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ABSTRACT
While key components of the Patient-Centered Medical
Home (PCMH) have been described, improved patient
outcomes and efficiencies have yet to be conclusively
demonstrated. We describe the rationale, conceptual
framework, and progress to date as part of the VA Ann
Arbor Patient-Aligned Care Team (PACT) Demonstration
Laboratory, a clinical care-research partnership
designed to implement and evaluate PCMH programs.
Evidence and experience underlying this initiative is
presented. Key components of this innovation are: (a) a
population-based registry; (b) a navigator system that
matches veterans to programs; and (c) a menu of self-
management support programs designed to improve
between-visit support and leverage the assistance of
patient–peers and informal caregivers. This approach
integrates PCMH principles with novel implementation
tools allowing patients, caregivers, and clinicians to
improve disease management and self-care. Making
changes within a complex organization and integrating
programmatic and research goals represent unique
opportunities and challenges for evidence-based
healthcare improvements in the VA.
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OVERVIEW OF VA PATIENT-ALIGNED CARE TEAMS
Caring for the growing number of patients with
complex chronic illnesses is increasingly challenging
in the primary care setting [1–7]. Providers must follow
multiple disparate guidelines [8] while supporting
patients' efforts to adhere to complex self-management
regimens in order to stay healthy and prevent compli-
cations [5, 9–11]. Meeting these challenges within
constrained healthcare budgets requires models of

care that are coordinated, comprehensive, innovative,
and efficient.
The Patient-Centered Medical Home (PCMH) has

been proposed as a model of efficient and compre-
hensive primary care that may improve health care
quality as well as patient, family, and provider
satisfaction [12, 13]. PCMH initiatives emphasize
programs that: are patient-driven, accessible, contin-
uous, efficient, coordinated, and team-based—includ-
ing an emphasis on the patient and informal
caregivers as key members of the team. PCMH seeks
to enhance use of health information technologies and
population-based registries for coordination and com-
munication, and places a priority on addressing
patients' own treatment goals [14–24]. A huge invest-
ment of resources is required to re-shape patient care
according to PCMH principles, and it is still unclear
whether this will improve treatment outcomes while
controlling costs [25] (although some early findings
are showing positive results) [26]. Nationally, several
variants of the PCMH model are currently being
implemented and evaluated [21, 27–32].
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Implications
Practice: This portfolio of innovative services
may improve the intensity and quality of self-
management support without unacceptable
increased demands on clinician time.

Policy: The VA PACT Demonstration Labora-
tories will not only provide evidence regarding
specific innovations for improving chronic illness
care, but more generally will provide evidence
about the impacts of Patient-Centered Medical
Home principles.

Research: The VA PACT program provides
unprecedented opportunities to evaluate novel
care management interventions in real-world
primary care settings.

TBM page 615 of 623



In 2010, the Department of Veterans Affairs (VA)
launched its own national PCMH program, repre-
senting one of the largest initiatives of its kind. In
addition to its size and scope, the VA PCMH
initiative is important because VA treats a popula-
tion of socioeconomically vulnerable patients with
complex chronic illness management needs. These
factors increase the importance of the care manage-
ment principles at the heart of PCMH. VA medical
homes are called Patient-Aligned Care Teams
(PACT), and the national PACT program is coordi-
nated through the VA Office of Primary Care [24].
The PACT redesign uses a team-based approach
with patients viewed at the center of the team,
supported by informal caregivers, primary care
providers, nurse care managers, clinical associates,
and administrative staff [24].
In addition to the PACT redesign affecting all VA

primary care sites nationwide, the Office of Primary
Care funded five Demonstration Laboratories charged
with developing and evaluating innovations to facili-
tate the cost-effective implementation of PCMH
principles. The PACT National Coordinating Center
is conducting a national evaluation and facilitating
collaboration among the Demonstration Labs. These
laboratories allow clinical leaders and established VA
health services researchers to work collaboratively in
new ways that enhance services within the rubric of
PACT goals. New partnerships foster rigorous and
iterative evaluation of PCMH programs within “real-
world” settings so that both effectiveness and scal-
ability issues can be addressed simultaneously. By
virtue of being the largest coordinated network of
PCMH evaluations in the country, the VA PACT
Demonstration Laboratories ensure that VAwill have
the best information possible about how to optimize
PACT system redesign while generating knowledge
that can inform the implementation of PCMH in other
health systems nationally. This paper explains in detail
the rationale and functioning of new programs being
developed as part of the practice redesign in the VA
Ann Arbor Healthcare System (VAAAHS), and how
the Ann Arbor Demonstration Laboratory is evaluat-
ing these innovations to inform continuous service
improvements and generate knowledge regarding the
value of various initiatives.

THE VA ANN ARBOR HEALTHCARE SYSTEM PACT
INITIATIVE
Overview
The VAAAHS, part of Veterans Integrated Service
Network 11, was selected as one of the five sites to host
a PACT Demonstration Laboratory. The VAAAHS is
composed of a large tertiary medical center serving
16,100 veterans in primary care, plus three commun-
ity-based outpatient clinics that serve a combined
population of 16,000 additional patients. The
VAAAHS has well-established collaborative relation-
ships with the VA Center for Clinical Management
Research, a Health Services Research and Develop-

ment Center of Excellence located in Ann Arbor,
Michigan. Additional relationships supporting the
Laboratory include close ties with the Ann Arbor VA
Geriatric Research Education and Clinical Center and
other research programs within the VA and the
University of Michigan.
The goal of the VAAAHS PACT program is to

help veterans maintain health, decrease health risks,
promote healthy behaviors, and manage stable
chronic diseases as well as other health problems.
Key features of the program include collaborative
decision-making with veterans, services designed to
improve access to in-person encounters plus
between-visit care, and team-based service delivery
with intensive coordination within the team. The
primary care team central to the design includes the
veteran along with clinical and administrative staff
necessary to promote patient-centered outcomes.
The primary objective of the VAAAHS PACT

Laboratory is to develop and evaluate innovative
programs that facilitate cost-effective, patient-cen-
tered care consistent with PCMH goals. Key inno-
vations developed in the VAAAHS PACT
Laboratory include: (a) a population-based registry;
(b) a navigator system to match veterans to pro-
grams based on their preferences and needs; and (c)
a menu of technology facilitated self-management
support (FSMS) programs that emphasize the use of
patient-centered technologies to support self-man-
agement and increase the effective involvement of
patient-peers and informal caregivers (Fig. 1). Services
developed and implemented through the PACT
Laboratory are in addition to the standard set of PACT
initiatives being deployed within all VA's nationally,
such as team-based coordinated care, telehealth, care
management, and integration of PACT principles with
other VA programs, such as Primary Care-Mental
Health Integration, Health Promotion and Disease
Prevention Programs, and the VA patient portal, My
HealtheVet [33].

Emphasis on new partnerships between clinical operations
and research
A major opportunity created by the PACT Demon-
stration Laboratory has been the development of
new collaborative relationships between clinical
leadership and the research service. Through this
collaboration, the reach of both groups has
expanded. The research team brings expertise in
registry construction, patient assessments, and out-
come measurement, while VAAAHS clinical leaders
promote the implementation of new programs in a
real-world clinical setting so that services can rapidly
impact the care of thousands of patients. Input from
clinical team members also ensures that immediate
feedback regarding implementation barriers can
inform program dissemination, and that the evalua-
tion includes measures for outcomes useful to local
decision-makers. Beyond the direct benefit of these
relationships for the PACT evaluation, the emphasis
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on partnered research has had a much broader
impact on the way in which investigators understand
clinical challenges and how to design research
initiatives in order to have the greatest impact on
care.
The VAAAHS Laboratory's emphasis on patient-

centered health technologies, peer-to-peer support,
and support for informal caregivers all reflect
clinical leadership priorities for new ways to pro-
mote cost-effective chronic illness care as well as
researchers' knowledge about emerging evidence-
based strategies for supporting self-management.
Initiatives for self-care assistance that are being
tested through the PACT Laboratory have been
developed through studies funded by the VA Health
Services Research and Development program,
National Institutes of Health, and private founda-
tions; as well as by non-research groups such as the
national VA Office of Rural Health and Blue Cross
and Blue Shield of Michigan.

VAAAHS PACT LABORATORY INNOVATION COMPONENTS
Registry of complex patients
The foundation of the PACT Laboratory is a patient
registry for population-based health management of
veterans with complex health problems. The regis-
try targets groups of patients who are likely to
benefit from additional assistance, including: (1)
veterans transitioning from hospital to home; (2)
veterans with priority chronic conditions such as
diabetes, heart failure, and depression; and (3)
veterans with additional vulnerabilities such as
limited social support or low health literacy.
Registries are vital to the effective management of

patients with chronic illnesses, and registry use has
positive impacts on patient outcomes [34, 35].
Registries assist health care providers in identifying
patients who can benefit from additional support,

allow for provider feedback on the success of disease
management efforts, and facilitate quality monitoring
at the health system level [35–37]. A pilot test of the
PCMH model using registry data to inform disease
management was found to improve patient outcomes
[38, 39]. The registry developed as part of the
VAAAHS PACT Laboratory is designed to allow
patient care teams to target patients at especially high
risk for poor outcomes and link them with additional
services using a navigator system described below.
The registry draws data from the local electronic

medical record system (EMR) “Vista”, including
information about patients' demographics, diagno-
ses, medications, and assignments to primary care
and specialty teams. Patients with diabetes, heart
failure, or depression are identified based on
validated criteria using diagnosis codes and phar-
macy records. The Laboratory has developed addi-
tional methods for using EMR data to identify
patients at especially high risk, such as diabetes
patients at high cardiovascular risk and depressed
patients with a recent hospitalization. Additionally,
the registry will incorporate risk classifications
developed by others in VA [40].

The navigator system
Although navigator programs have been developed
over many years [41–46], there is no standard
definition of core structures or processes [47]. Goals
identified as central to most programs include:
coordination of patient care, continuous and proac-
tive patient follow-up, and the use of the navigator's
specialized knowledge to help patients successfully
overcome administrative hurdles and access services
[41, 45]. Prior research suggests that navigators can
provide high quality evidence-based care, improve
efficiency, and improve patient outcomes [42, 43,
48, 49].

Fig 1 | VA Ann Arbor Health System Patient-Aligned Care Team laboratory innovations

TBM page 617 of 623



Within the VAAAHS PACT program, a navigator
service is being used for proactive outreach to
patients identified by the registry. Navigator nurses
conduct systematic assessments of patients' clinical
characteristics, needs, and preferences in order to
match patients to available programs. In this way,
we hope to improve patients' access to services that
are tailored not only based on data easily flagged in
the EMR, but also on patient-reported factors that
are poorly documented in medical records, such as
their social resources. We have developed a com-
puter-based navigator tool in order to allow for
standardized patient assessments, goal setting, and
shared decision-making about enrollment in pro-
grams facilitating self-management [17–19, 50].
Within the targetted chronic conditions identified

by the registry, PACT navigators prioritize patients
at high risk for adverse outcomes or care coordina-
tion problems. Navigators assess patients' needs,
resources, and preferences via telephone or in
person and using the specially designed software.
The initial assessment covers 15 health domains,
including patients' cognitive status, social support,
functioning, and health literacy. Once the initial
assessment is completed, navigators identify services
that are appropriate and potentially of interest to the
patient. These programs include the full suite of
services available as part of the national PACT roll-
out (e.g., home-based primary care and diabetes
classes), and additional self-management support
programs being implemented within the VAAAHS
PACT Laboratory. The patient and navigator dis-
cuss the programs recommended, identify a treat-
ment plan, and the navigator completes the patient
referral. Navigators follow up with patients by
phone at 2 weeks, 3 months, 6 months, 9 months,
and 12 months after intake to determine if the
patient is satisfied and benefiting from the assigned
program.

Facilitated self-management programs
Patients with complex chronic conditions often need
an enormous amount of support to make difficult
behavioral changes and identify health problems in
early, addressable stages. Unfortunately, even with
the substantial investment associated with the PACT
redesign, health care systems such as VA cannot
provide this intensive monitoring and patient edu-
cation during traditional face-to-face encounters or
frequent telephone follow-up by nurse care manag-
ers. The Laboratory offers facilitated self-manage-
ment programs designed to increase the quantity
and quality of support for patients' disease manage-
ment cost-effectively.
The CarePartner Program—The VA has a long history
of using telehealth services to assess patients' status
and provide self-care support between face-to-face
encounters [51–57]. The CarePartner program
builds on this institutional commitment to telehealth
and is designed to enhance care managers' ability to

follow patients between visits, providing patients
with immediate feedback about health and self-care
problems, and leveraging the support of informal
caregivers or “CarePartners” (CPs).

The CarePartner Program consists of automated
telephone monitoring and behavior change calls that
are sent to participants' telephone once per week.
During the calls, patients report information about
their health and self-care, and receive tailored advice
about how to manage their chronic diseases better.
Feedback about patients requiring additional atten-
tion is sent to their PACT team automatically (via
structured fax alerts), and to informal caregivers via
structured emails and a specially designed voicemail
service.

This program builds on more than 10 years of
research on the use of automated telephone calls to
improve self-management support for veterans with
chronic diseases [55, 58–60]. In a pilot study [61],
heart failure patients used proactive weekly auto-
mated calls to report information about their health
and self-care and receive tailored feedback and
education. Patients completed 90% of their assess-
ments, and only 13% could not identify an informal
caregiver willing to participate with them as their
“CarePartner.” The service elicited self-care-specific
communication between patients and their informal
caregivers, and a high level of patient satisfaction.
The content for the CarePartner program targeting
veterans with diabetes, depression, and heart failure
was developed with input from VA primary care
providers, experts in health communication, and
clinical specialists (e.g., cardiologists and psychia-
trists). As part of the PACT, nurse navigators will
offer this service to patients with these condi-
tions. Early feedback suggests that a large num-
ber of veterans who have been offered the
CarePartner program along with other innovations in
the PACT choose the CarePartner program
because of its convenience and involvement of
informal caregivers.
Peer-to-peer support—As the number of people

suffering with chronic conditions continues to rise,
their service needs put an increasing strain on
primary care resources. Peers living with a similar
health problem can provide emotional support, self-
care education, and assistance with solving real-
world self-management problems [62, 63]. Peer
support programs seek to improve patient self-care
and outcomes, while reducing the number of
provider visits through psychosocial support and
disease self-management advice [64–66]. Peer sup-
port models are effective for patients with a variety
of behavioral health needs, including patients with
diabetes [66–69], depression [65], limitations in
physical functioning [70], and heart failure [71].
Group visits are one important component of many
peer-support programs [72], but VA patients often
face the same barriers to accessing those services as
they do to accessing one-on-one outpatient encoun-
ters. The peer-support program offered as part of the
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PACT combines group visits with a specially
designed telephonic platform facilitating communi-
cation between veterans facing similar challenges. In
a recently completed randomized trial, VA patients
with diabetes and poor glycemic control were
randomized to usual care management or care
management plus the peer-support program [73].
Intervention patients experienced a substantial
improvement in glycemic control after 12 months.
Other data suggest that depressed veterans are
willing and able to use the specialized telecommu-
nication platform to talk regularly with a peer
partner [74]. The PACT peer-to-peer program builds
on this evidence and focuses initially on patients
with diabetes or depression who are identified by
the navigator using the registry.
Improving transitions from hospital to home—One in

five hospitalized patients experiences a poor out-
come in the first month following discharge [75, 76].
Appropriate self-care can prevent short-term read-
missions, but many patients have difficulty under-
standing their post-hospitalization medication
regimens or the signs of a worsening health problem
[77, 78]. Due to inadequate clinical monitoring, such
patients often are not assisted before they experience
an adverse event [76, 79].

The transition support program offered by the
PACT Laboratory is designed to facilitate a struc-
tured, coordinated effort between clinicians,
patients, and family caregivers to assure transition
quality and prevent acute events. The program
builds on state-of-the-art models of transition sup-
port developed by Eric Coleman and others [80–
83], which target patients with conditions associ-
ated with a high risk for preventable readmissions.
Using the registry, PACT navigators identify hos-
pitalized patients who are being discharged to the
community and offer them the program as an
enhancement to usual transitional care. The pro-
gram promotes care processes that can prevent
short-term readmission [81, 84], including: appro-
priate medication use, use of a patient-oriented
health record, timely post-discharge follow-up in
ambulatory care, and patient education about
health status changes that signal the need for rapid
clinical attention. A key program element is regular
post-discharge telephone calls using an automated
assessment and self-care education system that
addresses risk factors for re-hospitalization. The
calls also provide information about appointments,
a way to connect immediately with VA telehealth
nurses, and the opportunity for asynchronous
communication between the patient and primary
care team via voicemail or email using a secure
patient portal. Based on patients' assessments
during the automated calls, primary care teams
receive follow-up reports about urgent problems,
and informal caregivers use email and a specially
designed voicemail service to receive updates
about the patient's status along with advice about
what they can do to help.

IMPLEMENTATION AND FORMATIVE EVALUATION
METHODS
In order to develop an effective, sustainable imple-
mentation, we conducted an extensive baseline
evaluation with key stakeholders. This baseline
evaluation included a patient focus group; observa-
tions of the clinical environment; and semi-struc-
tured interviews with 65 health system managers,
physicians, nurses, clerks, social workers, pharma-
cists, and dietitians. De-identified summaries of the
interviews were provided to the clinical leadership
as part of an ongoing dialog between the clinical and
research teams. These evaluation results were then
used to shape the implementation of the new
programs and ensure they fit with operational goals.
To evaluate the impact of the PACT Laboratory

programs on treatment quality, patient outcomes,
staff experience, and resource use, we are using a
quasi-experimental design that includes formative
evaluation and mixed-methods [85]. Two “early
innovation” sites will implement the registry and
navigator systems along with the portfolio of
technology facilitated self-management support pro-
grams described above. Two years later, the “later
innovation” sites will implement these programs,
while other programs are expanded to address
additional patient groups, such as those with chronic
pain. We will take advantage of the program's staged
implementation to evaluate impacts using an inter-
rupted time series design with historical as well as
concurrent controls.
The research team is conducting real-time for-

mative evaluations to provide feedback to clinical
operations about factors that may affect decisions
about the PACT implementation. The evaluation
includes information about patient enrollment in
PACT programs, formation and function of new
PACTclinical teams, and staff and patient experiences
with newly implemented programs. Qualitative data
collection will include direct observation of the nurse
navigators and the post-hospitalization transition
process. Our formative evaluation is guided by the
Consolidated Framework for Implementation
Research (CFIR) [86]. The CFIR was chosen because
it draws on several other implementationmodels, such
as the PARIHS [87], diffusion of innovation [88], and
dimensions for strategic change [89], in order to take
into account a diverse set of factors influencing and
then influenced by practice changes (e.g., organiza-
tional culture, resource constraints, and provider
satisfaction).
Additionally, implementation and evaluation of

PACT redesign are influenced by our dialogs with
clinical, operations, and research leaders throughout
the VA nationally. For example, we are learning
from other PACT Demonstration Laboratories, and
coordinating our evaluations, through frequent con-
tact directed by the PACT National Coordinating
Center. This coordinated approach ensures that
similar evaluation methods are being used across
the labs and that programs found to be effective (or
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not) at one site can be considered for testing in other
sites. National coordination also makes possible
rapid dissemination of early products (e.g. the
navigator tools) through clinical and operations
leaders along with information about barriers and
facilitators to implementation.
In the summative evaluation, we are focusing

on measuring processes and outcomes that are
most directly related to PACT Laboratory inno-
vations and that follow along VA-identified
PACT dimensions (See Table 1). For example,
we will assess whether implementation of the
between-visit self-care support programs results in
an increase in patients' use of alternatives to face-
to-face visits, as well as a decrease in readmis-
sions. Resource use evaluations will focus on the
extent to which care for chronic diseases such as
depression or diabetes is consistent with VA
treatment guidelines and will ensure that inter-
ventions do not lead to an over-use of treatments
such as anti-hyperglycemic therapy. Because
much of the focus in the PACT is on self-care
behavior and other patient-centered outcomes;
patient satisfaction, increased self-care self-effi-
cacy, and specific behavior changes will be central to
measuring the impact of the system redesign.
Cost analysis will focus on direct medical costs

associated with inpatient and outpatient utilization
[90]. We will determine the costs of core program
components, including the tools and personnel
required for implementing the registry and naviga-

tor system, and costs associated with the facilitated
self-management programs. Developmental costs
will be considered as part of our sensitivity analysis
since these costs are likely to vary in the future
depending on the extent to which additional develop-
ment might be required. In addition to the evaluation
of the overall initiative's effectiveness, we will evaluate
the impact of individual PACT program components.
A primary goal of the PACT Demonstration Labo-
ratory evaluation is to provide new information
regarding the effectiveness of these services as a
portfolio of care management tools within the
context of a real-world VA system. For example,
potential changes in utilization among partici-
pants in the CarePartner program will be com-
pared to wait-list controls and to utilization
among program refusers. Since comparison groups
will not be randomized, differences in baseline risk for
various outcomes will need to be taken into account.
However, in conjunction with ongoing qualitative
feedback from patients and staff, these comparisons
will inform efforts to continually improve program
performance.

CHALLENGES AND UNANSWERED QUESTIONS
Evaluating fundamental changes to a complex
healthcare system is inherently challenging. One
challenge is coordinating quantitative and qualita-
tive evaluation methods across the interrelated

Table 1 | PACT laboratory innovations and selected evaluation measures

VA PCMH
principle

Innovation Evaluation measures

Patient-driven Navigators assess quality of life and risk for poor
outcomes

HRQL and depressive symptoms

Self-care self-efficacy and
behaviors

Service choices based on patient needs and goals Patient experiences with care
Team-based Structures and processes promote coordination within and

across teams
Clinician roles and
responsibilities

Team functioning
Efficient Registries identify complex patients Registry timeliness and accuracy

Use of between-visit support and
alternatives to face-to-face
visits

Technology facilitated self-management support Access to primary care and case
management

Personnel costs
Comprehensive Integration between primary and specialty care Technical quality of chronic

disease care
Continuous Improved transitions from hospital to home Preventable readmissions

Timely post-discharge follow-up
Caregiver involvement

Coordinated Navigator system and technology tools to support
coordination

Timely navigator follow-up and
coordination of care

Enhanced
communication

Technology-based facilitated self-care programs for
patients, clinicians, and caregivers

Use of technology
Communication with caregivers

PACT Patient-Aligned Care Teams, PCMH Patient-Centered Medical Home, HRQL health-related quality of life
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aspects of the innovations and PACT redesign. For
example, the post-discharge transitions program and
navigator service both create new nurse roles and
responsibilities at the same time that nurses are
adapting to working in teams. Evaluation must
therefore look at many complex processes, includ-
ing team functioning, role changes, and coordina-
tion of care across inpatient, outpatient, and
facilitated self-management services. Qualitative
assessments may shed light on how these functions
jointly affect such diverse outcomes as re-hospital-
ization, efficiency, and patient quality of life. A more
fundamental challenge is conducting an evaluation
of new programs in a setting where the care
organization is continually changing and responding
to new directives and operational needs. Such
evaluations are by their nature “messy.” Because
change happens incrementally, we are unable to
define a true baseline, and it will be impossible to
attribute improvements in processes or outcomes
definitively to individual program components.
Rather, conclusions we draw will be about the
collective innovations of PACT redesign in
VAAAHS, and the qualitative and quantitative
formative evaluations will help us understand which
program elements may have been more or less
influential.
As the result of the dedication of VA oper-

ations and clinical leaders to using the most
innovative evidence-based care to enhance treat-
ment quality, and the distinguished, long-estab-
lished national VA HSR&D program that focuses
on innovations for veteran-centric services, VA is
in a unique position to enhance the way PCMH
principles are translated to care. Indeed, a great
strength of the VA is the ability to fund visionary
programs like the PACT Laboratories, translate
lessons from research into improvements in care,
and evaluate the effect of such programs in an
integrated healthcare system. While in many
instances researchers and operations' leaders have
been working together effectively for years,
complex initiatives such as the PACT program
still presents challenges, as the requirements for
research, such as institutional review board (IRB)
oversight and the need for controlled environ-
ments often collide with the realities of clinical
operations (e.g., fast turnaround and the need to
respond to new directives). Research and clinical
leaders should continue to refine operating poli-
cies for the role of IRB in implementation
evaluation, the efficient use of contracting, and
the mechanisms to meet federal regulations such
as those from the Office of Management and
Budget, in order to fulfill the complete vision of
research-operations partnerships.

CONCLUSIONS
The Patient-Centered Medical Home (PCMH)
model represents an unprecedented effort to rede-

sign health systems so that they better serve patients
with chronic health care needs. As the largest single
health system serving socioeconomically vulnerable
and clinically complex patients, the VA's PACT
program is investing substantial resources into re-
shaping the services available to veterans in order to
improve access to quality care within the framework
of PCMH. Such a massive system restructuring
within the context of a large, publically run health-
care system brings significant challenges. However,
by providing a vehicle for linking researchers and
clinical leadership, and encouraging the use of
innovative programs that facilitate cost-effective
self-care support, the PACT Laboratories can build
on the unique resources of VA nationally, while
fostering creative problem-solving that results from
researchers and clinical leaders working closely
together. The VAAAHS PACT Laboratory is eval-
uating a suite of innovative programs for identifying
patients with complex needs and linking them with
cost-effective services that emphasize self-care sup-
port. The investment in evaluation that is central to
this effort will provide information that is useful for
PCMH implementation not only within VA but also
throughout the country.
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