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1.
Executive Summary

In January 2003, the Deputy Undersecretary of Health charged a task force with developing physician productivity and staffing models for the VA.  This group was to look at four areas; Primary Care, Cardiology, Urology and Eye Care.  Primary Care is the largest service within the VA and Primary Care productivity and staffing had already been a focus of significant attention. Thus, Primary Care was identified as the first area to be addressed, with a report due by June 30, 2003.

Review of the medical and economic literature on outpatient care identified several measures of productivity.  These include billings, visits, relative value units (RVUs) and Primary Care panel size.  Given the fact that: 

a) The VHA under VERA was a capitated system whose reimbursement was based on the number of patients seen rather than visits or RVUs,

b) VHA was committed to a patient care delivery system based on Primary Care using Primary Care panels and 

c) Primary Care Management Module (PCMM) software was used extensively already in VHA for panel management, 

d) Panels have been emphasized as an essential management tool for achieving Advanced Clinic Access and reducing waits and delays within the VHA

e) Standards based on number of visits or even RVU outputs could foster unnecessary visits, adding inefficiency to a system based on responsibility for a defined population of patients,

it was agreed that the Primary Care Productivity and Staffing Model would be based on a  panel approach.  This was also consistent with prior work in the VA regarding Primary Care panel sizes.  Specifically, in response to Congressional concerns over adequate staffing, a workgroup presented to the National Policy Board in January 2002 proposals for standardizing approaches to Primary Care panels.  The National Policy Board approved recommendations to standardize the measurement of  “active” patients in primary care panels and standardize the method of measuring provider resources devoted to primary care.  At the time, the Policy Board felt that approval of a panel size target would be premature until data had been collected across the system on current experience with panel size using standardized, comparable measurements.  In follow-up to these decisions, the VHA implemented systems that allow rollup of data on number of active patients and provider resources nationally.  With this information available, the opportunity to develop guidance on panel size for Primary Care was now present.

It was also understood that determination of an appropriate Primary Care panel for a given provider would need to take into account the characteristics of the patient population within the panel, both in terms of the disease severity and reliance on the VA.  The degree of support for the provider and the characteristics of the providers themselves would also be important factors in determining appropriate panel size.  Therefore, in order to develop a comprehensive Primary Care Panel Model that incorporated all these factors, the following steps were taken: 

A. Comprehensive review of published literature on physician productivity in the outpatient setting.

B. Identification and review of external benchmarks regarding productivity.

C. Analysis of current experience with panel size within the VHA including analysis of relationship of panel size to quality, access, patient satisfaction and cost.

D. Survey of current VHA Primary Care practices with regard to the degree of system support and the effect these have on panel size.

E. Analysis of the effect of patient characteristics on demand for Primary Care services within the VHA.

A summary of the results of each of these is provided below.

A. Literature Review

With the assistance of the Management Sciences Group, an analysis of published research on physician productivity in the outpatient setting was completed.  Details of this review and references are provided in Section 3. The conclusions are as follows: 

1. Published research demonstrates that the level of support staff has a significant effect on physician productivity. VA standards for productivity should include standards for support staff and allow productivity expectations to vary as amount of support staff present varies.

2. The number of exam rooms and available space also has a significant effect on physician productivity. VA standards for productivity should include standards for exam room support and allow productivity expectations to vary as amount of clinic rooms varies.

3. Use of computerized records adds time to ambulatory care patient encounters. This may be offset by improved quality of medical records, availability of information, quality of care and patient safety, but is likely to negatively affect individual provider productivity.  

4. The literature is mixed but overall does not provide consistent evidence that larger practice sizes contribute to increased provider productivity. 

5. The literature indicates that physicians are more productive when individual-level financial incentives are in place. Current VA practices provide little opportunity for this, and this may be an appropriate issue for consideration at a national policy level. 

6. Available research in Primary Care demonstrates there is no difference in productivity or quality of care between part time and full time providers.

7. Overall physician experience appears to be associated with increased productivity. This effect diminishes with increasing experience. 

8. Using both modeling and observational data, studies indicate that per FTEE, Physician Assistants and Nurse Practitioners have a productivity between 50 and 75% that of physicians.

B.
External Benchmarks:

An important task for the task force was to identify and review external benchmarks current VHA productivity.  For Primary Care, the following benchmarks were identified:

1.
United States Army.  The United States Army Medical Command has developed an Automated Staffing Assessment Model, which determines minimum essential staffing requirements for its medical treatment facilities. The task facing the Army’s MEDCOM Manpower division was quite similar to that facing the VA – providing medical care by a salaried medical staff to defined users across sites of differing size. The approach implemented by the Army is very similar to the approach in development in the VHA.  A model based on the amount of work hours per physician and the average number of visits by a patient population was analyzed to determine an appropriate workload for primary care providers. In the Army, the current standard for primary care is 1 civilian contract provider for every 1178 patients in the population with 2.8 FTEE support staff and 2 exam rooms per provider. This number is the standard that drives the total number of primary care providers required in a medical treatment facility to care for its population. Since the Army cares for a mix of healthy young individuals as well as dependants and retirees, the Army allows adjustment for the patient population, based on their experience that patients >65 years of age require 2.5 x more visits per year. Thus the expected panel size for a 1.0 FTEE primary care physician in the Army caring for a panel with the age distribution of the VA population (45% > 65 years of age) is significantly less.

2.
Medical Group Management Association (MGMA) Survey.  The MGMA is an association of medical group practices, both academic and non-academic, that surveys its membership on an annual basis.  It is a prime source of information on physician productivity in the private sector.  The results from their 2002 report provide the following benchmarks with regards to number of ambulatory encounters (visits) in Primary Care General Internal Medicine Practices, which is the correct comparison group for VA Primary Care.

	
	Ambulatory Encounters per Year (median)

	General Internal Medicine
	3512

	Geriatrics
	2,722

	Academic General Internal Medicine (standardized to 100% clinical activity)
	2,361



	General Internal Medicine NP
	2122


In the VA, patients use an average of 2.9 primary care visits/year. In the right hand column an expected VA panel size for a 1.0 FTEE MD providing this number of visits provided by a private General Internist would be 1211, for a Geriatrician, 911, for Academic Primary Care Internist 814 and for an NP working in a private General Internal medicine practice would be 731.  

For private sector general internal medicine practices, a 1.0 physician had an average of 2.06 FTEE direct clinical support staff (a number which excludes administrative and business support). Practices averaged 1,499 square feet per MD FTEE, but specific information on clinic rooms was not available. Of note, the MGM data does not provide information on the patient characteristics and, thus, no adjustment for differences in VA versus non-VA patient characteristics can be made. VHA serves an older population, with an average of 3.5 diagnoses per patient

3.
Academic General Internal Medicine Practices.  A detailed study has been published in the literature regarding a productivity of part-time and full-time Primary Care general internists in academic practices (Fairchild 2001), including information on panel sizes.  In these practices, where 32 “bookable hours” was expected for full time clinical activity 1.0 FTEE would follow an average of 667 patients, producing an average of 1.55 RVUs per clinic hour. Definition of active patients in this setting was a patient seen within the prior three years or an HMO enrollee assigned to the provider, even if never seen. No differences in productivity between part time and full time providers were found.

4.
Milliman Analysis of AMA Survey Data and MGMA Data:

Using data from the annual AMA survey, a voluntary self-report of estimated workload by AMA membership, the actuarial firm of Milliman Inc. found that primary care physicians and internists in private practice saw more patients per hour than physicians in VA clinics. However after adjustment for the age, gender and disease distribution of the VA population, and for practice characteristics of VA clinics, similar or slightly higher productivity was found for VA providers in terms of visits per hour, RVU’s per visit and visits per year.  An important difference between VA and private practices was the substantially lower number of LPNs and medical assistants in the VA. Number of visits per hour of private providers with this level of support was similar to those found in the VA.  

C.
Analysis of Current VHA Panels in PCMM

Following the recommendation of the National Policy Board, the VHA developed and implemented a standardized set of business rules for identifying “active patients” in PCMM.  All patients with a Primary Care Provider are to be assigned to a Primary Care Panel in PCMM and inactivated from the panel when a) the patient dies, b) the patient has not been seen by the provider within two years; or c) the patient moves away or no longer seeks care in the VA. Software was developed which implements these decision rules in an automated way across the system, thus allowing the measurement and meaningful comparison of number of active patients across the system.  A set of decision rules, based on DSS Labor Mapping, was also developed to record the amount of provider FTEE assigned to Primary Care.  Before this it was impossible to pro-rate the panel sizes for amount of provider time, a critical component in measuring panel size.  A VHA Directive, Primary Care Direct Patient Care, was published, mandating the population of a new field in PCMM for this information.  With the implementation of standardized rules to measure patients and provider time, it became possible for the first time to analyze VHA primary care panels. This task force proceeded with this analysis through the assistance of the VSSC staff.

This analysis demonstrated that in May 2003:

	Total number of active patients in PCMM:
	3,780,654

	MD Primary Care Provider FTEE
	2,577

	Mean Panel size (active patients/1.0 FTEE MD)
	1,088 patients

	Mid-Level (NP or PA) Provider  FTEE
	1,379

	Mean/Median panel size for 1.0 NP or PA 
	789 patients


Only 6.8% of patients were in panels where a specialty clinic was identified as the principal clinic. Panels in specialty care were smaller than those in primary care.

Analysis showed that panels of established providers were larger. Panels increased as the average time that patients had been assigned to the panel increased. New panels were smaller.

There were no differences in panel sizes of part time, full time, intermittent or contract providers, pro-rated by FTEE assigned to Primary Care.

Analysis of the relationship of panel size to patient outcome data is an important goal of the taskforce. There is concern that, as panel sizes increase, or increase beyond certain levels, there may be negative effects on quality of care, access and patient satisfaction. Ideally, such analyses would be done at the level of the individual practice (substation) or even at the level of individual providers. The time constraints of this report did not allow completion of these analyses, as at the present time, data on panel size is available only at the station level. However preliminary results of analysis of relationships at the station levels did not uncover any striking relationships. In these preliminary analyses, EPRP, SHEP, and wait times were stable at the levels of current panel sizes at the station level. Cost of Primary Care services also did not vary across existing panel sizes at the station level.

D.
VHA Primary Care Support Survey  

In May 2003, a survey developed by the Productivity Taskforce and the Management Sciences Group was completed by all VA medical centers and submitted through the VISN Chief Medical Officers for analysis. The survey instrument is included in Section 6. The purpose was to establish a database documenting the level of system support for provider productivity in primary care clinics (DSS stop codes 323 Primary Care, 322 Women’s Health, and 350 Geriatric Primary Care), information unavailable in existing VHA databases.   Questions regarding numbers and types of support staff in the clinic and number of available clinic rooms at each practice site were included.  The presence or absence of certain types of support including dictation of notes, support staff to obtain vital signs and complete screening questionnaires and the presence of RN support in the clinic were ascertained.  For each clinic, the provider name and provider ID number, the presence of residents and the number of “bookable hours”, (length of appointment times number of appointments per week) were collected.  The Provider ID Number allowed linkage of this data to the PCMM information on panel size.

Results of this survey revealed:

· 12,648 Primary Care clinics in the VA with 137,644 bookable hours per week.

· 34% of clinics are resident clinics, representing 11% of bookable hours.

· 22% of the clinics are mid-level provider clinics, representing 28% of bookable hours. 

Through the linkage with the PCMM data, information from the survey could be linked to provider FTEE. This demonstrated:

· Exam and interview rooms per 1.0 FTEE MD - 2.3 (median 2.0) 

· Support staff FTEE per 1.0 FTEE MD – 1.5 (median 1.11)

Increased number of support staff and clinic rooms were both significantly associated with increased panel size, supporting the findings from the review of research literature.

With regard to method of documentation:

· 79 % of providers typed all their notes

· 4% typed notes, but had dictation available for selected visits

· 10% dictated all notes

· Virtually all clinics had support staff to obtain vital signs and complete health screening questionnaires. 

· 33% did not have RNs or pharmacists available to provide independent follow up visits (for hypertension, diabetes etc) 

· 30% did not always have RNs in clinic to assist with patient care

· 14% had the Primary Care Providers managing anticoagulation themselves without separate coumadin clinic.

Analysis of the effect of these variables on existing panel sizes showed that the presence of RN support in clinic was associated with larger panel size (p<0.0001). 

The presence of residents was associated with increased panel size (p<0.0001). For each hour per week of resident time in clinic, average panel size of the attending physician increased by 5 patients.

In addition to this Primary Care Clinic survey, simple time motion studies were performed to assess the effect of only having one exam room for provider use and the time spent by clinic support staff in patient care at each visit.  These show that the simple act of getting patients in and out of rooms took an average of 76 seconds, although up to 5 minutes was required for disabled patients.  Support staff spent an average of 12 minutes per visit with patients.  In the process of these studies it was noted there is great variation in the process of clinic flow.  This is affected by many factors including size of the practice, physical setup of the clinic, number and training of support staff present, different uses of health questionnaires and different patient flow patterns. Given the complexity of the process, it was concluded that a simple count of support staff is the preferred approach to determining the degree of system support. Count of support staff is also the approach used in private sector, and thus allows comparison of VHA practices to external benchmarks.

It is known that new providers building a new or expanded practice take time before reaching full capacity. Mathematical models were developed using the information from the survey to provide estimates of what that time should be. These showed that at 1 year a new VA provider would have a panel approximately 90% that of an established provider.

E.
Patient Characteristics and Utilization of Primary Care Resources

An important part of a Primary Care Panel Model would include the opportunity to adjust expected panel size based on patient characteristics.  It is reasonable to expect that a provider whose patients had a significantly greater severity of disease burden or greater reliance on the VA than the norm may have a smaller expected panel.  Similarly, providers whose panels contain patients with less disease severity than the VHA norm or less reliance on the VHA could be expected to follow a larger panel.  The database of visits to Primary Care clinics (DSS Stop Codes 323) in the FY02 containing over 3 million patients was analyzed.  Information from other VHA databases identifying patient characteristics was incorporated as well as analysis of use of Medicare in FY 00, the most recent data available.  Factors studied included age, sex, race, marital status, priority level, insurance status, VERA Diagnostic Classification, HCC classification (a diagnosis based categorization developed to characterize use of health care resources), clinical complexity (a model based on overall healthcare costs), utilization of Medicare and number of VHA Non-Primary Care visits.  Through a series of multiple regression analyses, a model was developed predicting need for Primary Care services.  In the final model, age, priority and diagnosis (HCC classification) were the factors that were associated with number of primary care visits. This model was highly significant (p<0.0001) and was able to explain 25% of the variance of number of clinic visits within the VHA population.  

Conclusions

1.
Comparison to non-VA benchmarks indicates the productivity of individual VHA providers is equivalent to those in other systems.

2.
In Primary Care, part time and contract physicians are as productive as full time VHA employees as measured by panel size.

3.
Levels of support staff in the VA are lower than non-VA standards. This is particularly true for LPNs and medical assistants. Increased support staff at this level may offer an opportunity to increase productivity of VA primary care. 

4.
Significant variation exists within the VA patient population in the demand they generate for Primary Care services. This is largely explained by diagnoses (reflecting severity of illness) and a smaller contribution from priority group, age and insurance status (reflecting both severity of illness and reliance on the VA). 

Recommendations 

1.
The attached VHA Directive, Guidance on Primary Care Panel Size, be implemented. Key elements of this directive include:

· Expected panel size for a 1.0 Primary Care MD of 1200, given a patient population reflecting VA norms for disease severity, reliance, support staff (1.5 per 1.0 FTEE MD) and space (2.5 exam rooms per 1.0 FTEE MD)

· Adjustment of panel size for patient characteristics, as well as number of support staff and rooms. With these adjustments, expected panel sizes will be in the range of 1000-1400

2.
Both the clinic survey and PCMM data provide new large data sets for the VHA. Now that an initial model has been developed, if approved, it is recommended that a 60-90 day implementation period be provided to allow for

· validation of these data sets,

· finalization and testing of the model

· development of site specific information, a requirement for actual implementation

· completion of studies on relationship of outcomes and panel sizes at the substation and provider level, to  confirm preliminary findings of station level analysis.

3.
Surveys of Primary Care practices to measure exam room support and support staff FTEE should be repeated on an ongoing basis. 

4.
Current VHA provider reimbursement methodology could be examined to determine if financial incentives for individual productivity should be incorporated. It is recognized that each reimbursement methodology has strengths and weaknesses, and deliberations regarding change must weigh potential effects on quality, access, patient and employee satisfaction, and cost. 

5. 
The Health Services Research & Development Program should make scientific study of improving clinic and physician productivity an important component of its activities.

