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ABSTRACT 
In today’s changing and diverse population, ensuring affordable, quality, and accessible healthcare 
entails developing a culturally competent, modifiable, replicable, and measurable health model. NYPH 
has implemented a Northern Manhattan health initiative in Washington Heights/Inwood (WHI) that 
actively achieves this goal. This three-phase model called the Community Partnership Model (CPM) 
makes use of health need assessments, Health Information Technology (HIT), Cultural Competency, 
community and provider involvement, and feedback evaluations. We analyzed how both NYS and 
national health legislations compare to the goals of NYPH’s CPM and how the WHI initiative differs from 
any other health legislation especially with regards to medical homes. From this, we found that the 
primary advantages of the WHI CPM are its implementations of Cultural Competency, feedback, and an 
improved medical home. This paper suggests that the CPM is a replicable and scalable model that 
integrates the provider, patient, and community to provide patient-centered, culturally competent, and 
quality healthcare. Collectively, the health legislation analysis and census data of WHI, NYS, and the U.S. 
demonstrate that the CPM is a healthcare delivery system that maximizes healthcare quality and 
accessibility and can be translated into state and national use. 

INTRODUCTION 

There is a need to identify health care models that increase the quality and lower the cost of patient care.1-

2   There are several characteristics that can be incorporated into such a health care system to enhance its 

delivery. An approach that results in more patient-centered care involves what is referred to as Cultural 
Competency. According to the National Quality Forum (NQF), Cultural Competency in healthcare has 
the ultimate goal of ensuring equity in access and quality to all patients. It is defined as an ongoing 
process involved with healthcare systems, organizations, and professionals to provide culturally 
conscious and high-quality care that is safe, patient and family-centered, evidence-based, and equitable 

for diverse patient populations.3  When patient-centered approaches are used by providers, the patient’s 

health status and provider’s care efficiency increase. 4  Subsequently, the incorporation of Cultural 

Competency into a patient-centered care system may contribute to positive health results.4-5  It has been 

shown that when providers use such techniques, they are better able to extract accurate information from 

patients.6-9  By utilizing cultural competence, providers will enhance their relationships with patients and 

maintain a coordinated health delivery system.6  The incorporation of Cultural Competency into a health 

model makes it more patient-centered which produces better health outcomes. The current study 
suggests that Cultural Competency may be a valuable and practical component to a health delivery 
system.  

Another aspect of a health care model that may be beneficial to its delivery is the incorporation of 
a feedback loop, whereby the delivery system is consistently being assessed. It was found that such 
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feedback results in positive outcomes, and that process feedback is conducive to goal accomplishment.10 

In addition, educating and providing feedback to physicians regarding their behavior makes for a more 

effective intervention.11 Feedback’s effectiveness, however, is magnified when the baseline is low and 

when feedback is continuously used.12 For instance, a high-level culturally competent and patient-

centered provider will not respond as well to feedback in comparison to a provider with low Cultural 
Competency and patient-centeredness. As a result, feedback within a health model must be specifically 
catered to the baseline performance of the provider.   

The theory of patient-centered medical homes (PCMHs) that has been proposed by legislation is 
based on the ideas above, which focus on increasing the quality of healthcare. The PCMH delivers 

primary care, patient-centered care, new-model practice, and payment reform.13  This high-caliber care 

system rewards quality treatment, not the quantity of treatment. A PCMH includes a partnership 
between patients, personal physicians, and patients’ families. The patient-provider interaction extends 
beyond the examination room to the extent where the relationship is maintained through Health 

Information Technology (HIT) and case managers.14-15 According to the National Committee on Quality 

Assurance (NCQA), the medical home strives to replace episodic care with a coordinated and long-term 
healing relationship with patients. Care is enhanced through open scheduling, extended hours, and 

improved provider communication.16 The primary care physician coordinates this care using HIT and 

new reimbursement models with incentives for improved communication. In a medical home, the 
provider is able to access the information needed to communicate with the patient’s caregivers and 
coordinate patient care as the patient moves through the health care system. and feedback, may be used 
as a broad framework for health models on both the state and national scales. 

The PCMH has promising financial and healthcare quality benefits. The quality-based financial 

incentives result because of enhanced patient experience and outcomes.14 With regards to quality, 

children who go to medical homes are more likely to be up-to-date with vaccines in comparison to 

children who did not receive that kind of primary care.16 Further evidence suggests that medical homes 

provide a more positive experiences for its patients.18 Also, a literature review showed that the PCMH 

produces better results for patients with special healthcare needs.19 In addition, using HIT for 

preventative and manageable disease control contributes to financial savings.20 These studies 

demonstrate that not only are providers benefitting from the PCMH but also the care, treatment, and 
follow-up of patients are improved.    

PCMHs have already been implemented in areas of the U.S. such as North Carolina. The self-
sustaining PCMH program, called Community Care of North Carolina (CCNC), has produced positive 
results since its development a decade ago. For instance, in 2003, it saved the state $60 million; then, it 

saved $161 million in 2006.21 These financial gains were achieved by savings in the emergency 

department, outpatient care, and in the pharmacy. In addition to economic outcomes, the health 
outcomes of chronically ill patients were augmented. For example, the number of asthma hospitalizations 
decreased, and the number of patients who were inoculated increased. Through partnerships between 
hospitals, health departments, and social service departments, the CCNC has demonstrated the potential 

benefits that lie in PCMHs.21  

There are major challenges to PCMHs. One criticism is that it involves changing the structure of 
the primary care practice. This will require staffing changes, new technologies, and new ways to 
approaching patients and insurance. Another observation is that they do not produce immediate results--
- PCMHs take time to show financial savings from decreases in medical errors, emergency department 

visits, and hospitalizations.13 Other barriers to the success of medical homes include resistance to 

collaboration, lack of support, and difficulty controlling costs.22 Nonetheless, the overall goal of the 

medical home is to increase the quality of healthcare, provide coordinated and integrated care, and foster 
the interaction between the patient and physician. This makes healthcare more accessible, diminishes the 
reliance on episodic care, and enhances the patient-provider relationship. 
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 The previously discussed studies indicate that Cultural Competency and feedback evaluations 
can positively contribute to a health delivery model. Also, the quality of healthcare can be improved 
through the PCMH. In light of this background, the current investigation analyzed and compared the 
NYPH’s WHI CPM with health initiatives in NYS and the U.S. We identified demographic trends in WHI 
that were comparable to that of NYS and the U.S. Analyzing the initiatives on the local, state, and 
national levels, we found that the WHI CPM’s use of Cultural Competency and feedback suggests that 
the CPM is an efficient health model in delivering quality healthcare. Finally, we have established that the 
CPM incorporates a PCMH that provides more patient-centered care. This analysis supports the idea that 
NYPH’s CPM is a culturally competent, replicable, and measurable health delivery system that has the 
potential to be applied on both state and national levels. 

METHODOLOGY 
General overview:  Prior to any analysis, we defined the steps that have been taken towards healthcare 
legislation on the local, state, and national levels. The subsequent discussion of this analysis provides a 
detailed account and a comprehensive understanding of the fundamental principles, justifications, and 
goals of the legislations.   

Demographic data analysis:  An objective of this study was to analyze and compare the WHI 
CPM to the health initiatives of NYS and the U.S. Demographic and socioeconomic data were gathered 
from the 1990 Census, 2000 Census, and the American Community Survey of 2006 from the Census 
Bureau. The population size, race and ethnic composition, Latino composition, languages spoken, 
citizenship, average income, and price of rent of WHI, NYS, and the U.S. were compared. The data were 
used to investigate the beneficial aspects and the implications of the CPM on state and national health 
legislations. Also, the shifting demographics helped us discuss the translatability of the CPM on 
statewide and national scales.  

Comparison of health initiatives:  A comparative analysis of health initiatives in WHI, NYS, and 
the U.S. was carried out. The purpose was to reveal both the parallels and inconsistencies NYS and the 
U.S. legislations have with the CPM. Additionally, the comparison was used to note shortcomings in the 
NYS and U.S. health plans and to detail the beneficial aspects of NYPH’s CPM. Several articles and 
literature-based sources were used to confirm and support the discussion. 

The WHI PCMH examined:  The WHI initiative’s PCMH was compared with that of the 
Community Care of North Carolina (CCNC). The medical home in North Carolina achieved the PCMH 
goals outlined by NYS and the U.S. These goals included maximizing economic savings, preventative 
care, healthcare delivery, and inter-professional communication. As a result, the CCNC represented a 
baseline PCMH model for state and national legislation.  

GENERAL OVERVIEW 
The Washington Heights/Inwood Community Partnership Model (WHI CPM): The WHI CPM is a 
community-engaged health initiative that is based on the Wagner Chronic Care Model. It identifies the 
concerns and targets the health needs of WHI in Northern Manhattan (see Appendix A. Figure 1a). The 
CPM uses this data to intervene at the community level to catalyze and induce changes in healthcare. 
This model system consists of 3 distinct, integrated, and focused phases. These phases complement each 
other in order to allow for the incorporation of a feedback mechanism once all the phases have been 
completed. The feedback on the outcomes of the CPM makes the model flexible to alterations based on 
changing demographics; it identifies inadequacies of the model in order for health legislators to make 
productive adjustments. As a result, the CPM is an up-to-date community-specific health intervention.  
 Phase I identifies health needs and structural changes using the demographic overviews of WHI. 
Phase II is then implemented (see Appendix A. Figure 2a). By applying the Phase I population data into 
Phase II, NYPH will be able to develop culturally competent program recommendations and define the 
necessary resources and associated costs to achieve the community health goals. Currently, the WHI 
initiative is in Phase II of the model. Phase II aims to improve community health by establishing goals, 
programs, and interventions. In order to accomplish this, NYPH has established seven workgroups 
dedicated specifically to these tasks (see Appendix A. Figure 3a). Finally, once Phase II is complete, Phase 
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III begins implementing culturally competent health interventions. The quantitative and qualitative data 
gathered by NYPH in Phase III will be used to develop constructive feedback, evaluations, and 
recommendations (see Appendix A. Figure 4a). 

In NYS, the NYS Department of Health (NYSDOH) in Albany has implemented programs and 
bills to promote community health. Legislation has been passed to diminish the disparities in care for 
minority groups by focusing on Cultural Competency. Also, there have been efforts to increase healthcare 
access, affordability, and education. In addition, healthcare programs have been developed to intervene 
at the community level and to improve follow-up care using HIT. Lastly, the NYSDOH has provided 
grants to communities to establish PCMHs. These initiatives have been instituted with the goals of 
increasing the quality of care and preventing disease.  

The NYSDOH has legislated to maximize healthcare delivery to communities. Recently, budget 

allocations have been channeled to support community-based health clinics.23 The goal is to increase the 

use of preventative care by increasing the reliance on community health centers. This may increase the 
quality of patient-centered care while decreasing episodic care, and as a result, disease prevention, illness 
management, and follow-up care are enhanced.  
 Subsequently, legislation has focused on healthcare disparities and awareness. Primarily, 
NYSDOH’s bill S2878 calls for assessing, identifying, and addressing disparities to improve healthcare 
delivery. Another bill, S2338, increases Cultural Competency in dealing with a patient’s religion whereby 
providers are prohibited from engaging in inappropriate and intrusive inquiry with patients having a 
conflict between a doctor’s treatment and their religions. Also, bill S3679 establishes educational and 
outreach programs for lupus, which is three times more common in blacks than whites. Through 

education about this disease, the NYSDOH aims to reduce the disparities in occurrence.24 These bills 

increase the quality of care by raising awareness of diseases and ensuring that providers are culturally 
competent with their patients.  

Minority health has also been a topic of legislation. The Minority Mental Health Act establishes 
mental health programs that are linguistically competent. Furthermore, bill S4157 establishes the 
Minority Coordinating Council on Asthmatic Affairs to assess asthma risk factors for minorities in NYS, 

to identify barriers to quality and care, and to develop awareness campaigns.24 The NYSDOH has made 

it imperative that being competent to minorities and addressing disparities has the potential to increase 
the quality of healthcare. 
 In addition to this, there have been bills passed to augment healthcare accessibility, affordability, 
and awareness. Bill S121A works with pharmacies to offer a discounted price to those unable to purchase 
medications at the regular value. Decreasing the cost of medication increases the accessibility to patients 
who need these medications the most. Also, bill S2015 was passed to enhance the awareness of lung 

cancer, one of the top causes of death in NYS.24  The bills described above demonstrate that not only are 

cultural and linguistic competency essential to providing care but also care availability and health 
education are critical to preventing disease.   

Also, legislation has established health programs that focus on preventative treatment, follow-up 
care, and affordable healthcare. A program called the Community Service Plan (CSP) was established to 

construct a partnership between hospitals, local health departments, and communities.25 Ultimately, the 

CSP focuses on public health priorities to promote healthier lifestyles and disease management. Also, the 
Office of Health Information Technology Transformation (OHITT) was created to enhance follow up care. 
The OHITT involves coordinating and managing patient care by collaborating with PCMHs and using 
HIT to allow patients to be electronically involved with their physicians. The program identifies a 
population with a high risk of a certain disease and works with the community providers to ensure that 

all steps are taken to prevent the illness.26 

 Finally, the NYSDOH has established grant applications in support for developing PCMH. The 
plan, which is called, Improving Care Coordination and Management through a Patient-Centered 
Medical Home Model Supported by an Inter-operable Health Information Infrastructure, is part of the 
Health Efficiency and Affordability Law for New York (HEAL NY) Capital Grant Program. The HEAL 
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NY program has the objective to identify and support opportunities for investing in HIT and for 

restructuring healthcare delivery systems.27 Because of the investment placed into this initiative, the 

vision NYSDOH has for PCMHs can have a significant impact on healthcare delivery in NYS. This 
discussion on NYS health legislation demonstrates that there is avid support for health education, 
patient-centeredness, preventative care, accessibility, HIT, and PCMHs.   

U.S. legislation: The U.S. healthcare system spends $2.2 trillion annually on healthcare (see 
Appendix A. Figure 5a). Since 1997, the expenditure on healthcare has been increasing while the amount 

of employees insured by their employers has decreased.28 In addition, the cost of care has been increasing 

at a four-fold rate in comparison to wage increases since 2000, and 50 million of the U.S. population 
remain uninsured or underinsured (see Appendix A. Figures 6a and 7a). Also, the U.S. healthcare system 
struggles despite spending almost double the amount on healthcare annually than most developed 
nations (see Appendix A. Figure 8a).  Based on this data, we see that despite annual rises in healthcare 
spending healthcare access, performance, and quality have decreased (see Appendix A. Figure 9a). 
President Barack Obama and his administration have suggested legislative reforms to lower the 
healthcare costs and increase quality and accessibility.   
  The reforms focus on a collection of components in the health system (see Appendix A. Figure 
10a). The plans aim not only to provide affordable insurance plans to the uninsured and underinsured, 
but also to promote preventative care by utilizing HIT to enhance coordinated-care. A strong proponent 
of this idea is Representative Patrick Kennedy from Rhode Island. He has been working on the 21st 
Century Information Act, which aims to develop secure and confidential health information networks. 
With HIT, providers would have critical information at the point of care, and as a result, waste and 

duplication would be reduced.29 Essentially, the U.S. administration understands that implementing such 

an initiative will produce economic savings over time.30 Another economic incentive of this plan is that it 

will save $2500 for each family.31 The financial savings they will produce, however, will not be 

immediate.28 Realistically, any changes on the national level will take time to flourish.32 Insofar as it can 

be ascertained, the potential progress made by investing in prevention and HIT may be beneficial.   
Also, there has been legislation for the development of PCMHs to coordinate care and support 

patient-centered treatment. A bill called the Medical Homes Act of 2009 has been legislated in Congress 
to establish PCMHs. The goal of this proposal is to improve the effectiveness and efficiency of medical 

assistance.33 Consequently, the Medical Efficiency and Delivery Improvement of Care Act (MEDIC) of 

2009 has been placed into Congress’ agenda. It aims to provide additional access to primary care services 

by establishing PCMHs and to create new payment models for services under Medicare.34 In addition, 

the Senate Finance Committee has pushed for implementing PCMHs in hopes of improving quality for 
patients and containing costs. According to the Committee’s “Description of Policy Options,” the medical 

home would contribute to integrated, transitional care for patients with chronic illnesses.35 As a result of 

the development of medical homes, the primary care healthcare delivery system in the U.S. would be 
transformed.   

With regards to legislation, several bills have been introduced to Congress that address 
improving the quality of care, increasing access to primary care physicians, developing coordinated-care 
systems, and maximizing insurance participation. The H.Res.271 bill calls to increase preventative care in 
order to diminish the amount of people relying on long-term care. For those dependent on chronic care, 

the bill supports funding for HIT and initiatives that improve the quality of care.2 Furthermore, the 

Preserving Patient Access to Primary Care Act of 2009 has been introduced. It requires for additional 
incentive payments for primary care services especially to those that serve patients with limited English 

proficiency.36 Lastly, the Community Coalitions for Access and Quality Improvement Act of 2009 was 

proposed in order to improve coordination among providers and to enhance the service of providers. The 
success of this bill lies in providers using Cultural Competency, community-tailored health programs, 

and HIT.37 Ultimately, the proposals that are being developed on the national level advocate for 

healthcare delivery by integrating HIT coordination into primary care.   
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In response to calls to address the U.S. healthcare system, the Obama administration has already 
ratified the American Recovery and Reinvestment Act of 2009 (see Appendix A. Figure 11a). A portion of 
the bill’s funds resides in HIT development and healthcare quality research. The purpose is to increase 

the quality of chronic care and develop ways to augment patient-centered care.31 The other aspects of 

healthcare that have been called into reform such as accessibility, affordability, PCMHs, and quality have 
been addressed through several bills, but none have been legislated into the Senate. Also, the costs to 
implement such reform have not been determined. The steps taken by the national legislation to address 
the health system suggest that a large-scale health initiative may be imminent. 

 
RESULTS 
In order to shed light on the potential effectiveness of the CPM as a healthcare delivery model, the 
following analysis was carried out to determine how the CPM compares to the NYS and U.S. health 
initiatives. A comparative analysis on the demographic data, census surveys, and health initiatives was 
performed. This allowed for us to understand the extent to which the NYPH’s CPM can be applied on 
different levels of legislation. 
 Then, to identify the beneficial aspects of the CPM, the NYS and U.S. plans were compared to the 
WHI initiative. Information from published articles and analysis of the WHI, NYS, and U.S. health plans 
were integrated to identify the similarities and differences between the health legislations. Also, 
innovative components of the CPM were revealed through our discussion of the different health 
initiatives and the CCNC PCMH.   

Demographics: The data from the 1990 and 2000 WHI Census and the 2006 American Community 
Survey showed that there has been a 16% population increase since 1970 (see Figure 1). The information 
showed that WHI has a 75% Latino majority while non-Latino populations have shrunk 6.5% (see Figure 
2). 72% of the Latino population is composed of Dominicans, which is up from 55% in 2000 (see Figure 3). 
Also, foreign-born residents make up 51% of the population. Because of this, 72% of WHI residents speak 

a language other than English (see Figure 4).38 As a result, foreign born residents often have linguistic, 

cultural, and legal barriers to quality healthcare. These barriers limit access and result in worse health 
outcomes.  
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 With regards to the changing population, the average personal income is $17,575, which is only 
about seven thousand dollars above the federal poverty line. In addition, gentrification is causing 
significant increases in the income of the community, but the disparities between racial and ethnic groups 
remain staggering. Also, the gross rent increased 13% from 1990 to 2000 while the average income 
increased 1%. This suggests that the disparities in income between racial groups may be resulting in 
disparities in healthcare access and quality in WHI (see Figures 1-4).38 
 Similarly to WHI, the NYS and U.S. Latino populations have increased since 1990 while the white 
non-Latinos have decreased. The growing populations of NYS and the U.S. have shown significant 
increases in Mexicans and other Hispanic groups, respectively. Additionally, the amount of foreign-born 
people is increasing both on the state and national level. This has contributed to the increase in those who 
do not speak English. Lastly, there has been a progression towards higher income and rent in NYS, and 
U.S. which demonstrates that gentrification is also occurring on these levels (see Figures 5-14).38 
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 From these demographics, the trends in the population and socioeconomics of WHI, NYS, and 
U.S. seem somewhat similar. This suggests that the CPM can be translated and applied to a wide 
spectrum of locations. Looking at the 1990 Census to the 2000 Census, the population significantly 
changes. The CPM allows for modification through its feedback mechanism to keep up with changing 
demographics. Because the population and economy are not static, it is beneficial to have a feedback 
mechanism. The model stays ahead of the population changes in order to consistently work at the same 
culturally competent, patient-centered, and community-tailored level.  
 Updating the CPM on a continual basis to fit with changing demographics will allow for 
culturally competent techniques to be modified and incorporated. CPM’s feedback mechanism keeps the 
health delivery system up-to-date with population changes such as an influx in immigration and 
occurrence of gentrification. Consequently, culturally competent care results in more patient-centered 
care. As a result, by increasing patient-centeredness, the CPM contributes to enhancing the quality of care 
and health outcomes.4 Thus, Cultural Competency is essential to the model for maximizing cross-cultural 
healthcare delivery and quality.  
 Comparative analysis:  The analyses of the state and national health initiatives have revealed 
several consistencies with the NYPH’s CPM. There were parallels in Phases I and II of the WHI initiative. 
There was, however, an inherent difference in the fact that CPM included a feedback evaluation, which 
NYS and the U.S. health legislations lacked (see Figure 15). Thus, without the feedback loop, the CPM 
targets all the same issues that both NYS and the federal government are attempting to address.  
 Also, in addressing Cultural Competency, the state and national legislations were different in 
their approach from the WHI initiative. The CPM NYPH has employed an aspect of healthcare delivery 
the state and national levels have yet to accomplish. NYPH has developed a comprehensive model that 
incorporates Cultural Competency not only into direct provider care but also into health interventions. 
Integrating Cultural Competency into a health model may more effectively diminish disparities, deliver 
quality care, provide patient-centered care, increase healthcare accessibility, employ HIT, and determine 
costs of implementation. In Albany and Washington D.C., however, they have yet to implement health 
models that integrate Cultural Competency. They have only instituted plans that focus solely on the 
provider using Cultural Competency. Ultimately, the WHI CPM, which integrates Cultural Competency 
and feedback, may be used as a broad framework for health models on both the state and national scales. 

The in-depth analysis shows the positive results that Cultural Competency and feedback can 
produce. Feedback, one of the vital aspects of the CPM, plays a role in ensuring that the health delivery 
system is culturally competent to meet the needs of a specific population. If this is achieved in the WHI 
initiative, the CPM will prove to be effective, competent, and flexible to an ever-growing and changing 
population.  
 Novel components of the CPM: Cultural Competency and feedback:  As discussed, the NYPH 
CPM is a culturally competent healthcare delivery model, which is driven forward by a feedback 
component. The model uses feedback on outcomes to adapt to shifts in a population’s racial and ethnic 
composition or shortcomings in the health system. When a community’s demographics change, the 
delivery model should be modified in order for it to remain culturally competent. As a result, the 
incorporation of a feedback mechanism maintains patient-centered care and culturally competent 
interventions. Thus, this feedback allows for the model to progress despite structural changes within the 
community or inherent weaknesses of the system.   
 The NQF defines Cultural Competency as an approach that strives to ensure equitable care is 
provided to all patients no matter their racial or ethnic background.3 Physicians who employ cultural 
competence when dealing with patients may be more likely to contribute to the sustainability of a 
successful a health care model. Studies suggest the positive impacts of Cultural Competency on health 
outcomes, and implementing culturally competent community-based health initiatives such as the CPM 
may show beneficial results.1, 4-9 Using the CPM as a framework, the state and national health models 
should incorporate Cultural Competency awareness in order to foster the relationship between the 
provider, the patient, and the patient’s community.  

Unlike the NYS and U.S. health plans, NYPH’s CPM also uses feedback and evaluation to ensure 
healthcare quality and performance remain at a high caliber. In addition to how the feedback mechanism 
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is beneficial to keeping up with changing demographics, studies have shown that there is an inverse 
relationship between the effects of feedback evaluation and baseline scores.12 This means that the CPM 
feedback will produce more drastic change from the practices with baseline assessments that showed 
poorer patient-centeredness and cultural competence. With Cultural Competency being conducive to 
providers for extracting information and establishing a patient-centered relationship, cultural competence 
assessment tools should be sought out to give providers a sense of their Cultural Competency and how 
they can improve on their patient interaction and enhance their quality of treatment.  

Because feedback effects are related to baseline Cultural Competency levels, it is important to 
target which community health centers score high or low in Cultural Competency. With that being said, 
NYPH’s CPM sets aside resources in Phase II to develop tests that educate providers on Cultural 
Competency. From this, Cultural Competency baseline metrics can be administered, and the effects of the 
Phase III interventions can be measured. Nonetheless, the CPM is replicable, testable, modifiable, and 
measurable. It is tailored to a community’s demographics and socioeconomics and constantly modifies its 
interventions to fit the needs of changing populations. The results of CPM’s incorporation of Cultural 
Competency, evaluation and feedback, and patient-centered care have yet to be determined. Based on the 
analysis, however, the potential in NYPH’s overall implementation of the WHI CPM looks promising. 
 With an ever-changing economy and population, healthcare delivery feedback on the local, state, 
and national levels will be effective in adjusting to demographic shifts. Combining Cultural Competency, 
community-based intervention, and feedback evaluations, the CPM creates a health delivery model that 
can be modified over time and altered to fit the needs of its target location. Incorporating patient-centered 
care, tailoring culturally competent health programs, and offering feedback, the CPM provides a higher 
quality of care. The ability of the CPM to be modified allows it to be applied in areas with constantly 
shifting demographics such as that of WHI, NYS, and U.S.  
 WHI CPM medical home:  It is important to note that the PCMH is not only being advocated by 
the NYPH CPM but also by national and state legislations (see Figure 15). According to the NCQA’s Joint 
Principles with the American Academy of Family Physicians and Pediatrics, the American College of 
Physicians, and the American Osteopathic Association, a medical home provides comprehensive primary 
care for children, youths, and adults. It facilitates partnerships between patients, their physicians, and 
their families. This is carried out by enhancing the patient-provider relationship, focusing on patient-
centered care, coordinating care through all the elements of the health system, facilitating care through 
HIT, and increasing quality and access.39 In order to establish a PCMH, a primary care practice with its 
providers must qualify through the NCQA. These practices must complete a computerized survey and 
provide documentation to validate their completion. Practices are scored on a 100-point scale based on 
nine standards. They are eligible for three levels of accreditation with a score of 25 being the minimum to 
obtain recognition (see Appendix A. Figures 12a and 13a).16 
 The PCMHs of WHI, NYS, and the U.S. differ on several levels despite similarities in their focus 
on HIT, inter-provider communication, preventative care, and cost effectiveness. Because of the similarity 
in structure to NYS and the U.S. PCMHs, the CCNC medical home was used as the standard to compare 
to the WHI PCMH (see Figure 15). The CCNC has created a self-sustaining medical home where patients 
are provided longitudinal care using HIT, case managers provide follow-up services, provider 
performance data are used to maximize care, and community partners contribute to delivering patient-
centered care. It has shown improvements in the quality of care and the fiscal savings of millions of 
dollars that could be produced through a PCMH.21  
 Unlike the CCNC, the WHI initiative integrates Cultural Competency into the PCMH using both 
the health needs analysis and healthcare delivery programs. Even though Cultural Competency is not 
included in NCQA’s PCMH standards, the initiative includes this approach to increase the quality of care 
given. The discussion on Cultural Competency demonstrates its effectiveness on the provider-patient 
relationship and health outcomes.1, 4-9 Thus, CPM’s integration of the benefits of PCMHs with those of 
Cultural Competency may provide more positive results in patient care and healthcare delivery.  
 Furthermore, in comparison to the CCNC PCMH, the WHI initiative’s medical home has added 
several components. This has included addressing CCNC’s challenges and concerns for better 
interventions and follow-up care.21 The WHI initiative calls for a greater extension of patient-centered 
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care outside the primary care practice. Beginning in Phase I and Phase II, the WHI CPM makes 
recommendations on community health intervention programs. The initiative uses the demographic data 
and community-based needs assessment from Phase I to develop health programs that are community-
specific and population-tailored. In doing so, the WHI initiative ensures that the intervention will be 
culturally and linguistically competent. Ultimately, the WHI CPM’s interventions are more community 
and patient-specific than those instituted by the CCNC.   
 Also, the WHI PCMH not only improves on community-tailored health programs but also 
increases the involvement of case managers in follow-up care. In addition to using HIT to manage a 
patient’s records, patient-care coordinators are hired. Their purpose is to provide patient-centered 
information management by keeping in touch with outpatients through phone calls and ensuring 
patients comply with referrals. These coordinators have the responsibility to act as liaisons in care 
transitions. The purpose is to retain the patient and ensure the patient goes to the scheduled follow-up. 
The coordinator guides patients from the time they are in-patients or out-patients until they receive their 
follow-up primary care. Another care management responsibility includes coordinating with the patient 
for non-physician essential functions such as routine medication refills and therapeutic drug monitoring. 
This promotes quality treatment, produces better health outcomes for the patient, and cuts down the 
patient’s reliance on the emergency department for episodic care.40 

 From this comparison, the improvements NYPH has made to the CCNC model may prove to be 
beneficial for the WHI PCMHs. As a result, the implication of applying the WHI PCMH could result in 
greater savings and better health outcomes than the ones documented by the CCNC. Even though data 
has not been gathered from implementing NYPH’s PCMH, the comparative analysis suggests that the 
impact of the PCMH in WHI will be productive. 
 
CONCLUSIONS 
The NYPH CPM in WHI was found to be more comprehensive than the current health legislations in 
NYS and the U.S. (see Figure 15). Since the CPM is implemented on a local level, we examined the state 
and national levels to see if the model could be applied on a bigger scale. We analyzed demographic data, 
which demonstrated that the framework of CPM can be translated in NYS and the U.S. We showed that 
the Cultural Competency and feedback components make the NYPH model differ from the state and 
national legislations. Also, the inclusion of Cultural Competency, feedback, community-tailored 
interventions, and care management in the CPM PCMH has the promise to produce better health 
outcomes than the PCMH of NYS, the U.S., and CCNC. Together, these findings suggest that the CPM 
can be translated, modified, replicated, and measured on statewide and national levels. 
 Prior studies have shown that quality and delivery of healthcare are enhanced through Cultural 
Competency, feedback, and PCMHs.1, 4-9, 11, 13, 17-21 The results of this analysis suggest that health policy 
legislators especially those working with underserved populations and minority communities should 
consider the CPM. The main application of the model is its incorporation of Cultural Competency and 
feedback. These aspects allow the CPM and PCMHs to be sustainable despite changes in demographics. 
Thus, the potential of implementing the CPM may result in reducing episodic care, diminishing 
disparities, increasing quality, and lowering healthcare costs. 
 Moreover, the similarities of health legislation on the local, state, and national levels is the 
support for using HIT, implementing preventative care, addressing disparities, and providing quality 
care through PCMHs (see Figure 15). These aspects of healthcare delivery aim to decrease the cost, 
increase the quality, and maximize the accessibility of care. On the other hand, the difference lies in NYS’s 
programs and Obama’s plans to enhance the delivery and quality of healthcare using prevention, patient-
centered initiatives, and PCMHs without Cultural Competency. A culturally competent health model has 
yet to be established on these levels. NYS and the U.S. only present framework legislations that focus on 
culturally competent collaborations between the health provider, patient, and community that are limited 
in scope. In addition, they both lack a feedback mechanism that assesses how well or poorly the program 
impacts the community. Thus, unlike NYPH’s WHI CPM initiative, NYS and the U.S. have not actively 
instituted comprehensive and measurable health models that improve the quality, cost, accessibility, 
affordability, and delivery of healthcare.  
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We can now use our data and previous studies to theorize possible implications of NYPH’s CPM. 
Aside from the local level, the CPM can be integrated into health systems on the state and national levels. 
The fact that the CPM relies on a community-specific demographic health assessment makes the model 
efficient. The ten-year population analysis of the state and national census showed that the population 
continues to change (see Figure 13 and Figure 17). This makes it evident that implementing a modifiable 
health model such as the CPM allows for a maintainable health delivery system despite shifting 
demographics. Based on this, the WHI CPM can be implemented in NYS and the U.S. Thus, the CPM, 
with integrated feedback evaluations and Cultural Competency goals, is able to stay ahead of population 
shifts by continuously updating its target location’s demographic analysis, which will ultimately allow 
for modification of the needs assessment and health interventions.   

Based on the analysis, the implementation of NYPH’s PCMH seems optimistic. The use of 
Cultural Competency, feedback, and demographic profiles of the community allows the medical home to 
be modified in order to fit the needs of the patients. Also, by addressing the challenges the CCNC 
medical home expressed, the CPM may improve community health interventions and follow-up care. 
Finally, because the CCNC flourished even when health insurance costs were high, this means that 
NYPH may be able to successfully institute its own PCMH in today’s current state of rising premiums. 
The efficiency of implementing a heavily financed project such as the WHI PCMH when the cost of health 
insurance is high lies in the fact that costs would need to be strictly identified and adhered.21 The focus of 
the WHI initiative’s PCMH leaves a high potential for success. Once NYPH WHI initiative sequesters 
enough funding, it will be important to note the results of the implementation of the WHI PCMH.  

After NYPH has implemented its CPM in WHI, several studies should be pursued to discern the 
role of Cultural Competency and feedback in a health system and PCMHs. To confirm any positive or 
negative health outcomes, baseline metrics for Cultural Competency and feedback should be taken to 
confirm that these two factors, when integrated into a health model, affect health outcomes. Following 
this, the effectiveness of the WHI PCMH should be assessed using the Primary Care Assessment Tool 
(PCAT). The PCAT is designed to assess both structural and process features of primary care.41 Also, if 
the WHI initiative proves successful, the CPM should be modified to fit state and national scales.   

This study demonstrates that NYPH’s CPM is a measurable, replicable, scalable, and testable 
health delivery system. Also, the analysis highly suggests that the CPM can be applied as a health model 
on the state and national levels. Evidence about Cultural Competency and feedback confirms the positive 
effects they may have on the CPM, PCMHs, and any health model. Also, the PCMH in the WHI initiative 
contains components that enhance patient-centeredness and follow-up care. The effect of the CPM is not 
known, but this study suggests that the model has the potential to flourish in diverse communities with 
shifting demographics and a prevalence of chronic disease. It seems that translating this model onto state 
and national platforms must be put on hold until NYPH’s CPM produces results in WHI.    
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