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ABSTRACT
PURPOSE Despite growing calls for team-based care, the current staff composition of primary care practices is unknown. We describe staffing patterns for
primary care practices in the Centers for Medicare and Medicaid Services (CMS)
Comprehensive Primary Care (CPC) initiative.
METHODS We undertook a descriptive analysis of CPC initiative practices’ baseline staffing using data from initial applications and a practice survey. CMS
selected 502 primary care practices (from 987 applicants) in 7 regions based on
their health information technology, number of patients covered by participating
payers, and other factors; 496 practices were included in this analysis.
RESULTS Consistent with the national distribution, most of the CPC initiative prac-

tices included in this study were small: 44% reported 2 or fewer full-time equivalent (FTE) physicians; 27% reported more than 4. Nearly all reported administrative staff (98%) and medical assistants (89%). Fifty-three percent reported having
nurse practitioners or physician assistants; 47%, licensed practical or vocational
nurses; 36%, registered nurses; and 24%, care managers/coordinators—all of
these positions are more common in larger practices. Other clinical staff were
reported infrequently regardless of practice size. Compared with other CPC initiative practices, designated patient-centered medical homes were more likely to
have care managers/coordinators but otherwise had similar staff types. Larger
practices had fewer FTE staff per physician.
CONCLUSIONS At baseline, most CPC initiative practices used traditional staffing

models and did not report having dedicated staff who may be integral to new
primary care models, such as care coordinators, health educators, behavioral
health specialists, and pharmacists. Without such staff and payment for their services, practices are unlikely to deliver comprehensive, coordinated, and accessible
care to patients at a sustainable cost.
Ann Fam Med 2014;142-149. doi: 10.1370/afm.1626.
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ublic and private health care payers nationwide are testing whether
making primary care more patient centered, accessible, coordinated, and comprehensive will improve health care quality, cost,
and patient and clinician experiences.1-3 Many are piloting versions of the
patient-centered medical home (PCMH) model as defined by the primary
care physician societies.4
A cornerstone of these new care models is team-based care, in which staff
work collaboratively with patients and their caregivers to achieve coordinated,
high-quality care.5-12 Traditional staff, such as medical assistants, often take on
expanded roles, and new staff types may be added. The team is expected to
collaborate to deliver high-quality, comprehensive care efficiently; however,
we know little about the current or optimal practice team composition.
Expanding staffing and shifting roles offers possible advantages.
Expanded staffing could provide additional expertise and resources to
support patient-centered, evidence-based primary care13 and underpins
the chronic care model.14 Several successful care coordination interven-

ANNALS O F FAMILY MED ICINE

✦

WWW.AN N FA MME D.O R G

142

✦

VO L. 12, N O. 2

✦

MA RCH/A P R IL 2014

P R AC T I C E S TA F F I N G PAT T ER NS

tions have leveraged interdisciplinary teams to support
patient self-management and improve disease control.15-18 Team-based care might also increase clinicians’
job satisfaction.19
Regarding costs, expanded teams may perform some
functions more efficiently, but providing additional
services to patients also requires more resources.11,20-25
Ideally, improved primary care will decrease total costs
by reducing downstream use of other services.
Team-based care may also change primary care
physicians’ work. Midlevel clinicians and other staff
who deliver the full range of care they are qualified to
perform may provide some services more efficiently
and effectively than physicians alone. Team-based care
could help overcome primary care physician shortages
and excessive panel sizes by shifting some tasks from
physicians to other staff.26-28 Effective intrateam communication and problem solving could support continuous quality improvement. 29
Although team-based care has potential benefits,
it may cause communication and management challenges, difficulty in delineating responsibilities, and
care fragmentation. Relational continuity, which is
associated with better quality and lower costs,30,31 may
be disrupted as more staff provide care.
Overall, little is known about the appropriate staffing composition for team-based primary care. Some
studies indicate most small and medium-sized practices—the great majority of US practices32—do not
deliver team-based care.33 One explanation may be
inadequate or inefficient staffing.
We describe the size and staffing composition of
496 technologically advanced practices committed to
improving their primary care capabilities—those participating in the Centers for Medicare and Medicaid
Services (CMS) Comprehensive Primary Care (CPC)
initiative. In October 2012, Medicare and other payers
began distributing enhanced payments to participating
primary care practices in 7 selected regions, providing
quarterly feedback on patient outcomes, and offering
technical assistance to improve primary care functioning.34 We examine staffing overall, by practice size, and
by PCMH designation at the launch of the CPC initiative. Because these practices committed to practice
transformation, we expect them to be more advanced
in team-based care than most other practices. We further describe staffing gaps among these practices and
discuss areas for improvement.

METHODS
Participants and Setting
CMS selected 7 regions for the CPC initiative, based
largely on the percentage of patients covered by payers
ANNALS O F FAMILY MED ICINE
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willing to participate in CPC initiative and the regions’
previous participation in multistakeholder initiatives.
The selection ensured that practices would receive the
enhanced payments needed to support practice transformation for a sizable proportion of their patients.
The selected regions include 4 states (Arkansas, Colorado, New Jersey, and Oregon) and 3 portions of states
(New York’s Capital District–Hudson Valley region,
the Cincinnati-Dayton region in Ohio and Kentucky,
and Oklahoma’s greater Tulsa region).
CMS invited primary care practice sites within the
regions to apply for the CPC initiative. (Practice sites,
hereafter called practices, are defined as groups of clinicians practicing in 1 location.) Practices were eligible if
they (1) had mainly primary care clinicians (physicians
[excluding pediatricians, obstetricians, and gynecologists], nurse practitioners, or physician assistants); (2)
provided largely primary care services (evaluation and
management visits, nursing home and home care, and
welcome to Medicare and annual wellness visits); (3)
were not federally qualified health centers or rural health
clinics; (4) served at least 120 Medicare beneficiaries
attributed to the practice (ie, provided most primary
care visits in the prior 2 years); and (5) were not participating in any other Medicare shared savings programs.
CMS selected practices primarily on the basis of (1) having eligible primary care clinicians who, under the Medicare and Medicaid Electronic Health Record (EHR)
Incentive Programs, attested to meaningfully using certified EHRs to improve patient care,35 and (2) receiving
at least 40% of their revenue from participating payers.
CMS also considered PCMH designation, past participation in practice transformation efforts, and geographic
diversity. CMS selected 502 practices from 978 applicants.36,37 Five practices withdrew early, and we excluded
one practice because it was led by a nurse practitioner
only, and had no physicians, leaving 496 practices.
Data Sources
We used 4 data sources for practices’ characteristics
and staffing, collected before practices began CPC
initiative transformation: (1) practices’ summer 2012
applications to the CPC initiative; (2) rosters of all
Medicare and other patients seen by practices in the
previous year; (3) an October 2012 CPC initiative
practice survey that collected staffing information; and
(4) the Area Resource File. The CPC initiative practice
survey instructions asked the practice manager to complete it with input from other staff as needed.
Under the Common Rule and National Institute
of Health’s Exemption Number 5, this study is exempt
from institutional review board review for research and
demonstration projects on public benefits and service
programs.38,39

WWW.AN N FA MME D.O R G

143

✦

VO L. 12, N O. 2

✦

MA RCH/A P R IL 2014

P R AC T I C E S TA F F I N G PAT T ER NS

Analysis
We analyzed staff composition overall and by practice
size measured by the number of full-time equivalent
(FTE) physicians, and whether the practice reported
being a recognized PCMH. (Ideally, we would have
calculated staffing ratios per clinician—defined as
physicians, nurse practitioners, and physician assistants—rather than per physician; however, we lacked
data on which nurse practitioners and physician assistants operate and bill as clinicians.) Because we focused
on describing the current staffing of these pioneering
practices, we did not conduct statistical tests or report
confidence intervals.

RESULTS
Practice Size and Composition
Like most US practices, most CPC
initiative practices were small, with an
average of 3.7 physicians. Eighty-five
percent of the practices were in metropolitan areas. According to patient
rosters, the CPC initiative practices
served an average of 1,476 patients
per FTE physician in the past year.
Not surprisingly, given the selection process, CPC initiative practices
differed substantially from practices
nationally. Comparison of national
data with CPC initiative practices
is, however, complicated by a difference in how practices are defined.
If a practice has more than 1 location, the national sample includes all
locations, whereas CPC treats each
practice location as a unique practice.
In addition, unlike the CPC initiative,
the national sample excludes practices
with 20 or more physicians, and practices were surveyed between 2007 and
2009. These distinctions, however, are
unlikely to account for the sizeable differences observed between the CPC
initiative practices and the national
sample. Only 54.4% of the CPC initiative practices were physician-owned,
compared with 89.5% of the small and
medium-sized practices nationally,
and the CPC initiative practices were
nearly twice as likely to be multispecialty (Table 1).33
Of the eligible clinicians in the CPC
initiative practices, 67.8% were meaningful EHR users, reflecting the selecANNALS O F FAMILY MED ICINE

tion criteria, compared with about 18% of primary care
physicians nationwide.40 Nearly 80% of the CPC initiative practices had at least 1 verified meaningful user.
Nontraditional Staff Uncommon, Especially
Among Smaller and Non-PCMH Practices
More than 88% of practices reported having administrative staff and medical assistants (Table 2). The next
most common staff were nurse practitioners and/or
physician assistants. Fewer than one-half of the practices had licensed practical or vocational nurses, registered nurses, or care managers/coordinators. Seven
percent had pharmacists, and 4% to 5% had social
workers, community service coordinators, health educators, or nutritionists. Taken together, 16% of practices reported having any of these uncommon types of
staff (not shown).

Table 1. CPC Initiative Practice Characteristics Compared With
National Benchmarks
CPC Initiative
Practices
(n = 496)

National
Benchmark

Primary care or multispecialty practice: multispecialty, %
Ownership, %

11.9

6.1

Owned by hospital, hospital system, academic
institution, or HMO
Owned by physicians

43.8

10.5

54.4

89.5

Practice Characteristic

Owned by government or other organization

1.8

Patient mix: African American patients, %
Patients per FTE physician in practice, average No.
Distribution of number of patients per FTE physicians in practice, %
<500

NR

4.6

13.4

1,475.5

NR

6.0

NR

500-1,000

22.6

NR
NR

1,000-1,499

36.7

1,500-1,999

16.5

NR

2,000-2,499

9.1

NR

≥2,500

9.0

NR

67.8

17.8

Located in metropolitan area

84.7

NR

Located in nonmetropolitan area

15.3

NR

Primary care physicians attesting as meaningful
users of electronic health records, %
Practice location, %

CPC = Comprehensive Primary Care; FTE = full-time equivalent; HMO = health maintenance organization; NR = not reported.
Source: For CPC initiative practices, data for the percentage of African American patients per practice
are from the Medicare Enrollment Data base; data on the number of patients per FTE physician per
practice are from the patient roster; the other data are from the CPC initiative practice application.
Metropolitan and nonmetropolitan areas are based on the US Census urban/rural continuum code as
reported in the 2009 Area Resource File. National benchmarks for electronic health record meaningful
use estimates are based on meaningful-use attestation data provided by CMS and reported by Wright
et al.40 All other national benchmarks come from a survey fielded between July 2007 and March 2009
for the National Study of Small and Medium-Sized Physician Practices, a nationally representative,
random sample of 1,325 practices with fewer than 20 physicians drawn from the IMS Healthcare Organization Services database. The survey had an overall response rate of 63.2%. Results were restricted to
practices that had at least 33% primary care physicians. Unlike the CPC initiative sample, a practice was
not restricted to clinicians who were practicing in the same physical location.
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Table 2. Percentage of CPC Initiative Practices With Different Staff Types, by Practice Size
Staff Type
Practice sample, No. (%)

≤2 FTE
Physicians

>2-4 FTE
Physicians

>4-7 FTE
Physicians

>7-13 FTE
Physicians

>13 FTE
Physicians

All Practices

216 (43.5)

148 (29.8)

92 (18.5)

31 (6.3)

9 (1.8)

496 (100.0)

Practices with each staff type, %
Administrative staffa

96.3

100.0

100.0

100.0

100.0

98.4

Medical assistants

79.2

95.9

96.7

93.5

88.9

88.5

NPs, PAs

52.8

48.6

48.9

74.2

100.0

53.0

LPNs, LVNs

40.3

42.6

56.5

67.7

88.9

46.6

RNs

29.2

29.1

43.5

77.4

88.9

35.9

Care managers / coordinators

17.6

23.0

31.5

48.4

33.3

24.0

Pharmacists

1.4

6.8

12.0

25.8

33.3

7.1

Social workers

0.9

4.1

8.7

22.6

22.2

5.0

Community service coordinators

4.2

3.4

4.3

9.7

11.1

4.4

Health educators

2.3

3.4

6.5

6.5

22.2

4.0

Nutritionists

1.9

4.1

5.4

6.5

33.3

4.0

CPC = Comprehensive Primary Care; LPN = licensed practical nurse; LVN = licensed vocational nurse; NP = nurse practitioner; PA = physician assistant; RN = registered nurse.
Source: The CPC initiative practice survey, fielded October through December 2012.
a

Administrative staff include those managing reception, medical records, appointments, finance, etc.

Although the likelihood that a practice had medical
in Table 3, but use was still uncommon; they were
assistants and administrative staff did not vary by pracemployed at 23% of PCMH practices,compared with
tice size, larger practices were more likely to have nurses 10% of other practices (data not shown).
and other staff. For example, the proportion of practices
with a licensed practical or vocational nurse increased
Larger Practices May Have Economies of Scale
from 42.6% for practices with 2.01 to 4 FTE physicians
In addition to examining the percentage of practices
to 88.9% for practices with more than 13 FTE physiwith particular types of staff (Tables 1 through 3),
cians. Similarly, use of care managers/coordinators increased with practice size. Although only
Table 3. Percentage of CPC Initiative Practices With
17.6% of the smallest practices reported having
Staff Types, by PCMH Status
care managers/coordinators, the percentages
PCMH Practicesa
Other Practices
ranged from 31.5% to 48.4% for practices with
Staff Type
(n = 204)
(n = 292)
more than 4 FTE physicians. Use of 1 or more of
100.0
100.0
Physicians
5 staff types (pharmacists, social workers, com98.5
98.3
Administrative staff b
munity service coordinators, health educators,
93.1
85.3
Medical assistants
and nutritionists) also increased with practice
53.4
52.7
NPs, PAs
size; 8% of practices with 2 or fewer FTE physi40.2
51.0
LPNs, LVNs
cians and more than 26% of practices with more
41.2
32.2
RNs
than 4 FTE physicians employed any of these
Care managers/coordinators
41.7
11.6
types of staff (data not shown).
Pharmacists
9.3
5.5
PCMHs are encouraged to use team-based
Social workers
7.4
3.4
Community service coordinators
5.9
3.4
care and provide more coordinated and comHealth educators
2.9
4.8
prehensive care than traditional primary care
Nutritionists
5.9
2.7
practices. We therefore examined staffing in
CPC initiative practices by PCMH recogniCPC = Comprehensive Primary Care; FTE = full-time equivalent; LPN = licensed practical
nurse; LVN = licensed vocational nurse; NP = nurse practitioner; PA = physician assistant;
tion status (Table 3). Staffing was remarkably
PCMH = patient-centered medical home; RN = registered nurse.
similar between the 2 types of practices, with 2
Source: The CPC initiative practice survey, fielded October through December 2012.
exceptions. Consistent with the PCMH emphaPractices were classified as a PCMH if they reported they had received PCMH recognisis on care coordination, PCMH practices are
tion, accreditation, or certification from 1 or more of the following: The Accreditation
Association of Ambulatory Healthcare, The Joint Commission, the National Committee for
more likely to report dedicated care managers/
Quality Assurance, the Utilization Review Accreditation Association, or a state- or insurcoordinators. Still, only 41.7% include this staff
ance plan–based recognition program.
Administrative staff include those managing reception, medical records, appointments,
type (Table 3). PCMH practices were also more
finance, etc.
likely to use any of the last 5 staff types shown
a

b
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fewer FTEs of that staff per
FTE physician. This pattern
holds across all staff types. For
example, the average number
≤2 FTE
>2-4 FTE
>4-7 FTE
>7 FTE
All
Physicians
Physicians
Physicians
Physicians
Practices
of FTE nurse practitioners or
Staff Type
(n = 216)
(n = 148)
(n = 92)
(n = 40)
(n = 496)
physician assistants per FTE
Administrative
2.42
1.76
1.70
1.98
2.05
physician ranges from 0.97 in
staff a
the smallest practices to 0.20 in
1.76
1.31
1.23
1.11
1.45
Medical assistants
the largest. FTE care managers/
0.97
0.49
0.38
0.20
0.65
NPs, PAs
coordinators per FTE physician
1.38
0.78
0.66
0.53
0.95
LPNs, LVNs
1.04
0.54
0.38
0.31
0.64
range from 0.77 in small pracRNs
Care managers/
0.77
0.46
0.24
0.23
0.47
tices to 0.23 in the largest.
coordinators
Among all CPC initiative
Pharmacists
0.75
0.42
0.15
0.29
0.32
practices,
the ratio of all FTE
Social workers
0.75
0.22
0.13
0.12
0.20
staff
to
FTE
physician is 4.50
Community ser0.86
0.26
0.17
0.20
0.48
vice coordinators
(2.49 are nonadministrative
Health educators
1.00
0.37
0.19
0.10
0.42
staff, and 2.01 are administraNutritionists
0.58
0.38
0.08
0.07
0.27
tive staff). The Medical Group
Management Association
CPC = Comprehensive Primary Care; FTE = full-time equivalent; LPN = licensed practical nurse; LVN = licensed
vocational nurse; NP = nurse practitioner; PA = physician assistant; RN = registered nurse.
reported that nationwide, interSource: The CPC practice survey, fielded October through December 2012.
nal medicine practices owned
Note: Practice size is defined by the number of FTE physicians.
by a hospital or integrated
Administrative staff include those managing reception, medical records, appointments, finance, etc.
delivery system reported 2.68
FTE staff per FTE physician
41
in
2009.
we analyzed the number of each staff type per FTE
This benchmark is different from that of
physician—among practices reporting having each
the CPC initiative sample, as just less than one-half
type of staff. The number of FTE staff per FTE physiof CPC initiative practices are owned by a larger
cian among all practices that reported having a given
organization. The staffing ratio among CPC initiative
type of staff varied from 2.05 administrative staff and
practices falls from a ratio of 5.32 among the small1.45 medical assistants to 0.20 social workers (Table
est practices to 3.35 for the largest (Table 5). There is
4). Among practices that reported having a particular
little difference between practices with and without
type of staff, larger practices tended to report having
PCMH designation.
Table 4. Mean Number of FTE Staff per FTE Physician—Among CPC
Initiative Practices With Staff Type—by Practice Size

a

Table 5. Staffing Ratios, Overall, and by Practice Size and PCMH Status
Practice Size
Staff Type
Ratio of FTE nonphysician
staff to FTE physician
All nonphysician staff a

PCMH Status

≤2 FTE
Physicians

>2-4 FTE
Physicians

>4-7 FTE
Physicians

>7-13 FTE
Physicians

>13 FTE
Physicians

PCMH
Practices

Other
Practices

All
Practices

5.32

3.92

3.73

4.23

3.35

4.40

4.57

4.50

All nonadministrative staff

2.99

2.16

2.04

2.21

1.52

2.50

2.48

2.49

Administrative staff

2.33

1.76

1.70

2.02

1.83

1.90

2.09

2.01

1.4

3.4

5.5

9.4

27.7

4.3

3.4

3.7

1.0

3.0

5.0

9.0

15.6

3.0

2.9

3.0

FTE physicians
Average number of FTE
physicians
Median number of FTE
physicians

CPC = Comprehensive Primary Care; FTE = full-time equivalent; LPN = licensed practical nurse; LVN = licensed vocational nurse; NP = nurse practitioner; PA = physician
assistant; PCMH = patient-centered medical home; RN = registered nurse.
Source: The CPC initiative practice survey, fielded October through December 2012.
Note: Practice size is defined by the number of FTE physicians. Practice status is based on whether a practice reported it had received PCMH recognition, accreditation,
or certification from 1 or more of the following: The Accreditation Association of Ambulatory Healthcare, The Joint Commission, the National Committee for Quality
Assurance, the Utilization Review Accreditation Association, or a state- or insurance plan–based recognition program.
Administrative staff include those managing reception, medical records, appointments, finance, etc. Nonadministrative staff include medical assistants, NPs/PAs, LPNs/
LVNs, RNs, care managers/coordinators, pharmacists, social workers, community service coordinators, health educators, and nutritionists.

a
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DISCUSSION
Most CPC initiative practices used traditional staffing models before the initiative began. Most did
not report having dedicated staff who the literature
speculates may be integral to providing comprehensive
team-based primary care—staff who provide health
education, care coordination, behavioral health care,
nutrition counseling, and medication adherence and
reconciliation.12 About one-half of practices reported
having nurse practitioners or physician assistants, 24%
reported having care managers/coordinators, and 7%
percent or fewer reported having pharmacists, social
workers, community service coordinators, health educators, or nutritionists.
This relatively restricted staff composition is not
surprising. A largely fee-for-service payment environment—where practices are rewarded only for services
provided by certain team members rather than outcomes—does not provide incentives to expand the
care team to deliver comprehensive, coordinated care.
The relatively high prevalence of nurse practitioners
and physician assistants compared with other staff may
reflect their ability to directly deliver revenue-generating services under the current payment system.
Our results raise questions about the ideal size of a
practice to provide cost-effective care, suggesting that
bigger practices may enjoy economies of scale. These
practices may require fewer staff of a given type per
FTE physician, because physicians can share the staff.
We cannot confirm this possibility, however, because
we cannot ascertain whether larger practices (1) distribute tasks differently, (2) provide different types
of care, (3) have different abilities to hire part-time
nonphysician staff, and (4) may not report staff who
are shared with a larger medical group or supplied by a
parent organization, such as a hospital.
More work is needed to identify the practice size,
team compositions, and staffing ratios that support
better patient outcomes and cost efficiencies.12 For
example, it is possible that challenges of coordination
across a larger staff could inadvertently reduce care
quality. It is also possible that patients might receive
less continuity with their personal clinician if in larger
practices, they are seen by other clinicians in the practice, or in smaller practices, they go to other practices
when they cannot obtain a timely appointment at the
practice. In addition, continuity with the patient’s
clinician might be lost when more primary care team
members provide care.
Currently, as Rittenhouse and Shortell observe,
the “evidence is insufficient to inform current policy
debates about the ideal staffing of a primary care
practice.” 42(p2038) Although a recent article adds to the
debate by proposing staffing for PCMHs,41 it does so
ANNALS O F FAMILY MED ICINE
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based on the experience of a small number of practices
and professional judgment, rather than on data linking
specific staffing to better outcomes. Furthermore, the
ideal composition may vary by practice size, patient
mix, and the area’s medical and social service providers. As the CPC initiative unfolds, we will examine
any changes in staff size and composition and whether
these changes are associated with cost, quality, and
patient and clinician experiences. Such evidence could
help guide staffing and payment decisions of policy
makers and practice leaders.
If the evidence suggests that certain staffing patterns improve outcomes, payers may need to identify
different payment approaches before practices change
staffing levels and configurations.43 If payers shift
toward reimbursing for value rather than volume, practices will gain incentives to create the most efficacious,
efficient teams rather than the compositions that maximize billable services.
Even with financial incentives that reward primary
care practices for providing comprehensive care and
improved outcomes, change will be difficult. Many
physicians will require support and training to hire,
manage, and work effectively in teams that change the
roles of existing staff and add new staff categories.44
Guidance could be provided during medical school and
residency and through ongoing quality improvement
initiatives for practicing physicians. Community colleges and vocational programs could provide training
for some staff. Attitudinal shifts may also be needed.45
If most US primary care practices remain small,
achieving the economies of scale needed to support
an expanded staff with relatively small patient panels
would require creative solutions. Possible approaches
include market forces leading to consolidation of practices, small practices sharing staff with neighboring
practices or as part of an Accountable Care Organization, and communities (eg, Vermont’s Blueprint for
Health) or insurers providing external staff.
This study has several limitations. First, although
the sample is large and geographically diverse, it was
not designed to be nationally representative of primary care practices; hence, it cannot be used to draw
inferences about practices nationwide. The sample is
restricted to 7 specially selected regions with payers
willing to devote resources to practice reform and,
within those regions, to technologically advanced
practices that applied to and were selected for the CPC
initiative. Although these practices may be more innovative than are practices nationwide, we expect that
they share similar, mostly traditional, staffing patterns
with practices nationwide.
Second, although we know the types of staff that
practices report having, we do not know their roles,
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which may differ. For example, the functions performed by a medical assistant in one practice may be
performed by a nurse in another. Similarly, the care
coordination function is often spread among many
staff other than a care coordinator.
Third, although many nurse practitioners and physician assistants operate as clinicians and would ideally
be included alongside physicians in staffing ratios, we
did not have information on which nurse practitioners
and physician assistants bill for visits. Our future work
will collect information on staff roles.
Fourth, for practices with multiple office sites, each
site is treated as a separate practice, which may have led
some practices not to report staff shared across a larger
medical group or host organization. Even so, however,
this omission would raise the question of how much the
omitted staff are truly part of the practice team.
Finally, the measure of PCMH status may imprecisely capture actual PCMH functionality. Some
practices may not have applied for recognition, accreditation, or certification because payers in their region
were not reimbursing PCMHs more; also, PCMHs
likely vary in their functionality.
Despite these limitations, our results contribute to
the literature by describing staffing patterns among
496 technologically advanced primary care practices
and illustrate the gap between where they are and the
expectations many policy makers have for them. Future
research is needed to understand what functions are
optimally performed by which staff and what changes
in staff size and composition improve outcomes for different types of practices and patients. We plan to examine how staffing changes made by these CPC initiative
practices alter patient outcomes; we expect that without
such staff—and payment for their services—practices
are unlikely to deliver comprehensive, coordinated, and
accessible care to patients at a sustainable cost.
To read or post commentaries in response to this article, see it
online at http://www.annfammed.org/content/12/2/142.
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