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Unidentified Male:	It is a real pleasure to introduce Karin Nelson. This is the second of three award cyberseminars that we have been arranging this year. As Molly mentioned Karin got the award for best research paper for work she will be talking about on Measuring Patient Centered Medical Home at VA. Her nomination created a little bit of a dilemma for us because actually her work was not funded by research. But as we erode the walls between work, our researchers do on research budget and work that they do for our partners, we recognize that we should take credit for building the research team that Steve Finn’s group was able to take advantage of in the coordinating center for the PACT Demonstration Labs. This has been an effort to do a national evaluation of the Patient Centered Medical Home in VA and Karin has really been a part of a team that has produced a number of very important papers looking at the progress of patient medical center home. We are happy to claim some credit for supporting her as a researcher; Karin is a general internist staff physician at the VA Puget Sound Healthcare System and a core investigator of the COIN at VA Puget Sound and has been on the faculty at University of Washington since 2001, Associate Professor in the Department of Medicine. Again, congratulations again to Karin and her team and looking forward to hearing this presentation.  Thank you. 

Molly:		Thank you Dr. Adkins, Karin are you ready to share your screen?

Dr. Karin Nelson:	I am so I am going to go ahead and do that. Are we good?

Molly:		Yes you are set to go. Thank you. 

Dr. Karin Nelson:	Thank you so much for that introduction Dr. Adkins. The title of our paper was The Implementation of the Patient Centered Medical Home in VA and Associations with Patient Satisfaction, Quality of Care, Staff Burnout and Hospital and Emergency Department Use. 

Today I am going to walk you through a little bit about the National Evaluation of the PACT which is what the patient aligned care team acronym is and that is our patient centered medical home at the VA. Give you a little bit of an idea about why we created another measure and then talk about the PACT implementation progress index which is our measure, it is called PI2 and leave some time at the end for question and answer session. Please as we go write in your questions I am happy to talk about them at the end. 

Just a little bit of background about the patient centered medical home. This is a model for primary care that is endorsed by most major primary care groups as a potential mechanism to control costs in the United States Healthcare System. Also, there are thoughts that the PCMH model could improve quality, especially for those with chronic complex conditions as it derives a lot of its conceptual ideas from the chronic care model. PCMH is also _____ [00:03:31] perhaps hopefully decrease burnout and attract doctors to primary care and other providers. To date, the evidence for this model is mixed but more chronic but promising especially for large integrated health systems. 

In terms of the elements of the PCMH model really it focuses on team based care and enhancing access to care, improving care management in terms of increasing coordination and comprehensiveness of care using a systems based approach to improving quality and safety and really emphasize continuity and sustain partnerships with patients. These models are being implemented in a lot of different systems and how they are has differed across all these systems. But all major health plans, federally qualified health centers and the VA have PCMH models. 

In terms of the focus of the PACT implementation really in terms of primary care practice redesign at the VA the areas of focus we are focusing on are team based care, expanding access to care and continuity. Electronic tools were developed including secure messaging to expand access. A lot of work is being done on referral management to specialty care and E-consultations. Another area is population health tools, for example identifying high risk patients in primary care. The initiative had a lot of funding behind it to increase primary care support staff, for example from 2.3 FTEs to 3 full time FTEs for primary care providers in terms of support staff and over a thousand RN case managers have been  hired since 2010. If you are in primary care, you know there has been a lot of training initiatives for PACT for primary care staff. 

This is a diagram of how the VA is envisioning team based care with the patient in the middle and a team of providers caring for this patient. One team is supposed to be a provider, a nurse, a clinical associate and a clerk and a panel is approximately twelve hundred patients. The VA is unique in that our VA team based care model includes integrated behavioral health services and other team members such as clinical pharmacists and social workers and training of course. 

Moly I think you are going to take over from here. 

Molly:		Yes, thank you. For our attendees I am going to put up a poll question now and we would appreciate you responding to that. The question is – if you are part of a PACT team what is your current role? The answer options are – manager or clinic administrator; provider such as an MD or NP; RN care manager, LPN or MA; administrative clerk or I am not currently part of a PACT team. It looks like we have a pretty responsive audience thus far. We have had about seventy percent of our audience respond so for our attendees we do encourage your participation, responses are anonymous and you are not being graded so a reply is much appreciated. Okay it looks like we capped of at about seventy-five percent. At this time I am going to share the results. Karin would you like to talk to those or would you like me to?

Dr. Karin Nelson:	It looks like most people are not PACT team members. Okay this is good to know, thank you for responding. 

Molly:		Thank you. I am going to turn it back over to you now so you will see that pop up once again. We are good. 

Dr. Karin Nelson:	Okay. I am going to give a little bit of background about the PACT implementation at the VA and basically the VA implemented the PCHM model simultaneously across our system of over nine hundred primary care clinics. As you know the VA’s capitated system that funds care for populations of patients and our 22 VISNs and there are over five million primary care patients with over sixteen million primary care encounters annually. There was a significant investment in new staff and training like I mentioned for the PACT initiative. 

There was high expectation for PACT when it was rolled out in 2010 in terms of improving care for better access, more coordinated care and better continuity. Also for increasing satisfaction both on the patient and the staff level, improving health outcomes in terms of healthcare use and potentially lowering costs or being cost neutral. The National Demonstration Lab were created to actually assess how PACT has been implemented and whether these goals have been achieved. 

There are a lot of challenges for the National Evaluation with some potential solutions that were generated by our team here. There were:  no controls for the initiative in that it was implemented in every primary care clinic starting in April, 2010. The things that we have done to get around this problem is use interrupted time series analysis which projects trends for example in healthcare use and then you can look at what the trends would have been without PACT and compare it to what it has been with PACT. Another way we did was trying to look at variation among the sites in the extents of implementation and naturally my paper and that is what I will be talking a lot about today. For some of the key measures there is no baseline so again looking for variations. A lot of the key changes for the PACT imitative were in the team care, we reorganized primary care so now I am a primary care doctor, I have a team and that is different than when I started at the VA in 2001. We developed and fielded a national survey as part of the national evaluation and I will talk a little more about that. 

In terms of measuring implementation, there is also a lot of challenges in the fact that there is really no gold standard for measuring PCMH implementation. The NCQA recognition system is the most commonly used however, this tends to favor health IT which is something that the VA has long investments in so we did not feel like that was a really full recognition system for the VA, also required site visits for nineteen clinic. The VA actually already had many of the features of PCMH in place before the PACT initiative. One of the PCMH features that other systems look at is if patients are assigned to a primary care provider and we already have that. We have a Universal Electronic Medical Record, we have a very well developed performance and quality improvement system; panel management tool for disease registries have been used for many years at the VA. There are also National programs for care coordination such as CCHT and home based primary care. Again we are unique in that we have integrated mental health services. 

The objective of the paper that I am presenting today is really to create an index that measures the extent of PCMH implementation in the VA. We needed to utilize existing patient, provider and administrative data and we really tried to reflect based on literature review process and attributes of care that are essential to be effective in primary care. We wanted to describe the variation in implementation across the clinic sites and then look at the relationship between this implementation index and the key associations with what we were trying to see differed by site which included patient satisfaction, staff burnout, clinical quality and then health care use. 

Our study design and data sources we did an observational cohort study using data from 2012.  Our data sources included patient surveys, PACT primary care personnel survey and the corporate data warehouse. I will review each of these data sources separately. 

In terms of the patient surveys, we used something called the CAHPS-PCMH which is the Consumer Assessment of Health Plans-Patient Centered Medical Home Module. This is the previously validated patient. The scales have acceptable psychometric properties and the scales are access; comprehensiveness; self-management support; patient-centered care and communication; and shared decision making. The data we used was collected between June and September of 2012 on over seventy-five thousand Veterans. 
 
In terms of the PACT personnel surveys this was developed for the national PACT evaluation. Data was collected between May and June of 2012. The target population for the survey was all VA primary care personnel – included the four occupations in the PACT teams over five thousand primary care staff responded for a twenty-two percent response rate. The topic areas included: delegation, staffing and team functioning. 

The corporate data warehouse has administrative and clinical data. We use this for demographics, clinical characteristtics and health services use, again from fiscal year 2012. We have data on all patients who are enrolled in primary care and assigned to a primary care provider; this is over 5.6 million Veterans. We also calculated comorbidity score using Elixhauser for all the Veterans in the sample. 

In terms of how we came up with our index, we mapped our data items to the PCMH model against the goals of PACT. This table shows in the first row the PACT goals which included accessible, continuous and coordinated care. Again, focuses on team based care and then patient centered care. The Domains within each of these goals include access, continuity of care, coordination. Team based care is a single domain and we have comprehensiveness, self-management support, patient centered care and shared decision making. We have these sources of data for each of the domains. In terms of the access, continuity and coordination, this includes data from both patient surveys and the corporate data warehouse. The team based care domain comes from the provider survey and patient centered care comes from the patient surveys. So we ended up with a total of fifty-three items in our index. 

Next, I will give you some examples of each of the questions and variables that we used for these domains. 

In terms of access, continuity and care coordination, access had eleven items, here are two examples. Patients were asked how often do you get an appointment as soon as you need it. From the corporate data warehouse items are italicized on this chart so this is enhanced access a proportion of telephone clinics. For continuity of care there was three items including questions to patients as to how long you have been going to this provider. We also looked in the corporate data warehouse to see the proportion of visits to assigned primary care provider or the continuity. Care coordination had seven items including questions to patients about did the provider keep you informed and up to date about the care you got from specialists. We also included data from the corporate data warehouse on percentage of patients contacted two days after hospital discharge and there were five other items here. 

In terms of the patient centered care domain these were all from the fourteen items from the CAPHS-PCMH survey. You can see the domains are listed here with some example items. Basically in terms of comprehensiveness, self-management support, patient centered care and shared decision making patients are asked about these domains. 

In terms of the team based care domains there were eighteen items from the provider surveys dealing with the areas of delegation, team functioning and staffing. Example items for delegation were just try to determine how much providers were relying on care managers to do certain tasks. We also wanted to know about time spent in team huddles and then how people perceive staffing I their clinic group. 

In order to construct the PACT Implementation Progress Implementation Data, we derived composite scores; we constructed them for the eight core PACT domains. Basically we took standardized values for each variable and they were standardized using the National Mean and Standard Deviations. So that gives us these scores for each of the PACT domain scores. We then generated I should say clinic level rankings for each domain where we used the top and bottom quartiles for cutoffs. 

A score was calculated for each clinic by the number of domains in the top quartiles subtracting the number of domains in the bottom quartile. Each clinic site was given a score from +8 to -8 and this chart shows the number of sites by 2012 overall PI2 scores. You can see that there were eighty-seven sites in the low scoring PI2 scores and seventy-seven in the high. 

In subsequent years what we have done is used the 2012 values as a benchmark so we standardized items for example for 2013 using 2012 means and standard deviations and then we categorized the domain scores again by the 2010 quartiles. This method makes 2012 and 2013 scores comparable. 

In order to understand if we were able to differentiate sites by our index we looked at key associations that we felt were the most important these included patient satisfaction. This question is from the CAHPS and is rating of the provider using a number from zero to ten, zero is the worst and ten is the highest, what number would you rate your provider. We also had information from 2012 on the overall healthcare ratings from SHEP from a different sample so we used that to test convergent validity. 

Another key association we felt was staff burnout and in 2012 we have a few different items to measure staff burnout, one of which being the Maslach Burnout Inventory Emotional Exhaustion Subscale which basically gives you a score from zero to six and if you are over 2.2 you are considered to be burnt out. We also have a single item burnout measure which says overall based on your definition of burnout how would you rate your level of burnout and there are five response options. People are considered burnt out if they said “I am definitely burning out and have one or more symptoms of burnout, such as physical or emotional exhaustion.”

PACT healthcare also use important associations. So we looked at all-cause hospitalizations, emergency department and urgent care visits and then ambulatory care sensitive condition hospitalizations, (ACSC). These are thought to be avoidable hospitalizations through the provision of effective primary care. They are based on AHRQ Prevention Quality Indicators that use standardized protocols using ICD-9 diagnosis and CPT codes from inpatient VA records. 

The last key association is of course clinical quality and we look at each clinic percentage of patients meeting forty-eight clinical quality indicators. These are the EPRP measures that deal with chronic disease management, behavioral health screening and preventive services. EPRP oversamples of prevalent chronic conditions such as diabetes. The EPRP audit program is a manual abstraction of electronic health records and it has a high inter-rater reliability and is done by an outside vendor. They sample Veterans who have used care in the past two years of at least one primary care visit. 

In terms of our analysis, we tested the internal consistency reliability using Cronbach’s alpha likert scale. We used non-parametric test of trends for differences in patient satisfaction, staff burnout and clinical quality. Then we have a random fixed effects model to account for all forty-eight clinical quality measures. 

Again used the test to transfer emergency and total hospitalization by level of PI2 adjusting for age, CBOC and comorbidity. The interrupted time series models were used for inventory care sensitive hospitalizations and all cause hospitalizations looking at rates from 2003 to 2012. We stratified these analysis by age greater or less than sixty-five and looked at the different scenarios in the observed rate of admissions and the projected rate of admissions that would have occurred had PACT no been implemented. 

We went over these results. In terms of site characteristics the higher scoring sites compared to the lower scoring sites really the main thing we noticed was that more effective implementation sites, which is the second column had fewer number of patients so smaller clinics. Otherwise like difference in terms of age, but comorbidity and female gender were not specifically different. 

We did notice that sites with a higher PI2 scores had higher patient satisfactions. Here we have broken down said scores into five categories so the high to the low. This is the number of clinics in each year so we have data from 2012 and 2013 at this point. But 2012 data was published in the JAMA Internal Medicine paper. Really what we notice is in terms of patient satisfaction the clinic with the high PI2 scores had much higher patient satisfaction. Again, this is the question on a scale of zero to ten with ten being the best. You can see the difference, here is 9.3 to 7.5. A similar trend is noted in 2013. This is the trend for overall healthcare ratings from the SHEP. We have this for 2012 and you can see there is a spread here as well, not quite as big as here from 8.6 to 7.8. 

We noted that sites with higher PI2  scores have lower staff burnout. Again the first column is the score, second and third columns are the number of clinics in each year and this is our single item burnout measure. So this is the percentage of the staff who are burnt out by that single item question. You can see in 2012 it was pretty similar to our site, in 2013 there seems to be more of a spread between the higher sites having less burnout, thirty-four percent versus forty-four percent. Overall high rates, over the national studies. In 2012, we do have the Maslach Burnout Inventory and there was a spread here where the higher PI2 sites had lower burnout as measured by this MBI. 

These are the clinical quality indicators. There are some examples from 2012, this was basically the percentage of Veterans who met the quality criteria and there are forty-eight of these. I just picked out four as examples. For example this is a patient with hypertension, do they have controlled blood pressure. You can see the PI2 clinic is eighty percent of those patients have controlled blood pressure compared to seventy-six percent of the lower PI2 clinics. The difference is about four percent. 

The next slide shows all of these clinical quality indicators: congestive heart failure; diabetes; hypertension; ischemic heart disease; mental health screening; obesity; immunizations; cancer and tobacco. Then this is the different percentage of patients who use these quality criteria between the high and the low sites. What we noted in 2012 is that nineteen of the forty-eight quality indicators were higher at high PI2 sites compared to the low ones in 2012. In 2013 it was seventeen out of forty-eight. In a random effects model significant increase in average outcomes for facilities with higher PI2 scores as compared to facilities with lower. 

These are our healthcare use data. This is the cross-sectional data again, the scores here and the number of clinics. This is the number of emergency department encounters per thousand patients and this is in 2012 so you can see the higher scoring clinics have lower emergency and urgent care use compared to the low scoring clinics. Not so much of a trend in 2013. In terms of a cross-sectional overall hospitalization, numbers did not differ by implementation index. 

This is just one example of an interrupted time series analysis and basically you can see here we have data going back to 2003 up to 2012. This is trends in hospitalization for ambulatory care sensitive admissions for Veterans under age sixty-five. This is an example of one of the time series that we looked at. This is the observed hospitalization for the top sites is the orange line. The observed hospitalizations for the bottom sites are the blue line. You can see after PACT it does appear that the high sites have a lower ambulatory care sensitive hospitalization rates. When you look at the actual number it is 3.3 per thousand patients. That is small number but it does appear to be different. When we look at these over time however, the sites with the higher PI2 scores did have lower rates in 2012, but it appeared to increase in 2013. This was the same for patients over sixty-five years of age. In terms of overall hospitalization we noted a very small decrease in the higher PI2 scores sites, again with an increase in 2013 data. 

We are starting to look at change over time, so we have 2012 and 2013 data and this slide shows the items that we have that have the greatest theme from 2012 to 2013. The top items changing the most is in terms of access since percentage of patients using secure messaging went from a very small 3.5% to 6.6% in 2013. You can see it is a large change. Otherwise the other important change was team based care in terms of what people are perceiving in terms of staffing in their clinic and staff with 3.0 ratio is the desired ratio of support staff to one provider. The perception went from that of a fully staffed team went from sixty-one percent and then these are smaller increases here. This is the percentage of high risk patients enrolled in CCHT, which is called telemonitoring you see a slight increase and then telephone encounters have also increased. Degree of delegation we see that people are reporting they are delegating more to their nurse care managers. Most of the items have increased between 2012 and 2013. 

These are the items with the greatest decline and basically I think that these are very small changes  so they have not really changed that much but these are the only ones that we see that have decreased. In terms of decrease in same day appointments, delegations, completing forms, slight decrease in coordination around specialty appointments and access as in did you get your question answered on the same day and a little decrease in the shared decision making question. 

There are a lot of limitations to our study. We have several domain scores that rely on self-reports. Our primary care personnel survey had a very low response rate. I think our results are only applied to large integrated health systems that have electronic records and already have a robust quality improvement system so you can look at all the clinical quality indicators. We did most cross-sectional analyses, we are starting to do some looking at change over time at this point but the current data is cross-sectional. In addition, Medicare data was not included in our healthcare use again that is planned in the future. 

In conclusion, we found that higher implementation clinics as measured by our PI2 had higher patient satisfaction; lower staff burnout; a higher proportion of Veterans who met criteria on multiple measures of quality. We noticed initially modestly lower rates of hospital admissions for ACSC, which seems to have increased in the second year. We do note that our measure is different in that we include patient report and we feel like this may be an important feature of measuring PCMH and should be considered by other healthcare facilities. 

I would like to acknowledge our partners in primary care. And Steve Finn who is the Director of the PACT Demonstration Lab Initiative, the investigators who worked on this study and Idamay Curtis who is our administrative director and all the analysts who did the heavy lifting for doing all the data analysis on the subject. I would be happy to take any questions at this point. 

Molly:		Thank you so much Dr. Nelson. You can just go ahead and leave that slide up if you do not mind. For those of you who joined us after the top of the hour to submit your question or comment just use the question section that is located in your Go to Webinar dashboard. To expand that you can click the plus sign next to the word questions and type in your question or comment and we will get to in the order it is received. The first question we have is – is PCMH different from PCMM data?

Dr. Karin Nelson:	So PCMH is patient centered medical home; PCMM is the software used to identify patients in primary care yes there are differences there. Is that the question?

Molly:		Yes, that was the question. They are more than welcome to write in for further clarification if they like. 

Dr. Karin Nelson:	If they want more clarification on that. 

Molly:		Excellent. The next question we have, for interrupted time series analysis of ACSCs was the increase in 2013 in reference to the predicted values for 2012 or were they separate analyses.

Dr. Karin Nelson:	They were in reference to the 2012 data if I am understanding the question correctly. 

Molly:		Thank you. The next question we have – do you think clinics that were already providing high quality care did a better job of implementing the PACT imitative? Or do you think that the PACT initiative led to improvements in quality of care?

Dr. Karin Nelson:	That is the two million dollar question I think. Part of the reason that we did the implementation index is to try to differentiate clinics. Unfortunately, we do not have a lot of tree PACT implementation data. I will say that we are doing some analyses looking at changes in EPRP over time pre and post PACT, this is Dr. Amy Rosalind who is doing this to try to get at the question of are some clinics just better even before we started the PACT Initiative. But that is a good question and it is something that part of the reason we try to do this project is to try to differentiate clinics, the highly effective ones versus the not so effective clinics. It is possible that there are some clinics that are just overall doing better to begin with definitely. 

Molly:		Thank you for that reply. The next question – do you actually look, I am sorry, do you actually look at staff turn working in the PACT model especially as related to RN and provider turnover? I think it meant to read – do you actually look at staff turnover working in the PACT model especially as related to RN and providers?

Dr. Karin Nelson:	So we have looked at that Philip Sylling one of our analysts has written a paper in medical care on turnover and basically showed there was a slight increase in turnover among providers following PACT, very small. I would be happy to provide that reference to the questioner. 

Molly:		Thank you. While we are on that topic, would it be alright if I tell people your email address for future contact?

Dr. Karin Nelson:	Absolutely. 

Molly:		So it is Karin.nelson@va.gov and she can be found in the Outlook email address book. Thank you. Thank you Dr. Nelson for making yourself available after the fact. The next question – were site level measures stable over the course of the two years? Or could be a typo – where site levels measures stabled over the course of two years?

Dr. Karin Nelson:	I am not sure I know the answer to that. We are doing some analysis looking at change in the domain scores and there is a certain percentage of sites that are staying within the same score. And then I mean off the top of my head I cannot give you exact numbers. But I want to say thirty percent of sites have changed either for the better or changing for the worse but that is definitely analysis that we are working on currently is to figure out does the stuff stay stable over time or hopefully improve. That is a little bit of what I showed at the end with the items that are improving or staying the same or decreasing. 

Molly:		Thank you. The next question – were there differences between CBOCs and VAMC? And for anybody not from the VA that is Community Based Outpatient Clinics versus VA Medical Centers. 

Dr. Karin Nelson:	In the site characteristics, we did not notice that CBOCs and VAMCs were different in terms of their PI2 implementation scores. We did notice that clinics with fewer patients had more effective implementation scores. 

Molly:		Thank you for that reply. We do have a little bit more time for questions so if anybody would like to write in their question or comment now, we do still have some time for it. That was the last pending one at this time. 

Dr. Karin Nelson:	Okay. 

Molly:		People are still writing in asking if they can reach out to you after this by email.

Dr. Karin Nelson:	Absolutely. 

Molly:		Excellent, thank you very much we appreciate it. Here we go – were PACTs at liberty to constrain the size of their patient’s panel? What explains the panel size of lower performing PACTs almost double the size of high performing PACTs?

Dr. Karin Nelson:	That number I think they are referring to the number of patients per clinic. That is not the panel size, that number is the actual patient in the clinic. My understanding of how panel sizes are determined is a national goal for panel sizes. There was no differences there, it was in the actual number of patients per clinic. 

Molly:		Thank you for that reply. Which measures do you anticipate continuing to change the most with greater follow up?

Dr. Karin Nelson:	That is a really good question. Some of the patient reported measures are fairly high already so there is going to be a level at which you cannot improve a high score. I think that secure messaging is the one that we are seeing the most change on because it was started at very low rates and probably the telephone clinics as clinics tend to implement giving providers blocked off time for telephone clinics that is happening in my clinic for exampling I think that will increase. Those are the ones, I think the ones we have seen increasing are probably the ones we are going to see in the future. The patient reported ones the lower ones are access to care at night is probably the lowest scoring one and that might change with initiatives that are surrounding after hours care. I know that is a push in primary care at this point. 

Molly:		Thank you for that reply. This next question forgive me for not knowing what the acronym is but the PRO is a one question. What was the number of responses back from patient relative to patients that were included in this study? 

Dr. Karin Nelson:	I am not sure I know. 

Molly:		The PRO is one question, P-R-O. 

Dr. Karin Nelson:	I do not know. I wonder if that is the response rate for the PCMH module. Could that person email me with their question and I would be happy to get back to them. 

Molly:		Not a problem at all that is a great suggestion. For the next question – what do you know about cost effectiveness of PACT as implemented?

Dr. Karin Nelson:	Paul Hebert has written a paper that I have referred to in the talk is has been published in Health Affairs in 2014 looking at the return on investments for the PACT Initiative and I would be happy to send that out. It is not really cost effectiveness it is looking at did we save any money or is it cost neutral. It is a slightly different question than that, but basically there was a small investment compared to what was the return on investment and I would be happy to give that paper to others but it was not really cost effectiveness. 

Molly:		Thank you, we appreciate that reply. Again that does seem to be the final question at this time, do you have any concluding comments you would like to make.

Dr. Karin Nelson:	No just thank you everybody for logging in and listening I appreciate it. 

Molly:		Excellent. I want to thank Dr. Adkins again for making himself available. David do you have any last minute comments you would like to make?

Dr. David Adkins:	No, again just congratulations to Karin and her team for really important work and I am sure this is not the last we will be hearing from the PACT evaluation. Thank you again for presenting this important work. 

Molly:		Great, I too would like to echo my thanks to you Dr. Nelson for presenting for us and lending your expertise to the field. It was a wonderful presentation. Thank you of course to our audience for joining us. As you exit the session you will see a feedback survey pop up on your screen, please do take just a moment to answer those questions, we really do look closely at your replies and we appreciate any feedback you can provide us. Once again thank you to everyone and congratulations Karin on your prestigious award. This does conclude today’s HSR&D Cyberseminar presentation. Have a wonderful day everyone. 
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