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Molly:
We are at the top of the hour now so I would like to introduce our speakers in the order that they will be presented to you. First, we have Dr. Torie Johnson. She’s an HSR&D postdoctoral fellow in the division of General Internal Medicine at the VA Puget Sound Healthcare System at the University of Washington. Joining her today is Dr. Michelle Lampman. She’s a Research Health Science Specialist in VISN 23 PACT Demo Lab and Center for Comprehensive Access and Delivery Research and Evaluation, known as CADRE, at the Iowa City VA Healthcare System. I’d like to thank our presenters for joining us today and at this time, Dr. Johnson, I will turn it over to you.
Dr. Torie Johnson:

Great. Thanks, Molly. Thanks very much for introducing us. So I’m Torie Johnson and Dr. Lampman and I are going to be discussing differences between rural and urban clinics in the VA in terms of how well they were able to implement a Patient-Aligned Care Team or PACT model, and we’re going to be presenting results from separate quantitative and qualification evaluations.

And so here is our first poll question. 

Molly:
Thank you. So for our attendees, so you can see up on your screen you do have a poll question. And we’d like to get an idea of what is your primary role in VA. We know many of you wear many different hats within the VA but we’re looking for your primary role. Are you a student, trainee or fellow? Clinician? Researcher? Administration, or management? Or Other? And if you are selecting Other, please note that at the end of the session, I’ll [sound breaking up] put a feedback survey with more extensive list of positions and you may find your exact job title there to select.

Looks like we’ve got a nice responsive audience today. We’ve already had 75% of our audience vote so we’ll give people just a few more seconds to get their responses in. And I’ll go ahead and close out the poll now and share those results. 

So it looks like we have no student, trainees, or fellows joining us; 9% clinicians; 47% of our respondents are researchers; 25% administration or management; and 19% of our respondents selected Other. So thank you for let us know who’s joining us today, and I’ll turn it back to you now, Torie.

Dr. Torie Johnson:

Great, thank you. What is my screen showing?

Molly:
Right now, we have the thumbnails view.

Dr. Torie Johnson:

Oh, there we go.

Molly:
There we go.

Dr. Torie Johnson:

Okay. So as many of you probably know, PACT is the VA’s patient care and medical home model. And the goal of PACT is to restructure primary care to improve access, continuity, team-based care, care coordination, and patient centeredness. And implementation of PACT began nationwide in the VA in April 2010.

So this figure gives you a sense of how PACT tries to realign primary care around the patient and the caregiver here in the bottom circle. And each patient and their caregiver are assigned to a team of providers including their PCP and RN Care Manager – PCP meaning primary care provider – and RN Care Manager and then a Clinical Associate and a Clerk. 

And then, within the outer circle, there are additional team members who may be assigned to more than one panel of patients and these include Pharmacists, Social Workers, Nutritionists, Case Managers, Trainees, and Integrated Behavioral Health Specialists. Also, at each parent facility, there are Health Promotion Disease Prevention, Program Managers, Health Behavior Coordinators, and My HealtheVet Coordinators who support the PACT model. So this gives you a sense of how PACT reorganizes primary care at the support of patient-centered focus.

So rural primary care clinics in the VA are generally smaller in terms of the number of patients they have, also have fewer staff, on average. There’s more rural patients. And often, face greater recruitment challenges. And this may lead, we think, to different challenges in terms of how well they were able to implement PACT.

This slide gives you some examples of rural and urban clinics in the VA. So on your left is an urban clinic here in Seattle, the VA Medical Center primary care site. And then, on the right is a rural center in Libby, Montana. And justification from looking at these photos, you can think of probably a lot of differences between these two sites of care.

This is our conceptual model for how we’ve been thinking about differences between urban and rural clinics and how they might influence PACT implementation. So three different levels here at area level, the clinic level, and the patient level. And at the area level, you might consider differences between rural and urban clinics in terms of geographic and cultural area context, healthcare and community resources, neighborhood socioeconomic status. At the clinic level, you can consider differences in facility type so whether a clinic is a VA Medical Center based clinic versus a community-based outpatient clinic or CBOC; the type of staffing at the clinic so whether the clinic is VA staffed or has contracted staff and providers; the size of the clinic in terms of the number of patients and providers; and the type and number of service provided at the clinic. 

In terms of patient characteristics, you can consider differences between rural and urban clinics in terms of assigned patient comorbidity, demographics, individual economic status, and distance to primary care. So we think all of these factors might contribute to differences in PACT implementation between urban and rural primary care sites in the VA.

So I’m going to be presenting preliminary findings from a quantitative evaluation we have been working on to look at this question.

Our goal for this study was to describe rural-urban variations in PACT implementation by two different measures of rurality. The first measure of rurality was based on clinic location and the second measure of rurality was based on the proportion of rural patients assigned to primary care at clinics _____ [00:06:55]. And I’m going to talk a little bit more about those two measures in just a second.
So this was a cross-sectional study using data from fiscal year 2012 and in total, we had 905 primary care clinics in the VA in US and Puerto Rico included in our sample.

As I mentioned, we defined site rurality using two methods. First, we used the location-based method so this method determined their rural-urban commuting areas or their RUCA codes for each clinic based on a clinic address or latitude and longitude. And using RUCA codes, we were then able to assign a site as urban or rural using that data. This is currently how the VA classifies clinic locations as urban or rural. The difference here between how we have classified sites and how the VA does it is that the VA also has a highly rural category. However, we only had _____ [00:07:59] clinics in our sample that that’s the VA definition of “highly rural.” And so we did analyze rural and highly rural sites together because of this low number of highly rural sites.

So this map, which was done by the _____ [00:08:15] Rurality Definitions and Methods Work Group gives you an idea of how areas in the United States and Puerto Rico are distributed as urban, rural, or highly rural based on the RUCA based definition of rurality, which the VA currently uses. And you can see here that urban areas are in blue with the tan areas being rural and then, the dark brown areas are representing highly rural areas. And you can see in the inset here that Puerto Rico is mostly an urban area.

So we also used a second definition of rurality for clinic center samples, and this is based on the proportion of rural patients that were assigned to primary care at those clinics. And in this definition, rural clinics were defined as having greater than 50% rural patients and urban clinics were defined as having less than 50% rural patients. And so rural patients, similarly to how clinics are assigned an urban-rural classification in the VA, rural patients are given an urban or rural – or highly rural – assignment based on the RUCA score that is associated with their reported residential address or latitude and longitude. And again, we didn’t collapse highly and highly rural categories for the rural patients similar to how we did for the clinics.

And so this slide, figure gives you a sense of how the distribution or proportion of rural patients assigned to primary care in rural-located clinics looks. And so on the Y axis, we have number of clinics and on the X axis is the proportion of patients assigned to those clinics who live in rural areas. And you can see here that the distribution is fairly skewed and so that we know that most rural located clinics are taking care of a very high proportion of rural – of patients who are rural areas.

In this next figure, we can see that it shows the distribution or proportion of rural patients assigned to primary care in urban located clinics. And again; on the Y axis, we have number of clinics and on the X axis is the proportion of patients assigned to those clinics who live in rural areas. And the distribution here, as you can see, is quite a bit – has quite a bit more meat in the middle, indicating that clinics that are located in urban areas are taking for care of a very significant proportion of patients who actually live in rural areas.
So in terms of our outcome measures, we used the PACT Implementation Progress Index – or PI2 – to measure PACT implementation. The PI2 score is a composite score that reflects eight core patients that are medical home domains. And this score was developed by Kari Nelson in the PACT National Demonstration Lab. The PI2 score is equal to for the distribution of all clinics, the number of domains for that clinic, that score is the top quartile of the distribution minus the number of domains that that clinic has, that score in the bottom quartile of the distribution for all clinics. And so because there are eight domains, if clinics have all of their domain scores in the bottom quartile, they can have the score of -8. If clinics have all of their domain scores in the top quartile, they can have a score of 8.

In terms of data sources used to construct a PI2 score, there were three named data sources – the Corporate Data Warehouse for administrative and clinical data; the Consumer Assessment of Healthcare Providers and Systems, their Medical Home Survey or CAHPS Patient Centered Medical Home was patient-reported survey data. And additionally, there was a provider survey, a survey for personnel. 
This table shows you how the different data sources that are used to construct PI2 mapped onto the eight different domains of PI2. And then this number of individual measures that are used to construct each domain. And you see that there were, in total, 53 individuals measured that went into the construction of the overall PI2 score.

So in terms of analysis, we compared PI2 scores and domain scores for urban and rural clinics using both measures of rurality. We categorized clinics by degree of PACT implementation using overall PI2 scores and we compared trends across categories using a non-parametric test of trend. We adjusted for patient, facility, and area characteristics using multiple linear regression. 

So if you think back to the conceptual model we presented earlier, I’m going to be talking about the characteristics of clinics in our sample looking separately at area level characteristics, clinical characteristics, and patient characteristics, and all calculated at the clinic level. And these next three slides will be showing you clinic characteristics that are based on the first definition of rurality that we talked about, which was the location-based measure of rurality. And for this rural measure, we had, overall, 905 clinics in our sample including 350 clinics that were defined as rural and 555 clinics that were defined as urban. And we looked at the region of each clinic to see if there might be differences in distribution for US _____ [00:14:36] the regions, and we included Puerto Rico as a separate – as this other region here. And we did find that there were, of all the rural sites, there was a significantly greater proportion of all rural sites that were located in the Midwest compared to the proportion of urban sites that were located in the Midwest. We also found that the rural sites were significantly lower proportion – actually zero rural sites were located in Puerto Rico, although there were very few sites that were located in Puerto Rico in our sample. I think there were about six total. 
And then, we also looked, as an indicator, of area level healthcare resources. We looked at the number of active, non-federal physicians in the county of clinics in our sample. And we did find that the average number of active non-federal physicians in counties where rural clinic centers had more _____ [00:15:40] located was significantly lowered compared to that same figure for urban sites in our sample.

And finally, as an indicator of area levels, socioeconomic status, we looked at county unemployment rates for clinic center sample and found this not to be significantly different between rural and urban groups.

In terms of clinic-specific characteristics or clinic structural characteristics, we did see a number of significant differences between rural and urban sites. In fact, all the comparisons you see here do represent significant differences between the groups. And so rural sites had a great proportion of community-based outpatient clinics. They had fewer, on average, assigned primary care patients. They had a lower adjusted panel size. They had fewer total primary care providers. A greater proportion of urban sites had a resident PCP and were VA-staffed, a lower – excuse me. Rural sites had a lower average clinic staffed reported tenure category, indicating that staff at rural sites had been working there for less time, on average, compared to staff that at urban sites. 

We also looked at the years of operation for sites to see how long they were operating prior to the year of PACT rollout in 2010, and found that the number of years that clinics were in operation prior to PACT rollout was lower for rural sites compared to urban sites. 
And finally we looked at the proportion of sites that had actually moved or changed street address between 2010 and 2012 so between the year of PACT rollout and the year of our study. And we found that the proportion of rural sites that had moved was greater compared to urban sites.

In terms of aggregate patient care characteristics of our sample, as we had indicated, the proportion of patients who were assigned to clinics in our sample that were from rural areas was greater compared to urban clinics. The average age for patients was a little bit higher, but significantly so, for rural sites compared to urban sites. There were no significant differences in terms of the proportion of assigned patients who were female. There was a greater proportion of white patients assigned to rural clinics compared to urban clinics. We used the Deyo adaptation of the Charlson Comorbidity Index to look at average comorbidity for sites in our sample, and we didn’t find any significant differences there.

In terms of patients – the proportion of patients with service-connected disabilities greater than 50%, there was no significant difference between the proportion comparing rural and urban groups. 

And finally, we looked at the number of miles in terms of driving distance for patients to get to the nearest VA primary care clinic. And we found that for [sound breaking up] the rural sites, on average, patients had a greater average number of miles to travel to get to the nearest VA primary care clinic, and this is something we all might anticipate as a difference.

And so in terms of overall PACT implementation scores looking at their PI2 overall score for both measures of rurality – the location-based measure and the patient-based measure – we did find that the mean PI2 score was greater for rural compared to urban sites, again, for both measures, overall; indicating that rural sites had overall better degree of PACT implementation compared to urban sites. 

And this figure shows you the distribution across – for urban and rural clinics across PI2 categories so going on the X axis from the left to the right, this takes you from the lowest implementing groups to the highest implementing groups. And the proportion of rural sites is blue and the proportion for urban sites in green, and you can see that the proportion of rural sites in the higher implementing groups is greater while the proportion of rural sites in the lower implementing groups is lower. And we did do a test of trend across rural and urban groups across these different categories and we did find a significant difference between rural and urban sites in terms of trend across these implementation categories.

This figure shows you the PI2 domain scores for urban and rural clinics. And you can see that for almost all domains, rural clinics had – again, here in blue – better scores, higher scores than urban sites, which are, again, here in green. And this was a significantly greater domain score for rural sites for the domain of care coordination, teamwork, patient-centered care, and shared decision-making. The only domain where urban sites had a better score compared to rural sites was for the domain of care continuity, and this was a significant difference.
So this figure shows you the results of our linear regression model. So data here is the difference in PI2 or overall PACT implementation comparing rural to urban clinics. And I want to emphasize that the models we’ll showing you here are non-additive in nature. And you can see that with our first model for – which showed you unadjusted relationships with increasing rurality, this was significantly associated with higher levels of PACT implementation so a great PI2 score. 

For our second model, we adjusted for patient characteristics of the clinics in our sample. And this included patient age, comorbidity, gender, service connection, ethnicity, distance to primary care, and the neighborhood socioeconomic status for patients at that facility. And for this model, we saw that the direction of the association between rurality of sites and overall practice implementation was the same, and the strength actually increased after adjusting for patient level factors. 

In our third model, we – and again, these are non-additive models – we adjusted for clinic-specific or clinic structural factors including the total number of primary care patients, the adjusted panel size, the type of staffing so whether VA-staffed or contracted, whether or not the clinic has resident primary care providers indicating academic function, the type of facility, whether this clinic had changed address, and the average category of staff tenure. And in this third model, we did find that while the direction of the association between rurality of sites and overall PACT implementation was the same, that the difference – the association here was no longer significant.

And finally, in our fourth model, we adjusted for area level characteristics including site region, employment rate, and the number of non-federal physicians in the county where clinics are located. And for this third model, we continued to see a significant association between increasing site rurality and better overall PACT implementation.

So some limitations to this analysis; this was a cross-section analysis, which limits causal inference. There were missing data in the team-based care domain and this was disproportionately – disproportionate between rural and urban groups in our sample. Some measures used to construct the PI2 score are based on self-report, which is susceptible to bias. Both the PACT model and the PI2 measure are specific to the VA and may not be generalizable outside of the VA.

So in conclusion, PACT implementation was significantly greater overall in rural compared to urban VHA primary care clinics in our study, and this was true for two different measures of rurality. Adjustment for patient, clinic and regional characteristics suggests that urban-rural differences in PACT implementation may largely be related to clinic-level or clinic-specific factors.
I’d like to acknowledge Kari Nelson, who was my primary _____ [00:25:24] for this project, as well as everyone listed who has contributed significantly to this work. And at this point, I will turn it over to Dr. Lampman to talk to us about her multiple case study of primary care CBOCs. 
Dr. Michelle Lampman:
Thank you Thank you. So today I’ll be presenting findings from a multiple case study that was part of a larger mixed methods assessment of differences in PACT performance between rural and urban clinics. It was conducted by the VISN 23 PACT Demonstration Lab.

An aim of this multiple case study was to learn more about the experiences of staff working to implement PACT in rural primary care clinics and whether or not it differed from experiences of staff working in urban clinics. 

But before I begin, we wanted to ask you another question to get a sense of how many in the audience have experienced working in a rural clinic.

Molly:
Thank you. So for our attendees, you’ll see the second poll questions up on your screen at this time. What best describes your experience working in rural clinics? I currently work in a rural clinic, I’ve worked in a clinic in the past, I’ve never worked in a rural clinic, or I have conducted research in rural clinics. And once again, just go ahead and click the circle next to your response. And it looks like we’ve already had 70% of our audience vote so we’ll give people just a few more seconds to get their responses in. Okay, it looks like we’ve capped off at about three-fourths of our audience have replied so I’ll close the poll and share those results. 13% of our respondents currently work in a rural clinic, 7% have worked in a rural clinic in the past, 62% have never worked in a rural clinic, and 18% have conducted research in rural clinics. So thank you to our respondents and Dr. Lampman, I will turn it back to you now.

Dr. Michelle Lampman:
Alright, thank you. That’s helpful. So for this research, I used maximum variation sampling to purposefully select primary care clinics within VISN 23. The idea behind this sampling strategy is to select cases that will maximum variation related to clinic location or rural status. So therefore, other clinic characteristics such as like local healthcare and clinic outpatient classification are intended to be similar across cases so that variation related to other factors can be minimized. 
For this assessment, clinics were classified as either Urban, Large Rural, or Small Isolated Rural based on clinic zip code and RUCA code. The process of case selection involved examining the distribution of clinics within each of the eight healthcare systems in VISN 23 in order to identify which systems had an adequate number of primary care CBOCs and would allow a comparison between rural and urban locations. Of the eight healthcare systems in VISN 23, only two allowed adequate comparison and of those two, a single healthcare system was selected because of accessibility and support from system leadership. Five primary care CBOCs were selected for this study.

Qualitative data were collected through direct observation and unstructured interviewing with staff during onsite visits conducted in July and August of 2015. During these visits, myself and a medical anthropologist working with the VISN 23 PACT Demonstration Lab took handwritten notes that were later used to develop detailed chronological accounts of each experience. Overall, approximately 60 staff members participated in an informal interview or discussion, and participants represented each of the core PACT teamlet roles, as well as onsite extended team members and clinic managers.

Detailed case reports were used to conduct thematic analysis, which involved sorting and coding text data using MaxQDA software. A comprehensive codebook was used to guide the analysis, and the codebook contained codes that were developed a priori and were informed by related literature and knowledge gained through previous research, as well as codes that emerged from the data during a process of analysis.

Segments of text assigned to each code were compared within and across case in order to identify cross-cutting themes. And a consensus process was used between the two qualitative researchers at various stages of analysis and interpretation of the data in order to validate research findings.

So rather than going on at length about each of the five cases, I wanted to provide you with a sense of each of the clinic’s characteristics so you can see how they’re similar and where they differ. First, Clinics A, B, and C are located within rural areas while Clinics D and E are located in urban. Note, too, that the community populations range from approximately 8,000 to 68,000 and that all five clinics are located over 60 miles away from the parent VAMC. 

In terms of clinic characteristics – sorry, I’m going to go back a slide. In terms of clinic characteristics, the years of operation ranged from four to 18 years with two of the three rural clinics having opened brand new facilities after the initial rollout of PACT in 2010. And the number of PACT teams within each clinic also varied from two teams in the small rural clinics to five teams in the larger urban clinic. And overall, PACT teams were staffed at the recommended level of three support staff to one PCP, although PACT was slightly understaffed in Clinic E in FY 15.

During our site visits, a number of challenges were reported by various staff, many of which were shared across multiple clinics. In the highlighted few, all clinics reported experiencing barriers related to distance and travel. All clinics also reported challenges related to the characteristics of their patient populations, many of whom are described as being older, hard of hearing, not good with technology, having multiple chronic conditions and/or mental health issues, and having lower income. Interestingly, both urban clinics also reported having high proportions of patients coming from rural areas. Some staff in Clinic B were surprised that their clinic was classified as urban and actually considered their clinic more rural. However, the PACT social workers in both urban clinics agreed with the urban classification primarily because of characteristics of the surrounding community and the number of resources available to veterans in their area. I’ll talk more in a minute about the challenges related to community resources and connectivity.

And in terms of clinic characteristics, all clinics reported challenges related to staffing and turnover. Two of the rural clinics – Clinics A and C – were short on primary care providers, which left the remaining PCPs to cover patients assigned to other teams. Most of the clinics felt that they were understaffed in terms of nursing support and reported a need for federal coverage. Several of the clinics also had vacancies for ancillary services such as Radiology and Physical Therapy, which caused those services to be suspended until the positions could be filled. 

Clinic staff also reported not having enough time to complete their daily tasks and frequently experienced delays caused by patients walking in with same-day requests or calling with questions. A challenge reported by the three larger clinics was not having enough space, even though Clinic C as the largest rural clinic and Clinic E as the largest urban clinic – had moved to a brand new facility within the past three years. All clinics reported similar challenges to implementing PACT that were related to organizational isolation and patient preferences and  behavior, which I’ll talk more about in detail shortly.

I want to point out issues related to staff buy-in. There seems to be general agreement that the principles of PACT were good ideas in theory; however, there were several staff within each clinic that came to have mixed perceptions about various elements or process associated with the model, which led to some variation in practice. Some staff loved the model while others, not so much. All clinics also reported challenges with coordinating care with outside services including specialty care at the parent VAMC. Staff in all clinics shared a perception that some specialties at the VAMC were pushing work back onto Primary Care, which was creating more work for PACT and less efficient care for delivery for patients. In contrast, all clinics reported having good integration with onsite specialty services, which seem to facilitate more comprehensive care delivery.
Comparisons across the site clinics identified several cross-cutting themes but I chose to focus on three that I believe are important to understanding implementation and performance of PACT. These include that distance is perceived as a barrier for both rural and urban clinics, patient preferences and behavior can impact PACT performance and implementation, and primary care CBOCs experience frequent change. 

All five clinics, regardless of rural location, viewed distance to VAMC as a major barrier for both patients and staff members. Because the parent VAMC is the only facility within the healthcare system that offers emergency or urgent care services, the distance to the VAMC creates issues with patients bypassing local ERs and arriving at the clinic with urgent, sometimes emergent, conditions and puts additional strain on staff. These disruptions happen often enough that Clinic C, the largest rural clinic, felt the need to establish a rapid response protocol so that they can stabilize patients while they wait for EMS to arrive.

Distance to the VAMC is also a major obstacle for patients requiring specialty services offered only offsite. Staff reported that some veterans delay receiving care in order to avoid travelling long distances to VAMC. Staff also reported transportation as an issue for many of their patients. Even though the VA offers a van service to transport patients from the CBOC to the VAMC, some patients have health conditions that make travelling long distances extremely uncomfortable and others have problems finding transportation from their home to the local CBOC. 

All five cases reported working with community agencies to coordinate services for patients. However, rural clinics tended to report more challenges related to having fewer community resources than urban clinics, perhaps highlighting one advantage to operating in an urban location. Although the VA offers a number of programs to support veterans, many of the patients assigned to these clinics are unable to take part because of the barriers related to distance.

And finally, many staff from both rural and urban clinics shared a perception of professional and organizational isolation created by practicing in a small clinic located away from the VAMC, which limited opportunities for interaction with leadership or networking with colleagues sharing the same role.

The second cross-cutting theme highlights ways the actions made by patients regarding their health in these services has potential to impact implementation and performance. Staff in multiple clinics reported having difficulty with getting patients engaged in their care. The choices patients make about their health and use the services can impact ways that care teams practice. This seems to especially be the case for use of nontraditional encounters such as telephone visits, secured messaging, and group visits. Staff from all clinics perceived a lack of interest among patients participating in group visits and staff also reported challenges with keeping these nontraditional encounters on task, which made them less productive. 

Many staff questioned the appropriateness of these nontraditional formats for many of their patients. Because the use of telephone visits for patients who are hard of hearing or secured messaging for patients who don’t know how or don’t want to use the internet, didn’t seem like a good fit for them. But for these and other similar reasons, some staff prefer not to use these formats for care delivery. Furthermore, Clinic A – the only clinic located in a small isolated rural area – reported patients experiencing inadequate internet access and issues of connectivity that they believe limited the use of secured messaging in their practice. 

Patient behavior also impacts performance related to coordination of care. Our care managers from all clinics reported challenges with reaching patients by telephone when attempting to contact them following a hospital discharge. This reflects negatively on performance because teams do not receive credit for these calls unless they actually talk to a patient or caregiver. 

Other challenges with care coordination are added by some patients choosing to receive care in other systems – either another VA healthcare system or with community providers. 

Patient behavior can also impact workload, as well. Several staff across clinics shared a perception that many of their patients have unrealistic expectations from their care teams when it comes to timeliness of response. Several staff reported patients choosing not to wait for the teams to respond to their calls and instead, walking into the clinic for immediate service. 

Despite these challenges, many staff seem to support and understand their patients’ perspectives. Staff form all clinics reported having better relationships with their patients and attributed this to the PACT model. Many described how having established relationships with their patients allowed them to provide better care.

And a third theme that emerged from all cases is that they all experienced frequently changing context. Regardless of whether the clinics began operating before or after the initial rollout of PACT in 2010, all clinics were working to establish a culture for PACT. But for newer rural clinics – Clinics A and B – challenges which tied to creating a culture for PACT while at the same time, working to establish a fully operational clinic, which required a lot of additional time, especially when establishing new patients. For Clinic C, D, and E, which had been fully operational for over 15 years, this involved a shift in the previous provider-centered approach to one that was patient-centered and team-based. The transformation for two of these clinics also involved relocating to an entirely different facility. Staff from both of these clinics reported that they weren’t really doing PACT before they moved to the larger, more equipped space, because they didn’t have the necessary resources to effectively implement the model.

Another change that’s frequently encountered is turnover among staff. Changes in staffing can impact the entire clinic, as we saw with some onsite services being suspending for periods of time. Turnover within a PACT team creates issues for all primary care staff as they work to provide additional coverage across the clinic. 

And earlier, I described challenges related to staff buy-in to aspects of the model. A lack of buy-in among staff has a lot to do with resistance to change. Successful implementation requires staff buy-in and any resistance from staff, especially PCPs, is likely to have a negative impact on performance. Experiencing frequent change requires staff to learn and adapt in order to move forward. However, these various challenges will impact a clinic’s – or how these various challenges will impact a clinic’s ability to implement PACT likely depends on how well staff are able to adapt to changes occurs.
So some limitations to the qualitative assessment include concerns with generalizability beyond the five cases included in the multiple case study. However, the assessment was to gain additional insight through the experiences of staff working to implement the model. And given the number of similarities among these five cases, it’s likely that results from the cross-cutting themes would be applicable to other primary care CBOCs within the VA, especially those located 60 miles or more from the parent facility.

There’s also potential for some response and reporting bias; however, several efforts were made to minimize the possibility of bias recurring. 

Other limitations include the implementation of the PACT model throughout the VA is an ongoing process. Changes in policy and culture continue to occur and may impact the future applicability of research findings. 

And the highly unique context related to the VA organizational structure and patient population creates some challenges with external validity and application of findings beyond the VA.

To summarize, though, while both rural and urban clinics reported many of the same experiences with PACT, each clinic had its own unique context and set of circumstances that influenced staff experiences. Each of the cross-cutting themes that emerged from the assessment illustrates complex relationships between clinic context and PACT implementation and performance. They also provide some interesting insights that help with interpretation and understanding as to why the experiences between the five rural – the five rural and urban clinics seem to be more similar than different. 

So first, it’s difficult to distance _____ [00:42:56] factors such as the clinic’s rural status and the distance to the parent VAMC within the VA system. Many instances of challenges of staff within rural clinics associated with practicing in a rural location were also reported by staff in urban clinics. Which raises the question of whether implementing PACT away from major clinical and operational resources serves as a greater challenge in some ways than being located in a rural area.

Separate analyses of PACT compass metrics conducted by the VISN 23 PACT Demo Lab have found that clinics located 60 miles or more from the VAMC exhibited similar trends in PACT performance of clinics located in rural areas. So this seems to indicate that urban clinics located 60 miles or more from the parent VAMC may be impacted by their isolation in the VA system in ways that are similar to isolation experienced by clinics located in rural areas. This is especially relevant to the findings from this study because both urban clinics included in the multiple case study were located over 60 miles or more from the parent VAMC and may explain why differences between rural and urban clinics were not qualitatively detected.

Some similarities between rural and urban clinics might also be explained by characteristics of the patient population. Possible the patient’s residence may impact performance in ways that differ from the location of the clinic itself. Both urban clinics reported having large proportions of patients coming from rural areas and, in fact, just under 60% of patients assigned to each of these clinics are considered rural. So if the clinic’s rurality was defined using a proportion of rural patients that Dr. Johnson presented earlier, both urban clinics included in this qualitative assessment would actually be considered rural.
Finally, pinpointing differences related to clinic location can be difficult in the midst of constantly changing context. Findings from this assessment revealed ways that informal structures within a clinic such as clinic culture, staff buy-in, and features of the practice that enhance resilience to change seem to be as equally important as clinic structure and capacity on implementation and performance. In order to really understand the factors influencing implementation and performance, it’s necessary to examine the context occurring simultaneously in order to make any meaningful connection with what’s being measured. 
I would like to acknowledge the following individuals for their contributions in this project. 
And as we close this presentation, there’s a few take-home points that Dr. Johnson and I would like to leave the audience with as we think about what we’ve learned from these separate assessments of PACT implementation in rural clinics. These include that quantitative evidence indicates that differences in PACT implementation exist between rural and urban clinics. Specifically, PACT implementation as measured by the PI2 index in FY 12 was significantly better overall for rural compared to urban clinics using two different measures of rurality.

The unique organizational and clinic structure within the VA impacts how primary care clinics operate and implement the model. Factors such as distance to the parent VAMC or proportion of rural patients may serve as alternative strategies for capturing the nuances common to rural clinics and identifying areas for needed support within the VA system.

Efforts to improve PACT implementation and performance should do more to account for some of the specific challenges encountered in urban and rural clinics.

It’s important for those working to implement and/or evaluate the PACT model to consider how unique context and circumstances relate to implementation. And leadership may want to consider ways to strengthen resilience in primary care clinics so staff will be more equipped to adapt to changes in their internal and external environment.

We’d like to thank everyone for their interest in our presentation today. We’d be happy to answer any questions that you might have about any of our projects, and feel free to send either of us an email with your comments or questions. Thank you.

Molly:
Excellent. Thank you, both. We do have some great pending questions and we’ll get right to them. For anybody that joined after the top of the hour and you’re looking where to submit a question or a comment, please use the GoToWebinar control panel on the right hand side of your screen. Just click the plus sign next to the word Questions. That’ll expand the dialogue box and you can submit your question or comment there. 

The first question is for Dr. Johnson. Is there a publication for the work you’ve presented?

Dr. Torie Johnson:

Not yet. We’re hoping to have a publication at some point in the near future.

Molly:
Thank you. To what degree had PACT been implemented at these sites? For instance, what was their – I’m not sure if it’s a PI2 score or PI squared score.

Dr. Torie Johnson:

Sorry, could you repeat that, Molly?

Molly:
To what degree had PACT been implemented at these sites? For example, what was their PI2 score?

Dr. Torie Johnson:

So if you refer back to the slide for the overall PI2 score – let’s see what slide that was on. I’m not sure I quite understand the question but I’ll do my best.

Dr. Michelle Lampman:
Is it possible that the question is for the qualification sites?

Dr. Torie Johnson:

Oh, okay. Yeah, that might be it. 

Dr. Michelle Lampman:
If that was the question, that is something that I’ve looked at. And there was actually quite a lot of variation just among these five sites. We had in a rural clinic that was very high performing in terms of the PI2 index. The other two were lower. One was also quite low on the other side of the spectrum. And then, I think that the two urban also had some variations. I think they were kind of in the middle of the PI2 score so they wouldn’t be considered high performing. But like I said, there was a lot of variation.

Molly:
Thank you. The person writing in did confirm that that was what they were specifying and followed up with, “How are PI2 data collected? Is it self-report or through administrative data?”

Dr. Torie Johnson:

The PI2 data are collected both from patients and provider reports and surveys and also from administrative data from the Corporate Data Warehouse.
Molly:
Thank you. With the challenges that exist and with rural clinics having different services that nurses help cover, does anyone have a formula to what is minimal, safe staffing?

Dr. Torie Johnson:

I’m not sure if Dr. Lampman might have any thoughts on this but I believe that there is a formula for staffing of PACT that is recommended. Dr. Lampman, do you happen to know off the top of your head what the recommended staffing ratio is?

Dr. Michelle Lampman:
Well, other than the three-to-one-recommended [interruption] level, I mean, staffing is something that a lot of the labs in the National Evaluation Team have looked at. We know there’s a lot of variation in the way that teams are staffed across the VA and there’s also anecdotal evidence that, you know, in many cases, the three-to-one doesn’t seem to be adequate. But it’s something that we continue to look at, or others evaluating PACT are continuing to look at. There doesn’t seem to be a minimal formula that I’m aware of other than just the recommended three-to-one model.

Molly:
Thank you both. Excellent presentation. Is there any – I’m sorry. Is there any connection to veteran health outcomes based on the differences noted between urban and rural PACTs? To clarify, are any differences with veteran health outcomes based on the difference noted between urban and rural PACTs?

Dr. Torie Johnson:

So we haven’t looked at PACT-related outcomes at this point comparing urban and rural clinics in terms of outcomes related to PACT. But one of my – I hypothesize that there could be differences in PACT-related outcomes if there are differences in implementation. And in part, because we do have prior studies that have shown that variation in PACT implementation has been related to poorer outcomes including the lower PACT implementation was related to poorer quality of care metrics, as well as lower patient and provider – lower patient satisfaction and increase in hospitalization rates for ambulatory care sensitive conditions.

So although we don’t – we definitely haven’t looked at outcomes yet, I think that could be a good step for future research to consider.

Molly:
Thank you for that reply. Can you speak more about why rural clinics have better PACT implementation in the quantitative analysis but reported significant challenges such as isolation from the VAMC in the qualitative data?

Dr. Torie Johnson:

That is a great question. So again, I want to emphasize that these were separate analyses, which we did not coordinate at all together. So there may be some limitations related to that or nuances to delay our data. Our data has shown differences but as Dr. Lampman pointed out, one measure of rurality that we used was based on the proportion of rural patients and clinic sites. And even though by clinic locations all of the – connected with qualitative samples were – or two of the clinics in the qualitative sample, I believe it was two – were considered to be urban. That was based on the site’s point location. So clinics would actually have been considered rural if you look at their patient population in terms of the proportion of patients they were taking care of who were from rural areas. And Dr. Lampman pointed out that that might have contributed to some differences. And Dr. Lampman, do you also want to talk about the possibility of distance of the facilities from the parent site that you mentioned?

Dr. Michelle Lampman:
Sure. I mean, in addition to having a high proportion of rural patients, which could explain some similarities, both urban clinics were located 60 miles were more and reported a lot of the same challenges that were attributed by staff in rural clinics to being located in a rural location. The cross-cutting themes that highlighted challenges that are experienced were experienced by both urban and rural. I can’t say that the challenges that I reported would also be reported by urban, you know, that are closer or within a VAMC, but that would be something to look at. We’ve done other qualitative research and it seems to be pretty common to have primary care teams, regardless of their location, experiencing challenges still. 

So even though clinics are experiencing challenges with PACT implementation, there still can be variation in how well they’re actually implementing the model or their experience with implementing the model and some differences might relate to location or distance or patient characteristics.

So I think the fact that they’re experiencing challenges and that those challenges are often shared across locations doesn’t necessarily take away from evidence that seems to indicate that there are differences with implementing PACT based on multiple measures for the PI2 index, in particular. 

Molly:
Thank you both for those replies. This is a statement that came in. I’ve been managing a rural clinic for two years and you are on target regarding the issues faced by a rural primary care clinic. Thank you for this presentation. 

Dr. Torie Johnson:

Thank you to whoever made that comment for helping me confirm. Thank you.

Molly:
It looks like that is our final pending question at this time. Do either of you have any concluding comments you’d like to make to our audience? Dr. Johnson, we can start with you.

Dr. Torie Johnson:

I don’t have anything specific but I just want to thank you everyone again for listening to our presentation today. And please feel free to email me with any questions or followup comments you might have.

Molly:
Great. We’ll be sure to keep an eye out for your pending publication. And Dr. Lampman, did you have anything you wanted to add?

Dr. Michelle Lampman:
No, other than thank you and also, you know, work that we’ve done in VISN 23, we also have plans to disseminate more broadly and publish both the quantitative and qualitative. So hopefully, they’ll complement the work that Dr. Johnson and the coordinating center have been doing and we’ll work on getting those findings out there.

Molly:
Excellent. We look forward to that. Well, thank you both so much for coming on and lending your expertise to the field and thank you, of course, to our attendees for joining us. I am going to close out the meeting momentarily and please wait for the feedback survey to populate on your screen and take just a moment to answer those few questions. We do look closely at your responses and it helps to give us ideas for future sessions to support. So thank you once again, everyone, and this does conclude today’s HSR&D cyberseminar presentation.
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