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ABSTRACT

Background Excessive inpatient administrative tasks can lead to adverse consequences for residents and their patients.
Furthermore, this burden has been linked to depersonalization, a major component of physician burnout.
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Objective To describe the development, implementation, feasibility, acceptability, and early outcomes of Resident Team Assistant
(RTA) programs.

Methods Three large academic medical centers created RTA programs in which administrative assistants are incorporated into
inpatient medical teams. First steps included a needs assessment and driver diagram creation to identify key issues and to solidify
goals. Program directors were assigned, and RTAs were hired, trained, and incorporated into inpatient teams at each institution
(2003, 2016, 2018). Program leadership and institutional stakeholders met regularly to discuss development and quality assurance.
Surveys and direct interviews were performed to evaluate impact and acceptability. Institutional goals in accordance to RTAs tasks
were also investigated.

Results Resident surveys and interviews have shown acceptability with RTAs completing a large percentage of resident
administrative tasks while promoting time spent in direct clinical care and job satisfaction. Hospital-specific improvements have
included increase in referring physician communication rate and decrease in work hour violations. The programs have maintained
high feasibility and sustainability with a relatively low time commitment from leadership and cost for the institutions.

Conclusions The RTA programs at the 3 institutions have continued to be sustained over time with perceived improvements in
administrative task burden and job satisfaction for the residents. They have maintained high acceptability and feasibility in terms
of effort and costs for the hospitals.

Introduction Despite the association of depersonalization with
nonclinical tasks, there have been limited research
and initiatives focused on decreasing the administra-
tive burden at the institution level, which in turn
transform the volume and type of work demanded of
the residents.

As nonclinical tasks continue to require substantial
time and contribute to physician burnout, institutions
and residency programs must find new ways to
support their trainees.®” The implementation of a
Resident Team Assistant (RTA) program allows
residency programs to innovatively address challenges
that their trainees frequently face, including excessive
administrative burdens, time management issues, and

The associated effects of burnout are detrimental, physician burnout. This article describes the develop-

leading to higher levels of job dissatisfaction, negative ™06 implementation, feasibility, acceptability, and
attitudes toward patients, and more medical errors.” early outcomes of RTA programs.

As electronic health records and work hour restric-
tions have become commonplace, time demands for
residents have increased substantially.' With the
need to balance multiple responsibilities, administra-
tive duties often take precedence over time spent in
direct clinical care and educational activities.* This
failure to prioritize direct physician-patient interac-
tions can have detrimental effects not only on
communication with the patients and families but
also on medical care outcomes.’ Furthermore, this
burden of nonclinical tasks has been linked to
depersonalization, a major component of physician
burnout.®

] Methods
DOI: http://dx.doi.org/10.4300/JGME-D-20-00173.1

Editor’s Note: The online version of this article contains the surveys
used in the study, specific results from the 2018 survey, primary care
pediatrician admission notification rate for admitted general
pediatrics patients, and improvement in work hour violations after
implementation of RTA program.

Three large, urban, academic tertiary pediatric
medical centers created RTA programs in which
administrative assistants were incorporated into
inpatient medical teams to optimize patient care and
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Box Resident Team Assistant Task List

Duties of the resident team assistant include (but are not
limited to):

= Participating in patient care rounds while calling bedside
nurse and keeping track of rounding times to promote
timeliness and rounding efficiency.

= Scheduling inpatient tests and procudures as well as post-
discharge appointments.

= Obtaining medical records/test results from emergency
department and referring hospitals.

= Helping notify patients’ primary care providers of their
patients’ admission via phone or institution-specific
messaging system.

= Greeting newly admitted patients and their families upon
arrival to the inpatient floor and providing eduation on
the care model as well as family-centered rounds.

= Working with medical team to expedite pateint dis-
charges (ie, early identification of transportation and
other social work needs).

Helping primary team with preauthorizations, delivery of
scripts/medications.

Assisting with team orientation for medical students and
interns.

= Calling tech support for issues with team computers and
equipment.

promote physician wellness. These programs were
established independently at different times (2003,
2016, 2018), but are collectively discussed in this
article.

The first steps in program development included a
thorough needs assessment performed by direct
observation, peer review, and gap analysis, with
extensive time dedicated to identifying specific ways
RTAs could affect resident efficiency and wellness. A
driver diagram was created to identify key issues and
to solidify program goals (FIGURE). The role was
piloted to clarify tasks and hurdles.

Once program objectives were established, an RTA
program director was assigned for each institution
(residency program director at one hospital, general
pediatrics hospitalist attendings at the others), and
RTAs were hired. Targeted applicants included recent
college graduates looking into matriculating to a
graduate health degree program and hospital clerical
employees with enthusiasm and ability to anticipate
patient and team needs. Job-specific training included
electronic health record training and structured
shadowing with residents and program leaders. Once
established proficiency and competency markers were
met, RTAs were incorporated into inpatient medical
teams to help address nonclinical tasks (Box).

Given the novelty of an RTA program, the
feasibility of creating such a program was closely
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evaluated by residency leadership and institution
stakeholders (eg, hospital operational leaders, divi-
sion chiefs) with the goal to establish a low-cost/-
effort, high-impact program. Its acceptability was
evaluated by annual surveys distributed to the
residents on inpatient services (provided as online
supplemental material). Direct feedback was also
solicited from hospital staff members (eg, nurses, unit
leadership), hospitalized patients and families, and
community pediatricians by telephone and/or in-
person outreach. Institutional goals in accordance to
the RTA tasks were also investigated.

The programs did not meet the criteria for human
subjects’ research based on our hospitals’ institutional
review board policies and were exempt from review.

Results

The RTA programs have generated sustained im-
provements across various measures. A resident-wide
survey distributed at one of the institutions in spring
2018 found that RTAs completed a large percentage
of daily administrative tasks: Nearly 50% of residents
surveyed reported more than 40% of their adminis-
trative tasks being done by RTAs, with one-third
reporting more than 60%. All the residents agreed or
strongly agreed that RTAs allowed for more time in
direct patient care. Nearly all residents agreed or
strongly agreed that the discharge process was more
efficient. All strongly agreed or agreed that RTAs
contributed to higher job satisfaction, with no
residents expressing neutral or negative effects
(FIGURES provided as online supplemental material).

Feedback from other hospital staff members,
patients and families, and referring pediatricians has
also been positive. Many hospitalized families ex-
pressed appreciation for RTA involvement. Primary
care physicians frequently thanked the program for
the more consistent notifications of their patients’
hospitalizations and discharge plans. Primary pedia-
trician communication rates rose from an average of
70% pre-RTA to 88% post-RTA implementation
(FIGURE provided as online supplemental material).
Work hour compliance, based on the rate of 80-hour
work week and 24+6-hour violations, decreased on
the 2006 annual Accreditation Council for Graduate
Medical Education residency surveys compared to
pre-implementation in 2013 (FIGURE provided as
online supplemental material).

Regarding feasibility, the program director position
required considerable time commitment initially (12-16
hours/week) with frequent meetings to discuss develop-
ment and quality assurance. However, the role became
less time intensive following implementation (commit-
ment of around 6-8 hours/week). Furthermore, the
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GLOBAL AIM:

To improve the
quality of care
provided to the
hospitalized
patients and
families by
decreasing the
administrative
task burden of
the inpatient
medical teams

Patient/Family Experience

Family-Centered Rounds

Patient Flow

Referring Pediatrician
Communication

FIGURE
Driver Diagram for Resident Team Assistant Program
Note: Figure edited to encompass all 3 institutions.

Abbreviations: RTA, resident team assistant; PCP, primary care pediatrician.

financial burden on each institution (average of 8-9
RTAs per program making $16-20/hour, 40 hours/
week covering 7 days/week) has been reasonable,
especially when considering the need to potentially hire
other higher-paying positions (eg, case management,
social work) to complete some of the tasks offloaded by
RTAs.

Discussion

The RTA programs continue to be sustained with high
resident, staff, and patient and family acceptability.
They have led to improved administrative burden for
residents, work hour compliance, and communication
with community pediatricians.

Although some institutions have incorporated
individuals to support the inpatient teams with
specific tasks (eg, research assistant, discharge plan-
ner), RTAs can work across interdisciplinary teams in
a cost-effective manner with flexible responsibilities
depending on day-to-day team needs. To the authors’
knowledge, there are no similar roles previously
described in literature.

Initial challenges of implementation included fos-
tering a shared understanding of specific RTA
contributions and their integration into teams. The
residency programs made conscientious efforts to

Primary Drivers | | Secondary Drivers | | Planned Test of Change
* Depersonalization » Assess job satisfaction and
. ¢ Burnout burnout through resident surveys
Resident Wellness 1 * Job satisfaction + Reassign nonclinical tasks to
* Duty hours RTAs
¢ Workload

* Greet and explain inpatient care
model

Provide handout with team
member names and photos

+ Provide satisfaction surveys

* Knowledge of care

model .
« Family satisfaction
* Family engagement

Explain family-centered rounds
Facilitate rounds by tracking
rounding times and notifying

* Total rounding time
* Quality of bedside

teaching ) ) bedside nurse to join
. NUfse, patient/family * Identify barriers to efficient
involvement

rounding

Obtain outside hospital records

« Efficient admissions Update the discharge checklist

* Expedited discharges * Identify early discharges and
address barriers
* Frequency and * Establish standard for PCP
consistency of communication
communication * Train for effective

communication
* Send RTA description to PCPs

* Quality of message

solidify RTA roles and overcome initial suboptimal
utilization. Given the role’s novelty, it was also vital
for RTA responsibilities to be iteratively refined with
input from RTAs and physician partners.

An unexpected outcome has been the positive effect
on the RTAs themselves. Whether the RTA is
interested in matriculating to a graduate health degree
program or is a hospital employee internally promot-
ed to an RTA, the position has allowed for invaluable
clinical exposure and more direct involvement with
residents, patients, and families. The position has
facilitated personal development and individual
growth within and outside the typical pipeline of
medicine.

One limitation to the RTA programs is that they
may not be generalizable to all institutions, particu-
larly smaller non-academic centers. The resident
survey questions were not tested for validity evidence,
so they may not have been interpreted as intended. In
addition, other concurrent interventions underway
may have been responsible in part for improvements
in work hour adherence.

Aligned with the continued growth of the programs
at our institutions, future directions include estab-
lishing an RTA curriculum that further fosters
personal and professional development, generating
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additional quantitative data demonstrating program
benefits, and expanding to other institutions.

Conclusions

The RTA programs implemented to support the
trainees at our 3 institutions have positively impacted
the administrative task burden and job satisfaction of
the residents while maintaining high acceptability
from the hospital staff, patients, families, and
community pediatricians. They have been consider-
ably feasible in terms of costs and effort by the
institutions, a notion supported by their continued
growth within each of the hospitals.
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