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(Continued from page 1)

The purpose of this program is to provide additional training for a limited group of VA staff with significant experience in the outpatient area, in order to improve skills in three areas:

1. Enhance the skill and knowledge of Primary Care Consultants and other participants in Clinic Process Management and Evaluation.

2. Provide participants knowledge and application of Advanced Clinic Access.

3. Enhance consultation skills of all participants.

A small number of participants will be selected from interested candidates that have been involved with Advanced Clinic Access, Primary Care Consulting or Clinic Process Management-Evaluation.  

The Practice Management Guide is available on the primary care website: http://vaww.va.gov/primary.  The Guide will be used to improve evaluation process skills.  Experienced Advanced Clinic Access experts and Primary Care Consultants will serve as faculty.  The knowledge and skills learned at this workshop will allow us to continue and expand the Primary Care Consultation Group. 

Another EES collaborative effort is to conduct an Ambulatory Care Integrated Conference tentatively scheduled for June ’03, in the Metropolitan Washington DC area.  We have received approval to exceed the  100+ rule.  We anticipate a maximum of 250 participants. We will keep you informed as we move forward on this plan.

The January 16, 2003 Primary Care Conference Call, which was focused on Advanced Clinic Access was very informative.  We have scheduled a minimum of 80 lines for all subsequent Primary Care conferences. 

Abbreviated minutes of this call are included in this publication.

The discussion attempts to expand the Advanced Clinic Access (ACA) principles to the Primary Care setting at the national level.  Dr. Perlin encouraged listeners to support the ACA model.  You are urged to devise ways to work more effectively to improve patient and staff satisfaction and to reduce waiting times.  Working with your patients to bring about more self-management will go a long way in getting and keeping our veterans healthy. 

Dr. Petzel (Chairman of ACA/VISN 23 Director) suggested applying ACA principles to free up staff time so that waiting times can be reduced.  Instead of mandates and directives, develop group clinics and demonstrate by example.  Identifying experienced primary care coaches can help maximize the effectiveness of ACA. 

There will be more discussions on Advanced Clinic Access in the future.

Primary Care Conference Calls are scheduled for the third Wednesday of each Month @ 1 p.m., Eastern Time.  1-800-767-1750; Access Code 28097. 

	----
	April 16
	July 16
	October 15

	----
	May 21
	August 20
	November 19

	March 19
	June 18
	September 17
	December 17
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Improving Clinic Access In Orthopedic Surgery

By Steven Abel, PA-C

VAMC, Durham, NC

With the VISN restructuring, the orthopedic service at Durham found the demand for service far exceeded the supply.  We initially started with a next available backlog for new consults of 84 days.  After evaluation of the existing system, we implemented changes that reduced the next available appointment to 12 days.

The issues to be addressed were how to decrease patient waiting times, increase accessibility, and yet not over-tax the current providers or system. Patient and referring provider satisfaction were taken into account.  Space and ancillary staffs were issues as the Ambulatory Care staff moved another service out of the clinic area to provide additional clinic space on two more days per week.  This increased the clinic to four days each week.  There was no change in ancillary service as far as location or personnel, however with the consult paging system most patients had x-rays obtained prior to their appointment so they were readily available.

Need to Shape Demand

We needed to shape demand in the clinic by reducing the backlog.  We added appointment slots, clinic days and new clinic types.  We centralized the computer consults screening and scheduling assignment to one clinical person.  Then we initiated a paging system for providers to contact the orthopedic Physician Assistant  (PA) to discuss the appropriateness of the consult and to determine if additional testing was needed prior to surgical consultation.  Text was added to the consult request template that provided instructions on how to reach the consult PA.  Chart reviews of upcoming appointments for the following week were performed.  We then increased our efforts to maintain follow-up continuity of care by referring patients back to their Primary Care Provider when intervention by the surgical service was no longer needed.

Match Supply with Demand

The addition of only one FTE Physician Assistant and new consult slots per week were next on the agenda.  The new PA was assigned to do urgent visits and provide immediate access for patients.  When the PA was in the clinic and received a consult, the patient was seen that same day.

Redesign the system to Optimize Supply

We standardized the consult system with the assistance of IRM.  The system was designed to have appropriate x-rays and MRI’s done and available for review prior to the appointment.  The exam rooms were standardized to have frequently needed supplies and forms readily available to each clinician.

Education

Education was critical to our success.  Training our clinic staff to anticipate provider needs in order to expedite and maximize clinic visits (order follow-up x-rays, dressing removal, cast removal and having the patient undressed appropriately) was the priority.  We also held frequent teaching sessions with primary care staff, to instruct on appropriate exams, simple office procedures and what constituted legitimate surgical consults.  I arranged education of primary care physicians in coordination with the PA who runs the primary care clinic rotations.  These were generally lunchtime sessions and involved reviewing simple routine exams and easy procedures such as cortisone injections.  Since the patients take an active role in their care and treatment, it was important to educate them on the expected outcomes.

Outcome

The overall results with these changes yielded the following improvements:

· Added 46 new appointments per week

· Reduced the next available appointment to 12 days within 3 months of instituting the changes.

· Improved both Patient and Clinical staff satisfaction with orthopedic consult process.

· Saw patients on time and had more effective provider time with patients.

· These processes streamlined decision making by the ortho service to determine if surgery was needed based on the non-operative treatment that had been tried and had failed prior to the consult.

Negatives

We also noted a problem previously identified with Improved Access which was:
Surgical Backlog increased in proportion to the increased clinic workload.

This backlog is being addressed with the addition of OR staff and additional OR time and the addition of one OR suite.

There is no concrete data about patient and staff satisfaction, but all providers who call are very happy that we schedule their patients within 2 weeks.  I no longer have to answer front office complaints about a 3-month wait for clinic visits.  Established patients are advised to call the service regarding any scheduling problems and we work them in for an urgent visit. Improvements and satisfaction can be accomplished within the VA.  It is a team effort.

Contact Person: Steven Abel, PA-C, VAMC Durham, NC at (919)-286-0411x7113.

Alex Kutner Retiring on February 28, 2003 After

Forty-One Years of Government Service

It has been a pleasure to work for the US Government these past 41 years.  My career started in electronics in the US Air Force and later in the private sector and the Goddard Space Flight Center.  I was in night vision research and development for the US Army, and then joined the VA.  I have held many positions here including Contracting Officer, Liaison to Medical District 4 in VHA Operations, reviewing sharing contracts with medical schools and other medical facilities, and member of the VA/DOD Sharing Committee.  While in the last position I helped write legislation that allowed DOD to retain funds received from sharing contracts, which enhanced VA/DOD sharing.

Note: Alex and his wife Carole will be moving to Pennsylvania to be near his daughter’s family including two grandchildren.  The Primary/Ambulatory Care and Patient Care Services staffs will miss him.  We wish him well in his new life.  Best wishes from all of us. 


HOT LINE ANNOUNCEMENT

2002 WINNERS OF THE MARK WOLCOTT AWARDS FOR EXCELLENCE IN CLINICAL CARE DELIVERY AND EXCELLENCE IN CLINICAL CARE LEADERSHIP
The winners of the Mark Wolcott Awards for Excellence in Clinical Care Delivery and Excellence in Clinical Care Leadership were announced.  

Excellence in Clinical Care Leadership

Dr. Stephen Bergen, Chief of the Dental Service for the VA New York Harbor Healthcare System in New York City, has been selected from 14 outstanding nominees as the winner of the Excellence in Clinical Care Leadership Award.  

Dr. Bergen is recognized as an outstanding and innovative leader in clinical care and dental education.  Among his many contributions and accomplishments are his expertise and leadership 

in the area of information systems, which provided the base from which the VA NYHHS launched a fully operational electronic patient medical and dental record.  

Excellence in Clinical Care Delivery  

Dr. Lee Sanders, Chief of Podiatry Service at VA Medical Center, Lebanon, PA, has been selected from a group of 6 outstanding nominees to receive the award for Excellence in Clinical Care Delivery.  (See the following article). 

Our congratulations to Dr. Sanders and Dr. Bergen, who both exemplify the qualities of the Mark Wolcott Awards.



* * *
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Lee J. Sanders, DPM

Lee J Sanders, DPM of the Lebanon VAMC was one of the two VA clinicians selected for the 2002 Mark Wolcott Award for Excellence in Clinical Care Delivery. This award is dedicated to the memory of Mark Wolcott who provided over 40 years of service in the improvement of the quality of health care for our nations veterans. It recognizes Dr. Sanders for his outstanding contributions of national significance to enhance clinical care. Congratulation Dr. Sanders!

In accepting the award Dr. Sanders presented this perspective.

Mark Wolcott Award Presentation

November 21, 2002

Acceptance Speech

Thank you, Dr. Perlin, I am honored to be the recipient of the 2002 Mark Wolcott Award for Excellence in Clinical Care Delivery, and to share this tribute with Dr. Stephen Bergen.  It is certainly wonderful to be recognized for doing a job that I enjoy so much.

When I began my VA career, nearly 25 years ago, my in-laws were very disappointed with my decision.  My father-in-law, a Philadelphia businessman, believed that for me to be successful I needed to have my own business – a private practice.  Yet for me, a successful career was never just about money, it was about quality of life, opportunities for professional growth and development, and personal satisfaction. 

Early on, I recognized the benefits of a VA career – not riches but a challenging population of patients with varied needs, opportunities for medical research, publications, education and training.  I began work as a full-time staff podiatrist – the first podiatrist - at the Lebanon VAMC, in the summer of 1978.  

The early years at Lebanon were fraught with frustration and disappointment. My boss, the chief of surgery made it very clear that he would not support me.  “Sanders”, he said, “I don’t want to be a pioneer.”  He was not going to allow me in the operating room, and he made it crystal clear that he did not consider me to be a member of the medical staff.  In fact, he told me that I did not need to attend medical staff meetings.  Simply put, I was banished to the far corners of the hospital and told to cut corns and calluses, clip toenails and to be quiet. Although I was terribly upset, I persevered. 

My situation would soon change with the enlightened support of a new Medical Center Director, Mr. Leonard Washington.  Leonard recognized potential in his staff and encouraged them to be “all that they could be.”  He 

supported my professional growth and encouraged my national involvement.  Fifteen years later, his successor Ms. Cheri Szabo, continued this support.

Early in my career I recognized the seriousness of diabetes and its lower extremity complications.  I was brought up to believe that charity and community service were important obligations; so it was only natural that I should serve as a volunteer for the American Diabetes Association, at first on a local level, and then on a state and national level.  It is the cause of diabetes that has enabled me to have a national impact on quality health initiatives.  Representing both the Veterans Health Administration and the American Diabetes Association, I have collaborated with other government agencies and voluntary health organizations to help develop national guidelines for diabetes care and amputation prevention, as well as eligibility for Medicare health benefits.  

As President for Health Care and Education of the American Diabetes Association, I proudly represented both the ADA and the VA.  I would always wear two hats - ADA & VA, as I represented both organizations’ commitment to diabetes care and research.  CURE, CARE, AND COMMITMENT, these are terms that define the American Diabetes Association, and the VA in its mission to provide comprehensive integrated quality health care for our nation’s veterans.

Over the years, I have been asked why I stayed at Lebanon, a rural VAMC, and did not move on to a larger urban medical center, with the potential for greater opportunities.  My response - I believe that it is not so much where you work that is important… it is the work that you do.

In closing, I ask that each of you seek out and mentor individuals in your VISNs who demonstrate the potential to enhance clinical care. Support and encourage them “to be all that they can be.”   Some of these health care practitioners may very well be future recipients of the Mark Wolcott Award for Excellence. 

I would like to acknowledge Dr. Michela Zbogar, Chief of Staff, Lebanon VAMC, and Dr. Jeffrey Robbins, National Director of Podiatry Service, who are present here this morning. In addition, I would like to recognize my wife Debra, the compass in my life, and my daughter Lauren who share this tribute with me today.




Thank you

Submitted by Jeffrey M. Robbins, DPM, National Director

Podiatry Service, located at Cleveland, OH




* * *

Ten Myths About Decision-Making Capacity

A report by the National Ethics Committee Of the Veterans Health Administration

Myth 1.  Decision-making capacity and legal competency are the same.

Myth 2.  Lack of decision-making capacity can be presumed when patients go against medical advice.

Myth 3.  There is no need to assess decision-making capacity unless patients go against medical advice.

Myth 4.  Decision-making capacity is an “all or nothing” phenomenon.

Myth 5.  Cognitive impairment equals lack of decision-making capacity.

Myth 6.  Lack of decision-making capacity is a permanent condition.

Myth 7.  Patients who have not been given relevant and consistent information about their treatment lack decision-making capacity.

Myth 8.  Patients with certain psychiatric disorders lack decision-making capacity.

Myth 9.  Patients who are involuntarily committed lack decision-making capacity.

Myth 10.  Only mental health experts can assess decision-making capacity.

By describing and debunking these common misconceptions the report aims to prevent potential errors in the clinical assessment of decision-making capacity, thereby supporting patients’ right to make autonomous choices about their own health care.




* * *

Abbreviated Transcript

VHA Primary Care Access Coaches “Kickoff” call

January 15, 2003

1:00pm – 1:50pm

Dr. Jonathan Perlin:  I really do want to ask for your assistance in doing whatever you can to support this Advanced Clinic Access.  I think it’s a tough challenge, I think it’s a tough challenge in VA, but I could tell you I’ve recently had the opportunity to be in London, meeting with the National Health Service where they’re trying to reconcile some of the same issues, the very same issues of perennially inadequate resources and perennially increasing demand with calls for improved quality and better access to the National Health Service.  We think our challenge is large, and it is.  It is absolutely daunting to note that the National Health Service is seeking to roll out advanced access across the entirety of the health system, which seems to offer some perspective on size – a million patients every 18 hours – just for the sake of comparison we actually now take care of a million ambulatory care encounters every seven days, which is pretty remarkable since it is virtually twice the number that it was, even six years ago.  In this environment, you should know that the Secretary is profoundly interested in the wait times and the ways to address the wait times and concerns about what can happen to patients when they’re in somewhat of a limbo status. As well, the part that I find equally compelling is the more clinical aspect—allowing people access to appropriate care in the most effective manner and in the best-matched setting of care.  I know that each of us - some of you may know that I still continue to see patients, admittedly not contributing a whole heck of a lot to VA’s collective clinical productivity, but enough to keep me abreast of what it really feels like practicing and I know that the feeling is that we’re trying to shove more and more into the proverbial 20 or 30 minute visit.  And what does this mean as well about Advanced Access – its that in fact the approaches that are recommended that you’ve learned about, that you’ll endorse them and I hope and ask that you lead are not to shove more into inadequate time, but really use some of the knowledge that’s been gained by the system and by those who’ve really been the proponents and initiators of Advanced Access to devise ways to work more rationally, more effectively and in a manner that’s ultimately more satisfactory not only to patients, most importantly to patients, but also to clinicians, the doctors, the nurses and everyone else who is there trying to do more and more. In asking this, I ask that you bring it up at your staff meetings, at meetings where performance is reviewed and in general conversations.  I believe with the toolbox, it’s not a one size fits all solution, but to gain the momentum that we need, I think each one of us needs to be no less than an evangelist, in terms of seeking to make the principles of Advanced Access work. I think we have a great head start with our computerized health record. I look forward to opportunities for this health record to be even more transparent to patients, to allow them in fact to take some of the things that are on the backs of clinicians and manage those elements even more independently as they manage their health, but we’re in a transitional phase in that regard and I think a great learning laboratory, not only for the VA but healthcare more broadly.  These approaches, including Advanced Access and the electronic health record have really been noted on the broader scene, and I hope each of you have had a chance to look at the third report from the Institute of Medicine on quality, Leadership by Example, because it really takes stock of what VA has accomplished.  But also, it offers a charge for the accomplishments that we’ve yet to realize.  I’d be happy to answer any questions but I just really wanted to take this opportunity of behalf of Dr. Roswell, Laura Miller and myself, to thank you for the incredible work that you’re doing and really implore you to keep fighting the good fight.  Mark, Randy, anyone, are there any questions I might be able to answer?

Dr. Randy Petzel:   I’ll be very brief, but I do have some things I want to say.  For those of you who don’t know me, I’m Randy Petzel, the Network Director in Network 23, and I’m here on this call in my capacity as Chairman of the Advanced Clinic Access Steering committee, the group that’s sort of responsible for overseeing this program across the country.  I want to, along with Jon, add my thank you to you for participating at the level that you are participating in this program.  Jon did a very nice job, I think, of outlining what Advanced Clinic Access means in terms of this whole system.  I want to emphasize the fact that it does I think, fundamentally two things – one is that it does provide for increased capacity in clinics – that’s been demonstrated over and over again.  For you, more importantly, and for the providers across this system more importantly, it does also free up their time and allow them some opportunity to do the other things that are important for them in their professional life.  I think that is equally as important as the fact that this is a very sound way of increasing our capacity to deal with the waiting lists and all the demand for, in this case, Primary Care.  We are approaching this program nationally in a different way than we have often done these sorts of what I would call a national rollout – that is, instead of these mandates, instead of the circulars, etc. coming out saying we’re going to do this, we’re going to do that – one of the fundamental things we’re trying to do is develop a group of what I will call clinical champions in each one of the six clinics we’re focusing on, Primary Care being one of those.  Trying to make this a more peer to peer, more demonstrating by example the usefulness of doing this, rather than trying to impose it as something that the people on top think should be done and you’ve all got to do it under the threat of the whip.  You all are a very integral part of that new approach – you’re the clinical champions if you will, the experts (I know we’ve dropped that term now), the coaches in Primary Care and I don’t want to go through what your roles are going to be, etc., because I think you’re aware of that more than I am. What I do want to say is again is thank you for agreeing to be a part of that.  This is the fundamental way that we’re trying to get this called technology spread across the entire system. You’re just an absolutely invaluable part of how we’re going to do that. Your testimonials about how its worked where you have done it, your help and assistance, your consultations with people that want to do it, are going to be a primary method by which we try and establish these principles across the whole system.  So thank you, thank you very much!

Renee Parlier:   For all of you, who are on the call, I’m Renee Parlier – I’m the VHA Clinical Program Manager for Advanced Clinic Access and I’m delighted that you are all on the call today and expressing an interest in Advanced Clinic Access.  I would certainly echo the comments of Dr. Perlin and Dr. Petzel.  We believe that the principles contained in Advanced Clinic Access are really the answer for us in becoming as effective as we can in delivering the highest quality care to patients.  

 Fabiane Erb is a member of the ACA Steering Committee and she is a liaison for Primary Care to that Steering Committee – she’s also the Point of Contact for Network 2 for Advanced Clinic Access.  She will introduce our speakers.
Dr. John Sanderson: Hi, I’m John Sanderson at the Buffalo VA site.  Over the past few months, I’ve had the privilege of working with a small group of Primary Care leaders from across the country that have two things in common.  First, they’ve all been successful applying access principles in clinical systems and second, they all have a willingness to tell others about it, in order to further the initiative in VHA. In addition to Dr. Stanton, from Central Office, who’s been joining us, and Fabiane Erb, who you’ve met, these other individuals include, from east to west, Rich Stark in New Jersey, Gordon Schectman in Milwaukee, Boyd Shook in Oklahoma, Daryl Dickson in the Dakotas, and Dan Castro in California.  Our group first convened as an offshoot to a joint VA-IHI meeting and we were charged, really with introducing integration of Advanced Access behaviors and processes to the best of our ability, within Primary Care nationwide.  For this purpose, we’ve developed a multi-pronged educational and interventional strategy, as follows:

· First, we’ll be hosting a series of national Primary Care calls – Dr. Stanton generously donated some of his national call time to us, so that we can focus in on practical access applications. We plan panel presentations and open forums as part of those calls. The call schedule itself is attached to the announcement for this teleconference.  In advance of those dates, questions will be solicited electronically.

· Our second strategy will be that we will also be doing facilitated e-mail discussions on focused topics.

· Thirdly, we’re considering doing our own video to complement Mark Murray’s on the 10 key changes. Our own video would really focus on VA specific issues and terminology, etc.

· Next, we also are able to serve on a limited basis as a speaker’s bureau, and also a very limited basis, possibly some consulting work

· Next, we’re actively in the business of trying to recruit new access coaches to supplement our core team

· We also will be pursuing opportunities for research and publishing and Dr. Schectman will address this aspect a little bit later during this call.

· Some of us also have an added interest in and experience with organizational spread and adoption and our group will therefore also be touching on clinical leadership roles in the spread process, as well as challenges posed by different organizational structures, in addition to how best to partner with our specialty colleagues and also ways to work better with nurses and patients to promote maximal change.

· We also aim to crystallize buy-in messages for one and all, something like this:

· For the providers, we can say that fully expressed advanced access promises greater continuity with their own patients, as well as more autonomy managing their own panels, more consistent ways to assure panel equity, greater support from team members and more work offload to the most suitable disciplines on the team, also easier access to specialists, and a platform for experimentation with alternative ways to encounter patients

· For our organizations and systems, fully evolved advanced access can lead to increased capacity to absorb growth, greater efficiency which we’ve seen, defined by more cases per provider FTE, probably lower costs per unique, if you’re having far fewer visits per unique to do the same job, also a more rational division of labor between primary care and specialties, as well as greater staff and patient satisfaction (that we’re seeing), and just in general being on the cutting edge and doing progressive things is an important organizational feature

· And lastly for the patients, and this is why I’m in this line of work right now too, and what first piqued my interest, benefits are just very many and include, but aren’t limited to: better access, better urgent care, more continuity, better coordination of referrals, more convenience by way of fewer in person visits, greater satisfaction, more investment in their own care processes, and so far at least, preserved, if not enhanced quality and outcomes

I just want to close by saying that the Primary Care access coach group is truly excited to have this opportunity to participate in this very real, very powerful and very positive change.  

Dr. Gordon Schectman:  It is indeed a pleasure to say a few words about what we’re up to and what we’re trying to accomplish.  It has certainly been my pleasure to have the opportunity to work with this small core group that John has been speaking of, and our hope is that we can expand this group with individuals who are interested in the Advanced Access agenda nationally and to develop and really answer questions regarding Advanced Access and its applications to the VA, and to help facilitate the development of the Advanced Access model in various settings within the VA and to help us, work together with us to make it work in a variety of different areas and arenas which perhaps are somewhat unique to the VA.  So I think there are a lot of challenges ahead of us.  I think we have a very good core group that’s looking to expand and take on additional people who have interest in this area, to work with us to develop and spread this to a variety of different VISNs and facilities, and really try to help improve clinical care within the VA and within the existing limitations that we have and know all too well.  With that, I’d like to just say a few words about, adding to what John said, I agree with everything that’s been said before about Advanced Access, the importance of it, and the potential benefit of Advanced Access.  I think it’s important for us to have two roles, those of us who are involved in the Advanced Access initiative and those of you out there who want to learn more about Advanced Access and want to implement it, and want to even challenge it.  I think it is important for us to have two roles, one is this evangelical role that Dr. Perlin spoke about – I think we need to be the advocates of new systems of change and advocates of implementation of Advanced Access.  So I think that’s one role, one hat we need to wear – we might call it the evangelical hat.  I also think we also think we need to wear the hat of critical appraisal, and that’s the hat of looking at Advanced Access, embracing it, embracing new systems, new paradigms, new innovations in care that potentially can improve patient care – at the same time, have the hat of critical appraisal, of looking carefully at what the issues are, of what we’re doing and monitoring our success, our efforts, in order to see really how well we’re doing and what areas need to improve.  I just want to talk a little bit more about that specifically with Advanced Access – I think there are very important questions that exist about Advanced Access and about how we are doing in the clinical arena within the VA. These questions have pretty much all been answered positively in a very informal style.  I think there are a lot of advocates of Advanced Access – those individuals who have implemented Advanced Access at various types of facilities generally come away with very glowing impressions of the effectiveness of the Advanced Access agenda in Primary Care and specialty care.  However I do think it’s important for us to try to quantify that as much as possible and understand it, so that we can better express this to other people, we can express it quantitatively as well as qualitatively, and we can have the data necessary to drive improvements not only at our own sites, but to share these improvements nationally with information that we’ve collected.  So for example, what are some of these questions regarding Advanced Access?  We need to ask ourselves to what extent can capacity truly be expanded, with the efficiencies of Advanced Access. To what extent are we improving patient care and beyond that can we actually increase capacity with the Advanced Access initiative.  Another question --is there significant resource shifting – what are we doing exactly?  Is there resource shifting to the community, with Advanced Access?  We like to think that Advanced Access enhances efficiency and allows us to better handle the work ourselves.  I think we need to ensure ourselves and everyone that in fact there’s not resource shifting into the community.  There’s another potential for resource shifting and that’s from the provider in the clinic to other healthcare team members.  For example, is there increasing nurse utilization at the expense of the physician?  And if so, is this truly cost effective, or is this simply shifting one resource problem from one area to another?  I think we need information about Advanced Access initiatives to better understand. And finally, if there is some resource shifting, does the Advanced Access agenda remain cost effective?  I think again, the experience of all of us, including myself, who have jumped into Advanced Access, has been overwhelmingly favorable.  I think we hopefully can gather the data necessary to demonstrate cost effectiveness in a variety of different settings, in a variety of different limitations.  Additional questions that remain could be answered perhaps more fully.  What impact does Advanced Access systems have on patient satisfaction in the VA? What about quality of care?  I think many of us have begun to collect that information.  I think more information hopefully will be forthcoming from a variety of different sites within the VA, regarding these important issues.  Another question – what is the minimal staffing model that will support an Advanced Access clinical paradigm?  There are many VAs looking nationally at the VA --staffing patterns range dramatically from one site to another.  I think it’s important to ask ourselves how can we modify the clinical access initiative based upon our own staffing pattern, and is there a minimal staffing model that we need to have in order to be successful at implementing Advanced Access.  Those are questions a lot of sites are asking as we move forward with this initiative.  And also what is the best staffing model?  Is there a best staffing model that will facilitate implementation of Advanced Access platform?  I think this is another example of a question, which hopefully further information from a variety of different sources can begin to address this important issue. Another question that I know that a number of individuals have is, how can we gather data about AA models?  Do we need a randomized control trial and how can we begin to organize such to begin to answer these questions?  Our group has begun to look at a variety of these questions and hopefully will work with a lot of interested clinicians and providers nationally to try to gather this information so that we can all share it and understand better what it means to implement Advanced Access, what’s the best way to do it, what’s the best way to deliver the kind of care our patients need to have using this new and innovative paradigm, and how can we most efficiently gather the data we need to demonstrate effectiveness in a way that can convince everybody, even the naysayers, that Advanced Access is here to stay.  So with that I’d like to conclude.   I’m really very excited about this initiative and the conference calls.  Hopefully it will be one way that we can begin to share thoughts and enthusiasm about Advanced Access with interested individuals nationally.

Dr. Daryl Dickson: My name is Daryl Dickson and I work in a community based outpatient clinic in the VA Black Hills Healthcare System, a portion of Network 23.  I’ve been involved with Advanced Clinic Access since its inception in the VA in 1999 with meetings in Las Vegas and multiple subsequent meetings to that.  My little piece that I’d like to try to do is kind of help you guys with a little kickoff, and this might be old news, and that sort of stuff, but I think it’s well worth repeating just because we kind of sometimes lose track of what we’re trying to do in this whole process.  My piece of this is a few little tips that I’ve learned in trying to improve Primary Care access in the VA system.  One of the biggest pieces that we need to do is try to educate the staff, and I don’t just mean the physicians, but the nurses, the clerical support people, the pharmacy people – just about everybody in the healthcare system because this is a whole different way of taking care of patients and improving patient care. With this, we can utilize a lot of things that Central Office has developed, with material, there was a film put out a few years ago, called I think its The Time Has Come, but there’s also videotapes of all of the national meetings that we had on Advanced Clinic Access, if a person wants to really delve into this.  Its multiple, multiple hours of tapes – so I’m not sure how useful those would be, but The Time Has Come tape is like a little 15 minute deal that just gives a brief overview of Advanced Clinic Access.  The other thing I would encourage people to do is to allow their staff time during their workday to become familiar with the 10 principles surrounding Advanced Clinic Access and to incorporate the principles into some new employee orientation or unit specific orientation. As we get into this, we, the Advanced Clinic Access coaches may be looking at developing some educational materials that we can utilize throughout the VA system.  I would encourage people to discuss Advanced Clinic Access principles at staff meetings and make this part perhaps of a standing agenda.  Now you’ve heard, and probably everybody knows what the 10 high leverage changes are in Advanced Clinic Access, and I won’t bore people with too much of this – we certainly want to leave time for questions, but there are a few things that are relatively quick to change that can be long lasting changes and really help.  One of the big things is optimizing the rooms and equipment so that we as providers go into a room and we have everything we need at that point in time to take care of the patients for all of their needs at that time.  And I realize there’s a few things that can’t be done that way, but if we can get those rooms to be as efficient as possible, thus allowing the providers to go in and have their interactions with the patients, take care of their problems and then be able to go on to the next room. Know where everything is at so we’re not fumbling through drawers, trying to find where the hemoccult cards are, or nasal speculums or whatever it is we need on a regular basis.  That is a fairly simple thing we can all make and that way we can – if the rooms are standardized, you can have a provider come in from another area of your hospital and they go well jeepers, you know in the exam rooms I use these things are here and they open up the drawer and by gosh the same stuff is right there – it just makes them that much more efficient.  Another relatively simple thing to do, or quick thing we can do is to decrease the amount of appointment types we have.  Instead of like general physical appointments being one hour long and complex patient follow-ups 40 minutes long and simple patient follow-ups 20 minutes long, and appointments with…(tape ended first side here) …appointment types as simple as possible.  In my clinic I do two appointment types – one for a new patient to me, which usually takes me about an hour, and the other is a 30-minute appointment for routine follow-up.  And even this does kind of push me a little bit, but the system has allowed me to make some subtle little changes within my clinic profile that allows me to be as efficient with my work as I can.  I’m going to just quickly run down the other strategies that are utilized.  Just for people – I do have specific things under this that I have some suggestions about, but I do not want to take up this entire phone conversation with going through that.  This is stuff that will be addressed in these future phone calls and I would certainly encourage people to participate in that.  The 10 basic strategies that we work with in improving access to patient care in Primary Care, and it does the same in specialty care and that sort of stuff with a few little nuances.

· The first big thing is working down this work that we’ve been setting up in these queues – we call it working down the backlog.  It’s getting rid of the appointments – there are several different strategies under that that people could use.  

· We have to figure out ways of reducing the amount of demand that patients make on our system.  I remember that if a patient felt like he needed to get a renewal of his med, he came in, got an appointment, and that’s really all he wanted – that could be handled in a multitude of different ways.  So we have to take a look at all of that stuff to see how we can improve that.

· One of the big things is that we have to strive to understand the supply and demand concept that we live under.  The supply is how many clinic slots available that we have, or how many providers, and the demand is how many patients are coming in to be seen, plus pagers, plus all the little things that cause a provider to have demands on his time during that day.

· The decrease appointment types we mentioned there 

· We need to also plan for contingencies, especially planned things like leave and that sort of stuff.  What do you do with those patients, how do you take care of their needs, certainly things come up during times of provider absences and we need to plan for those types of contingencies.

· We also need to manage the constraint – in most healthcare situations, the constraint is usually us as the provider, but in some certain healthcare systems it’s not the provider and we have to learn what the constraints are, put the resources where we need to be and try to move the constraints to the highest possible level, ergo the provider level. 

· We have to optimize the care team, making sure that clerks are taking care of things that clerks need to take care of and providers aren’t doing that stuff, nurses are taking care of the things that they can do and they’re not doing things that clerks can do, or trying to do things that providers have to do, that sort of stuff.

· We need to synchronize the patient, provider and information.  That’s basically when the clinic starts at 8:30 in the morning or 8 o’clock in the morning, the provider needs to be there with the patient ready to be seen and the information about the patient – and that’s part of where that computerized patient record system comes in.  I know in our system where I work at, I’m remote from the facility and so records became a real problem.

· Two other things – predict and anticipate the care needs

· Optimize the room and equipment.

Questions from participants.

Question #1:  Yes, what would you estimate the time to implement, say a Primary Care clinic, implement ACA in a Primary Care clinic, concerning the time that if you scheduled out three months, changing your clinic profiles, educating staff, what would be your average time of implementing in Primary Care?

Dr. Gordon Schectman: I’d be happy to respond, I mean – this is Gordon Schectman in Milwaukee.  Our experience in Milwaukee has been that you need at least four to six months.  By the way, I think there are a variety of different ways to implement Advanced Access, so this is just from our own experience, the way we’ve done it here.  Our experience here is that you need at least four to six months lead time to implement Advanced Access and that’s a very busy time.  Providers need to be, everyone, providers, the whole team needs to be instructed in Advanced Access principles and also redefining their role and the way they’re going to work together in Advanced Access model.  That has to be done, that takes time, takes several months, groups have to be developed and meet regularly and understand exactly how they’re all going to work together.  Providers need to begin working down their backlog, so to speak.  In other words, all of a sudden when you announce we’re going to be open access, let’s say March first, if providers haven’t worked hard to reduce their backlog, then March first will be no different than January first was, so, so, you know we pick a date four to six months downstream and give the providers that much time to work down their backlog.  So that reorganization of the clinic takes time and the providers need time for their work to working down the backlog.  So four to six months is what we have used as a guideline, at least in Milwaukee and for VISN 12.

Dr. Daryl Dickson: Another thing to always remember is that this is an ongoing process, it does not have an end. It certainly has a beginning, but it’s just something that you continuously do, practicing these principles.  I saw a patient today who was having a problem - I also had an appointment with him next week.  I took care of everything that I needed to today - was able to cancel out that appointment next week and free up a slot for another patient – a continuous process.

Question #2: What would you say were your three major problems in implementing this ACA?

Dr. Daryl Dickson: This is Daryl Dickson again – one of the biggest problems that we ran into was buy-in by practitioners – they were always seeming to want to know well what’s the real motive behind all of this stuff, and the real motive behind it is improved patient care – a lot of people don’t believe that, but that I believe is the real motive – improving the quality of care.  The other thing was being able to get the education out to the employees so that everybody understood.  If you have a provider that’s trying to do this and the nurse has no idea what they’re doing, nor the clerk, it’s like everybody is sabotaging what you’re trying to do and it really makes it very, very difficult to get done unless you have that education piece.  And I’m not sure if I can pick out an easy third one, to be honest with you.

Dr. Mark Stanton: We’re about to run out of time.  I’d like to thank everyone for participating on the call.  The next Primary Care conference call is scheduled for February 19, 1:00pm Eastern Time, same call in number, same access code.  We’re going to ask for some additional lines - hopefully everybody with interest can get in.  I would like to thank Renee and everyone else from the Advanced Access Steering Committee, Primary Care group, Drs. Perlin, Petzel, for their time and effort and we look forward to another good conference call in a month.  .

Transcribed minutes provided by Fabiane E. Erb., Staff Asst, VAWNYHS, Buffalo, NY

Abbreviated minutes provided by Mildred Eichinger.
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Greetings, hopefully by the time this newsletter is published we will “spring ahead” into some warmer weather!  I want to share some information with you about activities in the Primary/Ambulatory Care Office here in headquarters.





Last month we mentioned our plans for a Clinic Process Management and Evaluation-Train The Trainer Workshop.  We are moving ahead with that meeting.  We have surveyed former Primary Care Consultants and asked about their continued interest and willingness (and availability) to continue to serve as a Consultant and/or a mentor.  Some formerly trained Consultants have moved up the career ladder or have changed positions and therefore are no longer available.  We have surveyed field staff, particularly VISN and facility Advanced Clinic Access participants and VHA Managers to determine their interest in this Workshop.  





Unfortunately there are no funds available to support participants.  Funding would have to come from either the VISN or facility.  We trust that the content of the meeting will motivate and encourage attendance.  And, that the VISN or facility recognizes the value of the training.  





The meeting is scheduled to begin April 1-with closure on April 3, 2003, in Tampa, FL.  The focus of the program will be on:  Advanced Clinic Access, Clinic Practice Management/Evaluation and the Consultation Process.





(Continued on page 2)
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