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Moderator:	OK everyone, welcome to VIReC partnered research cyber seminar series. Thank you to Cider for providing the technical and promotional support for this series. Today is the first partnered research cyber seminar for FY 2017. Presentations in this series focus on VA data use in quality improvement and operations research partnerships. This includes query projects and partner evaluation initiatives relating to data resources.

The slideshows are scheduled for the fiscal year. Sessions are typically held on the third Tuesday of every month at 12 p.m. eastern. You can find more information about this series and other VIReC cyber seminar series on our education page. Today’s presentation is on a partnered evaluation initiative on evaluating patient centered care.

The presentation is titled Evaluating the Whole Health Approach to Care: A Whole Methods Approach. Our speakers are Dr. Gemmae Fix and Donald Miller. Gemmae is an applied medical anthropologist and research health scientist with the Center for Healthcare Organization and Implementation Research. She is also research assistant professor at Boston University School of Public Health.

Dr. Fix uses ethnographic methods including qualitative interviewing and direct observation to understand patient needs. She has worked on studies examining HIV care and patient centric care initiatives.

Our second presenter is Donald Miller, who is a health services researcher also with the Center for Healthcare Organization and Implementation Research. He is an associate professor at the Boston University School of Public Health. Before I turn it over to our presenters, a quick reminder just reiterating what Heidi said, please type in any questions you have in the chat box. I will present them to the speakers at the end of the session.

Now I am pleased to welcome today’s first speaker, Dr. Gemmae Fix.

Gemmae Fix:	Great, thank you. Can you hear me?

Moderator:	Yes, you're coming in loud and clear.

Gemmae Fix:	Great, thank you. We are going to be presenting some work that we’ve done evaluating the whole health approach to care and in particular today, we’re going to talk about our methodological approach which we’re calling whole method. So this is Gemmae Fix and of course here is our acknowledgement. I’m joined by Donald Miller and I also wanted to start off by acknowledging this really amazing team that we assembled to do this work and in particular, I would like to acknowledge Errol Baker who worked on the survey team and unfortunately passed away last spring. So I’d like to dedicate this presentation today to him.

Here’s the first poll question. Do you guys take back over for these?

Moderator:	I’m just putting it up on the screen now. If you can read through the question and the responses and I will keep an eye on the backend here.

Gemmae Fix:	OK, so the first one is about you, audience members, and if you could answer that I am interested in VA data primarily due to my role as a research investigator, a data manager, a project coordinator, a program specialist or analyst or other. If you could please specify, that will kind of help us know who is listening.

Moderator:	If you can specify your other in the question screen, we can go through those as we’re running through the results here. It looks like responses are slowing down, I’ll give everyone just a few more moments before we close the poll out and go through what we’re seeing.

OK, and what we are seeing is 36 percent research investigator, 7 percent data manager, 13 percent project coordinator, 23 percent program specialist or analyst and 21 percent other and we have not received any comments in there, but thank you everyone for participating in that first poll.

Gemmae Fix:	The next question has to do with your familiarity of qualitative or mixed-methods study design. None, basic familiarity, you’ve worked on mixed-methods/qualitative studies or you’ve designed mixed-methods/qualitative studies.

Moderator:	Again, I’ll give everyone just a few more moments to respond here and we’ll close the poll out to go through the responses. It looks like we’ve slowed down and what we are seeing is 16 percent of the audience say that they have no familiarity, 34 percent is basic familiarity, 22 percent have worked on mixed-methods or qualitative studies and 27 percent have designed mixed-methods or qualitative studies. Thank you everyone.

Gemmae Fix:	Again, a very diverse audience. Then the third one, we’re asking you which of the following best characterizes partnered work. So the first one is that it is operations driven, here the operations partner outlines the goals and tasks and then a research team answers specific questions for operations. Bi-directional, it is an iterative process of sharing information to establish evaluation strategies where the research team works closely with operations to understand the context of a program and the operational goals.

The third option is research driven, where the research team independently evaluates the operational program and provides results to operations.

Moderator:	Now that we’ve heard what the options are, I’ll give everyone just a few more moments to digest before we close the poll out and go through the results. If you did respond before you listened to Gemmae’s additional information, you can change your answers so don’t feel like you're locked in if you no longer agree with what you initially put. You can change that.

OK, we’re going to close that out and what we are seeing is 14 percent saying operations driven, 66 percent bi-directional and 21 percent research driven. Thank you everyone.

Gemmae Fix:	This is actually I think really driving part of what we’re talking about today. Today what we’re going to be talking about is we would like to give a brief orientation to our evaluating patient-centered care work, evaluating the patient-centered care and cultural transformation, patient-centered care initiatives. We will describe our rapid mixed-method approach to evaluating implementation and outcomes of personal health planning. We’d also like to share some lessons about evaluating dynamic programs and partnership with operations.

First, I just want to start out by describing what patient-centered care is. According to the Institute of Medicine, it is care that is respectful of, and responsive to, individual patient preferences, needs and values. It insures that patient values guide all clinical decisions. There's a small, but growing evidence base for this and healthcare systems are implementing patient-centered care programs. However, this requires a cultural shift in care practices.

I’d like to introduce the two partners who I’ll talk about. The first is the Office of Patient-Centered Care and Cultural Transformation. They’re charged with transforming VA to a whole health model of care. Their mission is focused on transforming VA to a system that provides personalized, proactive, patient-driven care. They’re implementing several patient-centered care initiatives including one that we’ll talk about which is changing the conversation from what matters with you to what matters to you.

My group is the Center for Evaluating Patient-Centered Care Partnered Evaluation Center. We’ve been partnered with the Office of Patient-Centered Care and Cultural Transformation since 2013. Our full title is the Evaluating Patient-Centered Care Initiatives in VA: Patient, Provider, Technology and Organizational Perspectives. We’ve been evaluating a wide range of patient-centered care initiatives including implementation, organizational and patient perception and today I’m going to talk about our evaluation of personal health planning, which is a cornerstone of the Office of Patient-Centered Care and Cultural Transformation efforts to “change the conversation” from a disease focus to a whole health approach.

You’ll note we talked a little bit about whole methods. This is a little more than mixed-methods and for those of you that are unfamiliar, mixed-method is taking both quantitative data, which is heavily numbers based, and qualitative data which we often think of as doing interviews and talking to people, and having both of those in a study. What we want to say in this today is this is more than just having the qualitative and quantitative data. We use multiple sources so qualitative including interviews, observations of clinical encounters and care, case study approach as well as quantitative survey and database, and that these data were interrelated and complimentary and that we used an iterative, integrative approach between the qualitative and quantitative methods, which we’re going to talk about.

The other thing I want to talk about is this what is a partner. For our center, a partner really happened at three different levels and we’ll talk about this more as we move forward. It happened at the administrative level so between the Office of Patient-Centered Care and our Evaluating Patient-Centered Care both at the leadership levels, but also our specific research team worked with the Office of Patient-Centered Care, has FIT partners which are field implementation teams and they are spread throughout the country and work locally to help medical centers and groups with their patient-centered care efforts.

We also did work at the site level between our research team and the study sites and finally we partnered at the team level between our qualitative research team and a quantitative research team, which again we’re going to talk more about as we go through.

The final thing I want to introduce is this whole health, so this is how Office of Patient-Centered Care has really been working on this whole health partnership which is this new model of how care provided. You’ll notice at the center, a key piece of this is personal health planning. So personal health planning is one of VA’s patient-centered care initiatives. It is the collaborative development of the health plan where the patient identifies the health goal based on their likes, values and preferences and this is done through a series of questions designed to identify what really matters to the patient.

Like I said earlier, there's a growing evidence base surrounding this. The Office of Patient-Centered Care developed the personal health planning tool called the MyStory: Personal Healthy Inventory. You can see here the first three questions are what really matters to you in your life, what brings you a sense of joy and happiness, what is your vision of your best possible health. Then you’ll notice this circle on the side, it has different domains and for example, the one at the 12:00 position is working the body. Here, the patients are kind of walked through each of these where working the body is your energy and flexibility.

Movement and physical activity is like walking, dancing, gardening. Patients are asked to rank both their current state on a scale of one to 10 and then their desired state of where they’d like to be. For this tool, it’s the goal of the Office of Patient-Centered Care and Cultural Transformation to know what the impact of this personal health planning was on veterans. Its important to note that this a natural experiment, so what this means is that it wasn’t a prescriptive rollout of an evidence based program, or perhaps those of us with research background, we might talk about for example like a hybrid one implementation study.

This is not what we did. Sites were given a lot of latitude on what and how they implemented personal health planning. Our evaluations team came in later to kind of learn what was happening. Our team wanted to learn how personal planning was being implemented, kind of across VA, what was being done in particular, what patients’ experiences of this personal health planning program were and what were the patient reported and clinical outcomes.

Then we can translate this into our study objectives which were to understand what personal health planning looked like in practice, both how it was implemented in a range of sites and then how it was done in depth. This is our qualitative study, and then for our quantitative work, we examined patient experiences of personal health planning and described clinical outcomes associated with exposure to personal health planning.

Here our study design is divided into the qualitative evaluation and the quantitative. We’re going to talk a little bit about both of those. Again, this is Gemmae. I’m going to talk about the first two and then I’ll turn it over to my colleague Donald. 

For the qualitative work, I’m going to revisit this idea of what a partner is. At the administrative level, we worked with the Office of Patient-Centered Care to develop the study design and scope and then we also, the Office of Patient-Centered Care, I told you they have these field implementation team partners. Our qualitative research team worked with them to come up with possible study sites. I’ll talk more about this in just a second where we laid out, I think it’s on the next slide. 

We told them we wanted to understand how personal health planning was implemented at a range of sites and said we would like to speak with 10 diverse sites. We told them that we would like the sites to differ in size, geographic location, and program history. Some of these sites had been working, had a long history of working with the Office of Patient-Centered Care on rolling out personal health planning while some of them were very new to this initiative.

What our qualitative team did was we did the telephone interviews with the leads at each of these sites and the field implementation team members were instrumental in this. Once we worked with them to identify what these sites would be, they facilitated that contact by sending emails and introducing us and then the qualitative evaluation team took over and did the interviews with them.

From those 10 sites, we identified two sites where we did a more in-depth examination and importantly, we wanted to focus on sites based on the extent of their personal health planning program, their use of innovative practices and the potential to be spread. One important note here is that these two sites, which we’ll talk about later, we wanted to do surveys with patients at those sites, so for example, they needed to be big enough that there were enough patients that we could actually send out the surveys to.

At these two sites, we did site visits, interviews, observation and document review. For the analysis, for those not familiar with qualitative research, these are pretty common approaches. One is the grounded thematic approach where we really looked at the data and tried to see what was going on within it, and we also used an a priori coding strategy which means that we kind of had ideas about how personal health planning should work and we were very familiar with theories of how, of what patient-centered care should look like in practice and looked at the data to see if those were evident.

Again, there's a lot going on in this slide. I just want to point out that these are the 10 sites that differed by where they were, where specifically the personal health planning was implemented, which patients they focused on and which staff. We selected two of these sites, sites four and site 10 to do the further evaluation. This is the very brief overview of our phase I findings where this was happening in primary care, mental health, the pain clinic or during shared medical appointments.

Some clinics focused on all patients while others only focused on patients that had non-acute appointments. Yet others only selected patients with a particular diagnosis, such as hypertension, serious mental illness or chronic pain. The staff responsible also differed, so at some of the sites, there was just one or two people while at others, it was the entire, for example PAC team, while still others there was the health coach, which I’ll talk a little more about that role for those that are unfamiliar. We also saw some sites where it was just, for example, an MD and a nurse that were working on this.

Now I’m going to move into the second part of the qualitative. Site four was a community based outpatient clinic in the pacific northwest. It had very strong support from the medical director who I’ll note had actually participated in some of the Office of Patient-Centered Care training on this initiative. There were also two leads from the main facility that worked closely with the site. 

They called their program the “Life Goals” program. It was distributed by clerks and then the clinicians and ancillary staff discussed throughout the appointment. Site 10 was a large, urban medical center located in the Midwest. They had regional support for the program and it was tightly aligned with ongoing initiative. In this program, clinicians or ancillary staff would refer patients to a health coach who worked with the patient. 

This health coach in particular had a background in psychology, was a veteran and also had training such as in motivational interviewing. This health coach developed the personal health plan with patients and then provided ongoing support.

Now I’m going to walk through the findings from this data. Starting with the facility level foundation, that needed to be supportive of personal health planning, developing a clinic culture that was supportive and then focusing on the patient provider interaction. At the facility level, we found that leadership support needed to happen at all levels. Like I just talked about at one of the sites, even the medical center director had participated in some of the Office of Patient-Centered Care programs around this.

It was important to focus on quality over quantity and what I mean by that is it’s better to do, for example, 10 really good personal health plans then trying to get through hundreds of them. The final one is the personal health plan information should be documented and communicated. An example of this was at site 10, the personal health plan was in the electronic medical record. Here, the clinical application coordinator was enlisted to develop an electronic template in the medical record that the entire facility had access to the patient’s personal health plan.

The next level was at the clinic. It was important to involve providers in the implementation process. What I mean by this is several of the sites would kind of pilot just with one or two providers, get feedback on that and then tailor the program before rolling out, for example, to the whole clinic. It’s important to engage all primary care providers in personal health planning to train team members responsible for actually doing the personal health plan and then the final one is to raise awareness across ancillary staff. Again, I’ll give an example on this one.

At site 10, the ancillary staff, so that’s the dieticians, social work, pharmacy, behavioral health, we found unfortunately that they were largely unaware of the personal health plans. Instead, they developed their own care plans in accordance with their own scope of practice. These care plans were not informed by, or even congruent with, personal health plans. We spoke with a dietician who characterized his role by saying “my plan has more to do with the goals that we, the providers, actually set for the patients. We make sure that they’re on board with it. I mean, I’m never going to tell a patient, you know, you need to do this. Without them, you know, acquiescing to actually do it.”

For those of you that are familiar with patient-centered care, this is a very un-patient centered thing to say, particularly in light of what this plan is supposed to be doing. You can just imagine if there's a patient that’s done a personal health plan, but then is referred to a dietician, where all of that hard work goes away because the dietitian has his own idea about what the patient should be doing.

The next level is at the level of the patient and provider interaction. Here it’s important to orient the patient which I’ll give an example of in just a second. Engage patients in conversations about their priorities, collaborate between primary care and ancillary staff and then identify meaningful goals with actionable plans. On this first one, orienting the patient, at site four, at the beginning of the appointment, the clerk would introduce the personal health plan and explain that it is a different way of providing healthcare.

He said “personal health planning really helps put you in the driver’s seat of your healthcare. For a long time, the VA has been the driver of that bus and that’s really not where we should be.” So the clerk would say this for their appointment, before kind of launching into what this personal health planning was. At the end of the appointment, the clerk would check the patient out and ask if the patient had questions or issues that the patient had not had the opportunity to ask during the appointment.

I’m going to give one other example at this level and this has to do with identifying meaningful goals with actionable plans. With this example at site 10, there was a patient who had made an appointment to do a personal health plan that he wanted to focus on quitting smoking. However, just the day before, he’d had an emergency appointment for high blood glucose and actually, it’s interesting. When I interviewed the patient later about this, he characterized that there was something wrong with his glucose meter.

When the appointment started, the nurse framed the appointment and said today, despite what happened yesterday, today we’re going to talk about smoking cessation. The health coach and the nurse asked the patient about his daily life not smoking. So they asked him where he lived, where he worked, really kind of trying to understand his daily life. They talked more about his daily life marked by when and where the patient smoked.

Again, his goal was to quit smoking. The plan was collaboratively, they decided to reduce smoking during work breaks because that’s the time that the patient said was really hard for him, because that was the only breaks that he got and that he could go out and smoke, he would get a break. The health coach and nurse then suggested certain strategies. For example, they suggested that he use a cinnamon stick instead of a cigarette.

The patient then connected the cinnamon stick to his diabetes management and there were certain times during that encounter where the patient brought up his diabetes, for example, when they were asking about the patient’s family. He then began to talk about some issues that his mother and brother had and that allowed them to have a conversation about the diabetes, started by, directed by the patient.

From that qualitative work, we made five recommendations for implementing personal health planning. It’s to develop a local vision, including facility level strategic planning and self-reflection, define roles and communication practices across the team, create an infrastructure to support the personal health planning process built on existing processes and attentive to patient flow, conduct iterative rounds of piloting to incorporate staff, provider and patient needs, and finally, to foster an organizational climate that supports personal health planning such as identifying and supporting patient centered care champions.

Just one more thing, I’m going to revisit this idea of partner before handing it over to my partner Donald. At the site level, the EPCC qualitative research team and the study site, we worked with the two sites. We worked closely with them to help figure out who the comparison sites would be, so remember these sites were doing personal health planning and we wanted to send out a survey. They helped us think about other sites that had not really started doing personal health planning yet.

At the team level, we had biweekly meetings where the qualitative team helped the survey team to develop, refine and review the survey and site selection.

Donald Miller:		Thank you Gemmae. This is the quantitative part and before I begin, I’d like to again acknowledge Errol Baker who was central in setting this up. He was a statistician and he’s missed.

For this, this part of it was assessing veteran perceptions and experiences with personal health planning and evaluating impacts on outcomes. A central part of this was the veteran experience survey. We also evaluated the effects of personal health planning on clinical outcomes with repeated measures of clinical measures that we used in a time series analysis.

The veteran experience survey, this was the product, again, of an iterative process between the quantitative team, the qualitative team and site partners. So it was developed specifically for this program and the site and included a number of questions on identifying the personal health goals of the participants, identifying actions taken by their primary care team or health coach and helping them reach those goals, the helpfulness of specific programs and specific services and then broadly their experiences in PHP and their satisfaction with the process.

In addition to these measures, the survey included a number of other very relevant measures coming from previously developed and used scales, so these include CollaboRATE which is provider communication that promotes shared decision-making, promise which is a broad set of measures widely used that measures health status to assess physical, mental and social wellbeing from the patient’s perspective, self-efficacy in managing chronic disease and then the patient activation measure which measures knowledge, skill and confidence for managing one’s health and healthcare, some questions on the VA services available at those sites and then sociodemographic questions.

For the survey method, again the surveys were done at the two sites, two PHP sites with the qualitative evaluation and then two identified sites matched on region size and complexity. What I’m going to be showing here is the example of one of those sites, a PHP site and a comparison site from the urban Midwest.

Surveys were mailed to patients along with an incentive, a CVS gift card, and a reminder card was sent to non-respondents. In the two sites, 304 outpatients were identified by the healthcare teams and we had about a 50 percent response rate so you can see the samples there, which I think is pretty good. These were the top 10 personal health goals. There were many of them, but these were the top 10 and many of them are not too surprising. 

Some of them are very concrete things like losing weight and lowering blood pressure, staying on medications, but there were also a number of things like eating better, sleeping better, managing pain and managing anxiety. This summarizes the measures of how the primary care teams and the health coach helped veterans with their personal health goals. There were a variety of things given to compare the depth of the program that include referring to other VA professionals, recommending a VA class or actually connecting with a specialist or service, providing them with encouragement and support, helping to motivate them, giving them educational materials, helping them set realistic goals, helping them to identify obstacles and giving them the confidence to build the skills to do it, helping them stay on goal.

As you can see, fairly high frequency for those. These are their experiences coming from it, and I think they’re very favorable, very high percentages reporting that their personal health goal was important to their health. They’d recommend setting one. They felt they had a say in selecting their goal. I think the remarkable one there is 73 percent said that they made progress or actually reached their personal health goal. Someone, many of them said someone actually followed through with them to discuss it and they had multiple opportunities at outpatient visits to discuss their health goals and that they valued the relationship with their healthcare team or health coach in making progress toward it.

They felt that choosing a personal health goal improved their health and wellbeing. The next thing, this is a busy slide, but it’s essentially looking at the relationship between the reports of experience with the personal health planning and the self-reported outcome scales that were included in the survey. Again, to review this, CollaboRATE, which is communication, Promis 10 is health status, self-efficacy and patient activation. It’s just, with the exception of two cells, they’re all correlated, sometimes very highly correlated, some of the correlations were 0.5, 0.6, and it just translates into better experiences are associated with better self-reported outcomes including measures of health status, self-efficacy and activation and provider communication.

We had a comparison site as well, but across all of these outcomes, we did not see any differences. It didn’t show you them because they’re fairly similar. We did some adjustments for demographics and it didn’t make a difference. It’s a bit disappointing. We didn’t think there was anything here, but…

Moderator:	Thanks for your patience everybody. As you know, technology can cause some hiccups so we’re going to go ahead and get the presenter reconnected and we appreciate your patience.

Donald Miller:		I’m not sure where the audio broke off, but we apologize. To summarize the quantitative evaluation, veterans reported a range of personal health goals. They reported experiencing the personal health planning process as positive, collaborative, patient-centered and important to their health. This report of patient experiences with PHP were related to better patient reported outcomes, but there were no short-term measurable differences between the sites in these outcome measures.

We await the results of the analysis of clinical measures. What I’m adding is that we may need a more rigorous design to reveal other potential benefits of personal health planning including a comparison of pre-PHP to post-PHP within sites. Also, the benefits are likely to be increased with repeated occasions of interactions at the patient center and focused on the personal health goal so that PHP over time in multiple visits may have more of an effect and probably we should have longer follow up for self-reported in clinical measures. The hope is that this will change the culture and there’ll be an improvement over time.

I turn it over to Gemmae. Thank you.

Gemmae Fix:	I’m going to end on talking a little more about working in partnership. This next busy slide just gives an example of the types of information that has come out of this. In the left-hand column, we gave the Office of Patient-Centered Care an interim report on our findings, followed up by a white paper, which is available on Office of Patient-Centered Care SharePoint site. We also gave information both through our Center of Innovation, this is the COI and we gave them information about what we were learning as well as we participated in an integrative health call that Office of Patient-Centered Care has and today’s cyber seminar.

We also contributed, the Office of Patient-Centered Care took this information and presented it during their staff meetings. I’ve actually heard from people in the field that have used our white paper, which is really nice to hear. Finally, we’ve done both presentations and more traditional academic venues as well as we have some papers that are in, hope to be out soon.

In sum, I just want to talk about some of the strengths and challenges. Some of the strengths were that in this partnering, there were a lot of iterative discussions among Office of Patient-Centered Care, our evaluation team as well as the sites. We used a rapid, flexible study design. I’m just really impressed by the work that came out of this team.

We adopted a holistic, integrated mixed-method study design. This design allowed for Office of Patient-Centered Care and our EPCC evaluation team to understand what the sites are doing to adapt personal health planning to their context. It facilitated the development of the survey questions and measures and it helps us interpret the outcomes. Of course, there were some challenges to this work such as trying to measure real world natural experiment, it’s very messy.

This idea that personal health planning doesn’t always equal personal health planning, so fidelity to the personal health plan is envisioned by the program office might differ from what’s actually happening at the sites, as we learned. It’s important that you have a large, dedicated team to work on this. It was a tremendous amount of work and it’s important to streamline communication amongst all the partners.

For example, it was a little confusing for the sites. At the beginning, some of them confused our evaluation work with people working in the Office of Patient-Centered Care. So my team really needed to work on our communication so people were aware of who we were and what we were doing. In sum, some strategies for conducting rapid partner aligned work.

You need to prioritize study aims, which were to understand ongoing personal health planning implementation over the proposed initial plan which was to assess the personal health planning pilot sites, thereby facilitating incorporation of sites that were more recently adopting the personal health plan. We strategically utilized individual expertise of our multi-disciplinary team by relying on team science principles.

There was continuous bidirectional communication between our EPCC team and the Office of Patient-Centered Care which allowed us to understand changes in the field and adapt our data collection strategies accordingly. We utilized reflective processes during weekly team meetings that enhanced our responsiveness to emerging conditions in the field. This rapid data collection and analysis procedures to complete an interim report by six months, we needed to be flexible within the structure of the research plan to accommodate, and we also needed to accommodate partner input.

Throughout this, we maintained rigor by adhering to research principles such as careful attention to data collection and analysis procedures.

In conclusion, there's a need for multiple kinds of data to understand a complex intervention. This could help inform operations and front line employees. Evaluators need to be flexible and adaptable and incorporate partner feedback and it’s really important to efficiently use resources when you're moving this quickly.

Finally, kind of our next steps, we’ve been continuing evaluation work with the Office of Patient-Centered Care. As you saw that slide at the beginning that was the model of whole health, we’ve been looking at different pieces of this and again, have been using the same kind of methodological approach where we have both the qualitative and a quantitative team working hand in hand to kind of inform each other.

Thank you. I think we can take questions now.

Moderator:	Thank you Gemmae and Donald. We did have a couple of questions, but you’ve already answered those. We had something about whether or not you had plans to publish a manuscript. I have a couple of other questions here that I can present to you. Is there anything that you would do differently?

Gemmae Fix:	I think maybe having more people on the team and the planning. People leave or get, or move on to other things and so it’s just really important to have a strong, diverse team that has the ability; just thinking as researchers, we tend to move at what must feel like a glacial speed to those in operations. For those of you with research experience, can probably imagine that six months is like breakneck speed. 

Really trying to both do a good job and do it quickly, I think one of the big keys is having enough staffing and enough experienced staffing to do that.

Donald Miller:		I would also add the quantitative evaluation was well thought through ahead of time, which is in some ways unusual. I would add what I already added in the talk, which is we would like to have had some baseline measures before the intervention went in and that might have helped with some of the interpretation.

Moderator:	OK. I have a comment from someone in the audience. It seems like sustainability of programs can be very challenging. I was just wondering about the sustainability situation of the program.

Gemmae Fix:	Actually, much to the Office of Patient-Centered Care’s credit, they have been putting a tremendous amount of effort and resources and information into this, including having people like their FIT partners, and if anything, this kind of seed of personal health planning has really grown into their whole health pathway efforts. It’s really blossomed around that and again, I will take no credit for that except for understanding that the Office of Patient-Centered Care has really been putting in a lot of effort and kind of our job in the evaluation side is to really understand what’s working, what’s not working and then feeding that back to the Office of Patient-Centered Care who we are in regular communication with, and giving that back to them so they can adapt accordingly.

Hopefully everybody on the phone has been hearing about this.

Moderator:	OK, another comment that’s related to this about sustainability. If the program is sustainable, what is the cost of care for the VA?

Gemmae Fix:	That’s a great question and hopefully it will, I think the kind of model, and that’s what I said would be evidence based is growing. The idea is if you're having really good conversations with patients about what’s important to them, for example, that example I gave about the patient that had uncontrolled diabetes. He wanted to talk about his smoking.

If you have a really good conversation about smoking and out of that comes some pieces about his life and his diabetes control, that he will become much healthier in many aspects and there will be a lot of good benefits including cost savings from there. That evidence is part of what our team is trying to generate and I know, unfortunately, that is not a team that I’m involved in but I do know that we have a team working on the budget impact of this.

I think at the end of the day, that’s what the medical center director wants to know. It’s great, patient-centered care is great, but is it saving us money? I think that is the million-dollar question. To be continued…

Moderator:	All right, thank you. OK, we really have some questions coming in from the audience. I’ll continue down the list. How do you balance the need for a large team to do rapid evaluations well with the budget resource constraints that are common in government funded research and evaluations?

Gemmae Fix:	I think that’s a great question and I think we’re very fortunate with the team here, that list of names that you saw at the beginning. We have a history of working together. Those people are incredible and I don’t think, if somebody was budgeted, for example, for 20 percent, I would say they easily put in 30 percent effort. I will include myself in that. We think this is really important work. It is hard and I also think we have a nice, we have built a nice relationship with the Office of Patient-Centered Care where they understand the kind of work it takes to do this amount of work. They’ve been an incredible partner.

Moderator:	OK, how many VA patients are in the whole health plan?

Gemmae Fix:	That is a great question. This is another, the personal health planning is just one piece of it. There are, the whole health pathway, there are seven funded sites that are working on that and again, there’s variation in how those programs are modeled. So I think, again, that’s another really important question. How many patients are being touched by this and that question of what this is varies a lot by site, which is why it’s so important to have an evaluation team out there kind of unpacking all of this and thinking, like with our little research hats on, about the kinds of questions that we can ask. I know that that whole health, the evaluation of the whole health partnership has been really big in FY ’16 and continues into FY ’17.

Stay tuned for that as well. Hopefully all of that trends, I think is the goal.

Moderator:	OK, next question. How does medical behavioral health complexity influence patient-centered care outcomes?

Gemmae Fix:	I’m assuming that’s a concept that I’m not as familiar with. Maybe some of my team members know what that is or maybe, I don’t know if its talking about a different, unfortunately, it’s not something that I’m well versed in. Can you say that again? What is it?

Moderator:	Sure, how does medical or behavioral health complexity influence patient-centered care outcomes?

Gemmae Fix:	I think they’re asking how really complex patients intersect with something like personal health planning?

Moderator:	That’s my understanding I think.

Gemmae Fix:	I’ll say my idea and then Donald will probably have something really smart to say after me. You can see some of the sites purposely focused on all patients while other sites really wanted to focus on those complex patients, because they thought these patients in particular would most benefit from understanding what’s really important to the patient and then building a health plan around that.

For example, we saw sites that focused on patients with uncontrolled hypertension or those with serious mental illness. I guess that remains to be seen, but certainly sites have focused on those patients. I don’t know, Donald, if you want to add anything to that.

Donald Miller:		I think what she said is absolutely right. That concept probably applies to the majority of veteran patients. They have a lot of complexity. I think it’s an important question to study and to understand in terms of refining the program, what would be the differences in patients who have a limited number of problems that may have goals to those, where are they making their decisions around multiple problems, multiple morbidities. We still need to understand what the patient’s choices are, what their preferences are.

I think it’s an area for study and a consideration in the design of the program but it’s an ongoing part of what we’re doing in the VA.

Moderator:	OK, thank you. A couple of more questions, what about staff experience and satisfaction as an additional outcome to measure?

Unidentified Female:	Mark Meterko looked at that with the all employee survey.

Gemmae Fix:	One of my lovely colleagues, Anna Barker, is pointing out that part of the work that we’ve done was with Mark Meterko who incorporated some of these questions into the all employee survey, although I am personally not familiar with what the findings of that work were.

Unidentified Female:	We have that data. I think anyone who is interested in that, send an email to Gemmae or Donald and we can, I can get some of those results to you.

Moderator:	OK, perfect. It looks like we have one last question. If anyone in the audience has anything else they want to ask, please send it in. All right, this last one, what is the role of health literacy for veterans to understand their health goals?

Gemmae Fix:	That is not something that we in particular looked at, but I guess maybe I’ll; me personally, I think; kind of my philosophy in this is that; this is just me, disclaimer here, that something like a personal health plan should really, that our responsibility is to kind of come to where the patient is so regardless of where they are in their health literacy, that something like the personal health plan can really be aimed at figuring out what’s important to them and then adapting the care plan from there.

Moderator:	All right, thank you. These are all the questions we have. Gemmae, Donald and I think Anna you said is also on the call, thank you so much for taking the time to present today’s session and answer all these questions. If you have additional questions, to the audience members, please contact the presenters directly. I believe they shared their email addresses in their presentation.

The next session in VIReC partnered research cyber seminar series is scheduled for Tuesday, November 15th at 12 p.m. eastern. That session is presented by researchers with Partnered Evidence-Based Policy Resource Center, PEPReC, and their session is titled Application of Basic Supply Demand Concepts to CDW Data to Optimize Staffing and Access at VHM Medical Centers. It will be presented by Dr. Steve Kaizer, Christine Yee and _____ [00:48:19].

All right, thank you once again for attending this session and bearing with the technical difficulties we faced today. Heidi will be posting the evaluation shortly. Please take a minute to answer those questions. Heidi, can I turn it over to you?

Heidi:	Thank you. To the audience, thank you everyone for joining us for today. When I close the session out in a moment, you will be prompted with a feedback form. Please take a few moments and fill that out. We really do read through it and try to respond to as much of your feedback as possible. Thank you everyone for joining us for today’s HSR&D cyber seminar and we look forward to seeing you at a future session. Thank you.
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