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Medical Homes Require More Than an EMR

and Aligned Incentives
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Background: The Veterans Health Administration
(VHA) is changing its primary care delivery by
implementing the patient-centered medical home
(PCMH).

Obijectives: To evaluate PCMH implementation
among 22 newly formed teams working in the
VHA.

Study Design: Longitudinal formative evaluation
of team members’ role transformation during the
first 18 months of implementation.

Methods: We used 3 sequential, semistructured
focus groups to gather data from 4 different
groups representing the principal team member
roles: primary care providers, registered nurse
care managers, licensed practical nurses, and
clerical associates.

Results: Team members identified within-team
role and interpersonal conflict, as well as dis-
cordant administrative leadership styles, as key
implementation challenges.

Conclusions: Our results suggest that, in addition
to technological and fiscal infrastructure, health-
care leaders implementing the PCMH model must
take into account interprofessional issues associ-
ated with changes in leadership and the adoption
of team-based structures.
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he US healthcare system is facing systemic change driven

by urgent needs to rein in unsustainable costs and deliver

higher-quality care. Successful transformation will require a
robust primary care infrastructure that provides first-contact, compre-
hensive, coordinated, and continuous care.! Toward that end, the pa-
tient-centered medical home (PCMH) has been proposed as a model
not only for reforming healthcare delivery but also for rejuvenating
primary care as a field.>?

Building on long-standing investments in organizational, technolog-
ical, and fiscal infrastructure to support integrated, team-based care,’ the
Veterans Health Administration {VHA?) has emerged as a champion of
the PCMH model— branded the Patient Aligned Care Team (PACT).
Formal adoption of the PCMH model began in 2009, when Secretary
of Veterans Affairs Eric K. Shinseki initiated several large-scale trans-
formational initiatives to position the VHA as a patient-centered,
team-based, continuously improving, and data-driven organization.”®
Foremost among these initiatives was fully implementing PACT. This
included increased primary care clinic staffing, technical and inter-
personal skill development, and development of highly functional
interdisciplinary care teams. In-person learning collaboratives were im-
plemented using the model of the Institute for Healthcare Improvement
(IHI) Breakthrough Collaborative Series methodology,” including train-
ing seminars, virtual communities of practice, and virtual lectures. The
extensive nationwide change effort involves all 21 Veterans Integrated
Service Networks (VISNs) and every VHA healthcare facility.

The VHA’s recent implementation efforts and long-standing infra-
structural investments in key PCMH components such as electronic
medical records are intrinsic advantages for PCMH implementation.
Moreover, the VHA’s focus on providing patients with healthcare for
life in the context of a limited global budget creates organizational
incentives for investing in health promotion, disease prevention, and
chronic disease management.!® Yet these structural advantages that on
the face appear to make the VHA example unique are counterbalanced
by the recognition that the VHA is implementing PCMH across the
entirety of its primary care network, composed of approximately 5000
full-time-equivalent primary care

providers (PCPs) who have a wide
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range of clinical experience and
understanding of the PACT model.
Accordingly, the VHA experience
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can inform the broader adoption of
PCMH. In this study we present the re-
sults of a formative evaluation of PACT

Take-Away Points

Primary care reform has recently focused on financial incentives and electronic medical

records, but the social side of medical home and team implementation demands invest-

implementation in the VHA among 22
teams working to transform their inter-

personal and clinical practices in the

ment and attention. Team development is facilitated when the following occur:

B Extensive effort is made early in the team formation process to develop positive inter-
personal and interprofessional relationships.

B Administrative leadership champions new ideas and supports teams by providing key

first wave of implementation. We then T
draw on these early findings to present a

set of lessons learned.

RESEARCH DESIGN

A qualitative observational design was used to gather expe-
rience-near data in order to understand implementation barri-
ers and facilitators from the perspective of the teams involved
in putting PACT into practice. These observations focus on
the experiences of 22 primary care teams distributed across the
VA Midwest Healthcare Network (VISN 23), which includes
8 hospitals and 56 outpatient clinics located throughout 6 up-
per Midwest states, providing care to approximately 300,000
veterans. The teams in this study were selected because they
all participated in the first wave of PACT training provided in
VISN 23. Individual team members were selected by admin-
istrative leadership based on perceived high performance and
their expressed interest in PACT. Each team was composed
of 4 distinct roles, as prescribed by the VHA model based on
previous medical home transformations: a PCP, a registered
nurse care manager, a licensed practical nurse, and a clerical
associate. A clerical associate is similar to an administrative
assistant and is typically responsible for greeting patients, tele-
phone work, scheduling, and data entry and retrieval. These
core teams were supported by closely aligned staff referred to
as “neighbors” such as pharmacists, social workers, and mental
health specialists.

VISN 23 leadership selected the IHI Breakthrough Series
Collaborative methodology to facilitate the development of
PACT teams in VISN 23 because it is designed to assist health
systems with large-scale quality improvement efforts and to
establish a framework for the creation of systemwide learning
communities.” The IHI framework presents a process whereby
leaders and outside experts come together to develop and de-
liver training content that is tailored to the needs of the spe-
cific organization. To help organizations learn and deploy this
methodology, IHI provides a Breakthrough Series College.!!
The training delivery process guides participants to acquire
knowledge, experiences, and skills via a series of didactic in-
person 3-day learning sessions. Experience-based action pe-
riods occur between learning sessions, with teams engaging
in implementation of self-selected rapid cycle small tests of

»12

change using “plan-do-study-act.”’? Responding to expressed

B Team members work cooperatively and democratically to determine member roles.

needs, demonstrated knowledge gaps, and goals of the change
effort, the content of the learning session and action period
activities are created iteratively by faculty content experts
and Collaborative leadership. In the present context, the
VHA Office of Quality Safety and Value also developed and
supported the VHA-wide PACT Collaborative.

Prior to the transformation reported in this study, VISN 23
leadership had used the Collaborative methodology to imple-
ment a systemwide chronic disease management program.'®
Under the guidance of an expert consultant and building on
the skills and knowledge from the prior Collaborative and the
national PACT implementation work, VISN 23 Collabora-
tive leadership partnered with expert faculty brought together
from the 8 healthcare systems in VISN 23. Together they cre-
ated the initial scope and aims, as well as the learning session
content and structure. As the Collaborative progressed, con-
tent was modified, added, or deleted in response to emerging
themes, identified knowledge gaps, and shared learning. The
content of the training was thus tailored specifically to the
VISN 23 context and is presented in Table 1.

Learning collaboratives are labor intensive and require
sustained organizational commitment of resources. The VISN
23 PACT Collaborative required weekly 60-minute planning
sessions; monthly team action reporting, review, and feedback
for all submitted materials (eg, monthly team reports); and
substantial time dedicated to logistical planning and content
development for the learning sessions. The VISN 23 PACT
Collaborative lasted 18 months and required 4 months of pre-
planning and preparation.

It was during the learning sessions that data for this study
were collected via PACT teams participating in role-based fo-
cus groups that occurred approximately 6, 12, and 18 months
after the VHA initiative began. These time points provided
longitudinal data on the changes and challenges members
encountered. Data were analyzed after each focus group to
inform discussion prompts for subsequent sessions. The focus
group discussions were loosely framed around the given topic,
but participants were otherwise naive to the data collection
purpose. The Figure describes the specific domains addressed
in the focus groups.
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B Table 1. Summary of VISN 23 PACT Learning Collaborative Training Components?

Learning Session

Session |
(prior to data
collection)

Session Il
(baseline, 6
months)

Session llI
(12 months)

Session IV
(18 months)

Didactic Presentation Topics

Overview of IHI model and learning
collaborative goals

PACT “pillars”®

PACT staffing model

Overview of the PCMH and
accountable care

Primary care transformation

PCMH case studies/pilots

Qualities of high-performing teams

“Advice” from PACT team
“neighbors”*¢

Team-based care

Patient-centered care

Access

Practice redesign

Adaptive reserve

National Demonstration Project

Feedback on the team'’s progress

Role of the RN care manager in
the PACT team

Role of the RN chronic disease
case manager/ neighbor to the
PACT team

Telephone clinics

Motivational interviewing

The role of the patient in PACT

Care transitions

Team development processes

Feedback on team's progress

Overview of change theory

Team-based CDM

CDM track for diabetes, con-
gestive heart failure, and
chronic obstructive pulmonary
disease

Shared decision making

Feedback on the team’s progress

Shared medical appointments

Strategies for improving clinic
access

Telephone care

Role of the clerical and clinical
associates

Effective meetings and huddles

Role of healthcare system health
promotion disease preventionist
and health behavior coordination
for PACT teams

Veteran expert panel

Skill Development and Application

Data resources for monitoring team
performance (eg, panel size, capacity,
staffing ratio, patient satisfaction,

ED utilization, same-day access,
care coordination, and clinical
indicators)

Aim development, implementation,
and analysis

Use of a self-management support tool
with chronically ill patients

Incorporating patient agenda setting
into clinic practice

Population planning worksheet and
activity

Care transitions data acquisition and
analysis

Exercise to identify potential use of
telephone clinics

Team presentation on best practices

Live demonstration of CDM registry

Peer group problem-solving sessions

Care coordination exercise

Optional pre-sessions offered:
—PACT 101 for new team members
—PACT measurement 101

Team presentation on best practices
Shared medical appointments exercise
Telephone care exercise
Access exercise
Peer group problem-solving sessions
Breakout sessions on:
—Effective meetings
—Coaching PACT teams
—Dual users
Optional pre-sessions offered:
—PACT 101 for new team members
—PACT measurement 101
—PACT team coaches orientation

Team Development and Application

Team development

Communication skills exercise

Development of team communication
plan

Development of team meeting
framework

Introduction of team action plan

Next steps and bridge to session Il

Developing an elevator speech for
dissemination

Brainstorming session to identify
intra-team relationship challenges

Team exercise to evaluate state of
team goals and progress toward
those goals

Team roles worksheet to facilitate
practice redesign

Within-team role clarity presentation
and Q&A

Team development measure dis-
cussion

Team skill development exercise

Change exercise

Effective meetings

Huddles

Exercise on role clarity for clerical
and clinical associates

Postbreakout teach-back session

CDM indicates chronic disease management; ED, emergency department; IHI, Institute for Healthcare Improvement; PACT, Patient Aligned Care Team; PCMH,
patient-centered medical home; RN, registered nurse.
2The topics listed in each cell are intended to provide a summary of the content provided during the face-to-face learning events sponsored by the Veterans
Integrated Service Network 23 (Midwest Healthcare Network) PACT Learning Collaborative. The categorization into didactic presentations, skills, and team
development was done for presentation in this study and was not a framework adopted by the VISN Collaborative leadership. Due to the nature of education,
items necessarily overlap. Didactic presentations certainly inform skill and team development, but for clarity we have artificially divided topics clearly intended

for each domain.

bVeterans Health Administration PACT pillars are to provide patient-driven, team-based, efficient, comprehensive, continuous, coordinated, and communicated

care.

®Neighbors are the specialty care providers integrated with PACT teams to provide expertise and coordination with services such as social work, pharmacy,
mental health, and chronic disease management.
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B Figure. Data Collection Domains

6 months after team
formation (Baseline):
Overall appraisal of

implementation
facilitators

12 months after team
formation:
Role transformation

and delegation

18 months after team
formation:
Perceived leadership

¢ Beliefs about key job
functions

¢ Impact of PCMH on job

e Challenges to intra-team
change

e Organizational facilitators

¢ Training needs

e Impact of PCMH on job

e Job satisfaction

e Delegation

e Appraisal of team
function

e Perception of teammates’
training needs

¢ Perception of ongoing
key facilitators

e |dentification of leadership
bottlenecks

e Examples of facilitative
leadership

e Understanding of

/

participation in and
relationship to leadership

J J

PCMH indicates patient-centered medical home.

Focus groups were facilitated by 5 social scientists who
took handwritten notes that were elaborated into longer
typewritten field notes for content analysis. To maximize
participants’ comfort with speaking freely, discussions were
not audio-recorded and no identifiable data were collected.
Focus group field notes were reviewed by 2 members of our
research team, who identified role-specific and cross-cutting
themes. These themes were then validated by group discus-
sion using an iterative, constant comparative approach!4
within the study team and through feedback mechanisms
such as telephone conferences with VISN leadership and in-
person presentations at learning sessions. Reports summariz-
ing the discussion findings were distributed electronically to
all Collaborative participants, and in-person presentations
were conducted at subsequent learning sessions to foster
dissemination and interprofessional understanding. These
techniques not only strengthened rapport between the
study team and the PACT team members, but also provided
a mechanism for assessing the face validity of the findings.
Barriers to and facilitators of PCMH implementation among
the 22 pilot PACT teams were derived from these themes
and are reported in a temporal fashion. This study was ap-
proved by the lowa City VA Healthcare System Institutional

Review Board and Research and Development Committee.

RESULTS

Participation in the focus groups was voluntary, but a ma-
jority of learning session participants attended (Table 2). As

expected, focus group participants’ concerns changed over

time. Analysis of focus group field notes produced 3 over-
arching trends, moving from (1) an emphasis on establishing
teams and negotiating tasks to (2) the importance of clari-
fying identity and sharing responsibility to (3) an increased
understanding of both internal and external supportive lead-

ership roles (Table 3). Discussion of these 3 phases follows.

Phase 1: Establish Teams and Negotiate Tasks

During the first 6 months of implementation, teams re-
ported widely varying degrees of cohesion and success. The
variation was traced to differences in team composition. Some
teams were fully staffed, whereas others, primarily rural clin-
ics, were not. Some teams consisted of colleagues who had
long-standing relationships; others consisted of new employ-
ees. Primary care providers (physician, nurse practitioner,
physician assistant), the de facto team leaders, also had widely
varying degrees of experience in the VHA. Teams with stable
membership, particularly members with experience working
together, were able to develop and advance more quickly than
those teams with new employees.

Early-phase development challenges focused on the equi-
table and practical within-team distribution of tasks. Teams
experienced a lack of role clarity regarding scope of practice
and performance expectations. Team members viewed their
roles as sets of tasks and invested substantial effort in deter-
mining who on the team should do what. This process of role
negotiation was especially difficult for nursing staff. They were
subject to multiple lines of guidance concerning scope of prac-
tice, facility policies, and PCP preferences for the specific re-
sponsibilities nurses should assume.
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H Table 2. Discussion Group Participants?

Baseline: 6 Months After

Participants Team Formation
Primary care providers 22 (100)

(MD, DO, PA, NP APRN)

RN 26 (96.3)

LPN 16 (80.0)
Clerical associate 20 (95.2)

No. (%)

12 Months After
Team Formation

18 Months After
Team Formation

19 (79.2) 22 (91.7)
28 (87.5) 17 (94.4)
14 (66.7) 19 (100)
15 (88.2) 13 (86.7)

APRN indicates advanced practice registered nurse; DO, doctor of osteopathic medicine; LPN, licensed practical nurse; MD, doctor of medicine;

NP, nurse practitioner; PA, physician assistant; RN, registered nurse.

aTeams local to the session event were able to send additional staff for training and so were invited to participate in discussion groups.

H Table 3. Phases of Team Development inYear 1 of Implementation

Team establishment with emphasis on task negotiation within the team and coordination of responsibilities

Development of team identity to facilitate proactive thinking about providing care to a patient population

Phase 1

for the team and for supervisors in the larger organization
Phase 2

rather than individual patients in face-to-face appointments
Phase 3

Increased attention to relationships affecting the team’s ability to achieve desired clinical outcomes,

particularly with regard to administrative leadership, scope of practice, and team “neighbors”

Every team member perceived an increase in workload
associated with pressure to achieve same-day access for
patients and improve care coordination. For teams with a
preexisting perception of being overworked, the increased
expectations with PACT were at the crux of early-adoption
challenges.

In addition to internal task allocating, teams experienced
tension between accountability to their specific team and to
the overall clinic. This tension was heightened by a phased
deployment of PACT teams within clinics and the disruption
of well-established interdependencies (eg, cross-coverage).
This made it difficult for management to balance the needs
of the PACT teams with the needs of the clinic overall. In
some instances, the disparity between PACT team needs
and broader clinic interests amplified leadership resistance to
change. For example, in some clinics, where they had work
assignments that included both PACT duties and other re-
sponsibilities, supervisors would sometimes not release cleri-
cal associates to attend team meetings and other activities
designed to improve team function and cohesion.

Leaders worked through these challenges when they clearly
perceived potential benefits of implementing the PACT mod-
el. Effective leaders supported teams by providing protected
time for team meetings, encouraging learning session atten-
dance, and facilitating access to team-level performance data.
VISN 23 leadership supported these local efforts by providing
PACT teams with team effectiveness and systems redesign

coaches, who assisted with interprofessional communication

by deciphering performance data, testing changes, and pro-
viding feedback on team reports. Team effectiveness coaches
were volunteers from across VISN 23 who received 2 days of
on-site training on facilitating and developing high-perform-
ing teams. This training was developed in-house, drawing
upon TeamSTEPPS, use of the Team Development Measure,
and the skills of other local resources and consultants.!>1¢
System redesign coaches were experienced at facilitating per-
formance improvement teams in VISN 23 and had received
previous training and certification in Vision-Analysis-Team-
Aim-Map-Measure-Change-Sustain  (VA-TAMMCS), the
model of system redesign used in the VA."7

In many instances leadership actions (eg, active involve-
ment with multiple teams) were particularly difficult, yet
critical. Leaders faced numerous concerns, including the imple-
mentation of several other major transformational initiatives
while attempting to direct the efforts of other clinics that had
not yet begun transitioning to the medical home model. The
leaders themselves were also new to the medical home model
and were simultaneously learning. Keeping a focus on the medi-
cal home transition in such a demanding and dynamic environ-

ment required skilled leadership.

Phase 2: Clarify Identity and Share Responsibility

At 12 months, the focus shifted away from task assignment
to professional identity. Team members struggled to determine
how their new identities fit daily clinic operations and their

long-standing beliefs about their professional identity as a
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healthcare worker. One adjustment was from individualism
to a focus on the needs of the collective team. To meet the
demands of the new model of delivery, some identified the
need for increased professionalism and self-initiative from
some coworkers and increased delegation and trust from oth-
ers. At times this created intra-team tension as coworker ex-
pectations sometimes conflicted with self-identified roles and
responsibilities. Teams also experienced an emerging call for
organizational clarity regarding how their new identity as a
PACT team fit in the broader organizational context.

Over time, the teams came to focus more on factors affect-
ing overall team function and less on specific task assignments,
yet participants made it clear that PACT implementation was
highly disruptive to traditional hierarchies. The team-based
model focused on redistributing responsibility for patients
from the PCP to the collective group. This challenge was spe-
cifically expressed as a need for colleagues with less medical
expertise to become more independent and self-motivated,
and a need for those colleagues with more medical expertise to
let go of some patient care tasks and allow others on the team
to participate in patient care to the “top of their licensure.”

Within the most successful teams, clerical associates were
praised for taking initiative and performing information re-
trieval and organization-related tasks that support efficient
patient care. Licensed practical nurses were lauded for being
self-motivating and not funneling all activities through the
registered nurse or PCP. Registered nurses supported others
by providing backup when workload became overwhelming.
Primary care physicians facilitated their team when they gave
up sole ownership of patient care and allowed others in the
team to maximize their capabilities.

As they developed a clearer collective identity, teams con-
tinued to acknowledge the critical importance of facilitative
leadership behaviors. Effective leaders spent time with the
team, provided information, allocated improved resources such

as newly configured workspaces, and attended team meetings.

Phase 3: Gain Ground With Supportive Leadership
At 18 months, PACT teams continued to work against
traditional organizational models by increasing their within-
team delegation and moving more tasks toward the top of
individual team members’ skill sets. Role negotiation and
intra-team delegation were constrained by teams’ perceived
increased workloads associated with PACT implementation
and VHA trends toward increasing panel size during this
time. During this period, the process of delegation and role
negotiation became more clearly connected to larger issues
of leadership, both within the team and between the team
and organizational culture. Primary care physicians remained

the default team leaders, yet registered nurses were taking an

active role in identifying team aims and performing the inter-
personal and administrative work that served to forge team
relationships. Some PCPs reported difficulty enacting a lead-
ership role, and others felt as if they lacked authority to lead.
Licensed practical nurses and clerical associates were least
likely to report participation as intra-team leaders.

There remained a sense that successful PACT implementa-
tion could only be accomplished in settings where administra-
tive leadership enhanced strong intra-team and within-clinic
communication. This required a more engaged leadership
style than some were comfortable with or able to provide. In
some situations, even with a clear and strong message from
executive leadership, local administration perceived PACT
as a “flavor of the month” project that was highly disruptive
of the status quo. This dynamic created some difficulties in
implementation at the local level.

For example, a common challenge experienced by many
teams was a developing conflict between the innate leader-
ship emerging from well-functioning teams and the demands
of administrative departmental heads such as nursing or cleri-
cal supervisors. For example, the intra-clinic matrix structure
created by a phased implementation of PACT (organized
PACT team leader supervised by an administrative leader)
made whole-clinic administration (eg, scheduling, task al-
location) difficult. As PACTs strengthened, teams wanted to
assume the tasks that were historically managed centrally, like
scheduling.

DISCUSSION

Introduction of the PCMH model into the largest national
integrated healthcare system has been neither fast nor easy.
Our findings underscore the conclusion of the American
Academy of Family Physicians—sponsored National Demon-
stration Project.>!® The transition to team-based primary care
is exceedingly difficult, and a clear understanding of the com-
plexity of implementation issues requires a comprehensive re-
search methodology that incorporates multiple perspectives.!”

Similarly to the published examples of PCMH implemen-
tation in the private sector, the sample of teams we followed
were selected for training because they were identified as ei-
ther high performing or supporters of the PCMH model. Yet
after 18 months of substantial investment in training, staffing,
and coaching, it was clear that successful PCMH implementa-
tion requires more than an electronic medical record, intrin-
sic fiscal incentives to promote care coordination, and simply
reorganizing staff into teams. Our findings suggest a number
of lessons for helping teams succeed as part of PCMH imple-
mentation. These include the importance of (1) sustained fa-

cilitation of team development, (2) transformational leaders,
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(3) capitalizing on the skills of individual team members, (4)
effectively straddling an empowerment paradox of balancing

20-22

autonomy and coordination,?®?? and (5) attention to the in-

terpersonal dynamics within PCMH teams.

Lesson 1: Facilitate Team Development

Team development is fundamental for effective teams and
transcends financial and technological investments. Consis-
tent with existing literature,® the most effective teams ex-
pended a great deal of time and effort in planning for and
coordinating activities, in addition to task work. At the 1-year
mark, most teams had progressed into cohesive units, but this
progression required sustained facilitation and supportive
leadership. The most effective teams took time to develop a
shared understanding of team objectives. They also learned to
discuss difficult issues in a nonthreatening way that prevented
personal attacks. Effective teams invested significant time and
effort in developing relationships and managing communica-
tion in ways that initially felt inefficient, but over time be-
came a critical foundation for success.

Given the general lack of experience and training in team
development in healthcare, many teams were unable to de-
velop effectively without the help of an outside coach. The al-
location of adequate time and resources was highly dependent
on leadership support. The most effective leaders actively
engaged in helping groups of individuals transform into true

teams.

Lesson 2: Enact Transformational Leadership

Transformational leadership behavior is critical for ef-
fective PCMH implementation. The most successful PACT
teams were led by those who demonstrated behaviors most
consistent with transformational leadership.?® Traditional
control-oriented actions were anathema to PCMH.?! Ef-
fective administrative leaders facilitated change,* provided
time and space resources, and protected teams from outside
duties that prevented them from building interprofessional
relationships and working cooperatively. Teams are most
likely to succeed when administrative leaders are committed
to change and acknowledge that the change is more than a
routine training initiative. These leaders shield teams from
distractions and provide fledgling teams with the neces-
sary support, such as adequate staffing and the freedom to
innovate.

In addition, the difficult social transformation to PCMH
heightens the critical role of leadership, which must recog-
nize the challenges in establishing effective PCMH teams and
the required depth and duration of facilitative development.
Moreover, behaviors consistent with effective PCMH teams

in some cases may be in conflict with current healthcare lead-

ership behaviors and organizational cultures. Effective leaders
need to develop a vision of change and continuously com-
municate that vision to all members of the organization.”
This is likely even more important in settings that are po-
tentially less ready for change than the participants in our
study, who were chosen at least somewhat because of their
high past performance and expressed interest in carrying out
the transformation. In these settings, readiness for change can
be facilitated by sharing inspirational examples of how care
can be improved as well as clinic-specific data about current
weaknesses.*

It was anticipated that transformational leadership behav-
iors and change management would be important topics for
VISN 23 PACT teams. The initial Collaborative curriculum
included content and speakers to address these issues. How-
ever, early in the curriculum, faculty and leaders deemphasized
most of the leadership content because they underestimated
the importance of transformational leadership actions. As the
Collaborative unfolded and it became apparent how impor-
tant these leadership behaviors were to the success of PACT
teams, content on change management was reintroduced and
leadership was reemphasized, but formal training in transfor-
mational leadership was not offered. Given its critical nature,
an optimum approach would fully integrate leadership train-
ing, particularly an emphasis on transformational leadership,
throughout the PCMH transformation.

Lesson 3: Capitalize on Team Members’ Skills

Team members, rather than central policy, should define
and assign key PCMH tasks. Patient-centered medical home
implementation requires an identity change for many partici-
pants. Much of the change cannot be driven from above and
expected to trickle down to the team level. Just as PCMH re-
quires that teams assess the needs of their individual patient
panels and tailor their aims and processes to those needs,
administrative leadership must allow teams to organize work
among themselves in a way that makes sense to the team. The
most effective teams negotiated their individual roles within
their team in order to establish a group-specific dynamic. This
is consistent with a model of team role development that
suggests coordination is best when it takes advantage of the
unique talents and abilities of team members, meaning that the
configuration of roles and accompanying task assignments are
optimized differently for each team.?” The allocation of tasks
within a team that includes a licensed practical nurse who has
many years of experience and extended training should be dif-
ferent than the allocation of tasks in a team where the person
in that same role has less training and experience. Licensure
and scope of practice guidelines limit how some tasks can be

allocated, but PCMHs are most effective when team members
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themselves, rather than remote administrators, work together

to determine who does which specific tasks.

Lesson 4: Balance Innovation and Standardization

Teams implementing PACT experience an empowerment
paradox. The transformation to PCMH creates tension be-
tween localized innovation and cross-facility standardization.
To optimally meet the needs of unique patients, each team
needs to innovate and adapt to specific conditions. At the
same time there needs to be effective inter-team coordina-
tion within the organization. This balance between innova-
tion and standardization often manifests in an empowerment
paradox.’® Most team members see themselves as not having
enough empowerment from the people in the roles above
them in a hierarchy. At the same time, most individuals also
see those below them in the hierarchy as incapable of addi-
tional empowerment. Effective teams overcome this paradox
by building trust in the abilities of their teammates. This pro-
cess takes time,”” meaning that PCMHs can be best facilitated
by a strong and sustained commitment from administrative
leadership for keeping groups intact. Teams must also develop
open lines of communication to better understand the roles
and talents of each member. In some cases team members
need to pursue additional training and skill development,
such as data acquisition and analysis skills provided through
the collaborative.

Lesson 5: Pay Attention to Social Issues

Leaders in organizations adopting PCMH must not ignore
the social issues. Investments in information technology in-
frastructure and financial incentives are often emphasized in
discussions about PCMH implementation and in PCMH rec-
ognition processes. Although these issues are substantial, our
work within the VHA led us to a conclusion similar to that of
other researchers,” illustrating the difficulty of transformation
even with these elements in place. The largest obstacles are
social in nature and require ongoing guidance and direction
as team members adopt new roles and identities. Teams must
also reorient themselves in regard to clinical data so that they
attain a sense of ownership and relationship to patient out-
comes rather than viewing performance measures as punitive
systems.'3?! Such changes in professional roles create an ongo-
ing need for professional facilitation and coaching.

Because the extent of change is vast, team members of-
ten perceive “change fatigue” and believe that PCMH is
another passing fad in clinical care.’®' Successful PCMH
implementation requires clinical staff to change the way they
view their professional identity, the specific tasks that they
perform, and their ownership of both population and patient-

level outcomes. This is a difficult process that challenges the

fundamental assumptions about who should be responsible for
what, offers an increased sense of professionalism as health-
care workers practice closer to the top of their skill set, and
demands change that may contribute to a sense of overwork
if these individuals fail to meet increasing expectations in a
changing organizational culture. Such changes are not unique
to the PCMH model, but have been discussed in other ap-
proaches to transforming clinical teams, such as the clinical
microsystem concept,’? and have relevance outside of primary

care settings.

CONCLUSIONS

The best transformation efforts are iterative. The lessons
presented herein can inform others regarding the effective
facilitation of teams during implementation of the PCMH
model. Widespread and systemic transition to team-based pri-
mary care requires change in practice, policy, expectations,
and attitudes. These changes must happen at the clinic level
as well as at the local and regional levels of leadership and
must be facilitated by a constructive exchange among all in-
volved parties. Redesigning primary care is not a painless pro-
cess, but it is timely and has the potential for great impact.
Therefore, it deserves our collective concentration. Inatten-
tion to the social adaptations necessary for structuring work
around teams rather than individuals may place the success of

this important approach to healthcare reform at risk.
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