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Molly: We’re at the top of the hour now, so at this time, I would like to introduce our speakers. We have Dr. Gregory Stewart, he’s the Director for Vision 23 PACT demo lab, and Iowa City VA Healthcare System, and a professor at the Tippie College of Business, at the University of Iowa. Joining him today, is Dr. Michelle Lampman, she’s a Research Health Science Specialist at Vision PACT 23 demo lab, and the Center for Comprehensive Access and Delivery, Research and Evaluation, known as CADRE. It’s also at the Iowa City VA Healthcare System. And without further ado, Dr. Stewart, I will turn it over to you now.  
Dr. Stewart:	Thank you, Molly. So I’m excited. We’re glad to be here with you today. We’ll go ahead and get the slides up here. And, we’re going to, today, talk about the primary care employee experience. We’ve had the opportunity to do a few seminars before. We’re a part of the demonstration laboratory initiative, and have, for the past several years, been studying the implementation of patient aligned care teams, and this is part of that work there. I should also acknowledge, although Michelle and I’s names show up here, this is part of a larger group. We study teams, but this is really a group effort, and much of this work has been done through national survey group, in particular, thanks to Erin Jasky [PH], Walter Clinton of Blakewood [PH], who, they do most of the work, and then, I am privileged to have the opportunity to share it with you today. So thank you, to them, and for the opportunity to be with you today and share some of our thoughts about the employee experience of working in primary care, and particularly with the patient aligned care teams. With that said, we’d like to go ahead and begin with a short poll. So our poll is here, and Molly, I’ll let you go ahead and take it back for the poll. 
Molly:	Thank you. So for attendees, you do see the poll question up on your screen now. Please take just a moment and click your response right there on the screen. We’d like to know, what is your involvement with patient aligned care teams. The answer options are, I am a PACT teamlet member, I am researching or evaluating PACT, I am an administrator implementing PACT, I am involved with PACT in another capacity, or I am unfamiliar with PACT. Looks like we’ve got a nice responsive audience. We’ve already had about 70% response rate, so I’m going to go ahead and close out the poll and share those results now. 23% of our respondents are members of a PACT teamlet, and 38% each responded that they are researching or evaluating PACT, or involved with PACT in another capacity. So thank you, to those respondents. Go ahead and close that poll out. And I will turn the screen back over to you, now. 
Dr. Stewart:	All right. Thank you. That helps us get a sense of where people are. So I noticed that nobody said they weren’t familiar with PACT. That’s always a good thing for us to know at this point in time, and kind of an even split, perhaps, between people who are doing research on PACT, and people who are members of PACT teams. So with that said, we’d like to move on, and give you kind of short overview of where we plan to go today. There are number of topics that we want to talk about, in terms of employee experience. 
We’re going to talk about burnout, staffing, turnover, and delegation within the primary care teams, particularly. And under each one of those topical areas, we will first, I will give you some quantitative trends. A lot of what we’ve able to do is to track this over a period of time, and many of the trends that we’ll show today, fall back over a five-year period. We will also give you some qualitative quotations from our work that has asked people, in their own words kind of, to explain their PACT experience. And this will provide some rich context, and help you get a feel for what’s going on, and probably, many of you will feel similar to some of the statements that come up. We also wanted to include some evidence-based improvement keys. So always in these presentations, we look to include some information about what might be done to make things better. 
I might step back for just a second and say, in terms of our quantitative trends, we will talk about two kind of ongoing surveys that we have. One is the all-employee survey, that everybody should be familiar with. It’s done every year. We have some items related to the work experience that are in there. We will share some information about that. The other is a PACT survey that we do every year, every other year, depending kind of on how it fits with other survey issues. That is done by the Health Analytics and Information Group, H-A-I-G, the HAIG. So if you see that in any of our slides, that Health Analytics and Information Group, it’s part of a PACT national survey that we do. So the AES, the most recent one, was just done a few months ago. We’re still working on getting those results up. But you will see that we have results from previous years. The most recent PACT survey that was done by the HAIG, was done in April or May of this year, and so we’ll be sharing lots of our results out of that. And part of that survey that was done, had some open-ended questions and asked people about their PACT experience. Most of the qualitative quotations that we’ll share with you today come out of that 2016 national survey. And so, it’s recent information that gives us a updated view on perspective on the PACT experience. 
Also at the end of the day, or towards the end of the presentation, we’ll talk about access, since that is a very important issue within the VA. And we’ve been doing some work to look at access issues, and how we measured, and how we might improve it. That is part of, obviously, the employee experience, part of what we’re doing with our PACT research, so we’ll share some insights and some of the more recent work that we’ve been doing, related specifically to access. We’ll then have time for questions and comments, and look forward to interacting with you, and learning from your experiences and sharing some of the ideas that you may have. 
So before we jump into it, I’d like to give you one more poll. So, Molly, I will send it back to you and we’ll do another poll here. 
Molly:	Thank you so much. So give me just one second, please, attendees. All right. So we’ve got the second poll question up on your screen now. And once again, overall, based on your definition of burnout, how would you rate your level of burnout at work? The answer options are, you enjoy your work and have no symptoms of burnout, don’t always have energy but don’t feel burned out, have symptoms of burnout; physical and emotional exhaustion, burnout won’t go away; think about frustration at work a lot; or you feel completely burned out and need some changes or help. Looks like people are taking a little more time to fill this one out, and that’s perfectly okay. We’ll give you a few more seconds. These are anonymous responses, so I’m just going to throw that out there. Okay. It looks like we’re approaching about the same, 70% response rate, so I’m going to go ahead and close those out and share those results. 12% of our respondents are enjoying their work and have no symptoms of burnout. 35% don’t always have energy, but don’t necessarily feel burned out. Almost half, 47% reported having symptoms of burnout, physical and emotional exhaustion. 6% said burnout won’t go away, and they think about frustration at work a lot. But nobody said they feel completely burned out. So I’m going to go ahead and close that poll and turn it back to you, again. 
Dr. Stewart:	Great. Thank you. So one of the things that we’ll notice is, this is a survey item that we use, and as we talk about burnout, this will help you get a feel for what we’re talking about. The bottom three responses here, classify someone as having -- experiencing some level of burnout. So in our sample, approximately 53% of you answered at least having some symptoms of burnout, or burnout that won’t go away. And then approximately 47% of you would not be feeling burnout with your responses to the first two categories. So as we go through and talk about burnout, one of the things to remember is, we’ll talk about burnout percentages. And once again, just to make it clear what we’re talking about, is we’ll classify people in the bottom three categories, as someone who’s experiencing burnout at work. It’s something that’s in our work and done in other areas, too. 
And so a good question might be, as we do surveys, what is the level of burnout within primary care? And you’ll notice that we’ve got about a five-year trend here, and we’re going to do this for four categories of employees. So the providers, which would be our primary care providers. Our RN care managers, you’ll see that in green. What we call our clinical associates, the purple line, those would be LPNs and others that have some health licensure, but generally, work under the RN care manager. And then the AA, the more yellow line, is an administrative associate, often referred to as clerks. And you’ll notice in this grouping then, that a couple of things become interesting. One is, the level of burnout is fairly consistent across the five-year trend. I might also add, that the level of burnout is pretty close with our group of respondents today, we would hit somewhere in the 40s, which is probably -- or 50%, so we would be right in line kind of with here. It is the physicians who tend to feel the highest level of burnout. And again, over a period of time, we see the clinical associates, the LPNs and others, that tend to experience the lowest level of burnout on the job. Burnout is experienced to a higher degree within primary care than it is within specialty medicines and throughout the VA. And again, that’s kind of a national finding that’s not unique to VA experiences. But even though we have some ups and downs, you might say that burnout has been pretty consistent over the past five years. 
So why does it occur? What’s leading to some of this burnout? Might be an important question that we could step back and we would look at. And these are some of the quotes that come out of our survey that hopefully, give us some insight into what’s causing it; what’s behind people’s work experiences, that cause burnout. So I’m just going to start at the top and we’ll kind of read these as we go around. But one of the respondents, a primary care provider, says, “Please, at the CO level, have a focus to decrease the burden of primary care. Daily, we have new mandates, requirements, policies, directives, etcetera, that just add more and more to the backs of our primary care doctors. Their tasks and workload continues to increase. We really need to recognize this as a crisis.” And I might say, that the quotes that we have chosen here, are representative of many individuals that completed the survey and completed their responses to this. And so, this wouldn’t be the only person who said this, but it captures nicely one of the feelings that people have. We might think of this as task overload. That they just continue to feel _____ [00:12:10] working here, in particular, primary care providers, that more and more tasks are being given to them, which increases their burnout. 
In the bottom left, we have an RN care manager who says, “I am really so burned out. I feel my care is declining, due to increased jobs I should have help doing. I complain to supervisors and management, but nothing changes. I’m so overwhelmed at this time.” And in the broader literature, and again, within the VA, we know that supervisor support becomes an important critical factor that influences burnout. And this nurse here would be saying, I’m burned out, and when I talk about it or go to share it, I don’t get any response, which increases my burnout, and leads to more frustration at work. 
In the bottom right, we have, from a clinical associate, “We are all burned out. We will continue to lose support staff as the mass exodus continues, because people are tired of doing two or three different jobs.” And this kind of illustrates what we might think of as a negative spiral that tends to happen and that we pick up in a lot of our research. That, people get burned out, and so they leave, and when they leave, then the people who are there, it takes time to fill the position, and people that come on, don’t have that skill set, and so it increases the burnout, which then, circles around and increases turnover. And there becomes this real negative spiral that people talk about between turnover and burnout. That teams that are not fully staffed, and we’ll talk about this in a minute, continue to experience burnout, and then, that burnout leads some people to leave. And then, it kind of cycles back and it continually becomes problematic. 
So having established that burnout exists, and to kind of look at some of the reasons, one of the questions that people might ask is, what can we do? Is there something we can do to reduce burnout? We’ve looked at a number of areas to try and kind of come up with an answer to this, and this data here is from the 2014 national PACT survey. We have 2016 analysis that look very similar to this. But here’s what we find. Having a team that’s fully staffed at the 3.0 ratio, in other words, the staff supports the primary care provider, and there are three full-time staff to support each primary care provider, when that occurs, we notice that burnout goes down a lot. So teams that are understaffed, are at that about 50% burnout, and it drops down to about 38% when that team is fully staffed. So a significant difference is found for teams that are fully staffed, versus those that seem to habitually have a member missing. We look at it in turnover on the team. And once again, if there has been no turnover on the team, we’re looking at about a 35% burnout rate. But if there is turnover on the team, somebody on the team has left within the last year, we’ll notice that that burnout increases up to near 46% of the respondents. 
The other area that we looked at, is kind of the workload that people have. Are they over capacity in their patient panel? What are their work expectations? And those teams that have large panels; panels that would be kind of above what might expectations be, experience higher burnout. Again, about 5% higher burnout. I think you can see the real payoff on the last graph over on the far right there. And we compare, teams that are fully staffed, didn’t have turnover in within their patient panel, and their panel is within capacity, versus the three that don’t have those three things. And you’ll notice that, we can get that burnout down below 30% for teams, again, that are very stable, that have that staffing that they shouldn’t be expected to do the work. But when we put those other three things together, a team that’s got turnover without the replacement, so there’s not enough people, and being asked to go over capacity, we’ll see that burnout go up to nearly 60% of the people being burned out. 
And so, one of the conclusions that we might think about, in a big picture, is these are very real things that come out of some research that we can do. None of them are easy things to do, but there’s a clear pattern that emerges from the data, that suggest that, making sure we have a team that’s stable and has all the members we might desire, is particularly important to reducing burnout of primary care workers. 
So with that idea of burnout and this notion of staffing then, let’s drive down to staffing a little bit more. So one of the questions that we ask is, is your team fully staffed? And you’ll notice that we tracked this, again, across a five-year period and we asked these same questions on AES and what we call the HAIG here, which is our PACT survey. And back in 2012, you’ll notice that we only had 50% of our respondents saying that their teams are fully staffed, and that’s moved up to where it’s plateaued now, around 65%. And so we do see some change and some improvement over where we were five years ago, although, we see that pretty much plateaued and there’s still 35% approximately of our respondents, that suggest that there’s still some problems with staffing. That they’re not staffed at that appropriate level, and the question is asked specifically, are you staffed at this 3.0 ratio for each of your primary care providers? Well, if we come back to our qualitative data, to kind of get an answer of why does this matter? We find some interesting information. 
So let me start in the bottom left-hand corner here. We have an RN Care Manager who says, “We do not have a fully implemented PACT team here, which doesn’t leave a lot of care for care manager tasks to be completed. No time for keeping up with the CAN scores, PC Almanac, etcetera. We function the best we can with the staff we have.” So they’re not able to do what we would call, proactive care. We’ve gone and done site visits where we’ve seen this happen in real time. That they’re down a staff member. And one clinic that I visited once, they were down one of the administrative associates; one of the clerks. And because of that, the RN Care Manager spent most of her day going and checking in patients, and calling and doing the work of the clerk. And because of that, she wasn’t able to do this proactive care. And when you looked at their clinic performance, it was easy to look and go, wow. Something’s not working. They’re not really fully implementing the PACT model, and doing panel management, and more things that we might think of to proactively help. And a lot of that comes back then, to the staffing. Simply because a member of the team wasn’t there, other members couldn’t do what they needed to. And particularly, in this case, the RN Care Manager couldn’t work to the top of her qualifications, and experience and skill level. 
In the top here, we have, from a primary care provider says, “I’m personally very tired of hearing about PACT when I only have an RN, and no other nursing staff. We cannot keep up with the work of the day, let alone do all of the other burdensome administrative chores mandated by the PACT program. I understand that in facilities where they are fully staffed, this program may work. But it is ridiculous to hold us to the same standard as those centers when we have only one nurse.” And this is another trend that we find in our data, that people are very frustrated when they have metrics and expectations to perform, and yet, the resources, in terms of the people, aren’t there. 
Then, in the bottom right, we have, from another primary care provider who says, “PACT is good for veterans. It needs to be supported, maintained and improved. Lack of adequate staffing, staff retention, space and equipment have eroded the foundation of the PACT home.” And this, again, gets back to the staff and this person communicating with us that, and the implications are, that we’re not able to offer the veterans the kind of care that we might hope, because we’re down on staff. We don’t have the resources to do it, and to really be patient-centered. So that captures this idea that, the staffing problems, and again, puts a voice to some of these problems. 
One of the other things that we found in our research is, it’s not just the number of staff that matters, but it’s where they are. And so as we look at this next picture, over on the left-hand side of your screen, let me kind of explain two things. Those two pictures there, if you will. We’ve gone and we’ve done some work that asks people to -- that actually plots the team membership of individuals. And so on the far left there, you’ll see some diamonds, some black diamonds there, and those represent teams. And then the colored circles, be they red, yellow, blue around them, represent members of the team. And you’ll notice on the left-hand side, that that would be what we might call, the PACT recommended way of staffing. You’ll have a doctor, and LPN, a RN care manager and a clerk all assigned to one team that’s unique. And so if you look at those little teams, the diamonds that kind of have four circles around them, those would be indicative of what we might think of autonomous teams or specialized teams that they work together specifically and they manage their own panel. 
And the next one over to the right, where we kind of have the wheel down there and things, is another healthcare system, and you’ll notice that it’s not staffed in the same way. Particularly, there in the middle mass, you’ll notice that there’s a bunch of blue in the middle. And what that really is, is those are in-care managers and they tie together. And so, the way that they’ve staffed there, is that they cross the same people but teams don’t fully utilize this model of team care, where unique individuals are assigned to teams that then, are assigned to specific panels.
And our work has gone through and tracked some of this as it’s gone down in the VA, and we’ve noticed that some healthcare systems are organized like the left there, where people are organized into these teams that are what we might think of as autonomous teams, that have their core personnel that aren’t shared with other teams. And the one, the next from the left, or right there to the right of that one, is a healthcare system where the team membership is shared, so people are cross-assigned to multiple teams. 
And the question that we’ve asked then is, does this matter? Is the PACT model really important in terms of having these unique teams, or is okay to cross-assign people and have individuals assigned to multiple teams? And the answer to that is, the one on the left, the unique PACT teams, is a superior method of delivering care. We know that if there are missing people, and this gets back around to the staffing, or if we have largely, some of the duplicate roles, but mostly missing people, where people aren’t assigned to those roles, it’s a problem, because the time or the use of urgent care goes up and we tend to see an increase -- or, when we have them appropriately structured, we tend to have better two-day post discharge. And the one over on the right, is the one that I think’s really interesting. When we have people only assigned to one team, we again, see this reduction in ER utilization. And so, again, we start to see that people use the ER or urgent care less recently, and we’re better at doing post discharge. So the idea out of both of those, and the one in the middle might be a little unclear, but as we -- if I just summarize them visually, as we are over on the left, where we have people that are missing or assigned to cross multiple teams, we find reductions in people going to ER and urgent care, and we also find that they’re being followed up on better to do some of the coordinated care. So the takeaway out of here, might be that it’s not just the number of staff, but we also find a notion that it’s really important to think about where those staff are, and how they’re organized. And the evidence is pretty strong here that the PACT model works, when we have these unique teams where people are organized with specific teams responsible for specific panels of patients and they’re able to focus and put their attention there, that we’re able to provide better care.
So moving on then to a question that we’ve asked over the last couple of years is, have you experienced turnover in your team? And once again, you’ll see that a little over 60% of our respondents would say, yes, we’ve had some turnover somewhere in our team. And back to this idea of burnout and also, back to this idea then of influencing the care that we give to veterans, this becomes a problematic idea, that we have this continued turnover. And so, once again, we can come back to our qualitative data and say, what happens? When we have this turnover, what’s going on? 
Start in the bottom left again, we have a mental health specialist who says, “Currently disrupted, given extreme staff turnover on many of the teams. Staff replacements often prolonged exasperating uncertainty, worry, fatigue and anger.” So this cycle we once again see, that as turnover occurs, then we have burnout, and the people who stay are continually have more negative work experiences. 
In the top there, from a primary care provider, we see that, “We have been trying for years to implement PACT, but are extremely frustrated and burned out. High turnover of staff causes constant team disruption, to the point we usually do not know which clerk or LPN is on our team, or if we have one at all. Not huddling, primarily because of the turnover.” And so, this idea that we have consistent constant turnover makes it difficult and impossible probably to form a high-functioning team that looks like those again, that are dedicated and you have these ongoing team members that focus on these unique panels. 
And the problem then, if we go to the bottom right, is captured by this primary care provider that says, “Staff turnover and cross coverage due to vacancies and absences, keeps staff from being focused on their own teamlet’s work to best affect.” And if we go back to the slide right before this again -- two before -- what they’re really saying here, again, is when we aren’t able to do this, because we have people that are missing, and turnover problems, and we have them cross assigned to many teams, then we tend to be much less able to provide quality care that we desire to share with our veterans. 
And one of the questions that we ask on the survey again is, is this turnover disruptive? How disruptive is it? And you’ll notice that when a provider leaves, or there’s turnover there, that it becomes really problematic in terms of disrupting the workflow, but that’s true for any role. That, the team struggles when somebody leaves. There’s this knowledge that they have and the relationships that they leave, creates great disruption in the care that’s being provided. It’s also interesting in some of our work, that we’ve found that, turnover -- it sometimes matters who leaves. And so let me describe this graph to you a little bit, and paint a picture of what some of our research suggests.
And so across, in a left to right, is the months. And so there’s kind of a 12-month period here. And what we did, is we went and looked at a group of teams who had somebody leave. And we looked at their performance then six months essentially before they left, and six months after. And what we were tracking in this study, was the continuity with the PCP. So when somebody leaves, does that affect their ability to get their care from the doctor that they normally do? And it’s kind of an indicator, you might think, of the team, all of a sudden, dropping in its ability to take care of its patients, and other teams around having to pick up that work. And what’s really interesting here, is if you look at the yellow line, you’re going along, and then when there’s this turnover event, in other words, when the clerk leaves, you’ll notice this decline, a fairly steep decline in the next month, that takes approximately six months for it to come back. And this is a nice illustration, I think, of kind of what’s going on over time with turnover is, if somebody leaves, there’s this drop, and it takes time to build back up, and again, you might imagine a team. These were specially picked that didn’t have turnover again in the next six months, but a team that continually has that turnover, goes to this negative cycle. 
And interesting here, the biggest drop-off we found, tended to be with the administrative associate, with that clerk. That when they leave, the continuity with the provider, tended to go down more than when other people leave. We’re not sure why that is the case, but it seems like those people probably have less training when they come into the job. You might think of an RN care manager and they leave, and they’re hired by another RN care manager. There’s education, and we would think, that there might be some common knowledge that that new person would bring. It’s not true, probably, when we hire administrative associates. They’re out there, and as we bring somebody in, they’re oftentimes entry into the VA, they have no experience, and so the -- having them leave, actually causes a problem, and in some cases, our work would suggest that they’re turnover has even a big effect. But the takeaway again, if I wanted to step back and say, “Okay, when somebody leaves, it does affect the performance.” And this fits with all of the qualitative data we have and our ongoing experience that suggest that, people leaving out of the VA do indeed cause problems. 
So now as we move to the next one, let’s do another poll. So, Molly, I’m going to turn it back to you, and let’s let me stop talking for a minute and get another poll.
Molly:	Thank you. Let’s look at our final poll for the day, folks, or for the session. What percentage of time do you spend on work that only someone with your training can do? The answer options are, less than 25%, 26-50%, 51-75%, or more than 75%. It looks like the answers are streaming in, so we’ll give people just a little more time to get those responses in. All right. Looks like we’re right around the 70% response rate, so I’m going to go ahead and close this out and share those results. 9% of the respondents said less than 25%. 41% of our respondents said 26-50%. 36% of respondents said 51-75%. And 14% said more than 75%. So thank you, once again, and I’ll turn it over to you, again. 
Dr. Stewart:	Great. So this is another survey question that we get at to try and figure out whether people are working to the top of their capabilities. And what we really want to have happen in our teams and primary care, is that people are doing the work that’s critical that they can only do. And the PACT model is based on this idea of getting everybody to work to top of their capacity. And in this one, the way we score it, is we’ll look at the percentage of people that answer that they do their work that they’re qualified for, that their training only somebody like them could do, at least 75% of the time. So if we were going to take that on our poll here, we would only suggest that those of us on the call today, 14% of us look at that. That’s lower than what we see in the VA. Again, we track this across time for each of the roles. And we see pretty high results across here. So the clerk, not surprisingly, in the one that comes out the highest. And they spend around 70% of their time doing things that are -- working to the top of their capacity. Providers are somewhere in the 50-55% range. Our in care managers are around 50%. And those clinical associates are somewhere around 65%. Those clinical associates would be LPNs and LVNs, again, to kind of bring us back there. So this is an idea that, I think, is important for us to think about in the PACT model. What we’re trying to do is, get the work delegated to the people that are most capable of doing that work. And when it doesn’t happen that way, once again, we can pull up some of the ideas and the thoughts that people share with us. 
So I’ll start in the very top again this time. This is from a primary care provider who says that, “The provider, RN and LPN are not able to practice to the full scope of their licensure. PACTs are no longer able to manage their team. There is a manager for scheduling, a manager for clinical, etcetera. There seems to be a desire for management to make all PACTs cookie cutter images of one another. I spend 60%+ of my time tracking consults, answering alerts that could be answered by staff if they were not afraid of being chastised by management.” And so this person is talking about the low economies that they feel. That there’s kind of push down from the top that is not this proper allowing them to function to the top of their abilities and take care of things locally, and they feel this autonomy then, really causes problems as they’re trying to be, what they call, put into cookie cutters. 
Down in the bottom left, we have an RN care manager, he says, “No oversight of PACT members by their respective supervisors to ensure compliance with expected roles and responsibilities within the PACT, causing friction between members when one is not meeting their role, causing an increased workload for other members, and constant backlog and patient disservice.” And so, this one kind of comes a little bit different. And you’ll notice there’s this tension from the top down leadership and then this RN care manager kind of shares the other perspective, that maybe there’s not enough. And we see this what we might call, role ambiguity and leadership difficulty, in terms of delegation. 
And then if we come over here, we’ll find another quote that says, “Clinic supervisors cannot approve staff members to work outside of the box to get the necessary work completed. It does not feel safe to recommend changes or encourage the staff to work to the top of their licenses as they’re being threatened with reporting to the board of nursing.” And so, this is an idea that we find and we tracked in our survey of psychological safety that this person is saying, look, there’s this fear that sometimes is created, that keeps us from fully distributing our work and talking about in the way that we might find the best way to get at it. And so this notion of delegation becomes kind of a really big issue. 
And these are some quotes from some work that we did early on when we interviewed people in these PACT teams, and looked at this idea of delegation. So in the bottom one there, what we call, balanced delegation. This is what we’re targeting and what we really want to happen in PACT teams. And this is an RN who says, “Well, actually, my provider is just kind of a participant in the whole process. He doesn’t dictate how the clinic will run, we just kind of work it together. He tells us his preferences of what he would like to see happen, and then we discuss that, and if it works, we do it that way. If it doesn’t work, then we negotiate how it can be done to meet everybody’s needs.” That would be an example of really good delegation, where the team is empowered and working together. We find that happens in about half of the cases. But in the other half, they err on one or the other sides. 
Some supervisors, and particularly, providers, err on what we might call insufficient delegation. Described by the LPN in the upper left-hand corner who said, “The provider is kind of a hands-on guy. He wants to do a lot of stuff himself. He has just started allowing us to have nurse visits for some things, but he’s got some criteria that they pretty much have to be pretty basic for that to happen. He wants to have his hand in it so he knows what’s going on.” And we find about 30% of the providers would fall in this category, where it’s really difficult for them to let go and empower the other members of their team. On the other hand, about 20% sit in this category of what we might think of as overabundant delegation. And an RN here describes as, “One of the doctors was making her responsible for being the, you take care of this, you make sure this is done, you make sure that you do this, you make sure this person does this. She was not capable of handling it. We can’t have one person having an iron fist and pounding on everybody else.” And so their struggle with delegation here kind of moved to the opposite end, where they struggled with the fact that, the provider seemed to be dumping everything on them and not going through this appropriate kind of balanced delegation in working together that we find in the bottom. So once again, this is kind of an area that we find important in staff experiences, that we have good leadership. And it’s good leadership in terms of, the tasks are delegated and shared amongst the team. 
So we talked about this kind of notion of burnout and how there’s burnout within the VA, and that’s driven largely by, some of these problems around staffing, not having the staff together. There’s also problems that come because of turnover in teams. And this burnout is driven, somewhat, by this problem in leadership and delegation. I want to shift gears for the next 10 minutes or so here, and just share with you some work that we’ve been doing on access. 
So one of the things that we did is, we went back, and this is fiscal year 2016, and we looked at, how long does it take for people to get an appointment within the VA? And for established patients, you’ll see that it’s four days. So the distribution’s there on the left, and you’ll see that the average time it takes to get an appointment in the VA with your physician is four days. And over on the right, for a new patient, the average time that it takes to get an appointment is seven days. Those are really good numbers. I’ll just tell you that in my -- outside the VA world, that my access to my primary care provider is a lot longer than four days, probably up around four months, and longer than that for new patients. And so I think that this speaks to, even though we’re in the press sometimes, and get beat up on access, I think the VA overall, is doing really well in terms of access. We do find some outliers over there on the new patient. There is some places and facilities -- this is facility level data -- that it’s 64 days, and those are probably the ones that we hear about and become problematic. But overall, the access within the VA is pretty good.
If we also look at it in terms of, are same day appointments available? So about 57% of requests for an appointment on the same day are granted. It says fiscal year ’17. It should actually say ’16 down there. But once again, this is really good, I think, that we’ve got here. It’s not the goal. Obviously, the goal is to have that increase. But at the same time, you might look and see that there’s a lot of variation. It’s not that everybody’s near the middle. It really spreads. We have a lot that’ll make it 30% and we have some that are clear up there at 100%. So it’s uneven across facilities, and so we’re looking to answer, why is access better at some places than others? One of the interesting areas where we’ve gone with some of this access work though, is to link it to veterans’ experiences. 
So from the compass data, the administrative data, we know how many kind of days that it takes to wait, and that’s what you’ll see these bars representing. So the one on the left is less than two days, then two to five days of wait time. These are for established patients. And then over on the far right, facilities where the average wait time is more than 10 days. And we plot that and look for relationships between that and the veterans’ experiences, their satisfaction. So we call it the SHEP survey that most of you are probably familiar with, that goes out and asks veterans about their experiences. And the question is, when you need care right away, did you get it? And you’ll notice that in those facilities where the wait is under two days, that they get it close to 60% of the time. But if it goes over to those facilities that in the average wait time is out about more than 10 days, they’re down below 40%. And this is just a nice little illustration, I think, from some of the work that we’ve done that’s linking these that says, yeah, our efforts to reduce that wait time really are picked up by veterans, and even though we have imperfect measures, within both of these, there’s a pretty strong correlation -- the correlation’s about .45 between these scores that are shown on this graph here -- but you’ll see this nice downward trend -- or, not a nice downward trend, but over to the left is really what we want to get. And as we cut that wait time down, we do indeed, see more veterans saying that they always get the care they need. And that’s really the scale there is, what percentage of the time did the veterans get it always? And in those facilities with short wait time, about 60% are saying, “Yeah, I get the care when I need it, at all times.” Which, again, I think is a pretty good indicator that the VA is doing quite well in many aspects. 
Why is access important? We can come back again and look at what’s the problems behind access. And we pull back to some of our qualitative data to see what we might improve, on the bottom left. We have a PCP who says, “It seems to be a bad thing if all your visits are not filled, and she must not be working at full capacity. I thought one of the main ideas of PACT was to take care of your panel in ways that fit the circumstance, not necessarily requiring a face-to-face encounter.” And so often in the VA system, we’re still having got to the point where we look at panel management and some of these things, outside of the face-to-face visits. 
Over again on the bottom right, you’ll see the same thing. “When at the end of the day a same-day access slot is not filled, BLS regards it as a failure. When no same-day access is available, the clinic side sees it as a failure.” So some of the measures that we get, again, are somewhat problematic. True access would be having some slots, and yet, people talk about being penalized for that. 
And there’s this autonomy to get at it. So, “When PACT was originally implemented, the teams had some autonomy when scheduling. Face-to-face visits were used for those most necessary, care was delivered, and assistance was given by any team member who could safely provide it. Veterans had begun to trust the system as each team member felt that they were trusted to disseminate information relevant to that veteran’s care and concerns. Now, it seems that a PCP visit is the only valid level of care and that teams can no longer decide what works for their panel of patients.” And in a recent survey then, we picked up on this theme really, that people feel that it’s important to capture much more than the PCP visits, face-to-face visits, to really get a reflection of access. 
So our next question that we look at in our surveys is, are there some tools that we use that increase access? And the two that come out, kind of across the board, are open access. So each of these are percentage of people saying that they have it. So if we look at the open access, we can see that a little under 50% say, at their clinic, they’re managing open access, they’re using that as a tool. And then if you go over there to the next one that start as virtual and telehealth care visits, and again, you’ll see somewhere around 40% that are using it with slight increase, but those two seem to be really important predictors of improving access. The clinics that tend to say that they’re using open access, and those who are using telehealth are the ones that tend -- there’s this relationship between it and improved access. Those are the ones that seem to be driving the results, we might say. And I’ll just show you some graphs that look at this. So the one is the open access by facility, so in places where less than 25% say they’re doing it, you’ll see that the veteran is only getting the care they need about 47% of the time, but we can increase that up around 56%, 57% in places where most people say they’re using open access. And so that’s a tool that seems to be underutilized that looks to be effective at increasing veterans’ perceptions that they’re receiving the care they need when they need it. Similar, we look at the telehealth, and we find in places where they’re not practicing telehealth, then they’re getting the care less than 50% of the time, but as we get over to places where reporting more of the telehealth, we can improve that by about 5%. In other words, there’s this 5% increase in the percentage of veterans who are saying they get the care that they need always when they need it. 
So in terms of, wrap up real quickly, let’s come back kind of this idea of, what are the experiences that employees are having? We know that it’s pretty stable over five years. That the burnout level’s pretty stable. Some of the things have improved in terms of staffing, but they’re pretty plateaued over the last three or four years. That the roles experience it somewhat differently. That the primary care providers, particularly, have more burnout, but a lot of that burnout can be explained by what we may call this triad of turnover, insufficient staffing, and improper delegation. And so those things lead to that burnout. And we do know, managerially, that when we get some of these things right, we can decrease the level of burnout. We do know some of the ways that we can do it. Full staffing, really designing and working around those teams, getting the teams up, and then helping people become better leaders in the way that they delegate. 
With that, let me leave that there for a second and see if we have any questions. 
Molly:	Thank you. We do have some pending questions. For those of you that joined us after the top of the hour, if you’d like to submit a question or a comment, just use the question section of the control panel on the right-hand side of your screen. Click the plus sign next to the word questions, and that will expand the dialogue box, and you can submit it there, and we will get to it in the order that it is received. The first came in as actually a comment. “I would like to add on slide 17, as I was a manager, I find other --“ I’m sorry. Let me start again. “I would like to add on slide 17, I as a manager, I find other leadership resistant to the promotion of PACT. As a manager, I am so frustrated with the resistance from other managers to move PACT forward. It took the nursing staff a little over eight months to get MSA staff to fax paperwork, a job previously done by nurses.” 
Dr. Stewart:	So, yeah, that fits, I think, right in there with -- a nice comment that fits very well with what we’ve found. We’ll add that one. 
Molly:	Thank you. The next person writes, “My apologies if you covered this already, I did join the seminar a few minutes late. Given the results of this, have there been any efforts for implementation to be put into place to solve some of these issues?” 
Dr. Stewart:	So my answer, let me just be clear, we’re a research group, and so I don’t have clear answers to those questions. My role is clearly to share the information. And I know that we’ve shared that, and I’ve been in conversations where leaders have talked about that, but I’m not very helpful to answer those questions. We are a group that pulls this together and feeds that back, and so I wish I had clear answers on all of those things, but I’m probably not the right person to ask, I guess. 
Molly:	Not a problem. You don’t have to have all the answer here. The next person, it’s also a comment. “As a member of a PACT teamlet, I wholeheartedly am behind the efforts of the PACT teamlet, and I do think that it’s wonderful in theory. However, with many theories, it doesn’t play out as well as we’d like in real life.”
Dr. Stewart:	Yeah, I think that’s really clear. And one of the summaries that we could look at in our findings is, PACT, when it’s fully implemented, works really well. And that’s a pretty clear finding. It’s difficult to do, and when we don’t get it implemented very well is when we find a lot of these problems.
Molly:	We have several people that wrote in saying, “Thank you for this information. It’s very helpful.” Another person wrote in that they look forward to sharing these results with their staff members, in hopes that they’ll realize they are not alone, and there is help at the end of this. Thank you to that person. That is the final pending question. Several people have asked about, if they can have access to the slides. You do have access to the slides, actually, they are in the reminder email that you received a few hours ago, and you can also wait for the follow-up email, which will also contain a link to them. One more question came in. “Have these results been published?”
Dr. Stewart:	Various parts of them have. And we continue to work on publishing them. So most of what I shared today is kind of in progress still. It’s more recent work, so we’re working on that. 
Molly:	Thank you. Well, we certainly look forward to having you back, if you’d like. And I think you may have just touched on this, but they followed up with, “Have these results been shared with leadership, and if so, any response?”
Dr. Stewart:	So, yeah. We’ve had discussions. And part of what we do as a demo lab, is we’re in this ongoing feedback and work with them. And so, yes. We have shared them, and they’ve been incorporated in some ways. And we continue to work together with them. And I would just say from my perspective, that, yeah, leadership is very interested in this and I don’t fully understand all the issues that come up as they go to implement them. We talk about some of that, but I’m probably not the best person, again, to talk about what’s being done and specific programs, but, yeah. We have an ongoing communication with them.
Molly:	Excellent. Well, thank you very much for coming on and lending your expertise to the field. Do you have any concluding comments you’d like to make, Dr. Stewart?
Dr. Stewart:	No. Just thanks to everyone for being with us today. Hopefully you found something that’s useful. And if anybody has any questions or other comments, follow-ups that you might be interested in doing, there’s our information up there on the screen, again. Shoot us an email and we’d be happy, either Michelle or I, or somebody else that is connected with this, would be happy to continue a conversation with you. 
Molly:	Great. Well, thank you once again. And thank you to our attendees for joining us. And thank you, to Christy Brennan who helps organize the monthly PACT cyber seminar which does take place on the second Wednesday of each month at noon Eastern. So feel free to keep an eye on your emails for the January announcement. Thank you, once again. For our attendees, please stick around for just a moment. I’m going to put the feedback survey up on your screen, and we do appreciate you answering those few questions to help improve our presentations and our program. Have a great day, everyone. 
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