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The National Demonstration 
Project (NDP) sought to im-
plement core principles of 

the Patient-centered Medical Home 
(PCMH) into real-world practice.1 In-
volved practices saw relationships 
challenged, staff turnover, frustra-
tions with inconsistent technology, 
and the effects of chronic “change fa-
tigue.” Difficulties were encountered 
even by those groups who realized 
overall success through their partici-
pation. Key components for success-
ful practice transformation include 
an ability to sustain change, moti-
vation of key players, and individu-
alizing the process to each practice.2

A remaining question is wheth-
er such changes to traditional prac-
tice can be accomplished during the 
training stages of physicians. Teach-
ing practices are significantly differ-
ent in organization, mission, and the 
experience level of the physicians.  
It is postulated that early exposure 
to redesigned practices for resident 
physicians will make them more 
likely to incorporate those elements 
into their future practices.

The NDP’s offspring, the Prepar-
ing the Personal Physician for Prac-
tice (P4) project, is examining how 
to best introduce such innovation 
during residency education.3 A P4 

participant and small rural program, 
the Hendersonville Family Medicine 
Residency Program, implemented 
a practice redesign incorporating 
many of the core principles of the 
PCMH: a team approach, elimina-
tion of scheduling and communica-
tion barriers, advanced information 
systems, and more functional offices. 

One year following our electronic 
health record (EHR) implementa-
tion, we sought to improve patient 
flow through its utilization as a tool 
for practice redesign. Previous expe-
riences with integration of technol-
ogy to provide more patient-centered 
access suggest that widespread orga-
nizational change is also required. 4  
Medical assistants, nurses, and front 
office staff were uniformly crossed-
trained in practice functions. They 
learned to collect co-pays, update 
registrations, enter historical in-
formation into the EHR, make re-
ferrals, and perform phlebotomy. 
Computers were added to each exam 
room, and appointments were con-
ducted there from start to finish, as 
the front desk was eliminated. Com-
munications among newly created 
care teams were enhanced through 
pre-clinic huddles and the use of 
two-way radios. Radio usage was 
initiated to reduce time spent wait-
ing for assistance and allow instant 
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communication across a large office 
space. Weekly practice-wide meet-
ings were held during the process to 
troubleshoot. We report the results 
of a qualitative process designed to 
determine the facilitators and bar-
riers to change in our practice rede-
sign experiment.

Methods
 Small focus groups were separate-
ly conducted with the medical fac-
ulty, residents, and medical support 
staff to capture their impressions 
regarding factors that facilitated or 
hindered the change process. Focus 
groups were conducted, audiotaped, 
and transcribed by a psychologist 
member of the behavioral health 
faculty. This faculty member joined 
the practice after the redesign was 
completed, and her personal clini-
cal practice was not affected by the 
changes. This research was approved 
by the Institutional Review Board as 
part of the P4 project. 

Focus group questions were de-
veloped by three family physician 
faculty involved in the redesign pro-
cess. A sample is presented in Table 
1. Thematic analysis was performed 

by two psychologists on the behav-
ioral health faculty at the Hender-
sonville program, who independently 
coded 100% of the focus group data. 
After data were independently cod-
ed, consensus between coders was 
reached using comparative analytic 
techniques until thematic saturation 
was reached. The data present-
ed here reflects the final response 
themes, their descriptions, and exem-
plars chosen to reflect those themes.

Results
Participant composition is displayed 
in Table 2. The faculty group con-
ducted included the participation of 
those physicians who developed the 
focus group questions. Results are 
summarized in Table 3.  

Facilitating factors were instru-
mental in overcoming obstacles and 
gaining buy-in from providers and 
staff during this large-scale change. 
As difficulties emerged, problems 
were collectively solved by the new 
teams. Though initially resistant, 
staff gradually grew more willing to 
provide feedback and to participate 
in the regular meetings. This created 
greater team cohesion and a sense of 

ownership of the change process. As 
one staff member put it, “We all have 
responsibilities, but we know that if 
we miss something most likely some-
one else is going to catch it because 
we know exactly what we are sup-
posed to do for each other.” Adding 
new staff with the desired attitudes 
and skills to replace those that left 
also had a positive impact.

Key challenges for the groups in-
cluded ineffective communication to 
address barriers to change (eg, resis-
tance, motivation) as well as insuf-
ficient resources. Faculty and staff 
saw the decision to change as a man-
date from practice leadership. Plan-
ning for the redesign did not initially 
involve support staff. Early leader-
ship presentations to explain the 
purpose of the redesign, acknowledge 
potential challenges, and obtain buy-
in were seen as insufficient. A staff 
member commented that “I think 
if we better understood the ‘whys’ 
as much as the ‘hows’, probably the 
whole group could have helped.” 
Staff training for the redesign, for 
economic reasons, was conducted si-
multaneously across the practice, in 
the midst of actual patient care. This 

Table 1: Sample of Focus Group Questions

Medical Faculty
1. What is it like to work in a place where clerical/financial and clinical duties are integrated? 
2. What were your expectations regarding the redesign? 
3. What was easy/hard about the redesign? 
4. How has the redesign affected patient care? 
5. How has the redesign affected your job satisfaction? 
6. What would make your work more effective? 
7. How has the redesign affected your role as a teacher? 
8. What are your expectations for the future?

Residents 
1. What is it like to work in a place where clerical/financial and clinical duties are integrated? 
2. How has the redesign affected your residency training?
3. What aspects of this practice would you want in your own practice? 
4. What do you think is your role within the team?
5. What do you think about your ability to provide patient care within the current system?
6. How has the re-design affected your job satisfaction?
7. What would make your work more effective?

Medical Support Staff
1. What is it like to work in a place where clerical/financial and clinical duties are integrated?
2. What worked with training? What didn’t work?
3. What is it like working on your team? How would you describe cohesion?
4. What would make your work more effective?
5. For those who joined the practice after the redesign, how do you view the system as a whole?
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was cited as difficult because staff 
did not have enough time to learn 
the skills before proficiency was ex-
pected. The number of support staff 
was viewed as inadequate to support 
the transition, and lack of addition-
al compensation for acquiring new 
skills was noted. 

Medical faculty and support staff 
focus groups cited patient appreci-
ation of increased privacy and en-
hanced interpersonal relationships. 
One faculty commented about a pa-
tient apologizing for taking so much 
time, “I told her I had time. I am 
spending a lot more time with the 
patients in the room communicat-
ing with them.” Residents mentioned 
partnering with an effective team in-
creased job satisfaction and facilitat-
ed delivery of more comprehensive 
patient care. Support staff appreci-
ated the opportunities for increas-
ing knowledge and expanding their 
skills. Faculty unanimously agreed 
that the EHR facilitated improve-
ments in efficiency and efficacy in 
supervising residents through great-
er and faster access to their work.

The redesign impacted resident 
training in a positive manner. Resi-
dents felt they were exposed to the 
organizational aspects of managing a 
practice. They participated in the de-
cision-making process and interacted 
with support staff in new ways. The 
resident focus group acknowledged 
the value of the EHR but struggled 
using it efficiently in the exam room. 
Noteworthy is that no residents in-
dicated they were likely to fully im-
plement the redesign model in their 
future practice, citing discomfort de-
pending so much on support staff 
knowledge and ability. 

Discussion
The key elements of our redesign 
are still in use 4 years later. Simi-
lar to NDP learnings,2 whole-practice 
transformation required unwavering 
effort, as new processes, roles, and 
attitudes coalesced over time. For fi-
nancial and practical reasons, our 
redesign was implemented through-
out the practice at once, rather than 
piecemeal. We knew that our staff 
numbers were not ideal, but we 
thought we could overcome that. 
This led to providers and staff feel-
ing overwhelmed with the workload 
and uncomfortable in their new roles. 
Three staff members left during the 
first 6 months of the redesign, and 
two faculty left after the first year. 
While this approach may have re-
sulted in higher than usual attrition 
among faculty and support staff, it 
ultimately allowed us to recruit for 
desired attitudes and strengthened 
the group in the long run. 

The practice leadership acknowl-
edges that initial education and com-
munication efforts were insufficient. 
The impact and effort involved in 
such large-scale change was under-
estimated when the redesign was 
conceived. There was considerable 
early resistance from faculty and 
support staff, necessitating frequent 
discussion of difficulties. Expectedly, 
residents proved more open to the 
radical nature of this change than 
faculty.  Despite efforts to create op-
portunities for all team members to 
contribute solutions, support staff 

remained surprisingly reluctant to 
critique provider behavior. It was 
exceedingly difficult to alter the be-
lief that the provider was solely re-
sponsible for team decision making. 
Successfully addressing this power 
differential through shared team 
leadership has greatly enhanced the 
practice environment for patients, 
providers, and staff. Perhaps, though 
cost-prohibitive at the time, a dedi-
cated facilitator could have helped 
us anticipate this and lay a firmer 
foundation for sustainable change.5

From a residency education per-
spective, there was value perceived 
in participating in a redesign pro-
cess. Residents enjoyed working 
with staff who had an enhanced 
skill set and viewed their patient 
care as more transparent and or-
ganized. Interestingly, the residents 
were unclear how much of the prac-
tice redesign model they would try 
to implement in their own practices. 
The most likely reason for this is the 
difficulties our practice encountered 
and the effort involved in the rede-
sign. They also felt less confident 
in a team leader role and teaching 
others clinical skills. Further study 
is required to assess which factors 
determine future implementation 
of practice redesign elements after 
graduation. 

Limitations
Given the nature of qualitative re-
search, results may not generalize 
to other samples or populations. 

Table 2: Description of Focus 
Group Participants

Group Participants

1 Medical faculty

2  Residents

3 Support staff

4  Support staff

Table 3: Summary of Barriers, Facilitators, and Outcomes

Facilitators • System worked better over time
• Teams coalesced and stabilized
• Recruited staff open to change

Barriers • Inadequate communication
• Insufficient training
• Insufficient support staff
• Inadequate compensation/appreciation 

Positive outcomes • Increased patient satisfaction
• Increased job satisfaction (for providers 
and nursing staff)
• Improved care delivery
• Enhanced resident training

Negative outcomes • Faculty and staff  turnover
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Participants may have influenced 
one another or been affected by 
groupthink effects. Further, results 
and data interpretation may not al-
ways accurately reflect data gath-
ered. We were limited by the small 
number of participants in our focus 
groups, as well as by the single site 
studied. However, our qualitative 
approach that included all those in-
volved enriched understanding of the 
faculty, staff, and residents’ experi-
ences and attitudes. Data collection 
on a larger number of individuals 
combined with quantitative data 
would allow us to better assess the 
study factors leading to successful 
practice redesign in our setting.

Conclusions
Successful practice redesign is dif-
ficult and hinges on nurturing 
relationships and prioritizing com-
munication. Sufficient time and en-
ergy should be applied early in the 
planning process to ensure buy-in, 

address existing communication 
problems, and allow all stakeholders 
input on the logistics of the process. 
Our results suggest that PCMH-
based practice redesign can enhance 
the educational experience of family 
physicians in training. It remains to 
be seen whether this will translate 
into their future real-world practice 
of a new model of care. Revisiting 
their perspectives on practice leader-
ship, communication and innovation 
after a few years in practice might 
yield quite different results. 
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