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BACKGROUND:Practice facilitation is an implementation
strategy used to build practice capacity and support prac-
tice changes to improve health care outcomes. Yet, few
studies have investigated how practice facilitation strate-
gies are tailored to different primary care contexts.
OBJECTIVE: To identify contextual factors that drive fa-
cilitators’ strategies to meet practice improvement goals,
and how these strategies are tailored to practice context.
DESIGN: Semi-structured, qualitative interviews ana-
lyzed using inductive (open coding) and deductive
(thematic) approaches. This study was conducted as part
of a larger study, HealthyHearts New York City, which
evaluated the impact of practice facilitation on adoption
of cardiovascular disease prevention and treatment
guidelines.
PARTICIPANTS: 15 facilitators working in two practice
contexts: small independent practices (SIPs) and Federal-
ly Qualified Health Centers (FQHCs).
MAIN MEASURES: Strategies facilitators use to support
and promote practice changes and contextual factors that
impact this approach.
KEY RESULTS: Contextual factors were described simi-
larly across settings and included the policy environment,
patient needs, site characteristics, leadership engage-
ment, and competing priorities. We identified four facili-
tation strategies used to tailor to contextual factors and
support practice change: (a) remain flexible to align with
practice and organizational priorities; (b) build relation-
ships; (c) provide value through information technology
expertise; and (d) build capacity and create efficiencies.
Facilitators in SIPs and FQHCs described using the same
strategies, often in combination, but tailored to their spe-
cific contexts.

CONCLUSIONS: Despite significant infrastructure and
resource differences between SIPs and FQHCs, the con-
textual factors that influenced the facilitator’s change
process and the strategies used to address those factors
were remarkably similar. The findings emphasize that
facilitators requiremultidisciplinary skills to support sus-
tainable practice improvement in the context of varying
complex health care delivery settings.
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INTRODUCTION

Primary care practices are under tremendous pressure to
change the way their services are organized and delivered in
an effort to increase adoption of evidence-based guidelines
and improve care quality.1, 2 Practice facilitation is an emer-
gent implementation strategy for supporting primary care
practices’ efforts to meet quality improvement (QI) goals.3–
10 Implementation strategies are methods or techniques used to
enhance the adoption, implementation, and sustainability of a
clinical program or practice.11 The Expert Recommendations
for Implementing Change (ERIC) study identified practice
facilitation as a core implementation strategy; however, the
study also noted that a lack of clarity in defining implementa-
tion strategies like facilitation limits our ability to replicate
findings in real-world settings.12, 13

Facilitation is the Bdeliberate and valued process of interac-
tive problem-solving and support.^14 More recently, Berta
et al. provided a theoretically-grounded definition of facilita-
tion that places context at the center15: BFacilitation is a goal-
oriented, context-dependent social process for implementing
new knowledge into practice or organizational routines.^
Multi-level contextual factors are known to influence the facil-
itation process.16–23 Yet, only a few studies have described the
strategies used by facilitators to tailor the facilitation process to
practice context in real-world settings.7, 24, 25 The present study
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is the first to examine facilitation strategies in small indepen-
dent practices and to further contrast facilitation in small versus
larger practices.
HealthyHearts New York City (HHNYC), funded

through the Agency for Healthcare Research and Quality’s
EvidenceNOW initiative, was a mixed-methods study of
the effectiveness of practice facilitation to increase capacity
among two types of primary care practices – small inde-
pendent practices (SIPs) and Federally Qualified Health
Centers (FQHCs) – to implement evidence-based guide-
lines for preventing and managing cardiovascular disease
(CVD).5 HHNYC is a partnership among the NYU School
of Medicine; the Primary Care Information Project (PCIP),
a bureau of the New York City Department of Health and
Mental Hygiene26; and the Community Health Care Asso-
ciation of New York State (CHCANYS).27 PCIP enrolled
257 SIPs, and CHCANYS enrolled 19 sites from nine
FQHCs. SIPs and FQHCs differ in significant ways, most
notably in that SIPs have far fewer resources to dedicate
towards QI efforts.
The HHNYC intervention was informed by the Chronic

Care Model28 and patient-centered medical home and includ-
ed 13 on-site visits over 12 months, in which practice facilita-
tion was used as the implementation strategy. Each facilitator
supported their assigned practices to: 1) optimize use of elec-
tronic health records (EHRs) and data system platforms to
monitor and drive change, 2) provide guideline updates and
patient materials related to CVD risk factors, and 3) redesign
workflows to facilitate integration of evidence-based guide-
lines into routine care. All facilitators were encouraged to
tailor their strategies to local context (herein referred to as
Bfacilitation strategies^) and achieved high rates of fidelity to
the site visit schedule.29

This paper uses qualitative methods to identify contextual
factors that drive facilitators’ strategies, and how these strate-
gies are tailored to practice context. Tailoring, defined as Bvery
minor changes to an intervention that leave all major interven-
tion principles or components intact^30 in the context of
guideline implementation studies is common, but
understudied and underreported. The inclusion of SIPs and
FQHCs in our study provides a unique opportunity to compare
how strategies are driven by different practice contexts.

METHODS

Study Design and Setting

NYU researchers conducted semi-structured interviews with
all 15 facilitators who implemented the intervention: 13 from
PCIP working solely with SIPs and 2 from CHCANYS work-
ing solely with FQHCs. NYU researchers presented the pur-
pose of the interviews to all facilitators during a team meeting
with organizational leadership approval. Facilitators received
individual e-mail invitations and were offered a $25 honorar-
ium; participation was not mandatory and not part of their

usual job. The NYU School of Medicine Institutional Review
Board approved the study.

Study Sample

Facilitator characteristics are shown in Table 1. Most had prior
experience working as facilitators and had completed a prac-
tice facilitation certificate program.31 Ten facilitators had 2 or
fewer years of experience as facilitators; however, all were
overseen by experienced managers and received a 2 week
training at the start and on-going training throughout.
Table 2 summarizes the characteristics of the settings. SIPs
differed mostly by number of staff, ownership, and infrastruc-
ture. Sixty-six percent of SIPs were solo clinician practices
and had an average of 4 support staff. In contrast, most FQHC
sites (72.2%) had five or more clinicians and an average of 24
support staff. FQHC sites are part of a larger umbrella FQHC
organization that provides support for practice transformation
and QI-related activities. For this project, each FQHC site
assembled a site-level QI team led by a chief medical officer
(CMO) to work the facilitator. SIPs did not have designated QI
teams.

Data Collection

The interviews were conducted as part of a larger assessment
of the facilitation process. The interview guide was informed
by the Consolidated Framework for Implementation Research
(CFIR),16 an implementation science framework organized

Table 1 Practice facilitator characteristics

N (%)
Age (n = 15)
18–24 1 (7.1)
25–34 9 (64.3)
35–44 3 (21.4)
45–54 2 (14.3)

Sex (n = 15)
Male 4 (26.7)
Female 11 (73.3)

Highest level of education (n = 15)
High school diploma 1 (6.7)
Bachelor’s degree 9 (60.0)
Master’s/Graduate degree 5 (33.3)

Completion of University of Buffalo Practice
Facilitation Training (n = 14)
Yes 11 (78.6)
No 3 (21.4)

Previous years of experience as a facilitator (n = 15)
< 1 year 5 (33.3)
1–2 years 5 (33.3)
3–5 years 4 (26.7)
6+ years 1 (6.7)

Additional language spoken (n = 5)
Spanish 2 (40.0)
Mandarin 1 (20.0)
Cantonese 1 (20.0)
Other 1 (20.0)

Ethnicity (n = 14)
Hispanic/Latino 3 (23.1)
Non-Hispanic/Latino 11 (84.6)

Race (n = 14)
White 3 (21.4)
Black 6 (42.9)
Asian 4 (28.6)
Other 1 (7.1)
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into domains likely to influence intervention implementation.
We formulated questions to address the domains (see the
Appendix for an interview guide). Two trained research staff
(AC & PN) conducted the interviews during the intervention
period. Interviews were 1-h, audio recorded with permission,
and transcribed verbatim. Recordings and transcripts were
stored on a secure server accessible only to the research team,
and interview results were de-identified. No member of the
team had pre-existing relationships with the facilitators.

Analytic Approach

The data analysis started with all team members reading
transcripts independently to use an inductive approach
(open coding; i.e., agnostic of CFIR)32 to create a code-
book focused on the research objective (i.e., identify facil-
itation strategies). To minimize investigator bias, we creat-
ed a multi-disciplinary team with varied backgrounds
(medicine, public health, law, and social work) and
checked for consistency in data interpretation across team
members. Next, two members (AC & DS) used the
resulting codebook to code the transcripts. Questions were
resolved through discussion with a third team member
(ER). The team met to review memos and codes using an
inductive approach (thematic content analysis) to identify
key themes of contextual factors that drove the facilitation
strategies and strategies used by facilitators to tailor the
intervention to context. The inductive approach is consid-
ered appropriate for identifying repeated patterns of mean-
ing across data.33 Analyses were conducted using
ATLAS.ti qualitative software.34 Throughout the analysis,
emerging themes were shared with PCIP during weekly
meetings and with CHCANYS via email to enhance exter-
nal validity; both confirmed the themes and that selected

quotes were representative of their internal experiences.
Our reporting adheres to the Consolidated Criteria for
Reporting Qualitative Research standards.35

RESULTS

While SIPs and FQHCs are vastly different primary care
settings, facilitators in both described the same set of contex-
tual factors affecting their approach: the policy environment,
patient needs, site characteristics, leadership engagement, and
competing priorities. Table 3 includes representative quotes in
the two settings that describe how contextual factors impacted
the facilitation process for improving adoption of multiple
guidelines for CVD prevention and treatment.
Facilitators from both settings also described applying sim-

ilar overarching facilitation strategies to tailor the intervention
and change process to practice context: (a) remain flexible to
align with practice and organizational priorities; (b) build
relationships; (c) provide value through information technol-
ogy (IT) expertise; and (d) build capacity and create efficien-
cies. There was variation, however, in how facilitators applied
these strategies in the two different practice settings. More-
over, facilitators often used these strategies in combination.
Below, we describe the strategies and note when contextual
factors were reported as specifically influential (bolded).

Facilitation Strategy 1: Remain Flexible to Align
with Practice and Organizational Priorities

Practices agreed to enroll in the study largely because the
intervention and aims were aligned with practice goals. How-
ever, facilitators found that working with sites to implement
the intervention required that they remain flexible to align

Table 2 Practice characteristics

Small Independent Practices Federally Qualified Health Center Sites

N = 257 N = 19
n (%) n (%)

Number of clinicians
Solo 149 (65.9) 0 (0.0)
2–5 66 (29.2) 5 (27.8)
5+ 11 (4.9) 13 (72.2)

Practice ownership
Independent 228 (92.7) 0 (0.0)
Health maintenance organization 0 (0.0) 18 (94.7)
Other, e.g., hospital/health system 18 (7.3) 1 (5.3)
Full-time equivalent of support staff, Mean (SD) 6.0 (12.4) 24.1 (25.6)
Part of accountable care organization 97 (37.7) 5 (26.3)

Medically underserved area designation
Yes 121 (47.3) 14 (73.7)
No 135 (52.7) 5 (26.3)

Patient-centered medical home recognition
Yes 118 (46.1) 16 (88.9)
No 138 (53.9) 2 (11.1)

% non-Hispanic white patients, Mean (SD) 17.0 (26.1) 18.2 (27.6)
% Medicaid payer, Mean (SD) 47.5 (26.9) 55.7 (22.0)

Note: Data for patient-centered medical home recognition was obtained directly from the Primary Care Innovation Project for the Small Independent
Practices and from the study’s Practice Survey for the Federally Qualified Health Center sites. Where values do not add up to BN,^ there is missing data
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HHNYC with a range of competing priorities that practices
were juggling. This strategy also demonstrates the added value
of engaging in the facilitation process, but it manifested dif-
ferently in the two settings as a result of differences in infra-
structure (site characteristics).
For example, in contrast to the FQHC facilitators, based on

PCIP’s knowledge of their practices, SIP facilitators were
specifically trained to meet a broader range of practice needs
created by gaps in staffing and QI expertise. A facilitator
noted, BThe practice staff doesn’t usually have a dedicated
QI person.^ (SIP02) SIPs often asked facilitators to help with a
range of IT and administrative issues that were not related to
HHNYC. As one facilitator described: BYou have to remain
flexible and just adapt to different situations. If it’s something I
can help them with, I will start with that… so they trust me, so
they see that I’m a resource.^ (SIP01) Another facilitator
described spending time on a problem unrelated to HHNYC:
BWe actually called up eCW [EHR vendor] during the
[HHNYC] visit. It’s important to help them solve these
problems.^ (SIP14) In the SIP setting, in which there are few
staff, facilitators were asked to function not only as Bteachers,
resource providers, and coaches^ but also as Bstaff
extenders.^ (SIP02).
In contrast, when flexibility was mentioned by FQHC

facilitators, it was regarding having to change expectations
about what practices were able to accomplish between
meetings (competing priorities) – BFlexibility [is needed]
because… you can have a plan for the week, but things just
don’t go the way you think they’re going to go.^ (FQHC18)
– as well as during meetings: BThe agenda changes when
you work with sites that only have an hour to spare.^
(FQHC19). In addition, FQHC facilitators worked with a
local QI team dedicated to this project, and they were not

expected to provide assistance outside of the scope of the
project. (FQHC19) Rather, the facilitator role was Bto in-
troduce them [QI team] to the ABCS measures, to talk
about the survey component… We are a form of external
support. The work is really on them.^ (FQHC19).

Facilitation Strategy 2: Build Relationships

Building relationships with the practice staff and engaging
leadership was core to the practice facilitation process. This
strategy again manifested differently in the two settings, driv-
en by infrastructure (site characteristics) and practice needs.
For SIP facilitators in particular, the process of building

relationships overlapped with the need to remain flexible, as
a way to build trust, strengthen relationships, and increase
engagement and retention. For example, when practices iden-
tified language barriers as a patient need, facilitators searched
for supplemental CVD materials in Bmany different
languages.^ (SIP06) Trust and perceived value of facilitation
led tomore receptive visits: BShowing them [doctors] little tips
and tricks that can help them with their electronic health
record or any other quality improvement measures… helps
me get in the door… Once I gain their trust, it’s like, ‘Hey,
when you gonna come back?’^ (SIP08).
For the FQHC facilitators, the multilevel organizational

structure created challenges in terms of building relationships
and engaging local leadership. Typically, FQHC QI projects
are focused at the organizational level, not the site level. For
this study, however, facilitators worked with individual FQHC
sites to build local capacity to make practice changes. FQHC
facilitators described relationship building as critical to under-
standing the local QI team’s capacity: BPractice facilitation is a
lot about understanding people and how to work well with

Table 3 Summary of the two practice settings using representative quotes from facilitators

Contextual Factors Quote from Small Independent Practice (SIP) Quote from Federally Qualified Health Center
(FQHC) Site

Policy Environment: State and local
incentive programs

BWe always have questions about when is
Meaningful Use gonna start? What is this
MIPS-MACRA* incentive payment? We always get
bombarded with those questions.^ (SIP08)

BWith this new administration and the environment
being very unclear as to where we are going to go
and if our health centers are safe as far as how much
funding they’ll get to keep their doors open, that’s a
real concern.^ (FQHC18)

Patient Needs: Low income, minority,
and immigrant patient populations
with diverse needs

BI do not really work with many English-speaking
practices. Some of the materials aren’t available in
those languages, which can be challenging.^ (SIP01)

BHow do you have conversations with patients on
adhering to medication when their needs are, ‘I do
not have a place to call home right now?’^
(FQHC18)

Site Characteristics: Limited
resources, including protected time
and organizational structure

BA lot of these small practices are just the doctor and
his wife or just one person and an office manager.^
(SIP08)

BWe have deliverables after every quality
improvement team meeting. Trying to get them to
practice some things in between the times that we
meet and identifying or getting dedicated time for that
has been challenging.^ (FQHC18)

Leadership Engagement: Inconsistent
engagement

BHaving to get a buy-in from a member who’s really
critical, like the administrator or the doctor them-
selves is challenging.^ (SIP03)

BYou try to find your allies. Maybe it’s not the
medical director. Maybe it’s the data lead who’s just
passionate about data and is able to galvanize the
team. Maybe it’s the nurse manager.^ (FQHC19)

Competing Priorities: Day-to-day
tasks and other quality improvement
projects

B[The intervention component] has not been
implemented ‘cause the front desk or the office
manager has a million other things on their plate.^
(SIP11)

BOur sites are strapped for time. They’re super busy.
They’re always reacting to something that’s
happening on-site.^ (FQHC18)

* MIPS-MACRA=Merit-based Incentive Payment System – Medicare Access and CHIP Reauthorization Act
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people and elicit action from them. So much of our role is
relationship building and management.^ (FQHC19) However,
in working at the site level, facilitators learned that the CMO
for each local QI team did not always have decision-making
power: B[The CMO was] not as empowered as I thought… I’m
finding this to be common. The team didn’t necessarily feel like
they could make the changes.^ (FQHC18) The facilitator elab-
orated, BThere’s a lot of resistance in the C-suite… I thought
just having a CMO in the team would be the answer to getting
this to the top of the leadership team, but that didn’t work.^ The
facilitators described having to also develop working relation-
ships with the FQHC umbrella organization’s QI team to
Badvocate with leadership [at the organizational level] to get
protected time so that providers [at the site level] can do
quality improvement work.^ (FQHC18).

Facilitation Strategy 3: Provide Value through IT
Expertise

Facilitators from both settings described providing value
through health IT expertise. This helped practices improve
documentation and data validity, and created more efficient
workflows that were aligned with concurrent QI projects
(competing priorities) and external regulatory requirements
(policy environment).
Due to the small staff and lack of on-site IT expertise (site

characteristics) in SIPs, providing this type of support was
central to the SIP facilitation process. Facilitators needed to
offer Ba lot of tech support [to] help the practices understand
how to use their clinical information. There are a lot of
changes within the practice in terms of workflows based on
the whole technology component.^ (SIP10) SIP facilitators
reinforced how important having expertise in this area was in
the context of supporting small practices: BIn order to teach
them, you have be familiar with the quality measures they are
working on and have a vast knowledge of the EHR and its
features – what the EHR can and can’t do.^ (SIP07) Again,
because of the small staff and gaps in expertise, SIP facilitators
faced the on-going challenge of balancing capacity building
with simply making changes themselves: BI remember in one
of my… practices, going in and teaching staff how to run
reports. A provider was asking me if I can do it. I told her that
that wasn’t the role that I was there for, but I did tell her that I
would do it for the visit just to get the staff used to it, and then
hand it off.^ (SIP12).
In contrast to SIPs, however, FQHC facilitators were often

engaged at the macro-level, in offering health IT support.
FQHCs were all linked to a data warehouse with tools that
supported QI processes (e.g., quality measures dashboards).
Facilitators worked with both the umbrella FQHC and FQHC
sites (site characteristics) make sure they knew how to access
and use EHR tools through the warehouse. A facilitator sum-
marized: BThe biggest part of our curriculum is to get them to
utilize our data warehouse… develop their comfort level
[with] running reports and measuring progress.^ (FQHC18).

Facilitation Strategy 4: Build Capacity and
Create Efficiencies

Building capacity and creating efficiencies – both core functions
of practice facilitation36 – was an overarching strategy, which
created a foundation for the other strategies. Many SIPs and
FQHC sites did not Bhave the time^ (FQHC19) (site charac-
teristics) to fully engage with facilitators on this project. By
focusing on capacity building and creating efficiencies through
workflow redesign, facilitators were able to help Btake some of
the load off of^ staff members, which led to staff Bfeeling more
important and connected to their work.^ (SIP13).
In SIPs, facilitators actively tailored the intervention to align

with competing priorities by creating efficiencies through
workflow redesign. For example, facilitators bundled
HHNYC measures with Meaningful Use, a concurrent QI
project (policy environment): BJust having them understand
these are also the tasks that overlap with Meaningful Use –
clinical summaries, transition to care, looking at referrals…
It’s actually overlapping, and it’s helping [the practice] in
other areas for quality improvement… and impacting
reimbursement.^ (SIP10).
Despite the FQHCs’ infrastructure and a designated QI

team, providers and staff did not have protected time (site
characteristics) to work on QI initiatives: BEven if they tell
you, ‘We have weekly meetings or monthly meetings,’ they
don’t have a chance to really discuss [the changes]… That
was very eye-opening for me that they don’t really talk.^
(FQHC19) However, FQHC facilitators were able to apply
strategies that were similar to the SIP facilitators to help sites
make changes to improve efficiency. A FQHC facilitator
described that mapping workflows with the QI project teams
helped build capacity by giving the teams more Bownership
of… responsibilities. Knowing who does what helped stream-
line the process.^ (FQHC18).

DISCUSSION

The facilitator role is complex and requires a wide range of
skills and knowledge to support primary care transformation
while tailoring their process to practice context. Our findings
add to the current literature by further outlining strategies
facilitators apply in supporting practices as tailored to two
very different practice settings. Several researchers, as well
as the Agency for Health Care Research and Quality, have
outlined practice facilitation activities and core competencies,
but few have obtained data from the facilitator’s perspective
on how these activities are implemented in the context of
complex health care delivery environments.19, 36

One of the more interesting findings was that, despite
significant differences between FQHCs and SIPs, the contex-
tual factors that influenced the facilitator strategies used to
address those factors were remarkably similar. However, with-
in these different practice contexts, the way facilitators applied
these strategies differed. SIPs had fewer resources and staff
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which challenged facilitators to balance teaching and capacity
building with making the changes needed to the EHR, for
example, and doing other tasks for the practice.30 FQHCs have
a QI infrastructure that allowed facilitators to focus on capacity
building. Yet, for both settings, competing priorities resulted in
little time to focus on QI and required facilitators to develop
context-specific strategies. Addressing this on-going issue is
important to advancing practice transformation goals. Practice
facilitation may be one part of a solution to support practices
that are overwhelmed by external and internal demands.
Prior research has described building relationships and

building capacity as core facilitator activities (i.e., a part of
their training).37 However, the degree of flexibility required in
working with SIPs in particular is under-recognized in the
literature. Moreover, the nature of SIPs, with a very small
number of staff and skill gaps, required engaging in practice
support activities outside the scope of the project. Facilitators
working with both types of sites described the importance of
remaining flexible to align with organizational infrastructure
and priorities as critical to the facilitation process. Such a
strategy was core to building the relationships necessary for
demonstrating the value proposition of taking time away from
a practice’s other priorities to engage in facilitation.
The emergence of health IT support as a theme is new to the

literature on facilitation, which suggests that practice facilitation
training and processes should explicitly incorporate this skillset. It
also highlights the ongoing need for capacity in the use of health
IT to improve quality of care, which is core to practice transfor-
mation efforts. What was notable was that even in FQHC sites,
there was a need for support in terms of teaching the local sites
how to use data to drive change. Despite a strong QI infrastruc-
ture at the FQHC organizational level, this expertise was not
necessarily disseminated to local site staff. Given the opportunity
to participate in facilitation, FQHCs recognized the value of and
need to build local capacity to drive innovation and QI.
To the best of our knowledge, only a few studies have

reported on practice facilitation strategies. Liddy et al. (2014)
similarly examined facilitators’ perspectives on the implemen-
tation of CVD guidelines in primary care practices.25 The
authors identified Bbarriers^ faced during the facilitation pro-
cess: practice accessibility, organizational behavior, practice
engagement, resistance to change, and competing priorities.
Practice accessibility was not a concern in HHNYC which is
likely due to the existing relationships that PCIP and
CHCANYS have with practices. The other barriers were con-
sistent with our findings. However, our study revealed that
facilitators do not use the term Bbarriers^ when describing
their experiences; rather, they spoke about tailoring to the
real-world context of primary care practices (Table 3). This
perspective, and reframing of barriers as contextual factors,
seems important in terms of acknowledging that tailoring is
necessary to ensure Bfit^ between intervention and local
context.38

In another study on facilitator strategies,6 the authors dis-
tinguished the facilitation strategies used for health IT versus

practice transformation interventions. In contrast, we found
that facilitators can bring more value to the practice by
leveraging their IT skills, rather than considering IT and prac-
tice transformation as separate. Since that study was complet-
ed, EHRs have become ubiquitous. Even if facilitators do not
have this specific skill, a practice facilitation program needs to
have access to health IT expertise.
Our findings are consistent with interviews with SIP pro-

viders enrolled in HHNYC.39 Overall, providers perceived the
assistance they received to optimize their EHR for QI and
financial goals and connecting them to the external health care
environment as two of the main benefits of facilitation
services.
This study demonstrates that the facilitation process is

one of on-going tailoring and adaptation that is often
not acknowledged or captured. Future research should
incorporate recently published taxonomies for defining
adaptations and the core components of implementation
strategies like practice facilitation to systematically cap-
ture adaptation for different populations/contexts.38 This
would facilitate analysis of the impact of practice facil-
itation on practice improvement outcomes. Further, this
work suggests there is a potential to define practice
context typologies that can guide specific facilitation
strategies across similar health care settings. Research
is needed to expand on our findings on how contexts
drives the facilitation process to further advance the
value of practice facilitation as an implementation
strategy.

Limitations

There were several limitations. Due to the setting of NewYork
City and relatively small sample size (15 facilitators), findings
may not be generalizable to all primary care practices. How-
ever, we believe that the scope and diversity of the practices
render our findings more generalizable and transferable to
future interventions. The study sample is small, but given the
large number of sites that facilitators worked with, we believe
the findings have relevance to primary care practices more
generally. As with any qualitative study, interviews and data
interpretation may have been influenced by investigator bias.
Described in the methods section, we took steps to minimize
bias by utilizing a multidisciplinary team and checking inter-
pretation across team members and external partners.

CONCLUSION

Different types of practices are struggling with similar contex-
tual factors related to meeting QI improvement and transfor-
mation goals, but these issues were amendable to similar
practice facilitation strategies tailored to those contexts. The
findings of our study emphasize that facilitators require mul-
tidisciplinary skills to support sustainable practice improve-
ment within varying complex health care delivery settings.
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