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Moderator:  I would like to introduce our two speakers today. Presenting, we have Dr. Linda Kinsinger, she’s the chief consultant for preventative medicine in the office of patient care services at the VHA National Center for Health Promotion and Disease Prevention in Durham, North Carolina. Also presenting we have Dr. Sarah Lillie, she is a fellow for OAA in the PhD post doc training program in health services research in Minneapolis VA Health Care System. And at this time Dr. Lillie are you ready to share your screen?
Dr. Sarah Lillie:  Yes I am. 

Moderator:  Excellent. And to provide some introductory comments about the ESP program we will begin with Dr. Linda Kinsinger; so I’ll turn it over to you now.

Dr. Linda Kinsinger:  Thank you Molly and hello everyone, welcome to this evidence based synthesis program presentation on the effects of share decision making related to cancer screening tests. I wanted to just start by giving a very brief overview of the evidence synthesis program. As some of you may or may not be completely familiar with this program, it is sponsored by the VA Office of Research and Development and the quality enhancement research initiative or QUERI. And it’s been around now for several years and it works to provide timely and accurate interviews of healthcare topics that are identified by many folks in program offices or researchers or others who have questions that they would like to have a review of the evidence about. There are four centers that are listed on the slide that do much of the work and provide these reviews. Next slide.

So these evidence syntheses are on important topics that are relevant to veterans. My office has actually participated in a number of these reviews and we have two more that are in progress right now. So we have found this to be a very helpful process. It really helps us to be able to ask a good question that we need some input on, get a very well thought review of the literature of that topic and helps provide some guidance to us as we make policy and programmatic decisions. The nomination process is described on the screen, there’s a link to a form where you can request the topic to be considered. These are reviewed by the VSP coordinating center and then those that are chosen are disseminated to one of those four centers that were mentioned on the previous slide.  Next slide.

There’s a – for each synthesis that’s chosen and addressed there’s a technical expert panel that helps to provide input on the content and guide the development of the review, refines the key questions and so on and reviews the report. And then there are external pay reviewers as well; so these reports are widely reviewed and commented on and so when they’re done we know that they – we as a program office have a lot of confidence in the findings of these reports because they are so well done. They are posted on the health services research and development website. There are often publications that come out of these reports and so this is really a very helpful program and I’m really pleased to be presenting the – or introducing this particular review to you today. Next slide.

So the topic that’s to be presented today is the effects of shared decision making on cancer screening and it was nominated by my office, the National Center for Health Promotion and Disease Prevention. And the reason we were interested in understanding more about the role of shared decision making or the effect of shared decision making on cancer screening is that this is increasingly considered to be an important part of discussing cancer screening tests with patients. Many of our recommendations specifically say to engage with patients are using shared decision making techniques about deciding when and whether or not to have cancer screening tests done. These interventions typically help patients to understand the harms and benefits of screening tests and help them to understand their own values about those harms and benefits and help them make decisions based on their values. And yet there’s a lot we don’t know about how well shared decision making works for cancer screening and so their review will help us inform our decisions on promoting or recommending or supporting shared decision making interventions that may go along with our cancer screening guidelines. And so with that bit of overview and background I’ll turn it now over to Dr. Lillie.

Dr. Sarah Lillie:  Thank you Dr. Kinsinger. Hello I am Sarah Lillie from the Minneapolis VA Center for Chronic Disease Outcomes Research. And before I present our review we’d like to get a sense of who you are out there. So this is a quick poll question for you to help us out with that. 
Moderator:  Thank you Dr. Lillie, we do have the poll question up on the screen now; so for our attendees we are trying to find out what is your primary role within VA, clinician, researcher, manager or policy maker, student, fellow or trainee or other/non-VA. And we understand that a lot of you wear many hats in the VA so please choose your primary role. Also during the feedback survey at the end there will be a more extensive list for you to choose from for those of you falling under the other category. And it looks like we’ve had about 70% of our audience vote and the answers have stopped streaming in so I’ll go ahead and close that down and share the results. It looks like we have 16% reporting as clinicians, 50% are researchers, 9% manager or policy maker, 5% student, fellow or trainee and 20% of our audience is other or non-VA. Thank you to our respondents. 

Dr. Sarah Lillie:  Okay thank you. And of course before I get into the report here the necessary disclosures for the program. And I’d like to acknowledge and thank the co-authors and collaborators as well as the expert panel and external reviewers. And there’s one more poll before I begin just to gage your interests in – and exposure to the content area presented today and it will help me sort of guide some of what I’ll be presenting. 

Moderator:  Thank you so it looks like our audience is starting to respond. So far we’ve had about half of our audience respond; so we’ll give people some more time. So which best describes your interest in this topic, improving communication with patients, decision making research, cancer screening research, systematic review methodology or other? It looks like we’ve got a varied spread across the board; so it looks like about 80% of our audience has voted so I’m going to go ahead and close that out and share the results. One-third of our audience has the interest in improving communication with patients, 25% decision making research, 22% cancer screening research, 14% systematic review methodology and 8% responded as other. 

Dr. Sarah Lillie:  Great, well that’s interesting; it’s nice to have a good spread across interests. Okay now we can begin. This is a review of shared decision making interventions. So what exactly is shared decision making? 

First we need to understand the concept of a preference sensitive medical decision. One that involves closely balanced benefits and harm, significant tradeoffs that effect one’s quality of life or health outcome. So there is no one right decision for preference sensitive intervention. One example might be early stage breast cancer treatment for which mastectomy and lumpectomy surgical options have the same impact on survival but very different implications for other outcomes, such as future treatment or loss of breast that depend on an individual’s values and preferences. For these types of decisions the shared decision making approach can help facilitate decision making. And although there are different official definitions of shared decision making, at its core it is a process of interacting with patients to inform them of the evidence of the benefits and harms of each available option, to clarify personal values and preferences relevant to those options and to support patient participation in a decision that is informed and consistent with those values. 
Our review focuses on shared decision making interventions to facilitate cancer screening decisions specifically. As cancer screening decisions have become more complex they have increasingly been recognized as preference sensitive. There are balances of benefits and harms relevant to the decisions regarding to starting screening in the case of breast cancer screening for women age 40 to 49 or prostate cancer screening, timing of screening in the case of cervical cancer screening, type of screening in the case of colorectal cancer screening and stopping screening in the case of breast cancer screening for women over age seven. These decisions can be facilitated with shared decision making interventions, which aim to as I mentioned on the previous slide facilitate – which aim to describe evidence behind available options, elicit patient preferences and values associated with each option and then guide discussion to support patient participation in a decision that is informed and value based. And inside guidelines are increasingly including shared decision making as a recommended approach to facilitate decision making.
Our review was structured around the Ottawa decision support framework which is commonly used theory in decision making research. We adopted this theory to focus on three constructs that represent different elements of the decision making process. 

The first is the quality of the decision. This is comprised of knowledge, clarity of values and patients role in the decision. I am not going to get into values clarity too much right now as it’s not the focus of this cyber seminar. But as a bare bones summary it can be thought of clarity of a patient’s own values and preferences regarding the balance of benefits and harm associated with the decision. 

The second construct is the impact of a decision comprised of decisional conflict, use of associated services and satisfaction with the decisions. And then we have decision action either screening attention or screening behavior. 

To begin our review we developed three key questions. In adults what are the effects of cancer screening, shared decision making interventions on our decision making outcomes, decision quality, decision impact and decision actions. What is the receptivity to cancer screening shared decision making intervention? And finally what are the resources required to implement a cancer screening shared decision making intervention? 

Now let’s get into the methods. We searched references published in English from 1995 to 2014 using different electronic databases. We used a variety of cancer screening and decision making search terms which I present here; I’m not going to read them all but you can read them for yourselves. And we supplemented the search with reference mining and obtaining reference suggestions. We searched 12 key journals, the journals were American Journal of Preventive Medicine, The Annals of Family Medicine, Annals of Internal Medicine, DMC Medical and Formatic, MC Medical Informatic and Decision Making, British Medical Journal, Cancer Epidemiology, Biomarkers and Prevention, Health Affairs, Health Expectations, Journal of General Internal Medicine, Journal of Medical Screening, Medical Decision Making and Patient Education and Counseling; so a lot of searching. 
Studies were eligible if in an adult population they compared cancer screening shared decision making interventions to usual care, alternative approaches or a combination. Studies must have assessed our theoretically informed outcomes of interest, decision quality, and decision impact and decision actions. And note that in order to be included the studies must have assessed either decision quality or decision impact. Eligible studies were either at or shortly before clinical appointments and finally we only included RCT’s.

Studies were excluded if they were not RCT’s so that we have the highest quality of evidence. If they were not in a clinical setting. If they were unrelated to an actual screening decision, if they promoted screening as our focus was shared decision making. Many of the RCT’s we found had the stated purpose of increasing screening, mammography for example which is not exactly aligned with the goals of shared decision making. Studies were excluded if they assessed only decision action measures and if they were not in an adult population. 

Data were abstracted by one reviewer and checked by a second with disagreements resolved by discussion. Risk of bias was assessed for each study using a number of criteria including allocation of sequence generation to address selection bias, allocation concealment to address selection bias as well, blinding to address performance bias, incomplete outcome data to address attrition bias and selective outcome reporting to address reporting bias. 

We summarized our key outcomes by cancer type for a generally qualitative synthesis of findings. Pooling our data was largely not possible although we did quantitative analyses on some outcomes. I won’t be presenting those today but all of our fore thoughts are available in the whole report online. 
We assessed strength of evidence according to grade type criteria; so we used risk of bias which I just described. Consistency and that is the similarity of effect estimates across studies. Directness or the extent to which the people intervention and outcome measures are similar to those of interest. And precision which includes number of observations and evaluates confidence intervals. And the strength of evidence was rates as high meaning a high confidence that the evidence reflects true effects, moderate meaning a moderate confidence that further research may change our confidence in the estimate of effect and may change the estimate. Low meaning a low confidence that evidence reflects the true effect or insufficient meaning the evidence is not available or does not permit a conclusion. And we had experts and clinical leaders report – review a draft report. 

Onto the results. Our electronic search resulted in over 2,000 references of which 96 were retrieved for full text review. After our supplemental search 26 references representing 23 unique trials were included in the review. The shared decision making interventions were for breast, colorectal and prostate cancer screening decisions. We found no shared decision making interventions for cervical or lung cancer screening that met our inclusion criteria. 

And this is just a count of the excluded references that – for each exclusion criteria. The majority of exclusions – for the majority of studies were excluded for not being RCT’s, non-clinical settings included churches and hypothetical studies in non-screening intervention studies were excluded. An example was a genetic testing study or a hypothetical study for which participants were not actually making a clinical screening decision. 

To give you a short overview of our included studies the majority were conducted in the United States before 2009 and almost all were given [Inaudible 00:19:53] there was one clinician directed intervention targeting general practitioners who ordered PSA’s and one multi-level intervention which was an educational program for primary care physicians matched with an intervention for patients.

This figure shows the number of studies by intervention format and cancer type. As you can see interventions were typically decision aids, I haven’t formally defined decision aids but a very briefly they’re a type of tool to encourage shared decision making and they’re the predominant method of decision making interventions. 
This figure shows the number of studies by intervention delivery mode and cancer type. There is a lot of variability as you can see and many studies compared different modes. The most common was printed materials, for example pamphlets.

Now let’s look at our key question. Number one in adults what are the effects of cancer screening, shared decision making interventions on decision quality, decision impact and decision action? This slide shows the number of times our outcomes of interest were reported by cancer type. The main thing to note from this slide is that knowledge and screening behavior were the most commonly reported outcomes. And few studies reported on use of services for decision satisfaction. This is just a nice snapshot of the outcomes that are assessed in the different studies. 

And I’d like to orient you to this slide before presenting our main results. This table shows the number – or will show the number of studies with a particular outcome. The columns are outcomes of interest, the rows are type of cancer for which the shared decision making intervention was developed and I just want to note that CRC stands for colorectal cancer. And the K is the number of studies, so there are for example two breast cancer screening studies. In each cell there will be the number of the study with the certain outcome and either the intervention group had a higher outcome measure than the controlled group represented by an up arrow. I don’t know if you can see my mouse up arrow. 
The intervention group had a lower outcome measure than the controlled group represented by a down arrow or that there was no intervention effect; so that’s a description of the table. And now I can show you – for the shared decision making interventions to facilitate breast cancer screening decisions knowledge with higher in the intervention group; however there was no effect on decisional conflict or screening behavior although only one study measured these. And remember there were only two studies in this group and there were mixed results for value, clarity and screening in sections.

For the three shared decision making interventions to facilitate colorectal cancer screening decisions knowledge and decision satisfaction were higher in the intervention group. There was no effect on values clarity or patient decision making roles and mixed results on decision action measures. And decision conflict is a lower in the intervention group which is the desired outcomes to make that clear. Lower levels of conflicts are better.
For the shared decision making intervention to facilitate prostate cancer screening decisions overall knowledge and values clarity increased and decisional conflict decreased. There were mixed results concerning patients decision making role and decision satisfaction and no intervention effect on use of services although only one study did assess this outcome. For the decision action outcomes there were mixed effects and in one study PSA screening actually increased.

Moderator:  Dr. Lillie I’m sorry to interrupt. Can you speak up a little bit?

Dr. Sarah Lillie:  Oh yes, I’m sorry. 

Moderator:  Thank you.

Dr. Sarah Lillie:  So let’s move on to the key question two what is the receptivity to cancer screening, shared decision making interventions. Few studies reported on receptivity. Six studies assessed patient use of the intervention and found that overall patients utilized the interventions. In these six studies all – they were all interventions for prostate cancer screening and use ranged from 50% to 99%; however when comparing the interventions control group there was no consistent difference in use. And nine studies assessed how patients rated the interventions and overall the ratings were positive. Some responses were that information was balanced, clear, helpful and of appropriate length. Only one study saw differences in intervention ratings. One study which was an intervention for a prostate cancer screening decision making used two sites, a high literacy site and  a low literacy site. And participants of the high literacy site were more likely to report to the intervention and have the right amount of information and the intervention was too long. And they were actually less likely to report that the information was slanted towards screening. That was the only group study that reported a group difference in readings of intervention contents.

For key question three what are the resources required to implement a cancer screening, shared decision making intervention. Few studies reported on the specific resources that would be required to evaluate the shared decision making intervention but we can make certain inferences. The most human resource intensive interventions were ones that involved patient education sessions, either face to face or on the telephone and these studies involved nurse educators, graduate level health educators or research assistants all who had to be trained. And of course the provider level and multi-level interventions required provider time which is an important factor in designing and implementing interventions. Few studies specifically outlined the technological resources required; however web based interventions require a certain amount of bandwidth and programming capability and the interventions developed on lap tops reviewed on CV’s in the clinic have their own requirements. So technological resources we had to – this was inferences we made on the articles we read. 

And actually only one study directly outlined intervention costs and this was through the comparison. This study compared a low cost intervention to a moderate cost intervention, both that facilitated prostate cancer screening decisions. And the low cost intervention either performed equally or outperformed the moderate [Inaudible 00:28:15].

So in summary shared decision making interventions to facilitate breast, colorectal and prostate cancer screening decisions improve knowledge, may improve decisional conflict but had varied effects on other outcomes. Patient receptivity is generally positive but not often assessed and information on resources, human, technological or financial are rarely outlined in published articles. I didn’t get to present our strength of evidence table, it is provided as an extra slide at the end of the slides in case you’re interested. But just to summarize the only outcome with moderate strength of evidence is knowledge increase across all of the cancer types. There are a number of outcomes with insufficient evidence in the breast cancer and colorectal cancer screening interventions. 
There are a number of strengths to this review. It was a systematic review structured around theoretical constructs. We used only high quality evidence from peer reviewed RCT’s. And it contributes to the current landscape of literature; so there are a number of existing systematic reviews out there on shared decision making, decision aids and cancer screening. However this is the first to look at all of shared decision making interventions that may or may not be decision aids in a cancer screening context specifically. And looking at the relevance to the VA we did identify two interventions in a VA that were developed in a VA population, both have facilitated prostate cancer screening decisions. The first was a comparative effectiveness trial that compared a low cost pamphlet decision aid or DA stands for decision aid to a moderate cost decision aid – the usual care. This is an intervention I described a few slides ago. The second was an effectiveness trial comparing a pamphlet decision aid to a basic prostate cancer screening brochure. However there are some limitations. Our findings are limited to a large extent by the existing literature. By the existing literature. We identified no studies assessing shared decision making interventions for cervical or lung cancer. And we found few RCT’s of shared decision making interventions for breast or colorectal cancer screening two and three respectively, especially comparative effectiveness trials. 

We also saw that the prostate cancer screening shared decision making interventions were largely developed and conducted before the new clinical guidelines. And finally we acknowledge that the included studies did not use consistent outcomes, which is – or consistent outcome measures which is one of the reasons why a quantitative synthesis was so difficult to do and a qualitative synthesis findings was more natural. In the full report we do present how each article, how each study was measured each outcome. So if you’re interested in that you can go to the full report. Generally study authors created their own assessments of knowledge, which makes it a little difficult [Inaudible 00:32:36] 

So how does this review guide future works? Well the limitations identified gaps in shared decision making research. We need interventions for cervical and lung cancer screening. We need to update the – for cervical and lung cancer screening, we need to update the PSA shared decision making interventions to incorporate the newest evidence and the newest towards prostate cancer screening. And surprisingly there were few trials that were either clinician level or multi-level that shared decision making is ideally achieved by both members of the patient health professional dyad. So this points to a gap in the intervention research, multi-level intervention targeting both clinicians and patients have the potential to change the decision making process and receptivity to shared decision making across the patient provider dyad. 
In addition to addressing the gaps revealed by the systematic review future research should focus on identifying best practices to disseminate interventions and measure outcomes to allow for consistent evaluations across trials. There’s also a need to address the impact of intervention on additional outcomes including relevant health outcomes and measures of the concordance between patients preferred level of participation and actual level of participation. These are sort of newer outcomes that are coming up.

Okay and that is it. I did – the warning that I was going to end early. So thank you very much. I hope you enjoyed learning about this systematic review and the full report is available on esp website. There is a lot of time for questions now, you can contact me later. I do want to point out that in the slide set there are other slides, the list of included articles, a few resources, there’s some information that’s about an upcoming cyber seminar on shared decision making led by Dr. Fagerlin, this is the strength of evidence summary and our research term. So if you download the slide and want to look at those provided for you.

Moderator:  Great, thank you very much. Well we do have time for Q & A now and I know a lot of you joined after the top of the hour so I want to let you know to submit your question or comment use the question section of the go to webinar control panel that’s on the right hand side of your screen. To open that up just click the plus sign next to the word “question” and that will open up the dialogue box and then you can type your question into the lower box and press submit and we will get to those in the order that they are received. So far it’s questions about getting the slides. You can get the slides a couple different ways. You can refer back to the reminder email you received four hours ago and there is a hyperlink that leads directly to the slides. Also we have recorded today’s session and we will upload it into our online archive catalog along with a copy of the slides and you will receive a reminder – I’m sorry, a follow up email two days from now that will also contain a link leading directly to that recording where the slides are accessible. 

Dr. Sarah Lillie:  Is my computer still on here?

Moderator:  Yeah we still see your question slide. So while we wait for any questions or comments to come in Linda or Sarah do you have any additional comments you’d like to make or any concluding thoughts? 

Dr. Linda Kinsinger:  Hi this is Linda. I just want to congratulate Sarah and her team on a very nice review and report. This is a complicated topic and I think her review shows the complexity of the different kinds of questions, different kinds of outcomes that can be looked at. I think the fact that the initial literature search came up with a couple thousand articles but ultimately boiled it down to just a few that were – that met the inclusion criteria and shows that while there’s a lot being published about shared decision making there really only as you saw just a handful of really good trials that guide us. And in fact, there’s still many, many questions about how to use shared decision making and what to expect from it. And particularly the how to use it, how does it fit into the work flow of patient care and how should it be done, by whom, when, for what decisions? Lots of implementations questions and I hope that all of the researchers listening to this call will be motivated to try to take into some of this – some of these areas and provide us with better information as we go forward. I do think it’s an important approach that we need to use but clearly we need to understand it more and have better guidance from studies as when and how to optimally use shared decision making. So nicely done.

Moderator:  Thank you Linda. We do have a pending question, thank you very much Sarah. Can you say more about why you found so few studies that reported outcomes of interest? Do people not agree about what outcomes should be?

Dr. Sarah Lillie:  That’s a good question. Let me just go up to the – I can bring up that slide. There we go. Well I think traditionally studies are sort of assessing knowledge and behavior was sort of the default measures that people used. And then have slowly trickled into the more – and we looked at work going back to 1995 so the newer work looked at the more theoretically based decisional conflict and value clarity. But I think – I mean it’s a good question. I think some of the other, the combination of all of the criteria together – I don’t know that there’s that much agreement among researchers to assess everything a certain way, you must assess these measures. I know with this criteria, which is a specific criteria if you’re using a decision aid there is a drive to develop a certain decision making intervention you should assess these particular decision making outcomes this particular way. But that was a recent push and before then I think these decision making outcomes as you can see were just not used and not used consistently. Unfortunately there is a push to make that more consistent which I think is wonderful.
Moderator:  Thank you for that reply. The next person writes in thank you so much for a wonderful presentation; I’m impressed by your use of theoretical constructs from the Ottawa framework. Can you please address why you decided on decision quality – I’m sorry, why you decided on decision quality impact and action rather than other aspects of the framework?

Dr. Sarah Lillie:  We wanted to – I mean I know that there are decision support. There are other elements of the framework, but we were looking at – it took, and I wish – if the room now was full of all those people on the team, it took a lot of discussion and a lot of thinking about the series and we wanted to look at really three of the basic – the core of what is the decision, the quality of that decision and the impact of that decision. And I know there are other elements in the framework but our team after talking through it this is how we – how we developed and adapted the framework for our study. We came up with it through multiple iterations of discussions. 
Moderator:  Thank you for that reply. Next question what do you think are the next steps for shared decision making research?

Dr. Sarah Lillie:  That’s a great question. I think a lot of the comments that I made at the end that’s really where we need to go. The fact that we didn’t find any cervical or lung cancer screening interventions was surprising and I know – I do know that there are in three years that will change certainly with lung cancer screening. But identifying new categories, new topics and looking at the previous results and extending them to those disease – and screening categories as well as updating interventions, I think that’s important. And in terms of pushing the field multi-level interventions and multi-shared decision making or whatever intervention it may be I think is an important – is not considered enough because a patient does not do something alone especially in shared decision making the point is for the doctor and patient to work together. So we only found one multi-level intervention. It was surprising and a little disappointing actually; so I think that is a push that needs to be made as to work on multi-level interventions and really nail down how can shared decision making interventions be done in multi-level usable way. 

Moderator:  Thank you for that reply. You briefly discussed patient acceptability but what about provider acceptability for shared decision making interventions?

Dr. Sarah Lillie:  Yes, there is in the one – in the one study that was provider directed only they did assess – let’s see if I can – there was one study that did assess the effects or the intervention on provider receptivity to shared decision making. But there wasn’t in the study receptivity to the intervention. So in this one study the practitioners reported how much they supported patients involvement in decisions and patients shared decision making as an outcome of the intervention, but it wasn’t a receptivity to the intervention. So that wasn’t reported in any of the studies that we included; I think it should be. But given that there were only two interventions that even included providers I’m not surprised that it didn’t but I think that’s very important. These a lot required from physicians that they’re going to be involved in an intervention and without their buy in, it’s not going to be successful; so I think that’s important but not reported on.

Moderator:  Thank you for that reply. The next person writes in thank you for a wonderful presentation of your work. With the recent lung cancer screening guidelines and Medicare’s decision to cover lung cancer screenings with an appropriate assessment and shared decision making with conversation with a healthcare provider where do you see intervention work going in this new cancer screening option? 
Dr. Sarah Lillie:  Well I think there is a great opportunity for shared decision making work in lung cancer screening, not only – so lung cancer, I don’t know whether – with the recent results from the lung cancer screening trial and then the guidelines lung cancer screening is offered to high risk smokers and of a certain age who have quit either current smokers or quit in a certain amount of time. But the – whether buying into a lung cancer screening program is at this point, and I can really only speak from the VA experience. I don’t really know how private groups are doing it. It’s every year you’re signing up, every year for the next three years and you’re not – and a shared decision making approach needs to include the understanding of the benefits and harms of not only sort of long term screening agenda but also the requirements of – for the possibility of incidental findings which are – there are grades and would require further treatment and the understanding that screening – lung cancer screening despite the current sort of boosts for it comes with its own harm. And there is a need for increased patient and physician discussion about that. That was somewhat of a – I don’t know how that response went. 

Moderator:  Well thank you for the response. After conducting the study was there something that was particularly surprising to you and your team about the findings?

Dr. Sarah Lillie:  I think the most surprising thing was that there was so little out there as Dr. Kinsinger said there is so much work out there, so much of your decision making work that I’m pretty sure we expected to find more studies that would be included. And we didn’t and that – that surprised us and previous reviews have shown that there are consistent results in increasing knowledge and behavior. But previous reviews have also found mixed results in the other decision making construct so we weren’t necessarily surprised that there was no consistent finding for value clarity or patient role in the decision. I don’t think that was particularly surprising, but the breadth of the literature was surprising for me. A lot of the studies that are held up as classic studies hypothetical studies, so I think – so that just qualifies what we were considering to be the highest quality of evidence because it didn’t – because they didn’t relate to an actual screening decision that patients were making and we needed to include high quality evidence. And when we made that decision a lot of literature just fell away; so that was some of the surprising thing.

Moderator:  Thank you for that reply. That is the final pending question at this time. Would you or Linda like to make any wrap up comments?

Dr. Sarah Lillie:  I had a lot of fun doing this review and I think it really does point to future gaps and gaps in the literature and points to future work that is needed. And that is important for the field; so now everyone who is listening to the cyber seminar can go start doing that.

Moderator:  Thank you.

Dr. Linda Kinsinger:  And Molly, this is Linda, again congratulate Sarah and her team on this great work and completely agree with the call for more work in this area. There’s a lot yet we still need to understand and I look forward to reading about those studies and that work in the years to come.

Moderator:  Great, well I want to thank you both very much for lending your expertise to the field and of course I want to thank our attendees for joining us. As you exit out of the meeting please wait just a second while a feedback survey will populate on your screen. Please do take just a moment to answer those few questions, it is your suggestions and replies that help us guide which sessions to support and how to better improve our programs. We do read those carefully. So once again thank you to our audience and thank you to Drs. Kinsinger and Lillie, we really appreciate you joining us today and this does conclude today’s HSR&D cyber seminar. Have a great day everyone.
