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Abstract
Background and Objectives: Linking primary care practices to community entities is critical for providing
comprehensive and continuous care. The patient centered medical home (PCMH) should facilitate linkages to the
community. Our study aims to understand what challenges pediatric primary care practices in Florida face in
developing these linkages.
Methods: Interviews were conducted with three-person core project teams working in 20 pediatric practices
across Florida. All practices are participating in a longitudinal, PCMH demonstration project.
Results: At baseline, most practices reported positive connections with specialists, but about half reported
insurance as the main barrier. Practices reported both negative and positive aspects of their connection to hospitals
and emergency rooms. While some practices saw the emergency room as source of referral back to their practice,
others felt that hospitals or emergency rooms did not communicate well or collaborate in patient care. Most practices
felt that current communication with traditional and special schools was insufficient (paperwork-based) and
infrequent (as-needed basis), and that a more formal and proactive system was needed. While most practices were
able to provide numerous examples of their involvement in the community, their responses indicated a lack of
organization or planning for future events. The majority of practices found it easier to describe one-time, past events
rather than provide a list of current or recurring projects.
Conclusions: Integration on all levels is fundamental to the PCMH. Our study demonstrates that PCMH
facilitators and accreditation agencies must take into account the varying barriers and infrastructures present in a
practice’s community when providing effective strategies for coordinated care.
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Introduction
In recent years, healthcare practices, organizations, and
policymakers have emphasized and promoted the transformation of
traditional primary care in the United States to a patient-centered
medical home (PCMH) model of primary care. In 2007, the American
Academy of Family Physicians (AAFP) [1], American Academy of
Pediatrics (AAP), American College of Physicians, and the American
Osteopathic Association published seven core principles of a PCMH: a
personal physician for each patient, care throughout all stages of
illness, coordinated and integrated care, quality and safety at each level
of care, expanded access to care, and payment that accounts for the
value added. In addition, the AAP noted that a PCMH for infants,
children, and adolescents should be accessible, continuous,
comprehensive, family centered, coordinated, compassionate, and
culturally effective [2]. Based on this framework, a PCMH should
result in cost-effective and efficient care.
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Evidence on the effectiveness of the PCMH is growing. A 2008
review by Homer and colleagues of the pediatric PCMH literature
noted that the evidence is often focused on specific components
instead of being comprehensive [3]. Of the 33 articles reviewed 12
assessed care coordination with community resources, 14 care
coordination with specialists, 25 care planning, and 2 population
monitoring. It is not surprising that fewer studies assessed
coordination with community resources as this is can be interpreted
and measured in several ways. When it comes to establishing
community linkages the AAP recommends “interaction with early
intervention programs, schools, early childhood education and child
care programs, and other public and private community agencies to be
certain that the special needs of the child and family are addressed [2].
Yet, actual interactions range from simple awareness to formal written
policies.
The few studies that have investigated community linkages suggest
that consistent involvement and familiarity with a patient’s
community contributes to better coordination of care, improved
health behaviors, increased family centeredness, and efficient and
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effective use of resources [4-6]. The specific effects of these community
linkages are often difficult to tease out as they are often studied in
tandem with other aspects of the medical home. Research suggests that
the child’s primary care provider is in the best position to work closely
with the school to ensure full inclusion of the child in regular
classroom and physical education activities, as well as identifying key
school contacts who play a vital role improving the child’s quality of
life [7]. Practices that develop a meaningful relationship with schools
could benefit through improved bi-directional communication about
symptoms, management, and treatment adherence. Specific to the
PCMH, other studies suggest that the PCMH is positively associated
with school engagement [8,9], ease of use of community services [10],
improved access to specialists through referrals [11,12], and decreased
need for social support [11]. Although insightful, most of these studies
are quantitative and cannot comment on why linkages are difficult to
develop.
Our study addresses gaps in the pediatric literature about
community linkages by attempting to ascertain exactly what forms of
community linkages practices engage in prior to any formal PCMH
intervention. We used qualitative, baseline interview data from 20
practices participating in Florida’s Pediatric Medical Home
Demonstration project to 1) understand their perspectives on
community linkages and 2) identify strategies that can be used in the
project to develop community linkages. Given that these interviews
were conducted at baseline, we hypothesized that most practices would
not have meaningful linkages with their community in place but that
they would view them as an important component of the PCMH.
Results from this study are critical for those who facilitate practices in
becoming a PCMH and for policymakers to avoid building PCMHs in
isolation; a practice that could perpetuate fragmentation in health care.

Methods
Sample
The Florida Pediatric Medical Home Demonstration Project is a
five-year project that began in 2011 as part of the state’s Children’s
Health Insurance Program Reauthorization Act (CHIPRA) grant. The
project has two parts: 1) a facilitated quality improvement project lead
by the AAP’s Quality Improvement Innovation Network (QuIIN) [13]
and 2) an independent, multi-stakeholder evaluation.
Commencing in July 2011 practices were recruited through several
email list serves, such as the Florida Chapter of the AAP and provider
networks of the Children’s Medical Services Network, and two
informational webinars conducted by the AAP. Practices had to meet
three selection criteria: (i) A minimum of 100 children with special
health care needs (CSHCN) in their panel, (ii) Participation in
Medicaid or Florida KidCare, and (iii) No former participation in the
state’s only previous medical home implementation project that was
conducted in Duval County in 2009. Practices could be pediatric,
family medicine, hospital-based, or federally qualified health centers.
As part of the application process for the demonstration project,
practices identified a three-member core project team that included a
lead physician and two other team members (regardless of their role in
the practice) who would commit to participate in learning activities,
act as medical home champions, and participate in the evaluation
activities. Twenty practices who met the inclusion criteria were
selected to participate in the project in July 2011.
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Procedure
Practices were informed that the demonstration project included an
annual evaluation to be conducted by an independent evaluator. The
four-year evaluation includes components such as annual surveys with
the core project team, staff, parents whose children receive care at the
practices, assessments of practice-level results of the CHIPRA core
measures using administrative data, and qualitative interviews
conducted with the core project team during site visits to their
location.
Qualitative interviews were arranged between September and
November 2011. These interviews collected baseline information from
the practices and will be used in future longitudinal analyses, as well,
to identify changes and describe challenges in the PCMH
transformation. Two study team members conducted the interviews
which lasted between 45 minutes and one hour. No incentives were
given to participants. An interview guide was created after a review of
the pertinent literature and was approved by the project’s Expert
Group. The interview guide was also piloted with a pediatrician for
both timeliness and clarity. Interviews were audio recorded and
transcribed verbatim. This study was approved by the Institutional
Review Board at the University of Florida (#80-2011).

Measures and analyses
The broad domains of the qualitative interview included 1) initial
feeling about transforming into a medical home, 2) internal factors
that made them unique, 3) external factors that affected the practices,
and 4) community linkages. We regard community linkages as
connections to any person, group, or institution outside of the
practice. Community was not explicitly defined for the practices but
rather core practice teams were asked about their current connection
to the healthcare system, traditional and special schools, and
interactions with patients in community settings (such as health fairs).
They were also asked to gauge their influence on the healthcare system
and their community. The constant comparison method was used to
analyze the data [14]. Once themes and categories were established,
emerging patterns were identified. Responses were coded using
ATLAS.ti (version 7.0.85, 2013, GmbH, Berlin, Germany), a software
program for analysis of qualitative data. Participant responses were
assigned codes representing specific a priori themes identified in the
interview guide. Additional codes representing emergent themes were
also developed. Preceding formal coding using ATLAS.ti, two
transcripts (10%) were hand-coded separately by three researchers in
order to ensure inter-rater reliability (IRR). The IRR was calculated as
0.95 for both specific content coding and general theme coding.

Results
Qualitative results
Table 1 describes the participating practices. Five practices had one
physician (solo), six practices had three or less physicians (small), and
nine practices had more than three physicians (large). Twelve practices
were classified as independent, six as hospital-affiliated, one as a
Federally Qualified Health Center (FQHC), and 1 as university or
medical school-affiliated. Six practices did not have electronic health
records (EHR) at the time of the interview.
Core project teams from all 20 practices participated in the
interviews. Themes regarding practice linkages to specialists, hospitals,
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schools, and the community emerged from the qualitative analyses.
Type of practice is noted in parentheses after each quote.

Connection to specialists
Having an established process for specialist referral and follow-up is
a crucial component of a medical home (Table 2).
Most practices reported positive connections with specialists, citing
their affiliation or location as the main reason. Some practices,
however, reported well-established connections with certain
specialties, but felt that insurance barriers created poor or non-existent
relationships with others. There were no notable differences by
practice size or affiliation in regards to connection with specialists.

Connection to hospitals
Maintaining relationships with neighboring hospitals allows the
practice to keep track of their patients’ visits and develop community
linkages that can be useful for both patients and staff (Table 3).
For practices with EHR, quicker access to patient information, such
as emergency room visits, helped create a better relationship with
hospitals. Practices reported both negative and positive aspects of their
connection to hospitals and emergency departments. While some
practices saw the emergency departments as a good source of referrals
back to their practice, others felt that hospitals or emergency
departments did not communicate well or collaborate in patient care.
A few practices felt that large hospitals or major teaching institutions
create a stronger sense of community.

While there were no notable differences by practice size, hospitalaffiliated practices would naturally have a stronger connection to
hospitals.

Connection to schools
Since all the practices in this investigation serve a pediatric
population, it was important to assess the level of interaction with
neighboring schools (Table 4).
Although many practices were able to identify some kind of
connection with nearby traditional or special schools, most felt that
current communication with schools was insufficient (paperworkbased) and infrequent (as-needed basis), and that a more formal and
proactive system was needed. All practices expressed a desire to
improve their connection with schools but were unsure how to
become more proactive or lacked the resources to do so. Several
barriers were identified, including community distrust, lack of school
nurses, lack of knowledge among parents in regards to learning
disabilities and the law, and difficulty interacting with certain types of
schools. There were no notable differences by practice size or
affiliation in regards to connection with schools.

Connection to the community
While most practices were able to provide numerous examples of
their involvement in the community, their responses indicated a lack
of organization or planning for future events (Table 5).
Frequency

Percent

Practice Size

20

Solo

5

25.0%

Small Practice (3 or less physicians)

6

30.0%

Large Practice (more than 3 physicians)

9

45.0%

Practice Type

20

Independent Practice

12

60.0%

Hospital-affiliated Practice

6

30.0%

University or Medical School-affiliated

1

5.0%

FQHC

1

5.0%

Electronic Health Records (EHR)

20

Adopted

14

70.0%

Not Adopted

6

30.0%

Table 1: Practice characteristics
Themes
Affiliation
Location

Quotes
and “We do have access to lots of specialists and services that most private offices don’t have. And we are in an academic environment, that’s the
other thing.”
(small, hospital-affiliated)
“I mean, for us, being that we’re right here … in the hospital, so… we have the connection there just by location.” (large, hospital-affiliated)
“Being a private practice, we are connected with just about… everybody out there.” (large, independent)
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Insurance Barriers

“But when you get to like derm and ortho, it just really depends on what insurances they take, and do they take it for this reason or do they
take it for that reason, and you only see this one if they have this, and… it can be a nightmare.” (small, independent)
“We have our specialists that we know will do the Medicaid and … we have a very close relationship with them and I make sure that when I
talk to their staff I am very polite, I’m very nice because I know that is my resource.” (solo, FQHC)
“So sometimes it’s not as easy … while on one hand we have good relationships with some of the specialists and I mentioned that even
though they don’t take Medicaid, if we call, they will see our patient, but there are clearly other specialties that don’t care…” (large,
independent)

Table 2: Connection to Specialists
Themes

Quotes

Quick Access

“I have privileges in ... the local hospitals and also we have access… we can log in online and access our patients or access who is seen in
the ER. We can also order labs in the local hospital and access it online, same thing with the local labs.”
(small, independent)
“They have read-only access, but they can actually pull up our EHR and they can look at the last office visit, they can look at their history,
they can look at their medications.”
(large, hospital-affiliated)

Emergency Departments

“Some of our hospitals like to use our MediPass number ... at the beginning of the month and they just kind of … admit and they don’t really
call. That bothers me a great deal because I, (a) think our patients over utilize the emergency room instead of coming to us and (b)
because they tend to refer out to specialists without waiting for our opinion about the situation.”
(large, university or medical school-affiliated)
“Nearby hospitals, I guess has been a little different from someplace like Orlando because there is not really any place around here that
admits pediatrics. So with nearby hospitals our relationship has mostly been with the emergency room, and they've been a very good
source of referrals.”
(solo, independent)

Sense of Community

“Well, I think that over time there’s been a decline in ... exchanges within the medical community ... but we have 14 hospitals, ten of which
are for-profit. They’re all, basically, small hospitals. The largest is 200, maybe a 300-bed hospital, so there’s no major teaching institution,
no major, you know, 800-bed hospital. That is what, really, I think, drives quality, drives community, in most areas.”
(large, independent)

Table 3: Connection to Hospitals
Themes

Quotes

Communication

“I don’t think we stay connected as we could be or should be. I think it’s more of an as-needed basis, just patients here right
now, they need this form filled out, or they need - they have a question on their asthma medications, I mean as far as being
proactive and getting proactively involved, I don’t think we do that enough.”
(small, hospital-affiliated)
“We have this kind of working relationship with schools and stuff, which is very paperwork driven, but there’s no kind of
thought sharing or how could we do anything better.”
(large, hospital affiliated)
“Yeah ... sometimes with the schools, I almost feel like an adversarial relationship between us and the schools, and
especially for kids that are having school problems. And ADHD ... the schools are overwhelmed and ... just make them go
to the doctor and get a pill, and sometimes that’s the right answer if they truly have straightforward ADHD, but a lot of times
you hear, as the doctor, I’m hearing things that make me think ..., there may be more of an IQ problem or a learning
disability or an educational problem.”
(large, hospital-affiliated)

Identified Barriers

“[Our] County does not have school nurses in their schools so that’s a challenge.”
(small, hospital-affiliated)
“We had a very difficult time breaking in to the community because they really were not trusting of us and we didn't have a
way to bond with them appropriately to get them to kind of trust us.”
(large, independent)
“And many of these people don’t have any idea about learning disabilities, the law, so there are many times we have to help
them with that, that this is the IDEA or a 504, and we have to sit down and explain to them.”
(solo, independent)
“I think these high schools have so many thousands of kids that counseling off is not quite approachable and they’ve often
told us that they don’t have permission to speak to us. So that’s where I’ve seen problems in high school. Younger schools
no.”
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(solo, independent)

Table 4: Connection to Schools
Themes

Quotes

One Time Events

“And again, when we had better resources ... there has been, from time to time, this is, like, sparingly ... projects. There has
been workers that gone from house, door to door enrolling them in Medicaid, Kid Care or programs, and also we have had
gone to YMCA local, whatever communities ... this has gone… I’m not aware whether it’s still taking place.
(small, hospital-affiliated)
“Yeah, besides the sponsoring some of these, we also take part in health fairs. I can’t remember the last one we did, but we
used to get booths when they have health fairs at the community college and all that.”
(small, independent)

Barriers to Involvement

“It was fun, but in terms of attracting more patients it totally didn't work ... So we haven't been doing anything like that lately
because it's so time consuming, but perhaps later.”
(solo, independent)
“Ronald McDonald Care Mobile ... has offered to go out to schools in [our county]. They have refused because they don’t
want us doing sexuality type stuff if it’s an adolescent.”
(large, university or medical school-affiliated)
“We used to have a librarian who used to sit there and give the kids books as they came in and read to them and colored
with them, but unfortunately, the county had to pull that service away.”
(small group, hospital-affiliated)

Ideas for Improvement

“I think we could do better with that. I don’t know, I mean, I know that there’s a lot involved with that, financial and
everything, and I think we, especially with you and the school board and such, I think we do a lot of things that maybe I’m
not even aware of. But, I think we could probably, as a group, put ourselves out there a little bit more.
(large, independent)
“But as far as really - we don’t have any - we’re not real active in - I mean we belong to [Our] County Medical Society. We
could do better at that.”
(large, independent)
“I wonder if we could do more preventative care somehow. Even, going around high schools. How about teenagers, even to
properly brush their teeth, they don't hit their gums. Silly things like that make such a difference.”
(small, independent)

Table 5: Connection to the Community
Many practices found it easier to describe one-time, past events
rather than provide a list of current or recurring projects. Barriers to
community involvement included poor response from the community,
issues with sexuality and adolescents, lack of resources, and lack of
time. Some practices recognized this gap in community involvement
and wanted to improve connections in the future, but did not have any
definitive plans or were unsure how to implement their ideas.
Overall, solo practices were able to identify more specific, local ways
to influence their community, while small group practices responded
with the most variety. By comparison, large practices tended to
participate on a bigger scale (i.e. larger community outreaches,
national projects/memberships).

Discussion
This study aimed to understand pediatric practices’ perspectives on
community linkages and identify strategies that can be used to develop
community linkages. Although these interviews were conducted in the
first year of the project, we found that some practices did have
meaningful linkages with their community but that the linkages were
primarily to specific specialty practices and, in a few cases, to
emergency rooms at local hospitals. The findings expand the
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understanding on enablers and barriers related to community linkages
in the following ways.
Connections to specialists are challenging, especially for practices
not affiliated with a hospital. Even when linkages are made they tend
to be established and meaningful for a handful of specialists. Specialty
groups can be engaged in a number of ways such as sending
introductory letters, inviting specialists to describe their services, or
developing formal agreements. Successful interactions will depend on
characteristics and past experiences of the primary care practice and
the specialists. Practices may benefit from developing a list of
specialists, as well as the insurance they accept, that they have
meaningful relationships with, keeping that list up to date, and sharing
the list with families. Since patients already expect their provider to be
familiar with community resources and the local environment, [5]
providing these resources through the practice itself would ensure
greater familiarity and ability to meet the needs of patients and
minimize healthcare fragmentation.
When discussing linkages to the community, hospital emergency
departments were mentioned by many of the participants. Although
these linkages are easier when the physician has access to the hospital’s
EHR, either through affiliation with the hospital or through privileges,
other strategies exist that can be mutually beneficial. Hospitals have
the incentive to keep patients out of the emergency department and
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this should be accomplished by the PCMH model. As practices take
the steps toward becoming a PCMH they can become a resource for
emergency department referrals.
Linkages between practices and both specialists and emergency
rooms may become easier as the spread of EHR and other health
information exchange systems makes the effort to establish these
connections much easier. While these systems are often expensive and
require a steep learning curve, the move towards their adoption is
evident even in our sample. Given that PCMHs rely on effective and
efficient communication, EHRs provide a promising outlook for
community linkages with the healthcare systems.
Practices also noted that connections to schools were among the
most difficult. This was the one area where practices did not have
many examples of successes or have ideas on how to foster these
connections. The challenges are amplified by the fact that most
practices serve children who attend many schools in the area and that
high schools especially seem to be unresponsive. In these
circumstances it may be helpful for practices to have written
procedures that can be used to engage schools. This would include
ideas about who to contact at the school, parental consents to share
information, what information to offer school personnel, frequently
used forms, and success stories. As some counties run school nurse
programs, it may be beneficial to create in roads within existing
healthcare systems in the schools.
Health fairs and membership in local societies were both mentioned
and ways to connect to the community in general. Hosting health fairs
is an effective way of attracting large numbers of people, generating a
sense of partnership within the community, and enhancing
communication between healthcare providers and the population they
serve [15]. Significant barriers were lack of both funding and time.
Practices might be able to overcome some of these barriers by
supporting or sponsoring events instead of creating their own.
Although not mentioned by the practices, linkages could be fostered
with health plans and large employers in their area.
Community linkages are not only useful to the patient, caregiver,
and practice staff but are also important in regulation and policy. For
example, the leading PCMH recognition programs require that
community linkages are established and documented. The National
Committee on Quality Assurance evaluates practices on their ability to
1) maintain a community resource list, 2) track referrals, 3) arrange for
mental health or substance abuse services, and 4) offer opportunities
for peer support [16]. Likewise, the Medical Home Index, another tool
used to measure practices, also includes two community outreach
domains: community assessment of needs for children with special
health care needs and outreach to agencies and schools [17]. Beyond
recognition as a PCMH, community linkages are critical in innovative
health care delivery models such as Accountable Care Organizations
(ACOs) [18]. ACOs are meant to align previously unrelated healthcare
organizations within a community to improve efficiency, effectiveness,
and quality of care [19]. Groups of primary care and specialty
practices, hospitals, and ancillary health entities should work together
to align objectives and coordinate care. As care is streamlined through
interoperable electronic healthcare record (EHR) systems or written
agreements for example, savings will be shared across the participating
entities. To date, 32 ACOs have been implemented and evidence is not
yet available on their impact [20,21]. However, it is important to note
that primary care practices, which are the foundation to the entire
ACO, are expected to be recognized PCMHs.
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As with all studies, ours has limitations that must be mentioned.
Our study was conducted during the first year of the demonstration
project. As such, practices may need more time to consider
community linkages and implement strategies. Longitudinal data
collection should allow for a better understanding of whether or not
community-based linkages are focused on during the transformation
and if so, what changes were made by the practices. In addition,
because we did not formally define community for the practices it
could be that there are elements of a community, such as substance
abuse providers or peer support groups, that none addressed but are
important [22]. However, research shows that participants typically
nominate and share information that is important to them without
formally defining constructs. Third, participating practices are all
located in Florida and none are family practices. Pediatric practices
may have different experiences with creating community linkages as
might practices in other states. Finally, none of the practices in our
demonstration have reached the point of applying for medical home
recognition. Therefore, we are unable to quantify the ‘return on
investment’ of building community linkages. Future research will
address this issue.
Despite the limitations in our study we are able to extend the
literature. Practices clearly define their communities by specialists,
hospitals, and schools. Although we found a few established linkages,
these were made by practices of all sizes and affiliation. This suggests
that, even without facilitation, practices are engaging community
members. These successes can be shared during a learning
collaborative or e-mail listserv. If PCMH facilitators can provide
helpful strategies or advice on creating community related
infrastructure this would be a critical first step in ensuring that
PCMH’s are comprehensive. Connecting to the surrounding
community should not be overlooked and should be considered a
priority for any practice and definitely for PCMHs.
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