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Chapter 1
Patient-Centered Medical Homes: The Promise 
and the Research Agenda

Alexandros Maragakis and William O’Donohue

What is a Patient-Centered Medical Home?

To address numerous problems with costly, unsafe, and inefficient fragmented care 
in the US health-care system, primary care reform has become a major area of 
interest. Proposed reforms have been centered around goals first articulated in the 
Institute of Medicine’s (IOM’s) Crossing the Quality Chasm (2001), namely re-
ducing medical errors, controlling cost, increasing patient-centered care, improving 
access, increasing the use of evidence-based care, including preventative services, 
and overall improving both the quality and the efficiency of the health-care deliv-
ery. A new model that is fair to say has gained the most attention by professional 
organizations, and many health-care stakeholders are the patient-centered medical 
home (PCMH) (Rittenhouse and Shortell 2009). The PCMH is defined by five core 
functions (AHRQ 2014):

1.	 Comprehensive care
2.	 Patient-centered care
3.	 Coordinated care
4.	 Accessible services
5.	 Quality and safety

While not new, the term “medical home” was first used in 1967 to describe a sys-
tem of care to meet the needs of children with special health-care needs. In 1992, 
this system of care was recommended by the American Academy of Pediatrics to 
be expanded into general care of children, including an emphasis on accessibility, 
comprehensiveness, coordination, and compassion (Kilo and Wasson 2010). From 
there, the concept of medical homes had been discussed for general use in the pri-
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mary care setting, but it was not until 2007 the term “PCMH” was agreed upon by 
multiple professional agencies. This new model came at an ideal time, given that 
rising health-care costs became a center of policy reform, and primary care was 
seen as playing a vital role in reducing those costs (Kilo and Wasson 2010). The five 
functions have been defined by federal agencies like the Agency of Healthcare Re-
search and Quality (AHRQ). Below is a description of how each of these functions 
is described, and what their role in promoting quality primary care is.

Comprehensive Care

The primary care setting is the ideal location for patients to have the majority of 
their physical and behavioral health concerns addressed. To be able to provide the 
comprehensive care that patients need, the PCMH focuses on providing care in a 
team-based approach. These teams may consist of medical providers (e.g., medi-
cal doctors, nurse practitioners, and physician assistants), pharmacists, behavioral 
health providers (e.g., psychologists, social workers, and licensed clinical provid-
ers), and various other health-care providers that may provide enhanced preventa-
tive, acute, or chronic care for patients. These teams may be designed to be provided 
entirely within a clinic or may be built virtually by linking various providers in a 
community (AHRQ 2014).

While a comprehensive care team may sound ideal, it is still uncertain what pro-
fessionals are needed to ensure that the comprehensive needs of patients are met. 
While various professions (e.g., behavioral health, nursing, and pharmacy) have 
written about their role in the primary care setting, there have been little data dis-
cussing how these teams should be formed, and what their goals are. For example, 
until recently, behavioral health professions were not consistently recommended as 
an integral part of the comprehensive care team.

Another issue faced with this new approach is who will pay for multiple provid-
ers seeing a patient on the same day. These team approaches may initially be more 
expensive than standard care, with the hope that they will produce healthier patients 
and offset future costs. While many have written on payment reform (Rosenthal 
2008), there are still no consistent systems of payments, as these vary state by state.

Patient Centered

There has been a shift in the medical community to focus on a relationship-based 
orientation to health-care delivery. This new focus places the patient and their fami-
lies as core members of the care team and moves to actively involve them in their 
treatment planning. It is within the role of health-care providers to support patients 
and provide them with skills to manage their own care at the level of their choosing 
(AHRQ 2014).
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Patients are supported to better self manage and to take more responsibility for 
their health. To augment patient-centered care, the AHRQ offers four recommen-
dations to help providers: (1) communicate with patients about the new model of 
care and what the patient’s new role is in the model, (2) promote self-care by help-
ing patients reduce risk factors and help patients with chronic illness create and 
achieve self-care goals, (3) partner with patients about decision-making by helping 
reviewing treatment options and aid them in understanding the likely outcomes, (4) 
improve patient safety, by allowing them access to their records (Peikes, Genevro, 
Scholle and Torda 2011).

Coordinated Care

Beyond being the setting for which patients receive the majority of their care, the 
PCMH is also responsible for coordinating care across the broader health-care sys-
tem. These coordinated services are intended to be delivered in a “stepped-care” 
manner to match the needs of the patient. For example, a patient being discharged 
from an emergency room for a suicide attempt may require in-person consulta-
tion involving primary care and behavioral health specialists. Other consultations 
may achieve their goal of enhancing patient’s needs with providers or support staff 
interacting over the phone (Croghan and Brown 2010). It is hypothesized that this 
coordination is particularly important when patients need to access specialty care 
or are being discharged from the hospital. By doing this, the PCMH acts as the 
hub between patients, primary, and specialty care to ensure that needs are met and 
health-care plans are followed (AHRQ 2014).

Accessible Services

In order to ensure that patients have access to more affordable primary care and 
rely less on emergency services when urgent needs arise, it is the goal of PCMHs 
to create short wait times. To accomplish this, PCMHs normally offer enhanced in-
person hours (e.g., working past normal business hours), provide around-the-clock 
telephone access to health-care providers, and use alternative methods of communi-
cation such as e-mail (AHRQ 2014).

While it is not explicated how exactly this enhanced accessibility to services 
should be executed, the National Committee on Quality Assurance’s (NCQA) rec-
ognition process (described below) offers very clear factors for how agencies are 
graded. For example, enhanced hours may include being open at 7 a.m. or closing 
at 8 p.m. or being open on at least two Saturdays during the month.
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Quality and Safety

The use of evidence-based practices as well as clinical decision-support tools to 
guide treatment is a major component of the PCMH. Technologies like electronic 
health records (EHRs) are to be implemented to help guide decision-making and 
reduce the potential for error. In order to produce consistent increases in qual-
ity of care, it is also recommended that providers engage in performance mea-
surement (e.g., number of patients within a normal blood pressure or blood sugar 
range).  Through the use of this continued commitment to quality improvement 
(QI), PCMH will be able to provide more effective and safer care to their patients 
(AHRQ 2014).

It is hypothesized that all five of these functions must be met for primary care to 
fulfill its role in reducing overall health-care costs and improving the quality of care 
patients receive (AHRQ 2014). Therefore, creating a PCMH requires a radical shift 
from traditional primary care settings. This shift has given rise to national recogni-
tion processes to ensure that these services are adequately delivered. The following 
section describes one of these recognition models, designed to ensure the quality 
and integrity of a PCMH.

Recognition Process of Patient-Centered Medical Homes

Given the amount of new services required for a medical setting to deliver care con-
sistent with the PCMH model, agencies have create national recognition standards. 
This process is designed to ensure that settings that use the PCMH label actually 
provide the enhanced services a PCMH is intended to offer. The largest recognition 
program in the USA, which about 10 % of all primary care clinicians operate under, 
is through the NCQA (2014). This section provides information on what services 
the NCQA requires from medical settings to achieve various levels of PCMH rec-
ognition status.

History of the Patient-Centered Medical Home Recognition 
Process

As more data have become available on the utility and practices of PCMH and 
health-care policies change, the NCQA’s PCMH recognition has adapted to ensure 
that these new sources of information are integrated into practice. As such, the NC-
QA’s PCHM standards have been through four revisions, with the latest in 2014.

The precursor to the PCMH was launched in 2003, under the name of Physician 
Practice Connections (PPC). The PPC model emphasized the use of information 
technologies (IT) and systematic change to reduce the amount of medical errors 
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that occurred from standard practices, increase the use of evidence-based care, and 
ensure follow-up with patients and other medical providers (NCAQ 2014).

In 2007, the joint PCMH principles were released, and in 2008, the NCQA fol-
lowed with its first standards of a PCMH, which included an emphasis on the on-
going personal relationship with physicians, a team-based approach to care, care 
coordination, and a focus on quality and safety. There have been two updates since 
the 2008 release of PCMH standards, one in 2011 and the latest in 2014. Each 
update has “raised the bar” in order to ensure that patients receive the highest qual-
ity of care. For example, the 2014 updates have included more emphasis on inte-
gration of behavioral health care and overall team-based approaches, focused case 
management for high-needs populations, and more QI initiatives (NCQA 2014). 
The following information reflects the NCQA’s 2014 Standards and Guidelines for 
medication settings applying for PCMH recognition.

Who is Eligible for Patient-Centered Medical Home Recognition

As denoted by the NCQA, the PCMH recognition program is a practice-based eval-
uation for clinicians, who may be doctors of medicine, doctors of osteopathy, ad-
vanced practice registered nurses, or physician assistants who focus on primary care 
specialties. Those who do not offer primary care services are not eligible for PCMH 
recognition. Single practices and multisite systems (i.e., systems that involve three 
or more sites) are eligible for the PCMH recognition (NCQA 2014).

The National Committee on Quality Assurance’s Standards  
of a Patient-Centered Medical Home

As of 2014, there are six PCMH program standards that are provided by the NCQA. 
Each of these standards was created in order to target key aspects of primary care. 
These general standards are broken down by elements that include specific details 
about performance expectations. Each element is further broken down into factors, 
which are specific services that the element is measured by. There are some key 
factors, referred to as “critical factors,” that are required for settings to receive more 
than minimal, or any point, for the specific element. Table 1.1 lists all of the NCQA 
standards, their elements, and how many points each standard is worth.

Must-Pass Elements

Beyond the six standards, the NCQA lists six must-pass elements that are consid-
ered essential components of the PCMH. To achieve PCMH recognition on any 
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level requires a minimum score of 50 % on all of these six elements. Table 1.2 lists 
all six of the must-pass elements as well as the critical factor and required number 
to pass.

Levels of Accreditation

The NCQA recognizes three levels of PCMH status. Each level indicates the de-
gree to which a medical setting provides the services indicated by the standards. 
As mentioned earlier, points are awarded to settings based on the number of factors 
that a medical setting is able to provide for each element listed. The determination 
of a setting’s level is based on the points earned by a medical setting. As mentioned 
earlier, regardless of the PCMH level, NCQA recognition requires that all settings 
meet the six must-pass elements in order to achieve any status. Table 1.3 provides 
the number of points necessary to achieve a certain PCMH level.

Table 1.1   Patient-centered medical home (PCMH) standards. (NCQA 2014)
Standard Elements Point value
PCMH 1: Patient-cen-
tered access

A. Patient-centered appointment access
B. 24/7 access to clinical advice
C. Electronic access

10 points

PCMH 2: Team-based 
care

A. Continuity
B. Medical home responsibilities
C. Culturally and linguistically appropriate services
D. The practice team

12 points

PCMH 3: Population 
health management

A. Patient information
B. Clinical data
C. Comprehensive health assessment
D. Use data for population management
E. Implement evidence-based decision support

20 points

PCMH 4: Care manage-
ment and support

A. Identify patients for care management
B. Care planning and self-care support
C. Medication management
D. Use electronic prescribing
E. Support self-care and shared decision-making

20 points

PCMH 5: Care coordina-
tion and care transitions

A. Test tracking and follow-up
B. Referral tracking and follow-up
C. Coordinate care transitions

18 points

PCMH 6: Performance 
measurement and quality 
improvement

A. Measure clinical quality performance
B. Measure resource use and care coordination
C. Measure patient/family experience
D. Implement continuous quality improvement
E. Demonstrate continuous quality improvement
F. Report performance
G. Use certified EHR technology

20 points

EHR electronic health record
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Must-pass 
elements

Factors Minimum 
number of fac-
tors needed to 
achieve 50 % 
pass rate

PCMH 1: 
Patient-cen-
tered appoint-
ment access

1. Providing same-day appointments for routine and urgent 
carea

2. Providing routine and urgent-care appointments outside 
regular business hours
3. Proving alternative types of clinical encounters
4. Availability of appointments
5. Monitoring no-show rates
6. Acting on identified opportunities to improve access

Two factors 
including criti-
cal factor

PCMH 2: The 
practice team

1. Defining roles for clinical and nonclinical team members
2. Identifying the team structure and the staff who lead and 
sustain team-based care
3. Holding schedule patient care team meetings or structured 
communication process focused on individual patient carea

4. Using standing orders for services
5. Training and assigning members of the care team to coor-
dinate care for individual patients
6. Training and assigning members of the care team to 
support patients/families/caregivers in self-management, self-
efficacy, and behavior change
7. Training and assigning members of the care team to man-
age the patient population
8. Holding scheduled team meetings to address practice 
functioning
9. Involving care team staff in the practice’s performance 
evaluation and quality improvement activities
10. Involving patients/families/caregivers in quality improve-
ment activities or on the practice’s advisory council

Five to seven 
factors includ-
ing critical 
factor.

PCMH 3: 
Use data for 
population 
management

At least annually, the practice proactively identifies popula-
tions of patients and reminds them, or their families, or 
needed care based on patient information, clinical data, 
health assessments, and evidence-based guidelines including:
At least two different preventive care services
At least two different immunizations
At least three different chronic or acute care services
Patients not recently seen by the practice
Medication monitoring or alert

Two factors

PCHM 4: 
Care planning 
and self-care 
support

The care team and patient/family/caregiver collaborate to 
develop and update an individual care plan that includes the 
following features for at least 75 % of patients identified for 
care management:
Incorporates patient preferences and functional/lifestyle goals
Identifies treatment goals
Assesses and addresses potential barriers to meeting goals
Includes a self-management plan
In provided in writing to the patient

Three factors

Table 1.2   Must-pass elements (NCQA 2014)
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Must-pass 
elements

Factors Minimum 
number of fac-
tors needed to 
achieve 50 % 
pass rate

PCMH 5: 
Referral 
tracking and 
follow-up

1. Considers available performance information on consul-
tants/specialists when making referral recommendations
2. Maintains formal and informal agreements with a subset of 
specialists based on established criteria
3. Maintains agreements with behavioral health-care 
providers
4. Integrates behavioral health-care providers within the 
practice site
5. Gives the consultant or specialists the clinical question, the 
required timing, and the type of referral
6. Gives the consultant or specialists pertinent demographic 
and clinical data, including test results and current care plan
7. Has the capacity for electronic exchange of key clinical 
information and provides an electronic summary of care 
record to another provider form more than 50 % of referrals
8. Tracks referrals until the consultant or specialist’s report is 
available flagging and following up on overdue reportsa

9. Documents comanagement arrangements in the patient’s 
medical record
10. Asks patients/families about self-referrals and requesting 
reports form

Four to six 
factors includ-
ing critical 
factor

PCMH 6: 
Implement con-
tinuous quality 
improvement

1. Set goals and analyze at least three quality measures from 
element A
2. Act to improve at least three clinical quality measures 
element A
3. Set goals and analyze at least one measure from element B
4. Act to improve at least one measure from element B
5. Set goals and analyze at least one patient experience mea-
sure from element C
6. Act to improve at least one patient experience measure 
from element C
Set goals and address at least one identified disparity in care/
service for identified vulnerable population

Five factors

PCMH patient-centered medical home
a Denotes critical factor

Table 1.2  (continued) 

PCMH level Points required
Level 1 35–59
Level 2 60–84
Level 3 85–100

PCMH patient-centered medical home

Table 1.3   Patient-cen-
tered medical home-level 
requirements
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Outcome Data of Patient-Centered Medical Home

Given the intend goals of PCMH, multiple studies have focused on outcomes such 
as quality of care delivered, cost of care, patients experience of care, and the experi-
ence of professionals working in multidisciplinary teams. This section provides a 
brief overview of the results of these studies.

Quality of Care

An extensive literature conducted by Zutshi et  al. (2014) investigating improve-
ments to quality of care considered three distinct factors: processes of care, health 
outcomes, and mortality. They concluded of three rigorous evaluations of PCMH 
processes (i.e., studies that used randomly controlled trials and large health-care set-
tings), only one study showed increased rates of medication use throughout a 2-year 
study, and increase use of psychotherapy or specialty mental health care during 
the first year but not the second. The other studies either did not show statistically 
significant changes in processes of care (e.g., increased rates of medication use, use 
of psychotherapy, and decreased hospitalizations) or statistical significance did not 
account for the clustered nature of the data making the results unclear. However, an-
other study that evaluated PCMHs and process of care, the National Demonstration 
Project (NDP), concluded that after 26 months, the PCMH model helped improve 
the delivery of preventive services and chronic disease care (Jaen et al. 2010).

In regard to health-care outcomes, two studies showed improvements in some or 
all of the health measures. For example, the one study indicated reduced depression 
symptoms, improved overall quality of life, reduced overall functional impairment, 
and improvement in general health status over the 2-year course of the study (Zutshi 
et al. 2014). The other study indicated mixed results, with statically significant im-
provements on four of the eight Short Form (SF)-36 scales. Nonsignificant results 
in this study included improvements to activities of daily living and days in bed.

While these results are promising, another study investigating the impact of 
PCMH models on health outcomes did not produce any favorable results. For ex-
ample, the data on seven of the eight scales on the SF-36 indicated no statistically 
significant change. The data on the final scale on the SF-36 indicated a statically 
significant deterioration. Therefore, the data are mixed on the impact of PCMH on 
health outcomes.

Finally, PCMH service effects on mortality did not produce statistically signifi-
cant results. However, it is unclear whether or not this result is a function of PCMH 
services not changing care, or there was not enough time for mortality rates to be 
effected (Zutshi et al. 2014).
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Cost

Reducing overall health-care costs by shifting care from specialized and emergency 
care and moving it into the primary care setting is one of the main hypothesized 
goals of the PCMH. However, current studies that examine the overall cost, hos-
pital use, and emergency department use when PCMH systems are employed have 
produced mixed results.

In regard to overall costs, multiple studies produced an increase in cost by em-
ploying PCMH practices. For example, one study indicated an increase in cost of 
care by 12 % after the first year. Another study indicated an increase in cost of 28 % 
among all patients and 46 % among low-risk patients after the first year. The data 
from this study indicated that cost savings of 23 % were realized for high-risk pa-
tients during the third year, which was able to offset the still present 19 % increased 
cost of care for low-risk patients. Other studies reported no statistical difference in 
costs (Zutshi et al. 2014).

Hospital use across multiple studies indicates some positive results in the reduc-
tion of hospital stays and readmissions. One study indicated reduced hospitalization 
by 18 % and reduced readmissions by 36 % across all patients. Another study indi-
cated a reduction in hospitalizations for high-risk subgroups for the second (44 %) 
and third (40 %) year of their study. Another study indicated a 22 % reduction of 
readmissions during the first 6 months, but these results were no longer significant 
after the next 6 months were included (Zutshi et al. 2014).

Emergency department also use produced mixed results. One study indicated a 
24 % reduction among all patients included in the study and a 35 % reduction among 
high-risk patients in the second year of the PCMH system being used. Other studies 
did not produce statistically significant result in regard to use of emergency depart-
ment use (Zutshi et al.2014).

Experience of Care

Patient centeredness is a defining characteristic of the PCMH. It is the goal of PC-
MHs to have patients and their families help create individualized treatment plans 
and be one of the primary drivers in their health-care experience. Therefore, measur-
ing whether or not PCMHs influence the experience of care is an important metric.

In regard to patient experience, multiple studies show improvements in various 
aspects of care. For example, one study showed improved satisfaction with depres-
sion care after 3 months and again at 12 months. Another study indicated improve-
ments in veterans’ access to care, interpersonal experience, technical quality, com-
munication. However, satisfaction with care was not significantly different (Zutshi 
et al. 2014). This result of not changing patient satisfaction over multiple domains 
(i.e., empowerment, general health status, and satisfaction with service relationship) 
was also replicated in the NDP that evaluated 36 practices over 26 months (Jaen 
et al. 2010).
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Family and caregiver experience also produced mostly positive or uncertain re-
sults. One study indicated improved ratings of quality of care received by loved 
ones. Beyond satisfaction, one of the two measures assessing caregiver burden also 
showed statistically significant reduction (Zutshi et al. 2014).

Professional Experience

Professional experience is also hypothesized to change with the use of the PCMH 
model. By using new systems, like enhanced collaborative care teams, providers 
may focus on areas that they specialize in, and by improving quality of care for 
patients, increase their own personal work satisfaction.

In the one study described by Zutshi et al. (2014), there were no statistically sig-
nificant difference between intervention and control groups in regard to satisfaction 
with care management, time spent on chronic care, knowledge of patients’ personal 
circumstances, and coordination of care. There were also uncertain statistical results 
in regard to communication and knowledge.

However, professional experience in new PCMH was an area of concern and 
caution (Nutting et al. 2009). Change fatigue from the high-paced and new demands 
to meet the new model of care can be result in staff burnout and high rates of turn-
over if not properly monitored, and changes in practices are made to fast (Nutting 
et al. 2009). It is also recommended that physicians be assisted with the professional 
transformation needed to effectively operate with practices like working with prac-
tice teams and patient partnering (Nutting et al. 2009).

All of the preliminary results for PCMH within the literature review conducted 
by Zutshi et al. (2014) show mixed results across the various aspects that the new 
system is hypothesized to improve. It is important to note that there are smaller 
studies or studies that do not use rigorous methods of testing that indicate positive 
results for some of these factors. However, many authors have indicated that it is 
still too soon to come to any strong conclusions of whether or not PCMH work as 
intended, and that the model still holds much promise for addressing many of the 
health-care issues currently being faced in the USA.

The Role of Behavioral Health Providers

The role of a behavioral health provider in a PCMH is unclear. There are many con-
ceptualizations of a PCMH that do have a behavioral health provider as a member 
of the core team. There are no studies showing the differential outcomes when a 
behavioral health provider is included versus omitted. Certainly, these studies need 
to be conducted. However, one study concluded that the delays in external referrals 
for psychiatric and psychological care adversely affected outcomes of a PCMH.
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There are many technical questions that need to be answered related to the inclu-
sion of a behavioral health provider in a PCMH including:

1.	 What kind or kinds of behavioral health providers—psychiatrists, psychologists, 
social workers, marriage, family therapists, etc.?

2.	 What kind or kinds of behavioral health providers—psychiatrists, psychologists, 
social workers, marriage, family therapists, etc.?

3.	 What exactly are the skill sets/core competencies of these behavioral health pro-
viders? Do they need specialized skill sets in order to function optimally in a 
PCMH, for example, in working in a team, in brief interventions and assess-
ments, in medical psychology?

4.	 What full-time equivalency ratios are needed, for example, one full-time behav-
ioral health provider for every x primary care medical provider?

5.	 Are there sufficient behavioral health providers currently available, or is there a 
workforce shortage of these (see O’Donohue and Maragakis 2014 for an argu-
ment that there is a significant workforce shortage)? If there is such a national 
workforce shortage, what can be done about this?

6.	 What are the optimal clinical processes for a behavioral health provider in a 
PCMH? What kinds of patients or problems should be prioritized? When do they 
treat internally versus refer? What behavioral health screens, if any, ought to be 
used? What are the evidence-based assessment and treatment protocols for the 
wide variety of clinical problems addressed? What behavioral health outcome 
variables ought to be measured? What is the optimal balance between preventa-
tive services versus clinical services? What is the optimal balance between treat-
ing typical mental disorders such as depression versus treating medical problems 
such as chronic pain or treatment nonadherence? What patients need more inten-
sive team-based treatment?

7.	 How is the inclusion of a behavioral health provider in a PCMH to be financed? 
How is their billing to work? How can their role in contributing to final overall 
costs be parsed?

8.	 How are operational processes and work flows to be defined? Is the EHR opti-
mal? Are there special procedures for dealing with sensitive behavioral health 
information? What is the role of the behavioral health provider in producing 
improved patient-centered care?

9.	 Finally, how do different conceptualizations of all these parameters contribute to 
the desired outcomes of a PCHM?

Conclusions

The PCMH should be viewed as a hypothesis not a conclusion. Epistemically, the 
positive outcomes of PCMHs are not well-supported facts: There are too few data 
showing that PCMHs achieves its aims regarding cost, effectiveness, patient cen-
teredness, access, and safety, and it is fair to say that currently some data that show 
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they do not. However, it is clear that health-care delivery needs reform and the 
aspirations of the PCMH appear sound.

One common mistake in health care is to treat an attractive notion as a well-
corroborated fact. It might be argued that this is even happening with PCMHs. It 
has become a strong movement: It at times is even viewed as a necessity. However, 
the data—or in other words—measured experience—do not currently justify such 
a strong commitment—too much is currently unknown. It is recommended that all 
proceed with some caution. Reforms can fail or disappoint.

We suggest that it is critical that a meta-position of science and QI be taken, and 
this meta-position is currently more important than any of the specifics of a PCMH. 
The view needs to be: We need to study the causal processes needed to actually 
instantiate the desired goals of the PCMH, and more specifically, we need to un-
derstand the role of a behavioral health provider (variously conceived) in producing 
these or failing to produce these. We conjecture that there are numerous technologi-
cal problems that need to be solved in order for these aims to be instantiated, and 
it would be a mistake for these not to be explicated and treated as challenges to be 
solved.

We suggest that funding sources orient to these technological problems and 
explicitly call for proposals to study solutions. We suggest that journals produce 
special issues and prioritize papers that attempt to solve these. We also suggest 
that these be considered when students are looking for dissertation topics. A slight 
rephrasing of Gordon Paul’s ultimate clinical question is relevant here: “What treat-
ment, by whom, is most effective for this individual, with that specific problem, 
under which set of circumstances, and how does it come about?” (Paul 1969, p. 44). 
We might modify this: What outcomes (e.g., cost reductions), by what team, are 
most effective for this individual patient, with what problems, under which set of 
circumstances, and how does it come about? This question is properly nuanced but 
requires a lot of programmatic data collection to yield data to answer it.

Thus, we think that “research projects” are important but will be insufficient to 
provide the data necessary to answer this question. We conclude therefore that all 
PCMHs be conducted in the context of systematic QI programs (see Maragakis 
and O’Donohue 2014 in press for more information on QI and behavioral health). 
Because so little is currently known, the QI approach is ideal: Conjectures are tested 
in actual practice, and then reforms are hypothesized, and the testing cycle begins 
again. There are so many parameters that need evaluation that this is the only orien-
tation that may be sufficient to produce the needed data. We believe that doctorate-
level behavioral health providers have the capacity to help the team design and 
implement QI programs—however, it is also fair to say that typically, the doctorate-
level training has too little emphasis on QI and too much on research designs that 
are less practical. Part of the agenda is to improve the competency of all team mem-
bers to work within a QI system.
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