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Molly: And we are at the top of the hour now so I would like to introduce our speaker. Joining us today, we have Dr. George Sayre. He’s a qualitative research specialist and qualitative research coordinator at VA Puget Sound Healthcare System, HSR&D Center of Innovation and a clinical assistant professor at the University of Washington School of Public Health in the Department of Health Services. I am very grateful for Dr. Sayre joining us today, and are you ready to share your screen, George?
Dr. George Sayre: I am.
Moderator: All right. You have control now.
Dr. George Sayre: All right. Well good morning to everyone and thanks for joining us. And happy holidays for those of you who are actually still here working and didn’t take an extra day off. So, today I’ll be presenting findings from my qualitative study of the Group Practice Manager prototype site. So this was, these are some early sites that took on this new initiative called the Group Practice Manager and we’ll be explaining what that is. And the purpose of this early evaluation was to gain a good understanding of what was happening at these sites and how the Group Practice Manager role was being implemented to inform the subsequent national roll out of this initiative. Because this is a key component of this evaluation was giving voice to the participants unique experiences, you’ll be seeing a fair number of quotes today. So I included a, tried to include a lot of the quotes, you get a real sense of what people who are doing this work were experiencing. 
First thing I want to do is a quick poll. So I will turn it over to Molly to do a quick poll so we can see who’s on the line, what kind of folks are on the line.
Molly: Wonderful. We would like to get an idea what is your primary role in VA. I understand that many of you wear many different hats within the organization but we’d like to an idea of your primary role. So the answer options are student, trainee or fellow; clinician; researcher; administrator, manager, or policy-maker; or other. And if you are selecting other you can feel free to write in your exact job title into the question section and I can relay it on the call or at the end of the presentation I’ll put a feedback survey that has a more extensive list of job titles and you might be able to select your exact one there. And with that I’m going to close out the poll and share those results. Looks like 4% of our respondents selected student, trainee, or fellow; 7% selected clinician; sorry I just lost my screen real quick. Looks like we have 39% researchers; 39% administrator, manager, or policy maker; and 11% other. So thank you to those respondents. And George do you want me to launch the other poll question or wait just a moment?
Dr. George Sayre: Let’s go ahead and launch the second, the poll question I gave you earlier today. 
Molly: Okay, so we’d also like to get an idea: are you a GPM? Go ahead and please select yes or no. And we’ll give you a few seconds to get that in. 
Dr. George Sayre: This is the technological equivalent of asking people to raise their hand.
Molly: Exactly right. Except it’s anonymous. There we go, alright. Looks like we have about two-thirds of our audience reply so I’m going to go head and close out the poll and share those results. 7% selected yes and 93% selected no. So there’s that. And I will give you back the screen share now.
Dr. George Sayre: Great. Thank you. So, for a little background. So as most of you are probably familiar with in 2014 Congress passed the Veteran s Choice Act, this was in response to the access crisis we were experiencing at that time. And one part of this, the Choice Act, which was broader than just choices as we’re familiar with that you can, a mechanism for Veteran s to get care outside of the VA. One component of it was section 303. And that required the implementation of a clinical management training program to provide standardized education on health care practice management and scheduling to all appropriate employees. One component of that was what was called Advance Clinical Practice Management Principles. And in November of 2015 VA created a new position to fulfill this mandate and it’s called the Group Practice Manager. And although in the VA we’ve had various roles working on various aspects of Group Practice Manager, this is a new position to centralize practice management in a single role at all VA sites around the nation. And so that was rolled out, or the position was created in 2015. 
And what the first step of rolling this out was the VA identified five prototype sites for doing the initial implementation of the GPM Initiative. And this was evaluations to look at those five prototype sites, see what they were doing, etc. And so these sites were self-selected. And self-identified as having clinical practice management experience. So the prototype sites were not sites that didn’t have someone in that role, but they had someone that they felt fit that role. They were also diverse in size and geography and complexity. Okay. Each of the four, each of the five sites attended four clinical practice management training sessions that were developed by the VA. Okay. So those were our prototype sites and the plan was to have them roll this out and start with these sites before rolling it out nationwide and the purpose of this evaluation was to see what we could learn from those early, initial experiences that could inform the national roll out.
So what we, this is a qualitative evaluation, and we did semi-structured interview, used semi-structured interviewer guides and with open-ended questions. So the interview guides were not that long but we had an awful lot of structured prompts because we really wanted rich experience details of what the GPMs and other staff and participants were doing with this roll and how it was rolling out. And we were really interested in a couple things. One is the role, so what were the GPMs actually doing? What clinical practice management strategies they were using, what did they, how did they define their goals for this role? What actual activities the Group Practice Managers were in, involved in. What were the relationships to other clinical roles? Who were they connecting with, who else was engaged in this process? We wanted to know about their data analytic usage and perceptions and what challenges, barriers and facilitators they were facing during this roll out. 
We ended up interviewing 56 participants. We interviewed 10 Group Practice Managers, and the reason there’s an asterisk there is because, the reason we have 10 manager interviews for five sites is that some of the roles changed. So at the beginning of the evaluation we sometimes had a, at some sites we would have an interim person who was filling the role and then by the end of the evaluation, by the time we got to our follow up interviews that they had changed. Okay? We also had one site that had two people in that role. Okay? We interviewed 14 people who were in leadership positions and that ranged from directors, chief of staff, associate directors, etc., clinic leads. We had 10 mid-level managers, four people from data analytics and management. We had seven providers, eight front line schedules; these were both MSAs and Mas, and then three of the trainers who participated in the four Group Practice Manager training sessions. 
For the data analysis we transcribed the data using, we analyzed the transcriptions using iterative deductive and inductive content analysis. For those who aren’t qualitative researchers little definition here. Deductive content analysis consists of identifying quotes and phrases that fit within pre-identified, or what we call a-priori categories. So those are the, where we’re specifically looking for pre-determined findings such as, you know, what are the barriers, facilitators, etc. We also did inductive content analysis and that’s open and unstructured coding which allowing ourselves to look for findings that fall of our pre-determined categories. Okay. And the coding continued until we reached thematic saturation. So all of the findings we’re presenting today were something that were reported by enough staff and in a consistent enough way that we considered these well grounded to disseminate. 
So I want to go ahead and jump into the findings. So first off the overall impression. There was a fair amount of positive feedback on it. Especially having the tools available to track and manage care. And so, when it comes to having a GPM on site, one of the things that’s really happy that the GPMs had tools and they were able to provide tools to staff for managing patient care and access. Okay.
One of the critical findings we found in the overall impression is that it allowed facilities to appoint specific persons. Okay. As this quote, you can see, I mean, we’ve always looked at productivity, we always looked at access, we’ve always looked at efficiency. And so one of the main things we heard back the positive thing about having the GPM role is that it legitimized and formalized what sites were already trying to do. It also gave it some structure. Because previously there was no point person in charge of these things and so different, different staff roles would be trying to fulfill this. And this allowed them to actually give a real focus to it and mandated that they hire someone. So there’s this theme of this is already stuff we’ve been doing but now it’s formalized and those strengths it was really strong. 
One negative impression that we heard from most sites was that the challenges of having a one size fits all approach and standardizing efforts across different sties which may have different sets of needs. So those of you worked in the VA research for any length of time may have heard the phrase, if you’ve seen one VA, you’ve seen one VA. And there was some real concern about the fact that mandates connected with this role and the initiative of mandates around access may not fit every site. And so there was concern that the tasking related to asking may not fit each site in a way that they’re able to do.
Let’s talk about, one of the things we were curious about was how do they see the purpose of the GPM role? So the GPM role was defined pretty broadly in the sense that their job is to do clinical practice management. But that is such a broad pervasive goal; we wanted to find out specifically how did they kind of understand what they were doing. Okay? And one of the phrases we started to use when the data started coming in was this kind of notion of socio-technical concept. Because they’re involved both with data and also the interaction of that with human behavior and technology. So they’re really working on how do you engage people with data at the same time. Okay? And so let’s walk through some of the things that they saw as their goals.
First off, to enhance care coordination. Okay? So most GPMs saw that to some degree that their job is to make sure that the communication is happening across different services, across silos. Okay? And making sure that people are getting, that patients aren’t falling through the cracks. Okay? VAs from, participants described how different service lines, how different aspects of the clinic worked independently and one of the barriers for access is that no one’s looking across these silos to make sure these things are happening. And most GPMs saw their goal, to some degree, to be engaged in making sure that there’s connections between those groups. 
The simple task of just meeting the law. Okay? And so this was not the most common goal, and certainly not the highest goal but most mentioned that part of their goal is just to implement section 303. 
In addition to improving access, improving the care, quality of care. Okay? And it was critical, one of our critical findings was that even though this is a very data driven position, the way it was, has been rolled out frequently participants talk about figuring out what’s best for the patient. Okay? How does the scheduling, how does access actually work really well for the patient, for the Veteran . As opposed to just making sure it’s about numbers. This is an important thing we kind of listened for in all of our data across these projects. It’s not only to the degree to which people are looking at improving numbers as an access measure, but really looking at improving care quality. And that’s something we heard from most of our participants. 
Efficiency. “So we’re looking at creating efficiencies. Getting down to the clinic level and looking for clinics where there’s a high amount of unutilized capacity.” So really being able to drill down and see what’s not being used and what is and having someone who what we termed in our analysis, this kind of high level view of what’s happening across the clinics. One of the key activities that GPMs do in their role is sometimes there is one person looking across multiple silos from a high level and being able to look beyond any one particular person’s role. And being able to identify inefficiencies that way. 
I have another poll question. I’m going to turn it over to Molly.
Molly: Thank you. For our attendees as you can see up on your screen you do have the second, or I’m sorry, the third poll question there. So, what, oh I’m sorry. Okay. So we’d like to know, what is your primary role in PACT? Is it direct care, PCP, NP, RN; MSA or MA; PCMHI; other; or none. It looks like we’ve had about half of our audience vote thus far so we’ll give people a little more time. We’re approaching right around two-thirds response rate, I’m going to go ahead, close this out and share those results. 14% responded PCP, NP or RN; 28% selected other, as I said you can write that into the question section or use the feedback survey to give us your specific role; and then 59% said they do not have a role in PACT. So thank you to those respondents and I will turn it back to you one more time. 
Dr. George Sayre: Thanks. Another goal was providing timely access. And that might seem redundant given the fact that it came out of choice but it does go beyond simply care coordination and the other things we’ve talked about. And so every GPM said that this was one of the, their primary goals is getting, making sure that we have a very high level of access. And again, across silos was really critical there. 
This was one of the more interesting ones which was providing guidance for redesigning existing structures and cultures. Okay? And we broke these out, we separated these in two things because they seem to, they have different elements but they work together. And this is one of our key things that we heard from GPMs. Is that while they’re doing, in order to accomplish these other goals a critical task is to really work on the organizational structures. Okay? And it’s phrased providing guidance because one of the things we’ll talk about in later slides is that the GPM role, even though they’re responsible for access, they’re not in charge of anything particularly. So their authority level, the clinicians, the clinical management people frequently in the beginning, MSAs and frontline staff do not necessarily answer to the GPM. So the GPM’s job is to provide guidance and collaborate with clinic staff in making changes rather than mandating them. They’re not an authority position to mandate much. So participants really looked at trying to help provide guidance to affect the structural changes. So in this one quote, “to establish a clinical practice management infrastructure inside of these facilities so all the processes have to take place. We have to create that orchestrated team inside each facility to do that, and that’s where we’re really facing a huge challenge”. Okay? So getting other people engaged in this was crucial. And that went into this notion of facilitating cultural change. “To me, the harder thing is the culture; we’ve got to get away from the mindset where we are working with numbers. That’s why access performance measures is a dirty word as I mentioned earlier. We are trying to provide timely quality care for Veterans and that’s what it’s really about.” This is one of my favorite quotes so I’m going to digress a little here on this one a bit. And this, I’ll also mention some other research. We’ve been engaged here in Seattle Denver in the eval center and this notion of improving access can be seen as both a numbers issue where we want to make sure your metrics are good, etc. But how does that actually connect with providing timely quality care. So one of the things we heard from our GPMs and some of the other staff we worked with or that participated in this was this idea of getting, that their role is to transform and kind of translate some of the initiatives that come along and some of the mandates around access, you know third, next day, waitlists, wait times etc. into a culture where this really about not a performance measure, but about providing quality care. And this is really a critical role to them and something they were pretty passionate about. And as we’ve done some subsequent work with Group Practice Managers and access initiatives in the VA, this is something that seems to be a challenge at all sites is how do you engage and translate the technical data driven work to and relate to that not as a performance metric wherein you can be punished or get rewarded for, but as a tool to provide quality care. And the GPM’s role is very much to connect those things. Okay? To connect here’s the data and how does that help us inform our work as a site to improve quality care? To most of them they consider this a cultural issue. That we’ve got to go get the numbers to work, relate to numbers in a way to serve our Veteran s and help us do better patient care rather than the culture in which we’re trying to just fix the numbers and get a better grade.
And purpose they saw with their role was centralizing existing responsibilities into one role. And this is repeat, something I mentioned in the introduction is that many sites, all the sites we dealt with in the prototype sites and in subsequent evaluations nationally, most sites had something, especially VAMCs, they had someone dealing with various parts of these. And they usually had multiple people. And one of the main roles of the GPM was to centralize that into one person so there’s someone who has a large concept of what’s going on across a site versus access and they can engage everyone in that. Okay? So this is a lovely quote, “In one way it’s a very new concept and others it’s really not new. It’s just gotten a different name”. But they found by having a different name it had some real power because you finally have one person who can look across these efforts. 
I mentioned that culture change is critical and engaging other people. The GPM is, their job is to manage the practice but they really can’t do that alone. So one of the things we tracked carefully is who all they’re involved with. And who have they engaged in this access effort. And so you’ll see some of the roles here. So the service line chiefs, clinical leads, providers, call center data managers, analytics staff, IT, quality control, midlevel managements, okay. Schedulers, I’m going to digress a little into schedulers. One of the things we have heard from, in this evaluation and elsewhere, is the real importance of MSAs and schedules as frontline staff. That they are the frontline of access. And so they’ve all been engaged. In addition, we found some things, areas where GPMs either created some new positions or including Clinical Practice Management committees, some hired assistant GPMs, some facilitated bringing on business managers, and some had administrative leads to help them. So these are new access roles that the GPMs created in addition to integration with all of these people. And we heard this over and over that this is not a job you udo alone, your job really is to orchestrate and connect with other people who have to do the actual work of improving access. 
We were interested in what their actual roles and tasks were. And there were a myriad but we broke them to four specific domains of tasks that GPMs were involved with, okay? Implementing, leading on access, supporting data analytics, and enabling self and staff. And so these are overlapping we’ll talk about some of these areas. Even though they’re distinct there’s an awful lot of overlap so we’re going to walk through some of these specific ones, don’t have time to go through each component but I want to talk about the main overall task. Because again, we’re trying to get an idea of what is it like to be a GPM. We have this fairly short section 303, it’s about a page and a half and we want to see how it’s being fleshed out on the ground. That was the purpose for this evaluation. 
So one of the things, main things they told us they’re doing about implementing, that they’re starting, they’re getting things going and starting. The first one was defining the scope and task of the GPM. The GPM definition was somewhat vague, like all positions, you have a position description that’s pretty short and then it’s created and fleshed out in practice and that’s been happening with the GPM. So basically as this GPM said, “basically right now my big job is to finalize what we think group practice management is going to look like here. And then push it through. So a lot a lot of planning for implementation”. And one of these things I note here is this note of we, this is really a group process. Both with administrators above the GPM but also with the staff around. And then frontline is staff is trying to figure out, what is the GPM of this site supposed to be doing? What are they in charge of?
Leading on access. Okay. And so, participants saw the GPM as the central staff member responsible for providing oversight for any activities related to access. Okay? And so, basically, “ensuring everyone’s doing what they’re doing and supposed to be. It’s the absolute oversight.” Again, not authority but oversight. Okay? Managing multiple initiatives. One of the things we heard a lot about and we’re continuing to hear in our ongoing evaluations is that there’s an enormous number of rapid and sometimes inconsistent or incompatible or conflicting access initiatives coming up all the time from various offices in VA both central offices and then local demands. And one of the main roles of the GPM is they’re the first person; they’re the point person on all of these. And as I mentioned before they’re not able to then actually go implement anything but they have to manage those and connect them with people and then prioritize. Okay? And working with leaders across the VA facility. An enormous part of their jobs are working with those leaders. This is a lovely quote that gave us a sense of what this is like, “we are not able, here to tell chiefs, department chiefs or section chiefs, how they should do their job but we are here to provide them with enough tools to alert them to better manage their section, okay. I put it like, a lieutenant, as a GPM in a clinic, how is the lieutenant going to talk to a major or a colonel in the clinic and tell the colonel say hey, your clinic has problems, how is the lieutenant going to do that? With people skills.” 
A little more on the leading on access. One of the things, because the number of initiatives coming down is managing expectations about the speed and extent to which a problem would be resolved. Okay? “I see myself as managing expectations both to the leadership and down to the front line.” Okay, prioritizing these conflicting demands and which thing we’re going to work on first was a huge job for GPMs and kind of having the leadership understand here’s what we’re going to work on and here’s what we’re not and here’s what’s going to take a long time. This loops back, by the way, to developing that culture of how they relate to metrics. Because you have multiple metrics, you may have a one star on sale, you may have some other metrics on which you’re not doing well on, and knowing that we’re going to focus on this one. We may not move this one for a while and that’s okay because what the bottom line is what do we need to do first to improve patient access or to improve the quality of care? And that requires an awful lot of management. Because what you have in a clinic is multiple people who are paying attention to different sets of metrics and one person may, their metric is the most important right now and another clinic is thinking, you know, that’s not so important and the GPM’s job is to kind of focus on here’s what we’re focused on now. 
Supporting data analytics. GPM role is inherently a data driven role. And so one of the things that we did is we had them walk through how they use data and what they do. And so one of the broad tasks is gathering data in one place. A common thing we’ve been told that we’ve heard from this that VA has enormous amounts of data and often that’s a blessing but it also can be too much. We have huge amounts of data at the clinic level that’s hard to wad through and people don’t know quite what to do with it always. So one of the things is having the GPM’s job, they found themselves trying to get the data needed in one place that it can get to people. The second thing that was really critical was ensuring the data were accurate and clean. Okay? They’ve spent a tremendous amount of time the GPMs when they first got in there is finding out where the data’s not working. Okay? And the fact that they do a lot of cleanup of the data. So one of the first things is separating out when we looked out at our metrics is that because the way we’ve been inputting on the front line or the way providers are inputting data or is it because really Vets aren’t getting in or they’re waiting too long. And so there was, especially in the beginning of this initiative, an awful lot of emphasis on cleaning up data and trying to make it accurate. And lastly they’re doing a lot of reviewing metrics, so looking across these things. These metrics. And finding out where the gaps are, what’s happening and learning the leadership and other staff members too where there’s problems in the metrics, where there’s gaps and where it shows that we’re having access issues and getting them focused. 
Lastly this phrase we call enabling self and staff. And we put self in there because a lot of it was the GPM having to enable themselves to include they might have needed an assistant GPM etc. And also for staff developing training and education. Okay. The GPMs found the role in several areas making sure they’re doing a lot of training and education. This links back to the cleaning of data, making sure that data is being put in correctly, making sure people understand why we do this why it’s important to have things in at a certain time or use the right code or make sure that things that you do on paper that have to be tracked actually end up into the system. Okay? Two main areas that they were doing training. One is with MSAs. And at some sites, not the sites we looked at but at other sites this may be include the Mas is really putting together training for incoming MSAs so that they can know how access works and their work impacts data and what data they can pull and what data they need to see. Okay? So if they don’t understand all of the scheduling principles the potential will not be maximizing utilization of the parts and so forth. With clinicians GPMs are also teachers because clinicians may not be well aware. They are very focused on getting the patient cared for but how access actually works in the big picture as far as that data management or also efficiency maximizing staff that’s really important. So as this one leader in the clinic said is that the GPM has a huge job doing training and of clinicians to engage them in access. 
One of the broad areas we wanted to look at is just to identify what do GPMs need to know and what is the skill and ability. These are prototypes; they were going to be hiring more GPMs. I think currently, I may have this number wrong, last I heard a hard number we had 156 GPMs in the VA. I think it’s up from that but these are the first five and they were going to be hiring 150 so we wanted to know what do you need in a GPM. And one of the first things that became clear is that GPMs require really complex range of knowledge and skills. They have to have some healthcare experience, they have to understand clinical issues, they have to understand administrative processes, they have to be able to do some level of data analytics and, critically, they have to have good people skills which don’t always fit with some of these other ones. So it’s a really sophisticated role.
And one thing we found in these first five and this has been pretty consistent with our later, current evaluations is that there’s real variations. GPM is not like being a clinician in that there’s not a single pathway to getting there. So some of the people had MBAs that came from a health administration or business background. And some of the GPMs had clinical training, okay; they were licensed physician assistants etc. And a great, an interesting finding that every one of them reported that their prior education experience did not completely train them for the GPM. It’s not a role you step into; no matter what you’ve been doing it’s hard to have skill that teaches you to be a GPM without being a GPM. And the other thing we’ve found is that having in the VHA system was really critical. So that if a GPM comes from the outside, even if they’ve worked in other systems in healthcare in a role analogous to the GPM the VA’s a very unique critter and not understanding how the VA works can be a real problem.
Technical skills. GPMs need to be able to analyze patient demand metrics and the underlying data in order to determine supply. So this a very, there’s a real data level component to this. Okay? And so we had a range of experience in that. So some of the GPMs we interviewed pretty adept at that, they brought strong data ones. Other ones it was a real steep learning curve. They had been utilizers of data but not interpreters of it. And so we found that those who were not, that was not their primary strength, had to either learn really fast or had to more effectively find other people who could compliment there. 
People skills. Okay, that despite it being a very data driven job, communication skills were critical. Because they’re doing, their job is to take the data and communicate it to others and make sure that communication is happening not only between themselves but across the site. And lastly, organizational political skills are really critical because, data, as mentioned before GPM is not a real position of authority in the sense that they can’t go into a clinic and tell anyone how to do anything and there’s a lot of competition between silos. There are conflicts demands, if nurses are going to be changing who they answer to etc. there’s always cultural repercussions. And so the person in the GPM role really needs strong political and cultural skills. 
Let’s talk a little about some of the challenges we found. So first off is technological challenges. Okay? And that was primarily related to data. Okay? So being able get the good data, okay? And this would have been one of those GPMs who did not come in as primarily a data background. So needing programmers, needing someone who could work with the data to do to generate outputs and answer questions, okay? So some of that’s really hard. At one of our sites the GPM the programmer was not co-locate so it made it really hard to kind of get rapid data polls on that. And the other, another major challenge was social change. As you would expect in something like this, this was a huge cultural shift. Where we’re trying to focus, not only focus on access, which we’ve always been, but to transcend not only focusing on access to numbers but also to connect it with patient care and work across silos. Okay? Those are huge demands, some of the sites describe their facilities as very siloed and getting everyone on the same page can be very tricky. And there is a lot of resistance to change, it’s not the way we’ve done it, this isn’t how it’s done. Those people have to answer to me, etc. That was really quite common. 
Multiple competing initiatives. As I mentioned before one of the challenges for the GPM is as soon as they start working on one things they’ll suddenly have another thing they have to work on with time demands. And they may not be those things things which are on the ground, the most important issues. So one of the challenges is how do you tackle all the issues and how do you kind of put some aside. So the amount of taskings coming from the ground-up at the ground level and the national office were extremely concerning to the GPMs. Staffing issues, some of you may have heard it’s hard to hire in the VA, well that’s, that affects their work too both with hiring new staff for the clinic to implement the structural changes that have been planned but even for their own staff if they wanted to, if they needed a programmer or an assistant, getting that hired could be really difficult. Grade level, there were concerns about when they job initially came out not only about their own grade level because it initially came out as a relatively lower and then got bumped up but also for especially MSAs, how do you hire good people when they’re going to be fours and fives and so challenge staffing people into appropriate grades. And lastly lines of authority. A real challenge is the fact that they are mandated to get all this done, they’re mandated to improve access at the clinic and they’re not in charge of anyone. There are subsequently some GPMs we’ve learned the MSAs will answer to them or someone else, but for the most part they don’t have a real strong line of authority. 
So discussion. So what did we learn from the first one, from the first evaluation of this position. One is that effective clinical management involves engaging all the people and a wide range of staff. Access if pervasive, it’s a job that is everyone’s job. The first thing the GPMs realized as they got to work is that they cannot simply go fix access; it has to be something everyone is engaged in. It really doesn’t belong with one person. Okay? And we also learned that they play a pivotal role in the effort to improve access to care. Given how pivotal this role is and the complex set of skills that they have, hiring well-qualified people will be critical. It can be a real challenge, okay? We also have some concern from this is given the complexity of the job and the competing demands, how do you keep them from burning out. Because it’s a pretty high demand level so.
We looked at some of the key characteristics that were working well that we think were important for maintaining. One is, it’s the GPM initiative was intentionally flexible. And that is something we consistently heard from those five sites but also from subsequent evaluations which I’ll mention in a little bit, that it has to allow individual sites to adapt the clinical practice management to address unique challenges and local demands and resources. So one of the things that was useful was that it was ill defined. That would sometimes be difficult, in the beginning it was difficult for GPMs and their sites to kind of not know exactly what they’re supposed to be doing. But it actually has proved to be useful because if it was mandated at a national level exactly what they do it probably wouldn’t work very well. Okay? Next thing is GPMs have access to a tremendous amount of data and range. This can be problematic, it can be a little like drinking from a firehose, okay. But the amount of data they have access to is really critical for addressing access. And that they’re that point person responding to both national initiatives and local requests. Again, this is really important that we have one person doing that so that you don’t have the previous situation in which different silos were addressing different initiatives and working across purposes. The downside is it places a really extremely heavy burden on one role. 
A couple last things. Limitations and future work. So this is a very small initial sample of self-selected sites. It’s far from generalizable. It’s really designed not to make definitive summative statements about the GPM role but to inform subsequent national roll out. We are currently at the evaluation center here in Seattle, Denver, and Cleveland we are currently conducting national mixed methods evaluation of My VA Access which includes GPMs as a central person and we’re reviewing an assessing the VA Access Metrics, we did a national GPM survey and we are just wrapping up 21 site visits looking at the same issues and similar questions to see across the nation how this is actually rolling out in practice.
In conclusion, okay, definitely think that further development of the role and the needs support to assess its impacts are needed, which we’re doing. The GPM role comprises a broad set of tasks and involves understanding big picture as well as a number of underlying variables so it’s a complicated one. Practice manager serves a highly relational role requiring engagement of all clinical staff and lastly the attention and ability of the position to exercise authority and participate in meaningful strategic planning is critical, so one of the main things we’re looking at now in our future one is, you know, are they able, do they have the authority, do they have sufficient placement in the organization in order to actually execute things? 
And I’d like to thank our team. So Lisa Rubenstein was my fellow PI on this, Cynthia LeRouge, Savitha, Bianca Frogner, and Cyndy Snyder were, this was a joint project with our collaborative, and institutional partner at University of Washington School, Department of Health Services and they helped actually conduct the data analysis and data collection. Idamay Curtis from the PACT Demo Lab, that says ACT Demo Lab, that should be PACT Demo Lab, help coordinate and put it together and Susan Kirsh at the VA office of Veteran Access to Care was an actively engaged sponsor of our project. So that this point we have a little bit of time left. So are there questions or comments?
Molly: Thank you. Yes we do have some pending questions. For our audience members, for those who joined us after the top of the hour to submit a question or comment please use the GoToWebinar control panel located on the right hand side of your screen. Just go to the question section, click to the arrow next to the word questions that will drop down the dialog box and then you can submit your question or comment there. The first one that came in, when did you conduct the interviews collecting all the data?
Dr. George Sayre: Oh that was between, that should be in there, this was between, I want to give the exact dates so hold on a second. And I am spacing on that, bear with me, we started that in June of 2015, excuse me February of 2015 and it went through that summer.
Molly: Thank you. Did you survey of GPMs and sites speak to VISN involvement and interaction with the GPMs, who did they interact with at the VISN level and how did that working relationship work?
Dr. George Sayre: We did not specifically focus on that, so we didn’t elicit information but it could have come up because we did very open ended interviews. And VISN level was not mentioned really as a significant player in this. The main larger scope players were hiring, so HR, and VACO as far as [unintelligible 0:51:29]. We did not focus at the VISN level. It’s really very much a facility level. I can say in subsequent evaluations there are some, a few sites that have multiple GPMs across the VISN that work together but for the most part this is very local site-specific position.
Molly: Thank you. What type of end state delivery goals are planned for this? It is great to hear validation of current state many GPMs are living but what changes may come?
Dr. George Sayre: Well the end state goal, and this is going to sound terribly broad, but is improving access. So whatever current access measures are being focused on, whether that’s decreasing missed opportunities, no show rates of sale, SHEP, okay, the existing measures, there aren’t going to be new measures or outcomes created for the GPM, they’re just to improve access, whatever. And I say current because one of the challenges is the outcomes connected to access change periodically and new ones get rolled out and new ones get focused on but there’s not specific GPMs other than the whole facility’s overall access outcomes. 
Molly: Thank you. That is the final pending question that we have at this time, but while we wait for any others to come in, do you have any concluding comments you’d like to make?
Dr. George Sayre: No, I think, again, we are doing follow up on this, and I will say it’s been a really nice population to look at because they really are a gateway into the entire clinic. When you say, we want to go do a site visit and we want to look at access and we coordinate those with the GPMs and they say, well what do you want to see, and and it’s like anything related to access which is everything. And so access is pervasive and that I think the main takeaway is the degree to which change in the culture to where an entire facility is involved from MSAs, to providers, to the Pentad everyone is engaged in access, it’s not a change in the culture to where it’s never someone else’s job, it’s always my job in some way to improve access. 
Molly: Thank you. Well we don’t have any other pending questions or comments but as you can see Dr. Sayre’s email address is up on the screen. Well, I’m going to make a correction, va.gov.
Dr. George Sayre: Oh my gosh. We’ll fix that. 
Molly: No problem, I actually fixed it for the handouts, I caught that one.
Dr. George Sayre: Thank you.
Molly: No problem, common mistake. It looks like one more comment did come in so I want to read that real quick before we sign off. Oh I’m sorry it’s a question. Has this been presented to VA Central Office and what, if any, changes are being made in response to the information?
Dr. George Sayre: Yes, so this was presented to VA Office, specifically the Office of Veteran Access to Care as our sponsor. So they have this report, they use that information, I can’t give you specifics, but in their ongoing training of GPMs and in the rollout of, again, the lager national effort. So, they had that report about a year ago at the end of FY16. And so they were in the midst of the rollout. We also did interim reports with them and presentations. We wanted to do pretty rapid analysis turn around. And so they had some information along and so they used that to affect their on-going training. 
Molly: Thank you. Well we certainly appreciate you coming on, oh; we got one more coming in. We’ll get this last one and then we’ll go ahead and wrap up. What is the schedule for your continued research?
Dr. George Sayre: So our continual research is we are wrapping up our site visits, we will have one end of this month will be our last one, will be our 21st site visit. Those are three-day site visits. That’s a qualitative piece. We’ve already completed the first step which was a GPM interview, we, national we had about 50% response rate from all the GPMs, acting GPMs in the country. That one has been completed and those reports also went to Office of Veteran Access to Care and Office of Rural Health who’s our funder on that. We will be finalizing the data collection from the site visits towards the beginning of next calendar year once we’ve completed them, we have a tremendous amount of data, and it’s lovely. And then the next steps we will be doing is on the qualitative end is we’re starting patient interviews next year. And one of the things we’re really looking at there is how do patients really perceive access? What does access mean to them? And how does that connect with kind of the way it ends up on SHEP scores etc. But, you know, we want to understand what that’s about. We measure it in terms of time and some of the things but that’s, we want to know their lived experience of access and where it’s working and where it’s not. The other piece of that is we are currently with our, the other half, the quantitative half of our evaluation team, it’s mixed methods, have been going through are wrapping up going through all of the metrics available in the VA and the quantitative measures in the Data Warehouse that look at access, including also SHEP and sale numbers, things like that. And they’re looking at the strengths and weaknesses of those and what they really measure on the ground and they’re going to be presenting, kind of in an ongoing way presenting their reports and findings on those measures. And we will, after we’ve completed the analysis on our qualitative site visits we will be doing mixed methods and seeing how those relate to quantitative measures for sites. We were really trying to see, well, when it comes back to the quality of care, so the real, the bottom line is our patients, are Vets getting care when they need it? And want to connect that back to what the GPMs are doing and what sites are doing with the measures and say what’s the connection there and how’s that work? And we’ll be doing that work over the next year and a half. 
Molly: Thank you. Let’s see. If we want to follow the results of these studies what’s the best way other than looking out for future webinars?
Dr. George Sayre: Well for the, if you’re at a, if you’re at a site, the GPMs will be getting interim reports; we should have one of those going out pretty soon and also final reports. So all the data from the site we’ve collected, from the site, once it’s analyzed and de-identified we’ll be going out back at the site and so, and that covers all sites. So reports should be coming out at that level. If you’re a researcher not at a clinical setting you can contact me and once we, I’d be happy to share that with you once we get okay from our sponsors on that. And then at some point, even though I’m behind on every paper, at some point, of course, it will be disseminated but that’s pretty, as you all know there’s a long delay time between disseminating and publication in this. So we want to get it out a little more rapidly than that. 
Molly: Excellent, well once again thank you so much for coming on and lending your expertise to the field. And thank you to our attendees for joining us. I am going to close out the session in just a moment. For our attendees please wait while the feedback survey populates on your screen and take just a moment to fill out those questions, we do look closely at your responses and it helps us improve presentations, as well as the program as a whole. Thank you once again everybody for joining us and have a great holiday tomorrow. Thank you, George. 
Dr. George Sayre: Thank you and happy Thanksgiving. 
[ END OF AUDIO ]
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