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Molly:
I'm here at the top of the hour now, so at this time I'd like to introduce our speakers. Joining us today we have Dr. Joe Gyke. [PH] He's a psychologist at the Salem VA Medical Center. Joining him is Dr. Joe Plot a research program analyst. Sorry about that folks, and he is with VISN 6, PACT Demo Lab and Salem VA Medical Center. Joining us today also is Dr. Metti Gazimi. [PH] He's an associate chief of staff in education, and the director of the VISN 6 PACT Demonstration Lab, also VA Medical Center, and finally joining us is Dr. Paul Targosky. [PH] He is an associate professor and director for clinical research initiatives at the Department of Public Health Sciences and University of Virginia School of Medicine. His participation is tentative today, but we do hope he's able to join us. If not we have three other presenters that are more than well prepared to take over his portion. So at this time gentlemen I'd like too turn it over to you, and we will begin with Dr. Metti Gazimi, and you guys should have the popup to share your screen now. 

Dr. Metti Gazimi:
Thank you Molly. Thank you very much. Before I start I would like to extend my special thanks to Demo Lab Dr. Steve _____ [00:01:19], and funding and support by the Demo Lab that comes from Office of Primary Care. I also want to thank to everyone who's joining us today for this interesting and exciting project. We have a presentation to present some preliminary outcomes of an evaluation project from our demo lab center, VISN 6 PACT Demo Lab here at VISN 6. I also want to thank Dr. Joe Gyke, Joe Plot, and as Molly said Dr. Targosky for their effort put into this program. This is the first time that Dr. Targosky joined our webinar. He is an associate professor and primary-care physician and he's doctor, an epidemiologist serving as director for clinical research initiatives in the Department of Public Health Sciences at the University of Virginia School of Medical. 

And Dr. Targosky, the city's MPH, MD, and PhD in epidemiology from the University of Illinois in Chicago, completed his residential training program at the Mayo Clinic and then he completed post doctoral training in the statistical genetics and genetic epidemiology at the University of Oxford in England, so I want to welcome him to our webinar and welcome his workings with us. The team has done a phenomenal work, our VISN 6 team, and as you go through different team members will discuss parts of the work that has been done. I thank every one of them especially the ones who helped us to have a better understanding of the role of high reliability as it pertains to high performance, through preliminarily  we believe the findings, methods, and the tools developed have significant potential to help VHA in its effort to deliver the best healthcare to our veterans and to facilities better achieve quality and target performance targets that we have for the work to be done in this field. 
That being said, we would like to get to know our audience a bit, so that we can make any adjustment as we discuss our outcomes and methods. If you wouldn't mind, if you could go to-- Yeah. Please take a minute to respond about your role in VA. This information is very helpful, so we have a better understanding our audience. I'll pause for a few seconds for everyone to have a chance to answer our first poll question. [Pause from 00:05:08 to 00:05:54] Okay I see that we have about 5 percent providers, PACT team members 22 percent and executive leadership and management personnel 18, and we have 36 of our audience that are researchers or analysts and 18 percent identified themselves as others. Very good. 
Thank you very much. We want to provide insight for PACT that aligned closely with principles of high-reliability organization, and the VHA blueprint for excellence. If you read through the blueprint for excellence, much of it is based on five MO strategies of cost, quality of care, customer-centered care. High reliability care is highly consistent with establishing process that will help achieve a balance between these three areas of emphasis. The insight we provide will hopefully help sites self assess their level of maturation in the context of high reliability.
We also wanted to provide some outcome that those in the field may be able to relate to and consider utilizing for improving clinical care at their sites. Finally we have sought to develop a self-assessment tool to help evaluation the degree of maturation associated with process that contribute to PACT implementation from the perspective of high reliability. Other developments and examples of this tool we will discuss in the Methods Section.
As a standard of practice we want to make sure that we provide a quick overview of PACT for our audience in case there are some of you that aren't familiar with this model of care. PACT these are from the foundation of the patients sent to a medical home or PCMH model. This model of care is designed to more well coordinate patient-care needs and the veterans passed to VA healthcare, and in turn to reduce healthcare cost by assigning patients to metaphorical home, that is each patient is assigned to a singular provider and team to support and coordinate care. In VHA they PCHM or PACT model was implemented in 2010 across VHA. Our team and for purpose of this presentation and project I believe it is important to know that PACT is home to the VHA groupings for excellence. 
In fact there are many key aims including the delivery of patient-driven, coordinated, team-based care referenced between the VHA grouping for excellence. This is the end why one of our aim is the better evaluate PACT processes that contribute to high reliability healthcare. PACT as a whole has developed a number of accesses, and several key organizational factors are linked to those provider burnout. For example the first within the PACT demo lab project has shown that adhering to the recommended staffing ratio is associated with a lower provider burnout. Linearly this makes sense. I'm sure that access on this call would largely agree. 
Additionally most functional PACT implementations as measured by the medical-home-builder scoreboard has shown to be associated with lower risk of avoidable hospitalization with effective access and scheduling and coordination serving as key drivers of outcomes. Now our part of the question still remains about the degree to which organizational factors affect outcomes, which is why our team is venturing down the path of trying to identify contextual and process factors that varied within higher and lower forming VA sites, and to help those sites better perform with the assets and capabilities that they have at their disposal. Now to initiate our review of the project method, I would like to hand the presentation to Dr. Joe Plot. Joe.
Dr. Joe Plot:
Thank you very much Dr. Gazimi. Good morning everyone. My name is Joe Plot, and I work with the VISN 6 PACT demo lab team. Core to our presentation is the concept of high reliability organizations, or I'll reference it as HROs for short. We would like to learn how familiar you are with this concept. If you would please address the following question. How knowledge able are you with the principles and characteristics that define HROs? Your answer choices are A,  no knowledge; B, basic knowledge, that is you know the term and its general emphasis; C, moderate knowledge, that is you know the key characteristics and can describe how HROs function; or D, expert knowledge, that is you can recite key HRO characteristics, describe how HROs function, and actively use them in everyday practice. 
Molly:
Thank you. It looks as though we've got a nice, receptive audience. We've had almost a 75-percent vote, so I'm going to go ahead and close the poll out now and share those results. 

Dr. Joe Plot:
Fantastic. Thank you for all your answers and very interesting responses of familiarity with high reliability. If I could get back to our presentation. By definition HRO are organizations that consistently perform at high levels of safety, process, and outcomes over a long period of time. 

Molly:
Sorry to interrupt. Do you have that popup now? There we go, great.

Dr. Joe Plot:
I did yeah. I shared it. That's the definition of HROs, and these organizations have systems in place to ensure goals are accomplished while minimizing errors. This concept has been applied for some time in the manufacturing and airline industries. We're all familiar that the latter employs a number of systems to reduce processes in order to eliminate error and positively impact safety. For the healthcare industry, the healthcare industry's placed an emphasis on the HRO concept over the past 10-plus years , but the primary focus has been on quality and safety issues, such as reducing medication errors, infection rates, and other issues. 
We believe there is additional value in understanding and examining the HRO concept not just with quality and safety but also within the processes that define a healthcare model such as PACT. With that said there are actually five key principles or components of HROs. The first one is a preoccupation with failure, that is HRO actually support a culture of identification of error and quality improvement at all levels of the organization. The second principle is a reluctance to simplify, that is individuals within HROs actively seek to increase detailed understanding of processes and the how and whys processes, actions, and innovations succeed and fail. The third one is a sensitivity to operations. 
This is generally a situational awareness among staff with regard to how operations and the current state of work are not effectively advancing the mission and organizational and work-unit outcomes. The fourth one is a deference to expertise, that is HROs recognize and appreciate the fact that the people closest to the work are the most knowledgeable of the work. Then number five is a commitment to resilience. This is where people in HROs assume the system is actually at risk for failure, and they practice performing rapid assessments of and responses to challenging situations. These principles lend to developing a collective mindfulness among those who work in an organization and lend to systematic identification of small errors in order to prevent catastrophic problems. 

They can also serve to provide a practical framework for assessing a hospital's readiness for and progress toward high reliability. Now that we've introduced the high reliability concept, we would like to get a better understanding of what is important to our audience specific to their performance by more well understanding how others are held accountable, we can more well address those needs as we evaluate high reliability in healthcare. Please, address this poll question. Of the following which VA specific measures are most critical to everyday activities and performance. Your answer choices are strategic analytics for improvement in learning or sale; B, specialty productivity access report and quadrant tool or SPARK; C, external peer-review program or EPRP; D, PCMM or PACT performance measures; or D, the PI2, which stands for the PACT Implementation Index or other research-based measures of performance. 
Molly:
Thank you. It looks as if people are taking a little more time to respond to this one, and that's fine. Just so you know, these are anonymous responses, and you're not being graded, so feel free to be quite candid. It looks like we've had about two-thirds of our audience reply, and I see a pretty clear trend here, so I'm going to go ahead and close out this poll and share those results with  you.

Dr. Joe Plot:
Very good. Thank you. We see a large percentage on performance measures and sale. Thank you very much. We can take back control, Molly. 

Molly:
Just one second. I pushed the wrong button. Okay. Let me try that again. 

Dr. Joe Plot:
So your response percentages were very interesting particularly the last option PI2. The PI2​ was actually developed as part of the PACT demo lab initiative, and it's been used as a tool to better assess the effectiveness of PACT, essentially helping to determine fidelity of PACT, that is how do you know a PACT when you see one? Thank you.

Molly:
Hello, one second. Do you have your screen change? 

Dr. Joe Plot:
Yeah. We've got it, yeah. To my screen. Thank you, Dr. Gyke. Thank you, Molly. 

Molly:
There we go. Sorry about that. 

Dr. Joe Plot:
As I was mentioning the PI2 is actually developed as part of the demo lab initiative, the PACT demo lab initiative, essentially used as a tool to more well assess the effectiveness of PACT. How do you know a PACT when you see one, and the PI2 measure helps us to get there. For our project and in effect this presentation the PI2 was one of our primary dependent measures, and it is referenced throughout the remainder of the slides. The PI2 is comprised of eight subdomains, access continuity, care coordination, self-management support, shared decision making, patient-centered care, and communication- and team-based care. Data representing these domains are derived from multiple sources including the CDW, patients and staff satisfaction tools and other measures of performance.
Conceptually those put together, HRO and PI2, the HRO concept and PI2 provide us with the foundation, and metrics for our presentation. The on-screen diagram offers a simple conceptualization for how our teams views high reliability in healthcare delivery, especially VHA. For us high reliability is essential for establishing a foundation of process and function, and provides for a foundation of evidence-based principles and a rhyme to the reason. The degree of maturation or level of high reliability within an organization effects implementation climate and the environment. Establishing a help-implementation culture and environment is critical for ensuring a culture that seeks to identify small errors, reduce waste, and practice continuous improvement. Ultimately these factors contribute to fidelity, such as PI2, and affect clinical outcomes. 
High reliability leads to best practices that then accelerate effective implementation and thus produce good clinical outcomes. Now to wrap this up as far as concepts. Now that we've discussed those concepts of HOR and PI2 we'd like to brief you the general methods of our project evaluation. Our collaborative project took place in 13 facilities a selection of medical centers, healthcare centers, and CBOCs. These sites were selected in order to capture a relatively good cross-section based on 2013 PI2​ performance. At the time that was the data available at the time of site selection. For our specific evaluation, these 13 sites were reduced to 8 consistently high or low PACT performers meaning they consistently performed in the top or bottom PI2 quartile between 2012 to 2014, or there was a consistent trend up or down from 2012 to 2014. 
We utilized multiple evaluation tools to include the PACT feature survey. This survey contains 31 items. It was actually submitted to each site prior to the site visits. We also qualitative interviews, the consolidated framework for implementation research or CFIR for short. The CFIR contains 28 items, and each site's PACT-related documents. The latter, the PACT-related documents served as an integral part of our evaluation efforts for understanding of high reliability in healthcare. This is a list of the document types that the collaborative-project team procured from each site. Additional documents could have been analyzed, but by standardizing the document types listed, our evaluation and comparison was more consistent across each facility. Specifically for capturing evidence of high reliability. To address more specifics of our evaluation and finding, I'll turn the next set of slides over to Dr. Joe Gyke. Dr. Gyke.
Dr. Gyke:
Thank you. So as we go forward, those documents that we procured from all the sites are we simply procured from all the sites. For us those serve as a foundational element of trying to understand high reliability in the sense that we're trying to look at the processes and organizational factors that may drive PACT. A lot of times we focus so much on clinical outcome, and what you tend to find in the high reliability literature related to healthcare is that you find pockets of excellence on certain outcome and performance measures, yet often the processes that find those outcomes are not measured or there is tremendous variability in it, yet they seem to achieve these particular outcomes.

On this slide here, this is intended for our researchers and analysts with the idea being that when it came to choosing the high-performing and low performing sites, it was not just done arbitrarily. They weren't just arbitrarily assigned, but in fact what we found was when you look at the eight different domains of the PI2 for that 2013, when we look back at that, differences between high- and low-performing sites, yet we know that the sample size is small. What we find is just looking at the means there are profound difference between how the high- and the low-functioning site function in these different domains, or how they scored out in these different domains. Many of these meet the level of traditional significance. 

Now when we talk about our concept of high reliability, we wanted to look at this from the standpoint of maturation, meaning that high _____ [00:25:02] high rate of fail is not dichotomous, either you are or are not. It exists on a continuum of development, and that continuum of development is very consistent with…was talked about in the VHA Blueprint for Excellence as far as having ongoing, continuous process to permit quality improvement and so forth. What we based our article or literature on which we based this concept was related to an article that came from these two authors Chassin and Loeb. These two are associated with Jacob site visits. They described a model that's exactly what we talked about here in a different context of high reliability being able to develop from a very beginning stage to a more approaching high reliability along the continuum. 
To inform that process, they reviewed data from well over 100 Jacob site visits because they're particularly interested in this idea of how do you build high reliability into healthcare not just in particular factors that relate to preventing adverse events but healthcare as a whole. The documents that Joe had just briefly described, what we did is we reviewed a number of documents and we used, it's actually what you might call a qualitative functional construct review meaning that we looked at the different documents, and we looked at their particular functions that they serve within healthcare. Are they more of an administrative type of document? Do they facilitate patient flow? Do they belong to some other type of category? What we found is that they more or less boil down into three primary constructs with several subdomains. 

This first one largely is just called strategic planning. What we did is we actually looked at organizational work charts, we looked at governance, governance meaning committee and councils that govern PACT within particular facilities and within that process we wanted to look at their meeting minutes. We also looked at the facility-based strategic plan. To what extent is PACT laid out in this plan? Is it listed sort of as an artifact or is PACT like it's supposed to be central to healthcare, is PACT really central to their strategic plan? 
Do they actually build upon this? Low and behold what we found in review of documents from different sites is there is a difference between how facilities construe PACT in their strategic planning. The second domain or construct, at which we looked, was staff development of rules. So when we looked at different sites, we wanted to see how staff are trained, do they have an orientation, do they rely on external education processes such as what used to be the PACT Center of Excellence, which is now VA PACT University. We wanted to look at materials that they had, and we wanted to look at the format by which they provided education and training to their staff. 


Then the third construct that these documents boil down into is what we would call implementation practice. These are area that we believe directly or more directly influence patient-care practices. In that context what we found there is that a document such as position descriptions, functional statements, protocols, SOPs, things of that nature that are actually delivered for patient-care purposes, fall under the idea of scope of practice. The idea being that can we get people to actually work at the top of their scope or at the top of what they are capable to do within a particular profession or domain or license. We also looked at care-coordination agreements from the standpoint that these drive healthcare in  particular patient-flow processes. 

Then we wanted to look at toolkits. Toolkits and tools are something that we would consider something that might be paper based as far as how to work hand on with the patient. It might be electronic meaning that there's a folder on a desktop that people shared where they can access tools or from the CPRS. Or there may be a more informatics based product, and actual IT-based product that helps in the delivery of healthcare that a site has developed on its own. Continuing with this idea of high reliability as a maturation model, we took the information by Chassin and Loeb, and we looked at these different constructs and domains, and we looked at literature and talked to subject matter experts in different areas to try and figure out how to anchor. 

If we were to actually rate how well a facility performs in these different domains or constructs, how do you anchor these different ideas and documents. So what we did is we talked to a number of folks. We read a lot of literature, and we developed a categorically based system, which is fairly simple and straightforward, which would be if you're at the beginning level we rank you as a one. In order to achieve a developing level or a score of two, you have to meet the inclusive criteria for that domain. Then the documents were independently rated by two subject-matter experts, both of whom are on this call here, on this presentation, and we produced a mean of document score as a means of looking at internal reliability to see if there was significant difference in how people rated, but there was not. 
This is a sample. This was the one sample that we could sort of fit onto a slideshow presentation, but this is an idea of how these were actually anchored in the construct of staff development and roles, and within the two domains of training events and training materials. This is a busy slide, so we want to just provide some highlights to sort of walk you through how we did this. This first category here at the beginning level, when it came to training materials, what we found is that sites that were more or less at the beginning or how we anchored this at the beginning level were sites that primarily relied on external educators or external parties to provide that education and training to staff, such as what used to be that PACT Center of Excellence. 

We also anchor this in meaning that what we found is literally there would be little to no local development of education and training materials. Primarily these sites at the beginning level of high reliability, rely on external others to provide that education. At the developing level, not only might they rely on that external education as part of a standardized process, but you start to see evidence that there is a need to adapt materials to the local culture, the needs, and there's evidence of preliminary efforts to do so, meaning that there are actual processes that were reported in planning or in construction showing that they're taking the standard literature and trying to adopt it and move it forward in a more advanced way locally. 

Then as a third point here, what we construed was that available materials are generally not accessible to staff at this point, so either they're in construction, or they're in somebody's notebook, or on somebody's personal hard drive. They're not yet shared as a whole, but when you move to the advancing level, what you find here is that these factors start to build upon each other such that at this point you see clear evidence and the establishment of training and education effort that have clearly adapted training materials to meet identified need processes and so forth. Then on top of that those materials are easily, centrally accessible, meaning that they're shared among staff. They end up on orientation processes, but they're accessible. 

Staff may or may not use them all the time, but they're easily accessible. Then at the final stage here of approaching, not only do these build upon one another, but we find that those PACT-training materials are integrated not just into orientation, but they clearly map between say somebody's position, their position description and how they're evaluated. That becomes a central core part of how that education and training process occurs. Then on top of that materials are linked to staff competency and how well they perform their job. A lot of times we provide general education, but we do not necessarily link it to specific competencies. 

Then finally the materials were centrally available, easily accessible, and there was clear evidence of consistent use by the PACT staff, meaning that self report at the qualitative interviewing indicated to us that there staff were accessing that information frequently and using it in direct patient care. With that being said, I want to hand it over to Dr. Paul Targosky to talk a bit about our outcomes analysis. 
Dr. Metti Gazimi:
Dr. Targosky?

Dr. Paul Targosky:
Thank you. Can you hear me okay. I'm going to ask if someone can help with the slide because I'm not going to have control over the slides. Essentially what we're looking at then, is amongst these eight sites what is the relationship of an assessment of their high reliability maturation and stage with the ability to perform as measured by this aggregate PI2 score looking at implementation of PACT with the goal being to see if there are any factors that we can determine are associated with higher performance in PACT, so that other sites that need assistance _____[00:35:12] opportunities to improve how they move toward being high performing PACT sites. At the end of the day, if you'll recall the slide on the conceptual framework, the goal is to get to the best clinical outcomes. It's not just mortality and cost, it's actually improving health for our veterans, our patent populations. We're going from looking at high-reliability attributes to the ability to effectively implement, to perform well in implementation of PACT. This is a cross-sectional relationship basically. What we did is the sites had their maturation stages assessed, and the subsequent PI2 data for the next period coming up for those sites was included in the analysis. 

We're looking at a temporal association in this case where the assessment of maturation just precedes the PI2  performance measures that came out for those sites. We sued multiple measures. You can see here we tried to keep it relatively simple because at the end of the day, we are talking about eight sites. Our data is somewhat limited, although it was quite robust for those sites, and in terms of the PI2  measures, those have been validated and are conventionally accepted within the system. The maturation models also are based on conventional assessments of high reliability although very novelly applied by the team here. They did an excellent job in that regard. 
The one thing that we did do that was a little bit more sophisticated was to perform some analyses to really try to give some sense of kind of bang for the buck. If you could go from one stage of maturation to the next, what might you expect an effect to be on your overall PI2 domain scores. For those purpose we were liberal in setting a p value at around 0.2. Standard science, p is 0.05, but we're really trying to function at a practical level in the real world, so we moved away from that p value a little bit, and we're really looking more at relationship. Did that with the eight PI2 domains against the maturation stages. 

I've mentioned some of the limitations already. We have small sample sizes from the number of sites, eight. Despite that, what we're really looking for is a degree of consistency in the finding and we have seen that as Joe had alluded, Dr. Gyke, had alluded to previously. There's going to be variability in qualitative responses. There always are, but what we're looking for in these qualitative responses are the case studies and the exemplars that can then be used as again exemplar, an example for the other sites to begin to see how they might be able to pull information from those best practices and apply them. 

Then finally consistency of documents. Despite the fact that this was very systematically done, and it was very specific in moving from one stage to the next, there's always going to be some risk of misclassification. That being said, the goal is to be practical with this, again, and hopefully at the end of the day create a type of assessment that can be applied on the site-specific, unit-specific, team level, so that people can get to the point where they're kind of doing this on their own.

In terms of overview of outcomes, what we found in terms of the outcomes of the outcome analysis, it yielded observation that positive leadership and service coordination are very prevalent in high-performing sites of PACT. This fits really well with models of implementation theoretically that establishing a culture that supports frontline staff and identifying and resolving small problems leads to practices where larger problems really then don't arise. They're nipped in the bud, and the frontline staff are empowered and authorized to act. 

Some of the particular models. Helfrich Damschroder have actually been used around looking at the VA systems in the past and apply here where leadership leads to good policies and procedures, which leads to the ability to identify champions, experts in areas who can then apply resources to solve problems and implement solution effectively to get to good outcomes. The other thing that that we're looking at is that these observations in our study in terms of qualitative-content analysis really support that high performers endorsed this culture of empowerment of innovation and of continuous improvement, so we're seeing that here. 
The next part of the analysis and we're giving a high level overview of this. We do have a document that's being finalized that goes into substantially more detail with more examples specifically around all of the PI2 domains as well as within the qualitative analyses, but the next set refers to this analysis we did where we looked at the cross-sectional relationship between high-reliability maturation and PACT performance. 
This evaluated evidence for high-reliability organizational characteristics, again, systematic classification of PACT integration through that document-review process where we looked at elements of strategic planning, where we looked at elements of staff development and roles, training events, training materials of implement…take the scope of practice care-coordination agreement and toolkits. Let's see here. I'm just going to move through to the next slide at this point then. We're going to give you some examples, then, of what we found. It's going to be a limited numbers of examples because we don't have a great deal of time here, but we want show exactly what was found. 
In terms of high reliability maturation, the highlighted in the ellipsis, those areas show the differences in maturation stages between the high-performing and the lower performing PACT clinical site. There were differences in the group there.

What we ended up coming up with then was that the maturation stage for high reliability and implementation scope, and we can go to the next arrow, you can see we're point to a dot. That dot actually gives a standardized effect estimate. What we tried to do is tried to say if we went from one stage to the next in high reliability, if you went from beginning to developing, developing to advancing, advancing to approaching, how big of a bump would you expect to see in your PI2, and then we standardized that across all of the different domains, so that people could begin to decide if they needed to prioritize and area where they wanted to make an impact. How might they be able to look at the maturation stages within each of those three constructs, strategic planning, staff-development roles, and implementation practice and those subdomains within those, meaning for example, implementation scope in the context of implementation practice, where do you want to go to get the most bang for the buck. 

What we see here if you look is the standardized effect estimate and then the blue bracket shows kind of the range that you might expect if you were to replicate this over and over again. There's a zero, which means no effect. There are negative numbers, which means a negative effect, which we generally don't want to see. Then there are positive numbers, which denote a positive effect. The bigger the positive number, the bigger the effect. What you can see from here is that, even though the dots are at slightly different points, the ranges overlap. 

Again we had small numbers, so, bigger variability across those estimates, but we also see that in particular the dot say for access, which is around one for an effect size, doesn't cross zero at all. That actually would be statistically significant if we were applying kind of scientific principles to this analysis. We're not. We're interested in relationships and looking at some of the relative benefits, but what you can see here is higher maturation for implementation scope actually leads to higher PI2 performance in these four areas documented on the slide. 

This one is looking at care coordination agreements. What we can see here again is that low-performing PACT sites tended to have a substantially lower maturation stage in terms of being high reliability, whereas the high performing sites, this is the upper right-hand side of the slice--If you cans see that--seem to be doing quite a bit better in terms of the stage of maturation with high reliability. Again, we're finding effect sizes associated with implementation practice that in this case the care-coordination-agreement domain and the implementation practice that lead to positive improvements in PI2 performing for the sites that were analyzed and those are those standardized effect sizes. Again, the ranges overlap. 
The effect of high-reliability-care-coordination agreement behaviors as we see from the documents review is moving across many of the PI2 domains. There may even be some interactions here as you might expect, but at the end of the day we're finding over and over that there tends to be a positive impact of engaging in high-reliability behaviors to the extent that we are able to document them on PI2ed performance and we have a conceptual framework where we can go from high reliability to an implementation culture and environment and then to effective implementation. Other studies have shown the association of effective implementation of PI2 with clinical outcomes, and that's where we hope to go at the end of the day overall. 
Same principles. This looks at staff development and roles. Again, high-performing sites doing better in terms of maturation versus low. Then how is that showing up? Well, if we look at training events for example as a surrogate of positive staff development in roles. We're seeing benefits in a standardized range of 1, 2, you know, 0.5 One could argue if you wanted to improve your performance and PI2 continuity, you might actually want to try to improve your maturation stage and training events by engaging in the behaviors that lead to high reliability there. If you do that, you might get a little more bang for the buck in continuity than in shared decision making. 

You could look across to the implementation-practice slides that we just looked at and maybe see if you needed to do something in continuity, if you targeted staff development in roles, you might get a little more bang for the buck than if you targeted care-coordination agreement, so this is just a way of kind of looking at the data relative to each other. At the end of the day, however, this really passes the sniff test. It's not just statistical mumbo jumbo. It says practically where might one want to invest energy to make improvements in performance that lead to better clinical outcomes. 

Last one we'll look at the for the constructs, this is training materials. Again, differences in maturation stages. Then in this case we that training materials appear to have some benefit in terms of improving performance in shared decision making, self-management support. It's not statistically significant from scientific terms, but it's there, and it seems to be consistent when we did the qualitative reviews and looked through the documents as well that training materials can be used to facilitate self-management as well as shared decision making. This comes up in some of the comments that were aggregated during the analysis as well at site. 
This is the kind of information that we have put together. It demonstrates the association between high reliability and effective implementation and also begins to develop some concrete opportunities to engage in self assessment and begin to engage in practices that advance high reliability in a very specific way based on the documents review and models to lead to better PACT implementation and performance. 

How easy or hard is it to do this? It's not always easy. If you look undertaking of quality improvement, you can go ahead and put those little cross arrows on this one if you like, what you find is that it's really not having an availability of physicians, providers, and nurses that impact providers assessment of their ability to provide the best clinical care, it's that the tools that they need-- We see the blue bars going down as we move from the left to the right. That goes from people to resources, and we see the red bars increasing. 

The red bars are an alarm. They show we don't have enough resources, we don't think it's sufficient. As we move towards analytic support and QI support, we see a high degree of concern about the sufficiency of those resources to support clinical care and to implement quality improvement. What we're doing here is also trying to assist in helping to hopefully bend those bars back down and help people identify how they can put into place the tools to enhance their practices. I'm going to stop there and transition back to Dr. Gyke. 
Dr. Joe Gyke:
Thank you, Paul. We have one more quick poll question. This lends to everything that we talked about. We're very well aware that we're reaching the top of the hour, but we wouldn't mind if people wouldn't mind taking a quick pole question, one last one to let us know, with what type of process-improvement method are you most familiar, or do you use on a more regular basis. Again, we want to be able to see where we are, where our audience is on these different concepts of high reliability and process improvement and so on. 

Molly:
Thank you. For our attendees our options are plan-do-study-act, PDSA, Lean, Six Sigma, Total quality management, or evidence-based quality improvement. It looks like we're getting some good responses. We've had about two-thirds of our audience reply, and in the essence of time I'm going to go ahead and close it down now and share those results. Half of our audience plan-do-study-act. A quarter of our study respondents Lean, four percent each for Six Sigma and total quality management, and seventeen percent for evidence-based quality improvement, so thank you to those respondents. Let me close this out and get the screen share back to you real quick. 
Dr. Joe Gyke:
So with that being said, we want to talk just very briefly, so we can leave a few minutes for question about some of the potential implication. That slide there about the poll question leads to something that we're also particularly interested in, and that is when we look at HRR characteristics, when we talk about how to help leadership, how to improve coordination across services, often those are very vague messages or concept. How do you help somebody become a better leader or become more engaged with staff, or how do you help that coordination process occur. One of the things that we have found and something that being looked in particular in VISN 22 and some other forms in other areas of the country is that idea of evidence-based quality improvement, providing an evidence-based structural improvement that ideally leads to outcomes.

We see that as a parallel process to helping to establish high reliability. We believe that would help sites become better in their leadership engagement and coordination across services. The second point from our outcomes would be when we see improvements in implementation scope because there's a lot of talk about getting people to work at the top of their scope in VA. What we find is that the implementation scope as a construct may improve access quality in veteran's self management of primary health conditions, all of the things that we try to achieve with clinical outcomes. Again, we see EPQI and some of these other methods as a way that might help facilitate growth in this domain. Then finally what we also believe is that with true use of high reliability, implementation scope would reduce the complexity of care across and through the system, meaning that people are able to function more linearly in more streamlined fashion because their scope is their scope, and there's not a lot of non-valued effort going on. 

Finally the three points we want to make is that what we found here is care-coordination agreements. I mean this is something that was talked about quite a bit by central office here a couple of years ago. It's still talked about, but what we found is that there is a clear difference is how care is implemented within the system. What we're showing with this data, we hope, is that effective care coordination givers can really affect quality of care as well as that coordination of care through the system. 

We believe that not only EPQI but CCAs can be set up using a Lean-based format such as a poll-based system, so that the system operates more efficiently and more effectively. Again what we found is that highly performing sites tend to lean more towards what we would call a poll-based system under Lean versus the other sites where they're more of service agreements, setting boundaries and delineating boundaries about what people shall and shall not do versus really providing a map to patient-drive care. 

Finally getting to the education piece, what we're sort of conceptualizing is that if you try to teach folks to provide a _____ [00:55:12] something with which they're not familiar in patient care such as in the area of chaired decision making or patient self management, that manual, linear type of education is import, but if you're looking to help promote coordination through the system, we need to turn to more advanced learning and education techniques that some sites had implemented pretty effectively such as biannual retreats that focus on systems, that focus on process and how to improve the system. 

Finally with that last slide, when it comes to how do we get the work done, we're not advocating for the hiring of a bunch of new staff, what we're saying is that there are a lot of resources at our disposal, and is there a way to take a more evidence-based approach to not just outcomes measures but the processes that delineate those outcomes as we move forward.   

Then finally with regard to this project, we see that high reliability is something and this maturation model is something that warrants further validation and development. Taking this from a sample of say eight sites to a larger and more robust sample to really discern what those standard effects would look like and where people might be able to put their energy, effort, and resources to produce some sort of outcome. Then also looking at not just PI2 but at how can this relate to performance measures, which is why we asked that question such as sale, such as access measures, and so forth. 
Then finally I mean, just as last note for those in our audience, we're always interested in if there are people that want to help drive this with us, we're always open to folks to collaborate either in other medical centers or program offices and so forth to really try and further develop this concept because we see it as a foundational framework for delivering of good access to patient-driven care and so forth. With that, I guess, we have about five minutes left, and we would be open to brief questions. We're sorry we ran so long in our presentation too.

Molly:
No problem. We do have some great, pending questions. I'm going to get right to them. How can we find out our PI2 score for even given team-lead team or facility? 

Dr. Joe Gyke:
The PI2 is something that if people were interested and wanted to reach out to us directly, we would set you up to coordinate with the coordinating center of the PACT Demo Lab  because it's not yet set up for everyday performance measurement, but it's more of a research-based tool at this point, but we'd be happy to coordinate that process for you. 

Molly:
Thank you for that reply. Did you look at the degree of specificity or conversely vagueness in PACT training materials? 

Dr. Joe Gyke:
Can you repeat that, Molly?

Molly:
Did you look at the degree of specificity or conversely vagueness in the PACT training materials? 

Dr. Joe Gyke:
We attended sites, we did attempt to collect training materials and to look at what those materials would look like. From the general PACT COE perspective, we're very familiar with what those materials are having been directly and indirectly involved with that process for a number of years. When it came to the actual site specific, we tried to collect as much as we cold related to training and education materials that that site had developed specifically. So when you talk about the specificity versus vagueness, we did look at that as far as a content-based approach. 

Molly:
Analysis and identified limitation slide, given you were trying to look at 'more real-world' associations, how did you decide that a p of less that 0.20 was the correct balance of scientific rigor and real applicability? 

Dr. Metti Gazimi:
Dr. Targonsky, are you still with us?

Dr. Paul Targonsky:
Yeah. I can take that. When you look at the different quality-improvement efforts, what you find is that the decision-making points that are used for things such as PDSA cycling can range anywhere from 0.01 to literally 0.45 in some cases before someone acts upon an observation, so we went with a little more conservative approach than obviously 0.45, but given that we're using again real world models, and our intent was to begin to identify the relationships and find the exemplar practices. We didn't want to over-restrict by going too much towards the p as 0.05. We took that as a point that was within the range that's normally shown within quality-improvement efforts at which decision-making occurs but also stated it very clearly, so people can understand that on their own as well.
Molly:
Thank you. Was all or part of the PACT model based on what had been observed at Group Health and more specifically Group Health at Puget Sound?

Dr. Joe Gyke:
Speaking to that question I probably a need a little bit more specificity on that. I guess if we talk in the sense of PCMH development prior to PACT implementation that there was a sample of evidence-based literature that talked bout PCMH implementation of which VA tried to implement. If we talk about PACT specific I can say for general-- That question needs a little bit more specificity if that were possible. Yeah. If you want to follow up, I'd be happy to try and answer. 

Molly:
Great. Thank you so much. Well, that is our final pending question at this time, so I'd like to thank you all very much for coming on and lending your expertise to the field, and of course thank you to our audience for joining us today and to Christy Brenner who helped organize today's PACT session. I'm going to close out the presentation now, and when I do, for our attendees, feedback survey will populate on your screen, so please take just a moment to fill out those few questions. We do look closely at your responses, and it helps us improve sessions we've already given as well as gives us ideas for new topics to facilitate. Thanks again everybody, and have a great rest of the day.

[End of Audio] 
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