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Moderator:	We are at the top of the hour so at this time I want to introduce our two speakers today. Speaking first we have Dr. Christian Helfrich. He is the Chair of the Organizational Function Working Group for the PACT demonstration lab coordinating center located at the VA Puget Sound Healthcare System. Joining him is Randy Gale, the Evaluation Director for the Quality Improvement Toolkit Series located in VA Palo Alto Healthcare System. At this time, I would like to turn it over to Christian.
Dr. Helfrich:	Thanks so much, Molly. Good morning, everyone. I wanted to start off by providing some background about the main data source that both Randy and I will be speaking about. In 2012, we fielded a survey to all the primary care personnel nationally as part of an evaluation of the VA’s initiative to implement a Patient Centered Medical Home in primary care. 
Randy will talk more in just a moment about the initiative briefly but the survey was fielded in effort to cover three kinds of content areas that we did not have complete data sources for necessarily elsewhere. One was content about implementation of PACT such as staffing of the primary care teams as part of the Patient Centered Medical Home Initiative was to create more team based care and form primary care teamlets and so there were questions about teamlet staffing, for example. Another set of questions were about the effects of the initiative on primary care personnel. For example, their ability to work at the top of their competency and their feelings of burnout in the workplace. Both of those first two sets of topics, the extent of implementation of this initiative and the effects of this initiative on primary care personnel, have been topics of prior cyber seminars. We have a number of cyber seminars by the National Evaluation Team that I represent and my demonstration laboratory is focusing on this initiative and those are available in the cyber seminar archives. 
Today, Randy and I are going to be talking about the third set of items in this national survey- factors influencing the implementation of the initiative. We have two sets of items in this survey on barriers to delivery of optimal patient centered care in primary care in VA primary care and facilitators of the Patient Aligned Care Team initiative and Patient Centered Medical Home initiative so that is what we are going to be talking about today.
I just wanted to briefly mention that the items on these barriers and facilitators were developed by us…by the VA researchers and evaluators at the outset of this initiative. They were developed by the demonstration laboratories…the Patient Aligned Care Team laboratories and we got some input on these items from an advisory group of experts that included VA primary care experts, VA health services researchers and health services and primary care researchers outside of the VA. We will talk more about those items in just a moment. The survey achieved approximately a 25% response rate. One brief note about the survey methodology. We distributed the survey via primary care leadership nationally. It went out through the VA office of operations which is essentially like a Chief Operating Officer’s office in a healthcare system and went out to primary care leadership in the 21 regional networks and from there to executive leadership at the facilities and the distributed the surveys to their primary care personnel. We believe that the approximate response rate was 25%. 
With that, I am going to hand it over to Randy, who is going to talk about some findings on the facilitators of this initiative and briefly talk about the Patient Aligned Care Team initiative and the basic content and then talk about some of the findings from the facilitators. 

Randy Gale:	Thank you so much, Christian, for that introduction and providing us with background on the 2012 PACT Personnel Survey that you mentioned served as the data source for the analysis that I am going to be talking about here. 
The title of my presentation is “The most used and most helpful facilitators for PACT Implementation”. Although the focus is on VA’s implementation of PACT, I think there are broader implications of our analysis outside of the VA for other health systems that are implementing similar Patient Centered Medical Home models. 
As I am sure most everyone on this call is aware, PACT or Patient Aligned Care Team, is VA speak for the Patient Centered Medical Home or PCMH. PACT or PCMH models are characterized by the provision of comprehensive care by an integrated team of providers that are responsible for the majority of patients’ clinical needs, a patient centered philosophy that treats patients and family members as partners, care that is coordinated across the continuum and between settings and demonstrated commitment to quality improvement. It is intended to improve quality and access to integrated, team-based care. 
Large sums of money have been invested on PCMH models both in the private and public sector with the VA allocating more than $800,000,000 for the first three years of PACT implementation in the form of additional staffing and instituting a nationwide training program and regional collaborative. There has been some variability in how PACT has been implemented at individual VA healthcare systems and medical centers and I think it is fair to say that even within individual primary care teams this transformative initiative has been embraced somewhat differently.
In addition to the direct financial investment in personnel, there is a body of literature that suggests there is a need for additional resources to support implementation of PCMH model. For the purpose of the analysis I am speaking about here, supporting resources are what we are calling the facilitators of PCMH or PACT implementation and they include a variety of things like policy guidance documents, learning collaboratives, webinars, meetings, online tool kits and disease registries. 
In rolling out PACT across the VA, a number of supporting resources or facilitators were made available to primary care teams. I list here the 10 different supporting resources primary care personnel teams were queried about in the 2012 Personnel Survey and the resources are: local education sessions about PACT, learning collaboratives, measurement tools- for example, the use of patient data to evaluate improvement benchmarks, teamlet huddles, other non-teamlet meetings, information systems to provide data and feedback to staff- for example, the Primary Care Management Module, new approaches to scheduling, quality improvement methods and how to apply them to the clinic setting, disease registries and finally the online PACT quality improvement toolkit. 
Before I get into the meat of our analysis of these 10 facilitators or supporting resources, I first would like to cover the purpose of our study. Understanding that PACT was implemented with some variability across the VA and that individuals within a given primary care team would receive PACT differently, we were interested in first characterizing which of the 10 facilitators primary care staff had used or participated in and which of the 10 facilitators they rated as being the most helpful and then how helpfulness ratings varied according to PACT’s role or other demographic variables. 
There are a number of different reasons why we think this matters but I think there are at least two main reasons. The first is that information about the use and utility of the facilitators can be used to improve how implementation scientists deliver resources to primary care teams. That is, if there are activities or resources that we hypothesize as being important to certain groups of individuals we can work to insure the resources get into the hands of those individuals. Simultaneously, we can begin to understand why folks who we think might benefit from access to certain activities do not actually use them or why they do not like them. Second, information about the variable use of resources can be used to prioritize the development and rollout of future resources. For example, if we observe that physicians are not using any of the resources we might prioritize teacher development position or provider friendly resources. 
In order to understand a bit more about our audience today and how this presentation might apply to your work in the VA, I’d like to run through two brief poll questions. The first question is now on your screen and it has to do with your primary role in the VA. I’ll turn it over to Molly to go ahead and administer that poll.
Moderator:	Thank you. As you can see, attendees, you do have the poll slide up there. Simply click the circle that best identifies your primary role in VA or in PACT if you are part of the teamlet. We understand that you do have probably a varied number of roles in the VA but please choose your primary one. If you are clicking other, please note that we will have a more extensive list of positions during our feedback survey so if you find yours on there you can indicate it at that time. 
It looks like about ¾ of our audience has voted…almost 80%. We have a very responsive group. That is excellent to see. The answers have stopped streaming in so I am going to go ahead and close the poll now and share the results. It looks like we have 6% identifying as PACT physicians, 2% PACT nurses, 8% other primary care roles such as dietician or pharmacist, 45% indicating investigator or research staff and 39% indicates other.
Randy, do you want to talk through that real quick or should we skip to the next one?
Randy Gale:	I think it is interesting we have 39% representing other. I will be interested to see what the more detailed feedback survey shows but I am glad we have very broad representation from PACT and non-PACT representatives.
Moderator:	Thank you. I will go ahead and launch the next poll question here. Please note, for attendees, before I put this up I did have to truncate the answer options but we will talk through them in full. Let me just say that the first option actually is local education sessions or regional/national learning collaboratives about PACT. The second answer option is measurement tools to help assess the PACT team’s performance or quality improvement methods to conduct small tests of change. The third option- teamlet huddles or regular non-huddled teamlet meetings. The fourth option- information systems to provide timely data and feedback to staff on PACT and option number five- none of the above or I have not used any. Again, the question is…Which of the following PACT implementation activities or resources have you found most helpful?
It looks like our audience is a little slower to respond so I’ll go through those options again. Number one- local education sessions or regional/national learning collaboratives about PACT. Number two- measurement tools to help assess the PACT team’s performance or quality improvement methods to conduct small tests of change. Number three- teamlet huddles or regular non-huddled teamlet meetings. Number four- information systems to provide timely data and feedback to staff on PACT. Number five- none of the above or I have not used any.
It looks like the answers are still streaming in and we have a wide variety of responses. It looks like 2/3 of our audience has voted so I am going to go ahead and close the poll and share the results. It looks like 13% chose option one- local education sessions or regional/national learning collaboratives, 8% chose option number two- measurement tools to help assess PACT team’s performance, number three- teamlet huddles or non-huddle teamlet meetings was 9%, 13% chose information systems to provide timely data and feedback and the resounding majority of 57% said none of the above or have not used any. Thank you.
Randy Gale:	Thank you. That is very interesting. Within a few slides here I will present what we learned from the 2012 PACT Personnel Survey and we can compare your answers to what we observed across the VA. 
Just to recap, we used data from the 2012 Primary Care Personnel Survey to assess both use and helpfulness of 10 facilitators of PACT implementation. We conducted both unadjusted and adjusted analyses. For the adjusted analyses we used logistic regression to generate a two part mixed model. In the first step, we predicted survey respondents use of each of the 10 activities or resources and in the second step we predicted helpfulness or utility rating. Importantly, the second step was conditioned on the first such that only respondents who use a particular resource were included in the second step to assess helpfulness or utility. 
Here, I am presenting some of the survey demographic data. I have highlighted a few of the more interesting results. As you can see, the data were skewed towards individuals who had worked in the VA for at least two years. Those individuals accounted for approximately 78% of all respondents. The most common job functions within primary care, as reported by survey respondents, were those related to administrative work, clinical associates, nurse care managers and providers. Providers included some nurse practitioners and physician assistants. Nearly 60% of respondents reported that they had no supervisory responsibilities in their position.
In the unadjusted analyses of helpfulness ratings, we see that 21.2% of respondents said that measurement tools associated with PCMH to help assess the team’s performance were not helpful and 18.3% said new approaches to scheduling were not helpful. With respect to the most helpful resources, 72.6% of respondents said teamlet huddles were somewhat or very helpful followed by 64% who said regular non-teamlet huddled meetings were somewhat or very helpful. 
Keep in mind the poll that we did just a couple of minutes ago where only, I believe it was 9%, participating on today’s call felt that the teamlet huddles or regular teamlet meetings were the most helpful resource…so, very interesting. 
The other thing that I wanted to point out here on the slide was the- don’t know or not involved column. The reason I draw your attention to this particular group is because I said earlier that in our two part model, the second part was conditioned on resource use. To determine resource use we categorized those who responded- I don’t know or I was not involved as non-users of those resources and those who rated the resources as being either not helpful, somewhat helpful or very helpful as being resource users. 
To drill down further in unadjusted analyses, we looked at frequencies of somewhat or very helpful ratings according to PACT role and converted those frequencies to a rank order table. You can see that across all PACT roles, teamlet huddles rated the highest across almost all PACT roles and quality improvement methods to conduct small tests of change were the least frequently rated as being somewhat or very useful. Keep in mind that although the data in this table is unadjusted, it is limited again to only those who we categorize as users, so this is among users. 
In adjusted analyses, we generated odd ratios to predict resource use according to a number of different demographic variables. There is a lot of data on this slide so I have highlighted some of the key findings. First, accounting for all other co-variants, supervisors were consistently more likely than non-supervisors to report resource use. The odds ratio of supervisors reporting participation in local PACT education sessions was 1.68 relative to non-supervisors. I circled in red here tenure in the VA and you can see that relative to those who had been in the VA for less than half of a year, longer tenure tended to be associated with resource use. With respect to PACT team membership, after accounting for all other co-variants, PACT team members were significantly more likely than non-PACT team members to report use of each of the 10 resources. Finally, nurse care managers were consistently more likely to report use of each of the 10 resources as compared to the reference, which was providers. 
I just shared with you on a previous slide quite a bit of data so just to summarize here some of the key findings. First- supervisors were more likely to report resource than non-supervisors. Second- longer tenure was positively associated with most of the resources. Third- PACT team members were more likely to report resource use than non-PACT team members. Fourth- nurse care managers were more likely than providers to report resource use. Finally, although I did not show all of these…age, race and facility complexity were not predictive of resource use. 
Next, I’d like to walk you through our findings from the adjusted utility or helpfulness models. As a reminder, this analysis was limited to the subset of survey respondents who rated a given resource as not helpful, somewhat helpful or very helpful. In other words, only those who reported resource use are included in this part of the two part model. 
Here we see that supervisors were generally less likely than non-supervisors to rate each of the resources as being somewhat or very helpful. Keep in mind this is in contrast to the previous table I showed in which supervisors were more likely to report resource use so while they were more like to report resource use, they were less likely to report the resources as actually being helpful. Those with longer tenure in the VA tended to identify the resources as being more helpful than those who had been with the VA for less than half of a year. Although we found PACT team members were more likely to report resource use there was generally no use between helpfulness ratings according to PACT team membership. Administrators, clinical associates, nurse care managers and social workers consistently rated the resources as being less helpful than providers. 
To summarize our findings from this utility or helpfulness part of the analysis…First- supervisors were less likely than non-supervisors to report resources as being helpful. Longer tenure was positively associated with helpfulness ratings. PACT team membership was not associated with helpfulness ratings. Those working in administrative and clinical associate roles were consistently less likely than providers to rate the resources as helpful. Finally, time spent working in primary care and facility complexity did not predict helpfulness ratings. 
I have just spent the last 10 or so minutes reviewing our analysis of the use and helpfulness of 10 facilitators of PACT implementation and here I would like to sort of summarize everything. We observed that teamlet huddles were widely used and liked by primary care personnel responding to the survey, quality improvement methods to conduct small tests of change were the least used and least liked resources and although PCMH tools were widely used they were not rated very highly. Finally- supervisors were more likely to have used resources but less likely to rate them highly. 
So what does all of this really mean? To revisit one of my earlier slides, I think there are implications for targeted outreach to those less invested in PCMH adoption. For example, we found that those who are newer to the VA or had less tenure were less likely to report use of and to find the resources as being helpful. Perhaps this means we need to improve how we orient new staff to a suite of resources available to them. Second- policy makers and system redesign staff may benefit from using models like the one we have applied here to maximize investments in uptake of key implementation resources by investing money in the potentially highest yielding activities. 
With that, I’d like to thank my collaborators on this analysis who you see listed on the slide including Christian, who has helped not only as a collaborator but also as a mentor in this particular analysis. Thank you very much and I’d like to now turn it over to Christian.
[Informal Background]
Dr. Helfrich:	Randy just talked about his analysis of the helpfulness and availability of the facilitators. Again, respondents generally cited use and helpfulness and similarly there were observations that teamlet huddles were the most frequently used and those were found to be most helpful. Quality improvement, small tests of change not very frequently used and found not to be very helpful. Some exceptions that are the PCMH measurement tools were widely used but less often rated highly. As Randy found, responding characteristics were significantly correlative. What was interesting to my mind too is that even with those differences that he observed with the supervisory level and tenure, we still saw some consistent rankings in terms of helpfulness across the occupations. 
When Randy initially produced his findings, one of the first questions we had was whether or not we might see some differences in the associations of these facilitators with independent measures of the implementation of the Medical Home Model in VA. More recently, we have developed a clinical measure for PACT implementation that allows us to do that. We are also interested in looking at some questions on barriers to delivery of optimal patient centered care and, as I mentioned in my opening comments, this was another set of questions that we included in the 2012 survey that were developed by Patient Centered Medical Home demonstration laboratories that were funded as part of the national initiative. These covered very basic fundamental issues such as communication, communication between primary care and specialists within the VA, outside of the VA, with inpatient care they deal with having adequate time for patient education and for following up with patients and with issues such as hiring and retaining providers, other clinicians and non-clinicians…the logistic and process barriers that can impede the effective delivery of care. 
There were 19 of these items that were included in the survey and rated by respondents on a three point Likert scale- one that is a great deal, one that is somewhat and does not limit delivery of optimal patient centered care. They could also indicate that they were not aware of or could not respond to the question much like with the facilitator items. 
We wanted to test the facilitator’s items and these barriers with an independent measure of PACT implementation. We recently have developed an overall index to measure progress on implementation of the Patient Aligned Care Team initiative at clinics in the VA. Our colleague, Karin Nelson, has led this. Findings for validation of this index were recently published in JAMA Internal Medicine. The index comprises 8 scores on domains that are approximately based on the NCQA Certification Criteria for Patient Centered Medical Homes. I am going to jump down the slide really quickly and we will talk about the domains.
The domains each comprise standardized scores on a composite of items. These come from three overall data courses- the CAHPS-PCMH survey (this is a survey fielded nationally to a random sample of VA patients). The CAHPS-PCMH are a set of items that are specifically designed to measure elements of the Patient Centered Medical Home. We also have data from a corporate data warehouse so administrative and clinical national data systems that include measures of access, continuity and coordination and then the provider survey in terms of measure of team based care, delegation, staffing, team functioning, working to top of competency. These are measures of the extent of implementation of this team based model of care, in terms of working at top of competency, one of the proximal outcomes we expect from effective team based care. 
Each of these domains is a composite of standardized items. You can see the number of items that comprise each domain. The clinics were rank ordered on those standardized domain scores and scored whether or not they were in the top quartile or bottom cortile and this was in 2012. We created a score that was the number of domains that a given clinic was in the top quartile differenced from the number of domains they were in the bottom quartile. This resulted in a score that could range from 8 to -8. We divided these into quartiles and defined high implementation PACT sites into those scoring between 5 and 8 on this index and low implementation as -7 to -5. There were no -8’s among the clinics. There were 913 clinics in the VA as of 2012 so our end was 913. 
I am not going to go into a great deal of detail about this. Karin, I believe, has previously presented on the PACT Implementation Index Validation but this is a table that summarizes some of the outcomes that we compared the PACT Implementation Index to. Over here on the left you can see the PACT Implementation scores. The second column is the number of clinics in each of those categories. There were 77 clinics in the highest PACT implementation category 5-8 and there were 87 in the lowest, -7 to -5. We have displayed their provider ratings from the patient survey. You will notice that there is both a CAHPS-PCMH survey scores. There is also the SHEP score, which is a separate sample from the CAHPS-PCMH sample, so it was a separate sample from the sample that was also used to derive some of the access care coordination, continuity measures and then we have an overall healthcare rating from the SHEP. We have a burnout rating scored on the Maslach Burnout Inventory (MBI) and then a number of emergency department encounters. You can see that there is a consistent relationship across these measures. We would expect the provider ratings to be higher, the overall healthcare rating to be higher, the staff burnout rate to be lower and the ED encounters to be lower for the higher PACT implementation sites and that is the association we observed. These findings have been previous published in JAMA Internal Medicine. 
We have got a measure of PACT implementation, a global measure of PACT implementation at the chronic level that we feel is valid and actually linked to the outcomes we believe that PACT should influence and now we want to see if there are facilitators and barriers that are associated with PACT implementation so, using that PACT implementation index as the outcome and our facilitator’s items and various items as the independent variables. We conducted a set of cross sectional analyses using both multinomial logistic regression to compare categories of PACT implementation sites and we used linear regression. I am going to report the multinomial logistic regressions. The dependent variable is the clinic level PACT implementation index category. We used tertiles. The independent variables were the 10 facilitators of PACT implementation in the 19 barriers to patient delivery of optimal patient centered care from a 2012 PACT Primary Care Personnel Survey. We adjusted for a number of respondent and clinic characteristics previously found associated with facilitator use in Randy’s analyses such as supervisory level and occupation. We did that so if there were clinics that had differential response rates with higher proportions of supervisors who responded that represented potential source of confounding so we adjusted for that. We also adjusted for clinic workload characteristics seeing that those might be due to regional demands that were not really part of PACT implementation per se. We tested each facilitator and barrier in a separate motel using the sight level of percentage respondents for the facilitator barrier items and we did this in three groupings much like Randy did in his analyses. We tested both the percentage of respondents who gave each facilitator the highest rating (very helpful). We tested the availability of each facilitator and then we tested for the barriers the highest rating of each barrier so it limits a great deal.
Because Randy already presented findings on the frequencies of the facilitator’s items, I am going to jump straight into the regression results. The left hand column is the odds of the low PACT implementation site relative to the middle tertile PACT implementation sites to rate each of these facilitators as very helpful. Our expectation is that the low sites are going to have a lower odds of rating these as helpful relative to the middle tertile sites. The right hand set of columns are the high implementation sites relative to the middle and our expectation is that the high implementation site are going to have the higher odds of rating these as helpful relative to the middle tertile sites for PACT implementation. You can see the darker, bolded P-value and the darker odds ratio are the significant ones. In this case there was only one significant association of local education sessions. The higher PACT implementation sites had higher odds of rating those local education sessions as very helpful. The other associations, while the odds ratios were in the directions we expected, they were non-significant.  
Now, when we look at the availability of facilitators…this is the proportion of respondents who indicated that the facilitators were not available or on the case of something like education sessions or learning collaboratives they were not involved. Here again, we expected the high implementation site are going to have lower odds of these resources not being available, lower odds in the middle sites and the middle sites again will have lower odds than the low sites. Again, the odds ratios are generally in the direction that we expect. The left hand two columns we see the odds of the low versus middle and again the low sites have a higher odds of these facilitators not being available generally. There are only three that are significant- measurement tools, information systems and disease registries. Low implementation sites all ad higher odds of reporting those not being available. Similarly, there were three that the high implementation sites had lower odds of reporting not being available- measurement tools, teamlet huddles, regular team meetings…not available or not being involved in those. At high implementation sites, fewer respondents said that measurement tools, teamlet meetings and regular team meetings they were not involved in or they were not available. 
Finally, in terms of the barriers to PACT implementation to Patient Centered Medical Home implementation, we again expected the low implementation sites to have higher odds of reporting these barriers and the high implementation sites to report lower odds that these barriers limited their ability to deliver optimal patient centered care. Again, the odds ratios are in the expected direction but only a few were significant. In the case of the barriers that distinguished low PACT implementation sites versus middle tertile PACT implementation sites, lack of control over one’s schedule, lack of responsiveness from one’s team and patients having limited VA benefits…low PACT implementation sites had significantly higher odds of reporting those as barriers to optimal delivery of patient centered care. Conversely, high PACT implementation sites had significantly lower odds of reporting poor communication with non-VA specialists and lack of control over their schedule. 
I have divided the barriers into two tables here because of the length. High PACT implementation sites also reported lower odds of having inadequate support for patient behavior change and recruiting and retaining providers. Low PACT implementation sites relative to middle tertile implementation sites reported higher odds of inadequate support for behavior change, recruiting and obtaining providers and then also recruiting and obtaining other clinicians and non-clinicians. There were significantly higher odds that respondents at low implementation sites reporting those as significant barriers to optimal delivery of patient centered care.
Overall, in adjusted analyses, half of the facilitators and nearly half of the barriers were significantly associated with either low PACT implementation versus middle tertile implementation sites or with differences between high PACT implementation sites and middle tertile PACT implementation sites. Local education sessions were the only facilitator that when found very helpful, was associated with PACT implementation. We did not find that the helpfulness ratings were significantly correlated, at least in a clinical association, with higher odds of PACT implementation. Just to clarify that point, the helpfulness ratings were not highly predictive but the availability of resources and barriers being rated as significant barriers to delivery of optimal patient centered care…both of those things were consistently associated with PACT implementation in about half the cases and significantly associated in all of the odds ratios with one exception where in the predicted directions. In terms of barriers and lack of use or access to facilitators, the strongest associations with PACT implementation were related to basic infrastructure issues. Really it is hiring and retaining personnel, clinical IT such as disease registries and scheduling such as control over one’s schedule. The highest PACT implementation sites were generally distinguished from medium PACT implementation sites by higher participation and use of teamlet huddles, regular teamlet meetings, support for patient behavior change and communication with non-VA specialists. 
Overall, our suspicion is that basic infrastructure issues…that issue with disease registries or other IT available, hiring…those may be more broadly reflective of a structured and existing structured and supportive environment for a Patient Centered Medical Home approach. That may simply reflect clinical setting that has a more developed set of infrastructure for supporting their primary care teams. 
There are a number of important limitations to understand about these analyses. One- overall, this initiative…the VA Patient Aligned Care Team Initiative or the VA’s Patient Centered Medical Home Initiative was simultaneously rolled out to over 900 VHA clinics in April 2010. We don’t have a control group and even though the PACT implementation index, we believe is a valid measure of implementation, we still can’t consider it a gold standard. It is an index that combines a number of measures and, as the second bullet point mentions, particularly with barriers and facilitators but also with several of the PACT implementation domain scores did rely on self-report. These are not objective measures of infrastructure supports, these are self-reported. The primary care personnel had 25% response rate. Even though that is similar to other provider surveys currently that is still a minority of respondents so there is a potential for selection bias. These were cross sectional analyses. These do not take into account change over time or temporal precedence and that reduces our confidence in the internal validity of the findings so these findings could be due to unobserved confounded. 
Then, there is an issue of generalized ability of course. Whenever we talk about the VA it is a very different system. On that point, I would just like to point out a few things. There are some important similarities and dissimilarities between the VA’s initiative- the Patient Aligned Care Team Initiative and other Patient Centered Medical Home Models and initiatives. First, in terms of similarities, the VA initiative has a heavy emphasis on team based care in particularly with the formation of PACT teamlets comprising a primary care provider working with the same nurse care manager, clinical associate such as LPN or LVN and an administrative clerk. That is very similar to, in fact…it really is a key component of virtually any Patient Centered Medical Home model. In the VA, there is an emphasis on enhanced access such as use of telephone contacts and secure email. Again, very similar to most other Patient Centered Medical Home initiatives. There is emphasis on coordinated care across inpatient and outpatient settings and across primary and specialty care and there is an emphasis on comprehensive care including preventive, acute and chronic care…all similar to non-VA Patient Centered Medical Homes. 
Where the VA is quite different…the VA had an existing electronic health record and infrastructure that had been in place for well over a decade, integrated nationally for over a decade. Actually, the electronic health record has been in place even longer than that. Primary care patients were already empaneled so primary care providers already had a defined panel of patients. In some Patient Centered Medical Home initiatives that is the first step in establishing a Patient Centered Medical Home. Payment reform, which is a key feature of private sector Patient Centered Medical Homes was really not a prevalent issue in the VA. The VA owns and operates its primary care clinics, staff are employees and providers and staff of the VA and even though the VA does pay for some care outside of VA that is not a prevalent feature of the model. Finally, the VA had an extensive quality improvement and quality assurance system in place including the use of system-wide quality metrics and again, that is frequently an initial component of Medical Home Models outside of the VA.
In conclusion, we found clinic level primary care personnel reported readings of facilitators and barriers that were consistently associated with a validated index of Patient Centered Medical Home implementation in the VA and that was an index that was largely derived from measures that were independent of the facilitators and barriers measures that we collected. As I noted, basic infrastructure related to hiring and retaining personnel, clinical IT and scheduling maybe the most significant issues for initial progress on Patient Centered Medical Home implementation. The most significant issues for clinics at the later stages of medical home development, those at the highest levels of PACT implementation may be related to the effective use of team meetings, use of teamlet huddles, regular team meetings, obtaining support for behavior change and effective communication with specialists outside of the delivery system. 
With that, I think we have a few minutes here for questions, which we will be more than happy to take. 
Moderator:	Thank you both very much. I know the majority of our attendees joined us after the top of the hour so I just want to let you know to submit your questions or comments use the question section of the go to webinar dashboard on the right hand side of your screen. Just click the + sign next to the word question and that will open up the dialogue box so you can submit them. We do have a couple of pending questions now.
Somebody is wondering if they can get a copy of the CAHPS-PCMH.
Dr. Helfrich:	Yes and I will make a note of that. Molly, is that something we can post a link to with the cyber seminar?
Moderator:	We can post a link in the follow up email everyone will receive or we can post the survey with the archives. It is your choice. I don’t know how long it is. 
Dr. Helfrich:	I’m not sure. I will have to follow up with our folks too. The CAHPS-PCMH is a tool that is developed by NCQA. I actually don’t know if it is proprietary but we can definitely provide a link to at least some information about it and if we can provide a link to the full survey we will do that. I will follow up with our team and Molly will follow up to get that posted or at least a link to the information and hopefully the whole survey.
Moderator:	Great. Thank you. The next question we have…as a PCRN I agree with the findings regarding the present resources are not as helpful as they potentially could be with proper education. What is the plan to address these obstacles?
Dr. Helfrich:	That is a great question. At the risk of sounding like we are punting on this, both Randy and I are working with evaluation teams that are not the patient care services staff. I can’t speak for the primary care leadership, Drs. Schectman and Stark but I do know that there is a great deal of concern and interest in identifying the resources that folks in the field need and actually for the participant who posted that question…I would love to hear from them. If they have encountered particular kind of education that were helpful, particular kind of education that were not helpful…we would be grateful to hear about that. I can also say that as part of the ongoing PACT initiative there are five demonstration labs that have been funded to do work around particular areas of the Patient Centered Medical Home and VA and again, effective training and support resources are one of the topics of ongoing concern…being able to identify what resource are actually making a difference to folks in the field. 
Moderator:	Thank you for that reply. While we are waiting for any further questions or comments to come in, I would like to give you gentleman an opportunity to make any concluding comments. Just as I said that we do have another question. What can we learn from this study in terms of reaching those who are not using the facilitators and resources?
Dr. Helfrich:	That is also a great question. Randy…do you have any thoughts in terms of the folks that are currently reporting that they don’t have access to or haven’t been involved in the facilitators? 
Randy Gale:	In follow up to the comments that you just provided, I would say there is a lot that can be learned. For example, the fact that we observed that the supervisors seem to be very aware of the different facilitators available to them and reported that they use them relative to the non-supervisors. I think perhaps that says something about how we are disseminating information within the VA and perhaps information is not always trickling down from the higher echelons down to the front line staff that perhaps we developed these resources for. Perhaps we need to hone in our intervention to make sure that the messaging and the delivery of the content is making its way all the way down to the folks that we intended it to.
Moderator:	Thank you for that reply. Christian, did you want to add anything to that or should we move on?
Dr. Helfrich:	Just a quick note to say I think Randy is absolutely right about that. One of the implications, and it will take some additional work, but it does appear that perhaps these tools are first distributed to those in supervisor roles…clinic level leadership roles and they may not pass further. That may be where they don’t get disseminated down to front line folks. The other thing that we actually just have been discussing recently is the need to look at some of these both positive and negative outlier sites in terms of using these tools. In doing some follow up work to try to understand what is going on, at a clinic where respondents are reporting that they don’t have access to these tools or are not involved in for example, education sessions, to understand on a front line level just what their experience has been. Did they not have an opportunity to participate? Are they so busy with clinical work that there is just not enough time for them to participate? Just understanding what those issues are because I know from conversations anecdotally with members of our team who are also serving primary care and also having heard from some folks in the field that there are a number of logistical challenge that they are facing day to day and we need to understand those.
Moderator:	Thank you both for those replies. We do have some more information that just came in about the survey. The PCMH-CAHPS is available on the AHRQ website. The NCQA uses items from this survey. 
Dr. Helfrich:	Thank you very much for that clarification and the information.
Moderator:	Again, you can look on the AHRQ website. The next question…how would you rank staff engagement among the barriers?
Dr. Helfrich:	That is an interesting question. We have the one barrier item and in terms of responsiveness from one’s team, which we intended and took to mean the direct teamlet members so we have these PACT teamlets of primary care providers, nurse care managers, clinical associates and administrative clerks…in principle those four individuals. Generally responsiveness from the team was not a prevalent barrier. It was one of the lower rated barriers. I think my suspicion is, and this is very speculative on my part but I think that support from the team is probably a challenge in a minority of cases. My takeaway from our findings is that the most pressing problems are more infrastructure for the sites that are having the most challenging time implementing this model…that the challenge are more fundamental and relate to being able to hire and retain providers, other clinicians, staff, having access to the kinds of IT resources that will make their jobs easier. Those are things, I think, that are the most prevalent challenges.
Moderator:	Thank you for that reply. That does seem to be our last question and perfect timing, as we are approaching the top of the hour. Again I’d like to give either of you a chance to say any concluding comments. Randy, we can go ahead and start with you if you have anything you’d like to wrap up with.
Randy Gale:	Just to say thank you to Molly and your colleagues and to Christian for inviting me to share my analysis with you today. 
Moderator:	We appreciate you lending your expertise to the field. Christian, would you like to say anything?
Dr. Helfrich:	Likewise, thanks to you, Randy and everyone who supported this work. Also, a huge thank you to the VA primary care personnel who are implementing this model and responded to our survey and also a solicitation for help. If folks have feedback, questions, and suggestions especially those working on the front lines in primary care, we would welcome hearing from you via email or telephone. We would be grateful to hear from you.
Moderator:	I, too, would like to send our appreciation to the attendees for joining us and, of course, to both of you for presenting. For our attendees, we do have a feedback survey. Please when you click out of the meeting wait just a second and the survey will automatically populate in your web browser. Take just a moment to fill out those few questions. We do read your comments carefully and it does help improve our program.
Once again thanks to our presenters, thanks to our audience members. Please stay tuned. We do have a PACT cyber seminar every third Wednesday of the month at noon Eastern so please look at our online catalog and register for next month. Thanks again. This does conclude today’s HSR&D cyber seminar. Have a great day everyone.
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