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CIDER Staff: Without further ado, I would like to introduce our speakers today. Speaking first, we have Dr. Samuel Edwards. He’s a staff physician in general internal medicine and an investigator at the HSR&D’s Center to Improve Veteran Involvement in Care, and that’s located at the VA Portland Heath Care System. He’s also an assistant professor of medicine at Oregon Health and Science University. Speaking second today, we have Dr. Linda Kim. She’s an HSR&D post-doctoral nursing fellow for the VA Quality Scholars Program at the Center for Study of Heathcare Innovation, Implementation and Policy, known as CSHIIP, and that’s at the VA Greater Los Angeles Heathcare System. And finally, Dr. Susan Stockdale is joining us. She’s a medical sociologist and health services researcher at the, also at the Center for the Study of Heathcare Innovation, Implementation and Policy located at Greater Los Angeles Healthcare System. So without further ado, I would like to turn it over to Dr. Edwards now.

Dr. Samuel Edwards: Great. Thank you. 

CIDER Staff: Just go ahead and click show my screen. 

Dr. Samuel Edwards: Alright, is that working?

CIDER Staff: Perfect. Now just step into slideshow mode and you can collapse your control panel if need be. 

Dr. Samuel Edwards: Okay. It’s in slideshow mode. Is that, does it look good? 

CIDER Staff: Correct. Perfect.

Dr. Samuel Edwards: Okay. Well, thanks, everyone for coming. This is a nice collaboration of work between myself and both Dr. Kim and Dr. Stockdale from the VA Greater Los Angeles. And I think the way the talks fit together is really interesting, and hopefully will provoke a great discussion. So the work I’m presenting today is about task delegation among primary care providers and nurse care managers and burnout in PACT teams. And I did this work with the Demo Lab Coordinating Center in Seattle, with Greg Stewart in Iowa. So just some definitions. Burnout is defined as a psychological stress characterized by emotional exhaustion, lack of enthusiasm, and feelings of ineffectiveness. It’s well established that primary care providers and nurses in primary care experience high levels of burnout. It has negative associations with patient satisfaction, quality of care, turnover, and early retirement. 

So patients have medical home models, which is VA PACT, really conceptualized primary care providers and staff working together as an interprofessional team, and primary care providers can delegate tasks to other team members. As we know, primary care providers frequently complain about doing a lot of administrative work. The idea is to distribute this across the team so everyone’s working at the top of their license. Just to remind anyone who’s not a VA provider, the VA PACT teamlets consist of four members: A primary care provider, so it’s either a physician, nurse practitioner, or physician assistant; a nurse care manager; a clinical associate which can be an LPN or LVN; an administrative associate, so a medical assistant or clerk. In addition, all PACT teams are supported by additional team members such as psychologists, social workers. The teamlets theoretically have daily huddles. And early in the PACT initiative, there were PACT transformation coaches present in some sites to help them kind of learn how to work together as a team. 

So a few years ago, we were interested in these sort of newly emerging PACT teams. Kind of how they delegate work and who’s doing what. There were some general guidelines laid out by VA primary care as PACT rolled out, but it was understood that teams would probably need to customize their workflow for their individual sort of workforce skills. So we just kind of asked early, this was work I did with the Vail VISN 22 PACT Demo Lab, around kind of who, what are the perceptions of all the PACT team members about who does what, and do PCPs and staff share an understanding of task assignments? So this was a baseline survey of PCPs and primary care staff in VISN 22. Just asked do you perform the specific primary care task alone or do you rely on staff for help? So this survey was administered from 2011 to 2012; 419 surveys out of 697 were completed, so about a 60% response rate. 

CIDER Staff: I am so sorry to interrupt, Dr. Edwards. I just wanted to remind you that we do have a poll question that is coming up. We can wait until you finish this slide if you want to get to it. 

Dr. Samuel Edwards: Okay, well, I apologize for not remembering the poll question. Maybe we should just do the poll question.

CIDER Staff: Okay, no problem. So we only missed it by a couple slides. Okay, so for our attendees, I want you to, I’m going to go ahead and pull up the poll question now, and please take just a moment to respond right there on your screen. You can just click the button that closely aligns to your role. So what is your involvement with the Patient Aligned Care Team? I am a member of a PACT teamlet, 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. So please go ahead and select your one response. And it looks like we’ve got a nice, responsive audience, already 70% response rate and answers are still coming in, so we’ll give people just a few more seconds. Okay, I’m going to close this out and go ahead and share those results. So 14% of our respondents are members of a PACT teamlet, 19% are researching or evaluating PACT, 12% administrator implementing PACT, 44% involved with PACT in another capacity, and 11% are unfamiliar with PACT. So thank you to those respondents, and I will turn it back over to you, Dr. Edwards.

Dr. Samuel Edwards: Alright, great. 

CIDER Staff: Go ahead and click show my screen one more time. 

Dr. Samuel Edwards: Is it sharing now? 

CIDER Staff: There we go. Perfect.

Dr. Samuel Edwards: Okay. Great. Well, thank you guys. I’m glad to hear that people have some familiarity with PACT. But if there are any questions we don’t clarify in the presentation, please, please ask. Okay, so back to this. We surveyed the PCPs and staff about kind of do they, do the PCPs rely on staff, and do the staff feel relied upon. Beginning of PACT, 60% response rate. So this is the proportion of PCPs that reported relying on staff for a range of primary care tasks. So we can see here that these almost aligned arrows demonstrate the two tasks for which the PCPs reported relying on staff the most. That included screening patients for diseases and receiving messages from patients. 

This is the tasks they reported relying on staff the least, so evaluating patients and making treatment decisions. So not totally unexpected that, you know, that task is perhaps something we think of as more of a provider task while disease screening is something that could be wrote and included in sort of like an intake profile. And then message management is something that would be delegated. 

Interesting contrast, but two more tasks, tracking patient diagnostic data and responding to data where, you know, providers didn’t feel like they were relying on staff for these. So again, we think of these as tasks that maybe providers really want control of these and feel comfortable delegating. 

What the contrast is mentioning is this is, so this is the difference between the nurses and the PCPs and whether they feel relied upon. So you can see that the nurses report being relied upon very heavily for all task categories. So kind of an interesting difference here that suggests that the nurses feel like they’re really involved in pretty much all primary care tasks and there aren’t the same differences that the PCPs felt. 

So anyway, we were interested in understanding the differences between nurses and providers, and the way they kind of conceptualize task sharing. And then we’re interested in understanding if this might relate to burnout, which is this, you know, significantly negative experience in work. So the questions for the study I’m going to present today is really, is perceived task delegation among PCPs and nurse care managers associated with burnout? And then is this different between perceived task delegation between PCPs and nurses on the same team associated with burnout? 

So to get at these questions, we used the 2014 PACT Provider Survey, so this is the national PACT Provider Survey fielded by the PACT Demo Lab Coordinating Center. They fielded online from August 2014 to November 2014 with the all-employee survey. This is an anonymous survey administered by regions, so it’s a little difficult to figure out the exact response rate. But we believe that about 35% of teamlets responded and about 21% of individuals across the VA responded. But fortunately for our purposes, this sample is very large.  So we had 777 dyads of PCPs and nurse care managers that were on the same teamlet, so people who should really theoretically share an understanding of how their work environment operates. 

So here’s the question: To what extent do you rely on your teamlet, or, for the providers, or does your teamlet rely on you, for the nurse care managers, to accomplish the following primary care activities. And it was a four-level response: Not at all, a little, somewhat, or a great deal. And these were the same, roughly the same tasks that were in the VISN 22 survey that were presented before. And we aggregated these into categories based on some preliminary factor analysis and input from content experts. So we considered the first three tasks, data collection, the next three counseling and education, the next three messages, the next two tracking data, and then the last four, decision making. 

So this is some kind of fancy formulas to present something that’s pretty simple. So for the PCP delegation or nurse care manager reliance, we just took the mean level of across all tasks per individual. So there were 15 tasks. We took the mean of all the tasks per person. For the dyad level discordance, you know, for the two providers on the same dyad, we took the, for each task we took the PCP level, subtracted the nurse care manager level, took the absolute value of that, so no negative values. We didn’t look at sort of plus/minus, just the amount of difference. And then took the mean of that across all individuals. So it’s always a positive value, but it just gets at how much difference there is between the two members of the team. 

So other covariants that we looked at is independent variables in this analysis. So is your PACT team staffed at the recommended 3.0 FTE team members to each PCP, yes or no? Has your teamlet had any changes in or loss of staff in the last 12 months, yes or no? How much time do you spend on meeting with your teamlet/clinic to discuss patient care in huddles, so huddle time? And did you have a PACT coach as part of PACT transformation? 

Our burnout measure, it’s a single item that was used in the Physician Worklife Study, so it’s five levels. The question is: Based on your definition of burnout, how would you rate your level of burnout at work? You can see the five levels here. So the bottom three levels are in bold. So what we did, and this has been done in other work and validated, is the top three levels we considered burnout and the bottom 2 are not burnout. So that allowed us to kind of look at this as a dichotomist outcome. But you can see that the very top level is that’s sort of extremely burned out. 

So methods, we did generalized linear mixed model at the respondent level, adjusting for teamlet level clustering. To look at the association between delegation and reliance, we did linear model, but burnout with a dichotomist outcome we did a logistic model.

Alright, so here’s some data. So we can look, oops, first look at the primary care providers. So we can see that the all task delegation mean is at almost three. So again, this is a scale that goes from one to four. So it’s fairly high, more [inaudible 13:23] it’s sort of a dimensionless scale. We can kind of look at the relative differences and see that somewhat of what we saw in our prior survey work, the data collection and messages tasks tend to be things that are delegated more while tracking data and decision making are delegated less. Also similarly among the nurse care managers, we see that the overall level of perceived reliance is higher, but the same, in this case, the same differences come out. So we see the data collection/messages are perceived as being relied on more, while tracking data and decision making are perceived as being relied on less. 

Looking at the differences in the other independent variables, so above about two-thirds reported appropriate staffing, about 55% report recent turnover, an average of 13 to 14 minutes spent in huddles, almost 50% with a PACT coach, about eight-and-a-half years working at the VA. And then the PCPs group have a level of burnout about 48%, while the nurse care managers have about 35%. And this is consistent with other studies that looked at burnout prevalence in VA using similar surveys. 

Alright, so first in relationships, so this is looking at the relationship between the delegation score, or reliance score, and the list of independent variables. So you can see for PCPs, appropriate staffing is positively associated with task delegation. So the better staffing, a bit more task delegation. The more staff turnover, the less task delegation, which is kind of intuitive. 

So this is minutes spent in huddles. So the more time spend in huddles, the more task delegation. And then presence of PACT coach and years at VA were not significant. For the nurse care managers, some slightly different results. So appropriate staffing was negatively associated with task reliance. So the better staffed the clinic, the less they reported being relied on. Staff turnover was no association, and minutes in huddles was also positively associated with delegation. PACT coaches and years at VA had no significant relationship. 

So here’s looking at delegation and burnout. So in this case we used each unit of task delegation and then looked at calculated odds ratios for burnout. So let’s start with PCP results. See everything is significant here. But each unit of task delegation was associated with a reduction of odds, .62 in burnout. So more delegation, less burnout for PCPs. Appropriate staffing also very negatively associated with burnout. Staff turnout strongly associated with burnout. Minutes in huddle, and remember, this is per minute, but this is significant, so more huddle time is less burnout. Presence of PACT coach is less burnout, and longer working at VA is more burnout. But an interesting contrast here and probably sort of the most interesting finding in our study is that for the nurse care managers, the more they report being relied on, the more they felt burned out. But otherwise the relationships are reasonably similar. Appropriate staffing associated with less burnout. Staff turnover associated with more burnout. Huddle time, not significant. PACT coach, not significant. And years at VA just barely associated with more burnout. 

We then looked at discordance. So this is the difference score, again, between the nurse and PCP on the same team. We can see that for the PCPs, this difference is highly associated with burnout. And then otherwise the relationships are very similar to what we saw from the task delegation. So appropriate staffing is, the discordance is negatively associated, or sorry, appropriate staffing is negatively associated with burnout. Turnover, positive. Huddle time, negative, so all these other relationships pretty much stay the same. But interesting for nurses, the task discordance has no significant relationship. And otherwise the associations are pretty similar, although it seems like the PACT coach is related with less burnout in this analysis. 

So anyway, the limitations of this work, so this is a big survey with a low response rate and then teams that, where two members respond, may be different than other teams. It’s cross-sectional data, so this is all association not causation. And then different scores are kind of problematic just because we know there’s a difference, but we don’t really know why. Like who’s higher, who’s lower, and we experimented with lots of different ways to look at this and didn’t come up with a great, great solution. So this is how we chose to present it, but it’s a challenging topic. And of course we really investigated perceptions of task responsibility not actual practices or opinions of how a task should be delegated. 

So the conclusions we found from this work is, I mean definitely increased huddle time is associated with more task delegation and reliance for both groups of employees. More staffing is associated with more task delegation for PCPs but less task reliance for nurse care managers. So we interpreted that as when you have fully staffed PACT teams, the nurse care managers are not just doing all the work, they’re actually able to distribute work more expertly across the entire team, which seems positive. 

And then I think really the most interesting association here is that increased task delegation and reliance is associated with less burnout for PCPs but more burnout for nurse care managers. So I think in this division of the interprofessional team sharing work and everyone working at the top of their license, there may be an issue here that as we start delegating more work from providers to nurse care managers, they have a very wide scope of practice, they can do a lot of different things, and that they could be getting burned out from work volume from this kind of delegation. 

And then, for our last piece, there was this, increased task discordance is associated with less burnout for PCPs, no association with burnout for nurse care managers. So this could be explained that PCPs, the perception of the miscommunication with their nurse care manager is more stressful for them somehow, but it also could just be sort of, this discordance could be driven more by the PCP responses and not the nurse care manager responses, in which case we’re kind of hesitant to conclude anything too strongly about that, but certainly an area for maybe a different research with different methods to get at this sort of miscommunication issue. 

So I kind of covered some of this. So increasing huddle time may increase task delegation. Certainly appropriate staffing allows for less reliance on nurse care managers, and then this challenge around increasing task delegation from PCPs. That work doesn’t go away, and nurse care managers may experience increased burnout as we try to delegate more work to them. 

So I’ll leave it at that, and I think Linda’s up next. 

CIDER Staff: Thank you so much, Dr. Edwards. Linda, if it’s alright with you, I’d like to fit in the other poll question real quick, if we can. Is that okay? 

Dr. Linda Kim: That’d be great. 

CIDER Staff: Okay, excellent. So for our attendees, I’m going to go ahead and put up the second poll question if you could just respond to that real quick. So please choose one of the responses on your screen: Which of these do you think is the most important contributor to burnout? Lack of leadership support, lack of adequate staffing and/or resources, lack of effective communication/collaboration among PACT members, lack of effective task delegation, or other. And for our attendees who have never done a poll before, just click the circle right there on your screen that aligns with your response. And it looks like we’ve got about almost two-thirds of our audience have replied so far. We’ll give people just a little bit more time. Okay, it looks like we’ve capped off right around 70%, so I’m going to go ahead and close this and share those results: Four percent of our respondents said lack of leadership support, 57 lack of adequate staffing and/or resources, 27% lack of effective communication or collaboration among team members, 9% lack of effective task delegation, and 3% other. And so thank you to those respondents. And now, Dr. Kim, you are going to get the pop-up to share your screen. Perfect. 

Dr. Linda Kim: Great. Good morning everyone, and thank you for allowing me to share my findings on this study, which we looked at evaluating the relationship between task sharing and burnout. And since Dr. Edwards already gave a really wonderful overview of PACT and also on burnout, I’ll just give a short background introduction to my study. So a team-based approach to care delivery where primary care providers, or PCPs, share responsibility for longitudinal and coordinated patient care with other members of the interprofessional team is a key aspect of Patient Centered Medical Homes, or PCMH. 

Although newest researchers have positive, that effective task sharing between PCMH team members potentially reduces burnout for primary care providers, there’s currently a lack of studies that have empirically tested this relationship between task sharing and PCP burnout. And furthermore it’s unclear which specific tasks performed independently by PCPs are particularly associated with higher levels of PCP burnout. 

So to address this gap, we aimed to investigate which primary care task, when performed independently by the PCPs without reliance on the team, were associated with higher levels of PCP burnout. 

So our methods are a little bit different than what Dr. Edwards shared earlier, and I’ll go a little bit more into that. But in terms of our study design, we conducted a secondary data analysis using the cross-sectional data from two different time points. And the data source was the VAIL-PCC Clinician Survey, and we had a total combined sample of 327 respondents from 23 primary care practices in one VA regional network. And that was after we combined the respondents from wave one and wave two to increase the sample size. 

Our dependent variable was burnout, and I guess this is where our methods differed a little bit compared to Dr. Edwards in that we used the nine items from the emotional exhaustion subscale, the Maslach Burnout Inventory. And for our independent variables, we included the reports of the PCP primary care task, which were measured using the list of 14 tasks from the VAIL-PCC Clinician Survey which I’ll show in the next slide. And Dr. Edwards has also shown that in his slide, but I’ll go over that more in detail in the next slide. So for each of the tasks we dichotomized the responses and coded it as one, indicating they performed the task without reliance on team members, and zero indicating they relied on help from their team members and/or colleagues at their site. 

So here are the list of the 14 primary care tasks, and they included: Gathering patient history, screening for diseases, evaluating patients and making treatment decisions, intervening on lifestyle factors, educating patients about disease-specific self-care activities and medication, responding to prescription refill requests, receiving and resolving messages from patients, handling forms, tracking patient diagnostic data, responding to patient diagnostic and treatment data, following up on referrals, and responding to requests for home health. 

Now we looked at these tasks individually instead of lumping them in categories, so I’ll go over the results in the next few slides. But before I do that, our other independent variables included measures of team function, including team communication, team skills and processes, and satisfaction with the team. And then the clinic characteristics, including the five healthcare systems as well as the clinic type. We also included provider characteristics as the covariate, including provider age, gender, race/ethnicity, VA tenure, and PCP type, and also time [unintelligible 27:17] data. 

So for our data analysis, we first conducted a bivariate analysis to assess for the relationship between PCP burnout and all of the independent variables. We then ran four multivariable linear regression analyses by entering in each of the models, one of the four discrete tasks and other variables that had a statistically significant relationship to burnout from the bivariate analysis. And we adjusted for time and clustering within individuals who have more than, greater than one observations in the combined dataset. 

So here are our results. And for our results, we found that the PCP’s burnout ranged at about a median score of 23 out of a possible score ranging from zero to 54, and this is about a medium range of burnout. And the mean age for providers was 50 years of age. VA tenure was about 11 years. And we had about 59% of the providers were MDs versus the other type of providers. Fifty-eight percent were non-Hispanic white, and 57% were female providers.

And here’s the report of the, or PCP reports of the performed tasks. And the top three tasks are [unintelligible 28:52] Dr. Edwards shared earlier. The top three tasks that they performed without reliance on their team members included evaluating patients and making treatment decisions, tracking patient diagnostic data, and responding to patient diagnostic and treatment data. And the mid three tasks performed without reliance included intervening on patient lifestyle factors and educating patients about disease-specific self-care activities as well as medications. 

The lowest three tasks performed without reliance, so these are the tasks that PCPs most often relied on for, to their team members for reliance on help doing these tasks included resolving messages from patients, screening patients for diseases, and receiving messages from patients. 

Next we have the multivariable linear regression analysis results for the four models with each of the four discrete tasks and covariates, which again, we adjusted for time and clustering within individuals. And here our results show that the task of intervening on patients’ lifestyle factors on their own without reliance on their team was associated with a 3.80-point increase in burnout. And again, the burnout had a score ranging between zero to 54. And educating patients about disease-specific self-care was associated with 3.48-point increase in burnout. On the other hand, the team communication was actually associated with greater than six-point decrease in the provider burnout in all four models, and female gender was associated with 3.39 to 4.08-point increase in burnout. 

So for our key findings and implications, we found that behavioral counseling tasks such as intervening on patients’ lifestyle factors as well as educating patients about disease-specific illnesses, those types of tasks are categorized as behavioral counseling tasks. And we found that these types of tasks were associated with higher PCP burnout. And so one possible implication is that expanding the roles of team members to assume responsibility for these tasks may help to reduce PCP burnout. And literature has shown that there’s supporting evidence that these behavioral counseling types of tasks can be delivered effectively by nurses and other healthcare professionals. 

Our second finding was that quality team communication helped to decrease PCP burnout. And so practice implications, of course, would be that we have fully staffed teams so that they’re all available and present to be able to communicate effectively about patient care issues and also to leverage various communication modes such as instant messaging and email, and then also to allocate formal time for information sharing. So the team members are all present and they’re all aware when the time comes for them to share information. 

And then finally, female gender was associated with higher levels of PCP burnout, and although we did not test in this study, there may be characteristics of being female that may be a driver to higher levels of burnout or that they may have competing demands for female PCPs that are different than male PCPs. And for implications, implementation of gender-specific strategies aimed at reducing burnout as well as more general stress management opportunities and wellness programs for all providers and staff at the workplace may be helpful to reduce burnout. 

We had several limitations with the study. And first, the study was based on PCP perceptions as compared to just observation methods. And also we were unable to determine if the teams were fully staffed at the recommended ratio of one PCP to three staff ratio and whether or not, or whether the stability of the team membership and the panel size which may have all had some effect on PCP burnout. And then another limitation of the study is that our study sample included primary care clinics within one VA regional network. However, our findings can be applicable to other large, integrated healthcare networks. 

So in conclusion, despite these limitations, our study findings shed light on some primary care tasks that were associated with higher level of the PCP burnout. And further studies are certainly needed to evaluate effectiveness of the aforementioned strategies aimed at reducing PCP burnout. And then also to identify best practices that facilitate effective intrateam communication and collaboration, allowing the PCPs and team members to fully deliver on the promise of team-based care. Thank you. 

CIDER Staff: Thank you very much. And Dr. Stockdale, are you ready for your portion?

Dr. Susan Stockdale: Yes, I am. 

CIDER Staff: Okay. You’ve got that pop-up and you’ll just want to go down and select main monitor one. Perfect.

Dr. Susan Stockdale: Right. Okay.  Well, for my portion of the talk, we’re going to switch gears a little bit and talk a little bit about the role of clinic environment and provider burnout on patient experience of care. 

So first a little bit of background. Previous studies have found an association between clinic organizational environment, including the work of Dr. Edwards and Dr. Kim here, and those organizational environment characteristics include leadership support for change, communication among team members as well as implementation of patient-centered care. These characteristics have been found to be associated with primary care provider emotional exhaustion, which is one component of burnout. There’s also been concern that PCP emotional exhaustion might result in worse patient experience of care, including patient-provider communication and patient satisfaction. But studies examining this relationship so far have been inconclusive. Some have found high burnout to be associated with worse patient-provider communication and satisfaction, but others have found no relationship. 

So in this study we posited that the inconsistent relationship between PCP emotional exhaustion and patient experience may be due to the impact of clinic organizational environment. But there are no studies that we are aware of, so far, that have examined whether clinic organizational environment and provider emotional exhaustion might together explain patient experience of care. 

So this figure here illustrates the conceptual model guiding our analyses. My talk today will present results of just the blue arrows that are in this figure. The objectives of this study were to first examine the association between clinic environment and PCP emotional exhaustion; second to examine the relationship between PCP emotional exhaustion and to patient experience outcomes, and those two outcomes are patient-provider communication and patient satisfaction; and then third we wanted to explore whether PCP emotional exhaustion might mediate the relationship between clinic environment and patient experience of care. 

So we already heard a little bit about PACT implementation from Dr. Edwards and Dr. Kim, and so I’m not going to go over it again, but the slide kind of sets the background for you in terms of PACT. And what’s important for my analysis and my study is that along with PACT implementation, the providers and the staff were all trained in patient-centered communication as well as the adoption of new roles and responsibilities for team members, at least in theory training was available. And that so far the evaluations of VA’s PACT has found increases in PCP burnout and turnover, but no VA studies so far have examined whether burnout impacts patient experience within the context of PACT. 

My data come from surveys of PCPs and their patients. And the data for the providers comes from a survey in the southern California/southern Nevada region of the VA. It included MDs, NPs, and PAs and was fielded between November 2011 and March 2012, with a response rate of 54%. The patient data come from VA’s Survey of Healthcare Experiences of Patients, also called the SHEP. This is a national survey that’s fielded monthly and that randomly samples patients based on visits to inpatient and outpatient care. For our analyses I’m going to present here, we selected patients with an outpatient primary care visit between November 2011 and September of 2012. 

Our provider-level measures included the emotional exhaustion subscale of the Maslach Burnout Inventory, where a higher score indicates more burnout. For perceptions of clinic organizational environment, we used three previously validated scales that we adapted to the PACT context. And these included supportive leadership context, quality of communication within the primary care practice, and implementation of patient-centered care principles. And for all three of these, a higher score means better. 

Our patient-level measures included, first of all, a binary indicator for high patient satisfaction, which we created from the PCP rating question on the SHEP survey, and that item is up here on the slide. We also included the CAHPS patient-provider communication index from the SHEP, with a higher score indicating better communication. And all of our analyses controlled for patient demographics, the ones listed here on the slide as well as patient self-rated health. 

For the analysis, we matched providers to their patients. So of 191 providers who completed the provider survey, 129 had matching patient data and also had complete provider and patient data for analysis. So this left us with a sample of 3,298 patients matched with 129 providers. And then we used multi-level regression models with a mediator modeling approach. 

These are the results for our patient sample. The sample was primarily male, white non-Hispanic, over 60 years of age, and in good to excellent health. Slightly over half reported the highest rating for their PCPs. And patient-provider communication was also relatively high, indicating overall good communication between patients and providers in our sample.

These are some of the results for the provider sample. Our providers, about slightly over half of them were male, and about half were white non-Hispanic. Almost all were full-time VA employees. The mean perception of clinic organizational environment still in about the middle of the range for all three of our measures, and the mean emotional exhaustion was in the moderate range, indicating a moderate amount of burnout among our providers. 

This slide here shows the result of our analyses for the association between clinic organizational environment and PCP emotional exhaustion. And what we found is that a supportive leadership context, and this is a context where leaders encourage and support change effort, so supportive leadership context and good communication among team members within the practice were both associated with lower levels of burnout. 

This figure shows the results of our analyses for the association between PCP emotional exhaustion and patient outcomes. And here we found that burnout is not associated with either patient-provider communication or patient satisfaction. 

And finally, for our third objective where we wanted to explore whether emotional exhaustion explained the effect of clinic organizational environment on patient experience, we found that emotional exhaustion does not explain the association between clinic environment and patient experience. So although a supportive leadership context and communication among team members in the practice were associated with burnout, burnout does not explain the relationship between communication within the practice and patient experience. 

Before I wrap up, I just wanted to mention a few limitations. Our analyses were based on one VHA region that is quite diverse. And so although it may not be applicable to all of the VA or other large integrated healthcare systems with a similar population, we believe that there could be some similarities. And also our study used cross-sectional data, so we can’t determine causality. It’s possible that a response bias in the PCPs survey could have caused undetectable bias in the patient data. For example, if burned out providers were less likely to answer the survey, then we wouldn’t have included their patients here. And then, as most of you in the audience know, PCMH implementation in the VA happened all at once. PACT was rolled out nationwide all at once, and so we lacked comparison group, and we are unsure whether these results would hold in a non-PCMH setting. 

So to wrap up the results for this part of the presentation, our results showed the impact of clinic environment on provider emotional exhaustion are consistent with previous work that suggests that a supportive clinic environment may be protective against burnout during large-scale transformations such as PCMH adoption. And although an unsupportive environment may be associated with higher burnout, this doesn’t necessarily translate into worse patient outcome. 

So the implications for this are that given likely future shortages of primary care providers, healthcare system leaders adopting PCMH may need to work on providing an environment that supports and encourages change efforts and facilitates communication among team members within the primary care practice. This may buffer the impact of PCMH implementation on burnout. The factors that we found are important, which were the supportive leadership context and team communication, are factors that healthcare system leaders and managers can influence, but our results suggest that organizational interventions may be required in the context of PCMH adoption. 

Okay, so to kick off the discussion, I just wanted to provide a little bit of a synthesis across the three projects. We examined collectively across our three studies the impact of factors at three levels: The clinic organizational context, the team and individual PCP-level factors as well as patient level factors. And this table provides just a summary of what we found across those three levels. In my study, we saw that supportive leadership and effective communication between team members in the practice are protective against burnout. Sam Edwards found that adequate staffing as well as effective task delegation could be effective in preventing burnout, at least for providers. And in Dr. Kim’s presentation, we saw that effective task delegation and effective communication between team members in the practice were associated with lower burnout. 

[bookmark: _GoBack]And then also in my study, this slide says basically about the same thing, in my study as well, we saw that the impact of clinic environment was not transmitted to patient experience through provider burnout. 

Alright, this slide here just acknowledges our funding sources, and we have a few references here if people are interested in finding out more about burnout and about the PACT evaluation or papers around burnout. 

And here’s our contact information. I think we are ready for questions and comments. 

CIDER Staff: Excellent. Thank you very much, Dr. Stockdale. I know a large portion of our audience joined us after the top of the hour, so I want to let them know how to submit questions or comments. On your control panel down at the bottom, there is a section called questions. Just click the arrow next to the word questions. That will drop down the dialogue box and you can submit your question or comment in there. And we’ll get right to them. If applicable also for our attendees, please specify who the question is directed at. This first question came in during your portion, Dr. Edwards. I believe it was when you were talking about the first study, and the submitter writes: Do you have the name/DOI for that study? 

Dr. Samuel Edwards: I believe that study is on the reference page, so that is from Healthcare in 2015. 

CIDER Staff: Thank you very much. The next person writes: Perhaps I misinterpreted that, but Dr. Stockdale, on your last slide you mentioned that staff burnout does not impact the patient experience. Does that go both in the positive and negative direction?

Dr. Susan Stockdale: Yes. So we didn’t find any association whatsoever for burnout on patient-provider communication or patient satisfaction. 

CIDER Staff: Thank you. We have a number of people writing in to say thank you for this excellent presentation and asking where to download the slides. Again, for those of you that joined us late, to download a copy of the slides, you can refer back to the reminder email you received about four hours before the session, and there’s a live hyperlink in there to download those or you can write into the question section and I can send them to you directly.

Alright, we don’t have any other pending questions at this time, though I’m certain more will come in. In the meantime, I’d like to give you all the opportunity to make any concluding comments. We can just go in speaking order. Dr. Edwards, did you have anything you’d like to wrap up with? 

Dr. Samuel Edwards: I think one, I mean it’s really fun to see these three really good projects kind of sat next to each other since they’re so intimately related. You know, I thought Dr. Kim’s work, looking at the same set of tasks that we did, but she really dove into kind of what tasks really drive burnout, and I think that’s a really important insight that, you know, this behavioral counseling tasks are really difficult to do. They’re very time consuming, and you know, it can be frustrating because this is, you know, behavior change is one of the hardest things we try to do in primary care. So I think it just gives us a little more insight into if we’re trying to share work, like what’s really hard and what do we really need to support people with, you know, to kind of have teams that are satisfied and not burn out. So that was fun for me to see that as, like a different and important direction with similar data. 

CIDER Staff: Thank you, and that’s a nice lead-in. Dr. Kim, would you like to wrap-up with anything? 

Dr. Linda Kim: Sure. So actually, just to kind of add onto Dr. Edwards’s comment, I think that often times there’s some concern that, you know, when you share the task with the nurses, they’ll feel even more burnout because they feel like well, then physicians can just delegate all of the tasks to the nurses and still have lower levels of burnout, but the nurses will have increased levels of burnout. And I think that’s why it’s really important to study the specific tasks that they’re delegating and how it’s affecting the level of burnout for nurses. And in our study, we only looked at provider burnout, and we didn’t get a chance to look at the nurses. But certainly, you know, looking at the specific tasks or, for also nurses, and seeing which tasks lead to higher levels of burnout, perhaps we can focus on strategies to, you know, help with those task implementation or for the nurses to be able to carry out those tasks more effectively, whether it be training or, you know, increased level of support or maybe standardized protocols that may help the nurses to carry out some of those tasks I think would be very helpful. So I think further studies are certainly needed in looking at the task delegations a little bit more in detail. 

CIDER Staff: Thank you very much. And Dr. Stockdale? 

Dr. Susan Stockdale: Yeah, you know, we’re thinking now about why we didn’t find any impact of burnout on patient experience outcomes and some of the things we want to look at in the future. I mean it’s possible that VA providers actually have, you know, just a moderate amount of burnout compared to, like the private sector, and if you look at other specialties as well, the primary care providers are relatively lower, and so, at least in the VA. So one thing that we want to look at next is to test whether there’s sort of a critical cut-off point at which burnout might affect patient outcomes. So those are some things we’re going to explore in the future. 

CIDER Staff: Thank you. We do have one quick question that came in: Are there any plans to do an updated survey this year?

Dr. Susan Stockdale: There will be a PACT survey, a national PACT survey in the beginning of 2018, I think is when they, or maybe spring, around spring of 2018 I think is when they plan to launch it. 

CIDER Staff: Thank you. Well, that does conclude today’s presentation. Oh, one more question: Have you considered including support staff, affiliated staff as protectors, psychology, pharmacy, nutrition? So have you considered including support staff by affiliated staff as protectors, psychology, pharmacy, nutrition?

Dr. Susan Stockdale: Yeah, I think we haven’t really thought about that, at least in the work that I do. I don’t know about Dr. Edwards and Dr. Kim.

Dr. Samuel Edwards: Yeah, the survey, on the national survey, the question just asks about the sort of number of FTEs per teamlet to kind of get a sense of teamlet-level staffing. But we haven’t included any questions about the other important staff members who are part of PACT, so I think it’s a great idea.

Dr. Susan Stockdale: It is a good idea, because I know that in another study that I’m working on with, looking at some PACT intensive management pilots, it’s turned out that the social workers have been a critical element of dealing, especially with the high-risk patients. And what we hear from just, you know, universally across the VA is there are just not enough social workers in PACT to deal with the caseloads. So I would say social workers, in particular, would be interesting to look at as well as pharmacists, I think, too. They can do a lot to help manage patients. 

Dr. Samuel Edwards: Yeah, certainly [unintelligible 55:44] clinically.

CIDER Staff: Thank you. And thank you to the submitter for suggesting that. Well, that is the final pending question or comment, so at this time, I’d like to thank our presenters for coming on and lending your expertise to the field. And of course, thank you to our attendees for joining us today. We appreciate it. And please do join us for our next PACT Cyberseminar, which always takes place on the, well, except for this month. It usually takes place on the third Wednesday of the week at noon Eastern, so keep an eye on your emails for the next presentation announcement. I am going to close out the session now, so for our attendees, please take just a moment to fill out the few questions in our feedback survey. We do look closely at your responses and it helps us improve our presentations as well as the program as a whole. So thank you, once again, everyone, and have a great rest of the day. Thanks.

[ END OF AUDIO ]

