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BACKGROUND: The literature on patient-centered medi-
cal homes (PCMHs) and patient experience is somewhat
mixed. Government and private payers are promoting
multi-payer PCMH initiatives to align requirements and
resources and to enhance practice transformation out-
comes. To this end, the multipayer Michigan Primary Care
Transformation (MiPCT) demonstration project was car-
ried out.

OBJECTIVE: To examine whether the PCMH is associated
with a better patient experience, and whether a mature,
multi-payer PCMH demonstration is associated with even
further improvement in the patient experience.

DESIGN: This is a cross-sectional comparison of adults
attributed to MiPCT PCMH, non-participating PCMH, and
non-PCMH practices, statistically controlling for potential
confounders, and conducted among both general and
high-risk patient samples.

PARTICIPANTS: Responses came from 3893 patients in
the general population and 4605 in the high-risk popula-
tion (response rates of 31.8% and 34.1%, respectively).
MAIN MEASURES: The Clinician and Group Consumer
Assessment of Healthcare Providers and Systems survey,
with PCMH supplemental questions, was administered in
January and February 2015.

KEY RESULTS: MiPCT general and high-risk patients
reported a significantly better experience than non-
PCMH patients in most domains. Adjusted mean differ-
ences were as follows: access (0.35**, 0.36***), communi-
cation (0.19%, 0.18*), and coordination (0.33**, 0.35%***),
respectively (on a 10-point scale, with significance indi-
cated by: *= p<0.05, **= p<0.01, and ***= p<0.001). Ad-
justed mean differences in overall provider ratings were
not significant. Global odds ratios were significant for the
domains of self-management support (1.38**, 1.41%*¥)
and comprehensiveness (1.67***, 1.61***). Non-
participating PCMH ratings fell between MiPCT and non-
PCMH across all domains and populations, sometimes
attaining statistical significance.

CONCLUSIONS: PCMH practices have more positive pa-
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tient experiences across domains characteristic of ad-
vanced primary care. A mature multi-payer model has
the strongest, most consistent association with a better
patient experience, pointing to the need to provide consis-
tent expectations, resources, and time for practice trans-
formation. Our results held for a general population and a
high-risk population which has much more contact with
the healthcare system.
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INTRODUCTION

Background and Rationale. The patient-centered medical
home (PCMH) model has been widely promoted for its po-
tential to improve the quality and value of care, as well as
patient experience.'” PCMH evaluations focus on both the
general population and high-risk subpopulations with medical
comorbidities, who may disproportionally benefit from
PCMH components such as care coordination.”

Evidence reviews suggest that the hypothesized gains have
yet to be fully realized.”® Some investigators have found better
experiences for patients in at least some measures in PCMH
practices,” "> while others report little or no difference from
traditional practices,'>'® leading some to doubt the potential
for PCMH transformation as a means of achieving reliable
improvements in experience of care.'® One possible explana-
tion for the inconclusive findings is that they may reflect
evaluations of partial PCMH implementation or evaluations
taking place during the initial phases of PCMH transformation,
when change can be hard on both providers and patients.'*'

Increasingly, the Centers for Medicare and Medicaid Serv-
ices (CMS) and other payers are coming together in multi-
payer initiatives based on the idea that alignment across payers
will provide more resources and sharpen provider focus to
accelerate change.'>?° The effects of these demonstrations on
patient experience have yet to appear in the peer-reviewed
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literature, but some publicly available results still present a
mixed picture.” >* The Michigan Primary Care Transforma-
tion (MiPCT) is possibly the largest multi-payer PCMH ini-
tiative in the country, with five participating payers (Medicare,
Medicaid, and three commercial payers) and over 1.2 million
patients (12% of the state’s population). Thus MiPCT is an
excellent context in which to study the relationship between a
well-supported and mature PCMH program and patient
experience.

Objectives. The current study contributes to the literature by
comparing the care experience of patients in a multi-payer
PCMH demonstration relative to patients not served by
PCMH. Moreover the study is designed with a second com-
parison group—patients served by newer PCMH practices that
are not part of the demonstration, and therefore have fewer
resources for transformation. We expect the greatest difference
in experience to be between patients cared for by the mature,
well-resourced practices in the MiPCT demonstration and the
non-PCMH practices. We expect patients served by non-
participating PCMHs to rate their experiences somewhere in
between these two groups.

METHODS

Study Design. This study is a cross-sectional comparison
employing a multi-mode survey of patient experience. Com-
parison practices were selected in 2012 as part of the overall
MiPCT evaluation design. From MiPCT and comparison prac-
tices, stratified random sampling was utilized to select patients
with oversampling based on high medical risk. The project
was reviewed according to the protocols of the Michigan
Public Health Institute (MPHI) Institutional Review Board
and determined to be non-human subject research.

MiPCT PCMH Settings. MiPCT began with a planning year
in 2011, and became operational in January 2012. The
demonstration, originally designed for 3 years, was
subsequently extended to continue through 2016. Practices
eligible to participate in MiPCT all had PCMH designation
in 2010 from the Blue Cross Blue Shield of Michigan
(BCBSM) Physician Group Incentive Program (PGIP).**>
This included 395 primary care practices and a participating
provider base of 1900 physicians, physician assistants, and
nurse practitioners. These practices represent a wide variety of
settings (health system-owned, physician-owned and jointly-
owned), sizes, and environments (rural, urban, suburban),
including 11 Federally Qualified Health Centers (FQHCs).
The MiPCT payment model includes enhanced payment for
practice transformation and embedded care management, and
quality performance-based incentives. Practices were contrac-
tually obligated to 1) maintain either BCBSM or National

Committee for Quality Assurance (NCQA) designation for
the duration of the demonstration; 2) provide care manage-
ment services using a ratio of two trained MiPCT Care Man-
agers per 5000 patients; 3) maintain an all-patient registry to
identify gaps in care and review performance dashboards; and
4) implement advanced access processes including 24/7 ac-
cess to a clinical decision-maker, open-access scheduling, and
options for care outside of business hours. MiPCT supplied
practice transformation support for training and embedding
Care Managers. Training topics addressed the MiPCT goals of
1) risk reduction for healthy individuals, 2) self-management
support to prevent patients with moderate chronic disease
levels from progressing to the complex category, 3) care
coordination and support for patients with complex chronic
diseases, 4) initiation of timely transition of care activities
when patients experience emergency room or inpatient visits,
and 5) coordinated end-of-life care.

Non-Participating PCMH Settings. Even as MiPCT
supported enhanced transformation among participating
PCMHs, private payers continued to recognize and
reimburse new practices that achieved PCMH designation.
Between 2010 and 2015, PCMH designations by BCBSM
rose from 1647 to 4349 providers; NCQA designations rose
from 185 in 2013 to 450 in 2015 (including both MiPCT and
non-MiPCT PCMH providers). A key difference between
non-MiPCT and MiPCT PCMHs (other than the enhanced
resources and longer experience with designation as already
described) is the lack of a payment model that specifically
reimbursed for care management services. Because all MiPCT
practices were designated by BCBSM (sometimes in addition
to NCQA), comparison PCMH practices were limited to those
with 2011 or 2012 BCBSM PCMH designation and not eligi-
ble for MiPCT (a total of 539 practices).

Non-PCMH Settings. A second comparison study setting of
non-PCMH practices was selected using propensity score
matching from all 1474 non-PCMH practices on the BCBSM
PGIP list. Matching variables included observable practice
characteristics that were available at the time, such as practice
size, Medicaid and commercial patient volume, average pa-
tient risk scores, FQHC status, and urban/rural location (see
online Appendix for methods and results of the matching
procedure).

Participants. Survey respondents were selected from lists of
patients attributed to practices in each study group. The
sampling frame was further limited based on the following
inclusion criteria: 1) a documented patient visit (in payer
claims/encounter files) with their attributed/assigned primary
care provider (PCP) during the year prior to the survey, and 2)
age of 18 years or older as of survey implementation.
Sampling strata were defined by participating payer and
study group. This led to 15 cells (three study groups and five



1204 Sarinopoulos et al.: PCMH Multi-Payer Patient Experience

JGIM

payers), from which a random sample was selected, with the
goal of achieving 250 completed surveys per cell. The actual
sample size per cell was inflated based on known variation in
response rates for each payer.

In addition, the study design called for an oversampling of
high-risk patients with severe or chronic conditions. The num-
ber of the additional high-risk patients sampled for each stra-
tum varied from payer to payer, as each payer had different
proportions of high-risk patients. The supplemental high-risk
samples, together with high-risk patients in the general popu-
lation sample, made up the high-risk patient sample for addi-
tional analyses.

Surveys were fielded in January and February of 2015 by an
NCQA-certified Consumer Assessment of Healthcare Pro-
viders and Systems (CAHPS) vendor. Two waves of mailings
were completed, with postcard reminders sent to non-
respondents. Non-respondents were then called and given
the option to complete the survey over the phone. Figure S1
in the online Appendix illustrates the flow of activities to
construct the sample.

Variables and Measurement. The CAHPS surveys have
become the gold standard for assessing patient experience in
ambulatory care practices,”* " and are particularly well-suited
for evaluating the impact of healthcare innovations.*' The PCMH
supplemental item set was released in late 2011, so not all prior
research on patient experience and PCMH utilized CAHPS.
Much of the published validation work has occurred within the
last 5 years.””**"° We fielded the survey at a time when NCQA
was collecting information on proposed changes to the Clinician

and Group (CG)-CAHPS 2.0 instrument and PCMH 2.0 item set.
The study included items consistent with those recommended
changes, not all of which were carried forward into the subse-
quent CG-CAHPS and PCMH 3.0 item set. This manuscript
groups the items gathered to be consistent with the current
CAHPS PCMH 3.0 domains (Table 1) including access to care,
provider communication, care coordination, self-management
support, comprehensiveness, and provider rating. We rescaled
all items to a common 0-10 scale and computed composite
scores for the first three domains following published methods
for the employment of CAHPS measures in group compari-
sons,”” described in more detail in the online Appendix. The
sixth domain, the provider rating, was assessed by a single item.

Covariates included individual-level variables of education,
race, insurance payer, and concurrent risk group. Covariates
also included practice-level variables: practice size, hospital
employment, and urban/rural location. Education and race were
measured in the demographic section of the survey. Concurrent
risk scores ranging from 0 to 99,999 were calculated from
claims data using the Verisk Analytics DxCG RiskSmart soft-
ware and served as proxy measures of morbidity and overall
health status (Verisk Health/Verscend Technologies, Inc., Wal-
tham, MA). Based on criteria provided by the analytics vendor,
high- to very high-risk patients have scores 226 or above,
indicating that they are heavy utilizers of the healthcare system,
most often being treated for multiple high-severity acute con-
ditions and/or chronic conditions. The concurrent risk score is
based on both acute and chronic diagnoses grouped based on
cost, as well as gender and age. Additional information about
risk scores is included in the online Appendix.

Table 1 CAHPS Survey Measures of Patients’ Experiences with Care According to Domain

Original
Short Item Title Scale CG-CAHPS Source
Access (Getting Timely Appointments, Care, and Information)
Patient got appointment for urgent care as soon as needed 14 Core 3.0, #6
Patient got appointment for non-urgent care as soon as needed 14 Core 3.0, #8
Patient got answer to medical question the same day he/she phoned provider’s office 14 Core 3.0, #10
Patient got answer to medical question as soon as he/she needed when phoned provider’s 14 Core 2.0, #12
office after hours
Communication (How Well Providers Communicate with Patients)
Provider explained things in a way that was easy to understand 14 Core 3.0, #11
Provider listened carefully to patient 1-4 Core 3.0, #12
Care Coordination (Providers Use of Information to Coordinate Patient Care)
Provider knew important information about patient’s medical history 1-4 Core 3.0, #13
Someone from provider’s office followed up with patient to give results of blood test, 1-4 Core 3.0, #17
x-ray, or other test
Provider seemed informed and up to date about care from specialists 14 PCMH 3.0, #3
Rating (Rating of Provider)
Using a number from 0 to 10, where 0 is the worst provider possible and 10 is the best 0-10 Core 3.0, #18
provider possible, what number would you use to rate this provider?
Self-Management Support (Provider's Office)
Anyone in provider’s office talked with patient about specific health goals* Yes/no PCMH 3.0, #4
Anyone in prov1der s office asked if there were things that made it hard for patient to Yes/no PCMH 3.0, #5
take care of health*
Comprehensiveness (Provider's Office)
Anyone in provider’s office asked if patient had felt sad, empty, or depressedi Yes/no General Suppl. 3.0
Anyone in provider’s office talked about worrying/stressful aspects of patient’s life* Yes/no PCMH 3.0, #6

*CG-CAHPS = Clinician & Group Consumer Assessment of Healthcare Providers and Systems
'For numeric scores, scales range from 0 (worst) to 10 (best) or from 1 (never) to 4 (always)

“The “Anyone” referent has been changed to “Somebody” in version 3.0
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Practice size was defined as the number of primary care
providers in the practice unit. For the geography variable,
urban was defined in contrast to rural, in alignment with the
Federal Office of Rural Health Policy as a practice census tract
with Rural-Urban Commuting Area (RUCA) designations.
Hospital employment is a binary practice-level covariate;
85% of providers are employed by a hospital.

Statistical Methods. We used the Complex Samples module in
IBM SPSS version 23 software to conduct data processing and
analysis. We first computed sampling weights that corrected for
non-response and sample design. Then, via the CSPLAN
procedure, we programmed the following: 1) data stratification,
3) data clustering at the practice level, and 3) sampling weights
in the Complex Samples module. The resultant file was used in
all subsequent analyses to account for the actual numbers of
respondents within strata and for potential clustering effects
when calculating standard errors.>® The general linear model
(CSGLM) procedure was employed for the four continuous
outcome variables (access, coordination, communication, and

provider rating), with post hoc comparisons to assess differ-
ences among MiPCT and comparison groups. Ordinal regres-
sion with the logit link function (CSORDINAL model) was
used for the domains of self-management support and compre-
hensiveness (which can take only three values and therefore are
not continuous). Both models controlled for potential con-
founding variables including race, education, payer group
(Medicare, Medicaid, commercial insurance), health risk (very
low, low, medium, high, very high), practice size, hospital
ownership, and geography (urban, rural).

RESULTS

The final samples include 3893 patients from the general
population served by 802 practices, and 4605 high-risk patients
served by 829 practices (Tables 2 and 3). The overall response
rate for the survey was 31.8% for the general population and
34.1% for the high-risk population. This response rate is typical

Table 2 Intervention and Comparison Group Characteristics: General Population

MiPCT (n=1291)

PCMH (n=1310) Non-PCMH (n=1292)

No. % No. % No. %
Individual Characteristics
Age (years)
18-34 117 9.2% 108 8.4% 92 7.2%
3544 118 9.3% 119 9.3% 113 8.9%
45-54 245 19.3% 235 18.3% 257 20.2%
55-64 398 31.3% 431 33.5% 461 36.2%
65+ 394 31.0% 392 30.5% 350 27.5%
Women 792 61.3% 774 59.1% 738 57.1%
Education
Some high school or less 102 8.1% 112 8.8% 133 10.5%
High school grad/GED 348 27.5% 377 29.7% 393 31.1%
Some college 443 35.0% 444 35.0% 421 33.4%
Four-year college degree 186 14.7% 163 12.8% 155 12.3%
College graduate plus 188 14.8% 173 13.6% 160 12.7%
Race
White 1080 85.6% 1052 82.4% 1018 81.2%
African-American 104 8.2% 138 10.8% 136 10.9%
Hispanic 28 22% 31 2.4% 36 2.9%
Other 49 3.9% 56 4.4% 63 5.0%
Payer
Medicaid 185 14.3% 193 14.7% 215 16.6%
Medicare 371 28.7% 361 27.6% 338 26.2%
Commercial 735 56.9% 756 57.7% 739 57.2%
Risk Group
Very low 81 6.3% 99 7.6% 104 8.0%
Low 137 10.6% 162 12.4% 161 12.5%
Medium 321 24.9% 344 26.3% 314 24.3%
High 471 36.5% 469 35.8% 473 36.6%
Very high 279 21.6% 236 18.0% 240 18.6%
Practice Characteristics of Patient Respondents*
Urban 1073 82.7% 1064 81.3% 1071 82.9%
Employed by Hospital ) 437 34.1% 305 23.3% 199 15.4%
Practice Size by no. of PCPs"
1-2 364 28.3% 610 46.6% 681 52.7%
34 335 26.1% 368 28.1% 328 25.4%
5-7 327 25.5% 237 18.1% 195 15.1%
8-11 174 13.6% 48 3.7% 40 3.1%
12 or more 84 6.5% 47 3.6% 48 3.7%

*Practice information is summarized at the patient level. The number of practices represented in each group of respondents is 281 (MiPCT), 358 (non-

participating PCMH), and 163 (non-PCMH), for a total of 802
Treated as a continuous variable in the mixed model analysis
PCP primary care provider
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Table 3 Intervention and Comparison Group Characteristics: High-Risk Population

MiPCT (n=1541)

PCMH (n=1542) Non-PCMH (n=1522)

No. % No. % No. %
Individual Characteristics
Age (vears)
18-34 95 6.0% 78 51% 64 4.3%
35-44 101 6.4% 114 7.5% 106 7.1%
45-54 280 17.8% 259 17.0% 257 17.1%
55-64 593 37.7% 624 41.0% 640 42.6%
65+ 504 32.0% 446 29.3% 434 28.9%
Women 995 62.3% 962 62.3% 900 59.1%
Education
Some high school or less 118 7.5% 134 9.1% 150 10.1%
High school grad/GED 446 28.4% 445 30.2% 468 31.4%
Some college 540 34.4% 532 35.3% 516 34.7%
Four-year college degree 202 12.9% 179 11.9% 157 10.5%
College graduate plus 263 16.8% 202 13.4% 198 13.3%
Race
White 1335 85.5% 1246 83.0% 1208 81.8%
African-American 134 8.6% 168 10.8% 162 11.0%
Hispanic 35 2.2% 45 3.0% 41 2.8%
Other 58 3.7% 48 3.2% 65 4.4%
Payer
Medicaid 275 17.0% 241 15.6% 276 18.1%
Medicare 440 27.6% 384 22.9% 371 24.4%
Commercial 882 552% 920 59.5% 875 57.5%
Risk Group
1074 67.3% 1068 69.1% 1080 71.0%
523 36.3% 477 30.9% 442 29.0%
Practice Characteristics of Patient Respondents™
Urban 1328 83.7% 1254 81.2% 1272 83.6%
Employed by Hospital 532 34.3% 355 23.0% 218 14.3%
Practice Size by no. of PCPs’
1-2 437 28.4% 704 45.7% 765 50.3%
34 389 25.2% 430 27.9% 441 29.0%
5-7 349 22.6% 285 18.5% 219 14.4%
811 253 16.4% 68 4.4% 48 32%
12 or more 113 7.3% 55 3.6% 49 32%

*Practice information is summarized at the patient level. The number of practices represented in each group of respondents is 290 (MiPCT), 380 (non-

parllctpatmg PCMH), and 159 (non-PCMH), for a total of 829
"Treated as a continuous variable in the mixed model analysis
PCP primary care provider

for CAHPS mail surveys.”® A total of 95 surveys, almost
equally distributed across study groups, were completed by
phone, representing 1.5% of all respondents. We examined
non-response as a potential source of bias. Consistent with
previous studies, non-response bias tests revealed that respond-
ents were more likely to be female, older, on Medicare, and in
the high-risk group. There were no significant differences in
response rates among the MiPCT (32.9%), non-participating
PCMH (32.3%), and non-PCMH (32.8%) patients.

Unadjusted demographic and clinical characteristics, in-
cluding age, gender, race, level of education, risk group,
urban/rural, and payer, are presented in Tables 2 and 3. Within
the general population, analyses (described in the online Ap-
pendix) revealed no significant between-group differences in
demographic characteristics. Within the high-risk population,
only education was a significant between-group patient demo-
graphic difference. However, in both the general and high-risk
populations, there were pronounced significant study group
differences for two of the practice characteristics, including
practice size and employment.

Figure la and b displays the weighted mean ratings by
domain and study group for the general population and high-

risk group, respectively. Table 4 (top) contains the adjusted mean
difference between MiPCT and comparison-group patients for
the domains of access, communication, coordination, and pro-
vider rating. Table 4 also presents the odds ratios for group
comparisons in the domains of self-management support and
comprehensiveness. MiPCT patients reported significantly bet-
ter experiences in five of the six domains: access, communica-
tion with provider, coordination, self-management support, and
comprehensiveness. Patients of non-participating PCMH practi-
ces reported significantly better experiences than non-PCMH
patients in three domains: access, coordination, and comprehen-
siveness. Finally, MiPCT patients reported significantly better
experiences than non-participating PCMH patients in two
domains: comprehensiveness and self-management support.
Consistent with the general population results, analyses
performed among high-risk patients revealed that MiPCT
patients reported significantly better experiences than the
non-PCMH group in the same five domains (Table 4, bottom).
In addition, group differences are marginally significant for
the provider rating measure (p<0.06). Further, the non-
participating PCMH patient group showed significantly higher
scores than the non-PCMH group on four of the six domains,
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Figure 1 Weighted mean patient experience scores by domain for the general (a) and high-risk (b) study populations.

including access, coordination, self-management support, and
comprehensiveness. For all four of these domains, MiPCT
patients showed significantly higher adjusted mean scores
than the non-participating PCMH patients.

In terms of covariates, payer group was shown to have a
significant association with access, communication, coordina-
tion, provider rating, and comprehensiveness (with Medicare
patients reporting higher ratings and Medicaid patients report-
ing lower ratings across most domains, but commercial patients
reporting better experiences in terms of comprehensiveness). A

lower level of education (high school/some college) and His-
panic ethnicity was predictive of lower access among the gen-
eral population. Smaller practice size was predictive of greater
access. Detailed results are presented in the online Appendix.

DISCUSSION

The present study assessed the patient experience among
practices in MiPCT—multi-payer PCMH initiative that

Table 4 Comparison of MiPCT and Non-Participating PCMH and Non-PCMH Comparison Groups by Patient Experience Domain

MiPCT vs. PCMH

MiPCT vs. non-PCMH PCMH vs. non-PCMH

General Population

Difference P
Access 0.11 0.243
Communication 0.09 0.233
Coordination 0.12 0.225
Provider rating 0.04 0.576

Odds ratio P
Self-management 1.25% 0.019
Comprehensiveness 1.36%* 0.001
High-Risk Population

Difference P
Access 0.17* 0.049
Communication 0.05 0.486
Coordination 0.17* 0.050
Provider rating 0.03 0.674

Odds ratio P
Self-management 1.19% 0.045
Comprehensiveness 1.31%* 0.001

Difference P Difference P

0.35%* 0.001 0.24* 0.019
0.19* 0.024 0.10 0.203
0.33%* 0.002 0.21* 0.046
0.12 0.095 0.08 0.227
QOdds ratio P Odds ratio P

1.38%* 0.001 1.10 0.323
167 <0.001 1.23* 0.043
Difference P Difference P

0.36%#* <0.001 0.18* 0.043
0.18%* 0.016 0.13 0.069
0.35%%* <0.001 0.18* 0.047
0.12 0.055 0.10 0.119
QOdds ratio P Odds ratio P

1.4 1% <0.001 1.19% 0.045
1.61%%:* <0.001 1.22% 0.022

0k p<(0.001; ** p<0.01; * p<0.05. Scores range from 0 to 10, with higher scores indicating better experience of care. Adjusted mean differences and
p-values are presented for continuous variables. Note that the adjusted differences may not exactly match the difference between the unadjusted,
weighted means in Figure la and b. Global odds ratios are presented for ordinal variables
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implemented care management and other advanced practices
supported by enhanced payment, training and mentorship, and
ongoing learning opportunities—relative to both PCMH and
non-PCMH practices that did not participate in the
demonstration.

First, the study confirms both of our initial hypotheses: that
we would see the greatest differences in patient experience
when we compared MiPCT patients and non-PCMH patients,
and that we would see a differentiation between MiPCT and
non-participating PCMH patients, and between those non-
participating PCMH patients and non-PCMH patients. These
findings confirm and extend previous reports of improved care
experience associated with the PCMH model”'? and may
help to explain the equivocal results of previous PCMH eval-
uations of early or partial implementations.'*'

Our results are strengthened by the finding that much of the
differentiation among study groups occurred in four domains
of patient experience: access, coordination, self-management,
and comprehensiveness. Practice capacities relevant to these
domains are a major part of the intervention, and/or are spe-
cifically related to the PCMH model. For example, MiPCT
practices were held to higher standards of access and hired
Care Managers specifically charged with care coordination. In
addition, self-management support and comprehensiveness
are the only domains assessed that specifically came from
the CAHPS PCMH item set (rather than the base CG-
CAHPS tool).

The study also provides evidence to support the idea that
multi-payer advanced PCMH implementation can confer ben-
efits to patients in their experience of care over and above
those of non-participating PCMHs. For self-management sup-
port and comprehensiveness, MiPCT PCMHs were rated
higher than non-participating PCMHs in both populations,
and in two additional domains, access and coordination of
care, in the high-risk population. The high-risk population
presents a major focus of this study, and specifically with
regard to these domains, since such patients are more likely
than others to seek access, and have more aspects of care that
need to be coordinated.

This study addressed potential confounding effects of pre-
existing practice-level differences by including both hospital
employment and practice size as covariates in the analyses.
Small practice size predicted better ratings in the access
domain—but this works against our hypothesis, since MiPCT
early-adopter practices were more frequently large practices.

LIMITATIONS

The analysis used weighting and covariate controls to mini-
mize non-response bias (see online Appendix for additional
information). The study would be stronger if we were able to
employ a longitudinal design. This would enable us to better
disentangle the relative contributions of having more time for
transformation versus the extra resources provided by MiPCT.

It would also enable difference-in-difference modeling to com-
pare how both MiPCT and comparison patient experience may
have changed over time, while accounting for unmeasured
differences between the practices that may have been present
at baseline and were unrelated to PCMH adoption. We also
recognize that our study may have found statistical significance
where the clinical significance is relatively small. Small effect
sizes are quite common when working with aggregated patient
experience data. Despite this limitation, we noted consistent
and statistically significant results between MiPCT and com-
parison practices across patient experience domains, with an
apparent “dose” effect (highest experience scores for MiPCT
patients, followed by non-participating PCMH, and then by
non-PCMH patients). No other variable had such a consistent
relationship with the outcome domains.

The generalizability of our results could be limited by
factors specific to Michigan. A recent study reports consider-
able variation in implementation parameters among multi-
payer initiatives, including convener identity, payment meth-
odology, performance measures, and practice participation
criteria.?’ However, we believe that Michigan’s size and di-
versity likely make it comparable to many other areas of the
country.

CONCLUSION

This study shows that PCMH implementation is sufficient to
confer benefits in some domains of patient experience, partic-
ularly in the high-risk population. Moreover, a more mature
and advanced multi-payer model has an even stronger associ-
ation with better patient experiences for both high-risk and
general populations. At a time when multi-payer PCMH ini-
tiatives are taking hold throughout the country, and seem
poised to provide platforms to advance larger delivery systems
and payment reforms, it is critically important to evaluate the
impact of such initiatives on outcomes, including patient
experience.
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