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Recognition as a Patient-Centered Medical 
Home: Fundamental or Incidental?

ABSTRACT
PURPOSE Little is known about reasons why a medical group would seek recog-
nition as a patient-centered medical home (PCMH). We examined the motiva-
tions for seeking recognition in one group and assessed why the group allowed 
recognition to lapse 3 years later.

METHODS As part of a larger mixed methods case study, we conducted 38 key 
informant interviews with executives, clinicians, and front-line staff. Interviews were 
conducted according to a guide that evolved during the project and were audio-
recorded and fully transcribed. Transcripts were analyzed and thematically coded.

RESULTS PCMH principles were consistent with the organization’s culture and 
mission, which valued innovation and putting patients fi rst. Motivations for 
implementing specifi c PCMH components varied; some components were seen 
as part of the organization’s patient-centered culture, whereas others helped 
the practice compete in its local market. Informants consistently reported that 
National Committee for Quality Assurance recognition arose incidentally because 
of a 1-time incentive from a local group of large employers and because the 
organization decided to allocate some organizational resources to respond to the 
complex reporting requirements for about one-half of its clinics.

CONCLUSIONS Becoming patient centered and seeking recognition as such ran 
along separate but parallel tracks within this organization. As the Affordable Care 
Act continues to focus attention on primary care redesign, this apparent discon-
nect should be borne in mind.

Ann Fam Med 2013;11:S14-S18. doi:10.1370/afm.1488. 

INTRODUCTION

T
o paraphrase Casalino,1 if a Martian wanted to see patient-centered 

care, could it safely focus on groups recognized by the National 

Committee for Quality Assurance (NCQA)? Or might our 

alien miss practices that truly serve as patient-centered medical homes 

(PCMHs)? This case study of a group that obtained and then failed to 

renew recognition can guide our intrepid alien.

PCMH constitutes principles to reshape medical relationships, roles, 

and responsibilities to bolster primary care and improve outcomes.2-4 Defi n-

ing principles, rather than mandating specifi c policies or practices, raises 

challenges of implementation.5 Implementing NCQA-defi ned components 

can lead to NCQA recognition, but the power of PCMH exists, at least 

partly, in the idea of a home that serves patients fl exibly and humanely.6 

Practices thus fi rmly committed to serve as a patient home may weigh the 

costs and benefi ts of implementing particular NCQA components.7

The medical home may address defects in the US health care system, 

so health care leaders focus on what makes a home and how to foster and 

reward “homeness.”4,8-13 Surveys show practice size and sophistication and 

payment systems and incentives are associated with homelike practices 

and structures.14,15 Demonstration projects provide insights into how to 

transform a practice into a home and what kinds of environment homes 
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need to fl ourish.16 But different practices in diverse 

environments can and should serve as medical homes. 

Previous research provides fewer insights into how 

or why practices may embrace PCMH principles and 

apply for recognition, or, alternatively, why a “home-

like” practice might not seek recognition.

To extend our understanding of how and why a 

practice becomes a home, we conducted a qualitative 

case study of a large multispecialty group that achieved 

NCQA recognition in 10 primary care clinics. We exam-

ined the context surrounding PCMH transformation 

and recognition. As can happen in qualitative studies, 

emergent issues introduced new analytical foci.17,18 Dur-

ing our project, the group decided not to renew PCMH 

recognition—a decision that raised new questions for 

the study. Why was the practice letting recognition 

lapse? Wasn’t it important for the practice to be known 

as a NCQA-recognized PCMH? How had the practice 

decided to pursue recognition in the fi rst place? Did the 

decision to let recognition lapse indicate a weakening 

commitment to patient centeredness? We use data from 

key informant interviews to examine these questions.

METHODS
Setting
We studied a large nonprofi t multispecialty group 

practice in northern California (hereafter referred to 

simply as the group; per institutional review board pro-

tocol, all names are pseudonyms) that serves 4 counties 

and more than 700,000 patients who mirror Northern 

California demographically. The group has approxi-

mately 4,500 employees and 1,000 physicians, one-half 

primary care and one-half specialists. Payment mix is 

80% preferred provider organization and 20% health 

maintenance organization. Of 17 primary care clinics, 

11 were recognized by NCQA in 2007-2010—6 at 

Level 2 and 5 at Level 3 (the highest rating).

As part of a mixed methods case study of PCMH at 

the group, a multidisciplinary team of social scientists 

carried out qualitative research led by 2 ethnographers 

(D.D., M.H.M.) with extensive qualitative experience. 

In addition, 2 economists involved in the larger study 

provided comments, and an additional sociologist par-

ticipated in coding. 

Sample
We conducted 38 semistructured in-person interviews 

at practice sites with front-line staff (physicians, nurses, 

medical assistants) and administrators (department 

leads, division heads, and senior executives). Partici-

pants were chosen purposively to include personnel 

involved with PCMH implementation across locations 

and at different organizational levels.

Data Collection
Interviews took approximately 60 minutes and focused 

on PCMH implementation. Participants provided writ-

ten consent but were not compensated. Interviews 

were audio-recorded and transcribed by a professional 

service. The interview guide addressed the informant’s 

concept of PCMH, decision to seek and then not 

renew NCQA recognition, organizational and cultural 

meaning of recognition, and implementation barri-

ers or facilitators. The guide is given in Supplemental 

Appendix 1 (available online http://annfammed.

org/content/11/Suppl_1/S14/suppl/DC1). One 

member of the team (M.H.M.) attended all but 

2 interviews, and most interviews included a second 

team member (D.D., D.Y.H., M.T-S., or D.L.F.).

Data Management and Analysis
All transcripts were entered into ATLAS.ti (ATLAS.ti 

Scientifi c Software Development GmbH). Two authors 

(D.D., M.H.M.) led biweekly meetings to discuss data 

collection, emergent themes, and sampling strategy. 

We drafted a codebook to refl ect study aims and 

modifi ed it iteratively based on ongoing analysis. The 

codebook had 2 tiers: a component code identifi ed 

particular PCMH components and a substantive code 

tagged content. We also included codes for cross-cut-

ting themes. Transcripts were coded at the paragraph 

level. Five interviews were coded by 2 independent 

coders to establish reliability, and coding differences 

were discussed and reconciled. When one-half of the 

interviews had been completed, the team held a day-

long retreat to fi nalize codes, discuss emergent themes, 

and plan fi nal interviews and analyses that were carried 

out by the 2 qualitative leads.

RESULTS
Our interviews shed light on why the group initially 

obtained NCQA recognition and then decided against 

renewal. Most informants reported the group valued 

patient centeredness and acting as a medical home as 

being consistent with the organization’s fundamental 

values. An incidental opportunity in the local market 

explained why the group sought and then decided 

again renewing NCQA recognition.

PCMH Principles and Organizational Values
Key informants told us that patient centeredness and 

other key principles of PCMH had always been part 

of the group’s organizational culture. Executives said 

founders of the group wanted patients to have a “1-stop 

shop” for primary and specialty care. Nearly all clinic 

staff agreed with the sentiment a senior administrator 

expressed: “the idea of the patient at the center I think 
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has always been at the core of how this group oper-

ates.” Informants cited this orientation as responsible for 

the organization’s willingness to experiment with new 

initiatives and innovations, as a physician-administrator 

put it, “We want to improve processes so that we take 

better care of patients.” Another physician leader cited a 

number of care redesign projects—“a patient care medi-

cal home, primary care redesign or innovation center, 

MyHealth Online [a Web-based patient portal]”—that 

he felt illustrated how “there’s always been attempts to 

improve care, always.” As a nurse summarized: “To me, 

process improvement and making things better for our 

patients should be incentive enough.”

The organization did not embrace patient cen-

teredness blindly, however, as leaders recognized that 

“our model of patients fi rst” had to bend to practical 

constraints and limits. Fee for service was a common 

concern, as this administrator noted:

The current primary care medical home concept is really an 

expansion of talent to support the primary care physician, 

whether it’s pharmacy, social work, etcetera, to enable the 

primary care physician to really have a larger panel with 

more support and be able to be more focused on medical 

decision making and have the support needed, in a team 

delivery concept...[However] it is not cost-effective in a fee-

for-service environment. In fact, it’s unsustainable in a fee-

for-service environment.

Physicians voiced concerns about PCMH compo-

nents perceived to be burdensome. One physician-

administrator recalled a plan to expand e-mail so 

“every single patient could just e-mail the doctor for 

free.” This was among the “worst fears” of physicians 

who worried that it would “open the fl oodgates” and to 

overwhelming demand that would amount to “shoot-

ing ourselves in the foot.” Fiscal constraints impeded 

adoption of other patient-centered innovations such as 

care coordination. Coordination was seen as a benefi t 

for patients, but, as a senior administrator articulated, 

“how do you build patient-centered medical home 

when the adjunct people are almost as costly as pri-

mary care doctors?” Informants also noted the diffi -

culty of implementing the vague principles of PCMH. 

In the words of a physician administrator:

How do you incentivize right care? Or how do you incentiv-

ize avoiding care, unnecessary care, or investing in nonreim-

bursed stuff in a fee-for-service environment, even when that 

nonreimbursed stuff provides value? How do you do that? 

That’s the most important question.

Implementing PCMH components that allowed 

physicians to see more patients was strategically 

important. In the compelling image offered by one 

executive, the group has:

…a foot in each of 2 canoes, going down the rapids, and the 

canoes are diverging…The 2 canoes are fee for service and 

some form of capitation…Ultimately, we will go risk sharing, 

so that’s why we’re developing the panel size…it’s prepara-

tion for the future.

In sum, PCMH recognition was consistent with 

the group’s fundamental values: being patient oriented, 

innovating to keep up with local competitors, and 

increasing effi ciency in preparation for a future that 

requires lower total costs.

PCMH Recognition and Incidental Circumstances
Although the group valued PCMH principles, it pur-

sued NCQA recognition only after being offered a 

fi nancial incentive. A physician-administrator explained 

the reasoning of a group of local employers who put 

up to $150,000 on the table: “‘Let’s do another type 

of pay-for-performance program with our local medi-

cal groups, and let’s make it around IT [information 

technology] infrastructure because we know that that’s 

associated with better care.’” Another physician leader 

noted that the group responded to the employer offer 

in part to improve care but also because it offered 

the chance “to talk to a coalition of large employers, 

in a committee without contracting any insurance 

company intermediaries.” The employers accepted 

NCQA recognition as evidence of IT infrastructure 

and tied the bonus to PCMH level. Even though the 

employer group bonus “wasn’t a huge factor” (midlevel 

administrator) and “barely covered our costs because 

this was such a costly thing in terms of people’s time” 

(physician-administrator), the employer challenge still 

prompted the group to seek recognition.

Recognition per se, was not an organizational prior-

ity however. An administrator stated, “If you said we’re 

going to start [a] project, and we’re going to improve 

the way we treat patients, well, I’m all there. That’s 

interesting to me. But I don’t really care if there’s a 

certifi cation [sic].” Some administrators were even 

unaware that the group had received NCQA recogni-

tion as a PCMH. For example, after being told by the 

interviewer that recognition had lapsed, one executive 

said, “I didn’t know that, but okay.”

Group leaders involved in applying for recogni-

tion recalled “this was a painful process” where it was 

“not clear exactly what we have that would really fi t 

[NCQA requirements]…we would have roundtables 

where we would say, ‘Okay this is what they’re look-

ing for.’” No centralized effort was made to seek 

recognition; each division relied on its own staff 

and resources. Some divisions made do with fewer 

resources as this informant recalled proudly: “It doesn’t 

matter if we have less staff than everybody else, it 

doesn’t matter if we have less implementation resources 
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than everybody else. We just fi gure out how to do it 

and we do it.” Nevertheless, without an organization-

wide commitment to apply for recognition for all clin-

ics, recognitions were sought for only one-half of the 

primary care clinics, clinics received different levels of 

recognition, and higher levels of recognition seemed to 

go to clinics that were better staffed and resourced.

In 2010, as the NCQA recognition obtained in 

2007 was set to expire, the group explored whether 

payers remained interested in PCMH recognition. A 

physician-administrator recalled asking contracting 

staff, “when you’re sitting down with health plans or 

PPOs [preferred provider organizations] and you’re 

around the bargaining table, is anybody asking about 

certifi cation (sic)…as a patient-centered medical home? 

The answer was no.” This information was taken into 

account as group leaders weighed the costs and benefi ts 

of recognition against competing organizational priori-

ties, such as strategic planning for redesigning chronic 

care and an organization-wide integration of dispa-

rate scheduling and electronic health record systems 

into one common system. The absence of enthusiasm 

from payers and pressing internal competing demands 

resulted in the decision to let the recognition lapse.

As noted above, contextual factors played a key 

role in the fi ndings we observed. These factors are 

summarized in Supplemental Appendix 2 (available 

online http://annfammed.org/content/11/Suppl_1/

S14/suppl/DC1).

DISCUSSION
PCMH principles bolster primary care’s role, but 

evaluating and rewarding commitment to these prin-

ciples is a challenge. This case study builds on insights 

gleaned from earlier work on PCMH implementation.5

PCMH transformation has generally been seen as 

a permanent change to make a practice more patient 

centered—a conversation that is duly recognized. We 

found, however, that transformation and recognition 

followed separate and parallel tracks. The group com-

mitted to patient-centered principles before PCMH 

became popular, and that commitment persisted after 

recognition lapsed. This study suggests that a trans-

formed organization may nevertheless decide to forgo 

offi cial recognition and thus suggests a need to exam-

ine how PCMH is recognized. The group invested in 

patient centeredness in response to fundamental values 

and market conditions; it concluded that the stamp of 

offi cial recognition from NCQA was an unimportant 

signal to local payers. There appears to be a poten-

tial disconnect between PCMH transformation and 

PCMH recognition. If a group is not recognized by 

NCQA, that does not mean the group is not a PCMH.

A second theme that emerged in this study relates 

to incentives. Previous studies and commentaries have 

stressed the need to allow adequate time and money 

to foster transformation.5 Some suggest approaching 

transformation as a multistep process that begins with 

creation of a receptive environment before attempting 

the development of a PCMH. This group’s experience 

is consistent with this view; informants stressed the 

organization’s openness and readiness to change and 

innovate as these processes were felt to be strategic 

necessities, especially as the organization sought to 

become more patient centered and better prepared 

for population management and total cost reduction. 

On the other hand, NCQA recognition per se was of 

limited interest. The practice sought recognition when 

a relatively small incentive was provided and allowed it 

to lapse when the incentive lapsed. The lapse occurred 

even as the national policy tide moved in the opposite 

direction and PCMH was becoming more visible in 

national health policy discussions.19

This case study thus tells a tale of 2 kinds of incen-

tives. On the one hand, the group’s PCMH recogni-

tion appears to have been merely a response to an 

incidental opportunity brought about by an invitation 

from a local coalition of employers in a highly com-

petitive market for privately insured patients, with a 

small 1-time monetary reward. On the other hand, the 

fact that the group was able to respond to that small 

incentive refl ected an organizational readiness that was 

built on PCMH principles. For fundamental cultural 

and strategic reasons, the group had committed to or 

carried out key transformations on the road to PCMH, 

for example, investing in electronic health records, 

institutionalizing quality reporting, and overcoming 

clinician resistance to hot-button PCMH components 

such as same-day access and free patient e-mails to 

physicians. With these major transformational hurdles 

behind it, applying for and obtaining offi cial recogni-

tion represented a merely incidental fi nal barrier—a 

hurdle consisting of paperwork that ultimately did not 

seem worth clearing.

Our conclusions are limited because this is a single 

case study and results cannot be generalized and 

because our data come from informant interviews 

about past events rather than direct observation. In 

exploring barriers to and facilitators of PCMH trans-

formation and recognition with key informants, we 

discovered that PCMH transformation and recognition 

are distinct entities. In this case, organizational leaders 

who believed in the strategic importance of medical 

home principles, for reasons of patient care as well 

as business strategy, committed substantial resources 

to transformation. The group then responded to a 

1-time incentive to achieve recognition. But, given the 
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absence of a mandate from payers 3 years later and the 

multitude of internal competing demands, few in the 

organization saw advantages in recognition per se.

As the Affordable Care Act continues to focus 

attention on transforming health care delivery, the dif-

ferences in incentives we have seen in this case study 

are worthy of further consideration. At the group, 

a large incentive—instituting a distinct culture and 

remaining competitive in its local market—inspired 

substantial transformation. A small, 1-time fi nancial 

incentive then sparked a change in labels. With the 

Affordable Care Act looming on the horizon, payers 

have begun to rethink reimbursement structures, and 

private insurers have initiated programs to incentivize 

providers to offer either components of or a complete 

PCMH.20 A key question will be distinguishing when 

these programs amount to a “large incentive” that has 

the potential to be transformational as opposed to a 

“small incentive” that merely produces a change in 

labeling. The evidence from this case study suggests 

that PCMH recognition per se at times amounts to a 

small incentive to change labels. This case study can-

not speak to what might constitute large incentives 

powerful enough to change provider behavior in other 

US health care markets. Returning to the Martian 

looking for a PCMH on earth, we would recommend 

that it look beyond the label.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/11/Suppl_1/S14.
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