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BACKGROUND: The patient-centered medical home
(PCMH) relies on a team approach to patient care. For
organizations engaged in transitioning to a PCMH
model, identifying and providing the resources needed
to promote team functioning is essential.
OBJECTIVE: To describe team-level resources required
to support PCMH team functioning within the Veterans
Health Administration (VHA), and provide insight into
how the presence or absence of these resources facili-
tates or impedes within-team delegation.
DESIGN: Semi-structured interviews with members of
pilot teams engaged in PCMH implementation in 77
primary care clinics serving over 300,000 patients
across two VHA regions covering the Mid-Atlantic and
Midwest United States.
PARTICIPANTS: A purposive sample of 101 core mem-
bers of pilot teams, including 32 primary care pro-
viders, 42 registered nurse care managers, 15 clinical
associates, and 12 clerical associates.
APPROACH: Investigators from two evaluation sites
interviewed frontline primary care staff separately, and
then collaborated on joint analysis of parallel data to
develop a broad, comprehensive understanding of global
themes impacting team functioning and within-team
delegation.
KEY RESULTS: We describe four themes key to under-
standing how resources at the team level supported
ability of primary care staff to work as effective, engaged
teams. Team-based task delegation was facilitated by
demarcated boundaries and collective identity; shared
goals and sense of purpose; mature and open commu-
nication characterized by psychological safety; and
ongoing, intentional role negotiation.
CONCLUSIONS: Our findings provide a framework for
organizations to identify assets already in place to
support team functioning, as well as areas in need of
improvement. For teams struggling to make practice
changes, our results indicate key areas where they may
benefit from future support. In addition, this research
sheds light on how variation in medical home imple-
mentation and outcomes may be associated with
variation in team-based task delegation.
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BACKGROUND

The patient-centered medical home (PCMH) has been
proposed as a solution tomultiple problems in U.S. healthcare:
rising costs and disparities,1 growing needs of an aging
population with chronic and complex illnesses,2 and a
projected shortage of primary care physicians.3 Demonstration
projects in a variety of practice settings have evaluated process
and outcome-related effects of the PCMH, such as changes in
processes of care,4–6 quality,7,8 cost,9,10 utilization,10–13 and
patient experience.14–16 Recent evaluations of national PCMH
initiatives have recommended close examination of primary
care staff implementation experiences with an eye towards
provider and staff role transformation.17,18

Role transformation is an integral component of PCMH
team function and has emerged as a key topic of inquiry.19

The PCMH is built on a team approach, wherein respon-
sibility for patient care is distributed among an interdisci-
plinary team performing health care tasks interdependently,
rather than operating in professional silos.20,21 Team-based
task delegation has been described as essential to primary
care providers’ (PCPs’) capacity to provide recommended
preventive and chronic care services to patients.22 However,
little is understood about the conditions that foster or
impede delegation in the context of the PCMH model.
Delegation is not merely the reassignment of work tasks
from one team member to another. Rather, delegation is a
mind-set requiring PCPs to embrace the idea that sharing
aspects of patient care with other team members will result
in higher quality care and greater efficiency, as well as a
climate in which team members adopting new responsibil-
ities feel empowered and clear about their roles.23 ForPublished online April 9, 2014
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organizations engaged in transitioning to a PCMH model,
identifying and providing the resources needed to support
teamwork, particularly within-team delegation, is essential
to gaining and sustaining forward momentum.24

The Veterans Health Administration (VHA) has undertaken
the nation’s largest-scale transformation to a PCMH or Patient
Aligned Care Team (PACT) model, with over 7,000 primary
care teams slated to operate as PACTs by 2014.25 With the
funding of five Demonstration Laboratories (Labs) and a
Coordinating Center, VHA has also invested in a comprehen-
sive and longitudinal evaluation of PACT implementation
across representative geographic and demographic regions.
Each Lab is charged with assessing PACT within a defined
region, which ensures sensitivity to context-specific varia-
tions, such as rurality, facility complexity, implementation
climate, and veteran demographics. Cross-Lab collaboration
provides opportunities to identify national trends: this paper
reports findings from one such collaboration across two Labs.
Our prior work describes system-level challenges encoun-

tered by pilot teams, namely discordant or unsupportive
administrative leadership, lack of access to timely and accurate
data, and staffing issues.26,27 Striking similarities in our
findings, despite significant geographic variation across sites,
led to cross-Lab conversations about the conditions necessary
to form and support effective, engaged teams in medical
homes. Accordingly, we conducted a joint analysis of
interview data to identify resources that help frontline primary
care staff function as teams. By resources we mean support,
assets, and infrastructure that can be drawn upon when
needed. In contrast to our earlier studies focusing on system
and clinic characteristics, in this study we sought to
characterize internal, team-level resources, and to gain insight
into how the presence or absence of these resources facilitate
or impede within-team delegation.

METHODS

Although we study PACT implementation across two regions
(called Veterans Integrated Service Networks, or VISNs) with
considerable variation, we share common methodology and
research goals. The VISN 4 Lab evaluates PACT implemen-
tation in 56 primary care clinics located across six states in the
Mid-Atlantic. The VISN 23 Lab has focused on the
experiences of 22 primary care teams distributed across the
VA Midwest Healthcare Network located in the central U.S.
Both Labs are conducting a mixed-methods practical forma-
tive evaluation28 to understand factors affecting variation in
implementation, as well as experiences and perspectives of
frontline primary care staff.26,27 Within the practical formative
evaluation framework, each Lab employs a variety of
individual methods, including observational site visits, review
of internal organizational documents, interview techniques,
and feedback mechanisms.28 Details of the overall study

design for both Labs are described elsewhere.26,27 Methodo-
logical similarities enable a collaborative, joint analysis of
parallel qualitative data across the two Labs in order to
demonstrate transferability of findings and to develop a broad,
comprehensive understanding of the challenges facing PACTs
nationally.

Design

To understand and characterize resources required for primary
care staff to function as medical home teams, investigators from
each Lab conducted semi-structured interviews during an 18-
month pilot phase (June 2010 through December 2011).
Interviews with frontline PACT members in VISN 4 were
conducted in-person during site visits or at training events, or
over the telephone. Interviews in VISN 23 were conducted by
telephone. Although developed separately by investigators with
each Lab, interview guides used in both VISNs covered similar
topics including: efforts to improve practice processes and
outcomes; team roles and expectations for different team
members; and challenges arising during PACT implementation.
Interviews averaged 45 min in length and all interviews were
audio-recorded and transcribed. VISN 23 Lab’s evaluation
activities were reviewed and approved as research by the Iowa
City VA Healthcare System Institutional Review Board (IRB)
and Research and Development Committee, while those of the
VISN 4 Lab were reviewed and approved as Quality
Improvement by the Philadelphia VA Medical Center IRB.

Participants

In the VHA model there are four core members of a PACT.
These include a physician, physician assistant, or nurse
practitioner (PCP); a registered nurse who serves as a care
manager (RNCM); a licensed practical nurse (Clinical
Associate); and a Clerical Associate who typically does not
have formal medical training. We interviewed a purposive
sample of 101 members of PACT pilot teams across VISNs 4
and 23, including PCPs (n=32), RNCMs (n=42), Clinical
Associates (n=15), and Clerical Associates (n=12). Respon-
dents were identified through internal documents listing
members of pilot teams or via correspondence with key
contacts at VHA primary care clinics. Recruitment for
interview participation was conducted by e-mail correspon-
dence, during site visits, or at PACT training events.

Approach

Initial data analysis occurred independently within each Lab;
however, similar strategies were employed. Transcribed
interviews were imported into qualitative data analysis
software29,30 to facilitate data management, codebook devel-
opment, team coding, and intercoder agreement calculations
(set at 80 % for both Labs). Within each Lab, an initial set of
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deductive codes was derived from interview questions,
evaluation objectives, and review of the literature. Through
open coding of transcripts and regular team coding meetings,
each Lab produced a codebook consisting of definitions,
inclusion and exclusion criteria, and examples. Members of
the qualitative team from each Lab used the resulting
codebook to complete initial coding.
The authors reviewed coded data from both Labs using a

constant comparative approach,31 with a focus on identifying
resources needed to support PACT implementation and
illustrations of how presence or absence of these resources
affected ability to delegate within teams. Through a series of
regular phone meetings, we identified factors common across

each VISN to develop a multi-level framework describing
resources required to support successful, sustained implemen-
tation and team functioning from the perspectives of PACT
pilot teams. Figure 1 provides additional details concerning
data collected and analyzed by each Lab separately, as well as
our approach to cross-Lab data analysis.

FINDINGS

We identified four key team-level resources that facilitated
ability of primary care staff to work as effective, engaged

Figure 1. Data analysis procedures.
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teams; conversely, the absence of these resources resulted in
barriers to team functioning. Below, we define each
resource and characterize how presence or absence of
these team-level resources facilitated or impeded effective
team functioning for VHA pilot teams. Representative
quotes are provided at the end of each subsection in Text
Boxes 1–4.

1. Demarcated boundaries and collective identity
An essential contributor to successful team functioning
was the ability of staff to identify themselves as
belonging to a discrete team with identifiable members.
Staff emphasized the importance of stable, consistent
team membership, as well as having plans in place to
ensure coverage of tasks and responsibilities during
short-term or long-term absences of a team member.
Willingness to delegate responsibilities for patient care
to other team members required a level of certainty
about team membership, continuity, and stability.

Clinically licensed members of the primary care
team who did not perceive themselves as being part of a

team that was well-defined and stable were resistant
to delegating patient care tasks to others. Having too
few members on a team, lacking team members who
fulfilled specific roles, or having team members
pulled away to do work outside the team were
situations that eroded team effectiveness and created
doubt among remaining team members. For example,
PCPs recognized that many patient care tasks could
potentially be delegated to someone in a different
role; however, without a specific RNCM or Clinical
Associate assigned to their team on a consistent
basis, PCPs were reluctant to delegate any aspects of
patient care and perceived themselves as solely
responsible for their panel of patients. Lack of clear
team membership also created barriers to team
members working to the top of their license, as for
example when RNCMs on teams lacking a licensed
practical nurse or medical support assistant spent the
bulk of their time taking vital signs and rooming
patients to keep the clinic flow going.

Text Box 1. Team has demarcated boundaries and collective identity, examples

2. Shared goals and sense of purpose
Staff on pilot teams functioned best when they had a
cohesive identity from which they derived a sense of
common purpose regarding goals for PACT imple-
mentation. Individual team members emphasized this
common sense of purpose when discussing how they
and other members of their team were invested in
and believed in the PACT model as a means to
improve team functioning and patient care. Shared
team goals and values were developed in a number
of ways, including exposure to PACT training,
writing a team mission statement, or collaborative
problem-solving during team meetings. Having shared
goals and sense of purpose fostered interdependence
on teams; care providers were able to enact patient

hand-offs to other members of the team confident
that all members of the team were “on the same
page”.

When components of this shared purpose were
missing, respondents experienced an environment of
mistrust that served to undermine development of team
aims and within-team task delegation. Teams found
themselves stalled for development, leading to frustra-
tion among both those members who were adamant
PACT supporters and those who either had not yet been
trained or lacked the resources for complete implemen-
tation. Many teams had PCPs or RNCMs who were
resistant to delegating work to other team members out
of the fear that patient safety or quality of care would be
at risk.
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Text Box 2. Team has shared goals and sense of purpose, examples

3. Mature and open communication characterized by
psychological safety
Mature and open communication characterized by psycho-
logical safety, a key element supporting team functioning,
was exemplified by teams having established, regular
practices for exchanging information efficiently and effec-
tively in an environment that promoted trust and encouraged
members to voice opinions without fear of repercussions or
ridicule. Maintaining multiple lines of communication such
as daily huddles, regular team meetings, and means for
triaging patient calls to appropriate teammembers reinforced
successful team performance. At the same time, staff
expressed the importance of a team atmosphere that allowed

for all team members to communicate across professional
boundaries and traditional hierarchies.

Respondents who reported working on such teams
reflected more positive attitudes toward team member-
ship, where open communication practices facilitated
delegation within the team and reinforced trust in team
members’ abilities through a sense of unity. On the other
hand, respondents from teams with poor communication
strategies reported challenges with accomplishing tasks
due to confusion over responsibilities and feelings of
isolation. These respondents were often frustrated with
feelings of not being heard or not having opportunities to
provide input regarding team-level activities.

Text Box 3. Team engages in mature and open communication, examples
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4. Ongoing and intentional role negotiation and development
Effective PACTs reallocated tasks to assure that all team
members were working at the top of their capabilities.
Reallocation of tasks required higher skilled team
members such as PCPs and RNCMs to delegate tasks to
other team members such as Clinical and Clerical
Associates. Although teams were required to follow
guidelines associated with licensure and accepted practice,
successful team functioning was facilitated by members
cooperating internally to determine which tasks could be
carried out by whom within the team. Teams who engaged
in this process had members who were cognizant of the
skills they and others brought to the team, and reflected on
this in thinking about what roles they and others could
fulfill. Team members were able to openly negotiate task

assignments, while recognizing that the process had to be
ongoing as individual team members developed new
capabilities ranging from improved delegation to basic
technical skills.
However, other respondents reported they did not feel
they were part of a team, despite having been officially
assigned to a PACT. These teams ‘in name only’ were
typified by having waited for external leaders or guidance
to define specific team roles and responsibilities. Lack of
clear within-team role definition and unclear performance
expectations contributed to a team environment where
PCPs and RNCMs felt overworked while Clinical and
Clerical Associates reported that they felt unappreciated
and unable to reach their fullest potential in terms of
contributing to the team.

Text Box 4. Team engages in ongoing, intentional role negotiation, examples

CONCLUSIONS

The shift toward a team-based model of care involves an
evolution of roles and functioning, which is itself transfor-
mational. Organizations must go beyond merely communi-
cating the expectation that staff will function as teams by
providing essential resources that enable individuals to
work in teams.20 Successful team functioning is not a point-in-
time occurrence; it is iteratively produced through new
practices over time. Change initiatives that rely on team-based
task delegation but fail to provide sufficient resources to

support team functioning are unlikely to be successful when it
comes to full and sustained implementation.32,33

Our cross-lab analysis of interviews with members of
VHA pilot teams resulted in development of a framework to
describe resources that must be in place to support team
formation, successful team functioning, and initiation and
sustainment of within-team delegation—all of which are
key to PCMH implementation. In the current paper, we
report on team-level resources. These findings build on our
earlier work describing key resources at the system and
clinic levels that facilitated PACT implementation. Namely,
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in that earlier work we demonstrate how leadership at the
organizational level must provide a clear and consistent
message about the goals of quality improvement initiatives
such as PCMH, as well as staffing and positions that align with
these goals.26,27 Without this alignment and sustainment of
resources, PACT team members are likely to view QI-related
work as low priority in the face of competing demands and
time pressures of daily clinic work.19 Likewise, teams
attempting to change long-standing processes of patient
care—for example, matching each patient’s appointment
needs to the appropriate team member— require support at
the clinic-level, often in the form of autonomy over clinic
schedules and spaces, administrative time, and ongoing
training for team members taking on new responsibilities.
Without some ‘breathing room’ to identify and test out
strategies for change, primary care clinics will continue to
operate around the pressure on PCPs to see patients face-to-
face rather than making the transition to a team model of
care.34,35 At the team-level, our data reveal that in the absence
of a well-defined, stable team with shared goals and clear role
definitions, PCPs perceived little payoff to changing their
patient care routines. Likewise, developing the habit of
working as a team was all but impossible for teams lacking
regular lines of communication that empowered members to
contribute ideas. Figure 2 presents our framework for
understanding the relationship among these system-level,
clinic-level, and team-level resources, with particular attention
to how such resources function to support teamwork and
within-team delegation.
Our study has several limitations. The pilot teams we studied

were operating within the context of VHA; some constraints
experienced by teams, particularly around efforts to redefine
roles and position descriptions for non-providers, may not be
relevant to primary care staff outside VHA. Our qualitative

study was not designed to identify successful teams using
performance metrics, nor did we set out to measure variations in
teams’ ability to carry out team-based task delegation. The
analysis reported here relies solely upon semi-structured
interview data. While these data provide an expedient mecha-
nism for gathering a broad range of perspectives in a short time,
observational methods may speak more directly to the nature,
frequency, and paths through which team delegation occurs.
Finally, interviews are point-in-time measures that do not reflect
the evolution of team functioning over time. Despite such
limitations, interview data from each Labweremarkedly similar.
Repeated assessment for negative cases yielded no
outliers, nor a great deal of variance by VISN. Our
cross-Lab collaboration demonstrates one approach to
strengthening generalizability and transferability of qual-
itative findings regarding implementation and impact of
the PCMH model.36 With an increasing number of
organizations adopting elements of the PCMH model, and
the concomitant evaluation studies, it is essential to provide
policy-makers, administrators, and front-line staff with a full
picture of the challenges and successes of this model of care,
which is relevant across a variety of settings.7,8

In summary, we have presented a framework for under-
standing key resources needed to support effective, engaged
teams in PCMH implementation. Our work has a number of
potential applications. Our findings can inform an organiza-
tional assessment prior to undertaking a transformation to
team-based medical care or to identifing organizational assets
already in place as well as those in need of improvement. In the
case of the VHA PACT initiative, our research expands the
understanding of facilitators and impediments to working in
teams, and points to potential areas of greatest leverage for
supporting team functioning as PACT implementation moves

Figure 2. Framework for understanding resources essential for effective medical home teams.
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beyond pilot teams. For teams that have already started to make
PACT-related changes to processes of care, but are struggling,
this framework indicates key areas where they may benefit
from additional support going forward.
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