
A ANNALS OF FAMILY MEDICINE ♦ WWW.ANNFAMMED.ORG ♦ VOL. 11, SUPPLEMENT 1 ♦ 2013 
Copyright © 2013 The Annals of Family Medicine, Inc. 

1 of 2 

 

 

 
 

Online Supplementary Material 

Calman NS, Hauser D, Weiss L, et al. Becoming a patient-centered medical home: a 9-year transition for a 
network of Federally Qualified Health Centers. Ann Fam Med. 2013;11(Suppl 1):S68-S73. 

 
http://www.annfammed.org/content/11/Suppl_1/S68 

 
Supplemental Appendix. Contextual Factors Relevant for Understanding and 
Transporting Study Findings  
• The research setting, the Institute for Family Health, was a Federally Qualified Health Center (FQHC) 

network based in New York that had an evolving care model that added and strengthened elements of 
the patient-centered medical home (PCMH) model over time. The FQHC offers a multidisciplinary, 
family practice model of care and serves a predominantly low income, minority patient population in 
diverse practice settings, including rural and urban locations in New York City and the Hudson Valley of 
New York. The FQHC network has a single 15-member governing board. Eighty percent of the 
governing board are patients of the centers and its various programs 

• The FQHC sites studied are centrally directed and managed. Eight sites are included in the analyses 
presented here, and an additional 9 sites joined the network during study period. The sites range from a 
2-physician practice to a teaching practice with more the 30 full-time primary care and mental health 
professionals. All Institute sites are supported by a common electronic health record (EHR) and practice 
management system that predated the advent of PCMH implementation by more than 5 years. The 
relatively large network size created economies of scale that facilitate practice changes that may be more 
challenging to smaller networks. 

• The research approach was a retrospective study using quantitative and qualitative methods to assess 
changes in care processes, service use, and clinical measures during the period 2003 through 2011, as well 
as perceptions of the PCMH model. EHR data were the primary source of clinical and service use data; 
interviews with clinicians, staff, and patients were the source of qualitative data on processes for, and 
successes and challenges to, PCMH implementation, and related satisfaction among stakeholders. 
Findings from the qualitative component of the study will be reported in future publications. 

• The research team included research staff, EHR staff, clinicians, and administrators at the FQHC and 
consultants from an outside research organization working collaboratively to determine the research 
methods, review research protocols, and analyze the data. Staff at the FQHC were able to facilitate 
access to data and assist with their interpretation. 

• The relatively early adoption of the PCMH model was fueled by champions within the FQHC network, 
especially the president and chief executive officer, who created a culture of early adoption of new 
policies, practice methods, and recognition standards. The Institute culture offers professional rewards to 
clinicians and staff willing develop and promote practice change. The PCMH adoption was supported, in 
part, by grant funds, including a federal grant for portal implementation and a private foundation grant to 
hire additional personnel for diabetes-related care. 

• PCMH adoption was also promoted by the New York State Department of Health, which offered 
reimbursement incentives based on the level of National Committee for Quality Assurance PCMH 
recognition. In the tight financial environment of FQHCs, this was a strong motivating factor for the 
chief executive officer and administration to support this effort. 

• Some elements of the PCMH model, such as the use of EHRs and decision supports, introduction of the 
patient portal, and a systemwide diabetes registry for clinicians and support staff, were uniformly 
implemented. Other elements, including diabetes educators, were introduced gradually and flexibly 
among health centers. 
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The following people worked together to identify the relevant contextual factors and to consider how 
they might have affected the internal and external validity of the study: Neil Calman, PI, President and 
CEO, Institute for Family Health; Diane Hauser, Institute Project Manager, Institute for Family Health; 
Linda Weiss, Director, Center for Evaluation and Applied Research, New York Academy of Medicine; 
Anne Bozack, Study Director, New York Academy of Medicine; Angela Coral, Evaluation Research 
Associate, New York Academy of Medicine; and Tongtan Chantarat, Data Analyst, New York Academy of 
Medicine 

 
Interpretation of How These Contextual Factors Affected What Happened During 
the Study and What Others Should Know to Transport/Reinvent the Findings in 
Their Contexts 
The setting for this study presented an opportunity to assess PCMH implementation among FQHC sites 
that represented a range of sizes, geographic locations, and site-specific cultures. The retrospective study of 
change in a real-world setting was a strength in that it allowed for a thorough look back at the multiyear 
process for transformation to a PCMH system. For other researchers to recreate the study, however, they 
would have to have a similar situation, with a complete transition to a PCMH model and EHRs before, 
during, and after practice change. A similar study could be carried out prospectively, although it would 
require multiple years to implement. 

Limitations included lack of a control group, the fact that “interventions” were not uniformly 
implemented across all sites, and the fact that PCMH requirements were not distinct from other service 
requirements and/or best practice guidelines, meaning that it was impossible to attribute all changes to the 
PCMH program. Our research team was relatively large with diverse expertise. The composition of the 
team, including staff from the FQHC being studied, promoted an understanding of the PCMH care model 
and processes by which it developed. Partnership with an outside research team ensured objectivity. The 
use of EHR data allowed for the analysis of clinical processes and outcomes in a cost-effective and 
comprehensive manner, but lacks the proactive precision of data collected principally for a research study. 
The use of EHR data requires close collaboration among users of the system and researchers to ensure 
understanding of how care is documented, selection of appropriate data elements, and shared interpretation 
of findings. 

 
 


