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AbstrAct
•	 Objective:	To	explore	how	community	health	centers	

engage	patients	in	practice	improvement	and	factors	
associated	 with	 patient	 involvement	 on	 clinic-level	
strategies,	policies,	and	programs.	

•	 Methods:	Cross-sectional	web-based	survey	of	com-
munity	health	centers	in	California,	Arizona,	Nevada,	
and	Hawaii	(n	=	97).

•	 Results:	 The	 most	 common	 mechanisms	 used	 by	
community	health	centers	to	obtain	patient	feedback	
were	 surveys	 (94%;	 91/97)	 and	 advisory	 councils	
(69%;	67/97).	Patient-centered	medical	home	recog-
nition	and	dedicated	funding	for	patient	engagement	
activities	 were	 not	 associated	 with	 reported	 patient	
influence	 on	 the	 clinic’s	 strategic	 goals,	 policies,	 or	
programs.	When	other	 factors	were	controlled	 for	 in	
multivariable	modeling,	leadership	support	(β	=	0.31,		
95%	confidence	 interval	 [CI]	0.10–0.53)	and	having	
a	 formal	 strategy	 to	 identify	 and	 engage	 patients	
as	 advisors	 (β	 =	 0.17,	 95%	 CI	 0.02–0.31)	 were	
positively	 associated	 with	 patient	 influence	 on	 stra-
tegic	goals.	Having	a	 formal	strategy	 to	 identify	and	
engage	 patients	 also	 was	 associated	 with	 patient	
impact	 on	 polices	 and	 programss	 (β	 =	 0.17,	 95%	
CI	 0.01–0.34).	 The	 clinic	 process	 of	 setting	 aside	
time	 to	 discuss	 patient	 feedback	 appeared	 to	 be	 a	
mechanism	 by	 which	 formal	 patient	 engagement	
strategies	 resulted	 in	 patients	 having	 an	 impact	 on	
practice	 improvement	 activities	 (β	 =	 0.35,	 95%	 CI		
0.17–0.54	 for	 influence	 on	 strategic	 goals	 and		
β	=	0.44,	95%	CI	0.23–0.65	 for	 influence	on	policies	
and	programs).

•	 Conclusion:	These	findings	may	provide	guidance	for	
primary	care	practices	that	wish	to	engage	patients	in	
practice	 improvement.	The	relatively	simple	steps	of	
developing	a	 formal	strategy	 to	 identify	and	engage	
patients	and	setting	aside	time	in	meetings	to	discuss	

patient	feedback	appear	to	be	important	prerequisites	
for	success	in	these	activities.	

Patient engagement is becoming an increasingly 
prominent concept within primary care redesign. 
Called the “next blockbuster drug of the century” 

and the “holy grail” of health care [1,2], patient engage-
ment has become a key goal for funders such as the 
Patient-Centered Outcomes Research Institute [3] and 
accrediting agencies such as the National Committee for 
Quality Assurance (NCQA). 

Patient engagement has been defined as patients 
working in active partnership at various levels across the 
health care system to improve health and health care [1]. 
It can be conceptualized as occurring at 3 levels: at the 
level of direct care (eg, a clinical encounter), at the level 
of organizational design and governance, and at the level 
of policy making [1]. For example, engagement at the 
level of direct care might involve a patient working with 
her care team to identify a treatment option that matches 
her values and preferences. At the level of the health care 
organization, a patient might provide feedback through 
a survey or serve on a patient advisory council to improve 
clinic operations. Patients engaged at the level of policy 
making might share their opinions with their elected 
representatives or sit on a national committee. Although  
research has examined engagement at the direct care 
level, for example, in studies of shared decision making, 
there is a paucity of research addressing the impact of  
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patient engagement on clinic-level organizational redesign  
and practice improvement [4,5]. 

Relatively few studies describe what primary care 
practice teams are currently doing at the basic level of 
soliciting and acting on patient input on the way that 
their care is delivered. A survey of 112 NCQA-certified 
patient-centered medical home (PCMH) practices found 
that 78% conducted patient surveys, 63% gathered 
qualitative input through focus groups or other feed-
back, 52% provided a suggestion box, and 32% included 
patients on advisory councils or teams [6]. Fewer than 
one-third of PCMH-certified practices were engaging 
patients or families in more intensive roles as ongoing 
advisors on practice design or practice improvement [6]. 
Randomized controlled trials have shown that patient 
involvement in developing informational materials results 
in more readable and relevant information [7]. Patient 
and family involvement in identifying organizational pri-
orities within clinical practice settings resulted in greater 
alignment with the chronic care model and the PCMH 
when compared with control groups and resulted in 
greater agreement between patients and health care pro-
fessionals [4]. Moreover, a number of innovative health 
care organizations credit their success in transformation 
to their patient partnerships [8–10].

Within this context, current practices at commu-
nity health centers (CHCs) are of particular inter-
est. CHCs are not-for-profit organizations that deliver 
primary and preventive care to more than 22 million 
people in the United States [11]. A large proportion 
of their patients are poor and live in medically under-
served communities. More than one-third (37.5%) of 
CHC patients are uninsured and 38.5% are on Med-
icaid [12]. Perhaps because of their commitment to 
caring for medically vulnerable populations that have 
often had difficulty obtaining needed medical services, 
some CHCs have been on the forefront of patient en-
gagement [8]. In addition, many CHCs are feder-
ally qualified health care centers, which are mandated to  
engage members of their communities within their gov-
erning boards [13]. However, relatively little is known 
about how CHCs are engaging patients as practice 
improvement partners or the perceived impact of this 
engagement on CHC strategic goals, policies, and pro-
grams. This study explores these factors and examines 
the organizational characteristics and processes associ-
ated with patients having an impact on practice improve-
ment activities.

METHODS

We conducted a cross-sectional, web-based survey of 
primary care clinician and staff leaders at CHCs in July–
August 2014 to assess current strategies, attitudes, facili-
tators, and barriers toward engaging patients in practice 
improvement efforts. The study protocol was developed 
jointly by the San Francisco Bay Area Collaborative  
Research Network (SFBayCRN), the University of 
California San Francisco Center for Excellence in Pri-
mary Care (CEPC), and the Western Clinicians Network 
(WCN). The protocol was reviewed by the Univer-
sity of California San Francisco Committee on Human  
Research and determined to be exempt research (study 
number 14-13662).

survey Participants
Participants in the web-based survey were members 
of the WCN, a peer-led, volunteer, membership-based  
association of medical leaders of community health 
centers in California, Arizona, Nevada, and Hawaii. An  
invitation and link to a web-based survey was sent by 
email to members working at WCN CHC, who received 
up to 3 reminders to complete the survey. We allowed one 
response per CHC surveyed; in cases where more than 
one CHC leader was a member of WCN, we requested 
that the person most familiar with patient engage- 
ment activities respond to the survey. In the event of 
multiple respondents from an organization, incomplete 
responses were dropped and one complete response was 
randomly selected to represent the organization. Partici-
pants in the survey were entered into a drawing for ten 
$50 gift cards and one iPad. 

conceptual Model
As we developed our instrument, we collaborated with 
clinical leaders and patient advocates within our net-
works, some of whom were working in clinics on issues 
of patient engagement, to develop a conceptual model. 
Through an iterative process, we hypothesized that 
certain clinic characteristics (eg, size of the practice, 
PCMH recognition status, having dedicated grant fund-
ing to support patient engagement, leadership support for 
the expansion of patient engagement activities, current  
engagement level, and having a formal strategy for iden-
tifying and engaging patients in an advisory role) would 
have a direct impact on patient engagement outcomes 
such as patient influence on clinic-level strategic priorities, 
policies, and programs (Figure 1). We also hypothesized 
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that the clinic process of setting aside dedicated time for 
clinic personnel to discuss patient feedback in team meet-
ings would function as a mediator of the outcomes, that 
is, this clinic process would be the mechanism through 
which clinic characteristics would be associated with each 
of these patient engagement outcomes. 

Measures
In a review of the literature, we did not find validated 
instruments for assessing attitudes and beliefs around 
patient engagement in practice improvement. We con-
vened experts in the field— including staff and clinicians 
working with patient advisors, patients serving as advi-
sors, and faculty in academia with an interest in patient 
engagement, including the co-authors—to discuss assess-
ment of patient engagement. Based on their input, we 
developed 10 items that captured attitudes, beliefs, and 
practices around patient engagement using a 5-point Lik-
ert scale (Figure 2). We pilot tested these questions with 
6 primary care practice leaders from the board of WCN 
and with 3 patient advisory councils in 2 successive waves 
and modified the questions in response to their feedback.

The primary outcomes of interest were respondents’ 
perception of patient impact on strategic priorities, poli-
cies, and programs. These outcomes were measured by 
2 items: “Patient input helps shape strategic goals or 
priorities” and “Patient feedback has resulted in policy 
or program changes at our clinic.” Responses were mea-
sured on a 5-item Likert scale (1 = Strongly Disagree to  
5 = Strongly Agree). Leadership support was measured 
using a single item that stated, “Our clinic leadership 
would like to find more ways to involve patients in prac-
tice improvement.” Having a formal strategy was mea-
sured using a single item that stated, “We have a formal 

strategy for how we recruit patients to serve in an advi-
sory capacity.” Clinic processes included having dedicated 
time in meetings to discuss patient input, as measured by 
the item, “We dedicate time at team meetings to discuss 
patient feedback and recommendations.”

In addition to the 10 Likert-type items that captured 
attitudes, beliefs, and practices, we also  asked participants 
to endorse strategies they used to obtain feedback and 
suggestions from patients (checklist of options including 
advisory councils, surveys, suggestion box, etc.). In addi-
tion, we assessed practice characteristics such as PCMH 
recognition status (not applying; in process of applying; 
received recognition), size of practice (< 5; 5–10; > 10 
FTE clinicians), and having dedicated funding such as 
grant support to pay for patient engagement activities  
(yes; no).

Data Analysis
Data was analyzed in Stata version 13.0 (College Station, 
TX). Means and frequencies were used to characterize 
the sample. Stepwise multivariate modeling was used 
to identify factors associated with patient engagement 
outcomes. Organizational characteristics (size of the 
practice, PCMH recognition status, dedicated funding, 
leadership support, and having a formal strategy) were 
included as potential independent variables in Step 1 of 
the model for each of the 2 hypothesized patient engage-
ment outcomes. Because we theorized that it might be 
a factor associated with the outcomes that was in turn 
influenced by clinic characteristics, the process of allocat-
ing dedicated time in team meetings to discuss and con-
sider actions to take in response to patient feedback was 
included as a predictor in Step 2 of each model. Survey 
items that were not answered were treated as missing data 
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Figure 1. Conceptual	model.
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(not imputed). We tested for multiple collinearity using 
variance influence factors. 

RESULTS

Of the 470 CHCs who were invited to participate in 
the survey, 97 took part, for a response rate of 21%. On 
individual items the percentage of missing data ranged 
from 0 to 8%. The majority of respondents (67%; 64/95) 
reported having 10 or more FTE primary care providers 
(Table 1). Half of respondents reported that their CHC 
had received PCMH recognition (52%; 50/97), mostly 
through the NCQA, and one-third reported that they had 
dedicated funding for patient engagement activities (30%; 
28/95). Respondents primarily belonged to clinical (43%) 
or operational (40%) areas of leadership in their practices. 

The most common mechanisms for receiving patient 
feedback were surveys (94% of respondents; 91/97) 

and suggestion boxes (57%; 55/97; Table 1). A third 
of respondents reported soliciting patient feedback on 
information materials (33%; 32/97), and almost a 
third involved patients in selecting referral resourc-
es (28%; 27/97). As for ongoing participation, 69% 
(67/97) of respondents reported involving patients on 
advisory boards or councils, and 36% (35/97) invited  
patients to take part in quality improvement commit-
tees. Other common activities included inviting patients 
to conferences or workshops (30%; 29/97) and asking 
patients to lead self-management or support groups  
(29%; 28/97). 

Most respondents (82%; 77/93) agreed or strongly 
agreed that patient engagement was worth the time it 
required. About a third (35%; 32/92) reported having 
a formal strategy for recruiting and engaging patients in 
an advisory capacity. About half (52%; 49/94) reported 
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4

Strongly  
Agree 
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a. Engaging	patients	in	practice	improvement	is		
worth	the	time	and	effort	it	takes. □1 □2 □3 □4 □5

b. We	have	a	formal	strategy	for	how	we	recruit		
patients	to	serve	in	an	advisory	capacity. □1 □2 □3 □4 □5

c. Our	clinic	leadership	would	like	to	find	more		
ways	to	involve	patients	in	practice	improvement. □1 □2 □3 □4 □5

d. We	dedicate	time	at	team	meetings	to	discuss		
patient	feedback	and	recommendations. □1 □2 □3 □4 □5

e. Patient	input	helps	shape	strategic	goals	or		
priorities □1 □2 □3 □4 □5

f. Clinicians/staff	regularly	meet	with	patients	to		
discuss	clinic	services	and	programs. □1 □2 □3 □4 □5

g. Patients	would	make	unrealistic	requests	if	asked	
their	opinion	about	how	to	improve	clinic	services	
and	policies.

□1 □2 □3 □4 □5

h. Revealing	the	workings	of	the	clinic	to	patients	
would	expose	the	clinic	to	too	much	legal	risk. □1 □2 □3 □4 □5

i. Patient	feedback	has	resulted	in	policy	or		
program	changes	at	our	clinic. □1 □2 □3 □4 □5

j. We	are	successful	in	engaging	patient	advisors	who	
represent	the	diversity	of	the	population	we	serve. □1 □2 □3 □4 □5

Figure 2.	Likert	survey	items.
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Table 1. Clinic	Characteristics	and	Survey	Responses

% (n) or Mean (SD)

Status	of	PCMH	recognition

Received	recognition 51.5%	(50/97)

From	NCQA* 40.2%	(39/97)

From	another	organization	(eg,	Jt.	Comm.	=	8,	AAAHC	=	4)* 14.4%	(14/97)

In	process	of	applying	for	recognition 34.0%	(33/97)

Not	pursuing	PCMH	recognition 7.2%	(7/97)

Don't	know	or	other 7.2%	(7/97)

Dedicated	grant	funding	to	support	patient	engagement	activities 29.5%	(28/95)

Provide	incentives/stipends	to	patients	in	advisor	role 71.9%	(64/89)

Size	of	practice	in	FTE	clinicians

<	5	 17.9%	(17/95)

5–10	 14.7%	(14/95)

>	10	 67.4%	(64/95)

Methods	for	obtaining	feedback	and	suggestions	

Patient	surveys 93.8%	(91/97)

Suggestion	boxes 56.7%	(55/97)

Create	or	review	informational	materials 33.0%	(32/97)

Focus	groups 32.0%	(31/97)

Select	community	and	specialty	referral	resources 27.8%	(27/97)

"Town	hall"	meetings 9.3%	(9/97)

Other:	texted	feedback,	partnerships

Participation	in	committees	and	activities

Serve	on	advisory	board	or	council 69.1%	(67/97)

Take	part	in	quality	improvement	committees 36.1%	(35/97)

Attend	conferences	or	workshops	 29.9%	(29/97)

Lead	self-management	or	support	groups 28.9%	(28/97)

Act	as	mystery	shoppers 16.5%	(16/97)

Assist	in	training	staff 10.3%	(10/97)

Other:	consumer	board	of	directors,	service	excellence	committee,	volunteer	at	fundraisers

Involve	patients	as	advisors	and	seek	feedback	through	surveys 64.9%	(63/97)

%	respondents	who	agree	or	strongly	agree	with	each	statement:

Engaging	patients	in	practice	improvement	is	worth	the	time	it	takes 82.4%	(77/93)

We	have	a	formal	strategy	for	how	we	recruit	patients	to	serve	in	an	advisory	capacity 34.8%	(32/92)

We	set	aside	time	at	team	meetings	to	discuss	patient	feedback	and	recommendations 52.1%	(49/94)

Clinician/staff	meet	regularly	with	patients	to	discuss	clinic	services	and	programs 39.3%	(35/89)

Clinic	leadership	would	like	to	find	more	active	ways	to	involve	patients	in	practice	improvement 68.1%	(64/94)

We	are	successful	at	engaging	patient	advisors	who	represent	the	diversity	of	the	population	
we	serve

43.8%	(39/87)

Revealing	the	workings	of	the	clinic	to	patients	would	expose	the	clinic	to	too	much	legal	risk 7.9%	(7/89)

Patients	would	make	unrealistic	requests	if	asked	their	opinion	about	how	to	improve	clinic	
services	and	policies

13.5%	(12/89)

Patient	input	helps	shape	strategic	goals	or	priorities† 4.0	(1.0)

Patient	feedback	has	resulted	in	policy	or	program	changes	at	our	clinic† 3.8	(1.0)

*Some	respondents	reported	having	recognition	from	both	NCQA	and	another	organization.	
†Response	options	were	on	a	5-point	Likert	scale	where	1	=	Strongly	Disagree	and	5	=	Strongly	Agree.

RepoRts fRom the field



316   JCOM   July 2016   Vol. 23, No. 7 www.jcomjournal.com

patient engagement

setting aside time in team meetings to discuss patient 
feedback, although fewer (39%; 35/89) reported that 
their front line staff met regularly with patients to discuss 
clinic services and programs. Two-thirds of respondents 
(68%; 64/94) reported that their leadership would like 
to find more active ways to involve patients in practice 
improvement. Less than half (44%; 39/89) felt that 
they were successful at engaging patient advisors who 
represented the diversity of the population served. When 
considering downsides of patient engagement, few agreed 
that revealing the workings of the clinics to patients 
would expose the clinic to too much risk (8%; 7/89) or 
that patients would make unrealistic requests if asked 
their opinions (14%; 12/89). 

In Step 1 of the multivariate models, clinic leadership 
support and having a formal strategy for recruiting and 
engaging patients was associated with greater patient 
engagement in shaping strategic goals and priorities 
(Table 2). For each point increase in these independent 
variables (on a scale of 1 to 5), respondents reported an 
increase of 0.31 points and 0.17 points (respectively) in 
the impact of patient input on strategic goals and pri-
orities. Having a formal strategy also predicted greater 

impact of patient feedback on policy or programmatic 
changes (Table 3), with each point increase in having a 
formal strategy associated with a 0.17-point increase on 
patient input having resulted in a policy or programmatic 
change. PCMH recognition, having dedicating funding 
for patient engagement, and the size of the practice did 
not predict the outcomes.

When the clinic process of having dedicated time set 
aside in team meetings to discuss patient input was added 
to each model in Step 2, it was significantly associated with  
patient input affecting strategic decisions (Table 2) and 
patient feedback affecting policy and programs (Table 3), 
while having a formal strategy was no longer significant in 
each of these models. Sobel-Goodman mediation tests con-
firmed a strong relationship between each pair of variables 
in the model, including a significant relationship between 
having a formal strategy and setting aside time in team 
meetings to discuss patient feedback (β = 0.24, P = 0.001). 
Moreover, the test confirms a mediation effect for the rela-
tionship between having a formal strategy and each of these 
outcomes (Z = 2.57, P < 0.05 for the outcome of patient 
input in strategic goals and Z = 2.79, P < 0.01 for the out-
come of patient influence on policies and programs) [14]. 

Table 2. Predictors	of	Patient	Input	Into	Strategic	Goals	and	Decisions	(n	=	88)

Step 1 Step 2

β* 95%	CI β* 95%	CI

PCMH	recognition

In	progress/not	applying Ref

Recognized 0.32 –0.06	to	0.71 0.25 –0.11	to	0.61

Size	of	practice	(#	of	FTE	primary	care	providers)

<	5 Ref

5–10 –0.12 –0.77	to	0.54 –0.08 –0.69	to	0.53

>	10 –0.09 –0.58	to	0.41 –0.02 –0.48	to	0.44

Dedicated	funding	to	support	patient	engagement

No Ref

Yes –0.26 –0.70	to	0.18 –0.04 –0.47	to	0.38

Leadership	support	for	more	patient	involvement	 0.31† 0.10	to	0.53 0.32† 0.12	to	0.52

Formal	strategy 0.17‡ 0.02	to	0.31 0.06 –0.09	to	0.20

Patient	feedback	is	on	team	agenda	(mediator) N/A§ N/A§ 0.35† 0.17	to	0.54

*“β”	are	coefficients	of	linear	regressions	models	associated	with	changes	in	the	score	of	how	patient	input	impacted	strategic	goals	and	
decisions,	with	positive	numbers	representing	greater	patient	influence	and	negative	numbers	representing	less	patient	influence.	
†P	<	0.01.	
‡P	<	0.05.	
§Step	1	of	the	model	included	organizational	characteristics	(PCMH	recognition,	size	of	practice,	existence	of	dedicated	funding,	leadership	
support,	having	a	formal	strategy).	Step	2	added	to	the	model	the	variable	of	having	patient	feedback	on	the	team	agenda.	
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DISCUSSION

Among the CHCs surveyed, we found that having a 
formal strategy for recruiting and engaging patients in 
practice improvement efforts was associated with patient 
input shaping strategic goals, programs, and policies. 
Devoting time in staff team meetings to discuss feedback 
from patients, such as that received through advisory 
councils or patient surveys, appeared to be the mecha-
nism by which having a formal strategy for engaging 
patients influenced the outcomes. Leadership support for 
patient engagement was also associated with patient input 
in strategic goals. In contrast, anticipated predictors such 
as PCMH recognition status, the size of a practice, and 
having dedicated funding for patient engagement were 
not associated with these outcomes. 

This is the first study known to the authors that 
examines factors associated with patient engagement 
outcomes such as patient involvement in clinic-level strat-
egies, policies, and programs. The finding that having a 
formal process for recruiting and engaging patients and 
devoting time in team meetings to discuss patient input 
are significantly associated with patient engagement 
outcomes is encouraging, because it suggests relatively 

practical and straightforward actions for primary care 
leaders interested in engaging patients productively in 
practice improvement. 

The level of patient engagement reported by these 
respondents is higher than that reported by some other 
studies. For example, 65% of respondents in this study  
reported conducting patient surveys and involving patients  
in ongoing roles as patient advisors, compared to 29% 
in a 2013 study by Han and colleagues for 112 practices 
that had received PCMH recognition [6]. This could 
be partially explained by the fact that many CHCs are 
federally qualified health centers, which are mandated 
to have consumer members on their board of directors, 
and in many cases patient board members may be invited 
to participate actively in practice improvement. In this 
study, it is also interesting to note that more than 80% 
of respondents agreed with the statement that “engaging 
patients in practice improvement is worth the time and 
effort it takes,” suggesting that this is a group that valued 
and prioritized patient engagement.

A lack of time or resources to support patient engage- 
ment has been reported as a barrier to effective engage-
ment [15], so it was surprising that having dedicated 
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Table 3. Predictors	of	Policy	or	Programmatic	Change	Resulting	from	Patient	Feedback	(n	=	83)

Step 1 Step 2

β* 95%	CI β* 95%	CI

PCMH	recognition

In	progress/not	applying Ref

Recognized 0.18 –0.27	to	0.63 0.15 –0.26	to	0.56

Size	of	practice	(#	of	FTE	primary	care	providers)

<	5 Ref

5–10 –0.59 –1.34	to	0.15 –0.54 –1.22	to	0.14

>	10 –0.46 –1.04	to	0.11 –0.39 –0.92	to	0.13

Dedicated	funding	to	support	patient	engagement

No Ref

Yes –0.24 –0.75	to	0.26 0.03 –0.45	to	0.51

Leadership	support	for	more	patient	involvement	 0.04 –0.21	to	0.28 0.03 –0.19	to	0.26

Formal	strategy 0.17† 0.01	to	0.34 0.03 –0.13	to	0.20

Patient	feedback	is	on	team	agenda	(mediator) N/A‡ N/A‡ 0.44§ 0.23	to	0.65

*“β”	are	coefficients	of	linear	regressions	models	associated	with	changes	in	the	score	of	how	patient	input	impacted	strategic	goals	and	
decisions,	with	positive	numbers	representing	greater	patient	influence	and	negative	numbers	representing	less	patient	influence.	
†P	<	0.05.
‡Step	1	of	the	model	included	organizational	characteristics	(PCMH	recognition,	size	of	practice,	existence	of	dedicated	funding,	leadership	
support,	having	a	formal	strategy).	Step	2	added	to	the	model	the	variable	of	having	patient	feedback	on	the	team	agenda.		
§P	<	0.01.
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funding to support patient engagement was not associ-
ated with the study outcomes. Only 30% of CHC leaders 
reported having dedicated funding for patient engage-
ment, while over 80% reported soliciting patient input 
through longitudinal, bidirectional activities such as 
committees or advisory councils. While financial sup-
port for this vital work is likely important to catalyze and 
sustain patient engagement at the practice level, it would 
appear many of the practices surveyed in this study are 
engaging their patients as partners in practice transfor-
mation despite a lack of dedicated resources. 

The lack of association that we found between PCMH 
recognition status and patient influence on strategies, 
programs, and policies is corroborated by work by Han 
and colleagues [6], in which they found that the level of 
PCMH status was not associated with the degree of pa-
tient engagement in practice improvement and that only 
32% of practices were engaging patients in ongoing roles 
as advisors.

Devoting time in team meetings to discussing patient 
feedback seemed to be the mechanism through with hav-
ing a formal strategy for patient engagement predicted 
outcomes. Although it may seem self-evident that taking 
time to discuss patient input could make it more likely to 
affect clinic practices, we have observed through regular 
interaction with dozens of health centers that many have 
comment boxes set up but have no mechanism for sys-
tematically reviewing that feedback and considering it as 
a team. This is also borne out by our survey finding that 
fewer than 60% of sites that report conducting surveys 
or having suggestion boxes agree that they set aside time 
in team meetings to discuss the feedback gleaned from 
these sources. Thus, the results of this survey suggest that 
there are simple decisions and structures that may help to 
turn input from patients into clinic actions. 

This study has several limitations. Causation cannot 
be inferred from this cross-sectional study; additional 
research is required to understand if helping clinics 
develop formal strategies for patient recruitment or set 
aside time in meetings to discuss patient feedback would 
lead to greater influence of patients on strategic goals, 
policies, and programs. Data were self-reported by a 
single person from each CHC, and although members of  
WCN typically represent clinic leaders who are actively  
engaged in PCMH-related activities, it is not clear if 
respondents were aware of the full range of patient  
engagement strategies used at their clinical site. Front-line 
clinicians and staff could provide a different perspective 

on patient engagement. There was no external validation 
of survey instrument statements regarding the impact of 
patient input on strategic goals, policies, or programs. 
The number of respondents (n = 97) is limited, but it 
is comparable to that in other existing studies [6]. The 
response rate for this survey was 21%, and respondents 
may have differed from non-respondents in important 
ways. When respondents of this study are compared to 
national samples reporting to the Uniform Data System, 
the proportion of CHCs with PCMH recognition is 
lower in our sample (52% versus 65%) [16]. The high 
level of patient engagement reported by CHC leaders 
in this study compared to other studies suggests that 
highly engaged practices may have been more likely to 
respond than those with lower levels of engagement with 
their patients. There may have been differences in how 
patient engagement and advisory roles were interpreted 
by respondents. 

conclusion
CHC leaders who reported a formal strategy for engag- 
ing patients in practice improvement and dedicated time 
to discuss patient input during team meetings were more 
likely to report patient input on policies, programs, and 
strategic goals. Developing a formal strategy to engage 
patients and establishing protected time on team agendas  
to discuss patient feedback may be practical ways to pro-
mote greater patient engagement in primary care trans-
formation.
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