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Background: Complex, high-risk patients present challenges 
for primary care staff. Intensive outpatient management teams 
aim to serve as a resource for usual primary care to improve 
care for high-risk patients without adding burden to the primary 
care staff. Whether such assistance can influence the primary 
care staff experiences is unknown. The objective of this study 
was to examine improvement in job satisfaction and intent to 
stay for primary care staff at the US Department of Veterans 
Affairs (VA) who sought assistance from an intensive manage-
ment program.
Methods: Longitudinal analysis of a staff cohort that com-
pleted 2 cross-sectional surveys 18 months apart, controlling 
for outcomes at time 1. Participants included 144 primary care 
providers at 5 geographically diverse VA health care systems 
who completed both surveys. Measured outcomes included 

job satisfaction and intent to stay within primary care at the VA 
(measured at time 2). Predictors included likelihood of using in-
tensive management teams (measured at time 1). Covariates 
included outcomes and professional/practice characteristics 
(measured at time 1).
Results: The response rate for primary care staff that com-
pleted both surveys was 21%. Staff who indicated at time 1 
that they were more likely to use intensive management teams 
for high-risk patients reported significantly higher satisfaction 
and intention to stay at VA primary care at time 2 (both P < .05). 
Conclusions: A VA primary care workforce might benefit from 
assistance from intensive management teams for high-risk pa-
tients. Additional work is needed to understand the mecha-
nisms by which primary care staff benefit and how to optimize 
them.
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Patients with complex medical and 
psychosocial needs are at the highest 
risk for fragmented care and adverse 

health outcomes.1,2 Although these high-
risk patients make up only about 5% of the 
US patient population, they can account for 
as much as half of total health care costs.1 
High-risk patients are complicated to treat 
because most have multiple chronic medical 
conditions, and many have a wide variety of 
psychological and social needs. Thus, physi-
cian, physician assistant, and nurse practi-
tioner primary care providers (PCPs), and 
nurses (registered nurses, licensed vocational 
nurses, and licensed practical nurses) must 
address the complexity of the human condi-
tion in conjunction with health problems.2 

BACKGROUND
Caring for high-risk patients within a tight 
clinic schedule geared to the provision of 
comprehensive care to large panels of less 
complex patients can be a source of stress 
for PCPs and nurses.3-5 These conditions 
may lead to reduced well-being among pri-
mary care team members and to potential 
turnover.6 Furthermore, primary care staff 
may feel uncomfortable or lack the ability 
to address nonmedical concerns because of  
“person-specific factors that interfere with 

the delivery of usual care and decision mak-
ing for whatever condition the patient has.”7,8 
Having additional support for complex pa-
tients, such as intensive outpatient man-
agement teams, may be protective both by 
reducing health care provider (HCP)  stress 
and improving patient outcomes.3,4  

Caring for high-risk patients is challeng-
ing.9-11 High-risk patient care may require ad-
ditional, often unpaid, work hours and may 
be discouraging because these patients can 
be difficult to engage in care.7,12 Further-
more, high-risk patient care is challenging 
for primary care teams, since these complex 
patients may fall through the cracks and ex-
perience potentially preventable hospitaliza-
tion or even death. Avoiding these negative 
consequences typically requires substantial 
time for the primary care team to engage 
and counsel the patient, family, and care-
giver, through more frequent visits and ad-
ditional communication. Furthermore, the 
primary care team typically must coordinate 
with other HCPs and resources—as many as 
16 in a single year and as much as 12 for a 
single patient over an 80-day period.13,14 Not 
surprisingly, primary care teams identify help 
with care coordination as a critical need that 
may be addressed with intensive manage-
ment support.
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Primary care at the US Depart-
ment of Veterans Affairs (VA) Veterans 
Health Administration (VHA) provides 
care for a large proportion of high-risk 
patients.15 Accordingly, VHA provides 
a variety of intensive management op-
tions for equipping primary care teams 
with expanded resources for caring for 
high-risk patients, including those of-
fered in a few sites by a pilot intensive 
management program.16 As part of the 
pilot’s evaluation, we studied the work 
experiences of PCPs and nurses, some 
of whom had experienced the pilot 
program and some of whom only had 
access to typical VHA intensive man-
agement resources, such as telehealth 
and specialty medical homes (referred 
to in the VA as patient aligned care 
teams, or PACT), eg, for women pa-
tients, for patients who are homeless, 
or for older adults.17 Surveys assessed 
whether HCPs who indicated they 
were likely to seek help from PACT in-
tensive management (PIM) teams to 
care for high-risk patients had higher 
job satisfaction and intention to stay at 
VHA compared with those who were 
not likely to seek help. 

While substantial research on high-risk 
patients’ intensive management needs has 
focused on patient-level outcomes of inter-
ventions for meeting those needs, little re-
search has examined links between primary 
care team access to intensive management 
resources and experiences, such as job satis-
faction and job retention.18 In the work pre-
sented here, our objectives were to (1) assess 
the likelihood that a PCP or nurse intent to 
manage high-risk patients by seeking care co-
ordination help from or transferring care to 
an intensive management team; and (2) eval-
uate the relationship between PCP or nurse 
intentions regarding using intensive manage-
ment help for high-risk patients and their job 
satisfaction and likelihood of leaving VA pri-
mary care. We hypothesized that the accessi-
bility of intensive management resources and 
PCP and nurse receptivity to accessing those 
resources may affect job-related experiences.

METHODS
This study was conducted as part of the 
evaluation of a VA pilot project to provide 

general primary care teams with intensive 
management support from interdisciplin-
ary teams for high-risk patients in 5 VHA 
systems in 5 states (Ohio, Georgia, North 
Carolina, Wisconsin, and California).6 We 
sampled primary care staff at 39 primary care 
clinics within those systems, all of whom 
had access to VA intensive management re-
sources. These included telehealth, health 
coaches, integrated mental health providers, 
and specialty PACTs for specific populations 
(eg, those who are women, elderly, homeless, 
HIV-positive, or who have serious mental ill-
ness). Of the 39 primary care clinics that par-
ticipated in the survey, 8 also participated in 
the pilot program offering an intensive man-
agement team to support general primary 
care in their care of high-risk patients. 

Data are from PCPs and nurses who com-
pleted 2 cross-sectional surveys (online or 
hard copy). We invited 1,000 PCPs and 
nurses to complete the first survey (fielded 
December 2014 to May 2015) and 863 to 
complete the second survey (fielded Oc-
tober 2016 to January 2017). A total of   

TABLE 1 Characteristics of Primary Care Staff in the  
Longitudinal Cohort (Completed Both Surveys)  
Compared With the Staff in Other Samples 

Surveys, No. (%)

Characteristics Both (n = 144) Single (n = 442) Neither (n = 645) P Valuea

Staff type
Physician
Physician assistant or  
   nurse practitioner
Nurse, registered
Nurse, licensed practical

  
36 (25.0)
15 (10.4)

 57 (39.6)
 36 (25.0)

 
117 (26.6) 
45 (10.2)

155 (35.2)
123 (28.0)

220 (34.1)
55 (8.5)

186 (28.8)
184 (28.5)

< .05

Medical center
A
B
C
D
E

 
36 (25.0)
32 (22.2)
27 (18.8)
13 (9.0)
36 (25.0)

 
95 (21.5)

 133 (30.1)
 81 (18.3)
74 (16.7)
59 (13.4)

 
176 (27.3)
174 (27.0)
113 (17.5)
91 (14.1)
91 (14.1)

< .001

PACT type
Primary care
Speciality careb

113 (78.5)
31 (21.5)

326 (73.8)
116 (26.2)

494 (76.6)
151 (23.4)

IM facility 47 (32.6) 166 (37.6) 175 (27.1) < . 01

Women 118 (81.9) 342 (77.4) 446 (69.2) < . 01

Abbreviations: PACT, patient aligned care team; IM, intensive management.
aCalculated for difference between staff who responded to both surveys compared with those who 
responded to 1 or neither survey.
bWomen’s health, geriatrics, or infectious disease.
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436 completed the first survey for a response 
rate of 44%, and 313 completed the second 
survey for a response rate of 36%. We con-
structed a longitudinal cohort of 144 PCPs 
and nurses who completed both surveys and 
had data at 2 timepoints. This longitudinal 
cohort represents 33% of the 442 unique re-
spondents who completed either the first or 
second survey. Overlap across surveys was 
low because of high staff turnover between 
survey waves. 

Measures
Outcomes. We examined 2 single-item out-
come measures to assess job satisfaction 
and retention (ie, intent to stay in primary 
care at the VA) measured in both surveys. 
These items were worded “Overall, I am sat-
isfied with my job.” and “I intend to continue 
working in primary care at the VA for the 
next two years.” Both items were rated on a 
5-point Likert scale.
Independent Variable. We assessed procliv-
ity to seek assistance in caring for high-
risk patients based on PCPs or nurses 
indicating that they are likely to either 

“manage these patients with ongoing care 
coordination assistance from an intensive 
management team” and/or “transfer these 
patients from primary care to another in-
tensive management team or program 
specializing in high-risk patients.” These  
2 items were rated on a 5-point Lik-
ert scale; we dichotomized the scale with 
likely or very likely indicating high pro-
clivity (likelihood) for ease of interpreta-
tion of the combined items. 
Covariates. We also controlled for indi-
cators of staff demographic and practice 
characteristics in multivariate analyses. 
These included gender, staff type (PCP 
vs nurse), years practicing at a VA clinic, 
team staffing level (full vs partial), propor-
tion of the panel consisting of high-risk 
patients (using binary indicators: 11 to 
20% or > 20% compared with 0 to 10% as 
the reference group), and whether or not 
the site participated in the pilot program 
offering an intensive management team to 
support primary care for high-risk patients 
to distinguish the 8 pilot sites from nonpi-
lot sites.

TABLE 2 Overall Job Satisfaction and Intent to Continue Working at the VA for the Next 2 Years at 
Time 2 (n = 144)

Variables Results

Job Satisfaction Intent to Stay at VA

Coefficient SE Coefficient SE

Likely to use intensive management team for HRPs, No. (%) 103 (71.53)  0.63a 0.21 0.41b 0.18

Works at facility with intensive management teams, No. (%) 47 (32.64)  0.33 0.20 0.18 0.24

Women (vs men), No. (%) 118 (81.94) -0.40 0.33 -0.32 0.17

PCPs (vs nurses), No. (%) 51 (35.42) -0.28 0.21  0.24 0.15

Years practicing at current VA clinic, mean (SD) 7.44 (6.15) -0.01 0.01 -0.02a 0.01

Fully staffed team (vs partially), No. (%) 101 (70.14)  0.12 0.16 -0.16 0.15

11-20%  HRPs on panel (vs 0-10%), No. (%) 43 (29.86) 0.34 0.21 0.16 0.21

> 20% HRPs on panel (vs 0-10%), No. (%) 64 (44.44) -.21 0.18  -0.19 0.21

Outcome at Time 1, mean (SD)d 3.71 (1.07)
4.08 (0.98) 0.40c 0.09 0.28a 0.09

R2 --  0.28 --  0.22 --

Abbreviations: HRP, high-risk patient; PCP, primary care providers; SE, standard error; VA, US Department of Veterans Affairs.
aP < .01. 
bP < .05.
cP < .001.
dJob satisfaction or intent to stay.
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Statistical Analysis
We used ordinary least squares regression 
analysis to examine associations between the 
independent variable measured at time 1 and 
outcomes measured at time 2, controlling for 
time 1 outcomes among staff who completed 
both surveys (eg, the longitudinal cohort). 
We adjusted for time 1 covariates and clus-
tering of staff within clinics, assuming a ran-
dom effect with robust standard errors, and 
conducted multiple imputations for item-
level missing data. Poststratification weights 
were used to adjust for survey nonresponse 
by staff type, gender, facilities participating in 
the innovations, and type of specialty PACT. 
We calculated weights based on the sampling 
frame of all PCPs and nurses for each survey.

RESULTS
Table 1 shows the proportion of primary 
care staff responding to the surveys. For the 
longitudinal cohort, the response by staff 
type was similar to the sample of staff that 
responded only to a single survey, but the 
sample that did not respond to either sur-
vey included more physicians. There was also 
some variation by medical center. For exam-
ple, a smaller proportion of the cohort was 
from site D and more was from site E com-
pared with the other samples. The proportion 
of primary care staff in facilities that partici-
pated in the intensive management pilot was 
higher than the proportion in other facilities. 
More women (81.9%) were in the longitudi-
nal cohort compared with 77.4% in the sin-
gle-survey sample and 69.2% in the sample 
that responded to neither survey.

Both surveys were completed by 144 re-
spondents while 442 completed 1 survey and 
645 did not respond to either survey. The co-
hort was predominantly nurses (64.6%); Of 
the PCPs, 25% were physicians. Most staff 
were women (81.9%) and aged > 45 years 
(72.2%). Staff had practiced at their current 
VA clinics for a mean of 7.4 years, and most 
reported being on a fully-staffed primary care 
team (70%).

Multivariate Analyses
In the multivariable regression analyses, we 
found that the primary care staff, which re-
ported being more likely to use intensive 
management teams to help care for high-
risk patients at time 1, reported signifi-

cantly higher satisfaction (0.63 points higher 
on a 5-point scale) and intention to stay  
(0.41 points higher) at VA primary care (both  
P < .05) at time 2, 18 months later (Table 
2). These effect sizes are equivalent to nearly 
two-thirds and half of a standard deviation, 
respectively. Among our control variables, 
years practicing in the VA was significantly 
associated with a lower likelihood of intent to 
stay at the VA. Models account for 28% of the 
variation in satisfaction and 22% of the vari-
ation in retention. The Figure shows the ad-
justed means based on parameters from the 
regression models for job satisfaction and in-
tent to stay at the VA as well as likelihood 
of using an intensive management team for 
high-risk patients. Job satisfaction is nearly  
1 point higher among those who report being 
likely to draw on support from an intensive 
management team to care for high-risk pa-
tients compared with those who reported 
that they were unlikely to use such a team. 
The pattern for intent to stay at the VA, 
while less pronounced, is similar to that for  
satisfaction.

DISCUSSION
Our findings are consistent with our hypoth-
esis that augmenting primary care with high-
risk patient intensive management assistance 

FIGURE Impact of Intensive Management Team Use on 
Job Satisfaction and Intent to Stay at the VA
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would improve primary care staff job satisfac-
tion and retention. Findings also mirror re-
cent qualitative studies, which have found 
that systemic approaches to augment primary 
care of high-risk patients are likely needed to 
maintain well-being.7,19 We found a positive 
relationship between the likelihood of using 
intensive management teams to help care 
for their high-risk patients and reported job 
satisfaction and intent to continue to work 
within VA primary care 18 months later. To 
our knowledge, this study is the first to ex-
amine the potential impact on PCPs and 
nurses of using intensive management teams 
to help care for high-risk patients. 

Our study suggests that this approach has 
the potential to alleviate PCP and nurse stress 
by incorporating intensive management 
teams as an extension of the medical home. 
Even high-functioning medical homes may 
find it challenging to meet the needs of their 
high-risk patients.3,7,8 Time constraints and a 
structured clinic schedule may limit the abil-
ity of medical homes to balance the needs of 
the general panel vs the individual needs of 
high-risk patients who might benefit from in-
tensive services. Limited knowledge and lack 
of training to address the broad array of prob-
lems faced by high-risk patients also makes 
care challenging.2 

Intensive management services often in-
clude interdisciplinary and comprehen-
sive assessments, care coordination, health 
care system navigation, and linkages to so-
cial and home care services.20 Medical 
homes may benefit from these services, es-
pecially resources to support care coordi-
nation and communication with specialists 
and social services in large medical neigh-
borhoods.21 For example, including a social 
worker on the intensive patient care team can 
help primary care staff by focusing special-
ized resources on nonmedical issues, such as 
chronic homelessness, substance use disor-
ders, food insecurity, access to transportation, 
and poverty.18

Limitations
This study is subject to some limitations, in-
cluding those typical of surveys, such as reli-
ance on self-reported data. The longitudinal 
sample we studied had response rates that 
varied by site, participation in the pilot pro-
gram, and gender relative to those who did 

not respond to both surveys; selection bias is 
possible. While we use a longitudinal cohort, 
we cannot attribute causality; it is possible 
that more satisfied staff are more likely to use 
intensive management teams rather than the 
use of intensive management teams contrib-
uting to higher satisfaction. Although each 
study site includes at least 1 type of inten-
sive management resource, we cannot ascer-
tain which intensive management resource 
primary care staff accessed, if any. While our 
sample size for the longitudinal cohort re-
sponders was limited, focusing on our lon-
gitudinal cohort provides more valid and 
reliable estimates than does using 2 cross- 
sectional samples with all responders. In ad-
dition, our models do not completely ex-
plain variation in the outcomes (R2 = 0.28 
and 0.22), although we included major ex-
planatory factors, such as team staffing and 
professional type; other unmeasured factors 
may explain our outcomes. Finally, our pro-
vider sample may not generalize to HCPs in 
non-VA settings.

CONCLUSIONS
Our study expands on the limited data re-
garding the primary care staff experience 
of caring for high-risk patients and the 
potential impact of using interdisciplin-
ary assistance to help care for this pop-
ulation. A strength of this study is the 
longitudinal cohort design that allowed us 
to understand staff receptivity to having 
access to intensive management resources 
to help care for high-risk patients over 
time among the same group of primary 
care staff. Given that an economic anal-
ysis has determined that the addition of 
the pilot intensive management program 
has been cost neutral to the VA, the pos-
sibility of its benefit, as suggested by our 
study findings, would support further im-
plementation and evaluation of intensive 
management teams as a resource for PCPs 
caring for high-risk patients.22 

Understanding the mechanisms by which 
primary care staff benefit most from high-
risk patient assistance, and how to optimize  
communication and coordination between 
primary care staff and intensive management 
teams for high-risk patients might further  
increase primary care satisfaction and  
retention.
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