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Supplemental Appendix. Contextual Factors Relevant for Understanding and Transporting 
Findings 
 
Conditions Hypothesized as Enabling 
Practice Redesign 

Dimensions of PCMH Model 

Leadership 
Practice leadership 
Existence or emergence of PCMH champion 
EHR champion 
Vision regarding transformation 
 
Resources/capacity 
Practice size, including clinical and nonclinical staff 
Affiliations with larger systems or networks 
Affiliations with the community 
Distribution of need among case load 

Case mix 
Percent Medicaid/uninsured 
Percent speaking primary language other than English 

Financial resources 
IT resources 
 
Practice readiness 
Clinician motivation 
Staff acceptance and motivation 
 
Prior relevant experience with: 
QI initiatives 
EHRs 
Other HIT 
 
Availability and use of external assistance (in our case, 
from the local Department of Health) 
Subsidy and support for purchasing/using an EHR 
Technical assistance and QI visits 
Shared panel management resources 
Visits from other EHR “superusers” 
Other technical assistance 
 

Continuity of care 
Patient has personal physician 
Patient can identify his/her clinician/team by name 
Low rate of clinician “shopping” 

 
Whole-person orientation 
Monitoring of nonmedical issues relevant to patient 

well-being 
Knowledge of, concern about family members; family 

engagement 
Patient engagement 
Availability of services on site 
Cultural competence 
 
Team-based care 
Internal teams (if practice is large enough) 
Relationships/arrangements with other providers 

outside of practice 
Staff working at top of skill set 
Regular staff meetings 
 
Care coordination/integration 
Access to, use of case/care coordinator/manager 
Use of patient registries 
Internal QI monitoring, such as report cards 
Communication with hospitals/EDs; follow-up care 

after hospitalizations/ED visits 
Specialist referral tracking, receipt of consultation 

reports 
Appointment reminder system; missed appointment 

follow-up 
Established relationships with other community-based 

providers 
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Awareness and use of incentives 
~ continued ~ 

Quality and safety initiatives 
Use of evidence-based decision supports 
Use of advanced functionalities of EHR 
Use of performance feedback 
Formal QI activities 
 
Access 
After-hours care 
Open/advanced access 
Availability by telephone 
Use of patient portal/e-mail 
 

ED = emergency department; EHR = electronic health record; HIT = health information technology; IT = information technology; 
PCMH = patient-centered medical home; QI = quality improvement.
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Implications of Contextual Factors 
 
Overall evaluation design 
Perhaps unlike investigators in most other studies funded by this initiative, we studied a large number of practices  
(N = 148), which enabled us to implement a relatively traditional evaluation design, in which we have related 
“baseline” characteristics of practices and their external contexts to dimensions of the PCMH model. Our contextual 
factors, listed above, were therefore conceived as characteristics of practices before beginning a process of practice 
redesign, and were hypothesized to promote adoption of PCMH dimensions. We measured both the contextual 
factors and the dimensions of the PCMH model (also listed above) by using secondary data collected from the New 
York City Department of Health and Mental Hygiene and by administering a practice assessment survey (64% 
response rate). 
 
Baseline characteristics, external context, and other considerations of external validity 
Our study focused on small practices (≤5 clinicians), half of which were solo practices, in New York City serving 
high volumes of Medicaid patients that were participating in the Primary Care Information Project (PCIP) at the 
Department of Health and Mental Hygiene, a city and federal initiative to assist clinicians serving underserved 
populations to transform their practices, primarily through the adoption of EHR technology and provision of QI 
technical assistance. 
 
Preliminary findings 
Our overall finding is that adoption of PCMH dimensions is possible for small practices that receive both initial and 
continuing assistance of an external source of training and technical assistance combined with a time-limited subsidy 
for EHR adoption. Further, the presence of achieving key features of the medical home is possible across a broad 
range of baseline characteristics, for example, regardless of the extent to which practices were experienced with 
HIT/EHR or QI efforts at baseline. 
 

We also find that the presence or absence of National Committee for Quality Assurance (NCQA) PCMH 
recognition does not necessarily indicate “medical homeness,” or lack thereof, among small practices. Many practices 
simply have not (yet) opted to attempt NCQA PCMH certification (60% of our sample were not certified), even in 
the presence of financial incentives to do so. This lack of universal certification may be a result of the perceived 
onerousness of the certification process, the lack of staff resources to devote to seeking certification, and the 
perception that current financial incentives to become certified are insufficient to compensate for the costs of 
applying. 
 

Finally, we find that some formal mechanisms, such as implementing care teams and having a dedicated care or 
case manager, are not feasible for small practices, especially solo practices, but that the functions performed by these 
mechanisms can occur satisfactorily with less formal mechanisms. Given resource constraints, some aspects of the 
PCMH model, insofar as it depends on team dynamics and resources, may need to be reimagined for small practices. 


