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Each item of the PCPCM is actionable. For example, if a clinician scores poorly on the item “Over time, this 
practice helps me to meet my goals”, clinicians can use that feedback to make sure a discussion of patient 
goals is part of the clinical encounter. The PCPCM is freely available online, as is some advice regarding quality 
improvement activities and action reflection items to assist with quality improvement efforts. Examples 
related to each of the PCPCM items include: 
 

1. PCPCM Item: The practice makes it easy for me to get care 
 Example Actions: Alter scheduling options, availability, or who does the scheduling; Provide 

options for asynchronous communication or telehealth visits 
 

2. PCPCM Item: This practice is able to provide most of my care 
 Example Actions: Schedule longer visits for more complicated problems or patients so that you 

provide more of the care rather than referring out; Refer in-house to staff or clinicians with 
specialized expertise or interests  
 

3. PCPCM Item: In caring for me, my doctor considers all of the factors that affect my health 
 Example Actions: Consider starting visits by asking patients what matters to them for this visit; 

Ask patients, “What one thing would you like someone taking care of you to know?” and add 
this to the medical record in a consistent and easy-to-see place 
 

4. PCPCM Item: My practice coordinates the care I get from multiple places 
 Example Actions: The medical assistant asks and documents any care received elsewhere since 

my last visit; When completing medication reconciliation, ask about care received elsewhere 
 

5. PCPCM Item: My doctor or practice knows me as a person. 
 Example Actions: Talk about at least one non-medical item during each visit; Ask patients what 

matters to them; Link recommended treatments to what gives meaning in the patient’s life 
 

6. PCPCM Item: My doctor and I have been through a lot together. 
 Example Actions: Do phone follow up after hospital discharges; Consider other ways you might 

connect with patients’ important health and life events 
 

7. PCPCM Item: My doctor or practice stands up for me. 
 Example Actions: Let patients know when you spend time doing prior authorizations; Discuss 

options regarding medications with patients to show them you are aware of patient costs and 
taking that into account 
 

8. PCPCM Item: The care I get takes into account knowledge of my family. 
 Example Actions: Do a quick and dirty family tree and update it periodically – try to find a 

consistent place in the EHR to keep this information; Routinely ask about the family as a 
resource or the impact of the patient’s illness on the family 
 

9. PCPCM Item: The care I get in this practice is informed by knowledge of my community. 
 Example Actions: Participate in community events and include that in posters or on the practice 

website; Ask about the patient’s neighborhood 
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10. PCPCM Item: Over time, this practice helps me to meet my goals. 
 Example Actions: Frame care plans around patients’ goals or what matters to them; Do HOPE 

notes: https://drwaynejonas.com/wp-content/uploads/2018/01/HOPENoteQuestions_WEB.pdf 
 

11. PCPCM Item: Over time, my practice helps me to stay healthy. 
 Example Actions: Look for teachable moments when the patient is open to a health behavior 

change; Use standing orders for immunizations 
 
Each clinician or practice can create quality improvement activities best suited to their context. 
The items within the PCPCM PRO instrument used to calculate the PCPCM PRO-PM performance measure are 
each individually supported by empirical resource as having a strong effect on desirable health outcomes. For 
instance, continuity of care is associated with improved intermediate outcomes and reductions in cost of 
care.1,2 Comprehensiveness has been shown to be associated with lower hospitalization rates, greater use of 
preventive services, greater adherence to recommended treatment and reduction of burnout among 
clinicians.3-8   
 
The ability to assess those aspects of primary care that uniquely contribute to primary care’s proven ability to 
improve patient health outcomes and experience while reducing health burden and costs warrants a national 
measure. A 2014 review of measures used to assess primary care shows many aspects of care remain 
unassessed by current measures. The PCPCM allows for patient reported assessment of those aspects of 
primary care identified by patients and clinicians as most important.9  
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