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Molly: And we are at the top of the hour now, so I would like to introduce our speaker today. Joining us, we have Dr. Kari Nelson. She’s a staff physician at the VA Puget Sound Health Care System in Seattle, Washington, and an associate professor at the Department of Medicine at the University of Washington, also located in Seattle, Washington. So, at this time, Kari, I’d like to turn it over to you.

Dr. Karin Nelson: Thanks for joining the cyberseminar this morning. As Molly said, my name’s Kari Nelson, and I’m a staff physician at VA in Puget Sound. I’ve also been the Associate Director for the National PACT Evaluation for the last 4 or 5 years, and I’m going to be talking today about clinical quality in the patient centered medical home, and reviewing a series of studies that we’ve done that’s part of this national evaluation. So, to give a little bit of an overview of my talk today, I’m going to briefly review what the patient centered medical home model is, and look a little bit at some data on this model and clinical quality in non-VA clinics. Then I’ll spend the majority of the talk reviewing studies that I’ve been involved with the national evaluation regarding the PCMH model and clinical outcomes. The first study is looking at the association of implementation of the PACT, which is our VA patient centered medical home model, and overall clinical outcomes. A second analyses that we’ve been doing looks at which elements of this model are most associated with improved clinical quality. And the final study, we’ll look at the association of improvements in quality related to PACT implementation. And the last set of analyses were headed by Ann-Marie Rosland at Michigan, in conjunction with our center here. 

So, these are the poll questions that I’d like responses from the audience.

Molly: Thank you very much. So, for our attendees, as you can see on your screen, we do have a poll question up, so please take just a moment to respond to that one. So, we would like to get an idea of what is your role on the PACT teamlet? And the answer options are: PACT physician, PACT nurse, other primary care role such as dietician, pharmacist, investigator or research staff, or other. And please note that if you are selecting other, we will have a more extensive list of jobs titles in the feedback survey at the end, so you might find your exact one to select there. And we’re going to go ahead and close out the poll and share those results. 3% of our respondents are PACT physicians, 13% PACT nurses, 8% other primary care role, 33% investigator or research staff, and 45% selected other. So, thank you once again, and Kari, I’ll turn it back over to you.

Dr. Karin Nelson: We had one other poll question, Molly, what is your primary role in the VA? 

CIDER Staff: Oh, I’m so sorry. I completely must have looked that one over. Do you mind going on with your slides, and when you get to a good breaking point, I can roll that one out? 

Dr. Karin Nelson: Okay, sounds good. Okay, so I’m going to briefly review the patient centered medical home model. This is a restructuring of primary care, really developed to tackle the triple aim of healthcare, which goal is to improve care, provide better patient satisfaction, all while lowering costs. Because the U.S. spends almost 75% of healthcare dollars on chronic conditions, there’s an emphasis in the PCMH model on improving chronic disease, and also within the triple aim. So, really the elements of the PCMH model focus on restructuring primary care to be a team-based care approach with enhanced access to care. There’s also an emphasis on coordinating care, which is fairly different than the managed care era, where primary care was thought to be a gate-keeper. Molly, I’m hearing some typing. I don’t know if there’s any way to mute that? Thank you. The PCMH really emphasizes being a comprehensive approach, a first stop shop for primary care. There’s also an emphasis on systems approach to quality and safety, and it’s the same partnership with patients with improving continuity of care. Most major health plans, federally qualified health centers, and the VA have adopted some sort of PCMH model. 

In looking at research that’s come out from non-VA settings on clinical outcomes, there’s been several studies, a couple that I’m going to review here. In the federally qualified health centers, better performance with PCMH recognition was shown on 9 out of 16 quality measures, and these were measures of asthma medications, diabetes control, pap smear testing, prenatal care, and tobacco cessation. The magnitude of the differences is fairly small. For example, diabetes control, as measured by an A1c of less than 9%, so in the certified clinics, 71.1% of the patients had this value met, compared to 68.4% in the clinics without PCMH certification. Another initiative that Pennsylvania chronic care initiative was a multi-payor approach with shared savings, and the PCMH practices had better control on 4 out of 6 process measures, so they weren’t looking at outcome measures, but process of care measures. For example, testing for A1c, small differences again. 92% of patients in the pilot clinics, compared to about 84% in the control clinics. And then recently, a meta-analysis came out in Health Affairs, this was published a couple months ago, which noted only small benefits in clinical outcomes of the patients on medical home, and you can see the 1.2% increase in cervical cancer screening. A similar, small magnitude in breast cancer screening, and really no differences in 4 out of 6 quality measures, for example, colorectal cancer screening and a bunch of diabetes measures. This was data from 11 initiatives in the recent Health Affairs meta-analysis. So, these are some data.

Molly: I just wanted to let you know that the poll is ready whenever you are, so whenever you find a good breaking point.

Dr. Karin Nelson: Molly, you could do the poll now, that would be fine.

Molly: Okay, awesome. So, for our attendees, I am going to go ahead and put up the 2nd poll question now. So, this not referring to the PACT teamlet, but just your role in VA as a whole. We understand that you might wear many different hats within the VA, but if you could select your primary role that would be very helpful. The answer options are student, trainee, or fellow, clinician, researcher, administrator, manager, or policy maker, or other. And it looks like we’ve had about three-quarters of our audience vote so far, so I’m going to go ahead and close the poll out and share those results. 3% selected student, trainee, or fellow. 13% clinician. 25% researcher, 37% administrator policy, I’m sorry, manager or policy maker, and 22% other. So, thank you once again, and we’ll turn it over to you again, Dr. Nelson.

Dr. Karin Nelson: Great. So, I imagine a lot of you are quite aware of the PACT initiative in the VA, and so I’m just going to just briefly review what it is. So, the VA rolled out that patient aligned care team initiative across the whole system in 2010, and our system cares for over 5 million primary care patients in over 900 clinics. As part of the PACT initiative, which reorganized VA to primary care, there was also an initiative to fund an evaluation of this initiative, so that was what I’ve been involved in. And I’m head of the clinical outcomes work group for that initiative. The other important outcomes that our group is looking at that I will not be addressing today includes staff experience, costs, and healthcare use, and patient satisfaction. So the model at the VA is shown here with the patient and the care team in the center. Ideally, each full-time provider is on a team with a nurse, a clinical associate, and a clerk. There’s also other team members, including clinical pharmacists, social workers, and, in large VA clinics, there’s integrated behavioral health services. 

So, there was several challenges in measuring the implementation of this model in the VA that we had to deal with as part of the national evaluation. There was basically, because there was a simultaneous rollout of the national initiative across the VA, there was no control groups, there was no pilot testing of this. There’s also really no gold standard measurement of the PCMH model, however, there are several instruments that are used widely in other systems. I guess probably the most common is the National Committee on Quality Assurance, or NCQA, has a certification process. This NCQA process focuses a lot on practice infrastructure and health information technology, an area that the VA had made considerable past investments. The VA also had in place many features of the medical home prior to the PACT initiative, including just this idea of empanelment; that patients were assigned to a primary care provider. We’ve, of course, had to have had a universal medical record for a long time, and had a really robust performance and quality improvement system with a lot of panel management tools already, for example, disease registries, and national programs for care coordination. Of course, integrated behavioral and mental health services was really initiative that started in the mid-2000s at the VA. So, we, the first part of our evaluation was really to try to figure out how to measure the PACT implementation, so we developed something called the PACT Implementation Progress Index, and really the goal of this project was to utilize existing patient-provider and administrative data, and come up with an index to reflect, really, the processes and attributes we thought were essential to effective primary care, and we wanted to use this index to describe variation of implementation across the clinic sites, and then look at this relationship between this index, which is call Pi², and key associations. So again, these are some of the outcomes we’ve been looking at: patient satisfaction, burnout, clinical quality, which I’ll review today, and a lot on health care use.

The main components or demands of the index are shown on this slide, along with the source of data and the number of items for each domain. The first 4 domains are patient-reported levels of comprehensiveness, self-management support, patient-centered care and communication, and shared decision making. These domains use data from patient surveys, which is the Consumer Assessment of Health Plans, or CAHPS, PCMH modules, and you can see the number of items listed in the 3rd column here. The next 3 domains are access, continuity, and coordination of care. These domains use data from both patient surveys from the CAHPS, and from the Corporate Data Warehouse, and the number of items are, again, listed in the 3rd column for each of those domains. We used 18 items from an annual survey of primary care personnel to measure the domain of team-based care, which includes items about delegation, staffing, team functioning, and working to the top of competency. The paper that described the development of this index was published in the fall of 2014 in JAMA Internal Medicine. 

So, each score, each clinic received a score on the PACT Implementation Progress Index, and so we generated clinic-level rankings for each of these domains. And the domain score was the sum of standardized means of each variable in the domain. And the variables were all standardized using national means. A Pi² score was calculated for each clinic. Basically, it’s the number of domains in the top quartile, subtracting out the number of domains in the bottom. And so, it can range from 8, if you have all of your domains in the top quartile, to negative 8, and we classified sites with high scores from 5 to 8 as high implementation, and low scores from negative 7 to negative 5 as low implementation. So, the first question we wanted to know was, is PACT implementation associated with improved clinical quality? And so, for this first study, we did a cross sectional analysis of Pi² measure and clinical quality, and used a non-parametric test of trend for differences in clinical quality by Pi² scores. We looked at the percentage of patients meeting clinical quality indicators, comparing high and low implementation clinics. To measure clinical quality, we used data from the External Peer Review Program, or EPRP, which is a random selection of a clinic’s patients who meet some criteria. Like, for example, are in a chronic disease cohort. Now we used, from the first study, from fiscal year 2012. EPRP is a manual abstraction of clinic records. It’s done by an independent external contractor. We examined 48 quality indicators for chronic disease management, and prevention, and screening. These are examples of some of the quality indicators we used with data here shown from 2012. For the chronic disease measures, examples are given for patients with coronary heart disease, diabetes and hypertension, along with a percentage of patients meeting these clinical criteria. So, for example, patients with hypertension, 95% have a blood pressure of less than 160 over 100. And then examples of the prevention measures and screening measures are given over on this table. For example, these are for annual screening for depression, cancer screening, other types of screening and treatment, and vaccinations. 

So, these are some of the examples of the 48 quality indicators that we used for the 1st analyses. So, basically what we found is that sights with higher implementation had higher clinical quality. And this figure shows differences in the percentage points between clinics in the high and low scores for implementation. So, overall, we found that 19 out of 48 had statistically higher clinical quality by the high versus low Pi² clinics. We also did an overall random effects model, and noted that significant increases in the average outcomes for facilities with higher Pi² scores were significantly more likely, compared to lower Pi² scores. 

The range of differences was modest, and in terms of improvements in the proportion of patients for the individual measures, range from about 1% of patients to 6% of patients. And this is just an example of these magnitudes that we noted between the high and the low scoring clinics. For example, the circled values are the percentages of patients with a diagnosis of high blood pressure, with a blood pressure under 140 over 90. And you can see in the high clinics, about 80% of patients had that clinical quality measure met, compared to 77% in the low Pi² clinics. 

So, moving on to our next analyses, this is more recent work. This was just published in JAMA Internal Medicine online this year. We wanted to figure out which elements of the model were more likely to be associated with clinical quality, so we wanted to assess the association between the elements of the PACT model in clinical quality, and we also wanted to get an idea of the overall population health benefit, if results from the high-performing clinics were achieved at all VA primary care clinics. So to do this we conducted an observational study of over 422,000 Veterans who received primary care from 2012 to 2014, and had their chart abstracted by an independent, external contractor, again for the EPRP program. EPRP represents approximately a 10% sample of the overall population. For this study, each clinic received a standardized domain score for each of the 8 domains of Pi². And these were categorized into quartiles. And for each individual domain, clinics received a negative one if the domain score was in the lowest quartile, and a positive one if they were in the highest quartile. And zero for all others. And we used scores from 2012. 

So the modeling here was, to model the association between the quartile of each of the Pi² components and the 48 clinical quality indicators using a GEE for binary outcomes, and this accounted for within-patient correlation across quality measures, and also adjusted for multiple comparisons. We then calculated average marginal effects to report the differences in the probability of meeting clinical quality between the highest and lowest quartile Pi² component scores. We then calculated the number of additional measures expected to have been met, had the low-and-middle scoring clinics performed similarly to the clinics in the highest domain scores. And we used differences in probability between low and middle Pi² scored clinics compared to the high scoring clinics. And we generated population-based estimates for each EPRP measure for the VA primary care population in 2014. 

So, in general, we found that a higher score in each of the 8 components of Pi² was associated with better performance on clinical quality indicators. This figure shows a plot of the number and percentage of clinical quality indicators that were more likely to be met in clinics scoring in the top quartile for each of the listed domains. On the x-axis are the 8 domains of PACT implementation, and on the y-axis are the number of clinical quality indicators out of 48. So, the blue bars represent the number of quality indicators that were significantly better if the clinic scored in the highest quartile for that domain. So, for example, for the care coordination domain, which is the first one here, clinics in the top quartile of this domain were significantly more likely to complete 69% or 38 out of the 48 clinical quality indicators. And similar magnitude and results were noted for access, continuity, and communication. 

This slide just shows an example, again, of the magnitude of differences between patients achieving these measures at sites with high and low continuity domain scores. For example, like for osteoporosis screening for women over the age of 65, there was a 5% difference between the high and low continuity clinics for that marker. 

This slide displays four other the measures, just representative measures from chronic disease management and from screening, and the first column gives you the percentage of patients meeting the measure. The second column gives the number of patients that had their charts actually abstracted by EPRP, and the third column provides the estimate for the population of primary care patients eligible for the listed indicator. So, for example, there’re almost a million Veterans with diabetes cared for in the VA. These population-based estimates use ICD-9 codes and other demographic information to estimate the number of veterans eligible for each measure. Using these data, we developed, we estimated population-based estimates for additional clinical quality indicators met if all patients were cared for in high-performing facilities. 

The x-axis, here again shows the domain of PACT implementation, and the y-axis displays the estimated number of clinical quality measures that would have been met if all patients were cared for in a clinic that was in the highest quartile for each domain. For example, in the care coordination domain, we estimated that the number to be over 300,000, with similar results noted for access, continuity, and communication.

Our conclusions from this study were that even in a system with fairly high clinical quality at baseline, all the components of the PCMH model contributed to better performance on clinical quality indicators. Those with the greatest associations were care coordination, access, continuity, and communication. A significant number of quality indicators could have been met if adoption of PACT at all clinics was similar to the high-performing clinics. 

So, I’d like to move on to the next study that was led by Ann-Marie Rosland from University of Michigan, and this study wants to look at if improvements in quality related to PACT implementation. So, did VA primary care clinics with more extensive PACT implementation have greater improvement in quality, excuse me, in chronic disease quality measures? 

The methods for this study are clinic-level longitudinal analysis with all primary care clinics with complete data, so over 800 clinics. We performed a linear regression model here to look at the change of the 2009, so the pre-PACT values, to 2013 for individual clinical quality measures. And again, the main predictor here is the extent of PACT implementation, as measured by Pi². For this study, we selected outpatient quality of care measures for chronic disease directly impacted by primary care. We wanted to look at both process and outcome measures, and look at available measures that were the same measure from the 2009 to 2013. So 15 clinical quality measures were selected for three common chronic diseases, which included coronary disease, diabetes, and hypertension. So this analysis really looked at the percentage of these measures being met in 2009, as the pre-PACT period, and the outcome being the change in these measures in 2013. The main predictor was the 2012 clinic Pi² score. We do not have any measures of Pi² prior to 2012. That was the first year that the CAHPS PCMH data were collected. Clinic type, we controlled for that in terms of rural versus urban, hospital versus community, and then marker of clinic level SES using the area unemployment percentage. So, this is our results of this study. 

These are the results of the differences between the high and low Pi² clinics in 2013. For example, the LDL cholesterol measured for patients with CAD was fairly high in 2009, but in high-performing clinics, clinics in the highest group actually had 2.4% higher level than the low Pi² clinics in 2013. You can see similar results for the bolded values here: aspirin prescription, A1C measured annually, and actually a negative association here for ACE and ARB prescription in patients with diabetes. 

These are the clinical outcome quality measures. Again, the first column is the measure and the clinical group. The second column is the 2009 clinic score, and then this is the adjusted difference in 2013 between the high and low clinic categories. So you can see, for example, LDL less than 100 in patients with CAD, there was a difference of 5.4% between the high and the low Pi² categories in 2013. 

The next figures show the model-based predictions in change in the statistically significant process measures. So on this y-axis is the percentage of change in the proportion of patients needing the measure. And the measures are listed on the x-axis here. So for example, having an LDL measured in patients with CAD, the rates of this measure increase 2.3% in high Pi² clinics, and actually decreased a slight amount in the lower clinics. So, again, this is for aspirin prescription, A1C measurement, and again, we have a negative finding here for the ARB and ACE in patients with diabetes. 

These are the model-based changes in outcome measures, and again, you can see that they, that this is the difference in change in scores for LDL less than 100 CAD, so the high-scoring clinics are significantly better at that measure. 7.3%, compared to only 2% increase in the lower-scoring clinics. And the other results are listed here for LDL, blood pressure control in patients with diabetes and for hypertension. 

So from this analysis we concluded that clinics with PACT most extensively in place in 2012 had significantly larger improvements in more than half of the chronic disease quality measures examined than clinics with the lower implementation of PACT. We looked at both clinical process and outcome measures, and among those with high and low starting scores. So we conclude that PCMH-aligned changes in care delivery across all patients could, potentially, improve chronic disease quality measures. 

Just want to review limitations for all the analysis we presented, that I presented. These are all observational studies, and like I said at the beginning, there’s no control group. This was a simultaneously done initiative across the VA. And association cannot imply causality. We don’t have any comparable measure of PACT implementation prior to 2012. Performance in clinical quality measures does not always reflect actual quality of care. And then several domain scores rely on self-report from patients and providers in our measure of PACT implementation. 

So in conclusion, I would say that the evidence for the PCMH model in clinical quality is modest and mixed, especially if you look at the data outside the VA. We found that effective implementation of the PACT model in VA was associated with small differences in clinical quality. Clinics with more effective implementation of PACT had greater improvements in chronic disease care measures, and the domains of the model that we found associated with the largest differences were care coordination, access, continuity, and communication. When we applied these small differences to a large population of patients, there were a significant number of care processes completed in the higher performing clinics. So before I end, I would just like to acknowledge everybody on the PACT national evaluation team that are listed here. And Ann-Marie Rosland is the lead of our high-risk subgroup, and was the lead on the third analyses I presented. I’ve listed some resources here, the articles that I’ve published, and I have provided the patient care services website around the PACT initiative. And I’m happy to answer any questions or comments. And thank you so much for participating. 

Molly: Thank you very much. We already do have some great questions pending. I know a lot people joined us after the top of the hour, so to submit a question or comment, please go to the control panel on the right-hand side of your screen. Click the arrow next to the word questions; that will expand the dialogue box, and you can submit your question or comment there.

The first comment came in fairly early on, and it is: The level of improvement may need to be seen at a population-level. We are used to randomized trials in which improvement is greater, but over a much more limited population. If we calculate the impacts of these QI-type improvements over the entire population evaluated, that may look a lot larger in terms of impact. Thank you for that comment

Dr. Karin Nelson: Is my mic on, Molly?

Molly: Yeah, go ahead.

Dr. Karin Nelson: Oh, great. Yeah, no, I completely agree with that comment and that was the reason for our analyses in our second study where we did try to look at the population impact and estimated the proportion of patients involved with the EPRP measures. So yes, I agree. These small differences, when you apply them to over 5 million patients, can actually be seen in a more population health benefit.

Molly: Thank you. The first question: What metrics comprise the continuity domain in PACT implementation?

Dr. Karin Nelson: So there are several questions that patients answer about how many providers they’ve had. We look at the actual continuity from the administrative data, and, let’s see, what else is there? I would, I could send you the link for the, all the questions, if you provide contact information. But it’s both administrative and patient survey data. 

Molly: Thank you. The next question: How is communication measured for PACT teams? 

Dr. Karin Nelson: So our communication domain is from the CAHPS PCMH module. That is getting at patient-provider communication. The team domain survey is 18 items, and it deals with how teams delegate and work together, so there’s some communication questions around team in those domains. So it’s kind of two separate ways we’re measuring it.

CIDER Staff: Thank you. The next question: What do you think about the worst results in ACE/ARB?

Dr. Karin Nelson: Yeah, I’m not really sure what to make of that. Is it that they, that patients, I don’t know. I’m not really sure that I can make much of that. I think that it might be more emphasized in some clinics versus others. Maybe people shouldn’t be on those medications. Yeah, I scratch my head about that one. I don’t have a great answer. And if anybody has any great ideas, let me know.  

Molly: Yes, if anyone wants to submit a response, feel free to do it and I’ll read it aloud on the call. The next question: The, I’m sorry, do you call it the Pi² or PI two data?

Dr. Karin Nelson: Pi² is fine.

Molly: Okay. The Pi² data here is from 2014. Has your group continued to collect Pi² data? Can you share more recent data? 

Dr. Karin Nelson: Yes, we have continued to collect data. We have data now. We’re just calculating it for 2016. The, we do not do it more frequently than that because the survey of the team is only given yearly, and right now, we’re looking at doing some analyses about change in Pi² over time, which I don’t have finalized at this point, but that’s what we’re currently working on.

Molly: Thank you. The next question: Given that Pi² scores were highly correlated with staff-to-patient ratio, how certain are we that these findings aren’t simply due to staffing. That is, it seems like the better staffed teams are both better at implementing a care model like PCMH, and also have better clinical outcomes.

Dr. Karin Nelson: Oh, I completely agree. One of our variables in the team domain is are you on a fully-staffed team. So we are measuring that and we think that’s important. It’s included in our measure. So, it’s not highly correlated; it’s actually in the measure. And I think it is really important as a practicing primary care physician, to have a fully-staffed team versus a un-fully-staffed team on a clinic level is completely different than if you have a team that works together. As a clinician, it makes sense that you will have better outcomes. So yes, I agree with that comment.                             

Molly: Thank you. In study 2, you found a relationship between higher implementation of PACT and higher clinical quality. Can you describe what clinics in the highest quartile looked like in terms of PACT high-implementation, compared to low-quartile clinics? 

Dr. Karin Nelson: So, when we look at the higher clinics, they tend to have a little bit smaller patient population. There wasn’t, depending on what years we look at, there’s not a lot of difference between CBOC and VAMC. Those are the main differences, just the smaller patient population. We’ve looked at a variety of other factors that, I’m trying to think of the other, like the patient severity, doesn’t seem to change. You know the comorbidity levels, so some of our years, it’s the CBOCs doing slightly better. We’ve seen rural clinics do slightly better for some of the metrics, as well. 

Molly: Thank you. I remember seeing in your JAMA I.M. article that the high P.I. sites served about half the number of Veterans that the low P.I. sites served. How do you know that the quality measures were not due solely to treating the smaller group of Veterans?

Dr. Karin Nelson: Right, that’s the last question, too. The higher clinics tend to have smaller patient populations. How do we know that that’s not what’s running this? I’m trying to think of how I can answer that. So, the EPRP sample, those measures are kind of a categorical you should do this for patients with diabetes, and these are the cutoffs. And it’s possible that clinics that are smaller are better organized, and have higher Pi² scores, so that would be a factor in that. I don’t think our analyses really answered that question. Is it related to the size? There’s a correlation between size and the Pi², and then there’s relation between Pi² and the clinical quality. We have, so, I, that’s, I don’t think I know the answer to that question.

Molly: No problem. Thank you. 

Dr. Karin Nelson: Although, I’m just thinking now about, let me just re-answer that question. So, the models that we did for the second analyses that I present do control for CBOC versus VAMC. So, that is taken into consideration in those models. 

Molly: Thank you. Pardon me. Our next question we have: My question, hold on one second. Got lots coming in, so I gotta to keep scrolling up to find the newest one. My question is not only fully-staffed, but fully trained in PACT expectations and process effect on success and achieving goals. So I think that was just a follow-up to a previous question. 

Dr. Karin Nelson: Mm-hmm.

Molly: When you asked the question about being fully-staffed, what was included in the term “fully-staffed”? Did that include ancillary staff, such as S.W. or pharmacy, or MHIPC, as well as the teamlet? 

Dr. Karin Nelson. It was primarily about the teamlet, in terms of are you staffed to the desired 3-to-1 ratio, meaning, the provider with a nurse, a clerk, and an LPN. 

Molly: Thank you. Pardon me. The next question we have: How are the study findings being applied to support more effeffective implementation of the PACT model across VA? 

Dr. Karin Nelson: So, we have been working with a group called the PACT, well, it was called the PACT Advancement Group, to try to understand what are the notes that you make influence on in terms of the VA, and I think that one of them has been staffing. Trying to support fully staffing our teams. I would say that had been a big thing that came out of the work we’ve been doing. Lisa Rubenstein did a really great synthesis report on all of our PACT demonstration lab findings that highlighted some of those problems to leadership. I would say that is one way we’ve been working.

Molly: Thank, pardon me. Thank you. Though it was not a part of this study, do you have any data or thoughts about how this relates to pain care, opioid prescribing, and OUD/MAT teamlet impact? In other words, do fully-staffed PACTs also have better outcomes when it comes to pain care and staff opioid prescribing? 

Dr. Karin Nelson: That’s a great question. I have no data on that, but I think that would be something that would be really interesting for someone to evaluate.

Molly: Thank you, pardon me. While we wait for any further questions to come in, do you have any concluding comments you’d like to make, or anything to wrap up with?

Dr. Karin Nelson: I’m happy if people want to email me specific questions about the items. I know there were a couple questions. The links that I provided also have appendices that have all of the items in the index, and would be a good resource if people want to know the exact items and questions that we were asking, or that patients answered, for example, in the CAHPS PCMH module. 

Molly: Wonderful. Well, thank you so much for making yourself available after the session. And thank you also for coming on and lending your expertise to the field. And of course, thank you to our PACT coordinator for setting up this monthly session, which does happen every 3rd Wednesday of the month at noon, Eastern, so please keep an eye out in your emails for future invitations. And with that, thanks to our attendees for joining us. I am going to close out the meeting now. Please take just a moment to fill out our feedback survey. It’s just a few questions, but we do look closely at your responses and it helps us to improve specific presentations, as well as our program as a whole. So, once again, thank you, Kari, and thank you to our group.  

 [END OF AUDIO]






