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Using Facilitative Coaching to Support 
Patient Aligned Care Teams

Christopher J. Suelzer, MD; Imtiaz A. Munshi, MD; Kimberly Zipper, RN, BSN, MBA;  
and Debra S. Thayer, MBA 

Despite the challenges of implementing facilitative coaching, the Richard L. Roudebush VAMC 
staff succeeded in translating primary care medical home theory into process. 

I
n 2010, the VHA implemented the 
patient-centered medical home 
model of primary care health care 
as part of its transformational 

T-21 Initiatives.1 Now known as Pa-
tient Aligned Care Teams (PACTs), 
the key pillars of the model in-
clude the expanded roles and re-
sponsibilities of multidisciplinary 
care teams who provide enhanced 
access and coordinated care. This 
model is based on a foundation of 
adequate resources, patient cen-
teredness, and process improvement  
(Figure 1). 

The national implementation 
strategy consisted of an initial edu-
cational conference with 3,600 at-
tendees. The conference included a 
series of PACT learning collabora-
tives that engaged > 300 primary care 
teams, 5 demonstration laboratories, 
and educational outreach through 
learning centers and on-site consulta-
tions. Despite an aggressive national 
implementation plan, many front-
line primary care teams struggled to 
translate the medical home theory 
into process.

BACKGROUND
The Richard L. Roudebush 
VAMC (RLRVAMC) is a large 
tertiary medical center pro-
viding care to > 44,000 pri-
mary care patients. This care 
is delivered by 58 primary 
care physicians (PCPs) in  
5 hospital-based outpatient 
clinics, including 1 large 
teaching clinic, 3 commu-
nity-based outpatient clin-
ics (CBOCs), and a clinic 
that serves recently returned 
active-duty veterans. Admin-
istrative nursing and clerical 
associates report to the Of-
fice of Ambulatory Care, and 
physicians and nurse practi-
tioners report to the Medicine 
Service. Before the implemen-
tation of the PACT model, the 
functional unit of primary 
care was an entire clinic, 
typically consisting of 4 to 10 PCPs, 
nurses, and clerical associates.

Discussions about process change 
had previously occurred through 
monthly service or clinic meetings 
in which administrative leaders pro-
vided direction to frontline staff. 
This culture of top-down leadership 
drove process change but was not 
always effective and empowering for 
practice change. With the implemen-
tation of PACT, the functional unit of 

primary care shifted from the larger 
clinic to a team composed of a PCP, 
a nurse, a licensed nurse practitioner 
or health technician, and a clerical 
associate. 

The care delivery system funda-
mentally changed from the tradi-
tional model to a medical home 
model (Figure 2). This group now 
represented the fundamental clini-
cal microsystem for the delivery of 
primary care within the VA medi-
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Figure 1. Patient Aligned Care Team 
Model

Improvement of the national Patient  
Aligned Care Team model focuses on  
providing increased access for patients  
and coordination of care through  
team-based continuous improvement.
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cal home model.2 The experience of 
Batalden and colleagues at the Dart-
mouth Hitchcock Medical Center 
suggests that such microsystems are 
very effective units of change.3 The 
key challenge presented to the pri-
mary care leadership was how to link 
these clinical PACT microsystems 
with an effective process that would 
guide practice redesign.

The concept of practice coaching 
or facilitation as a mechanism for 
physician offices to adopt evidence-
based medicine and quality improve-
ment dates to the early 1980s in 
England. This model spread to the 
U.S. in the 1990s and has contin-
ued to be used as a mechanism for 
leading clinical practice redesign.4 
In traditional practice facilitation, a 
trained individual is brought in from 
outside the practice to help adopt 
evidence-based medicine guide-
lines.5 This individual works with 
the practice to implement changes 
that translate into patient outcome 
improvements.

Unlike consultation, this facilita-
tor maintains a long-term relation-
ship with the team as they work 
together to achieve goals. More im-
portant, the facilitator assists the 
team in developing improvement 
processes that are sustainable as they 
become incorporated within the fab-
ric of the team culture and remain  
after the coach is gone. There are 
several reviews of clinical practice 
coaching that support its effective-
ness in implementing evidence-based 
primary care guidelines.6,7 The Af-
fordable Care Act contains provisions 
for the use of this model in promot-
ing best practices and quality care.8 
Manuals developed by the Agency 
for Healthcare Research and Quality 
outline how to develop a practice fa-
cilitation program.9,10 

Essential to all practice facilitation 
models is the effective use of quality 

improvement tools. The RLRVAMC 
adopted the VHA Lean Healthcare 
Improvement Framework, which in-
cludes an approach for rapid cycle 
change.

 The RLRVAMC adopted the fa-
cilitative coaching model in Novem-
ber 2011, using internal coaches who 
were assigned to the fundamental mi-
crosystem of its medical home.

COACH SELECTION 
Many facilitative coaching models 
described in the literature use ex-
ternal coaches. Frequently cited ad-
vantages of external coaches include 
having dedicated time, receiving 
standardized training in facilitation, 
and being regarded as neutral to in-
ternal conflicts. The RLRVAMC staff 

elected to identify internal coaches. 
Advantages of this approach include 
the use of existing resources, the abil-
ity to develop long-term continu-
ous relationships with PACTs, and 
the ability to access key internal re-
sources to assist the team. Also, using 
internal individuals holding primary 
care leadership positions was critical 
to the coaching model. 

Thirty-eight PACTs were initially 
created, and 15 internal coaches were 
identified. These individuals included 
the associate chief of staff of Ambu-
latory Care, chief nurse for Clinic 
Operations, business administrators 
in primary care, and all frontline 
unit managers and supervisors. This 
level of management involvement 
provided content expertise about  
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Figure 2. Changes From Traditional Primary Care to Patient Aligned 
Care Team

TRADITIONAL PRIMARY  
CARE

PATIENT ALIGNED  
CARE TEAM

Functional unit of primary 
care was a clinic

Teams of 4 staff members 
assigned to a panel of patients

Staff had limited roles 
applied to all the clinic 
patients

Expanded roles for staff while  
managing a specific panel of  
patients

Patients identified their 
clinic as the point of  
contact

Patients identify their  
members as point of contact

Most care was provided 
through a visit

Multiple venues for meeting 
the patient’s needs

Just do the work in front 
of you

Take ownership of processes 
and plan ahead

No involvement in 
hospitalization, ED, and 
specialty care visits

Follow the patient between 
visits and coordinate care

Change was only possible 
through leadership

Change occurs at the PACT 
level

Abbreviations: ED, emergency department; PACT, Patient Aligned Care Team. 
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primary care operations and equally 
important, carried the authority to 
implement change. 

In addition, this approach pro-
vided considerable leadership cred-
ibility among frontline PACT staff. 
Given the large number of PACTs 
requiring coaching, coach recruit-
ment was expanded to include other 
primary care administrative staff, 
such as the leads for the CBOCs, 
Prevention and Behavioral Health 
programs, System Redesign, and 
Telehealth Services. The most recent 
phase has included registered nurses, 
licensed practical nurses, health tech-
nicians, and physicians from high- 
functioning PACT teams who have 
experienced the process and who can 
now devote time to being coaches.

QUALIFICATIONS AND TRAINING
Although the literature suggests 
multiple qualifications for practice 
coaches, there is a general agreement 
regarding core skills for strong facili-
tation, which includes interpersonal 

skills, knowledge of process improve-
ment techniques, and an understand-
ing of data acquisition and analysis.10 
Strong interpersonal skills are often 
inherent but are a critical factor in 
motivating team members and man-
aging conflicts that arise. Potential 
coaches were not selected if these 
skills were poorly developed. 

The authors’ experiences have 
shown that although content knowl-
edge about primary care operations 
is very helpful, it is not essential to 
being an effective coach. The facil-
itation model that was adopted for 
the program, as described by Bens, 
focuses predominately on process 
and not content expertise.11 The fa-
cilitator’s role is to apply a structural 
framework; ie, methods and tools 
that capitalize on content knowl-
edge of frontline staff in identifying 
changes needed to implement the 
medical home.

 Also, although knowledge of 
primary care operations was not 
required, formal training in under-

standing the goals of the medi-
cal home and the metrics related to 
PACT was essential for successful 
coaching. All coaches were required 
to attend PACT training sessions. 
Coaches were also expected to have 
basic training or experience in sys-
tem redesign with the majority of 
the coaches completing Yellow Belt 
training, which is an introduction to 
the methods of process improvement 
through the lean thinking business 
model. A coaching manual was de-
veloped that contained information 
related to meeting structures, data 
definitions, extraction, and interpre-
tation. A coaching website was de-
veloped that provided links to data 
sources and definitions. PACT-related 
tools, such as instructions on con-
ducting group visits, phone visits, 
and use of population management 
were disseminated.

COACH-TEAM MEETING 
STRUCTURE 
Coaches were assigned to teams by 
matching the skills of the coach with 
the team needs. Initially, sessions 
were held weekly for 1 hour, though 
this typically evolved into biweekly 
meetings. Clinic schedules were 
blocked, allowing PACTs the time 
to meet with their coaches. A ratio 
of 1 coach to 2 PACTs was consid-
ered optimal for individualized team 
meetings. The exceptions were the 
CBOCs, where several teams met to-
gether due to the need for coaches 
to travel. Meetings were held away 
from clinical areas to avoid distrac-
tions. Plan-Do-Study-Act (PDSA) 
cycles were used to plan and imple-
ment process improvements. The av-
erage time commitment for a coach 
assigned to 2 teams was between 2 to 
4 hours a week.

 The initial coaching sessions 
tended to be more structured, clearly 
defining the coach role, developing 
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team building, identifying the goals, 
and outlining process improvement 
tools. Common challenges for the 
coaches were keeping teams focused 
and optimally managing time by 
preventing prolonged conversations 
unrelated to process improvement. 
Many frontline staff had never been 
empowered to change their practices, 
so their initial reaction was to focus 
on problems and not solutions. Once 
team relationships were established, 
the strong influence of nursing or 
clerical associates exerted on the 
PCP’ s willingness to change became 
evident and a key factor for success. 
Often the leaders of change are not 
the physicians, highlighting the in-
fluence of team building and the 
willingness of individuals to change 
practice due to team relationships 
and not by authority.12

DATA USE
Before the implementation of this 
model, PACT data and metrics were 
posted in the clinics and briefly dis-
cussed at service-level meetings. 
However, this data-sharing approach 
rarely generated team members’ in-
terest. By using coaching, person-
alized data reports that displayed 
team-specific information in com-
parison to the overall service and 
national VA goals were found to be 
a more effective technique for shar-
ing data and performance metrics. 
National VA PACT core metrics 
tracked the following: (1) percent-
age of same-day appointments with 
PCP ratio—target 70%; (2) ratio 
of nontraditional encounters—tar-
get 20%; (3) percentage of conti-
nuity with PCP—target 77%; and  
(4) percentage of 2-day contact post-
discharge ratio—target 75%. Figure 3 
shows the improvements made as a 
facility from March 2011 (pre-PACT 
implementation) to March 2012 
(post-PACT implementation).

 A graphic display of the team’s 
data, including metrics related to ac-
cess, continuity, and postdischarge 
follow-up was reviewed monthly, and 
the coach provided detailed explana-
tions (Figure 4). Of particular impor-
tance to the teams was the ability to 
individually identify those patients 
who failed the metric. Review of 
these “fallouts” at a coaching session 
often resulted in reliable, consistent 
process improvements that addressed 
the failed process.

COACH-TO-COACH MEETINGS
Critical to the RLRVAMC coach-
ing model were the weekly 1-hour 
coach-to-coach meetings. Most of the 
coach training occurred during these 
sessions, either formally or via feed-
back and discussion. Coaches dis-
cussed their teams’ progress, brought 
back questions from the teams, and 
sought guidance from one another. 
Executive leaders, who were also 
coaches, were present at these meet-
ings and provided the opportunity 
to implement broader operational 

changes quickly. Coaches also served 
as a communication venue for front-
line staff to express their concerns 
to primary care leaders during these 
meetings.

LIMITATIONS 
Practice facilitation that uses internal 
coaches for a clinical PACT micro-
system may present several potential 
challenges. Large primary care prac-
tices require a pool of coaches who 
are willing to commit the necessary 
time required for successful imple-
mentation of this model. Although 
the coaches dedicate this time as col-
lateral duty, many express that the 
time spent with their teams is a re-
warding experience outside of their 
administrative roles. The coaches 
express satisfaction when teams 
meet their goals and PDSA cycles are  
successful. 

 Coaches require significant 
amounts of training to reach the level 
of effectiveness required. Teams must 
realize and appreciate the importance 
of dedicating time away from the 

Figure 4. Coaching Tool Screen Shot
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competing priority of patient care. 
 Implementation of the coaching 

model for physician trainees in the 
teaching clinic has not been success-
ful due to the teaching clinic sched-
ule and other issues. Also related to 
the complexity of the teaching clinic 
schedule, the coaching model did 
not significantly improve continuity. 
Coaches have recently been assigned 
to the teaching clinic, and each team 
will be identifying PDSA cycles to ap-
proach the implementation of PACT 
principles. 

CONCLUSION
Despite the aforementioned chal-
lenges, the outcomes are clear. 
The implementation of the coach-
ing model, using internal coaches,  
resulted in a significant improve-
ment of the ability of the staff to 
achieve the national PACT metrics 
(Figure 3). More important, the 
model created a new structural or-
ganization for change within pri-
mary care that reversed a culture of 
top-down leadership to that of team 
empowerment. 

Teams that experienced practice 
facilitation developed ownership in 
their processes, data, and perfor-
mance improvement and now have 
a more direct mechanism of com-
municating with primary care lead-
ership. The coaching model moved 

the teams forward from having re-
ceived PACT education to having 
the confidence and tools to imple-
ment PACTs. Staff progressed from 
looking at the data given to them 
to collecting and interpreting the 
data themselves. The teams are able 
to articulate how they fit in to the 
PACT model and enthusiastically 
monitor their progress. As primary 
care moves forward with the medi-
cal home, the facilitative coaching 
model offers a promising option for 
successful implementation.   ●
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