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A s the nation moves rapidly to implement the patient-
centered medical home (PCMH), the successes and

challenges experienced by the nation’s largest PCMH
demonstration—the Veterans Health Administration
(VHA)’s Patient Aligned Care Team (PACT) model—are
particularly salient. In this initiative, over 7,000 primary
care teams across the nation are in the process of
transforming their operations.1 The collection of papers in
this supplement provides a window into this complex
system redesign during its first few years. Many findings
mirror those of other PCMH demonstrations, despite a
context of organizational supports and challenges that is
atypical of most US practices. Other findings show lessons
learned about taking PCMH rapidly to scale in large
systems. These findings are likely to be useful to others
contemplating or engaged in transformation.

Together with payment reform, the PCMH represents a
consolidation of two models of primary care design2—the
pediatric medical home that emphasizes the base attributes
of good primary care, and the chronic care model that
describes the necessary care delivery structures and pro-
cesses. Primary care practices, including those of the VHA,
must revise roles and care processes to move from current
reactive, episodic approaches guided by a single clinician to
team-based, proactive, continuous, and coordinated care.
But moving from ‘here to there’ is a complex, intense, and
lengthy endeavor.3 We previously described eight large-
scale changes that must be planned, implemented, and
sustained to achieve PCMH transformation: (1) engaging
leadership in meaningful change, (2) deploying evidence-
based quality improvement and change strategies, (3)
empaneling patients to establish care accountabilities, (4)
shifting to team-based rather than clinician-directed contin-
uous care, (5) promoting patient-centered care interactions,
(6) deploying strategies to enhance the uptake of evidence-
based chronic, preventive and acute care, (7) ensuring
access of patients to their care teams, and (8) establishing
care coordination strategies to ensure timely and informed
care handoffs.2 Most of the papers in this supplement focus

on the challenges and successes in implementing one or
more of these changes, and show their interdependencies
and tradeoffs.

Engaging leadership in meaningful PCMH change is
necessary, but often challenging.4,5 While the VHA is often
thought of as a top-down system in which central leadership
can simply mandate change and it will happen, the papers
by Tuepker, Forman and colleagues confirm that leaders at
multiple levels need to be visible, share a compelling
vision, and demonstrate a long-term commitment to change
to engage clinicians and staff. In addition, while the VHA
centrally mandated and resourced staffing for PACT, the
papers by True, Forman, Tuepker and colleagues found that
leaders at other levels were not able to ensure that staffing
was adequate or that team membership remained stable and
collocated. Without sufficient, consistent and collocated
staff, these papers report that not only is it difficult to
engage staff, but that the move to high-functioning care
teams is undercut.

Resistance to change is common in system transforma-
tion,6 and often relates to the required alterations in staff
roles. In the PACT, the paper by Rodriguez et al. found that
leadership needs to establish core role descriptions for the
newly formed teams and effectively manage resistance to
these changes. This is made complex, however, because of
the flexibility teams need to shape roles in light of
individual differences and other contextual factors. It is
made even more complex by the VHA’s departmental
structures. To achieve PCMH goals, multiple papers in this
supplement show that leaders need to assure that strategies,
tools, and processes are aligned across departments, such as
those related to clinical informatics, performance measure-
ment and feedback, human resources, behavioral health,
practice leadership, training, and quality improvement, to
name a few.

Deploying evidence-based quality improvement strategies
gives teams tools to adjust structures and processes to meet
their goals. PCMH demonstrations use a variety of quality
change and improvement stratetegies such as Lean,7

practice facilitation,8 and learning collaboratives,5 but there
is little robust evidence to guide one’s choice. In this
supplement, the papers by Butler, Bidassie and colleagues
focus on the applicability of virtual and centrally initiated
collaboratives to guide change in the PACT initiative.Published online April 9, 2014

S552



Rubenstein et al. show the success of a robust multi-level
quality improvement approach that connects central
change strategies to regional and local primary care
practice engagement using rapid cycles of change and
measurement. In the paper by Chang et al., a practice
diagnostic and improvement case study brings in the
local context, and shows the level of detail and trust
required to integrate mental health and primary care.
Any successful quality improvement strategy is depen-
dent on a performance measurement and feedback
system that is aligned with the change goals. PCMH is
fundamentally a shift from individual to team perfor-
mance, while most performance measurement at the
VHA continued to be directed at physicians, not teams.
The papers by Hysong, Kansagara and colleagues show
the implications of this misalignment, and point to
needed improvement in methods for monitoring, deliv-
ering and using team performance data in PCMH.

Empaneling patients and shifting to team-based rather
than clinician-directed care are tightly intertwined changes
in PCMH transformation. The paper by Katz et al.
confirms the link between patient continuity of care with
a single clinician and satisfaction, focusing on interac-
tions characterized by good communication and shared
decision making. A move from clinician-centric to team-
centric care where care activities are shared threatens to
disrupt clinician–patient relationships. There is some
evidence from earlier work that patients’ satisfaction
may be preserved with team care, but only when
patients perceive teams to be high functioning with
good communication.9 Therefore, several papers appro-
priately focus on the challenge of creating high
functioning teams. Overall, the qualitative evaluation
data reported in these papers show the need for early
and significant support for team development. In line
with the emerging literature on relational coordination,10

the analysis by True et al. reveals substantial gaps in
team dynamics that impede progress. To address these
gaps, the papers by Tuepker, Rodriguez, and True point
to the need to devote sufficient time and opportunity for
training and mutual learning.

Ensuring access of patients to their care teams is
critical to PCMH for achieving both economic and
quality of care goals. In the paper by Farmer et al.,
access (including telephone care) remains a key issue
for the VHA. The potential tradeoff between access and
continuity, however, poses challenges. When physicians
are the sole providers for their patients, Werner and
colleagues found that the absence of the physician was
associated with more visits to emergency rooms.
Whether PACT team-based care will mitigate this
adverse effect is unknown, and will be important to
quantify in future PACT evaluations.

Organized evidence-based care, care coordination, and
patient-centered interactions, the three remaining PCMH
change concepts, are less well-represented among the
papers, and mentioned more as needed next steps rather
than as issues already in play. While implementation of
evidence-based guidelines has a long history at the VHA,
additional guidelines and clinical process maps are needed.
Farmer et al. highlight that caring for patients with often
neglected chronic conditions, such as non-malignant pain,
dementia, and substance abuse, causes the most frustrations
for care teams. Improving care organization for these
conditions will require focused attention. In general, despite
a common mental health and medical record system,
electronic consultation capabilities, and a large investment
in mental health, Chang et al.’s paper reveals continued
difficulty in achieving integrated, coordinated behavioral
health care where primary care and mental health profes-
sionals collaborate closely. While technical solutions such
as referral agreements and standard referral and consultation
forms can undergird specialty-primary care relationships,
this paper highlights the needed around common goals,
trust and respect, and consistent communication that
crosses the primary-mental health interface. Interventions
such as common treatment plans, case conferences, and
behavioral health case managers may help with these
challenges. The paper by Fix et al. examines care
coordination for patients with HIV, a population charac-
terized by a single high-impact medical condition. When
HIV specialty clinics functioned only to provide HIV-
related services, patients were less satisfied and their care
was less coordinated than when HIV clinics assumed
PACT functionalities. However, providing intensive staff
support to multiple subpopulations of patients may
merely fragment care inefficiently. Understanding which
models work best, for which subpopulations, will be a
critical next set of goals for PACT evaluators. Of concern
to the success of the PACT model, no papers in this
supplement focused directly on VHA efforts to promote
patient-centered interactions, including encouraging pa-
tients to engage in self-management, medical decision
making, and healthy behavior change. Future evaluations
of these changes will be important in achieving PACT’s
ultimate goals of improved patient experience and health
outcomes.

In total, this collection of papers highlights the complex-
ity and the challenges of implementing a comprehensive
PCMH redesign in the VHA, and focuses most on the
earliest changes required for achieving the model. Given the
importance of context11 and the range of implementation
options, it is no wonder that the emerging evidence on
PCMH benefits has been mixed.12 As PCMH implementers
guide the many changes needed, it is worthwhile to
consider the lessons learned here. Ultimately, it will be
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critically important to understand how the PACT initiative
influences the health of American Veterans, their care
experiences, and the costs of care over the next several
years.
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