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Stacy:	…delegation and empowerment, so you have an idea what we’re talking about. So, delegation was defined by Yukl and Fu as a process that assigns important new tasks to subordinates, gives subordinates more responsibility for decisions that were formerly handled by their manager or their provider, increases the amount of latitude and discretion that allows subordinates to do their work. Also, allows subordinates to actually take action with getting prior approval. So, in the context of the VA, this would be allowing team members to do things that allow them to work to the top of their licensure and get involved in paths that wouldn’t have been involved with previously. 

So, delegation is generally seen as a good thing with previous research on this identifying delegation as an antecedent to psychological empowerment. So, the more that people delegate and allow those subordinates to share responsibility, the greater the feelings of psychological empowerment. So, while delegation really refers to the actual transition of the authority and responsibility, psychological empowerment actually focuses on the employee’s perceptions or beliefs that they’re in control of their work. And, psychological empowerment is made up of four different dimensions outlined in this slide: self-determination, competence, meaning, and impact. And, self-determination represents the feelings of autonomy or that people have control over their work. Just an example of this is allowing nurses to be more in charge of their patient education rather than the providers. Competence is really based on people’s perceptions of self-efficacy and really captures beliefs about how you feel that you’re able to perform skillfully. So, when team members felt like they were allowed to actually work to the top of their license and feel really good about the tasks that they could actually perform the tasks, competence was in hand. And, then meaning is increased when individual goals actually set with their work path. So, many of the interviewees—and I’ll talk about this in a little bit more detail later—talked about being able to help the veterans, that actually working with the veterans was one of the primary reasons they came to work for the VA. And, so when they were actually allowed to help veterans and with the veterans, they felt greater meaning in their work. And, the finally, impact captures those feelings of being able to make a difference and influencing outcomes, either within your team or with the organization. So, many interviews also talked about the desire to make a different in patient care. So, those are the four dimensions that make up psychological empowerment. Some of the psychological empowerment has actually been associated with many positive outcomes, including increased job satisfaction, organization commitment, reduced strain and _____ [0:02:47] tensions. 

So, prior to my involvement actually with the VA, Samantha Solimeo, another research in our lab and also one of our co-authors on this project, conducted a number of interviews to evaluate how PACT was working in the implementation of PACT. So, she conducted 30 semi-structured telephone interviews in 2010, and then also 14 semi-structured follow-up interviews in 2011. And, we focused particularly on the core PACT roles within the teams, so we looked at eight providers, ten RNs, five LPNs and seven administrative associates. 

These interviews were all audio-recorded. The average length of the interviews were 50 minutes. Questions really focused on the evaluation of PACT. Samantha conducted all the interviews and did a really nice job of summarize what the interviewee said, and just making sure that she was confirming that she knew what they were talking about. 

So, when I joined the VA team, we were really interested in figuring out why psychological empowerment decreased during these initial years for RNs, LPNs, and administrative associates. So, I sort of dug into the interviews and I looked into the interviews and read through the transcripts multiple times. As I did this, I made many theoretical memos to describe my initial thoughts and reactions to the interviews, and these memos really helped to organize and identify ideas that emerged through the analytical process. So, after we reviewed these, I discussed with many of the co-authors who had a lot of involvement with the PACT implementation just to make sure this was really what was going on and this was really what was happening within the team. So, through these, we identified a lot of patterns relating to delegation and empowerment. And, from this, we developed a number of different pattern codes focusing on delegation and empowerment. So, pattern codes are really focused on more explanatory that are used to help identify an emergent theme or explanation for what was happening in the interviews. So, some examples of the pattern codes that we did were low delegation, high delegation and involved into more details, focusing on the psychology empowerment dimensions such as low delegation related to competence, things of that nature. And, from this, we created a number of different scatter plats and matrices to kind of highlight the different characteristics of each interviewee and whether or not they described delegation and kind of their reactions to these practices. 

So, from these analyses, we found that delegation is enacted along a continuum with both insufficient and an overabundant delegation actually being detrimental to psychological empowerment. So, overall, we found that delegation ranged from a general lack of sharing information, decision-making or control on the left-hand side of the continuum, to a complete push of all responsibilities to the team on the other end. So, as I mentioned, previous research has recognized that insufficient delegation can have a negative influence on outcomes, but it’s a little bit newer to actually think that having too much delegation can also be harmful for psychological empowerment. 

So, the following slides, I’ll highlight some of the quotes, example quotes relating to the three different types of delegation. So, insufficient delegation, we coded about 25% of the descriptions that actually discussed insufficient delegation. A lot of these practices included not being willing to change some of the way that medicine was practiced, withholding information, discouraging input into the team practices. So, you can see the first example from the LPN talks about the provider still directing the show as far as who does what and being very just in control of what was going on in the team. And, the second RN talks about having a lot of talent and not being able to utilize her talent to the extent that she would like to. 

So, we talk a lot about the negative parts of the delegation practices, such as insufficient and overabundant, but there is actually a lot of good practices relating to delegation that’s happening within the VA. So, many of the team members reporting experienced balanced delegation. We actually coded about 40% of the descriptions. So, some of the practices involved with this was identifying team member strengths, utilizing these strengths, engaging the team in planning and decision-making, facilitating open communication and then also including the team members in patient care. So, you can see the first example code talks about the RN actually getting to expand her duties a lot and just being more creative than just doing, as she says, than just giving a shot. The second LPN example talks about really having more patient-centered work and being able to do a lot more things from that aspect. 

And, then on the opposite end, overabundant delegation, so this is kind of expectant finding, and this actually found through the interviews that individuals described this as related to both administrators and providers. So, they were having issues with receiving too many things to do from both administration and also providers. And, we had about 35% that described these. So, this happened a lot through the implementation of new initiatives that caused a lot of the tasks to be dumped on registered nurses, LPNs and administrative associates. So, you can see from the first quote there, the RN talks about having never-ending duties and just being very stretched across and just not feeling like she has the ability to do her job _____ [0:08:34] to. And, then the second RN talks about really being interested in the patient and working with the patients, but then having her focus kind of shift from the patient work to the more administrative tasks. 

So, we summarized our findings in this figure here, where we’ve mapped out the different aspects of insufficient, balanced, and overabundant delegation on the four dimensions of psychological empowerment. So, if you focus first on the left-hand side, in the case of insufficient delegation, the lack of psychological empowerment actually resulted primarily from a lack of opportunity. So, although the PACT design was really designed to encourage providers to share tasks, they were often unwilling to change the way they practice medicine and often didn’t adopt the new approach. So, this really occurred when providers didn’t really structure the work in the way that allowed team members to work to the top of their capacity and really become fully empowered. 

So, for example, self-determination was actually hampered by hierarchical control. So, from the quote in the previous slide on insufficient delegation, the provider was described as actually directing the show, or having the attitude another respondent actually said that their provider said, “I am the provider and this is how it’s going to be.” So, just being very, more focused on hierarchical control. So, competence was also affected when team members were told they couldn’t complete the basic task they felt they were qualified to do. So, for example, once again, the RN talking about how, asking why she was hired with 37 years of experience and really not being allowed to utilize her talents. So, meaning and impact were also negatively affected by team members where they reported a shift from the focus of their work, and really an inability to affect patient care. So, I mentioned previously that many of the team members reported that working with the veterans is really one of the highlights of their job, and when they were focused, forced to focus more on they felt like they had a _____ [0:10:37] meaning and impact. 

So, in contrast, if you look on the right side of the figure, overabundant delegation really harms psychological empowerment by creating more low overload where people felt that they weren’t able to do their job and they weren’t able to adequately focus on their efforts. So, you can see on the self-determination part, constant interruptions or micromanaging really caused people to feel lower amounts of self-determination or control over their work. Competence, team members were also, weren’t as competent in their abilities due to their large number of tasks. So, if you remember the RN who talked about her never-ending ability, or never-ending duties and feeling concerned she wasn’t able to perform her job as well as she could’ve, simply just she didn’t have the time to provide that quality work. And, then meaning, team members were forced to focus more on PACT homework and less on the patient care, similar to the RN who talked about the shift in the focus from patients to PACT responsibilities and more administrative work. And, then on the impact side, people talked about kind of a fear of missing something due to the workload and they were really worried about making different mistakes.

And, then finally, in the middle part of the continuum, on the more positive balanced delegation area, when individuals actually experienced balanced delegation, they felt an increased self-determination and control over their own work. Additionally, competence, they felt like their provider had confidence in their skills, they had the resources where they were able to perform their jobs in the way they would like. And, then enhanced meaning, just having more patient-centered work. One LPN—I didn’t include an example—this quote that she talked about her, having the opportunity to really help a veteran that might not have been possible under the old structure, so she talked about having more time to be able to serve the veteran and the veteran just being really happy with how she was able to help. And, then finally, team members felt increased impact by having the ability to make a different in patient care. So, for example, the LPN quote in the balanced delegation slide talked about having the ability to move beyond that, providing medicine by policy and really being able to do a lot of things that they wanted to do, more patient-centered, being able to make a difference in patient care. 

So, some of the practical recommendations from our research, we recognize from this research that delegation errors can actually be made in both directions. So, erring in either direction would actually harm psychological empowerment, so too much or too little can be detrimental. And, then from previous research, we found that psychological empowerment’s actually a key to effective PACT implementation. And, we think that training may actually be necessary to help PACT leaders learn to more effectively delegate and fall into that more balanced delegation category. 

So, we’d like to thank the VISN 23 Demonstration Lab, and of course, our co-author, Samantha Solimeo, Cody Reeves, and Eann Crawford, and of course, Greg Stewart. And, we look forward to hearing any questions or input you have on our project, and I’m going to turn it over to Christian, we can talk more about kind of the quantitative results with this. 

Christian:	Great. Thanks so much, Stacy. So, sorry, just setting up my screen here, and are you able to see my screen?

Heidi:	Yes, we can. 

Christian:	Great. So, my name’s Christian Helfrich. I’m with the Demonstration Lab Coordinating Center, and I want to share results from two surveys that we fielded as part of the national PACT evaluation in May, 2012 and September, 2014. These surveys were fielded to all primary care personnel for part of my effort to assess the extent that PACT has been implemented, to try to understand some of the facts that are fostering or hindering the implementation of PACT and the effect of the initiative on employees. As Stacy had mentioned, one of the key concepts with the PACT initiative is the idea of fostering team-based care centered on the PACT teamlet, that is the provider who is matched with a nurse care manager, a clinical associate, and an administrative clerk, and collectively responsible for caring for the panel of patients. 

There are a number of activities around the PACT initiative that we assessed in this survey. We wanted understand first of all the extent to which this team-led structure was in place, whether or not respondents were, had been assigned to teamlets that were staffed to this recommended ratio. If they’d been assigned to multiple teamlets, if they’d experienced turnover in their teamlets, and if they were engaging in daily meetings or huddles to coordinate their work day. And, then we wanted to understand to what extent they report delegation within the teamlet structure, and we had a number of items, 15 items that assessed specific delegation of clinical activities. And, finally, we wanted to understand to what extent respondents feel that they are working to the top of their training or the top of their competency. And, we’ve also assessed with these surveys burnout, the workplace burnout, meaning the feeling that individuals are emotionally exhausted by their work to the extent that they may feel like they cannot perform to their standards or may not be able to continue in their work.

These surveys were conducted via the Web and via the VA intranet. The surveys were distributed by an email link that was sent out from national leadership in operations to VISN and facility leadership. In 2012, these survey links were sent to VISN and facility leadership in primary care, nursing, mental health, pharmacy, social work and nutrition. In 2014, it just went out via primary care. But, in both 2012 and 2014, the intention was that the survey would go to employees who spent time providing primary care as part of the teamlet. Data were collected again May 21st to June 29th in 2012, and August 4th to September 1st in 2014. 

The findings that I’m recording here are limited to respondents in the four PACT occupations, so primary care provider, nurse care manager, clinical associate, and administrative clerk. In 2012, we had 5,404 respondents nationally. In 2014, we have 4,890. Because of the method of distributing the survey, where it went from national leadership and operations to VISN and local clinical leadership, we do not have an exact denominator, and therefore cannot calculate a precise response rate. However, based on administrative records, we believe that in both years the response rates were between 20 and 25%. 

In terms of respondent demographics, in 2014, we had a smaller set of respondent demographic questions. But, in both years, respondents reported, over half of respondents had reported working at the VA for five or more years, and a third of respondents reported working at the VA for over a decade. 

When asked if they had been assigned to multiple teamlets in 2012, we saw a high of 54 administrative clerks report that they were assigned to multiple teamlets, a low of 18% of providers.  Across all four occupations, PACT occupations, the percentage of respondents who reported being assigned to multiple teamlets decreased between 2012 and 2014. We also in 2014 asked how many teamlets they were assigned to, if they were assigned to multiple teamlets, and overall, there was a mean number of 3.2 teamlet assignments among those who said they were assigned to multiple teamlets and a median of two. 

We asked if the primary teamlet they were assigned to was staffed to the 3:1 ratio, meaning that there was a fulltime nurse manager, fulltime clinical associate and fulltime administrative clerk equivalent for every fulltime provider equivalent. Across the four categories, four occupations, excuse me, we saw an increase of approximately 15% between 2012 and 2014 in the proportion of respondents who said they were on a fully staffed teamlet. Overall, it went from exactly half, 50% in 2012 who said that they were on a fully staffed teamlet or a teamlet staff to the recommended ratio, to 65% in 2014. 

In 2014 only, we asked about turnover on their primary teamlet. That is, if they had had a change in the individual in any of the four roles. Along the left-hand column, in the rows, you see the respondent occupation. So, that first row is provider respondents, second row nurse care manager respondents, etc. The columns represent the role that they said, or they reported there was turnover in. So, that first column is PCPs. So, 33% of providers reported that on their teamlet there had been a change in the PCP membership. 41% of providers said that there was a change in the nurse care manager, their RN care manager role. Overall, you can see across the respondent occupations and across the teamlet occupations they were reporting on, there was roughly 30 to 40% in each role where they said that there had been a change in the personnel in the previous 12 months. The right-hand column is the percentage of respondents in that occupation reporting any change in any of the roles on the teamlet. And, what you see is 60% in most cases of respondents reported some change in one of the teamlet roles in the previous 12 months. 

We asked respondents if they spent time in daily teamlet huddles, that is time usually at the beginning of the day to plan out the workday and coordinate activities, and then how much time. The left-hand column, or the left-hand graph are the percentages of respondents who report not spending any time in huddles. The right-hand graphic are the percentages of respondents reporting that they spent over five minutes in daily teamlet huddles, and up to 30 minutes. The green are respondents in 2014, the blue bars are respondents in 2012. And, overall, we see that there was a slight decrease for providers, clinical associates, administrative associates in the proportion reporting that they did not huddle. A slight increase in the proportion of nurse care managers who reported that their teamlet did not have a daily huddle. But, overall the vast majority in both years reported spending at least some time daily in a huddle, in a meeting. In terms of the amount of time spent in huddles, there was a significant decrease in the proportion of providers reporting spending between over five and up to 30 minutes in daily teamlet huddles, and a slight increase in administrative clerks. Overall, there was relatively little change among all respondents in the proportion reporting spending six to 30 minutes in daily huddles. 

We asked about 15 specific care activities that might be delegated within the team. For example, receiving messages from patients, responding to prescription refill requests, etc. We saw significant increases in PCPs saying that they rely on their staff a great deal, that was the highest category of response for nine of the 15 activities where there was no significant decrease in PCPs reporting delegation of any activities between 2012 and 2014. We saw significant increases for activities including receiving messages from patients, resolving messages from patients, responding to prescription refill requests. Some of these changes were in absolute terms substantial, 61 to 75% increased from 2012 to 2014. And, PCPs were responding that they relied on their staff a great deal to receive messages from patients. For others, it was smaller, screening patients for disease, 51 to 58% increase. For nurse care managers, we saw a significant decrease in three delegation items, and no significant increases in delegation items. The significant decreases were in assessing patient lifestyle factors, screening patients for disease, and gathering patient preventive services utilization history. 

I wanted to ask a poll question. We included this item in the survey, the percentage of time that you spend on work that only someone with your training can do. And, there are four categories, less than a quarter of time, a quarter or less of time, 26 to 50% of your time, 51 to 75%, or over 75% of your time. And, I think Heidi is going to pull of the…

Heidi:	Yep. I’m just letting everyone respond. It looks like it’s taking people a minute to figure out which category to put it in, so we’ll give everyone just a few more minutes before I close that out here. And, it looks like things are slowing down a little bit. I’m going to close that out and what we are seeing is 20% saying less than 25%, 26% saying 26 to 50%, 30% saying 51 to 75%, and 24% saying more than 75%. Thank you everyone. 

Christian:	So, what we saw from 2012 to 2014, again the green bars are the figures for 2014, the blue bars are the figures for 2012, and we’ve got the two highest categories here, the 50 to 74%, greater than and equal to 75%. Among providers, we saw no change, 32% for the 50 to 75% range, and then in the highest category, time spent working to top of competency, 51% in 2014 and 50% in 2012. For the other three occupations, we saw significant increases in that top category. So, 60% of nurse care managers in 2014 said that they spent ¾ of their time or more, well-suited to their training, 68% of clinical associates and 71% of administrative associates. 

We also included a screening question for workplace burnout. Overall, in unadjusted analyses, we saw no change across the four teamlet occupations. The burnout, the percentage of respondents screening positive for burnout in 2014 was 40%. That’s that bottom bar, compared to 39% in 2012. However, we did see a significant increase in the percentage of provider respondents who reported screening positive for burnout, 49% in 2014 versus 45% in 2012. There was a decrease in burnout among the nurse care manager respondents in 2014, although this was not significant in adjusted analyses. 

So, overall, what are the key takeaways? In terms of some key measures of implementation of team-based care in the PACT model in the VA, over a two-year period between 2012 and 2014, we find that more respondents in 2014 report being on teamlets that are fully staffed to the 3:1 ratio. That we find a significant increase in PCPs saying they rely on their staff a great deal across a range of specific clinical responsibilities. And, we find significant increases in nurse care managers, clinical associates and administrative associates reporting they spend over ¾ of their time each week on work that is well-matched to their training. At the same time, we find in 2014 2/3 of respondents approximately report turnover in at least one of the occupations in their teamlet in the past 12 months. We also find a significant decrease among nurse care manager respondents saying that their team relies on them a great deal for three specific clinical activities. And, we see that for PCPs, the percentage reporting that they spend the majority of their time on work well-suited to their training has not changed. And, furthermore, we find that there appears to be a significant increase in the prevalence of burnout among PCPs between 2012 and 2014. 

And, I’ll just note a couple of things, that these findings are consistent in terms of burnout, consistent with findings that our colleagues Joe Simoneti [PH] and Daniel Rose reported a few weeks ago on a cyber-seminar using data from the VA All-Employee Survey, a larger survey that had a higher response rate. And, Joe had found a significant increase in burnout among primary care providers in that survey as well. And, I’ll note that these findings do suggest that there have been some significant—I would characterize as substantial improvements in the implementation of this model, but certainly, the turnover in teamlet membership is a concern and I think it’s something that we’ve seen echoed in some of the qualitative findings. 

And, with that, we would welcome any questions or comments from the audience. 

Heidi:	Fantastic. We do have a few questions pending here. I’m just going to start at the top and we’ll work our way through. The first question, “I agree with the fact that we still have to work on empowerment. It seems like we give and take and then people are confused.” It’s more of a statement than a question here. 

The first question here then is, “Can you define empowerment in terms of medical _____ [0:31:07] in more specific terms?”

Christian:	Stacy, would you want to take that question, or Greg? 

Greg:	Well, yeah, I’m not sure I have a great answer for that. I mean, obviously, empowerment, you might think about as getting each person to be able to work to the top of their license is part of that. But, as we’ve talked about as psychological empowerment is more the sense of impact, meaning, self-determination that is somewhat independent of clinical limitations you might think of. So, there, obviously, that’s one of the interesting things about medicine is there are certain things that can and can’t be done by people with different licensure, but even beyond that, we would say empowerment is being able to work within that space. 

Heidi:	Thank you. The next question we have here is looking for a definition of providers, and they’re wondering, “Are these all medical school graduates?” 

Christian:	Yeah, thank you, and apologies for not providing that definition. So, we included among primary care providers physicians, _____ [0:32:31], also nurse, advanced practice nurses, nurse practitioners and physician assistants. Does that answer—if the person who had the question wants to clarify _____ [0:32:45] yeah, just to make sure that I’ve answered their question.

Heidi:	I’m sure they will let us know.

Christian:	Yeah. Actually, and I’ll also note that we had, in 2012, we did have some residents respond, but very, very few, and I actually don’t remember off the top of my head, but I don’t believe we had residents respond in 2014. 

Heidi:	Okay. Thank you. The next question here, “Could you please tell us what survey tool you used for your study and did you use different ones for the study in 2012 and 2014?” 

Christian:	No, excellent question. So, the survey that we used, we generally refer to as the PACT Primary Care Personnel Survey, and it was an amalgamation of a number of different measures. Some existing, for example, the screening measure for burnout was an existing method that had been used in the physician work-life study. But, many of the items were actually created for the PACT evaluation, so the delegation items, the working to top of competency or top of training, the teamlet staffing, all of those items were basically self-authored, authored by the PACT, either demonstration labs or by the coordinating center. Then we put together a working group back at the beginning of the work on PACT demonstration labs. We put together a working group to develop the survey, and as much as possible actually relied on the demo labs, the five demo labs at the time, because they were already in close contact with the clinics on the ground, and were putting together questions through the demo lab work. So, we, as much as possible, used items that they were developing and then got input from others, some organization behavior specialists, other health services researchers. 

So, the surveys did differ between 2012 and 2014. We had a substantial redesign in the survey in 2014. The items that I reported here today were items that were consistent across the two years. The one exception being the way that we asked the question about time spent in teamlet huddles changed. In 2012, it was part of a larger set of items about how individuals spend their day, and we actually had them respond in terms of hours, fractions of hours per day that they spent on different activities, including teamlet huddles. And, in 2014, we had a dedicated item about teamlet huddles, and it was a categorical response. And, again, if I haven’t answered any questions, I’d welcome further, yeah, further questions about it and happy to answer them. 

Heidi:	Great. Thank you. We did receive a comment in here that we had 12 residents respond to the 2014 survery.

Christian:	Oh, great, thank you. Thanks to, yeah, our team members here who _____ [0:35:51] about that, thanks. 

Heidi:	I have the next question here. “Nurse practitioners are considered medical providers and should have been included in the provider category, not nurse care manager.”

Christian:	And, that is what we did. The nurse practitioners, and apologies for the confusion about that. Nurse practitioners were included in the PCP category. That’s why we called it PCP and not physician. 

Heidi:	Great. Thank you. The next question here, “What burnout measures did you use?”

Christian:	Yeah, good question. So, we used, the burnout item that we reported here was in the physician work-life study, and it’s a five-category burnout screen, five-category burnout screen, and apologies, I don’t remember the wording of the categories off the top of my head. But, basically, it’s an ordinal scale of increasing burnout. The third response item includes the wording, “I’m feeling burnout and may not be able to go on with work without change,” or something along those lines. And, it’s previously been validated against the Maslach Burnout Inventory, which is largely considered, or widely considered, I think, the gold standard in terms of screening measure for burnout. We also included in both years a brief version of the Maslach Burnout Inventory and the Maslach Burnout Inventory, or MBI as it’s typically referred to, the full scale includes 22 items. We used a nine-item shortened version that had been validated or developed by actually one of the original creators of the MBI. And, it includes items that are rated on a frequency scale, so it’s basically a seven, again, ordinal scale of frequency, and again, I don’t, I’m blanking off the top of my head, but it runs roughly from like daily, weekly, monthly, typically for a given item. The screening, the positive screen cut-off is weekly, so weekly feeling emotional exhaustion, for example, at work. And, again, I’m happy to have any follow-up questions about that. 

Heidi:	Great. Thank you. The next question here, “With the increase in the implementation of PACT and teamlets, how has this base concerns been addressed, i.e. exam rooms, computers, etc.?”

Christian:	Yeah, and that is something we did not collect data on in either of these surveys and I really can’t comment on. I don’t know, Greg or Stacy, if that’s something that you had findings in the qualitative data analysis?

Greg:	You know, I mean, this is, it’s kind outside the scope of the work we do. It’s a great question and as we go do qualitative site visits, we see it addressed in some places. Obviously, it’s not addressed in all places. It takes a lot longer to change facilities and things. But, it does matter. Our research suggests clearly that it matters and configurations of where people are, if you can have people co-located where they’re working together on the team, that’s much better than if you have, your administrative support people are physically separated or your nurses are separated. So, it’s a big issue and we’ve seen it addressed in certain places. I have no idea and I don’t think Christian or us, anybody can really speak to the policy. Let’s say it is important and we see some places that have been able to do it and discussions that we’ve had, I know it is something that national leadership is thinking about. 

Christian:	Yeah, and if the participant, whoever asked that question, if they’ve got specific, if they’ve seen space issues, specific space issues that have been an ongoing challenge for them or _____ [0:40:26] looking into this further, that would be, welcome a follow-up email or call from them. I would love to hear about what their experience has been. 

Heidi:	Great. Thank you. The next question here, “In discussing over or under delegation, there is talk about the provider determining the level of delegation in the teamlet. Were there any questions in the analysis that talked about the involvement or lack thereof by the provider’s leadership?” 

Christian:	Yeah, great question, and that’s something that Greg and Stacy may be able to speak to a little better. One thing I will mention is that in 2012, we did have some items that I generally think of as addressing kind of team climate or workplace climate. And, they related to the things such as how a respondent felt they were involved in decision-making that affected their jobs, how they felt their colleagues at work dealt respectfully with difficult conversations or communication with them, within their team, how chaotic they felt their work environment is. And, we’ve actually got a colleague at the VISN 4, affiliated with the VISN 4 Development Lab, who’s doing some work, again, on the 2012 data, looking at how much those team climate measures correlate with greater delegation. But, unfortunately, we don’t have data specifically about physician leadership or the role of physician leadership with delegation. Again, Greg, Stacy, you guys, you may be able to speak more to that. 

Stacy:	This is Stacy here. We did find with the interviews that there was some discussion that the administrators actually were involved in more over-delegation, overabundant delegation in that, and were primarily involved in that at a kind of higher level of the delegation. 

Greg:	Yeah. You see, you did see, and I think this is kind of implicit in the question, you see modeling behavior and not so much in the specific results we’ve got here, but in other work, leadership is modeled. And, so the model that they see are going to be carried out and part of the problem, I think, is the widespread scope of PACT was we implemented this without really clear models of how it’s done. And, as people go through this new leadership identity that takes them, a provider from being a provider to now a provider who has this leadership responsibility, their identity of who they are and their role changes a lot. And, if you go back and look at this identity creation literature, there’s a real clear theme that says one of the ways that we figure out identity and who we are and how we should behave is by looking at other role models and testing that. And, that’s clearly something that, when we started, we didn’t have a lot of that. And, it’s a difficult process of large-scale change like this that people weren’t able to see clear models of people doing this and we have conceptual models and we’ve been taught, there’s been a lot training. But, there weren’t a lot of people that had done this in practice that people could go to and point and say, “That’s what I want to be, or want I be like.” And, so from that perspective, that’s what part of the difficulty was, and again, it’s a hierarchical thing and most of the work that we presented today is done within the core team of four. But, the same principles of delegation problems would apply across levels. 

Heidi:	Great. Thank you. The next question we have here is also about delegation. “Can you speak to the delegation of administrative duties to the RN care manager from the PCP versus working to the top of license?”

Greg:	So, I don’t have in front of me specific things that were delegated. I think, and we see some differences, and one of the interesting patterns that came out in the data that Christian showed and a lot of our work is early on, the RN care managers were kind of the most stressed-out people in the early one or two years of implementation. And, we think that it’s clearly related to delegation issues and some of this, what we label overabundant delegation, that they’ve been, kind of caught everything. If you look at it in the last couple or three years, a lot of that tension has moved from the RN care manager down to the LPN and the clerical associate. And, so we see probably more delegation from them and this shift that’s happened there, and so once again, in terms of the task, administrative tasks, we see some do it well and some don’t. Obviously, there are in some teams where the administrative associate, the clerk, basically feels like they get everything dumped on them, and to a degree, that’s part of the model of pushing things down. But, it can also be really difficult for them to catch everything down there, and that’s why we see this balanced delegation, it’s not just delegating everything you don’t want to do, but delegating in a way that helps build the competencies and broadens the skills and perspectives of the people working under you. And, so that’s why we think that this is a really important idea that needs to continue as you get back to this what’s administrative versus medicine, and there are some differences there that we haven’t fully understood or unpacked yet. I think that’s a great question. 

Christian:	Yeah, and the one thing that I can add, we did not specifically, we didn’t have survey items assessing the extent to which nurse care managers felt like the delegation that was occurring was around administrative duties versus clinical duties. We did have, in 2012, we actually assessed working to the top of competency with three items, and in 2014 it was just a single item, the percentage of time you spent on work well-suited to your training or well-matched to your training. In 2012, we also asked the percentage of time individuals spent on work that essentially exceeded their training, or was, that someone with less training could do. And, far and away, the majority of respondents across occupations reported that they were—so, among those who were saying that they spent less than ¾ of their time or more on work well-suited to their training, the vast majority said they were spending time of work that someone with less training could do, including the administrative clerks, incidentally. So, I do think that, and something like that speaks to two things. One, that right now, or I should say in 2012, there was substantial feeling like PACT teamlet members were spending time on work that was really, didn’t require someone with their training. Then, two, I think probably to Greg’s point, that there is a certain amount of work that ends up needing to be done that really doesn’t require, doesn’t require any specialized training, and it’s just sort of busy administrative work. 

Heidi:	Great. Thank you. The next question we have here is a follow-up from the person who was asking about the definition of provider, and they’re wondering, “What were the proportions of each and how did this affect burnout?” 

Christian:	Question, and apologies for not including that. I don’t recall the proportions off the top of my head, although the majority of respondents were physicians. We did see, I believe that we saw slightly lower burnout rates among nurse practitioners and physician assistants,  and there’s certainly, the second largest group was the nurse practitioners. It was a relatively small number of physician assistants. But, the burnout, the percentage screening positive for burnout were slightly lower, although still high. And, I’d be happy, if that individual wants to follow up with me, we can certainly provide that information. I’d be happy to look up those numbers.

Heidi:	Great. Thank you. The next question we have here is a follow-up from the survey tool question, and they’re wondering what actual tool was used to administer the survey, Survey Monkey or _____ [0:50:07]. 

Christian:	Oh, gotcha, yes. It’s a survey tool called Inquisite [PH]. The VA, I think—I don’t know if it’s still called this, it used to be called the VA Office of Web Solutions—has a license with this software designer, manufacturer, whatever you want to call it. But, Inquisite, it’s a Web-based tool. Because the VA Office Web Solutions, or what used to be the VA Office of Web Solutions, has a license, a national license with it, they’ve got secure servers that reside behind the firewall, so we’re able to field this survey, again, behind the VA firewall, on the VA intranet, and are able to field anonymous, secure surveys that way. And, again, happy to, if the individual has additional questions, I’d be happy to have them follow up with me. 

Heidi:	Great. Thank you. The next question here, “Can you share the citation for the nine-item short form of the Maslach Burnout Inventory?” 

Christian:	You bet, and Heidi, I don’t know if it’d possible, I could add that citation to the slide, if we could revise those to post them or something along those lines.

Heidi:	Oh, we definitely can. When we send out the archive notice, I believe that will go out on Friday, I can put a note in there that there’s an updated copy of the slides available. So, we can definitely do that.

Christian:	Yeah, great. We’ll include that citation in there. 

Heidi:	Okay. The next question here, “The burnout instrument that you used has been reported to measure the emotional exhaustion dimension of burnout more than the other dimensions, depersonalizations and _____ [0:51:58] of achievement. Does that not mean that you are really capturing emotional exhaustion and not the full range of the burnout syndrome?”

Christian:	Yeah, no, and that’s a fair comment, and for folks who aren’t familiar with sort of the conceptualization of burnout, again, this is based on the development of the Maslach Burnout Inventory, but the idea is that there are these three domains of burnout. One of them being emotional exhaustion, just that kind of feeling like I can’t go on, work is so draining that I just can’t do it anymore. The other two dimensions are professional inefficacy, like I’m not good at my job, I can’t perform well, I don’t have the ability to perform at the level that my colleagues expect of me. And, then cynicism, which is generally framed in terms of how one feels toward the clients or customers or patients, and this feeling like you really don’t—it’s also called depersonalization—you really don’t care much for the individuals. And, it is true that the single item measure that we used has been validated against the emotional exhaustion scale, so that feeling of being drained by your work. There are two reasons there, and we think that this is appropriate. One, and most importantly, the emotional exhaustion domain is the one that’s been linked to other outcomes that has far and away the strongest association with other outcomes such as patient satisfaction, quality of care, turnover, health problems among employees. So, that’s the domain of burnout that has most consistently, not just within VA, but out, more broadly, it’s most consistently been linked to outcomes. In addition, for me personally, I find that single item measure has the greatest face value, because you’re asking someone to basically say, “I am burned out.” They’re explicitly told to define burnout for themselves, but the item categories say, “I’m feeling burned out.” And, just as an example, one of the things that we found in prior work, looking at the Maslach Burnout Inventory and the frequency items, and the emotional exhaust, that single item measure, that you can have some subgroups where those items diverge, where with frequency, with the Maslach Burnout with frequency, sometimes people may be experiencing some burnout symptoms frequently and are in a stressful workplace. But, it doesn’t appear to be leading them to overall, toward their work feel drained. And, again, I’m happy to _____ [0:55:02] offline about this. So, for those two reasons, strongest association with outcomes that we’re interesting in, and then this is more my personal feeling, that I feel like the face validity of the _____ [0:55:14] screen is better. And, again, happy to follow up after this. 

Heidi:	Great. Thank you. I know we’re at the top of the hour, but I’m hoping I can sneak one more question in before we close things out there. The question, “The VA All-Employee Survey has shown over the past three years that the average voluntary resignation rate for physicians in the first five years of employment with VHA was around 35%. Has the turnover with PCPs working in PACT teamlets been compared with the All-Employee Survey, and does that PACT model improve PCP retention?”

Christian:	And, that is work that we have not compared it with the retention item in the All-Employee Survey. We have looked at trends in the retention items before and after PACT with the All-Employee Survey data, and what we have found—these are unpublished analyses—but, we did see a, we see a trend in decreasing job satisfaction, increasing intent to quit among all PACT employee categories starting before the PACT initiative and continuing after the PACT initiative. So, this is between 2009 and 2012. So, it appears that that trend was in place before the PACT initiative started. There was a decline from 2009 to 2010. My colleague, David Morris, from the team in Boston, has done this work, and it’s continued after. I will note that other colleagues, Phillip Seeling [PH], with the PACT Demo Lab Coordinating Center, has also looked at turnover, physician turnover using PCMM, the Patient Care Management Module, and changes in the providers who are in, who appear in the PCMM over time, and has found what appears to be an increase in turnover following the PACT initiative. And, that is published, and again, that’s something that I can, Heidi, I can add that citation to the slides. 

Heidi:	Okay. Sounds fantastic. And, we’re just past the top of the hour here, so I would actually like to close things out for today’s session. I want to thank all of our presenters, Stacy, Christian and Greg, thank you so much for taking the time to pull this session together and present. We very much appreciate the time that you put into that. I want to thank the audience, for those of you who stuck around, thank you all for joining us. When I close the session out today, you will be prompted with a feedback form. If you all could take a few moments to fill that out, we really do read through all of your feedback and use it for our current and upcoming sessions. Thank you, everyone, for joining us for today’s session and we hope to see you at a future HSR&D cyber-seminar. 

[End of audio]
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