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Background: Practice facilitation (PF) is a promising but relatively new intervention supporting data-driven
practice change. There is a need to better detail research-based facilitationmethods, whichmust balance
intervention fidelity and time restrictions with the flexibility required for the intervention. As part of amulti-
level 4-armed cluster randomized clinical trial (RCT), 32 rural primary care practices received PF for 1 year.
We evaluated the feasibility of having facilitators guide practices to perform 4key driver domain activities,
implemented as Plan-Do-Study-Act (PDSA) cycles, to better understand facilitation “exposure.”We describe
the intervention and activity length such that our experiences may be useful to other PF research efforts.

Methods: Thirty-two practices serving rural patients involved in the Southeastern Collaboration to
Improvement Blood Pressure Control engaged with a facilitator to develop and implement PDSAs
nested within key drivers of change domains. Numbers of months practices worked on activities
deemed most likely to be sustained were captured along with practice satisfaction data.

Results: All practices engaged in at least 4 domain-level activities, and 59% of the PDSAs were active
for at least 3months. There was variation by domain in the average length of the PDSA activities.
Ninety-seven percent (31 of 32) of practices recommended similarly structured facilitation services to
other primary care practices, and 84% (27 of 32) noted substantive changes in their care processes.

Conclusion: In this trial, it was feasible for PFs to engage practices in at least 4 Key Driver quality
improvement activities within 1 year, which will inform PF methods and protocol development in future
trials. ( J Am Board Fam Med 2021;34:991–1002.)
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Introduction
Background

African American adults have significant hypertension
(HTN) and uncontrolled HTN disease burden.1,2

Research teams and funding agencies continue to
work to understand how to improve outcomes for this
population and identify resources to support patients
working to control their blood pressure and the pri-
mary care clinical staff who serve them.

Practice facilitation is a promising approach to
redesigning care where practice facilitators (PFs)
guide primary care practice staff and providers to
understand how to implement data-driven quality
improvement (QI) strategies.3 Berta et al. describe
practice facilitation as a concerted, social process
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that focuses on evidence-informed practice change
and incorporates aspects of project management,
leadership, relationship building, and communica-
tion.4 Practice facilitation interventions have been
associated with improved care processes and out-
comes for patients with asthma,5 diabetes,6 elevated
risk for cardiovascular disease,7 and hypertension.8

Facilitated interventions have resulted in improved
general testing behaviors for cancer,9 enhanced
adoption of screening guidelines among prac-
tices10,11 and improved workflows that support care
for patients using opioids.12 Unlike traditional con-
sulting models, PFs guide practices to become their
own agents of change.13

Although the evidence for the impact of practice
facilitation is building, it is still a relatively new
strategy, and questions remain. For example, which
methods of practice facilitation work in which set-
tings? How can the practices’ exposure to PFs or
the interventions that PFs guide be captured? A
recent meta-analysis of 43 practice facilitation
interventions and associations with practices’ adop-
tion of evidence-based guidelines noted a relation-
ship between the “intensity” of facilitation, defined
as number of contacts and length of time spent in
meetings including facilitators, and practice stake-
holders, but no relationship between the duration
of the overall PF intervention on guideline adop-
tion.14 More recent trials have captured the amount
of time PFs spend in direct contact with practice
stakeholders but have not included these time expo-
sures as variables in their analyses.15,7

A basic tenet of PF activities is to use the Plan,
Do, Study, Act, or “PDSA” framework.16 PDSAs
are a series of steps to gain valuable learning,
knowledge, and continuous improvement of an
existing or newly implemented process.17 A PDSA
cycle is an iterative 4 step management tool used in
a variety of businesses to organize improvement
activities and is rooted in the work of Shewhart,
Deming, and others.16 It is the action step used to
carry out small changes and rapidly understand if
changes result in improvements in outcomes. In the
“Plan” stage, goals and outcomes are defined, the
“Do” stage is when the plan is conducted, and data
are collected, the “Study” stage is then used to eval-
uate if outcomes are enhanced, and the “Act” stage
then moves the process forward by making small
data-driven changes.18

Although there is no unified framework for eval-
uating the implementation of PDSA cycles, QI

enthusiasts and researchers continue to rely on
them to drive change in diverse organizations. In a
systematic review, Taylor et al19 analyzed several
key parameters to assess the efficacy of PDSA
cycles, including duration of both “single isolated
cycles” and iterative chains of PDSAs. There is no
set recommended length of PDSAs and, by their
very nature, can be brief. They also can be iterative,
thus involving making small tweaks to processes
continuously until a group determines that the
cycles are completed or abandoned. In Taylor’s
work, the authors noted a marked range in the du-
ration of individual PDSA cycles. For instance, in 1
case, there were 3 cycles completed in a single day,
while in another example, 1 cycle was completed in
16months.19

Our aim in this article is to share our experiences
with PF in the Southeastern Collaboration (SEC)
to Improve Blood Pressure Control cluster-
randomized trial and evaluate if it was feasible for
PFs to guide the implementation of at least 4 Key
Driver Domain activities using the PDSA frame-
work, all within a 1-year time interval for all 32 pri-
mary care practices randomized to receive practice
facilitation services. As a central tenet of PF is its
highly flexible, customized approach, it was not
clear if our goal of at least 1 QI activity in each of
the 4 domains in 1 year was feasible.

Herein we describe the SEC’s practice facilita-
tion intervention and its assessment framework in
hopes that some of our approaches may be useful to
others studying practice facilitation.

Methods
Setting

Details of the SEC cluster randomized trial are
described elsewhere20. Briefly, the aim of the trial
was to understand if a practice- or patient-level
intervention, alone or in combination, delivered in
primarily rural primary care and community set-
tings in North Carolina and Alabama, can positively
impact blood pressure control among African
American adults with uncontrolled hypertension,
possibly by addressing factors at both the practice-
and patient-level that aim to address social determi-
nants of health in addition to a traditional focus on
standardizing care, engaging in data-driven practice
change, using team-based interventions, and sup-
porting patients in self-management activities. The
practice-level intervention was practice facilitation,
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and the patient-level intervention was a telephone-
delivered peer coaching self-management interven-
tion. A total of 69 practices serving rural-dwelling
citizens were engaged in the trial. In this 4-armed
trial, practices were randomized to receive (1) 1
year of practice-level facilitation, (2) patient-level
peer coaching for 25 recruited patients/practice,
(3) both interventions together, or (4) enhanced
usual care resources that were provided to prac-
tices in all study arms, which included access to
online educational and self-management tools,21

home blood pressure cuffs for the 25 recruited
subjects, and other patient-facing educational
materials. PFs led the practices through change
activities intended to improve hypertension con-
trol among their patients. Importantly, PFs were
trained to guide practices to select at least 1 QI
activity in each of 4 domains of a Key Driver of
Implementation framework—a framework that
supports moving people beyond knowledge acqui-
sition to actual implementation in practice
(Figure 1).22 As the study was focused on
enhanced HTN control, Domain level activities
targeted HTN control (Figure 1 and Table 1 for
HTN examples). We partnered with the North
Carolina Area Health Education Center’s
Practice Support Program’s leadership and seas-
oned practice facilitators in this project who
endorsed the use of PDSAs and the Model for
Improvement in efforts to guide practices in their
efforts to use data to drive change, thus the reason

for selecting this QI framework in this feasibility
analysis.

The PF Intervention and 4 Key Drivers of

Implementation

Thirty-two practices were randomized to receive the
PF intervention and engaged with a facilitator via
onsite and remote communication (video confer-
ence, e-mail, phone), where they co-developed and
implemented Key Driver Domain level activities
using PDSA cycles and methods. Activities targeted
enhanced hypertension control for all patients
served. PFs continuously guided practices to use QI
methods as part of their SEC study engagement but
also to use indefinitely as other challenges arise.

The 4 domains of the Key Drivers of Change
framework are (1) Clinical Information Systems
(CIS), where data from a practice’s own patients
and practice experiences is used to drive change; (2)
Standardized Care Processes (SCP), where care is
standardized to assure that evidence-informed care
is being delivered to all patients with a condition of
focus and at all visits where appropriate; (3)
Optimized Team Care (OTC), where clinical teams
work together to share workloads and patient care
tasks such that the burden of QI work does not fall
on just a few, and (4) Self-Management Support
(SMS), where clinical staff work with patients to
take action to enhance their health and health out-
comes by engaging in activities that are performed
outside of the office setting.

Figure 1. Key Drivers of Implementation Domains and Supporting Activities for Plan, Do, Study, Act (PDSA)

framework in Practice Facilitation. Abbreviations: BP, blood pressure; HTN, hypertension.

doi: 10.3122/jabfm.2021.05.210140 Plan, Do, Study, Act Quality Improvement 993

copyright.
 on 1 M

ay 2025 by guest. P
rotected by

http://w
w

w
.jabfm

.org/
J A

m
 B

oard F
am

 M
ed: first published as 10.3122/jabfm

.2021.05.210140 on 17 S
eptem

ber 2021. D
ow

nloaded from
 

http://www.jabfm.org/


PF Training

We hired two experienced PFs and four individuals
with clinical, public health, or quality improvement
experience for the study. Six PFs completed the 13-
week PF Certificate Program at Millard Fillmore
College of the State University of New York at
Buffalo (Table 1). Priority topics included learning
the basics of QI and data collection/measurement,
understanding the chronic disease model,23 using
tools to help practices map workflows, implement-
ing PDSA cycles, and optimizing the use of care
teams. The program concluded with a 40-hour field
experience where trainees receive 1-on-one mentor-
ing by experienced PFs serving practices in Eastern
North Carolina. As practice change requires staff
and provider behavior change, the PFs were for-
mally trained in motivational interviewing and
engaged in role-playing experiences. PFs used a
HTN study-specific implementation guide adapted
from prior PF interventions in North Carolina and
other publicly available resources.24 The guide’s
contents reinforced how to abstract practice level
HTN control data and how to capture/score the
breadth and depth of involvement of practice staff

engaged in Key Driver domain level activities
monthly using an ordinal scale, the Key Driver
Implementation Scale (KDIS) (Table 2).

Intervention Rollout
Within 2weeks of a practice’s randomization to the
PF arm, the assigned PF met with the practice staff
and providers to review the study objectives, explain
how they would be guided through a collaborative
process of developing and implementing PDSAs
that fit within the Key Driver framework, and how
activities needed to target BP control among their
patient populations, thus not just those recruited
into the study.

Based on prior reports of suboptimal measure-
ment techniques in community practices,8,25

facilitators were encouraged to engage practices
in activities that addressed appropriate BP mea-
surement early on in the intervention period in
the Standardized Care Process domain. PFs also
understood the need to engage practices in clini-
cal information systems PDSA cycles to help
practices understand their HTN control data
and understand if change activities resulted in

Table 1. Summary of Practice Facilitator Training

Training Activity/Resource Details

Practice Facilitator Certificate Program at Millard Fillmore
College of the University at Buffalo of The State University
of New York

• Building organizational capacity in change management
• Building core competencies in using quality improvement

methods (engaging practice teams in PDSAs, using data to
drive change, doing workflow analysis, and using the Chronic
Care Model23

• 40 hours of fieldwork with an experience practice facilitator
mentor

Motivational Interviewing Training • A half-day workshop on how to use motivational interviewing
to encourage practice change, help patients with self-
management support, and keep practices engaged in the
research project

Twice monthly practice facilitation 1-hour long work group
calls (Year 1 to 4) (Year 5 reduced to monthly)

• Videoconference calls to support PF work within the practice
and to implement the study protocol, during which PFs shared
and archived helpful resources

• Specific training in health equity and how to guide practices to
engage in PDSA activities that specifically focused on
enhancing outcomes for African American patients

Practice Facilitation Implementation Guide designed around the
Key Driver Framework

• Thirty-page “how to” study implementation guide for
facilitators including ideas for PDSA activities to guide
practices to select activities to implement, including those that
focus on enhanced activities to better serve African American
patients. The guide included background on the study,
descriptions of the 4 Key Driver domains, and an inventory of
potential QI activities nested within Key Driver domains

Other professional development activities • Practice Facilitation professional development experiences and
team presentations on early lessons and study findings

• Attendance at The North American Primary Care Research
Group’s International Conferences on Practice Facilitation:
November 2017, December 2018, and June 2019

PF, practice facilitation; PDSA, Plan, Do, Study, Act; QI, quality improvement.
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improved HTN control. Practices could engage
in as many PDSA cycles as they wished as long as
1 PDSA cycle was completed in each of the 4
Key Driver domains.

PFs met with their practices in person at least
once monthly. Each practice selected a Practice
Champion from among their staff who served as
the point of contact for the PF and study staff.
Champions were selected for their interest in BP
control and level of enthusiasm for the study.

Data Collection

PFs Monthly Assessments of Each Practice
Using the Key Drivers of Implementation
Scale (KDIS)
The PFs were asked to score each of their prac-
tices monthly using the KDIS, adapted for the
SEC trial. The KDIS is an assessment instrument
consisting of 3 to 5 options that captures progress
in each domain. PF-rated KDIS assessments have
been correlated with practice-level outcomes
(Figure 2).26,27 Early in the intervention period,
discussions during the twice-monthly PF calls
served to calibrate the PFs to approach and score

their assessments similarly. The KDIS served the
dual purpose of evaluating practice progress and
the 4 domains and allowing the PF to view pro-
gress over time.

Key Driver Domain of PDSA Cycles and Cycle
Length
The PFs documented all PDSA activities and nested
these in their corresponding Key Driver Domains.
PFs documented the start and end dates of eachPDSA
cycle. PFs noted the type of activity, how it related to
BP control, and field notes about challenges encoun-
tered.Near the end of each practice’s 12-month inter-
vention period, PFs were asked to identify, in
partnership with the practice champions, 1 Key
Driver PDSAactivity they deemedmost engaging and
most likely to be included as part of practice behaviors
beyond the end of the PF intervention. We identified
these as the “best”PDSAs in the study database.

Results
Of 32 practices, 14 were affiliated with our study’s
North Carolina sites (5 with University of North

Table 2. Key Driver Implementation Scale (Descriptions Have Been Shortened for Publication)

Clinical Information Systems (CIS). The practice. . .
0 currently does not review practice population data
1 trusts their BP data reports enough to consider implementing change activities
2 has access to reliable data on their patients with HTN
3 reviews BP data monthly, discusses how to make changes to improve processes to optimize BP control

Standardized Care Processes (SCP). The practice. . .
0 no activity on following evidence-based protocols for HTN
1 has identified ≥ evidence-based protocol(s) for HTN, has begun customizing it for their practice
2 has no activity on following evidence-based protocols for hypertension
3 has established a workflow to implement≥ 1 HTN protocol, and it has been tested it on a few patients
4 has implemented an evidence-based protocol for HTN, but not yet used with all patients
5 routinely fully implements≥ 1 evidence-based protocol for HTN

Optimized Team Care (OTC). The practice. . .
0 has no QI activities related to HTN
1 has occasional meetings/discussions about HTN QI, but no practice-wide understanding of QI
2 has a QI team that communicates regularly, plans tests, discusses results, knows project’s focus/measures
3 QI team runs multiple tests simultaneously, communicates findings, and the entire office staff

Self-Management Support (SMS). The practice. . .
0 currently has no activity on self-management support for patients with hypertension
1 staff understands the difference between patient education and self-management support
2 identifies HTN related SMS resources and incorporates the use of the resources into their workflow
3 develops tracking systems to monitor use of HTN-related SMS resources
4 care team collaborates with patients to sets, documents, and reviews HTN-related SMS goals
5 care team assess patients’ confidence level related to managing their hypertension

HTN, hypertension; QI, quality improvement.
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Carolina and 9 with East Carolina University) and
18 with the Alabama (University of Alabama-
Birmingham [UAB]) site. Fifteen of the 32 were
community health centers, the mean number of full-
time providers was 3.7, just under a quarter of the
patients were Medicaid beneficiaries, and 58% were
African Americans (Table 3). Most practices had
some prior experience performing QI projects, and
one-third had received patient-centered medical
home recognition (Table 1). These descriptive data
demonstrate the diversity of the practices in our
cohort that included very small practices where a
provider may only be onsite a few days per week ver-
sus practices that were larger community health cen-
ters that include dental, social work, and other
services along with traditional primary care services.

PF Practice Case Load

The number of practices that received facilitation serv-
ices per PF ranged from 5 to 11. Themonthly caseload
of practices ranged from 1 to 7 (Figure 3). The final
workforce over the length of the study included 4 PFs.
For UAB, 1 PF received training in case a substitute
was needed (it was not), and 1 PF left the project early
in the intervention phase and was replaced (shown in
thefirst 2 rows asPF1a andPF1b inFigure 3).

PDSA Cycles in Each of 4 Key Driver Domains

All 32 practices successfully implemented at least 4
PDSA activities, including 1 from each Key Driver

domain. Examples of PDSA activities grouped by do-
main are summarized in Table 4.

PDSA Activity Duration

There were 128 “best” PDSA cycles available to an-
alyze the PDSA cycle duration (see Figure 4 –

PDSA lengths by Key Driver). Overall, 76 (59.4%)
PDSA cycles were maintained for at least 3months.
Within Key Driver domains, 72% of Clinical
Information System activities were maintained for 3
or more months, 66% of Self-Management support,
53% of Standardized Care Processes, and 47% of
the Optimized Team Care activities were main-
tained for at least 3months. In addition, there is
noted variation in the spread of the data over time
among the Key Driver PDSAs where some CIS and
SMS activities were maintained over longer periods
while OTC and SCP activity time lengths had rela-
tively less variation (Figures 4 and 5).

Discussion
In this article, we describe the SEC PF intervention
and the framework devised to assess PF activities as
they engaged their practices in Key Driver domain
level PDSA activities. We demonstrated that at least
4 QI activities around improving BP control, 1 in
each domain of our Key Driver framework, could be
completed by each practice over a 1-year period.
The more engaging and durable of these QI activities
varied in their duration; 59% were sustained for 3 or
more months. As practice facilitation, by design, is

Figure 2. One Practice’s Standardized Care Plan, Do, Study, Act Process using the Key Driver Implementation

Scale.
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purposefully flexible and adaptive to practice needs,
we feel this is an important step in identifying ways
to capture “exposure” to facilitated interventions in
research trials performed in real-world settings.

We observed differences in duration of PDSA
cycles by domain. We were not surprised to observe
a longer duration of activities in the Clinical
Information Systems domain. In our ongoing and
past trials involving facilitation services, we note that
practices often need significant time and guidance to
learn how to access and report reliable patient- and
population-level data, especially for practices new to
electronic health records or reporting require-
ments.25,26,8,19,27 In contrast, engagement in activities
in the Standardized Care Processes domain required
less time; in general, these are activities more familiar
to clinicians, with long-standing practice guidelines
emphasizing evidence-informed care, as reflected in
the fact that 84% reported prior experience with QI.
The team-based care domain was a newer concept
for many of our SEC practices but was deemed easier

to accomplish in shorter timeframes than the other
Key Driver PDSA cycles. This finding may have
been due to the activities involving small groups of
staff within the confines of their own practices. In
contrast, self-management support activities that rely
on the inclusion of patients and may involve activities
over time or over several office visits (for example, if
they documented home BPs or were able to meet
self-care goals) required more time. These issues of
one’s locus of control and other factors can influence
the length of time needed to develop, implement,
and complete improvement activities. Future facilita-
tion trials may find these observations helpful as they
design their interventions.

Regarding prior literature, authors have shared
descriptive information about how long some
aspects of PDSA cycles lasted, but few have com-
pared the relative duration of PDSA cycles in the
larger context of KeyDrivers of Change.We are not
aware that prior reports have included data on the
duration of time spent on various types of PDSA

Table 3. Characteristics of the 32 Study Practices Exposed to Practice Facilitation Services

Practice Characteristics Survey Items, [# Missing] n/Mean (%, SD, range)*

Practice Size (mean, range)
Number of full-time providers (MD/DO, NP, PA), 0 3.7 (0 to 21)
Number of part-time providers (MD, DO, NP, PA), 0 0.9 (0 to 18)
Number of other professionals (nurses, administrative/clinical support staff), 0 12.3 (2 to 53)
Practice ownership type, [0 missing] (N, %)
Private 11 (34.4%)
Federally qualified health clinic or look-alike 15 (46.9%)
Free Clinic 1 (3.1%)
Part of a hospital/health system 5 (15.6%)
Number of years practice has been in operation, 0 (N, range) 16 (1 to 42)
Payer mix [0 missing], (% and range)
Medicare 22% (0% to 60%)
Medicaid 23% (0% to 50%)
Dual Medicare/Medicaid 8.5% (0% to 30%)
HMO, PPO, Commercial 21% (0% to 72%)
Uninsured 24% (0% to 100%)
Other 2% (0 %to 17%)
Has received patient-centered medical home recognition, [1] (n, %) 10 (32%)
Number of patient visits to providers per year, 0 (mean, range) 11,928 (1 to 100,000)
Practice busyness34 (0 to 10, where 10 is most busy), 0, (mean 6 SD) 7.5 61.7
% African American patients, 0, (mean, range) 57.5% (25% to 94%)
% Hispanic/Latino patients, [4], (mean, range) 10% (0% to 60%)
Number of practices with prior quality improvement project experience with
chronic disease focus 0 (n, %)

27 (84%)

SD, standard deviation; HMO, health maintenance organization; PPO, preferred provider organization.
*Data provided as absolute numbers or means and standard deviations (SD) for continuous variables and proportions as appropriate.
Data rounded to tenths position.
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cycles. In fact, we are not aware that prior authors
have attempted to estimate the amount of time
exposed to PFs and the impact of facilitation services
on additional time practices spend on improvement
activities when their PF is not directly involved.18,28

The systematic review by Taylor et al28 includes
multiple manuscripts that provide some information
on “temporal duration of cycles,” but the details are
limited. For instance, in 1 study, a practice imple-
mented a process for performing diabetic foot exams
by dedicating 2weeks of staff time to doing so29

while in another study, authors described that a
“Do” part of a PDSA cycle lasted 2months30 without
further quantification. Other authors noted how of-
ten subsequent PDSA cycles would occur to reassess
how well a practice maintained a desired behavior,31

how long an effort’s initial PDSA cycle took32,31 or
how long an entire project lasted,33 but none
attempted to ascertain if a certain number of
improvement activities could be attended to within a
period or explored whether certain activities could
be maintained over time, as we did in our study.

Taylor calls for the research community to continue
to explore the extent to which PDSA methods are
successfully deployed to better draw conclusions
from such studies going forward.

It is noteworthy that although we have yet to an-
alyze the BP outcome data in the parent trial and
thus understand if BP control is enhanced in any of
the 4 study arms, our practice satisfaction survey
data obtained within 1 month of the end of the PF
intervention period demonstrates that 31 of 32
practices (97%) receiving facilitation services would
recommend PF to other similar practices. In addi-
tion, 27 of 32 practices (84%) made substantive
changes in the management of patients with hyper-
tension due to engaging with their PF, which may
provide some confidence that even without out-
come data, other practices may be interested in and
able to implement similar changes.

Strengths and Limitations

Strengths of our study include the engagement of ru-
ral primary care practices in the Southeast, an area

Figure 3. Months of Active Practice Facilitation by Study Site, Facilitator, and Practice in the Southeastern

Collaboration (SEC) to Improve Blood Pressure Control Trial. *PF 1a’s practices were facilitated by PF 1b starting

in study month 5; Pr = Practice; Site = University site in the SEC study. Abbreviation: PF, practice facilitation.
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with a high burden of chronic diseases. ThePF inter-
vention was developed from a foundation of prior
work, and a highly experienced PF (MM) led the
ongoing calls throughout the intervention period,
providing invaluable advice. Our findings need to be
interpreted in the context of some limitations, 1 of
which being that the 12-month intervention period
effectively truncated PDSA cycles initiated near the
end of the year.Thisfindingwould result in a bias to-
ward observing shorter duration of PDSA cycles.
Although 3 the 4 PFs did not feel that this was a fac-
tor in their work, as they startedmost PDSAs early in
their engagement with their practices, 1 facilitator
shared that she often waited until closer to the last
quarter to start the Self-Management Support
PDSA work; thus, the data for that specific domain

could be biased toward being shorter in length than
the other domain PDSAs. Other limitations include
that our method for capturing time spent engaged in
the activity was reported, not directly observed.
Future studies could consider logs or other methods
to more precisely assess the time practice staff spent
on a specific PDSA cycle. We also included only the
most engaging (known as the “best”) activity in each
Key Driver domain at each practice; it was beyond
the project’s scope to exhaustively inventory every
QI activity undertaken by the practices over the
intervention year. Lastly, we acknowledge that our
use of the term “PDSAs” may not align with their
original intent or how the QI community views
PDSAs. As they are by design rapid cycle processes
that build on each other, we recommend that going

Table 4. Examples of Most Engaging and Durable PDSAs (PDSAs) Activities by Key Driver Domain

Key Driver Example Activities

Clinical Information Systems (CIS) • Creating a practice level list and monthly reports of patients
with HTN and uncontrolled HTN

• Creating lists of hypertensive patients without recent visits or
with uncontrolled HTN at their last visit for outreach

Standard Care Processes (SCP) • Instructing practice staff on guideline-concordant blood
pressure measurements, including use of sound reduction
equipment to provide a calm environment for patients during
BP assessments and use of posters throughout the clinics
demonstrating proper technique and engaging in refresher
sessions to maintain focus on proper measurement technique

• Working with staff to document BP in EHRs such that the data
would populate HTN reports

• Standardizing staff behaviors to repeat BP measurements for
patients with SBP and DBP values≥ 140 and/or≥ 90 mm Hg

Optimized Team Care processes (OTC) • Holding group QI meetings with attendance where data review
and improvement activities were devised

• Creating HTN control educational videos for patients related
to nutrition, lifestyle, and medication adherence

• Weekly huddles to identify patients with uncontrolled BP and
those requiring extra support; instituting processes for making
follow-up phone calls to check on patient’s engagement in their
own care and reporting out of office BP measurements back to
staff

• Having all clinic staff wear different HTN control messages on
their clothing such that a unique message is shared by each staff
member who interacts with patients during visits.

Patient Self-Management Support (SMS) • Patients’ use of BP log cards to document out-of-office BPs
and instructing clinical staff on how to address noted BP trends
that may be related to stress, lack of medication adherence, etc.

• Use of refrigerator magnets to remind patients to check their
BPs, know their goal BPs, and engage in healthy lifestyle
activities

• Use of “kudos” cards given to patients at subsequent office
visits when BP’s were improved

• Use of “Teach Back” methods with patients
• Engaging in patient goal setting activities
• Providing a raffle in clinic waiting rooms to receive a home BP

monitor as a way to promote home monitoring and self-
management

BP, blood pressure; EHR, electronic health record; HTN, hypertension; SBP, systolic blood pressure; DBP, diastolic blood pressure;
QI, quality improvement.
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Figure 5. Plan, Do, Study, Act (PDSA) Cycles by Key Driver Domain in the Southeastern Collaboration to Improve

Blood Pressure Control Trial. Abbreviations: CIS, Clinical Information Systems; SCP, Standard Care Processes;

OTC, Optimized Team Care processes; SMS, Patient Self-Management Support.
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forward, we call them “Key Driver Domain-Specific
Improvement Activities.” However, as we used the
PDSA term throughout our study andwith our prac-
tice, research, and community stakeholders, we
agreed to use this taxonomy in this and other SEC
study scholarly products.

In addition, for the research community, it is
worth noting that our PFs shared that ideally, they
would have had 18months to engage practices in our
intervention. They felt that the initial 3 to 6months
of time with practices, many of which were new to
QI and research, may be most productive if they
could dedicate that time to relationship building and
spending more time on formative processes, like
working with practices to understand the “how to
and why should they” engage in data-driven QI and
practice-based research before the steadfast focus on
implementing PDSA cycles. Such foundational work
could impact the length and other aspects of how
PDSA cycles are implemented subsequently. Despite
the need to accomplish this work in a year, feedback
from practice leadership collected 1 month after the
intervention ended, overwhelmingly supported that
the experience was positive and that practices would
recommend facilitation to other primary care prac-
tices. In addition, several of our experienced PFs
noted that this method of focusing on PDSA length
and completing at least 4 domain-level activities
within a year could be replicated in other practices
and when working to improve outcomes for other
health conditions. The clear focus on performing
activities by domain was seen to organize, standard-
ize, and clearly articulate expectations to practices in
this study versus other facilitated projects where time
frames and expectations were less well defined.

Conclusions
We demonstrated the feasibility of implementing
and sustaining practice-based QI activities that map
to 1 of 4 domains of Key Drivers of Change over a 1-
year period. The PFs were able to assess the number
of months each practice spent on each QI activity.
Although the method warrants further validation,
our preliminary findings suggest there is variation in
the length of activities at the Key Driver Domain
level. Our experience supports that it is feasible to use
this method and the Key Driver framework in the
setting of a pragmatic trial to capture exposure to PF
services. This method may be particularly important
to consider as other research teams develop study

protocols and research strategies that include PF
interventions that, by nature,must allow for the flexi-
bility required to engage clinical practices in trials.

We fully appreciate that our objective was to
understand if it was feasible to implement Key
Driver activities in this 1-year period and invite
others to add to the evidence regarding the impact
of practice facilitation and to learn from our experi-
ences. Through this collaboration, we can continue
to explore various methods that may better help to
understand dose, context, and structure of how
facilitation services are implemented in and among
clinical settings and ultimately to analyze how such
factors are related to key study outcomes.

We wholeheartedly thank Muna Anabtawi, Alyssa Adams, and
Paula Lipman, for their support during the development of this
manuscript; they each brought their own individual and essen-
tial expertise to the work.

To see this article online, please go to: http://jabfm.org/content/
34/5/991.full.
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