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Moderator:  We have reached the top of the hour.  At this time, I would like to introduce our three speakers.  Speaking first, we have Dr. Jane Forman.  She is a research scientist and director of qualitative/mixed methods core at the VA Center for Clinical Management Research.  She’s also a qualitative—also part of the qualitative evaluation group in VISN 11 PACT demo lab at the VA Ann Arbor Healthcare System.
For the second part of the presentation, we have Dr. Susan Stockdale, a research health science—I’m sorry.  A research health scientist from the Greater Los Angeles VA Healthcare System, and also the Department of Psychiatry and Bio-behavioral Science at UCLA.
Joining her for part two of the presentation is Dmitry Khodyakov.  I’m sorry if I butchered there.  He is a sociologist at the RAND Corporation in Santa Monica, California.  With that, I would like to turn it over to Dr. Forman, now.
Dr. Forman:  Thank you, Molly.  I’ll just wait for my slide to—do I advance it now?
Moderator:  Yes.
Dr. Forman:  Got it.  Thank you.  Good afternoon and morning, everybody.  Thanks for being with us today.  In my talk, I’m going to share with you findings from qualitative interviews we did with established VA primary care patients about their preferences for access and continuity of care when they have urgent needs.  I lead the implementation evaluation group of the prison demonstration laboratory in Ann Arbor.  It’s one of five demo labs funded by the VA Office of Patient Care Services to evaluate the effectiveness and impact of VHA’s PACT model.
We wanted to start with a poll question to get a sense of our audience.  The question is:  What is your role?  Primary care clinic administrator, primary care clinic clinician or staff, VA researcher, non-VA researcher, or other.
Moderator  I’m sorry.  Just one second.  I seem to have pulled up the wrong poll question.  Just stick with me for one second, ladies and gentlemen.  If you want to discuss this real quick.  Sorry, folks.  Just give me one second.  There we go.  I have found it.  [Chuckles] Thanks for your patience, everybody.  As Dr. Forman was saying, what is your role?  Are you a primary care clinic administrator, primary care clinic clinician or staff, VA researcher, non-VA researcher, or other?  It looks like our answers are streaming in, so we’ll give people a little more time to get their responses in.  Then, Dr. Forman, you can talk through those real quick.
Dr. Forman:  Sure.  It looks like half the audience, approximately or exactly, actually, are VA researchers, but we do have a few clinic administrators, non-VA researchers, and other.  Thank you.
[Pause 03:14 – 03:24]
Dr. Forman:  I’m trying to advance it, but it—oh, there it goes.  Okay.  Let me give you some background, first.  Two central goals of success of a patient-centered medical home are increasing timely access to primary care and continuity of care with the usual primary care provider.
In its medical home initiative, Patient Aligned Care Teams, or PACT, the Department of Veterans Affairs has set key metrics for access and continuity.  This includes looking at same-day requests with the patient’s usual PCP and the proportion of encounters completed with the patient’s usual PCP.
Outside the VA, practice level evaluation of access and continuity measures are also required.  For example, by the National Committee for Quality Assurance PCMH and Centers for Medicare and Medicaid ACO quality standards.
[Pause 04:22 – 04:28]
Dr. Forman:  It’s a slow advancing, so bear with me.
Moderator:  Susan, you can just click on the actual slide.  Then, you should be able to advance.  You can use the right arrow key in the meeting or the one on your keyboard.
Dr. Forman:  Okay.  Just a second.  Okay.  No.
[cross talk 04:49]
Moderator:  Just the right-facing arrow.  There we go.
Dr. Forman:  I got it.  Thank you.  Okay.  These access and continuity measures are built partly on assumptions about patient preferences.  However, little is known about these preferences in the VA population.
PACT’s goal is to increase access in ways that patients desire.  The problem is that we get what patients desire.  For example, an appointment as quickly as possible or the patient’s preferred primary care clinic to the emergency department.  That’s without evidence.  Further, PACT encourages alternatives to in-person visits with a usual PCP, such as telephone care and secure messaging.  There are technically separate measures of telephone care, but the main measures used to rank and reward clinic PACT achievement and individual PCP access performance is the same-day, in-person PCP measure.
I keep doing the wrong one.  Excuse me.
Okay.  Therefore, we decided to conduct qualitative interviews with established VA primary care patients to answer the following questions.  First, what are the preferences of established patients for where to seek same-day care and what are the factors affecting those preferences?  Secondly, what influences whether patients prioritize continuity with their usual PCP, even if they have to wait, versus same-day or next-day access to any PCP?  Third, what are patient experiences and opinions about using modes of care other than in-person visits with their PCP for urgent needs?
Let me give you some details about the Ann Arbor VA Primary Care Clinic, where we did our study.  The clinic serves over 20,000 patients.  That’s an increase of 40 percent since 2010.  This is during a time that the clinic was in the process of implementing PACT.
During the study period, the clinic had twenty teamlets, that is, small, interdisciplinary teams that consist of one primary care provider full-time equivalent, one registered nurse, one licensed practical nurse, and one clerk.  They work closely together to deliver care to a panel of patients.  In the Ann Arbor clinic, each teamlet has two to three physicians to share an RN.  There are multiple physicians on each teamlet, because of the part-time PCP.  70 PCPs in residence comprise 20 full-time equivalent employees.  You can see that over half of PCPs work less than 16 hours a week in the clinic.
Finally, the VA computerized patient record system, or CPRS, provides all providers access to patient medical records.  This facilitates what Haggerty has called “information continuity,” or “The use of information on past events and personal circumstances to make current care appropriate for each individual.”  This will come into play in our findings, as you’ll see.
We used the following methods in our study.  To be included in the study, patients had to have made a same-day visit request in the twelve months before we pulled our sample and had to have had at least two visits in the six months before.  This was changed from, initially, at least one visit in the six months before in our data poll.  We changed this criterion because we found, in our interviews—our first interviews that some patients, in the first sample, didn’t have enough exposure to the clinic to give us the information we needed.
As far as data collection goes, to understand patients’ experiences and preferences, we conducted open-ended, in-depth interviews with primary care patients.  Interviews started in April 2013 and ended in February 2014.  They lasted an average of 45 minutes, with a range of 20 to 75 minutes.  I’ll present findings from a preliminary analysis of 25 interviews.  You can see some characteristics of these patients.
The central question we asked patients was:  What would you do—or if a patient had sought same-day care, what did you do if you didn’t feel well and wanted to get medical care that same day from the VA?  We followed this question with probes to understand the reasoning behind patient responses.  Finally, interviews were audio recorded and transcribed.
We conducted thematic analysis using both deductive and inductive coding of our interview transcript.  We have conducted a total of 44 interviews, ending in April, 2014, and are continuing our analysis.  These 25 interviews on which these findings are based were selected from those interviews we had transcribed and selected because they had the richest information and based on having a mix of patients with full-time providers, part-time providers, and residents.  We will report on findings from the entire data set when we have completed our analysis.
Here are our findings.  Let’s look at patients—what patients had to say about whether they preferred to seek same-day care and urgent care versus primary care and why.  For conditions that didn’t warrant emergency care, almost all patients preferred seeing their usual PCP over going to urgent care.  However, most patients assumed that they could not get a same-day appointment with their usual PCP.  For example, a patient who had gone to urgent care for a gastrointestinal issue that he’d had for six days said, “Primary care doesn’t keep any slots open for emergency, I think, but I’d rather see my primary care doctor than an urgent care doctor.”
The assumption that patients couldn’t get same-day access to their PCP was based on two factors.  The first factor was the patient’s perception that their usual PCP was too busy to see them right away.  For example, a patient who very much preferred primary care over urgent care said, “That’s a scheduling thing.  How many patients a doctor has and how much time they have.  That’s just simple math.”  For some patients, like this one, this perception was based on an actual experience of trying to get a same-day appointment in primary care and not getting one.  For others, it was speculation.
Before this study period, the same-day access measure at the Ann Arbor VA Primary Care Clinic had improved from 30 percent to 50 percent, just above the minimum target.  Patients’ perceptions were likely formed disproportionally during the time when getting same-day access was less likely.  A lot of this improvement was due to obviously implementing PACT.
The second factor was the patient having been told by staff, and that’s staff both within and outside primary care, to go to urgent care.  One patient said, “That’s the standard procedure.  Because when I called about problems, they tell me to go to urgent care.”  It was usually difficult to tell from the interview whether staff directed patients to urgent care appropriately based on the patients’ reported symptoms, or whether staff should’ve communicated to the patients that there were other, appropriate options.  In any case, most patients had the impression that they could not get the same-day appointment in primary care.
The patient’s relationship with their usual PCP, including the PCP knows the patient’s health condition and trust was a common factor driving preference for going to primary care.  For example, one patient with diabetes and heart problems said, “My usual PCP knows me very well and knows what medication I’m talking.  So, for the most part, does my team.  He cares for me.  I feel comfortable with him.”
Some patients said they had called and would call primary care to get advice on where to seek care before making a decision.  For example, the same patient quoted on the previous slide told us that he always called primary care when he wanted to get a same-day appointment with his PCP and gave us an example of calling primary care nurses when he had urgent needs.  In this case, chest pains.  “The primary care nurses have been very knowledgeable.  They’ve got enough smarts to be able to tell me what to do and who to go see.”  In this example, the patient referred to his PACT team.  This interview took place after the clinic, in the spring of 2013, had put a protocol in place that encouraged patients to use their PACT team as a point of contact for urgent care.  The protocol included giving patients cards that listed a direct telephone line to the team nurse.  We think we were starting to see evidence in our interviews that patients were noted saying “the new standard system.”
Patients generally prefer to see their usual PCP for urgent issues related to a chronic condition such as diabetes, but were willing to see any PCP for unrelated, urgent issues.  One patient said, “If it’s something to do with my diabetes, I’m going to my primary care doctor.  I wait a few days.  I’d rather stay on the same path.”  Another patient said, “If it were a bad cold, I would call them up and ask to see a doctor.  I would, in that case, see another doctor.”
Second, if they couldn’t see their usual PCP for an urgent concern, some patients have no preference between seeing another PCP in primary care or going to urgent care.  For example, a patient said, “Well, if I couldn’t get in to see my usual PCP, it wouldn’t matter if I saw another doctor in primary care or went to urgent care as long as I got to see somebody.”
The ability of any PCP to have access to patients’ medical records through CPRS led some patients to prefer or accept same- or next-day access to any PCP in the primary care clinic or in urgent care over waiting for their usual PCP.  This sentiment was typical.  “I would probably see another doctor rather than wait for my doctor.  They got a computer there.  They know my record and they’re good doctors.  They will know what the problem is.”  If longitudinal continuity could not be maintained in some cases, patients valued informational continuity in its place.
Patients either described or were willing to use calls to primary care, secure messaging, and same-day, in-person nurse visits, as well as other modes of care, as ways to meet their urgent needs in certain situations.  This is interesting, because when we first started this study, our emphasis was on preferences for in-person visits with physicians.  During the interviews, patients brought up examples of gaining access to care through other means.  For example, one patient described calling primary care when the medication he was taking for chronic pain wasn’t working anymore.  The team nurse relayed the message to the patient’s PCP.  The patient said, “I called because when I’m in severe pain, I can’t just take more pain medication, because they only give me so much a month and I’m going to run out.  My PCP called me back the same day.”
Another patient gave an example of using secure messaging.  He said, “My prescriptions were expiring, where I couldn’t get them refilled.  I sent an e-mail off to Dr. X and I got an e-mail saying it’s been taken care of.  I received my prescription.”
Finally, patients were willing to see an RN instead of their PCP for acute issues.  “I wouldn’t have a problem seeing a nurse for acute conditions.  You know, bad cold, flu, earache.”
Here are our conclusions and recommendations.  We found that where established patients choose to seek care for urgent needs may not always be based on preferences, but rather on perceptions of not being able to gain same-day access to primary care.  Therefore, as clinics make significant changes in clinic processes to increase access, it is important to communicate with patients about the availability of in-person PCP appointments and about new ways to access care, such as through non-face-to-face care or with their team nurse.
Clinic triage processes that route patient requests for care based on needs and preferences, and that include a range of care modes, are important to providing access.  As I said previously, the Ann Arbor VA Primary Care Clinic put a protocol in place in the spring of 2013 that encouraged patients to use their PACT team as a point of contact for urgent care.  The goal is for patients to think about primary care as their primary source for urgent care.  The process they put in place is a step towards that goal.
In our interviews, some patients said that they were always told by staff to go to urgent care.  Others said the primary care staff helped them to decide where to go for care.  Our data likely reflects the clinic’s movement toward this protocol and making it standard during this period.
Finally, in constructing access and continuity measures that allow clinics to meet the needs of patients, policymakers should consider measuring performance at a team or clinic level, rather than in individual PCP level, including modes of care other than face-to-face visits with PCPs.  Current measures do not capture alternative modes of care.  However, the VA is currently working toward capturing them.
Measures should be informed by patients’ preferences and clinical needs.  This would be consistent with VA goals in implementing PACT.  That is, providing patient-centered care delivered by a multidisciplinary team and increasing non-face-to-face modes of care that broaden patients’ options in receiving care and provide both the clinic and the patient flexibility to tailor care to patient needs.
I want to acknowledge my coauthors at the prison lab, listed here, and Ann Arbor VA primary care patients who participated in the study.  Thank you very much.  I’ll hand it over to Susan and Dmitry.
Dr. Stockdale:  Thank you, Jane.  I’m Susan Stockdale.  Dmitry and I are going to share with you today a framework and a method for an online expert panel about engaging patients are stakeholders in making decisions about care design.
Before I turn it over to Dmitry, I am going to give you a little bit of background on the impetus for this project.  The impetus for this really came from our—the PACT demonstration lab here in VISN 22.  It’s called the Veterans Assessment and Improvement Laboratory for Patient-Centered Care, otherwise known as VAIL.  The focus of our lab’s intervention arm is to implement an approach to PACT rollout that’s based on evidence-based quality improvement.
This is approach is a little bit different in that it established an infrastructure and a process for doing EBQI for PACT that cut across multiple levels of leadership.  We engaged leadership at the VISN level, as well as at the healthcare system, and at the primary care practice level.  We developed a process to link frontline innovation that the clinicians and staff are doing around PACT in the clinics with leadership priorities at the VISN and healthcare system level.
As part of this, one aim was to include the voice of the veteran patient in both the infrastructure and the process.  This slide, here, lists some of the efforts around doing that.  First of all, at each of our demonstration sites, we had a quality council that included practice level leadership, as well as frontline clinicians and staff.  Each of these quality councils was required to have a veteran patient representative serving on the quality council and participating in the decision-making.
Secondly, we also had a VISN-level steering committee, which had oversight over the clinical innovation projects and deciding which ones got support.  The steering committee included VISN and medical center leaders.  In that mix were the leads for patient-centered care and cultural transformation in our VISN.
We also engaged veteran patient reps by inviting them to our two-day, in-person learning collaborative conferences that we had for our demonstration sites.  At these conferences, the veteran patients would be actively engaged in the discussions around the quality improvements and they would participate in the workshops and the plenaries and the other activities.
Then, finally, our lab produces formative evaluation results from the SHEP data.  We had an oversample of SHEP in, I think, the second and the third year of our demonstration lab.  The oversample provided a large-enough sample size to report out to each of our sites how they were doing in terms of patient satisfaction.  The sites took these results and some of them actually designed innovation—QI innovation projects around the results to address the performance problems that they saw.
Okay.  Generally, our experience in the demonstration lab has been very positive around including veteran patient reps.  They’ve been able to provide really meaningful input that has had an input on care design decisions at the clinical level, as well as higher up.
One thing that we found, though, was that it really takes time for these patient reps to get oriented, to participating in these quality councils with and doing the other activities with clinicians and frontline staff.  There’s also a bit of a learning curve for the clinicians for the managers and administrators, in terms of learning how to engage the veteran patients in the quality council meetings and maybe taking a little bit of time to slow down and explain things and not use so much VA jargon and acronyms.
As a result of this process, we had a couple of questions that we were interested in pursuing through an expert panel.  This led us to partner with RAND to conduct an expert panel on patient engagement and care design.
First of all, we wanted to know how we could systematically incorporate veteran patient feedback in the care design decisions.  We’ve been able to do it in a limited way with our PACT demonstration lab, but we’d like to figure out how to spread this throughout the VISN and really institutionalize it.  Secondly, we were interested in knowing what levels of engagement and what care design decision domains were most appropriate for veteran patient rep participation.
Okay.  Before I move on to present our framework, I have a poll question, which Molly’s putting up, here.  Okay.  What type of experiences have you all had with engagement veteran patients in care planning and design?  You could check all that apply, here.  It’s a long list, so we’ll give it a few seconds, here.
[Pause 26:29 – 26:38]
Moderator:  Thanks, Dr. Stockdale.  It looks like the responses are still streaming in, so we’ll give people some more time and wait until they taper off.  Just as a reminder, you can select all that apply.
[Pause 26:49 – 27:01]
Moderator:  All right.  It looks like things have leveled off a little bit.  You don’t have to read through them all, but you can give some general trends, if you’d like.
Dr. Stockdale:  Great.  Well, it looks like, for the first three, providing patients with information about their diagnosis, asking about their preferences and then working collaboratively with them on a treatment plan, it looks like a lot of people have had experience with those particular things, as well as surveying patients about their care experiences.  To some extent, involving patients as advisors on advisory boards and what-not.
How do I get back to—there’s the slide.  Okay.
Part of the reason for this poll question was not just to find out about your experiences, but to orient you a little bit to our framework that we’re using for this study.  This slide here presents an engagement framework that was originally developed by Carman et al. and appeared in a Health Affairs article in 2013.  What we found when we started this study and we started looking at the literature was that there’s quite a lot about engaging patients in their own care with their own physicians, but not very much about how to engage patients as stakeholders in designing and planning for healthcare systems.  There were a few articles about patient surveys and patients participating in focus groups, but not a whole lot beyond that.
This particular framework really resonated with Dmitry and I, because we had had some previous experience with evaluating community partners—community partnerships around doing research and a partnered NIMH center.  We decided to adapt this framework by Carman et al.  You can see here that they developed a typology of patient engagement with a continuum of engagement by levels of engagement.
The levels of engagement, you can see are in the leftmost column and include direct care, organizational design and governance, and policymaking.  Then, the levels of engagement—I’m sorry.  Yeah, the levels of—the continuum of engagement, excuse me, is represented by the three remaining columns.  The extent of collaboration, you can see, with—the extent of collaboration, as you move from left to right, the patient is exercising more of a voice in the decision-making process.
For example, if you look at organizational design and governance, you can see that patients can act as consultants by providing input through surveys about their experiences.  They can be more involved in making decisions by acting as advisors on advisory councils at hospitals.  Or, they can act more as partners in making decisions by co-leading hospital safety and quality improvement committees.
We adapted this framework by adding another column to the far right to account for situations where the patient may have more power in the decision-making process than other stakeholders.  As you can see, here, there’s also that yellow box at the bottom that takes into account other factors that might influence engagement, such as beliefs about the patient’s role in engagement, culture—the general culture and policies and practices, as well as social norms and regulations in policy.
Okay.  With that, I’m going to turn it over to Dmitry to tell you about our method.
Dr. Khodyakov:  Thank you, Susan.  I’ll continue our presentation by focusing more on the way that we plan to collect the data.  Before we talk about that, I want to clarify the study goals.  In response to the questions raised by VAIL experience, we are going to conduct an online expert panel that applies the engagement framework that Susan just talked about to learn about feasibility, desirability, and potential impact of different strategies of engaging veterans in care design decisions in VA.
The second goal of this study is also to explore the potential of using online engagement approaches with diverse groups of VA stakeholders.  That could be seen as an addition to traditional and face-to-face engagement strategies, because we realized that some people may still prefer to engage in a face-to-face setting.
With that in mind, we treated this project as a pilot, to see how VA stakeholders react to different patient roles and engagement of patients in different levels of the decision making.  Remember those rows in the table that Susan just showed?  These are various kinds of levels of engagement in the healthcare system.
These are the two study goals.  Susan mentioned that we are modifying the engagement framework that Carman proposed.  We’re doing that largely based on what we know from the literature about the patient engagement in direct care.  Based on our earlier study that Susan mentioned, as well, on community engagement in research.  Also, the feedback that we received during the pilot phase of the project from various stakeholder groups at VA.
We’ve modified the framework to—basically by not focusing on the direct care, the first row and adding the patient leadership as one of the patient roles, where patient voice is really loud and sometimes is more powerful than the voice of other stakeholders.  We’re looking at two levels of engagement where it could take place.  It’s a local level decision making.  By local level, we mean a clinic or a hospital, as well as a regional and national level decision making.
We classify this is in eight cells.  That we will be showing or we will solicit input from different stakeholders groups on each of these cells.  I’ll talk more about each—the way we’ll be doing that.  That’s the framework that we are proposing.  Again, four different roles a patient could participate in, ranging from a simple consultation to being an implementation advisor whose input will affect the way that the new care models are being implemented, to shared decision making and to patient leadership.  These are the four different patient roles.  Let me move on.
Study methodology.  We are proposing to solicit expert opinion from approximately 100 stakeholders within VA on ways to engage veterans in the design of VA care.  To give you some more details, the kinds of stakeholder groups we’re considering is VA patient advocates and council representatives, VA care providers, VISN level administrators, as well as the national policymakers.
We are going to collect the data using ExpertLens.  This is an online iterative Delphi-based system that we developed at RAND.  Before we talk more about ExpertLens and Delphi, I have a poll question that I hope Molly can – 
Moderator:  Yep.  Let me pull that up right now.
Dr. Khodyakov:  Your answers will help me understand the extent to which you’re familiar with Delphi and help me tailor my presentation descriptions of subsequent slides.  The question is:  How familiar are you with the Delphi method of expert elicitation?  The answer choices are:  very familiar, somewhat familiar, a little familiar, or not at all familiar.  Okay.  The answers are coming in.  It looks like we have a winner.  The winner is not at all familiar.
Let me give you a brief description of what Delphi method is.  Delphi method was developed at RAND in the 1950s.  It was used as a way to elicit expert opinion.  The whole idea of Delphi is that’s it iterative method, meaning that the input is being collected over a period of rounds.  You conduct a survey and then feed the results of the survey back to participants and ask them to reenter the same questions in light of feedback, meaning the group—the distribution of group responses to the same questions.  Doing so on several rounds helps identify points of agreement and disagreement.  Oftentimes, in health services research, Delphi method is being considered as a way to build consensus among participants.
Let’s see.  We’ve done this.  What ExpertLens does in—it just allows you to conduct the Delphi panels or expert panels or stakeholder engagement panels completely online.  As I mentioned, it is a modified Delphi, meaning that it’s still uses this round structure, but it completely takes place online.  What it does is it usually consists of three to four rounds.  Round zero, which is an optional round, is an idea generation when you want to solicit input but do not know how to ask questions.  You ask open-ended questions and people answer and give you ideas as to how you want to ask questions in subsequent rounds.
Your round one is your survey, where you ask close-ended questions.  Usually, it’s Likert-type questions that can be easily answered by participants.  Then, in round two, you provide the distribution of group response that clearly indicates how a response of a particular individual compares to that of the group.  You encourage participants to engage in an online discussion.  The discussion is anonymous.  It can be moderated or not moderated.  There’s a lot of flexibility in that process.  In round three, you ask the round one questions and present participants with a distribution of round questions—answers to round one questions and encourage them to re-answer the original questions in the light of feedback and discussion.
In this study, we are not doing a form of round zero-type, because we have a clear understand of what we want to know.  We have a theoretical framework that we’re using.  We’ve done a pilot already.  We’re not doing a form of round zero in this project.
What will happen.  In round one, we will present participants with eight different patient engagement strategies.  Each strategy will be described, a description will be provided.  We’ll provide them with an example.
To give you brief idea of what—how it may look like.  One of the patient engagement strategies, as you saw in our table, was veterans voice is elicited in care design decisions at VA outpatient clinics and hospitals.  We’ll provide a more detailed explanation of this strategy.  For example, it can read something like, “Before any major care redesign change is made at the local level, patient’s input is obtained through surveys, focus groups, or during advisory council meetings.”
We want to make sure—because there will be a diverse group of participants, we want to make sure that everyone is on the same page, in terms of what kinds of questions and what they’re reacting to.  We will also provide an example, but at the same time, instruct participants not to think about this one example that we have provided, but think about the patient engagement strategy as a whole, so to speak.  That’s round one.
The engagement strategies will cover different levels of the healthcare system and different patient roles.  Those eight cells in the table that I showed earlier, we will cover all of them.  Eight different vignettes, so to speak.
Each of the patient engagement strategies will be rated by participants on six different scales.  Those are Likert-type scales.  They’re feasibility, patient ability, physician and staff willingness, patient centeredness, and impact on healthcare quality, as well as desirability.  Desirability we plan to use an overall criterion.  Each of the rating scales will come with a statement that describes what we mean by this particular question.  The patient and ability and physician staff willingness rating questions will vary somewhat based on the engagement strategy, to make sure that the description of the rating criterion fits with the—actually, the engagement strategy, but the rest of the scales will be identical of—across all of the patient engagement strategy.  In round one, participants will have an opportunity to explain their rating, using the open text boxes for every single criterion that we’re asking them to rate the patient engagement strategies on.
In round two, participants will see how their round one answers compare to those of other participants.  To do that, we will provide with a distribution of participant responses to round one questions.  This will be a bar chart.  The height of the yellow bars will correspond to the percent of participants choosing each response category.  If you hover over the yellow bar, you will actually see the count of people choosing that answer.  The blue line indicates a median response of the group.  The shaded area around the blue bar indicates the interquartile range, or, the range of the middle half of the responses.  The red dot that you see here is an individual response of that particular participant to this question.  Hovering over this exclamation sign will give you the scale, the labels for different points on the scale, on the response scale.  This will be done for each question that we ask, each rating question that we ask in round one.
Participants will also have an opportunity to discuss their round one responses using online discussion boards.  Those discussion boards are anonymous, because we realize that we will have representatives of different stakeholder groups who may not be comfortable, necessarily, sharing what they really think about a particular engagement strategy in a face-to-face setting or if their name is known to other participants.  We will be anonymizing those.  In our experiences, it’s much better the discussions are moderated.  We’ll have several people moderating the online discussions.  The whole of why we want to have the discussion board.  We find that it’s really useful to get to the contextual characteristics, so the model that Susan showed, emphasize the importance of the factors, external factors or internal factors that affect the patient engagement strategies.  The best way to get to those is to really through an online discussion board.  Also, these data help us explain why the group response may change across rounds, as well.
In round three, participants will revise their round one answers in light of round two statistical feedback and discussions.  They will also participate in an optional survey about their experiences, using online approaches to engage patients in the design of VA care.  The answers to these questions will help us address the second question, the research question about the feasibility of online approaches, the benefits and shortcomings.
As Susan mentioned, this is a study design.  We don’t have any data yet, but what we are planning on doing in terms of analysis, we will measure the level of consensus among participants on each question.  We will look at the—any differences between the stakeholder groups, assuming that we have roughly comparable number of participants in each of the stakeholder groups.  We will be also able to rank the patient engagement strategies based on each rating criterion across all the rating criteria, so we’ll create a rank for each strategy.  Out of the eight strategies, which ones are in top and at the bottom of the list.  We will be able to rank order them within each level of engagement or on the continuum of engagement, meaning based on the patient role in the engagement process.  We’ll also analyze the satisfaction, responses to the satisfaction questions.
What are our next steps?  We recently, literally two days ago, submitted the design paper to implementation science.  We are doing participant recruitment as we speak.  If you’re interested in participating in this online panel, we would really love your input.  You can simply click on this link and I’m pretty sure it’s clickable and fill out a brief survey.  The most important part is your interest in participating in this and your e-mail address, because we need that to invite you to online, virtual process.  We plan to start data collection in late August.  Then, we’ll move through September.  Each round is typically open for a week.   You can log in and contribute at any time during the time that each round is open.  It’s completely asynchronous.  We plan to analyze the data in September and December.
That’s all I have.  I think.  For those interested in a reference to the framework that we’re using, here it is.  Thank you.
Moderator:  Excellent.  Thank you all so much for the great information.  I know a lot of our attendees joined us after the top of the hour, so I want to give you the opportunity to submit any questions or comments that you have for the presenters.  You can do this by using, pardon me, the Q and A box located in the lower right-hand corner of your screen.
The first question, pardon me, that came in was during Dr. Forman’s portion of the presentation.  For this study, is the urgent care clinic a VA standalone clinic, or is it the VA ER?
Dr. Forman:  Thanks.  That’s a good question.  It is the VA ER.  It is in the same location as the primary care clinic.  They triage people into—obviously, by I think it’s called VSL level.
Moderator:  Thank you for that reply.  For the ExpertLens process, have you found that there is an ideal number of participants?
Dr. Khodyakov:  Yes.  Early on, we did a study that looks at different number of participants in each panel.  We looked at the panels of size 20 and panels of size 40.  It looks like the discussion is not as productive in a smaller panel.  We recommend that a panel is at least 40—at least 40 participants is a good number.
We’ve also looked at a larger panel.  A panel over 100, if they are really productive in terms of their discussion comments, it may be really burdensome for participants to review that many comments that people post.  We recommend anywhere between 40 and 100.  If you’re going over 100, we recommend that you randomize them into two panels.
Moderator:  Thank you for that reply.  The next question we have:  Is ExpertLens available to all researchers?
Dr. Khodyakov:  Yes.
Moderator:  Well, that was quick and easy.  [Chuckles]
Dr. Khodyakov:  [Chuckles]
Moderator:  The next presentation starts out with a comment and then we go into questions.  Thank you for the presentation.  This was terrific.  I may have missed it, but how do you plan to recruit the advocates for Susan and Dmitry’s study?  Will you reach out to any particular patient population, for example, PTSD patients?
Dr. Khodyakov:  Susan, can you talk more about the way we’re planning on recruiting?
Dr. Stockdale:  Sure, yes.  Because we would’ve had to go through the OMB process of getting permission to contact patients, we’re not actively looking for patients to participate in the expert panel, but we are looking for people who are experts on patient engagement.  This would include people like VA volunteers that serve on patient advisory councils, as well as other types of patient advocates that are employed within the VA.  These may very well be veterans that are using the healthcare system, but they—we’re not really including them for that reason.  We’re including them for their expertise in engaging patients in care design.
We’re using a snowball sampling technique.  We have a few leads at our local level, as well as in other VISNs and at central office.  We’re going to start with those people.  We’ll ask them to also forward the recruitment e-mail to anybody else who they think might be interested.  We’ll just have a snowball sample that way.  Of course, through this presentation, we’re hoping maybe we’ll also find some other stakeholders to engage in this.
Dr. Khodyakov:  We do have a hidden agenda here.  If you know someone who would be a terrific person and who will be interested in participating in this low burden exercise, we would appreciate if you could forward that link to them or send us an e-mail with their name, so that we can contact them.
Again, it’s quite common for expert panels not to have any random sample, but to cherry pick the most knowledgeable experts in the area.  That’s our approach, as Susan described it.
Moderator:  Thank you very much for the responses.  That is our final pending question at this time.  I want to ask our audience members if they have any remaining questions or comments, as we do have a few more minutes to get through those.
In the meantime, while we wait for those to come in, I just want to give each of you the opportunity to give any summary points or last comments you’d like to make.  Jane, we can go ahead and start with you, if you’d like.
Dr. Forman:  Thanks, Molly.  Really, I just wanted to thank everybody for listening.  I hope that it was informative.
[Cross talk 53:02]
Dr. Stockdale:  Yeah, I would just echo that…
Moderator:  I’m sorry, Susan.  We had a little bit of an echo.
Dr. Stockdale:  That’s all right.  [Chuckles] I would just echo what Jane said and say thank you for listening in on the presentation.  If you know anybody who’s an expert in patient engagement, please send them our way.
Dr. Khodyakov:  I agree with that completely.  Thank you for your time.  If you have any comments or suggestions, our e-mail is on the slides.  Please free to get in touch with us.
Moderator:  Thank you.  As our attendees can see, we actually have an opportunity for you to provide your feedback at this time.  This is the feedback survey.  We do request that you provide your opinions on this, as it is your opinions that help guide which sessions we are able to support.  Also, while you’re filling this out, I just want to remind you that we do have monthly PACT sessions.  They all take place on the third Wednesday of the month at noon Eastern.  You can go to our online archive catalog and that will allow you to register for any upcoming cyberseminar presentations.  You should also receive our monthly list of upcoming ones.  We’ll be leaving this survey up for a while, so if anybody needs to take some time, they are more than welcome to do so.
In the meantime, I just also want to thank our three presenters for joining us today and lending your expertise to the field.  Patient-aligned care teams is a very important topic.  I also want to thank our attendees for joining us.  We do appreciate your participation.  Finally, thank you to Cynthia Lotane, who helps organize the PACT cyberseminars.  Unless our presenters have anything else, I do believe this concludes our HSR&D cyberseminar for today.
[End of Audio]
Page 16 of 17

