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Despite efforts to better coordinate health care and improve population health, primary care practices
may face difficulty dedicating an individual to provide these services. Using data from the American
Board of Family Medicine, we found that the presence of care coordinators or population health managers was higher in larger practices and those with patient-centered medical home certification. (J Am
Board Fam Med 2016;29:652– 653.)
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With the passage of the Medicare Access and
CHIP Reauthorization Act in 2015, Congress intends to improve the quality of care through valuebased purchasing under the Merit-based Incentive
Payment System program. Comprehensive Primary Care Plus is a Medicare-funded effort to
radically expand practice transformation. For both
of these efforts to succeed, primary care practices
will need to coordinate care for their patients and
provide population health management services.
Having a staff member function as a care coordinator has been associated with improved quality
through increased medication adherence and enhanced chronic disease care and preventive care.1
Similarly, many care coordinators provide popula-
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tion health management services, which have been
associated with reduced utilization and costs.2,3
Some primary care practices may face challenges in
providing personnel dedicated to coordinating care
for their patients, particularly small practices and
those that have not undergone patient-centered
medical home (PCMH) transformation.
We used data from family physicians recertifying
with the American Board of Family Medicine in 2014
and 2015. A practice demographic questionnaire is a
mandatory part of the application. In these years, one
fourth of applicants were asked, using a round-robin
method, whether their practice had access to someone who functions as a care coordinator or provides
patient population management services. Respondents were also asked whether their practice was a
PCMH and the number of providers in their practice.
We compared the percentage of respondents reporting the presence of a care coordinator or population
health manager by PCMH status and practice size.
Just over half (53.1%) of the 4649 respondents
reported having a care coordinator or population
health manager. Respondents in solo and nonPCMH practices reported the lowest presence of
care coordinators, at 27.0% (158 of 586), whereas
nearly 90% (354 of 395) of those in large PCMH
practices (ⱖ20 providers) reported having a care
coordinator (Figure 1).
If effectively designed and implemented, care coordination and population health management each
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have the potential to improve patients’ well-being and
together are 1 of the 10 building blocks of highperforming primary care.3–5 Having a dedicated staff
member provide such services may be ideal to ensure
these functions are conducted, but such personnel
seem to be disproportionately prevalent in large practices and PCMHs. Stakeholders should consider ways
new programs such as the Merit-based Incentive Payment System and the Comprehensive Primary Care
Initiative can be tailored to better meet the needs of
small practices and those that have yet to transform to
a PCMH to ensure they meet their intended goals of
improving quality.
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Figure 1. Percentage of family physicians reporting having a care coordinator or population health manager at
their primary practice, by practice size and patient-centered medical home (PCMH) status. Nearly one-third
(31.2%) reported working in a PCMH; 14.2% were in a solo practice, 35.8% in small practices, 31.4% in mediumsized practices, and 18.6% in large practices. Source: American Board of Family Medicine 2014 to 2015
Maintenance of Certification Demographic Survey.

