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Purpose: The patient-centered medical home (PCMH) model has been proposed as the ideal model for
delivering primary care and is focused on improving patient safety and quality, reducing costs, and enhancing
patient satisfaction. The mandated Accreditation Council for Graduate Medical Education educational
milestones for evaluation of resident competency represent the skills graduates will utilize after graduation.
Many of these skills are reflected in the PCMH model. We sought to determine if residency programs whose
main family medicine (FM) practice sites have achieved PCMH recognition are therefore more prepared to
evaluate milestones.

Method: A national Council of Academic Family Medicine Educational Research Alliance (CERA) survey of
family medicine program directors (PDs) was conducted during June and July 2015 to determine if PCMH
recognition influences PDs’ ability to evaluate training methods and their level of preparedness to evaluate
milestones.

Results: The response rate for the survey was 53.3% (252/473). Nearly two-thirds of the PDs (62.7%) reported
that their main FM practice site had earned PCMH recognition. There was no statistical difference between
non-PCMH-recognized vs PCMH-recognized programs in how PDs perceived that their program was prepared
to assess residents’ milestone levels overall (P=0.414). Residents of PCMH-recognized programs were more
likely to receive training for team-based care (P=0.009), system improvement plans (P<0.001), root-cause
analysis (P=0.002), and health behavior change (P=0.003).

Conclusions: PCMH recognition itself did not improve preparedness of FM residency programs to assess
milestones. Residents from programs whose main FM practice site is PCMH-recognized are more likely to be
trained in the key concepts and tasks associated with the PCMH model, tools that they are expected to utilize
extensively after graduation.

Introduction

The Accreditation Council for Graduate Medical Education (ACGME) requires that milestones be used to assess the
competency of residents.’ The ACGME Milestones were developed and written to embody key attributes physicians
are expected to possess and to reflect real-world practice. They were designed to be “a logical trajectory of

professional development in essential elements of competency,”? representing stages in the progression of resident
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competency through training and even into their postgraduation practice environment.! Emerging data suggests the
Milestones are a reliable tool for assessing where learners are on this trajectory.34

Family medicine residency programs (FMRPs) are expected and required to prepare their graduates to provide safe
and effective health care in that future practice environment.® Today, this means that FMRPs must train residents to
successfully practice and lead in the PCMH model.®

The patient-centered medical home (PCMH) model emphasizes patient safety, quality, cost reduction, and patient
satisfaction.”8 It is the currently favored primary care model, making it imperative that programs prepare residents
to practice within this framework.® By extension, this means FMRPs need to evaluate residents on their competency
within the PCMH framework. Many FMRPs have therefore sought to gain PCMH recognition status for their primary
family medicine site.’® Certain ACGME Milestones, such as under the competencies of Practice-Based Learning and
Improvement and Systems-Based Practice, describe vital skills to practicing in a PCMH model.

The authors hypothesized that those program directors whose main family medicine practice site is a certified
PCMH environment would report being better able to assess their residents’ skills at PCMH tasks, and would report
being better able to assess the ACGME Milestones, or at least a select subset, because their residents would be
observed practicing in the PCMH model regularly.

Some research has been done on the impact of training residents in the PCMH model. It has been demonstrated
that residents trained at PCMH-recognized sites perform more PCMH-type skills." The creation of a block rotation
in a PCMH environment increases residents’ skills and knowledge about the model, but alone does not make them
experts on PCMH.212 How increased exposure to the PCMH model relates to a residency program’s ability to
evaluate competency at these skills or evaluate milestones that relate to these skills has not been studied. This
study sought to address that question.

Methods

A focused survey was developed and included as part of an omnibus survey of family medicine residency program
directors (PDs) conducted by the Council of Academic Family Medicine Educational Research Alliance (CERA)
following methods previously described.® The survey covered program demographics, status of PCMH recognition,
preparedness to assess Milestones, training on PCMH topics, and preparedness to utilize Milestone data to
influence residency curricula. The study was approved by the American Academy of Family Physicians Institutional
Review Board. The study was conducted from June to July 2015.

Descriptive analyses using frequencies and proportions was used for all categorical data, while means and standard
deviations were used for continuous data to summarize the overall demographic data and to describe the PDs’
perceptions of preparedness to assess resident Milestone levels and the amount of training in various tasks related
to PCMH. Bivariate analyses examined the relationship between preparation and PCMH status along with other
variables. Variables with P-values less than .20 were included in a prediction model. Analyses were conducted with
SAS, version 9.4 (SAS Institute, Cary, NC).

Results

A total of 252 of 473 (53.3%) PDs responded (Table 1), and of these, 62.7% reported their main family medicine
clinic had earned PCMH recognition. Most (87.7%) of the programs received their PCMH recognition from the
National Committee for Quality Assurance (NCQA), 3.4% from the Joint Commission, 1.4% from the Utilization
Review Accreditation Commission, and 0.7% from the Accreditation Association for Ambulatory Health Care. PDs
reported that they had been certified for an average of 4.5+1.9 years.

No difference in preparedness to assess Milestones based on recognition status was found (Table 2). Residents of
PCMH-recognized programs were more likely to receive training in team-based care, system improvement to

promote patient safety, root-cause analysis, and motivational interviewing. PCMH-recognized programs were more
likely to receive training on core PCMH principles. More PDs of PCMH-recognized programs felt that their residents
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were prepared to lead a clinic through the process of PCMH transformation than of PDs from non-PCMH-recognized
programs.

Multivariate logistic regression identified determinants of preparedness to assess Milestones (Table 3). The
proportion of international medical graduates (IMGs) was inversely associated with preparedness. PCMH
recognition from the NCQA was associated with preparedness compared to recognition from another organization.

Conclusions

Contrary to our hypothesis, we found no benefit of having PCMH recognition in terms of preparedness to assess
Milestones overall, for system-based practice, practice-based learning, or interpersonal and communication skills. It
may be that assessing milestones is such a complex process that exposure to the ideal practice environment itself
was not enough to make program directors feel more comfortable with the process.

PDs of PCMH-recognized programs reported more training for team-based care, system improvement plans, root-
cause analysis, health behavior change, core PCMH principles, and gaining PCMH recognition. It seems intuitive that
programs applying for recognition would train residents in PCMH concepts.®'® Previous research has shown that
exposing residents to a certified PCMH clinic increases knowledge and skills about PCMH principles, although
perhaps not their ability to lead in the PCMH model.® The optimal method of teaching these principles is not known,
although residencies are experimenting with various methods.!” Moreno et al found that family medicine residents
want to learn more about the PCMH model during residency. The authors concluded that residents may benefit from
experiential learning focused on the PCMH model.'?

University-based and military programs were less likely to have recognition than university-affiliated and community-
based programs. This suggests that recognition may be more valued, or easier to achieve, in community settings
than in complex systems. University-based programs may have more bureaucracy, making it difficult to promote
change (eg, to alter a clinic process to accommodate an educational curricular requirement). The PDs in non-
university-based programs are more likely to direct all aspects of the education of their residents. Thus, the PDs in
non-university-based programs may have greater autonomy to implement curricular and assessment changes
compared to PDs in university-based programs.

We found significant differences in recognition rates based on geographic distribution, with more programs in the
New England, Middle Atlantic, and South Atlantic states having PCMH recognition. This finding may be unique to our
data set, or could represent regional differences regarding the perceived importance of PCMH recognition.

Logistic regressions found two variables statistically associated with preparedness. NCQA recognition increased
preparedness relative to other organizations, suggesting there may be something unique about the NCQA
application. Fewer IMGs was associated with preparedness. This finding could be unique to our data set. If itis a
true association, we believe it may be a marker for another, unidentified factor impacting preparedness.

There are some limitations to this study. Our effort evaluated only the perceptions of PDs. It is also possible that
PDs feel compelled (either consciously or subconsciously) to exaggerate their actual ability to accomplish this
ACGME-mandated task. Therefore, the actual preparedness of a program may be greater or less than PDs reported.
Additionally, we looked only at a subset of ACGME Milestones; other milestones could be associated with PCMH
recognition. Lastly, our study looked only at FMRPs. Evaluation of the PCMH status in other primary care specialties
could yield different results.

While PCMH recognition does not appear to enhance program preparedness to assess milestones, residents of
these programs do receive more training in key elements of the PCMH model. The recognition process itself may
therefore better prepare residents to function within the PCMH environment after graduation, making it worth the
time and effort it takes to gain recognition.

Tables and Figures
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Table 1: Demographic Characteristics of FMRPs and Their PDs by PCMH Recognition Status

Variable PCMH Recognition of Main P-value?
FM Practice Site’
No (n=85) Yes (n=143)
Number of years served as PD 5.8 (#5.7) 7.2 (¥6.6)
Female PD 30 (35.7) 48 (32.9) n/a
Program affiliation 0.33
University-based 12 (27.9) 31(72.1)
Community-based, University-affiliated 59 (39.3) 91 (60.1)
Community-based, nonaffiliated 13 (43.3) 17 (56.7)
Military 1 (16.7) 5 (83.3)
Geographic region of residency program?® 0.033*
Puerto Rico 1 (50.0) 1 (50.0)
New England 0 (0.0) 10 (100.0)
Middle Atlantic 7 (20.0) 28 (80.0)
South Atlantic 9 (27.3) 24 (72.7)
East South Central 6 (60.0) 4 (40.0)
East North Central 13 (37.1) 22 (62.9)
West South Central 10 (45.5) 12 (54.5)
West North Central 10 (38.5) 16 (61.5)
Mountain 10 (50.0) 10 (50.0)
Pacific 17 (48.6) 18 (51.4)
Size of community 0.830
<30,000 6 (42.9) 8 (57.1)
30,000-74,999 18 (40.0) 27 (60.0)
75,000-149,999 13 (35.1) 24 (64.9)
150,000-499,999 24 (38.7) 38 (61.3)
500,000-1,000,000 9 (26.5) 25 (73.5)
>1,000,000 15 (17.2) 24 (82.8)
Non-US medical graduates (%) 0.060
0-24 41 (33.1) 83 (66.9)
25-49 11 (26.8) 30 (73.2)
50-74 15 (51.7) 14 (48.3)
75-100 18 (48.6) 19 (51.4)

" Means(+STD) for continuous data and frequencies (percent) for discrete data.

2 Significant at 5% confidence level.

3 States of geographic regions: New England (NH, MA, ME, VT, RI, or CT), Middle Atlantic (NY, PA, or NJ), South Atlantic (FL, GA, SC, NC, VA, DC, WV, DE, or
MD), East South Central (KY, TN, MS, or AL), East North Central (WI, MI, OH, IN, or IL), West South Central (OK, AR, LA, or TX), West North Central (ND, MN,
SD, IA, NE, KS, or MO), Mountain (MT, ID, WY, NV, UT, AZ, CO, or NM), Pacific (WA, OR, CA, AK, or HI).
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Table 2: Preparedness to Assess Residents’ Milestone Levels and Amount of Formal Training
Residents Receive on Milestone Level Subcompetencies by PCMH Recognition Status

PCMH Recognition of Main
FM Practice Site’

Variable

No (n=85)
Preparedness to Assess Residents’ Milestone Levels

Yes (n=143)

Overall: Underprepared 14 (16.5) 18(12.6) 0.414
Prepared 71 (83.5) 125 (87.4)
System-based practice 0.901
Underprepared 22 (25.9) 36 (25.2)
Prepared 63 (74.1) 107 (74.8)
Practice-based learning 0.154
Underprepared 22 (26.2) 26 (18.2)
Prepared 62 (73.9) 117 (81.8)
Interpersonal, communication skills 0.305
Underprepared 7 (8.3) 7 (4. 9)
Prepared 77 (91.7) 135 (95.1)
Amount of Resident Training
Team-based care 0.009*
No formal training 31 (36.9) 30 (21.0)
One or more trainings 53 (63.1) 113 (79.0)
System improvement plans 0.001*
No formal training 11 (13.1) 3 (2. 1)
One or more trainings 73 (86.9) 140 (97.9)
Root-cause analysis 0.002*
No formal training 37 (43.5) 34 (23.8)
One or more trainings 46 (56.7) 109 (76.2)
Health behavior change 0.003*
No formal training 2 (14.1) 5(3.5)
One or more trainings 73 (85.9) 138 (96.5)
Core PCMH principles <.001*
No formal training 27 (31.8) 9 (6.3)
One or more trainings 58 (68.2) 134 (93.7)
Gain PCMH recognition <.001*
No formal training 50 (59.5) 42 (29.6)
One or more trainings 34 (40.5) 100 (70.4)
Other Preparedness
Resident preparedness?® <.001*
Underprepared 74 (87.1) 81 (57.0)
Prepared 1(12.9) 61 (43.0)
Program can use milestone data to influence residency 0.733
curriculum
Underprepared 29 (34.1) 45 (31.9)
Prepared 56 (65.9) 96 (68.1)
" Frequencies (percent) for discrete data.
2 Significant at 5% confidence level.
3 Resident preparedness to lead through the process of PCMH transformation at a future clinic.
Table 3: Multivariate Logistic Analyses to Determine Predictors of
FMRP Preparedness to Assess Residents on Milestones
Variable Odds Ratios (95% CI P-value®
PCMH recognition 0.45 (0.12-1.66) 0.232
Proportion of non-US trained residents 0.69 (0.49-0.98) 0.036*
Number of years training residents 0.97 (0.94-1.01) 0.092
Number of years served as PD 1.05 (0.97-1.14) 0.217
Community size 1.29 (0.96-1.74) 0.097
University-based program 1.72 (0.45-6.54) 0.426
Received PCMH recognition from NCQA 3.69 (1.03-13.2) 0.044*

' Significant at 5% confidence level.
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