that 
placed a high value on quality. While inadequate infor-
mation technology and reimbursements unrelated to 
quality were frequently mentioned barriers, the other 3 
main barriers cited were a poor fi nancial position, physi-
cian resistance, and physicians being too busy. 

Our region has had fi nancial incentives for attain-
ing high scores on quality measures since 1997, and 
interviews with PFMG personnel suggest that these 
incentives did contribute to the group’s focus on qual-
ity improvement. Electronic internet technology has 
not been necessary for this group, however, as they 
have been able to make good use of excellent paper-
based information systems. Their experience suggests 
that their organizational mission and culture focused 
strongly on patients and quality overcame physician 
busyness and resistance, although at least minimal 
fi nancial security may be needed.

We are aware of the limitations of such a case study. 
Our information was incomplete and subject to the 
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biases of the investigators and reporters. If there are 
mistakes, however, they are ours, and we report our 
analysis in the spirit of raising hypotheses for further 
research rather than as defi nitive answers. In addition, 
we have no way of knowing whether these same attri-
butes are found in other medical groups with quite dif-
ferent performance results. Finally, one might question 
whether this group is truly successful in that it chose 
to sell itself to a larger organization. It did so because 
it lacked the capital to invest in increasingly necessary 
major expenses, such as an electronic medical record 
and building space and renovations. This outcome may 
have been more likely in our region, which has limited 
reimbursement for primary care services, but it is a cau-
tionary tale for even such excellent groups. 

Nevertheless, we agree with Fernandopoule et al12 
that we need to learn how to identify high-perform-
ing organizations, better understand what differentiates 
the successful from the unsuccessful ones, elucidate the 
process of organizational change, and explore the role 
and characteristics of good leadership. As they said, 
case studies can “provide essential qualitative insight 
into attributes associated with quality performance.” We 
believe that PFMG illustrates the truth of that statement. 

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/cgi/content/full/4/2/109. 

Key words: Delivery of health care; effi ciency, organizational; group 
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