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Molly:
I am very pleased to introduce our two speakers. Speaking first for today, we have Dr. Jane Forman. She is a Research Scientist and the Director of the Qualitative/ Mixed Methods Core at VA Center for Clinical Management Research; also associated with the Qualitative Evaluation Group in VISN 11 PACT Demo Lab at the VA Ann Arbor Healthcare System. Joining her today is Claire Robinson. She is the Project Manager/ Qualitative Data Analyst at the VA Center for Clinical Management and Research and Qualitative Evaluation Group for VISN 11 PACT Demo Lab, also at the VA Ann Arbor Healthcare System. I am very thankful they are joining us today. Dr. Forman, are you ready to share your screen?

Jane Forman:
Yes, I am.

Molly:
Excellent. Hey, and we are good to go, thank you.

Jane Forman:
Okay, thanks Molly and good afternoon, everyone, or morning as the case may be. Today, we are going to present works that have been part of the VISN 11 Demo Lab focused on patient aligned care team or PACT implementation in academic medical center Primary Care clinics; which are clinics which train medical residents. We looked at the characteristics and structure of these clinics across VHA; including integration of residents and part-time providers, and to clinic processes, and implications for measurements of access and continuity. Access and continuity performance measures, which are similar to NCQA criteria for medical homes were issued nationally by VHA to promote and recognize improvements in these areas for all of its Primary Care clinics. Of the VHAs, approximately 900 Primary Care clinics, approximately 150 are academic. 

Here is what we are going to cover today. First, we will present a brief history of medical education in VHA; then describe our project goals, methods, findings, and implications. Finally, as Molly said, we will have a Q&A at the end to answer your questions. Let us start with a poll question to get a sense of our audience. Please check all responses that apply. 

Molly:
Thank you. For our audience members, you should have that poll up on your screen at this time. Please go ahead – I am sorry about that. Please go ahead and select all of the options that apply to your role. The answer options are a Primary Care clinic administrator, and Primary Care clinician or staff, the VA researchers, and non-VA researcher, or other. If you are selecting other, please note that during the feedback survey at the end of this session, we will have a more extensive list of roles. You may find your exact title there, in which case, you can select it at that point and time. It looks like we have got a pretty responsive audience. 

We have already had three quarters of our audience respond. Answers are still streaming in. We will give people a few more seconds. Okay, it looks like we have capped off at about 80 percent. I am going to ahead and close the poll now and share those results. Dr. Forman, if you can see them and want to talk through them, feel free.

Jane Forman:
Sure, from the results, it looks like we have a very diverse audience, which is terrific. Particularly, we are pleased to see that there are clinic administrators, and clinicians, and staff on the call. Because they are the real – they are the audience that will probably be most affected by what we are talking about. 

Molly:
Thank you. Let me turn it back over to you. You should see that pop up now. Great….

Unidentified Female:
Thank you, Molly. Since we will be talking today about academic medical centers, I thought I would start out by highlighting a bit of the history of medical education in the VA as described in the VA's Vision 2020 documents. VHA's medical education mission is an essential feature of the VA healthcare system that is critical to providing high quality healthcare for Veterans. 

Over a half century ago in 1946, a radical strategy was proposed to achieve quality in healthcare. Academic partnerships between the Veterans Administration, later to become the Department of Veterans Affairs and academic medicine. This partnership has grown into the most comprehensive academic health system partnership in history. As the nation's healthcare system continues to evolve, VHA will continue to be on the leading edge with innovative programs benefiting all Americans. VHA conducts the largest coordinated education and training effort for healthcare professionals, including medical residence and nurse practitioner, and registered nurse trainees in the nation. 

The Office of Academic Affiliations has a substantial impact on the current and future health workforce of the VA healthcare system and the nation. VHA's partnership with 107 medical schools and 1,200 other colleges and universities offering health professional training programs ensures that VHA brings state of the art thinking to patient care. A significant percent of all health professionals and 70 percent of physicians experienced some portion of their training in VHA. More than 76,000 healthcare professionals receive part of their clinical training in VHA facilities each year. VHA trains healthcare professionals in the total care of a patient because VA healthcare provides total care to eligible Veterans. This comprehensive training program provides education in both the inpatient and outpatient settings. But as you will see on later slides, it also contributes to complications related to having part-time providers. 

As stated on the VA website, the VHA vision is to continue to be the benchmark of excellence of value in healthcare and benefits by providing exemplary services that are both patient centered and evidence-based. This care will be delivered by engaged collaborative teams in an integrated environment that supports learning, discovery, and continuous improvements. It will emphasize prevention and population health; and contribute to the nation's well-being through education, research, and service in national emergencies. 

We have another poll. Since we are talking today about academic medical centers, we would like to know how many of you received some or all of your training in a VHA facility.

Molly:
Thank you. Once again, for our attendees, you can see that poll up on your screen at this time. The answer options are yes, all of my training was in a VHA facility. Yes, some of my training was in a VHA facility; no, none of my training was in a VHA facility. Or, I am not a clinician. It looks like we have had just over 70 percent vote. Answers are still coming in. We will give people a little bit more time. Alright, it looks like we are over 80 percent. But we have got a pretty good indication of the trend. I am going to go ahead and close that and share the results now. 

Unidentified Female:
This is great, nearly half of the folks attending today have received some portion of their training in a VHA facility. You may keep that in mind as we talk through the rest of our slides today.

Molly:
Thank you. I will turn it back over to you now. You should see that pop up once again. 

Claire Robinson:
The VISN 11 PACT Demonstration Laboratory focused its efforts in part on understanding both quantitatively and qualitatively challenges to increasing access and continuity in academic Primary Care clinics implementing PACT. The qualitative work started with a single case study that included semi-structured interviews with Primary Care physicians, residents, nurses, and clerks as well as observations of coaching sessions that were designed locally to help teams improve access in continuity. Findings from the original work highlighted challenges related to having part-time providers, both attendings and residents. 

In an effort to expand this work, we began a national quality improvement project designed to understand variations in features of academic Primary Care clinics. How academic clinics approach coverage for same day access. The factors that affect how successful they are in providing continuity and in meeting existing PACT access and continuity performance measures. The positive and negative effects of these measures on care delivery; and implications for revision of measures to better reflect and encourage clinic organization and processes that work to meet PACT goals. We conducted semi-structured telephone interviews with members of Primary Care leadership who were involved with the residency programs at 19 academic medical centers across 16 of the 21 VISNs. 

Interviews took place from December 2013 through October 2014. It lasted approximately one hour; and were recorded and transcribed verbatim. Those who agreed to participate in an interview were eager to share their experiences and genuinely seemed to care about improving patient care as well as the educational experience. From the interview transcripts, we created comprehensive structured summaries and conducted matrix analyses to identify themes, and patterns across sites. Our first project goal was to understand variation in features of academic Primary Care clinics. 

I will begin by giving you a sense of what these clinics looked like. Sites varied in a number of ways, including the total number of Primary Care patients and roles, which ranged from approximately 9,000 to approximately 100,000 patients. The percentage of patients with a resident as their assigned PCP ranged from two percent to 43 percent. Some sites have separate resident clinics; and some collocated with Primary Care and some not. While others had residents distributed throughout Primary Care. The number of attending physicians ranged from five to 40; some but not all of whom had their own panel of patients separate from the resident panel. The number of residents ranged from 16 at a site in its first year hosting a residency program to 144. 

The residency model also varies from the traditional half day of Primary Care clinic per week to several variations on the block model; to other more unique models. Not only do sites vary by residency model, there was additional variation within the models themselves. Of the 19 sites interviewed, four had a traditional residency model where residents were in Primary Care clinic one half day per week. Eight had a traditional model but were either considering or had concrete plans to change to a block model where residents have a number of weeks of inpatient rotations; and then a number of weeks of outpatient rotation. Six had a block model, including the four plus one block; four plus four, six plus six – or six plus two, eight plus eight, and 12 plus 12. One site had a unique residency model that was comprised of what they refer to as preferred half days. 

On the previous slide, I noted that eight of the interviewed sites were about to change residency program models. When asked why their site was about to change from a traditional residency model to a block model, one interviewee said, "every month we have a problem with the scheduling [and] … there's hardly any attendance at the pre-clinic conference."  A site that had changed from the traditional model to a four plus one block model three years ago, explained; "It happened so residents could focus on out-patient medicines and in-patients separately, so they weren’t being pulled in various directions…We found that being able to focus on one or the other with the concentrated week has been preferable to both the residents and the faculty."

While decisions about which residency model to adopt are made predominately by the academic affiliate, VA Primary Care clinic leadership see benefits to the block model, particularly when it comes to scheduled predictability. One interviewee from a site currently in a block model said, "I think it's extremely predictable. I can tell you today who's going to be in clinic [one year from now]."  
While not necessarily a universal sentiment, one site noted particular scheduling challenges in the traditional model; “every month we have a problem with the scheduling. The problem comes because patients are scheduled here and then the resident’s schedule doesn’t go with the schedule that we have for the patients…let’s say a resident has 6 patients scheduled…once the schedule for May comes out we find out that she’s not coming to clinic, so we have to cancel those patients or one of the attendings has to see those patients…we go through this every month…."  While block models may improve resident scheduled predictability and therefore continuity for routine appointments, they don't necessarily improve the probability that patients will be able to see their assigned resident Primary Care provider if they want same-day access. 

Jane Forman:
Thanks Claire. Now that we have seen what academic clinics look like in VHA, I am going to talk about findings for the second aim of our project. That is, how do academic clinics approach coverage for same-day access? What are the factors that affect how successful they are at providing patients continuity and in meeting existing access and continuity performance measures? Since academic clinics have residence and in most cases part-time PCPs who have limited time in clinic, it is especially important for these clinics to address coverage for patient's same day visit requests. Coverage arrangements affect clinic performance on access and continuity. 

For some background, let me explain the specific PACT performance measures I will be talking about. Claire mentioned a measure for routine continuity, which you see the definition of on the slide. I am going to talk mostly about the same-day access measure. That is who does the patient see when seeking same day care? What counts towards meeting the same day access measure in academic clinics? In general, the same-day access measure is the proportion of same day visits at which the patient sees their usual Primary Care provider. You can see that it has continuity with the patient's usual PCP built into it. Academic clinics are a special case because they have residents. If the resident patient sees either their usual resident PCP or the attending. If the attending is a staff provider who precepts the resident; and so, if the resident sees either the usual resident, or PCP, or the attending to which that resident is linked, it counts toward meeting the measure. 

But, and this is a bit of a simplification because it is complicated. If neither of these two providers see the patient, it does not count towards the meeting the measure. Because residents have limited time in clinic, either a half day week in a traditional model, or only some proportion of weeks in the block model, it is difficult for a clinic to meet a same-day active measure based on continuity with the patient's usual PCP. This interviewee describes the difficulty of meeting short-term access metrics with residents in a block residency model. "For a patient to walk in and see their provider… on that same day… is virtually impossible in this system… they can see a team provider… seeing their own provider when the provider is only here for one week out of five is very difficult."  

The same is true with residents in a traditional model. Their time in clinic is still very limited and just distributed differently. In addition to residents, almost all sites had attending through precepted part-time in clinic. These attendings had other patient care, research, or administrative duties. Patient care could be having their own Primary Care panels, and, or inpatient service. Having part-time attendings with duties other than precepting who like residents have limited clinic hours made it even more difficult to meet the same day measure for two main reasons. Part-time attendings had limited time in clinic with their own patients. They were less likely to be in clinic at the same time as their residents. 

The one site in our sample that had full-time attendings without their own patient panels found it easier to meet the same-day access measure; "Same-day access is not a problem really… the attending will see the patient." This site depends – so, I just want to add something to the previous. This site depends on its full-time attendings to meet the measure because residents' schedules aren't predictable. They have a lot of cancelations of resident clinics. I will take a look at residents' schedule and predictability in a minute.

Given the complexities of scheduling introduced by having residents; and at most clinics, part-time providers, it is not surprising that almost all sites took or tried to take a team-based approach to providing coverage for same-day access rather than just providing coverage willy-nilly. That is, when a patient of a resident who was not in clinic needed a same-day visit, most sites attempted to provide team-based continuity to that patient by having someone else on the absent residents' team be the patient. It is important to note that the sites we spoke with took a team-based approach because they cared about both improving their same-day access measure and providing team-based care in keeping with the past model. 

This table shows for each site in our sample, the first, second, and third choice for who will see a residents' PCP's walk-in patient when that resident is not in clinic. The green shading denotes coverage provided by a team member. The red shading denotes coverage by a provider outside the team. Twelve of 18 sites took or tried to take a team-based approach; our 19th site had residents, but they didn't have their own patient panel.

Most of these prioritized either the absent residents attending or another resident about attending. Then another resident PCP or mid-level provider on the same team. Three sites named mid-level providers as part of their coverage algorithms. One, and one had a team PA or a physician’s assistant as the primary source of coverage. Three sites named RN visits specifically as part of their coverage algorithm. Sites that did not take a team-based approach to same-day coverage used either any resident, or residents on their ambulatory care rotation who staffed an Urgent Walk-In Clinic as a way to fulfill their ambulatory care residency requirement. There was no discernable pattern across sites of coverage arrangement varying by residency model, residency integration into clinic or the number of residents in the clinic. 

Here are a couple of examples of variation in team-based approaches. The first, whether a walk-in patient would see another team resident versus the absent residents attending reflected a different training, a different resident training philosophy. At one site, absent residents' patients recovered by an attending only not another resident. An explanation interviewee at this site who is an attending said, "[Walk-in patients] see the nurse or me… [resident's] panels are their own." At other sites, residents were seen more as teammates with each other, and were first in line to see an absent resident's patient. "If somebody really needs to be seen, they'll get seen by one of the other [team] residents who were there." As I said, some sites provided coverage with _____ [00:22:38] providers, nurse practitioner trainees, or RNs, not just medical residents and attendings. For example, at site M, they incorporated mid-level providers early in the coverage algorithm. At this site, there was a PA assigned to each team. The PA was often the first in line to see the walk-in patient of an absent resident on the same team. “[The RN who’s doing triage] will plug them in, either with the PA, a physician assistant, which is the most common thing or sometimes… also plugged them into an open residents slot... each one of our PAs is assigned to one of the 4 PACT teams and then the residents are all spread out among the 4 PACT teams and so, when when convenient and [possibly they tried to stick – or, if] possible, they try to stick with the same PACT team for continuity."  

The three other sites that incorporated mid-level providers did so later in the coverage algorithm. At one of these sites, which had full-time attendings the team PAs saw walk-in patients when the absent residents attending was too busy; but checked out with the attending. As I already said, three sites explicitly mentioned RN visits as part of their coverage arrangements. Sites had varying degrees of success in actually providing same-day coverage that promotes team-based continuity. The degree and formality of organization of coverage varied across sites. At one end of the spectrum, this site had a detailed algorithm for schedulers and CPRS, which is the electronic scheduling system and also, obviously, the patient medical record.

At this site, having to go outside of the algorithm was unusual. "If you were to pull up CPRS… there's an algorithm of who you would see. If Dr. X is not here then his physician partner, …If that physician partner…was not here…that nurse practitioner partner would see the patient…then the backup nurse practitioner would see the patient and if for like a freaky chance that still doesn’t work then there’s basically a same day appointment."

In contrast, although this site was striving for team-based continuity, they had a more difficult time actually attaining it. In the end, they simply hoped that a team resident or attending would be available. But they often were not. "We try to direct the residents to cross-cover for each other, but having said that…if the resident’s not able to, obviously an attending’s there, the attending might be able to provide some support and then outside of that, it could potentially fall on…whomever’s available, I mean sometimes any of us in Primary Care are asked to help deal with a situation for a resident’s patient."

Several factors in different combinations at different sites affected their success in providing team-based coverage and in improving the same-day access measure. The first factor is the predictability and resident and attending schedules. For example, this site had a hard time having an absent resident's co-team resident in clinic to cover her walk-in patients because of unpredictable residents' schedules. Residents were often changed because they were post call or on a rotation they cannot get out of. As she said, "when the resident’s not in clinic, they see their co-team resident and if no one on their co-team is available, then we put them in with any resident." How often do you think a co-team resident is there? "It’s just hit or miss because it’s so, it’s so up in the air." Predictability of residents' schedules vary across sites with most sites describing pretty low predictability. 

The second factor affecting success is the site's ability to synchronize the schedules of attendings and their assigned residents so they are in clinic at the same time. Sites that could do this could more often provide team-based coverage that promoted continuity and also teaching continuity itself. This site, which had part-time attendings with duties other than precepting found it difficult. "Their assigned position is not always precepting them in clinic… [the] assigned attending is on vacation or doing…whatever other hats they're wearing, so it’s just whoever the attending that happens to be in clinic that day…."

A third factor that affected sites' success was the availability of open clinic slots for walk-in patients. At this site, attendings rarely had open slots, so could not see walk-in patients of their residents who were_____ [00:27:38] clinics. This site had a difficult time providing team-based coverage and meeting the same-day access metrics; ten attendings that… all have interns and residents, they are all in clinic today. No intern or resident is in clinic today. Okay, so if a resident's patient comes in on a day that where that residents' attending is there, is there any effort? If the attending has access, but ten times out of ten that attending does not have access." 

A fourth factor that affected success in providing team-based coverage was knowledge of coverage arrangements among multiple schedulers and the ability to deal with scheduling for a large number of residents. A few minutes ago, I described a site that their coverage algorithm in CPRS so that all schedulers could access and follow it. At some sites, however, there were multiple schedulers who were not familiar with coverage arrangements. 

Most coverage strategies used by sites that largely succeeded in providing team-based continuity despite the challenges I just described did not count toward meeting access and continuity measures. As we saw earlier, several sites had walk-in patients see a team member of the absent resident, another resident, attending, mid-level provider, nurse practitioner trainee, or RN. In most cases, these arrangements did not count toward meeting measures for three main reasons. First, because the attending and clinic was not the absent residents' attending. The second reason had to do with the constraints presented by the Primary Care management module or PCMM. Please bear with me while I get a little technical here. PCMM defines the teams and assigns patients to those teams to assist in Primary Care management. The system is unable to accommodate more than one associate provider; which could be a resident or a mid-level provider for a patient panel linked to a specific attending. 

Claire will say more about PCMM in a few minutes. For example, one site had residents on opposite ambulatory and inpatient blocks sharing the same patient panel. But those could not be linked to the same attending for that panel in PCMM. This limitation hurt the site's performance on measure even though patients saw both residents as part of their team. "We can’t put two associate providers in there at the same time…because the banner does not recognize a team. The banner is still very individual provider based…from the patient’s perspective, they’ve been seeing one of the two team members and have no issue with the continuity but it’s not being captured." Finally, RN visits did not count towards meeting the measures. 

The third aim of our project was to understand the positive and negative effects of the PACT's same-day access and continuity measures on care delivery. Despite challenges to meeting access and continuity measures, some struggling sites reported that the measure had positive consequences. In particular, the measures led leadership at a few sites to pay more attention to providing patients with team-based continuity. The metrics led leadership at this site to match walk-in patients with their resident's teamlet. "Because of the metrics I think we’ve paid more attention to the continuity. We’ve tried to organize ourselves within the PACT teamlets with a quarter of the residents on each teamlet and then when urgent walk-in patients come in, we do make some conscious choice about trying to get them on the same teamlet and I think the metrics have led to that."   

At this site, metrics led leadership to schedule residents and their attendings to be in clinic together more often. This promoted both the VHA's patient care and teaching mission. "We try as much as possible for the residents to present to their attending when they’re available…And then…talking to our university and saying, ‘We really would like these residents to come on the days that their attending is in clinic’…." Do you think those things that you've done have improved patient care? Or, are they just kind of just meeting the metric, trying to meet the metrics? "I think that they have improved patient care…having that attending resident continuity is very helpful in teaching and leading the residents to become better doctors." Negative effects of the measures mainly came in the form of pressure to meet them in the face of constraints imposed by being an academic clinic. 
The variation across sites and the amount of pressure clinic leadership was under to meet measures was striking. This site faced high pressure. "So the metrics, sure there’s constant pressure on us to meet the metrics and if I say to someone, ‘Well you know one of the reasons these metrics that are a little different [it's] because we have a residency’, they’re like, ‘Oh, I don’t care, you’ve got to make the metric,’ I mean I’m oversimplifying a little bit but you see what I’m saying… that the context of the metric is not the discussion, the discussion is the metric and meeting the metric."

In contrast, this site felt some pressure to meet the measures. But leadership understood the challenges of being an academic clinic. "Our site has been consistently this is all about patient care

and yes, the metrics matter, trust me if they heard me say they don’t matter, they would have a conniption. It matters but we’re just to do our best. But yeah, they haven’t given us a whole lot of grief on it, it’s been, they’ve understood the challenges and I've appreciated that."

Claire Robinson:
As Jane just mentioned, the sites experienced varying degrees of pressure to meet the PACT access and continuity performance measures. A related challenge had to do with the Primary Care management module, or PCMM. As Jane mentioned, PCMM is software that was designed to organize staff and patients into teams. However, the PCMM architecture has not caught up with the PACT's definition of a team. Many sites expressed confusion and dissatisfaction with PCMM; and the access and continuity performance data linked to it. Because of the turbulent nature of residency programs, interviewees cited PCMM care and maintenance as a significant barrier to accurately capturing continuity. One interviewee noted, "PCMM does not recognize a team… It is still very individual provider based."

 Another said, "I think we do a pretty good job of populating PCMM when it comes to the residents and matching them with an attending… where obviously PCMM starts to become more complex and difficult to manage is how you structure the rest of the team… because an individual can only be one FTE in PCMM and there’s certain rules about how many teams you can even be on… PCMM's very limiting because it doesn’t really reflect the reality of clinical care." On a positive note, however the VHA is working on PCMM more flexible and truly team-based. 

Jane Forman:
The fourth goal of our project is to report and develop recommendations for modification of access and continuity performance measures to better reflect and encourage clinical organizations and processes that work to meet PACT goals. Although site features and coverage arrangements were highly variable across sites, the 15 out of – or 19 sites that did have recommendations uniformly recommended a transition to team-based urgent access and continuity measures. That provided more flexibility in defining a team. Interviewees who do current performance measures as ill-fitted to academic clinics. "There should be acknowledgement of that there are differences between academic and non-academic PACTs…that just putting all PACT teams…under the same rules…might not be appropriate because of the different complexities within each facility…a CBOC is held under the same rules as a complex highly affiliated academic PACT program."

Team-based measures were thought to be a better fit with on the ground efforts to provide urgent access and continuity. "we need to have metrics that accommodate [trainees] and we know… there’s going to be some discontinuity…we’ve strongly promoted teams and I think Veterans are getting better care because of the teams and that we should be measuring team continuity on all aspects of that, with the trainee providers and the RNs, the LVNs, and the clerks."

Wait, I have another thing to say. An interviewee from another site put it this way. I think that having a team metric, going towards team metrics would be more valid in terms of how your medical home is actually working. Although site _____ [00:37:36] features and coverage arrangements were highly variable, besides the head recommendations, as I said, uniformly recommended as transition to team-based metrics. Some sites emphasized inclusion of groups of residents and attendings, which included creating teams of residents who would care for patients as a group or teams of multiple attendings and residents. This was to accommodate resident and attending schedule complexities. In the case of one site, to promote teaching residents how to take care of patients in groups. This is about scheduling complexities. It's impossible for a resident to be in clinic the way an attending provider would be in clinic, if they have no other – if they have other competing responsibilities. Somehow have continuity measured in a way that allows for flexibility... Somehow having a team of doctors taking care of one patient would still count as continuity. 

Also, almost all sites were recommended, including RN visits to give credit to RNs for the work that they are doing and to reflect shared team decision making. "I think that it should include nurses…the whole concept of having PACT teams is that you’re co-managing patients with your RN care manager…I think that their contribution should be included within all of the metrics, not just like the 2-day post discharge metric." A little bit of tongue twister…. Also, another reason for that was to give RNs credit for the work they do. There is so much shared decision making within the teams themselves. It is unfair to nurses to deny them some of the credit for what they are doing. Although not related to same-day access, but rather continuity, some sites recommended including extended team members such as pharmacists in the continuity measure. "If the point is that the patient is taken care of by a team and my resident knows that they're going to be on nights next month and he then sets up a visit for the patient…with our PACT RN or the PACT pharmacist to follow-up on his diabetes or his blood pressure, et cetera, that seems to me that should count as continuity." There were also sites that recommended that the entire PACT team count towards meeting the continuity measure. This is not on the slide. We should be measuring team continuity on all aspects of that with the training providers, and the RNs, and LVNs, and clerks.

As a kind of summary, here are reasons mentioned by sites for transitioning to team-based performance measures. I have already mentioned a couple of these. First, to reflect and incentivize team-based care as envisioned in the past model. Second, to give RNs credit for the work they do. Third, to encourage all teamlet members to take ownership of patient care. That means understand that their actions affect patient care and contribute to meeting measures. Fourth, to support VHA's teaching mission. "We’re going to have academic medical centers and they’re going to be training trainees because we feel like it’s a mission of the VA. Then we need to have metrics that accommodate that." 

Claire Robinson:
As with the implementation of most programs, there have been unintended consequences. One unintended consequence of PACT implementation in academic medical centers was the effect on job satisfaction. One interviewee stated, "a lot of internists really enjoy the diversity in their job description, but that diversity makes it very challenging for them to meet measures in all of those different venues and it makes it hard to maintain continuity for the patients that they have. So, we’re definitely recognizing that and leadership is really brainstorming different ways to try to keep providers happy and interested in the job that they’re doing, but that we’re also meeting our measures or improving upon our measures."

Attendings are not the only ones whose positions have been affected by PACT implementation. One site noted that a strategy for protecting residents from undue performance measure related scrutiny is to fully integrate them throughout the Primary Care clinic. "It’s really sad because I think it’s easier to get rid of the academic PACTs if you only put them on one team because then you can cut the arm off, but if you have them everywhere on the team then the work is spread out…then it’s harder to get rid of, just get rid of the trainees." A few sites mentioned the tension between performing well on PACT performance metrics and providing a quality learning experience for residents in a team-based care setting. One interviewee eloquently noted, "there are two issues in academic PACTs. One is the educational component, the ability to teach our house staff not only the principles of PACT, but issues such as population health… panel management… working within teams, and also performance improvement, that I think there has to be some sort of attention placed on that because you need the formal didactics to also help with the experiential learning that you get within clinic. From the operations perspective, just having some sort of clarity in terms of, it’s not really the metrics that drive everything. It’s how you organize yourself and the metrics will follow. But, clearly there are some metrics that are not congruent with having team participation."

Despite all of these challenges, the general feeling that we got from interviewees was that they really wanted to provide patient centered team-based care in addition to providing a robust educational experience in team-based care for trainees. But, they had to be creative in the face of complexities introduced by having multiple part-time providers and felt hemmed in by the current architecture of the performance measures that focus on face to face care provided by an individual provider. Sites are doing their best to structure their clinics in a way that aligns patient care with their teaching mission. 

Jane Forman:
Despite the complexities of academic clinics, and the challenges to meeting performance measures, and providing continuity; as Claire really alluded to, our interviewees felt that it is worth it. These are two particularly eloquent quotes. The first has to do with VHA's teaching mission. "I really feel strongly that the VA…has done a great job rolling out PACT and it’s excellent for residents and it’s really what we need, we’re obligated to teach them these things and allow them to hone their skills before they complete their…Internal Medicine residency…."

The second quote has to do with the value of part-time PCPs to VHA. "I think there’s a tendency at the VA to see part-time people as more complicated and not to necessarily want part-time people…I look at our part-time providers and I honestly think they're some of our strongest providers…they're doing teaching…doing homeless shelter work…so that yes, they're more complicated in terms of the scheduling and making sure we have adequate coverage but I think they bring a really important perspective to clinic[s] that we wouldn’t have otherwise." These are particularly enthusiastic quotes, but many sites expressed like sentiments. No one said that they shouldn't be doing what they're doing. 

Finally, here are some implications of our findings. First as PACT access and continuity performance measures are revised, it is important to take into account constraints imposed on academic clinics by residency programs. It is important to work towards flexibility. As we have seen, academic clinics are not a one size fits all proposition. There are multiple team arrangements that promote good patient care and VHA's teaching mission. But this goal is actually very challenging given the constraints of the PCMM system. It is going to be not an easy task to accomplish this. The second implication is to identify and avoid potential unintended consequences such as threats to provider job satisfaction, and recruitment, and that which would be undermining the teaching mission even _____ [00:46:32] to the point of possible elimination of residents' continuity clinics; and even entire residency programs to simply improve performance. 

Finally, and I think we've kind of hammered this theme home already. The revision of measures are important for both patient care and training missions. To do this, measures need to be more congruent with interdisciplinary team-based care at the heart of the PACT model. We want to thank you very much for your attention. We also want to thank our interviewees who spoke with us for giving us their time in the midst of very busy schedules. We really appreciated that. Now, we will go on to the Q&A.

Molly:
Thank you both very much. We do have some great pending questions. I know a lot of our audience joined us after the top of the hour. To submit your question or a comment, please use the question section of the GoToWebinar dashboard on the right-hand side of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. You can submit your question or comment. We will get to it in the order that it is received. The first one that came in. What about not only broadening team and metrics, but also visit types like Telehealth, security mail, and group visits, et cetera?

Jane Forman:
That is an excellent point. Actually, part of our interviews did involve understanding coverage and procedures for between visit care and also for non-face-to-face visit care. We did not include it in this presentation because it was already quite long. However, we found that as we did in everything, a lot of variation in how this is done. It would have to be kind of worked out in terms of how things were accounted for measures. But, it is definitely an extremely important issue. Those modalities are very important to VA in providing access. 

Claire Robinson:
We did however find some sites were limited. Because when their residents were not in clinic, they were also not on site. It had basic connectivity issues related to getting into secure e-mail. There were some challenges there for the residents who were not within the facility when they were not in clinic.

Molly:
Thank you both for those replies. The next question we have. I agree 100 percent with your recommendations. What are your expectations about the implementation of same? It is hard to get the context out of this.

Jane Forman:
Yeah. I think that we understand. It is very difficult for us to predict that. It is not really in our purview. However, as I said at the end of the presentation, it is going to be extremely challenging to implement flexible team-based measures because of existing architecture of PCMM. It is difficult to capture the data that is necessary and also to figure out how to do this across such multiple types of clinics. I really cannot answer the question. I guess it is a question for the Central Office leadership.

Molly:
Thank you. As I think about barriers to integration of resident trainees in our facility, space and geography come up repeatedly. Space in terms of space constraints. That few clinics were built with good team functioning in mind. Geography is a barrier for us as teaching sites are spread across the city. Did space or geography come up in the interviews?

Jane Forman:
Yes, they did. Our focus on measures – in our focus on measures, we did not spend as much time as barriers. But it is definitely a very important barrier. We found that also in earlier work we did in Ann Arbor. I think it was done also by other Demo Labs. 

Claire Robinson:
In one of my earlier slides highlighting the variation among our interviewed sites, I noted too that some resident programs, some of the residents' continuity clinics are not even co-located with the rest of the Primary Care. There is a whole host of issues related to space absolutely.

Molly:
Thank you both. The next question – are PACT panel sizes changed for the resident PACT clinics? Also, are the number of patient appointment slots changed from the existing PACT teams?

Claire Robinson:
Yes, we didn't present that information here. But we do have a large table showing variation. One point is on the resident panel size. In fact, one of our interviewed sites, the residents did not have their own panels assigned to them. Then at other sites, there were many different models in how that panel size was determined for residents. For some, it was a steady number throughout their three years. For some, it was sort of a graduated number that is built one year after the other. There were of course, issues handing off from third years to incoming first years.

Molly:
Thank you for that reply. Has any conversations about space requirement…? It looks like we just went over this. But I will read it again. Have any conversations about space requirements been discussed for academic teams? For example, it is a greater challenge to provide clinical space for multiple residents seeing a panel of patients.

Jane Forman:
I am afraid we do not have the data to answer that question. But it is a very important issue.

Molly:
Thank you. On slide number 34 where it says give RNs credit for the work they do, cannot we add them to the encounter to give them credit for their portion of their visit?

Jane Forman:
This is a really complicated issue. I do not believe – I think – I am not sure how to answer the question. I want everyone to take this with a grain of salt. Because I am not completely up on policy. I think that RNs simply do not count towards meeting the measures as they are existing. They might be made – it might be changed. It theoretically could be changed so that they do. The second thing is the PCMM's problem. 

Claire Robinson:
But, I think there is a distinction to be made here between workload and credit, which they do receive; and getting credit toward meeting the specific measures related to access and continuity.

Molly:
Thank you. This looks like a comment. The PACT compass has had a team continuity measure for the past two years. It has had several continuity metrics designed specifically for academic practices since the beginning of FY'15. Thank you for that comment.

Claire Robinson:
Our interviews ended in 2014. It is likely that the folks that we were talking with, this information had not been trickled down at that point.

Jane Forman:
Yeah. We do appreciate that comment. 

Claire Robinson:
Yeah.

Molly:
Great. Are there any plans to expand PCMM to capture the team approach to care?

Claire Robinson:
We have heard that there is some restructuring of PCMM, including the team construction or the banner that people mentioned. But we did not interview folks at that level. We do not know a lot of the details about exactly what that will entail.

Jane Forman:
Also, as the previous comment noted, there is already movement in that direction. 

Molly:
Thank you both for those replies. While we wait for any last minute questions to come in, I would like to give each of you the opportunity to just make some concluding comments, if you would like. Dr. Forman, I guess we will just start with you.

Jane Forman:
Well, I would just like to say and as I said before, we really appreciated our participants giving us their time. We also are I think – that we heard from them that this is a very important issue. I think VHA is really trying to address it. We also are glad to see that there are clinicians on the line. We hope that has been useful to you. If you have any follow-up questions or requests, please do get in touch with us.

Claire Robinson:
I would like to add that products from this work will include sort of a white paper _____ [00:55:39] report to Central Office as well as a manuscript that we hope to publish.

Molly:
Thank you both very much. It only seems when I ask for last minute questions that they come in. We do have a few more. How about staff for supporting academic clinics? We are only given staff to cover the attending. But they may have four to six residents seeing patients. 

Jane Forman:
Yes. We did also hear that in our interviews. Because of the multiple residents and the expertise really needed to staff academic PACT that more staff is required to do that. That is a very good point. 

Claire Robinson:
I think that some place mentioned that their clerk staff are basically hired at the equivalent of a one provider FTE. If they have multiple part-time providers who are only in clinic a half day a week, they may be responsible for scheduling for seven or eight providers who are the equivalent of one full-time. 

Molly:
Thank you. How much longer will we have to wait to improve Primary Care? Now is the time to make swift changes with the implementation of MyVA and the VA Idea House. This has been exciting to see the presentation. When can we expect changes?

Unidentified Female:
I think we will just have to leave the comment at that. 

Molly:
Fair enough. I would not put out an exact date, if I were you, either. Can we get points of contact for the program directors at the residency programs or clinic leaders?

Claire Robinson:
This is actually something we had struggled with quite a bit in recruiting participants in this project. One is that there does not seem to be a standard universal definition of what an academic medical center is. We were unable to find a Listserv or any sort of equivalent for the program directors for the residency program. There was also variation in that level in that some were only involved in the VA side of the program. Others wore both hats and were involved both in the VA program as well as the academic affiliate program. But there was a lot of variation there. We do not have sort of a universal list that we were operating from. We were trial and error trying to find people to talk with us. 

Jane Forman:
Also, at least one of the people interviewed expressed interest in a kind of Listserv so that clinics could talk to each other about these issues. 

Molly:
Thank you. It looks like we just have one last question. How can we train residents on the required PACT training when they are only here once a week or sometimes once every other week. Will there be an online training?

Unidentified Female:
It is a good question. It came up with many of our interviewees. When the residents were done with their half day of clinics, they were often gone; either to an inpatient setting or to their academic affiliate, which was no collocated obviously. That was a challenge that many people brought up was trying to find adequate time and space to do this training. 

Molly:
Thank you. That is our final question. We are just about at the top of the hour. I want to very much thank both of you for lending your expertise to the field; and, of course, to our attendees for joining us today; to Cynthia Lotane who organizes the PACT Cyberseminar series. Please join us every third Wednesday of the month at noon Eastern for our PACT Cyberseminars. Please note, we will be taking a hiatus in August where there will be no Cyberseminars. Check back in our registration catalogue to join us in September. 

I am going to close out the meeting momentarily. On your screen after just a few seconds, a feedback survey will pop up. Please take just a moment to fill out those few short questions. We look very closely at your responses. It helps us to improve presentations we have already given. As well, as it gives us ideas for new topics and sessions to support. Once again, thank you to everyone for joining us today. This does conclude today's' HSR&D Cyberseminar. Thanks again Jane and Claire. Have a good one.

Jane Forman:
Thank you.

Claire Robinson:
Thank you.

[END OF TAPE] 
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