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    Abstract

ABSTRACT

Efforts to redesign primary care require multiple supports. Two potential members of the primary care team—practice facilitator and care manager—can play important but distinct roles in redesigning and improving care delivery. Facilitators, also known as quality improvement coaches, assist practices with coordinating their quality improvement activities and help build capacity for those activities—reflecting a systems-level approach to improving quality, safety, and implementation of evidence-based practices. Care managers provide direct patient care by coordinating care and helping patients navigate the system, improving access for patients, and communicating across the care team. These complementary roles aim to help primary care practices deliver coordinated, accessible, comprehensive, and patient-centered care.

Key Words	care coordination
	practice facilitation
	primary care
	patient-centered care
	quality improvement


INTRODUCTION

Recently, policy makers have focused on redesigning primary care in the United States with the aim of achieving a 3-part goal of: better patient experience, improved health, and reduced costs. To transform the way they deliver care, practices will require various supports and will need to use teams more effectively. Two potential members of the primary care team, each with unique skills and responsibilities, have been missing from most primary care practices, particularly small- and medium-sized practices, despite having shown promise in improving care.1-3

Practice facilitators, also known as practice coaches or quality improvement (QI) coaches, help practices undertake QI projects, understand and use data for QI, and develop capacity for continuous QI. They also often help practices become patient-centered medical homes. Care managers—embedded within or otherwise integrated into a practice team—play a direct role in patient care, providing patient education and training in self-management skills and, beyond the walls of the practice, they coordinate care with other clinicians and settings and connecting patients to community resources and social services. Both these team members can play vital roles in the improvement of care delivery, making it more coordinated, comprehensive, and patient-centered. This article discusses the roles of these 2 members of the primary care team and highlights their complementarity in helping practices improve care delivery to better outcomes.


Practice Facilitators

Practice facilitators work closely with primary care practices to build capacity for QI activities and help the practice reach incremental and transformative improvement goals.4 Facilitators work with practice staff to redesign workflows and processes so staff can better serve patients; they do not provide direct care to patients. Facilitators are typically, though not always, external to a practice, striking a balance between working closely with practice staff and providing an objective, third-party perspective on practice operations by assisting practices in various ways:

	
Helping practices organize, prioritize, and sequence QI activities and, in many cases, achieve medical home recognition

	
Training practice staff to understand and use data effectively to drive QI

	
Increasing practice capacity for continuous QI activities, and creating and maintaining an ongoing QI infrastructure within the practice

	
Building a team orientation and promoting effective communication patterns among practice staff, and helping to create a practice culture that is receptive to change



In contrast to short-term or onetime QI activities, such as academic detailing, facilitation usually involves an ongoing relationship between the facilitator and the practice, although work on specific projects may occur intermittently. Accordingly, facilitators work to develop long-term, trusting relationships with practice staff (including both clinical and administrative staff). Facilitators also play an important role in understanding how all practice staff work together and in helping staff organize the practice’s QI efforts. Because facilitators work with multiple practices, they can provide “cross-pollination” of best practices and communicate lessons learned across the practice community. In addition, facilitators connect practices to a variety of resources (for example, arranging for a practice to meet with a technical expert relevant to a specific QI topic) and sometimes negotiate with external vendors (for example, firms providing health information technologies).5

Given the variety of roles they play, facilitators need a number of skills. Core competencies include excellent interpersonal and communication skills, expertise in acquiring and using data to drive improvement, and knowledge of QI methods.4 Facilitators may also need to develop specific competencies for certain QI interventions or activities. Individuals with these skills can come from a variety of backgrounds, and existing programs have hired facilitators from social work, nursing, counseling, health management, and business, among others. Areas in which facilitators have been particularly active recently—reflecting, in part, available funding for facilitation services—include assisting practices in the meaningful use of electronic health records and helping pursue transformation processes, such as implementing team-based care and patient-centered medical homes. In 2011, the Agency for Healthcare Research and Quality (AHRQ) awarded cooperative agreement grants to 4 state-based coalitions in Oklahoma, North Carolina, New Mexico, and Pennsylvania. These grants support sustainable state-level initiatives utilizing primary care practice facilitators to assist small- and medium-sized practices with primary care redesign and quality improvement activities. (More information about this initiative is available at http://ahrq.hhs.gov/research/impactaw.htm.)



Care Managers

The care manager’s central role is delivering and coordinating services for patients, including coordinating care across clinicians, settings, and conditions/diseases, and helping patients access and navigate the system. While these care coordination activities may benefit many patients, they can be particularly useful for those with chronic conditions and many care needs.6,7 Working closely with patients and their families, care managers’ activities often include the following :

	
Assessing (and regularly reassessing) patients’ care needs

	
Developing, reinforcing, and monitoring care plans

	
Providing education and encouraging self-management

	
Communicating information across clinicians and settings

	
Connecting patients to community resources and social services



Several of these activities occur between office visits, with care managers working to ensure that patients receive required care and necessary information.

Care managers, as we define them, are practice-based staff with direct patient contact. They take on the coordination activities described above and participate in both the clinical and nonclinical aspects of care. Care managers are sometimes referred to as care coordinators, patient navigators, or patient coaches. (Case managers may also perform the coordination functions described here, although some view case management as more clinical than care management, with an emphasis on a particular disease or condition. Case management can be practice based, but it often is provided by the patient’s health plan or managed care organization and involves little to no direct face-to-face patient contact.)8 Educational backgrounds of care managers include nursing, social work, and counseling, among others.

View this table:	View inline
	View popup



Table 1 
Characteristics of Practice Facilitators and Care Managers






Role of Facilitator vs Care Manager: An Example

Using the example of a disease registry to help a practice track its patients with diabetes, a facilitator and care manager would play different roles. The facilitator might help the practice develop or refine its patient registry, including deciding which types of patient information, laboratory results, and utilization data to collect; what software to use; and how to populate the registry. The facilitator might teach clinicians, care managers, and other staff how to use the registry to track the practice’s panel of patients with diabetes and monitor progress over time in improving diabetes care.

In contrast, the care manager might use the disease registry to actively manage care for individual patients with diabetes. He or she might use this information to monitor and follow up with specific patients, and schedule needed appointments and tests. Thus, the facilitator might use the registry to help the care manager identify patients with diabetes who are not receiving a particular preventive service (such as foot examinations) and discuss why rates for this service are lower than expected and how the practice might boost them. This process could directly inform specific changes in approach, such as how the care manager conducts outreach or how clinicians identify and refer patients with diabetes to the care manager.



Synergies Between Facilitators and Care Managers

Practices need multiple supports to improve care, and facilitators and care managers play mutually supportive roles in this regard—working at the system and patient levels, respectively. Both expand the primary care team and allow various functions to be performed more cost-effectively by team members other than physicians and nonphysician clinicians. Facilitators and care managers also provide support against the tyranny of the urgent—allowing staff to move beyond patients’ acute needs and focus more broadly on providing coordinated, accessible care and improving quality and patient experience.9



Funding for Facilitators and Care Managers

Despite growing consensus about the need for practice facilitators and care managers in primary care teams, establishing and sustaining funding for these positions can be challenging. Currently, facilitation services are often supported by federally funded programs (such as Area Health Education Centers or Health Information Technology for Economic and Clinical Health [HITECH] Regional Extension Centers), state government and/or Medicaid program waivers (for example, the Vermont Blueprint for Health), and philanthropic organizations (such as the Commonwealth Fund’s Safety Net Medical Home Initiative and the Robert Wood Johnson Foundation’s Improving Performance in Practice program). These funding sources position facilitators as a shared community resource whose services are available to many practices. Health systems that own practices, as well as health plans interested in improving patient-level outcomes, may also fund facilitation. Although uncommon, practices may pay directly for facilitation services.

Care managers are much more likely than facilitators to be paid practice employees. Some payers support practice-based care managers directly by paying their salaries or providing staff; indirect methods of support include paying practices per capita care-management fees or sharing savings or bonuses for achieving certain outcomes. A shared resource approach, in which a care manager works within a practice but serves multiple practices in a community, has also emerged in several areas and may be particularly useful for small or rural practices.10



CONCLUSIONS

Primary care practices require multiple supports to transform care and maintain quality improvements over time. Facilitators and care managers are increasingly receiving attention as potentially important players in primary care redesign. They have distinct but complementary roles: facilitators play a vital role in coordinating practice QI and redesign efforts, whereas care managers do the critical work of coordinating patient care. Both aim to deliver coordinated, accessible, comprehensive, and patient-centered care.

Disclaimer: The opinions expressed in this document are those of the authors and do not reflect the official position of Agency for Healthcare Research and Quality or the US Department of Health and Human Services.
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