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Maria Anastario:
I would like to introduce Dr. Kaboli. He's at the VA HSR&D Center for Access & Delivery Research and Evaluation in Iowa City, VA Health Care System. And he's also a Professor of Medicine at the University of Iowa Carver College of Medicine. He has expertise in the healthcare access and care.


And also, I would like to introduce Dr. Amy O'Shea. She's a PhD Biostatistician Comprehensive Access and Delivery Research & Evaluation at the Iowa City VA Health System, and an Assistant Research Professor at the University of Iowa Hospitals and Clinics.


Dr. O'Shea is a biostatistician with expertise in access to care, rural populations, and statistical techniques. And I would like to go ahead and turn things over to Dr. Kaboli.

Peter Kaboli:
Alright, well, good morning, or good afternoon, wherever you are today; a pleasure to be here. Maria, I just want to check to make sure I have my screen up, and you can see it?

Maria Anastario:
Looks good here. 

Peter Kaboli:
Okay, great, thank you. Well, thank you, also to PCAT [PH] for inviting us to be part of this Cyberseminar series. So what we're going to present today is a novel gap staffing metric that we developed for primary care provider staffing, and talk about some implications for this for urban, and rural clinics. 


And I wanted to give one preface before I got started and, on this, and say right up front that we've developed a really, really simplest, simple way to measure gaps, gaps in staffing. And we understand that it's a very complex issue.


There are others that are way smarter than I am who have come up in the past with complex ways to to measure this. And there are people working on it currently, and will for the next hundred years, I'm sure. And so we elected to take a very simple approach. 


And we may have oversimplified it to the point that it's not useful. Or we may have simplified it to the point where it actually is really useful. And we'd really be interested in your feedback on that. 


If you really like it and thought it's useful, tell Amy. If you didn't like it and you think we'd completely missed the mark, tell me.


As far as one other background thing I'd just say is, I was talking to somebody this morning about this presentation, and it reminded me of a presentation I saw years ago about a new system that the Navy developed to keep track of all of the planes on an aircraft carrier. And they spent, God knows how many millions of dollars on this complicated system. 


And in the end, they just went back to a cutout of the aircraft carrier on a big desk with little toy airplanes that they could move around on the desk because that was the simple approach to their really complex problem. 


So sometimes simple is good, sometimes it's too simple. Hopefully in the next 45, 50 minutes, you'll get to decide if what we did was too simple or just about right.


Okay I'm paging down. Okay, there we go. So I have ten slides of background to talk about staffing and panel size. And then Amy is going to take the middle section, and she's got about 15 slides of the methods of what we did, and the data. And then I'm going to wrap us up at the end with five slides of discussion. 


You can put questions in any time, and during the transitions from me to Amy, and back, we could take questions then. And we can take questions at the end. 


So so the first statement here, and it basically says the VA has not been able to consistently determine primary care providers' staffing gaps at a clinic or a national level. I've worked on this with the Office of Rural Health for many years, and it's been challenging to get the right data to determine are there different staffing needs, gaps in rural clinics, for example? 


And there are probably people in VA that know the answer to this on a daily basis but we have not found those people quite yet. So our aim was to develop a gap staffing metric for primary care providers in primary care clinics.


And the three things we're gonna talk about today are, we're going to determine which clinics have a gap, and show you how we did that, and then estimate how many primary care providers would VA need to hire to, or to redistribute, to fully staff all primary care clinics. And we're going to do a little urban, rural comparison.


So improving patient access to care oftentimes it requires balancing supply and demand. This is not something any of you will find surprising. There are patient demands and provider availability, but there's still a limit to how many patients a provider can reasonably see and manage. 


There's time constraints, patient acuity, comorbidities, and lots, and lots of care coordination that takes time. And those of us that practice in primary care know this intimately. And this is getting back to what I said, that there are other people developing much more complex ways of looking at this, which is great because we have data to do that. That's not the approach we took for this, we took a simplified approach.


So one of the things I think that we think about panel size in the VA is that there is going to be a a redistributing of Veterans. We've all know this; this is some data from a 2016 RAND Report. I tried to find some more recent, some recent data but I couldn't find it. 


But this was predicting back from 2014, to a change in 2024, which is really right around the corner, and where they expected big swings with the Upper Midwest where we live, and in the Northeast, seeing reductions in the number of Veterans. 


And all along the south, you can see there, especially the Southeast having large increases. But as provider, and as, I'm sorry, as Veterans distribution moves, providers don't always move with them.


And then here is some data from a fairly recent paper, and looking at trends, and primary care clinicians in urban versus rural counties. This is going from 2009 to 2017. And if you look at these trend lines, I mean, they're they're pretty parallel. 


And if you look at this ratio here; so if you looked at rural counties, which is in brown here for 2.5 physicians for every 3,500 population, that's about a one to 1,400 ratio. And if you look in urban counties, it's about one to 1,000, or one to 1,100 ratio. 


The sweet spot is probably somewhere in between, there's probably more providers than we need in a lot of urban areas. And there's definitely areas in this, that are rural that need more providers. But we don't have the distribution quite right.


This is just similar lines for nurse practitioners in in this box and physician assistants in this box. But you can see that the lines are pretty parallel but increasing, which is good. So here's the first question of the day:


So from what you know of panel size, what is the optimal primary care panel size per physician? So this is per one physician FTE, so click on which one you want from, anywhere from 650 up to 2,500.

Maria Anastario:
And the poll is open, just just remember when you select your option to click the submit button. And the responses are slowly coming in. And as soon as they look like they're coming to a stop, I'll go ahead, and close that poll. 


And the responses are slowing down so I'm going to go ahead, and close that poll, and share the results. And we have 14% that say A, 650; 21% say B, 900; 55% say C, 1,200; 3%, 1,500; and 0% stated E, 2,500. 

Peter Kaboli:
Okay, well, great, the fact that nobody clicked E means there's nobody that is a business manager of a private practice primary care clinic on the call today because they would have probably put greater than 250 or 2,500. 


So there's no right answer to this, but I'm going to show you a couple of different ways to think about it. And I'll come back to that.


Okay so the same question, we'll do it again, for advanced practice providers, PAs and nurse practitioners. What is the optimal primary care panel size? So again, answer your poll question.

Maria Anastario:
And that poll is open and the responses are slowly coming in. So once it levels off, I'll go ahead, and close that poll, and share the results. And let's just give it another second or two, and it looks like it is slowing down. 


It's about to stop, so let's go ahead and close that poll. And the results are: We have 20% that say A, 650; 50% say B, 900; 20%, C, 1,200; 0% at 1,500; and 3% say E, 2,500. Thank you. 

Peter Kaboli:
Okay I guess we did have a manager show up, a business manager, and click, "E." Excellent so we're gonna come back to this but most people said, or half of the people said 900, which is probably appropriate. Okay. Okay I'm sorry, I was having clicking problems there.


So I'm going to use this figure to talk about, sort of, the Goldilocks theory. Instead of creativity, and this is about the level of my artwork; actually, this is better than I could do. But this is a Goldilocks theory of creativity. And this is where we're all sitting right now at work. 


We're just right, but we're going to look at it in terms of panel size. And this is why there's no right answer to what is the optimal panel size. Because if you get too large of a panel size, it just becomes overwhelming. 


And those of you that have practiced or worked in clinics that are just don't, and they have too many patients; you can't get them in on time. You can't answer their calls, you can't deal with referrals. And things just become overwhelming. 


But if it's too small, you become inefficient in your clinic, and nobody wants inefficiency. And possibly even unskilled, that you're just not as good at your job because you're not doing it enough. And so what we're trying to do is find just the right panel size. And there is no right answer, but that's what we're searching for.


So the ideal panel size is probably somewhere between 525 patients per FTE but it, kind of, depends on who's asking. So if you're too small, you're inefficient, and you lack this, sort of, volume outcome effect where you're good at your job because you do it regularly. 


It's certainly not a cost effective for a healthcare system, and oftentimes, the providers aren't available especially if you're not working full-time. There's days of the week you can't get in, and so it can make wait times longer because you, you want to come in, and as a patient to see your provider, but they're only there two days a week. You're going to have to wait a little bit longer, potentially.


If they're too large, though, you're unable to keep up, and you get burned out. There's some good evidence, and I'll go over with that. There's longer wait times because there aren't enough slots that are open, and you just can't do everything that's needed.


I mean, there's good evidence to show that there's more referrals that go out because you just can't deal with that complicated patient. But instead, you just send them out for more specialty referrals. 


And here's, sort of, the paper that just came out recently in, and JGIM, and it's, it's a complex, sort of, statistical analysis on on blood pressure control in some clinics in China. But in my reading, this curvilinear, sort of, response is probably what we're seeing in a lot of things related to panel size. 


If it's too, your panel size is too small, there's probably some things about your care that aren't, aren't aren't optimal. But if it gets too big, you just can't do everything. And so their conclusion was right around this mark here, which I think is right around 1,100 patients, it was, sort of, optimal blood pressure control for the population.


There was an editorial that goes along with the next thing I'm going to present by Krasinski from the AMA. And her point was that, "Are you asking the right question about panel size?" 


And what she argues and, I think, very nicely, is the question should be, "What is the ideal practice model that results in the best outcomes for the population in question?" And I agree with her 100%, the thing is, for now, we're dealing with the panel size, and trying to figure out what it might be. 


So this was an evidence synthesis program publication that came out back in 2020, so a year ago, and looking at what is the optimal primary care panel size. And they did a really, really nice systematic review, if you're into this topic, I I encourage you to read it if you haven't already. 


So but the bottom-line up front is it's basically, there is insufficient evidence to make evidence-based recommendations on optimal primary care panel size for achieving beneficial health outcomes. And they broke it down by clinical quality where they show that there are mixed results about panel size in terms of, with the relationship. For patient-centeredness, they found no association, or at least no papers, the scientific papers, that have found an association.


Access was really, and probably the most interesting. There was one paper that showed longer wait times but the findings were nonsignificant. There was one from the Mayo Clinic that said it was longer or third next available as panel size reached a certain point, that they found significant. 


And then there was a U-shaped relationship for continuity, and I think that gets at what I mentioned earlier. That if your panel size is too small, you're probably not working. Even adjusted for FTE, potentially, you're not available or you're just not efficient. But if it's too big, your continuity is bad as well or not, it's not as good. 


Efficiency, there was no data. But burnout was one that there was some good data from our colleague, Christian Helfrich, and others, some who will be on this call. This found that when you get a panel size over 1,200, what they found was burnout was higher. 


No it's not a big difference. But here's an adjusted odds ratio, and I would say, anybody who has worked in a clinic that is, has too many patients, burnout is tangible.


So I'd say the take home message from this review and from what the VA has done is that panel sizes of about 1,200 per physician FTEs, and about 900 for one FTE of an advanced practice provider within the VA PACT model with a three to one staffing ratio of , Nurse, LPN, clerk, is reasonable. 


And we're not going to talk more about the PACT staffing model and the ratios, but I think that's a really important piece of this issue. Okay so I can take any questions. 


I don't see any in the Q&A box yet. Maybe there is one. I can't read it. Let's see if I can. 

Maria Anastario:
There's actually several questions queued up here. 

Peter Kaboli:
Go ahead, I can't read it, so you go ahead, Maria. 

Maria Anastario:
Okay, with the increased amount of CITC workload in rural areas, is there any discussion about panel size adjustment for those in rural areas? 

Peter Kaboli:
I have not heard it, heard that. And there, I guess so there's some other people, Cari Nelson [PH] , and Todd Wagner, who are looking at other and, and and, sort of, really innovative, and novel way to look at workload that, things like care in the community add to a primary care provider's time. 


And maybe out of that, we'll find an answer to that whether we should be doing that or not? I'd say from what my pedestrian knowledge of the topic is, I don't think it's necessary, right, at this point but I'm not doing the primary care in these places that say they have too much work.

Maria Anastario:
Okay, we have – 

Peter Kaboli:
_____ [00:16:51].

Maria Anastario:
– We have another, we have several here. What estimates would you make for other healthcare providers working in primary care, RNs, pharmacists, medical assistants, social workers, et cetera?

Peter Kaboli:
Yeah so there's probably people on this call that know more about this off the top of their head than I do. I know, with pharmacists, the initial plan with the PACT model was that there would be, one clinical pharmacy specialist per about five PACT teams. So that would be somewhere between three, to 3,500 and 6,000 patients. 


That's probably a little high, and I think they adjusted that down to trying to get the ratio closer to three, about three to one. Which there is some really interesting evidence that Brian Lund [PH] here in Iowa City is coming out with, showing that increasing clinical pharmacists specialist hiring within the VA has increased access considerably for both urban, and rural Veterans to clinical pharmacy services. 


For pharm, or for nurses, and social workers, I don't. I'm sure, somebody has a good answer for that; I don't, I'm sorry.

Maria Anastario:
Okay, and why is the equivalent of risk assessment for Nosos not factoring for panels at greater risk with higher Nos – Nosos, chronic conditions, risk meds not included for panel size management? 

Peter Kaboli:
Yes so a good question. So the Nosos score, again, Todd Wagner and his colleagues at HERC have developed that in Palo Alto. They're working on it, again, and like I mentioned earlier, a really innovative, and novel way of looking at workload for primary care providers. 


I'm quite certain because they developed it, they will probably include it. As many of you know, the CAN scores have been included. I just don't, my personal opinion is that the adjustments for these aren't necessary, but maybe make people feel good about it, and say, "Well, at least my panel size was adjusted." The same as you can argue should panel size be adjusted down for your proportion of women Veterans? 


Everybody has got an argument one way or the other. In the end, I feel like my personal unscientific opinion is, it's probably better just to let them come as they may, and and distribute patients. But I know that some people don't think that's appropriate so more to come.

Maria Anastario:
And and to follow-up, it says, "Similarly, if MD expected to be available to advise, assist mid-levels, how are they to accommodate that second opinion, if they're dealing with more, and more complex patients than the mid-levels?"

Peter Kaboli:
Yeah so I think for and for nonphysician providers in the VA, especially, adjusting the panel size down for an FTE was part of that. It gives more time. That's a whole, another topic that I probably shouldn't get into but I I think our nonphysician providers in the VA that I've worked with are absolutely outstanding. 


And they know, at least in my personal experience, when to consult with their colleagues, and when they don't need to. And it's a, it's an ongoing issue. But I think the VA has done a great job of of training, and mentoring, and having collaborative models within clinics for nonphysician providers, and physicians to work together as needed.

Maria Anastario:
And we have one last question before we move on. We have rural versus urban, really, OCH/ Coordination of Care versus subspecialists at the VA Center. Why is this not included in PCP workload assumptions?

Peter Kaboli:
Man, another, another really tough one. We didn't go there, again, because we're taking the simple approach. And you can criticize us at the end when you see our results, and tell us we've dumbed it down too much. Or you can say, "Hey, you know what, I think this is actually, really helpful." 


There's a lot of different ways to skin this; and like I said, there's smarter people than me that are out there working on that, diligently, as we speak so. Okay Amy, I am going to turn this over to you, and let you tell everybody what we did.

Amy O'Shea:
Great, thanks, Peter. So let's move ahead, awesome. Okay so I'm a biostatistician so I'm going to be basically talking to you about numbers, and plots, and all of that fun stuff. And hopefully, it will be more clear than mud. 


So basically, we've been talking about these primary care panel sizes, and within the VA, those are essentially considered to be fixed. And so based on those panel sizes of 1,200 for a medical doctor, and 900 for an advanced practice provider, we calculate this FTE times 1,200, plus the APP FTE times 900. And what that basically gives us is the maximum number of patients that a clinic can hypothetically accommodate based on that prespecified panel size.


Go ahead. And then using that, we calculate this ratio of the maximum clinic capacity divided by the total number of patients that are assigned to the clinic. And then we assigned, sort of, three different levels to this. 


And we always get questions, and we talked about this before, about, "Well, why are you seeing a ratio bigger than or equal to 1.2 is considered fully staffed? And we say that because doctors and medical providers, they all also need to have vacation, and sick time, and holidays, and those sorts of things. 


So that point 0.2 is taking care of that extra time when people are also not working. We say that a clinic is marginally staffed if it's between 1.2 and one; so it's larger than one but not necessarily having hit that 1.2 level. And then we're calling it understaffed if it's under one. 


And now, just as a very brief example, if a ratio is under one, it means that you have more patients that need to be seen than you have capacity. When it's bigger than one, it means that you can see more patients than you actually have.


Does that make –? I hope that makes sense. Next slide, please.


Now, for this particular study, we identified 939 primary care clinics. We excluded 23 of those because they had a patient size of less than 450 on average. When you have less than that 450, we found that that gap metric calculation got really wonky and weird. 


And small differences in your capacity compared to how many patients you have really weren't very interpretable so we excluded those, which left us, it left us with 916 clinics. Of that 916, 165 were medical centers; 751 were community-based outpatient clinics. And then we also decided to classify these in terms of the clinic size. 


We wanted to get an idea of – we, sort of, hypothesized that potentially a smaller clinic would have a harder time recruiting providers. And maybe they would have larger gaps than, say, a larger clinic. And so we classified clinics in the patient ranges you see here. So if they had 450 or more, up to 2,400, not including _____ [00:24:25], they were considered small. 


From 2,400 up to 10,000, they were considered medium. And if they had 10,000 or more, they were considered a large facility. And you can see here, the distribution of those where most clinics are falling into the medium size, and then you have a few more small than you do the large. Go ahead.


In March of 2021, there were over five million patients, as I mentioned, 916 clinics. And across those 916 clinics in March of 2021, there was 6,201 primary care provider FTEs distributed across medical doctors as well as advanced practice providers. 


And then also at this time point, we said, "Well, how many? What's the gap ratio and how many of them are marginally or understaffed?" We identified 351 clinics that fell into that category, which represents 38% of all of the 916 clinics. And then you see here, too, that we also said, "Well, if you have a gap, where is the level at which someone would hire another provider?" 


So we said, "Well, you probably do that at the point where you would need at least a half-time person." Right, it's very difficult to hire something less than half-time. And so if you were considering that issue of those 351 that were marginally understaffed, 179 of them would be potentially at that point where they would hire another provider. Go ahead.


Now, this is all well, and good, numbers are wonderful. But the gap at a particular time is not necessarily 100%. helpful, right? Like, it could just be a gap because someone is temporarily out of the office because of an illness, or some other issue. And so we wanted to provide a few different ways that you could look at the gap measure over time. 


So these are two different options, the top option is a caterpillar plot. And this is, there's CBOCs and VA Medical Centers here on the X axis. You have the gap measure on the Y axis. And then we've done some color coding here, so if you see a red dot, it means they're not fully staffed. 


A yellow dot means they're marginally staffed; the green dot means they're fully staffed. And then the size of the gap is also trying to get at how large the clinic is. And the things I want you to notice here is, so the dot represents the quarterly average. 


And then the whiskers represent how much variability there is in the gap metrics. So if those whiskers, those vertical lines are bigger, it means that there's more variability. And so you can see that there's a few places here where that variability is really big. 


And there's a few where there's almost no variability there, their gap is very consistent. Yep just like that, Peter, thank you. And then if you're looking at the dots, we had thought that small clinics might struggle more than larger clinics. 


But you can see that if you're looking at these dot sizes, there's, kind of, a large, there's some large clinics down at the bottom. Here's some larger clinics up at the top. There's small clinics at the top but doesn't seem to be consistent for this particular plot, that it's only small clinics that have good or bad gaps. 


Another option that you could do is you could look at the actual gap metrics over time. And so that's what this plot on the bottom is. So this is three different clinics, and it's just looking at their gap metric values from October of 2017, through March of 2021. So it's about three and a half years worth of time. 


And you can see that even with just these three clinics, those gap values shift. And so sometimes they're down here, this red line in particular is perfect to look at. Down here in the very beginning, their gap metric is down in the not fully staffed. They, kind of, recovered, there's a period where they're they're increasing. 


And now, they're fully staffed here in about the second half of that time period. And this isn't atypical of a facility, is that they're sort of moving in and out of being fully staff, and not fully staffed, or marginally staffed. And I think that is also a really interesting way. 


Even though this is really simple, it's a really interesting way to, sort of, think about a dynamic that happened with providers, and and in the medical facilities. Go ahead, please.

Peter Kaboli:
I'm trying. What I'd do? There we go, there we go. 

Amy O'Shea:
Perfect. One other option you could do is you could try looking at the gap metric as a national map. This was created by someone smarter than I,, Bjarni Haraldsson on our team created this. But I think it's also a really cool way to look at it because you can see that if you're using this gap measure as a way to determine where providers are needed, this map is showing that it's not just all in one place in the United States. 


It's not all just the Midwest where we live, there's portions of the Midwest that according to this metric, need providers. And then right next door to them, there are are spaces where they're fully staffed. Go ahead.


One more way to look at this, so we thought this would be a really cool way to look at the distribution of understaffed, marginally staffed, and fully staffed over time. So this is that same three-and-a-half-year period from October of 2017 to March of 2021. 


And within each of those months, it's showing you how many facilities are in these low gap staffing metrics, marginally staffed, fully staffed. And it's their contribution to the total. So the easy way to think of this is, how large is the green, how large is the yellow, how large is the red in terms of 100% total? 


And if you look at this, the takeaway here is that the understaffed piece, that red square is over time, getting smaller. And the green part, the fully staffed piece is getting larger. And what that means is that over this three-and-a-half-year period of time, that more clinics are being fully staffed according to the gap metric that we're calculating.


Now, the follow-up question that anyone working in medicine would want to know is, "Well, okay, cool awesome?" There's clinics with gaps. There's clinics without gaps. We've talked about this idea of half NPP. I'm sorry, this should say, APP FTE, is where we would hire people. Well, what if I wanted to fill all those gaps? 


If I'm an administrator, I want to fill all of the gaps all across the nation. How many people would we need to hire? And that's a little bit of a nuanced question because it really depends on how you want to fill those gaps. So do you want to fill it with doctors who can cover a larger panel size of 1,200? Or do you want to fill it with nurse practitioners or PAs where they have a panel size of 900? 


Right, so depending on that, if you were going to fill all the FTE, if you were going to fill all those gaps with just doctors, you would need 228 FTEs distributed across those clinics. 


And we, when we say distributed across clinics, it means that you're sharing. So you were not hiring just for the one clinic that has a small gap, you're hiring a provider that might be shared across clinics, or that might be working in multiple locations. Essentially, you're sharing them. 


If you were to hire a medical doctor for every single clinic that had a gap in order to bring every single clinic up to fully staffed, you would need 452 medical doctors. Those same calculations, if you were hiring a APPs, 304 if you were distributing across, across clinics; 521, if you're hiring for every individual clinic regardless of how much of a gap that they have.


So based on those numbers, depending on how you wanted to distribute it, depending on the model that you wanted to use to share or not share primary care providers, you need somewhere between 228 and 521 FTEs to fully staff all of your primary care clinics. That represents a staffing deficit of 3.7 to 84 percent – 8.4%. 


Again, they're, you're offering that range there because it depends on those answers. Do you want to share physicians? Do you want to hire doctors or APPs? So there's a little bit of a range. And the issue this does not cover is taking into account facilities that have excess capacity. 


So that comes into play because when you're calculating the gap metric, we're saying you're fully staff if you're at 1.2 or higher. Well, what if you're at 1.5, what do you do with that extra bit, right? So let's look at the next slide, which I think addresses that a little bit. 


Okay so, what about the excess? So up until this point, we've been talking just about individual clinics. In an individual clinic, you might have a gap. You have patients that are not being covered, or you have providers who are providing care to more than, sort of, the standard panel size. Well, what if we rolled that up to the VISN level? 


Okay if we rolled it up to the VISN level, we can see here, the max VISN capacity. This represents how many patients at the VISN can be covered based on all of the people providing primary care, your medical doctors, your APPs. And then you also have in the next column, the number of patients assigned to the VISN. 


And if you just look right where Peter has his marker, you can see that the number of patients assigned to the VISN are often smaller than the capacity at the VISN level. Okay so they can, they can take care of more patients than they're assigned. And that's reflected in this VISN level gap staffing metrics.


If you look at this gap staffing metric using that 1.2 cutoff, there is only one VISN that is lower than 1.2, and that's VISN 7. Right here, yep, Peter is doing this marking up so well for me. Thank you so much, Peter. And so if you, you can look at these FTEs. 


This just splits up the total FTE into how many medical doctor FTE you have, how much a PP FTE you have at the VISN level. But the takeaway here is that at the VISN level, there's only one where you would want to hire more FTE, either doctors or APPs.


And yet, if you look at the last two columns, if you go from the VISN way high level, and go down to individual clinics, every single one of these VISNs has clinics who by the gap metric are not fully staffed.


So there's 351 not fully staffed with the distribution below that. And then we also have listed here how many of those clinics would need to hire at least a halftime APP? So it's about 50%, and those numbers vary across the VISN. 


So this really begs the question of is there an effective way that we could share the existing primary care provider resources we already have rather than potentially needing to hire people? And and I I, for me, personally in my opinion, I think that there might be some give and take there. 


There might be some hiring that needs to happen, and there might be some cost savings that we could have by sharing. But that that is a whole other topic of what's the best distribution or the best thing to do on how to, how to take care of filling those gaps? 


The next slide, so let's get into this rural, urban clinic disparities. So we were, as I mentioned, we were curious whether smaller clinics were going to have more gaps? And smaller clinics tend to be rural, they tend to have fewer primary care providers. And they serve predominantly rural populations. 


In the literature, those populations tend to have greater healthcare needs, they're less well-insured. They have less, less access to routine care. They travel greater distances for specialty care. And at the same time, those rural clinics are really vital resources to a rural community. Since the COVID, pandemic started, some of these rural hospitals have been closing. 


And what that does is sends those patients to even further away facilities because they don't have anything local to them. And at the same time, the density of primary providers in rural counties has increased, which is great news. Unfortunately, it's not keeping up to the urban areas. 


Within VHA, we serve a large rural population, about 30% of all Veterans. And historically, we face challenges recruiting primary care providers to those rural sites. The way that we define rural and urban is through RUCA codes. 


If you're not familiar to these, there are 30 mutually exclusive categories. And what we do with those 30 mutually exclusive categories is we just condense them into two groups, urban and rural. And we use that in two different ways. 


One is, we said, "Well, let's look at the the percent of patients assigned to the clinic that live in a rural area." So I like to think of this as a patient-centric definition of rural. And then we also considered the geographic location of the clinic itself, whether the clinic itself is in a, quote, rural or urban location?


Under those two different definitions over the span of 42 months, we found that rural clinics were understaffed 19 to 20.5% of months compared to 13.7, 13.8% of months among urban clinics. It depends on which definition of rural you want to use, we're providing both for you here in the table, percent rural by our patient population or by the facility's geographic area.


But regardless of how you define it, you really see the same sort of thing happening here in that rural clinics are, are actually more, their percent of months fully staffed are are higher than the urban clinics. But they also have these higher numbers in the understaffed compared to the urban clinics, which is, it was not completely expected that that those two things would be mirrored. 


So that's pretty interesting. If you – so not reported in this table, but also here in the comment is real clinics were 7.6% more likely to be understaffed. And they experienced 32% greater cumulative time understaffed. And that has to do with looking at the whole three and a half years of our study period, is where those numbers are coming from.


One last way to look at this, this should look somewhat familiar. It's those same stacked bar charts but we split things out in terms of clinics with more than 50% rural patient population, and less than; so think of this as rural on the top, urban on the bottom.


And this was just a a way to give you a visual of what's happening with the proportion of clinics that are fully staffed, marginally staffed, or understaffed. And you can, kind of, see here in the, if you, if there are very small differences based on the size of the graph, but the red is a little bit smaller here in the urban than in the rural. And the marginal areas are actually a little bit bigger, too. 


In case you're curious, we're talking about this three and a half year time period. There were actually 37 clinics that were classified as understaffed during the entire study period. So for these 37 clinics there was never a time in the three and a half years where they were not considered understaffed based on our gap metrics. 


The thing we noticed here is that they're a mixture of small, medium, and there's even a few considered large facilities in here. So it's not necessarily the size of the clinic that might be driving the, these gaps. And at the same time, a lot of these clinics are rural but they're not all exclusively rural. 


There's also quite a few here who are considered urban. So this is not, this provider gap issue is not just a rural issue, or just a small clinic issue. There, this is an issue for facilities of both sizes and both geographic types.

Peter Kaboli:
Okay.

Amy O'Shea:
This is, this is probably a great place to stop, and ask if anyone has questions about the staffing part before we get to the fun discussion part with Peter again?

Peter Kaboli:
Yeah and I, there, I can see the questions now. So I'm going to answer a couple of them. The first one from Susan Lu, says, "Understaffed clinics and are you going to use the clinical resource resources, especially primary care providers in other locations?" 


Absolutely and we're fortunately part of the Clinical Resource Hub evaluation team that PCAT has. And we're specifically looking at access, our group here in Iowa City, so this ties into that work. And this gets at the second question that Ann Sayles [PH] asked about looking at the overstaffed clinics, that is the clinics that have a more than 1.2 ratio.


And there are a lot of these clinics, and there are, some of them, some VISNs have high, high numbers of what – I don't want to say they're over staffed, but based on the staffing ratio, they have a lot of providers. Now, some of them are understaffed on the PACT staffing ratio, and so they, they intentionally have smaller panel sizes to account for the fact that they're, they don't have a fully staffed PACT team list. 


So I think it's a complicated issue. We're, again, we we took a very simplistic approach to it but I think there are definitely distribution problems with providers. And if there's one thing we've learned with this pandemic, is that we can provide a lot of care by telephone and VDI [PH] video, via video connect, and other, other modalities. So I think we need to be creative to help each other out and redistribute providers as needed.


Okay I'll go on and do the wrap up part here. So I just have five slides to wrap this up. So getting at how can the gap metric be used? So the first point is, I think it can quantify both deficits and excess FTE to inform strategic workforce planning. 


And that's what I was just saying about their locations that have excess, again, I shouldn't say excess. Based on the ratios that we all accept, there are some places that have more favorable ratios than others. And how can we use that, those resources, and redistribute them in a way that it is, is functional?


The second point is that for clinics needing less than a half an FTE, part-time or shared providers across clinics may be appropriate. The problem, we all know that is there aren't a lot of clinics that are within reasonable driving distance from each other. So to have one provider cover two physical locations is challenging and very – in most areas. 


But hiring the part-time providers to fill gaps, other places have hired gap providers. A number of years ago when I was Chief of Medicine, we weren't allowed to hire gap providers. We were only allowed to hire providers if you had a gap, or I'm sorry, a a, a vacancy. 


And so we all know how long it takes to hire people in the VA. And so if you have a provider leave, you end up with these long gaps while you're trying to get a posting, and do the interviews, and get everything through HR. So gap providers can help fill that. 


The Clinical Resource Hub model, which so I'm sure a lot of you are very familiar with. Yeah this can help fill gaps from a hub to the spokes using in, both in-person, and telehealth. There were four VISNs that were part of a pilot, VISN 6, 16, 19, and 20, that started a number of years ago. 


And then starting in October of 2020, all VISNs have Clinical Resource Hubs now as part of the Mission Act, and are rolling this out, some faster than others. Some have, they're provided more of supply of providers, some don't have as much demand. But we're we're tracking the encounters of the Clinical Resource Hubs. 


And they're beginning to see a lot of patients, and can help fill this gap. And so one of the other reasons we developed this metric was so we can go back and see, did the Clinical Resource Hubs fill the gaps that occurred naturally with attrition, and people leaving, and and changes in panel size, or the changes in the panels? 


And hopefully, we can use this to inform Brekke best practices for PCP recruitment and retention. Why are there places that do really well and maintain their providers? Are there things that we can learn that you see, that we can identify common characteristics across sites that are always fully staffed? 

Is that a management issue? Is is a location issue? Is it a, is it just that they got lucky, and have the right mix of providers? So I think we can learn from this by identifying the places that are struggling, and the places that are doing well.


So what about our rural communities? Staffing challenges in rural communities aren't new, this is an ongoing topic that there are not simple explanations to. But I think we found that rural clinics were more likely to operate with less than this prescribed primary care provider FTE based on assigned panel size. 


And so we need to come up with ways to address this, sort of, 20% higher rate of understaffed clinics. So we have a number now, and we have a way to measure it, and we can see if we can close that gap even more so there's less of a disparity.


If the third thing is, and this has been my observation as being in Iowa, and having small clinics, is that a single vacancy in a small clinic has a bigger impact than a large clinic, putting stress on the remaining providers. So if you only have, we have it, have had a clinic in one of our CBOCs that only had two providers, a physician, and a nurse practitioner. 


And the physician left, and we were stuck with the, a clinic that only had 1,500 patients; but now you had one nurse practitioner responsible for 1,500 patients. And it took us a while to get that gap filled. So that was a big impact. 


And lastly, I think, improved understanding of what drives vacancies and potential solutions should be considered. There's some interesting work and Wong in Seattle has been doing on what motivates physicians within the VA to practice here, both to come, and to leave? So we'll we'll, hopefully, learn more as we go.


So limitations, so all of these studies have limitations. First of all, calculation is dependent on data accuracy. So the provider FTE in the patient data should be updated in the primary care management module. The PCMM coordinators that I've interacted with do a great job of trying to keep their data updated. 


But the more we can, we're going to rely on these data, that though, that it's really good to have good data entry, and oversight of that. We've potentially oversimplified this approach for a complex relationship between patient care and provider availability. Like I said, there's other people working on this, and I can't wait to see what they come up with. Because maybe there are some better ways to measure this. 


We need to do some more work looking on the associations of these gaps with access, outcomes, and the Clinical Resource Hub model. That's work we're, that is ongoing. We also understand this ignores the three to one PACT staffing ratio for teams, and there's probably a way to incorporate that in. 


Because it's really important, this is a model that is, the VA has adopted, and we should be, we should be fully staffing it in my opinion. And it does not account for variations, and reliance, or demand for VHA care in different markets, or existing clinician sharing agreements. There's a lot of, again, smarter people than me that we'll talk about, induced demand. 


And if you, if you make wait times shorter, then you'll just, you'll drive up demand for care. And if you're in areas that have shortages, they'll go someplace else. So this this is complex issues that this approach does not address, and we recognize that.


So in summary, primary care gap staffing metrics can be calculated. We showed it can be done, it's pretty easy. And it's available. Of the 916 primary care clinics that we studied, 36 per, eight, or 38.6% were marginally or understaffed, and about half of those have more than a half an FTE gap. 


And those of you that might have worked or been involved with clinics that have more than a half an FTE gap, that puts a lot of stress on the other people working in that clinic.


Fully staffing, all clinics would require somewhere between 228 and 521 FTE, depending on how you calculate it. But it's not a 10, or a 20, or a 30% deficit in staffing across VA, it's a, about 5%. Or we have to redistribute providers using telemedicine. 


And I think that's a really, really great opportunity that we have in front of us both through the Clinical Resource Hub, and people cross covering clinics. And people did this before the pandemic, but now we know we can do it even better. 


And then the rural clinic gap that we were able to calculate shows that they're more likely to be understaffed, and over these last three and a half years, had a greater cumulative time of being understaffed. And that's something that, at least puts a quantifiable estimate on what is the differential impact on rural clinics? 


So our last slide here, next steps will be calculating the staff, this gap staffing metrics. We'll be doing it quarterly. Since the CRH, the Clinical Resource Hub implemented in 2020, and onwards, we have this online with the description of this is at our access metric wiki compendium that we developed. 


There's the link there at the, that is on the VA Intranet that you can get to it. And you need to do more work associating the variations in the gap metric with clinical outcomes, and access.


So that is the rest, end of our presentation. I'm going to look here at the questions if we have? Okay a question here, so I'll read it out: I think that telehealth has significant promise and could really help with the maldistribution you show. 


However, people are really not well trained in using telehealth effectively. What do you think needs to be done in the short-term to address these issues? Well, I can say as a provider that had not done any telehealth until three years ago, the best way to learn how to do it is to do it. 


And yeah, we can, we can offer more training, and I think that's definitely, is is something we can do. I think those of us that want to do it, I started doing it as a telehospitalist, as a rural health initiative that we started here in Iowa City. And I find it incredibly rewarding. 


I would not want to do it as my full-time job sitting, whether I'm at home or in an office, and just do telemedicine, but I think it's a real complement to practice whether you're doing primary care, or specialty care, in my case hospitalist medicine. So I think we're in a, in an unfortunate situation with the pandemic that most providers have had to do some form of telemedicine. 

And those that want to do more of it should do more of it, and be encouraged to do it, and provide the care. And there are some people that just don't like doing it. We've tried to recruit a few hospitalists to cover our service, that were, like, "Come on, you should try this." And they're like, "Nope, I'm not interested. If I can't be in the room with the patient, I don't want to do it."


And so I think it's a great question, Anne, and hopefully, we'll come out of this after this pandemic, if it ends, with more people with experience in telemedicine.

Maria Anastario:
I don't see any other questions lined up but before a couple of more may come in, do you have any closing remarks?

Peter Kaboli:
I'll just say, thank you all, that attended. Again, give us feedback. If you have some suggestions how we can improve this, how it can be more useful? I think that's one thing I'd like to say. 


I'd like to thank everybody that helped us with this, especially the people in PCAT who have given feedback, and and helped guide this. So yeah no, this is an ongoing issue that has been a part of the primary care management for a really long time, and it isn't going to go away. So the more innovative ways we can think of overcoming staffing gaps, the better. 


And hopefully, this metric will help identify those places to overcome the gaps, fill them in, and redistribute providers to provide care to our Veterans. Amy, did you have anything else you wanted to add?

Amy O'Shea:
No I think you summarized that really well. And I'm looking forward to doing the future work with the gap metric, and seeing if it's yet, useful for access, and outcomes, and in other things.

Maria Anastario:
We do, we do have two more comments that came in. One says, "Studying something is the first step for improvement, and thank you for your efforts." And then we have another comment, question, "Any correlation of response to telemedicine, and academic medicine, supervising/ mentoring students, and residents?" 

Peter Kaboli:
Yeah I'll make one comment about the, especially on our academic affiliates, and and the work that we do. That there are certainly incorp, great incorporation of telemedicine into graduate, and medical school curriculum, and residency curriculum. 


One of my colleagues here, Dr. Jeydith Gutierrez, has developed a a module for teaching residents about telehospital medicine. And every few months we have a resident rotate with us for two weeks to, just to, sort of, see how it works. 


And I think, again, the more exposure they have of maybe simplifying it to the See One, Do One, Teach One approach is too simple. But again, sometimes you have to see how something works, and say, "Really, that's it; I can do that." And I think with residents and students, they just need to see it in action, and they all say, "Yeah I can do this."

Maria Anastario:
Well, I want to thank the presenters for taking the time to prepare and present today. And for the audience, I know there were several questions about the recording. You will receive a follow-up e-mail with a link to the handouts, the recording, and the transcripts of this presentation. 


Thank you, everyone, for joining us for today's HSR&D Cyberseminar. When I close the meeting, you'll be prompted with a survey form. Please take a few minutes to fill that out. We really do count and appreciate your feedback. Thanks, and have a great day, and stay safe. Happy holidays, too.

[END OF TAPE] 
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