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Christine Kowalski: 	I would like to thank everyone for joining our Qualitative Methods Learning Collaborative Cyber Seminar today. As Whitney said, my name is Christine Kowalski, I am an implementation scientist and qualitative methodologist and I’m the Director of the QMLC. I run this group along with our wonderful advisory group.
And this QMLC is a learning collaborative; we have the mission of building a national community of qualitative researchers, as well as learning and teaching novel qualitative methods. And as a group, we're working towards advancing qualitative methods in general. We now have over 385 people in the collaborative and this session today is part of our bi-monthly series of events. Our next session in February will be on observational methods, so please tune in for that. And if you're interested in joining our collaborative and you just happened upon this session today, you can send an email to irg@va.gov and we will sign you up. 
And now, I’d like to thank our presenters for their work in preparing for this session today. Dr. Leah Haverhals is a Health Research Scientist, Qualitative Methodologist, and Principal Investigator for the Center for Innovation for Veteran-Centered and Value-Driven Care in the VA Eastern Colorado Health Care System; and Dr. Tamar Wyte-Lake is the Associate Director of Clinical Research, Veterans Emergency Management Evaluation Center in the VA Greater Los Angeles Healthcare System.
And so, we receive questions sometimes about how to qualitatively analyze open-ended survey responses, and one of the missions of the group, as I was saying, is to help learn these new methods. So, today, we're going to learn about how to analyze large amounts of qualitative open-ended survey data, and this is also a great session for those interested in providing care to primarily home-based veterans. 
So, thank you all again so much for joining; please enjoy the session; and now, I’m going to turn things over to Dr. Haverhals and Dr. Wyte-Lake.
Leah Haverhals: 	Great. Thank you, Christine. This is Leah; thanks to everyone for joining today and we'll just get started right away with our description of the research studies that we've worked on. And first, we're just going to give you an overview of what we're going to touch on today and we're also really looking forward to any questions you might have in the discussion. 
So, we are going to describe our research project where we studied adaptations in VA home-based care, delivery for veterans during the pandemic, and also how using multiple qualitative methods allowed us to best answer our research questions. And, as Christine mentioned, we're going to explain how we analyzed a large volume of open-ended qualitative data from a national survey that we created and fielded with VA home-based primary care staff across the VA system, across the country, and we're also going to explain a qualitative interview study we conducted because we also wanted to gather perspectives from veterans and caregivers on both changes in care delivery that were due to the pandemic and also social isolation related to the pandemic.
So, some of you on the call for sure know what VA home-based primary care is, but I’m also assuming that a lot of people might not. So, the VA HBPC program provides care to veterans who have a lot of complex, chronic, and often disabling conditions, and they provide this care through interdisciplinary care teams in the veterans' homes. So, it's a pretty awesome program, it's been around in the VA for a few decades... I think maybe even 30 years, and it includes teams based out of 145 medical centers across the country and cares for about 50,000 veterans annually across the US.
And here, we wanted to give you an idea of our research study timeline this might look familiar to other folks doing research related to the pandemic, that research always moves a little more slowly than QI or evaluation, but a little bit faster in this case in some respects.
So, we wrote up a proposal in the spring of last year; we were able to get it funded to start in FY '21, and then we did have to get IRB approvals, but we were working on that through the summer because we knew we were going to get the funding, so we were able to secure those. 
And then we started our qualitative interviews in January 2021 with veterans and caregivers. And then with the survey, we fielded that survey from March to May of this year, and then from May to December. For both parts of the study, we've been working on analyses, and then we're also working on dissemination activities, so a pretty fast timeline and we were fortunate in a lot of respects to have it shake out that way.
So, how does this all fit together? So, we made it just a simple figure for you all to kind of help you grasp what we've been working on here. So, we were interested, Tamar, and I, and our colleagues, in studying home-based primary care during the pandemic, and we wanted to capture what the staff experiences were that provide this care in the home for veterans and often work very closely if the veterans have caregivers as well; and then we also wanted to get that perspective of veterans and caregivers experiences. So, we were thinking a lot about how best we could design this study and what methods we wanted to use to best answer those research questions. 
So, then to get into what our research objectives and targeted methods were, so we really wanted to describe changes in home-based primary care delivery during the pandemic as experienced by HBPC staff. And so, we wanted to invite all the HBPC programs from all the medical centers again around 145 across the country, so one-on-one interviews would not have been feasible.
So, in the fall of 2020, we began designing a national survey including both opened and closed-ended questions, and this allowed for the collection of open-ended qual data as well as descriptive quantitative statistics, and we'll get into some of that today throughout our presentation. 
And then we also wanted to describe how veterans and their caregivers adapted to changes in care delivery, and we wanted to explain how they managed increased social isolation related to the pandemic. And so, for this part of the study, we had a targeted scope for our sample, and we recruited from eight HBPC programs across the country that we had previously studied in a different national HBPC research study, so we had some relationship with those sites; and we designed our interview guides to conduct semi-structured phone interviews with veterans and caregivers.
So, that is a quick overview of our objectives and the methods that we chose to try to really get at answering those objectives the best we could.
But I know that we advertise this cyber seminar, and with talking with Christine and others in our QMLC group, there's always this kind of overwhelming task when faced with analyzing a lot of open-ended survey data. So, we thought we would focus a lot of our talk today on how we really kind of got into facing that big task of analyzing all this data. 
So, first of all, our survey data collection. So, we designed our survey in RedCap and we did pilot the survey at two different HBPC sites with four different HBPC team members, and we found that to be really valuable to get an idea of what kind of burden it would be, how long the survey would take, so that was super helpful. 
And then we fielded the survey again from March to May of 2021; and we met with HBPC program directors to explain what our project was and we also asked them directly to send us their staff list, and so we had staff lists provided by the program directors; and we also gave them the opportunity, if they preferred, to send the survey link to their staff list so we kind of had two groups of how we sent out that survey data. 
And overall, we had 573 staff that completed our survey from over 72 programs across the VA system, and the respondents were from over 13 different roles. So, remember, I said that HBPC is made up of interdisciplinary teams, so that's really great to see that we've had folks from RNs to medical directors, to occupational therapists, to social workers, to nurse practitioners, and that's just a few of them that completed our survey.
So, then we go back to this question, "What do we do with all this survey data?" So, we were really happy with our responses, but then we had the big task of analyzing it all.
So, we broke it down into three main things that tied into our research objectives. So, the first here on the left, we wanted to describe experiences discussing the COVID-19 vaccine with the veterans receiving HBPC care and their caregivers, and also providing the vaccine to veterans. So, we did have three questions in our survey around the vaccine.  And then, in the middle here, we wanted to describe the demographic data of our survey respondents, and we also wanted to describe their telemedicine use patterns because we had a lot of questions around pivoting to telehealth during the pandemic to deliver high-quality care.
And then on the right here, we wanted to describe telemedicine use, changes in care delivery, and also VA staff's experiences providing care during the pandemic.
So, our analytic approach to the survey data. So, we did a thematic analysis of our vaccine data, then we had three survey questions focused on vaccines, and we had five study team members analyzing these data line by line, and we use ATLAS.ti software on our team. And we did a mostly inductive approach, so letting themes emerge from the responses to our questions, and then we developed themes based on this analysis.
And then we also had descriptive frequencies, so this is from our demographic data from our respondents and also from some of our telemedicine use pattern questions that were close-ended questions. And for this, we had a quantitative analyst on our team who led these analyses with Tamar, and interpreted findings with the rest of our team members. And then we also did a thematic analysis of our telemedicine and care provision questions, so we had 13 telemedicine questions that were open-ended on our survey; we had 11 questions that were related to providing care that were open-ended, and then five of our team members analyzed these data using Atlas and, again, a highly inductive approach; and then six of our team members worked together to develop themes from these analyses. I know that is a lot of information really fast, so we can come back to this in the Q&A or feel free to think about that, but we wanted to give you an overview of our analytic approach.
But this talk would not be complete without talking about some of the learning curve that we took on with preparing this qualitative survey to be analyzed in ATLAS.ti. And we realized that a lot of folks use NVivo and Dedoose, and maybe some other qual platforms for analysis; but for people that use Atlas, this will be very helpful, and I also think it will be helpful for others that use other software programs too.
So, we began with tackling our vaccine data. So, we exported data from RedCap into Microsoft Excel, and it's really important... I went down the rabbit hole in the ATLAS.ti handbook to start learning this, but there were a lot of things that weren't there that I learned that I’ll share with you today. 
So, you have to assign appropriate syntax in the columns of your Excel document where your data is at in the column headings as a prefix to communicate correctly with Atlas. And we'll explain this in a few slides too, so don't worry if this sounds totally like a different language right now.
So, an example is that you have to use a colon before the label in the column header like this, so, :Site Name, and then that communicates with Atlas when you import the spreadsheet into Atlas, that the data in that column indicates that the names of the site the respondents were from, and we'll show you a little bit more on the next slide about this too.
One thing to remember is your spreadsheet must be all prepped prior to importing your data into Atlas and this is really important. And so, from the RedCap output, you want to prepare your spreadsheet to include only the questions you want for the Atlas analysis. So, this was, for us, we decided we wanted to really focus on our vaccine questions first, so we narrowed down that spreadsheet to only import our record IDs and then the data from those vaccine questions.
And then each row in Excel becomes a unique document in Atlas. So, if you think about when you prepare your maybe more traditional qualitative interview data for Atlas, each transcript is a unique document. Here in Excel, each row is your unique survey respondent’s document. 
So, a little bit more about the learning curve here. So, again, we began with the vaccine data and using the syntax here that's in the highlighted kind of pink-purple color of the two colons, this allows for deductive codes to be assigned automatically to data in that column. So, I know that I mentioned we did a highly-inductive analysis, but one nice thing about Atlas is that you can import your survey data and assign deductive codes to your survey questions automatically if you format your spreadsheet correctly. 
And this is really great because then you can assign a code name to your question. So, here, what I’m highlighting is the code name was overall experience discussing the vaccine, and then we have the two colons, and then it shows that you can assign automatically the code definition which, here, is the exact question that we asked on the survey, so please share your overall experience discussing the vaccine with your veterans or caregivers. So, this is really nice because then when you import your data into Atlas, it assigns that chunk of data with the code name, and then you can look at your code definition and be like, "Oh, that was our question. Perfect." 
I also wanted to show you a few other examples of syntax that were helpful for us. So, again, this one I explained on the other slide, it's just colon then site, that turns all the data in those cells into a group in Atlas. So, here, it would be just that the group is from the VA--the Hollywood VA--and that's really nice, so you know from your survey respondent which site they were from.
In this one, the caret here, it just tells Atlas to ignore that upon import. So, maybe you have some columns that you don't want to remove from your spreadsheet, but don't necessarily need an Atlas, so you would just assign that column header the caret there; and then here the exclamation point, this indicates to Atlas the data in these cells is used as the document name or your record ID, so indicating Participant 101, 102, and so forth.
Again, I realize this is a lot of information, but you'll have the slides, you have our contact info, happy to answer questions and maybe do a longer in-depth training on this if people have an interest in the future.
So, getting into importing the survey data into Atlas once your spreadsheet is all prepped and ready to go, you want to create a new project in Atlas, you want to select Import & Export tab where I have the arrow here, and then you're going to select Survey and then a different... just like you're opening an Excel document from regular Excel, you click that, you select your Excel file to be imported--the file has to be closed in order for it to come in--and then the import procedure starts, you'll see a progress report, and Atlas will inform you when the import is finished. 
And then, I don't have a screenshot of this, but you're going to want to check your document manager and see how Atlas sort of the document groups and the document names, and make sure everything is correct and making sense there. And you're also going to want to check your code manager in Atlas to see if your deductive codes from your survey imported the way you want.
So, as you can probably imagine, we learned a lot of lessons as we figured out this process. So, we had some Atlas challenges which those of you that use Atlas regularly will not be surprised to hear. So, even though the survey data, if you think about it, it's much less voluminous than the long interview transcripts that are maybe an hour or 45 minutes long; but the more records, the harder time Atlas has. So, we learned lessons that we wanted to try to group data in batches of 100 or less because anything more than that, Atlas would have a really hard time loading, it would take a long time, it would give me crazy error reports, and so that's one lesson we learned.
You, again, want to prepare your spreadsheet from your raw data from RedCap and check on your imported data. So, do some trial runs first to ensure the data is prepared correctly, imported correctly and you're able to use it like you want to.
And then really important to have one data master, data manager to handle merging of the data if you're working in teams; this is nothing new for a lot of folks on this call. The analyst who first imports the Excel documents should be assigned to be the data master, so you want to make sure they have time to do that.
And then just touching on our inductive coding process and wrangling this vaccine data. So, I was a methodologist on this part of the project. So, initially, I selected data from two of our HBPC sites for five of our team members to code independently, and then we met over a series of five meetings, so it took us a while to reach consensus on these, and on our codes and our code definitions.
And then three team members divided the remaining survey responses for these vaccine data, encoded them independently, and we met regularly with our full team between May and July to discuss codes definitions, develop themes with our full team. And then potential data queries and theme development was borne out of these discussions and insights that I had based on the team discussions, I then queried data for team members to closely review.
And just a little taste of some of the themes that emerged around this, this data was really interesting--at least to our team; and granted, we were really steeped in it but we found it fascinating. So, from the staff data, this HBPC staff data, we learned that vaccine communication and education was really important, and they were spending a lot of time on this answering questions, easing worries, answering questions about logistics, which is one of our other themes about getting the vaccine; and that really tied into this prioritization of getting HBPC veterans their COVID-19 vaccines; because remember, these veterans are managing a lot of chronic conditions and have a lot of health issues, and they were able to get a lot of in-home vaccinations scheduled, and able to do that, so it was really fascinating from that perspective. 
So, I’m going to hand it over to Tamar here, but I know we promised you talking about a lot of our other data. So, don't worry, we are going to share more on that too. 
Tamar Wyte-Lake: 	Perfect. Thank you, Leah. That was a great overview of how we wrangled all this data, and I’m going to now kind of dig in a little bit to the data itself and explain how we began organizing the rest of the data to answer the rest of our research questions around telemedicine use and care delivery.
So, the first thing, as a reminder, we had 573 respondents, and we wanted to figure out a way to look more closely at specific utilization patterns. So, we had a number of different options and we decided to divide respondents into telemedicine groups based on their actual responses. So, one of the things that we did in the survey was once folks said, "Yes, I used telephone to deliver care," we asked them, "Well, what type of visit did you use that telephone for?" So, admission intake, follow-up care, or wellness checks, and we did the same thing for video.
So, what we did is we created these three groups and the first group was the high utilizer group, which ended up having 86 respondents in it; and in that group, they had to indicate, yes, they used telephone for all three different types of care. So, that's admission intake; yes, they used it for follow-up care and they used for wellness checks; and the same thing for videos so that they checked, "Yes, I used video for all three different types of care." And those were folks that we really felt like they were really adopting telemedicine throughout their clinical practice, and that is why we identified them as the high utilizers.
Then we shifted to the other end of the spectrum and we looked at the low utilizers. So, we had 61 respondents in that group, and we basically gave them credit to get into this group if they checked anything for telephones; so, they could check only one of the three types of visits or they could check all three, and they'd get into the low utilizer group. But what really distinguished this group is that they checked no completely from video, so there was no video adoption by this group at all, and that's how we defined them more in the low utilizer; so, basically, the bar was where they're using any telephone.
The final group we had was the--and what we initially constructed is this no-utilizer group which had 62 respondents, and our initial thought was these are folks that did not use telemedicine at all; so, they check no for telephone and they check no for any video use. In the end, when we actually looked at their open-ended responses, we found that they presented with too many irregularities for us to pull through into the rest of the quantitative data. So, for example, they indicated no telemedicine use in their closed-ended questions; but when we looked at their actual open-ended questions, they did talk about using telemedicine, and so we figured they just answered the question wrong or maybe pressed "No" by accident. And so, I will show you how we pulled them through into the qualitative data; but when I show you what we did with the descriptive statistics, we didn't include those as a unique group.
So, how do we go about our inductive coding process? It was fairly similar to what Leah has already explained. We created these separate spreadsheets for Atlas imports, so for the High, Low, and No groups, we want to make sure that we are still coding that No group; and then Leah, who was our data master, created separate Atlas projects for each of these and imported each one into--well, took the Excel data and imported it into Atlas. 
And then we had three analysts who started by just coding 15 of the records independently; and what we wanted to make sure we were doing was not only basing our initial code development of one role, like we didn't want to only have nurses, so we made sure we chose three different HEP staff roles to include in those 15 records, and those were coded independently and then over a series of three meetings, that team reached consensus on the inductive coding and developed the code definitions. And once that was solidified, they divided the remaining survey responses of the High, Low, and No groups, and coded them independently and they basically brought that those findings back to the remaining team members and where we really discussed the code definitions, and began to really develop themes based on that analysis. And so, then what Leah did was she really went into Atlas and created some data queries based on our theme development, and so she created those query reports and distributed them to the team members for a closer review.
So, what about the middle group? So, we had, of course, as you can see from our numbers from the High, Low, and No groups, we still had this large group of middle utilization responders, and there was 364. Because of the high volume of data, we decided that the best approach was to create a random sampling strategy for this data. So, one of our co-investigators randomly selected every other record, and then our quantitative analyst created a spreadsheet of these 153 respondents. And so, then that spreadsheet was prepared in the same way that Leah mentioned earlier in terms of using all that syntax. And so, the biggest takeaway here really is that we had a lot of different Atlas projects, and I don't think we can say enough. Organization was the key; having a single data master or manager really keeping tabs on all of the various Atlas projects was essential for us to not lose any groups or get lost in our data.
Also, a big learning curve, Leah spent hours because her Atlas kept crashing when we were trying to in import too-large of groups, is to really break up your groups into less than 100 respondents. So, we had the middle group broken up into two Atlas projects of 77 and 76, we had a Middle Group A and a Middle Group B, and then that allowed us to import the data without our Atlas crashing.
And then so those spreadsheets were imported and we created project bundles for the team. And another thing that we learned was possible was importing our inductive code list that we'd already used from the High, Low, and No groups, so that really helped to move things along and that was a great resource.
So, next step. So, since again, the team already reached a consensus on the High, Low, and No groups and it was essentially the same data set, there was no need for us to reach consensus again in the middle data group, so we're able to really jump into coding. So, the three analysts who recorded the previous data also coded these 153 middle group respondents, and we were able to jump in much faster into the potential data queries and theme developments.
And so, these are our early themes that are emerging right now. We have six: the first is explaining how teams adapted to deliver safe care in the home, and that really included both the role of leadership at the HBPC program level, as well as the role of the VA and VA medical center leadership. 
We have examples of the importance of teamwork and communication, and really transitioning completely, transitioning to a whole different care delivery system and how folks really relied on their teams and communicating with their partners. We hear, we have data on the ability of the veterans and caregivers to use telemedicine, I think there are a lot of questions, "Would this population be able to actually use telemedicine? Was it too complicated? Do they have the resources?" So, we're really able to dig into that piece.
We also queried on what were changes that folks would want to see moving forward out of the pandemic as we try to incorporate telemedicine and see what's realistic and viable in terms of moving telemedicine into daily use beyond the pandemic.
And finally, really what the value of home-based primary care, especially when a disaster like a pandemic disrupts all normal care processes, what is the value of home-based primary care in these patients and their caregivers’ lives.
So, we are finalizing themes right now and working on writing up that manuscript. 
So, as Leah mentioned, we also have all these close-ended questions with descriptive statistics, so we'll run through a few of those, and really, this is also a nice opportunity for us to be able to show how we combined our open and closed-ended questions. And so just really quickly for the quantitative data, as a reminder, we had data coming into RedCap in three different groups: so, the data from the individual links, so the ones that we sent out directly to respondents; then we had the data coming in from the surveys where the link was sent out by the program directors, and then we had a few remaining stragglers; all of that data had to be combined into a single .csv file by our quantitative analyst imported into Stata, and cleaned, and then she was able to run simple descriptive statistics and use some bivariate analyses to test differences amongst groups.
So, this is a summary of the demographics of our respondents. So, you can see here on the table on the left that we had two sites where we had greater than 20 respondents; and if you run down the table, you'll see that we had 20 sites where we only had one respondent to each of those sites.
And then because of the nature of the way the mental health survey link was sent out, it was sent out but the national champion of mental health for HBPC; we didn't explicitly ask for the site, but we were able to identify some of the sites. But there were 36 respondents where we don't know what site they came from, so those could have overlapped on the 72 that we already had or represent other sites.
And then if you look at the table on the right you'll see, as Leah mentioned, HBPC is an interdisciplinary team, so we really had respondents from all roles; the majority of respondents came from nursing, and then we see primary care providers and psychologists, but we did have representation from all roles which we're really excited about.
Christine Kowalski: 	So, one of the first questions we asked was whether or not the HBPC teams had veterans who actually contracted COVID in their programs. And, as a reminder, the survey was fielded from March to May, so have been about a year into the pandemic, we had very few sites--3 percent--where they had zero veterans who contracted COVID. We also had very few sites on the other side that had greater than 50; the majority were kind of in these less 5 of 6 to 10, but most teams, at least, had a veteran or two that had contracted COVID.
Then we asked, "Well, did you personally care for any veterans who had contracted COVID?" And we do have a slim majority who did, but we also had 47 percent of our respondents who never personally cared at the time of the survey for a veteran who confected COVID.
And then we wanted to know, well, for those respondents who had cared for a veteran who contracted COVID, were they more likely to use telemedicine? And we see that, yes, HBPC team members who cared for veterans with COVID had a higher percentage of telemedicine use; but again, this has to be taken with a grain of salt because we have such a large percentage of our population who use telemedicine.
So, the first thing we had to ask was, "Did you use telemedicine before the pandemic?" So, we see that almost half of our respondents did use telemedicine before the pandemic. Now, we did not ask them how much and that is a limitation of our survey, we didn't ask the frequency; but they had at least used telephone sometimes, they had at least used video at least once, and like the VA was really pushing everyone to at least have one video visit, so they could have responded yes, they used some video; because this seemed a little high to us, but when we look at it from that perspective, it's not quite as high.
And then we shift to the telemedicine use during the pandemic. So, 92 percent of our respondents indicated some level of telemedicine use during the pandemic. Again, this could have been like they used it once or twice, that's a limitation of our survey. But we do see that seven of the nine roles had greater than 90 percent adoption of telemedicine use; and when we look into the lower adoption rates, really, it's the program director which we expected due to their administrative role and not having as many clinical duties where they would actually use telemedicine.
The other group that we see are the nurses who were 88 percent adoption, and we'll drill down into that a little bit later.
7The other thing we looked at were folks who'd been in HBPC for a long time and were really set in their ways, were they less likely to adopt telemedicine. And the answer to that, we found was no. 
Then we looked at age. Well, older folks, are they less likely to adopt telemedicine? And really, we found that to be no; I mean we see a slight slight drop, but it never goes below 85 percent and actually goes up for our oldest respondents; and we thought this quote really nicely highlighted this idea that even those folks who've been in HBPC for a long time really were eager to adopt telemedicine, "This use of telehealth is wonderful; and I’m retiring soon, I thought I would never provide that type of format to my clients." 
So, what we looked at here was within the role, what type of modality did folks use? So, you'll see that within the clinical team, the primary care providers and nurses had a lower adoption of telephone use; so, when we look at video, there's more variability among the roles in the adoption of video. And I’m going to look at that--we'll look at that a little more specific on the next slide when we look at the types of visits. 
Here, what we wanted to see--and again, I’m giving you a high-level; if anyone is interested more in this data, we're happy to follow up with you further because we go into this a little more specifically by role--but what we found out was that telemedicine was very popular for follow-up care and wellness checks, less popular for admission and intake, and that's what the quote on the left really shows, is that for the veterans who can manage the technology, using this approach of telemedicine can increase accessibility for repeat visits. So, although I still prepare initial assessments for testing to be done in-person to capture the environment and use measures in a valid manner. So, that really represented and is a nice way of showing how the open-ended and close-ended data can support each other, that we see the admission intake is much lower. And even within the admission intake, we saw that--we kind of see the same thing of wanting the face-to-face or the rapport, at least, we built because there was a preference for video over telephone for those who were using telemedicine for their initial visits. 
So, what about this high-utilizer group, low-utilizer group thing? So, here, we spent some time looking at the high-utilizer group; and, again, those were folks who checked all types of clinical visits for telephone and for video. And what we see is that really clearly, the psychologists who only make up 15 percent of our total sample make up 39 percent of our high utilizer group; and we see the flip for nursing. So, nurses made up 34 percent of our sample, but they only made up fourteen percent of the high-utilizer group. And when we looked at it a little further, the RNs were very often being discussed as having to go into the home, having to do more wound care, blood draws, different things that the RN really needed to go into the home and couldn't use the telemedicine modality as effectively; whereas the behavioral health teams really were able to transition pretty almost 100 percent to telemedicine during the pandemic.
And if you go to the next slide, we have a series of quotes--which I won't read them all, but I’ll just kind of read some of the pink highlights. So, we see from the nurse practitioner in the bottom left, "Patients have adjusted to telemedicine; a primary care provider can get quite a bit of information quickly to make treatment decisions." We see the psychologist in the top right, "I didn't think video on demand would work, I now believe it will; it really reduces their driving time," and we see the pharmacist talking about it that, "The VA Video Connect is great for the patients, especially our lonely ones," and all these quotes came from that high-utilizer group.
So, then the flip again, was the low-utilizer group and we see a very similar pattern to what we saw in the high-utilizer group, except for the opposite where the psychologist drop down to 8 percent of the low-utilizer group, and we see again the nurses are up to 51 percent of our low utilizing group. So, we're really seeing that the nursing team was not adopting telemedicine for a variety of clinical reasons as much as the rest of the team.
And then the final slide that I’ll review is just--so, these are two quotes from that low-utilizer group, they really talk about the types of team members that were feeling less inclined to adopt telemedicine i the pink, I’ll just read that, "Homemade primary care is geared to have an in-person relationship, and veterans deserve to feel comfortable to communicate to their team and have an in-home visit if they wish." And the social worker on the right, building a relationship with our patients and being able to fully assess needs and potential needs is greatly enhanced by home visits.
So, we start to be able, through the open-ended questions, to really dig into the tension of when a face-to-face visit is required, when a home a telemedicine video visit is required; and then really digging in for the types of modalities that a clinician can use once they've made the decision to use telemedicine.
Back to you, Leah.
Leah Haverhals: 	Great. Thank you, Tamar. That was awesome. So, we're definitely going to have time for questions, but we do want to overview a little bit of the qualitative interview study. And I know we said that at the beginning--and we fully realize we're giving you a lot of info today--so, again, please ask questions or contact us later because we realize it's a lot to get into one cyber seminar. But we will give you a little overview of our qualitative interview study as well. 
And I think one thing, when Tamara and I were developing this presentation, that we really wanted to stress that--and I don't know if I mentioned at the beginning--is you really want to think about what is your research question and what method is most appropriate? So, we really wanted to talk to veterans and caregivers, and we felt that it would be much more effective doing interviews with them versus the staff, much more effective doing the survey; and also when you think about your analysis, we looked at it through high, low, middle and no telemedicine use to organize it; but you could organize it in other ways as well. So, happy to--if you're also dealing with a lot of especially qual open-ended survey data--talk to people in the future if you're working on that. So, a little bit of overview for our interview study. So, we really wanted to study both from the veteran and caregiver perspective of HBPC veterans getting HBPC care, how they're adapting to changes in care delivery due to the pandemic. So, initially especially a lot less in-home visits and more telehealth, and then also managing increased social isolation. What we'll talk about in the next few minutes is focus more on the social isolation data, because we're still finishing analysis and theme development of the data around changes in healthcare delivery. 
So, again, we did these interviews, sent letters out in December of last year and then did the interviews through April; and, again, recruited from eight teams across the country and ended up doing 35 interviews with 43 participants, and almost 23 percent were caregiver veteran dyads.
This is just to show you breakdown by site, so you can see where we did have a harder time at Site 6 and 8 with getting participants; and while we were very happy with our recruitment and enrollment, we did have challenges and I just feel like this audience understands that in solidarity that, while we did recruit from eight sites, some of them we had nine and others we only had one, so we just wanted to share that.
The veterans in HBPC are quite a bit older, the average age 78 in our study population and caregivers average age 62. 
So, we did a deductive and inductive content analysis approach leading to theme development, had weekly meetings from January to May to discuss interviews and emergent codes, and edit the interview guide as needed; used Atlas and did transcribe these, and we did line by line coding and had weekly team meetings with our full team from May to August to discuss the analytic process and develop themes to answer our research questions.
And, again, these slides today reflect answering what emerged around managing increased social isolation due to the pandemic, and we had five main themes. One of them that I think our analytic team really thought this was interesting, was this normalizing challenges brought on the pandemic; and of course, looking forward to being over. But a lot of our participants really had this, "We're all in this together," mentality so accepting that, "The isolation is part of it; it's the same for everybody else, and I just go with it and I don't complain."
Our second theme was that the caregivers in our study sample had a harder time managing isolation than the veterans; and it seemed that the veterans we talked to were used to being primarily homebound caregivers, had a lot of anxiety around exposing veterans to COVID when they went out to run errands, and went out into the community. And caregivers also relied on the HBPC team members for support, and so these approaches just reflects some of the steps they were taking to be cautious, taking precautions; and the one on the right is pretty powerful, talking about feeling extremely alone and more depressed, and it's from a caregiver, "And having to see my psychologists and psychiatrists for antidepressants, and I feel like the house is falling in on me, and it's a constrictive world." So, we did have some really powerful data there.
Our third theme was that veterans and caregivers really relied heavily on social support of their families, especially if they live close by as well as neighbors and friends. Seeing their daughter having them run errands on the right here, the veteran really cherished their grandkids and, "They're the closest thing in my heart and now more important than they had been previously." So, that was a theme that we saw throughout.
And then the fourth theme here, the care setting mattered. And so, in HBPC, veterans that live in assisted living facilities can be part of an HBPC's team patient panel, and we had, I think, six or seven participants in our study that were in assisted living and probably unsurprisingly, they had more restrictions, so they also shared with us more isolation feelings of loneliness and managing more day-to-day changes; whereas those veterans at home seemed to... it was easier for HBPCs to have to still visit them at home and still had some home and health aids more often.
And both of these quotes are pretty powerful. I’ll just read part of the one on the right, this veteran in ALF talking about, "I’ve got four walls, I get to walk to and from my bathroom and to and from my bed. And most of the day, I sit in front of a 50-inch TV in my recliner... you can't believe going through this isolation." 
And then finally, probably unsurprising to a lot of you, veterans and caregivers were very creative with activities and they did during increased periods of pandemic influence isolation. So, lots of virtual Zoom bingo, more time in social media learning to play cards online and video games; and then they did give examples of long car rides with their caregiver, and then family visits wearing masks. And, of course, relying on pets.
So, just a few implications to wrap up before we see if there are any questions. Older homebound veterans and caregivers did have stronger social networks and also had shared with us examples of what could be known as previously-curated social capital, really drew upon that to manage isolation, and they also normalized COVID knowing they weren't alone in it. And those with less family support and those living in ALFs had a harder time adjusting in managing isolation.
And we do think this data is really rich and we think it can inform community programs, policy decisions, health care systems to think about how to create supportive programs and policies for older adults and caregivers, especially those with smaller networks and those in ALFs.
So, we realized we talked a lot. This is our wonderful project team out of VEMEC and out of Denver, and then Suzanne is out of [00:48:25] Finger Lakes Health Care System. And yeah, this is the magical project unicorn we found during one of our meetings on Monday that kind of sums up our study and our team. 
So, Tamar and I are happy to answer questions if we can. Thanks for listening. 
Christine Kowalski: 	Thank you both so much. So, this is Christine and I’m going to help to facilitate some of the questions that we have; and I just wanted to say, before I do that, this really was an outstanding presentation, thank you both so much. I mean this really is what we were envisioning when we started the QMLC. There are so many seminars out there that give us wonderful recaps of content, but a lot of what we wanted was the methodology, and you both did a really wonderful job of balancing both, providing and explaining some of these methods that those of us haven't used before. And then also giving us a wonderful taste of the content at the end, and some of those really powerful quotes that you had with the patients, just really, really wonderful presentation, and I appreciate it so much.
And so, we'll go through some of the questions. And first of all, someone asked, "What version of Atlas was being used for this analysis?" And Tamar did type in that it was ATLAS.ti Version 9, but I just wanted to mention that in case anyone else had that additional question as well. 
Leah Haverhals: 	And I’ll just say that is a great question and we actually switched, in April, to Atlas 9, kind of like right when we were starting to do the survey data, so we did have to import some projects from 8 to 9 for this, but it actually isn't that bad. So, if people have questions on going from 8 to 9, feel free to email me, or call me, or something. 
Yeah, happy to answer those.
Tamar Wyte-Lake: 	And I’ll add one more thing, which is actually... so, my VA hadn't transferred to 9 as quickly as Leah's had, so these are the things that happen and that's one of the reasons we had to make some decisions about who was coding, because we didn't want to have two Atlas versions going at the same time. So, the ideal is your whole project team is on the same version because then things better.
Christine Kowalski: 	So, there also were just to say several comments more than we usually see, about how helpful the people viewing this found your content. So, just wanted to make sure we said that.
Leah Haverhals: 	Oh, good. And, again, feel free to like set up a time--because we realize this is a lot and you might get into it, and be like, "What was that step?" So, yeah, I’m happy to answer those.
Christine Kowalski: 	So, now, one of the questions we received was, "Were the three analysts coding the same 15 records initially or different ones?" So, maybe if you can just recap that a little bit in terms of what the different people were doing in the analysis steps.
Leah Haverhals: 	Yes--and Tamar, let me know if I’m remembering this right--so,  those were for when we were getting into that the high-utilizer group, that's what we started with, with our telemedicine use questions. And yes, initially to do consensus on those, the three of us did 15 records independently, and then merged and compared. So, it's that classic kind of, that's the more laborious part. But then, from there, it was since we had already done all that vaccine data, even though that was different questions, our coding was actually pretty in sync and also some of us have worked together for many years; and then we did have a few new analysts, so it was like kind of a great combo of having good discussions and seeing how our different brains assign codes.
Am I remembering that totally right, Tamar? 
Tamar Wyte-Lake: 	Yeah.
Leah Haverhals: 	Okay. Awesome.
Christine Kowalski: 	Great. Thank you. And so, then there's this question here--and I’m just going to preface this a little bit with saying, so I think something else that was so interesting about this was what you were talking about, Leah, towards the end and really all of us can benefit from that kind of thinking about the methodology and what we want to do, so that you did these more in-depth interviews with the patients and then the providers, for the most part, use these open-ended kinds of survey questions--which I think sometimes isn't used enough and it's really wonderful to see that you did that.
So, this question that we received from an attendee is, "What was the depth of detail you received in the open-ended survey responses?" I, myself, am curious about that too, and then they also went on to say, "Oftentimes, they can be pretty sparse or not much depth of detail." So, I don't know if you could give maybe an example of that.
Leah Haverhals: 	Tamar, do you want me to go ahead, or do you want to start? 
Tamar Wyte-Lake: 	I mean I’ll just start by saying that it ran the gamut; as would be expected, we certainly had respondents who gave us one-word answers or three-word answers; but we also had, I would say actually, a very rich set of you know detailed answers where people--my sense is people were really happy to have an outlet to express some of their feelings about this, and really gave us some rich answers. So, I don't know if, Leah, you want to add to that, but it certainly ran the gamut, but we really had a nice amount of good answers.
Leah Haverhals: 	Yeah, I mean I think our whole team was pleased by the richness of the survey responses overall; and you get kind of in a rhythm when you're coding them, and then it was kind of a relief sometimes when they didn't answer it or if it was one word, because then there's not much there.
But I do think it was interesting. Also, I feel like some of our questions around like... like we had question-related changes in care provision and like also around their opinion of home-based care, and those are really rich; versus like questions on leadership support were actually less rich, which was kind of interesting to us. I think we did have some good responses on the leadership support, but not as much on some of the other ones. And yeah, to Tamar's point about wanting an outlet to share, I think a lot of people did. I think the timing works in our favor of when we fielded it.
Christine Kowalski: 	Great. Thank you. And then there's a question, "Do you have information on why individuals did not use telemedicine, specifically video?" And I’m not sure if this question was referring actually to the perspectives of the patients or the providers, but that's the way the question was phrased. 
Leah Haverhals: 	Oh, sure. We do have that, I think, with our survey data definitely around... well, it kind of depends. I would say, Tamar, if you remember this the same way from our data, that if they were lower users sometimes, they wouldn't share; but we also have a lot of people that said like they were still skeptical, they weren't comfortable, they prefer like a rich code around kind of what is missed by not being in the home. Yeah, did you have anything more from the survey end to add to that?
Tamar Wyte-Lake: 	Yeah, I definitely think there was a subset, as we saw in the low-utilizer group, that it very much felt like "Okay, I can use telephone possibly for follow-up care once I have built rapport, but I really need to be in the home and the video is not cutting it in terms of helping me to build the rapport with my patient or really seeing what I need to see." I mean, as a reminder, home-based primary care was built on this idea that clinicians were going into the home, and there's a lot that can be seen in the home that can't be seen otherwise; and some clinicians in some roles were able to adapt to that. For example, dietitians sometimes would ask their patients to scan their cabinets for them so they could get a better view, something that they would normally do in person, but they could do on video.
But there are limitations and there are folks who really felt like, as the quotes elucidated, that the video wasn't allowing them to really build the rapport that they wanted. 
And the last point is, of course, that there are limitations in terms of the veterans’ bandwidth and resources; and even though the VA supplied iPads at a certain point during the pandemic, were they able to use them efficiently? And so, some folks felt it wasn't worth their time, the time spent to train someone to use the video, and that's why we had that one nice quote, "Once folks know how to use it, they're more interested in using the video." But it is a learning curve and some clinicians just didn't feel like they have that time. So, I would say there's a lot of reasons why some folks just didn't want to go to video. 
Leah Haverhals: 	We do have data on that from the interviews too with veterans and caregivers, and that's going to be more in the other paper we're doing for that around the healthcare delivery. But yeah, we had questions on that too.
Christine Kowalski: 	Great. And I do apologize, we're not going to have time to get through all of the questions; but they do have their emails up that you can go ahead and send in. And maybe, I guess, Whitney, I don't know, do we have time to do one more or should we wrap up now? I know we're almost...
Whitney:	Oh, go ahead. We can do one more. No worries. 
Christine Kowalski: 	So, this one's kind of a two-part question. So, this person said that, "Thank you so much for sharing the methodology. They're currently analyzing 2000 plus open-ended responses from a pregnancy survey during the pandemic." And so, as a follow-up question to that, they said, "How many codes did you end up with?" So, for their study, they started with over 100 and felt like there was a lot of noise. And so, they ended up condensing and changing definitions, and this is a question we get a lot, "How many codes do you have? How many is too many?" And so, just if you maybe could mention approximately how many? 
Leah Haverhals: 	I think it was around... I think it was around a 110, I want to say, for the survey, but we might have gotten it down to 80. I hate having... I’m more of a coder that I don't like to have more than 100. And one of the processes in our analysis too is like thinking about... it used to be called an Atlas code families--or code groups it's called now in the newer versions--and kind of thinking about where those fit in. But that was certainly like a big part of our analytic meetings, were very helpful on this project to talk about like where we could merge them, "What are our definitions, how are you using it, did you forget this code existed?" But if they send me an email, I can certainly double-check what our were, but on our vaccine projects and on our telehealth use Atlas projects to double-check and see that.
Christine Kowalski: 	Great. Thank you so much. And so, I guess we won't have time to get through the remainder, but I know that our wonderful CIDER colleagues maintain a list of the questions, so they'll send them off to both of you for the ones that we didn't get through.
And just wanted to say thank you again so much, this was wonderful. And see if either of you had any closing comments before we end the session.
Tamar Wyte-Lake: 	Just put a quick chat in to say thank you so much for joining; it's always fun to be able to share your process and data with folks who are in the same boat. So, this has been really a pleasure. And thank you Christine, for organizing this group and Leah for signing us up for this, it's been great. 
Leah Haverhals: 	Yeah, I guess I just echo that same thing, I appreciate people taking the time. And when we were making these slides, were like, "Wow, we did a lot of stuff, and this is a lot in an hour, we realize. But we're happy to have this opportunity and it's great to also hear that others are also tackling open-ended analysis of questions; and I think, too, it's just important to really think critically about what methods you're going to use, because that was a lot of our early talks when we were designing this. So, thank you again. 
Christine Kowalski: 	Absolutely. And I’ll just see--I’m not sure if, Whitney, was there anything you were going to say before we close out? 
Whitney: 	Yeah, I just want to thank you our presenters for putting this together and present today; and you, Christine, for hosting and asking the questions.
Attendees, when I close the meeting, you'll be prompted with a feedback form. Please take a few moments to complete the form; we really do appreciate and count on your feedback to continue to deliver high-quality cyber seminars. Thank you everyone for joining us for today's HSR&D cyber seminar, and we look forward to seeing you at a future session. Have a great day everyone.
Christine Kowalski: 	Okay. You, too. Thank you. 
Tamar Wyte-Lake: 	Thank you. Bye, everyone. 
Leah Haverhals: 	Thank you.
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