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Molly:
I would like to introduce our speaker. Joining us today, we have Dr. Susan Zickmund. She’s the Associate Director for HSR&D Ideas 2.0 Center for Innovation. And that’s located at the HA Salt Lake City. She’s also the Director of the newly-formed HSR&D Centralized Transcription Services Program and, finally, a professor in the Department of Medicine at the University of Utah. We’re very grateful to Dr. Zickmund for joining us today. I have sent you the screen share, Susan. Perfect, we’re ready to go. And let me just unmute you real quick and we should be good to go, thank you.
Dr. Susan Zickmund:
Thanks very much, Molly. It’s always a delight to join the HS R&D community in this fabulous cyber seminar series that we have access to. So today, I’ll be sharing with you a little bit of information on satisfaction and trust. And I’m going to try to see—as I shared with Molly, I chose to use a brand new computer, so I expect that this might be an interesting ride. So, okay, now I’ve advanced the slide. The goal for today’s talk—just keep it interesting out there.
The goal for today’s talk, first of all, I’m going to focus on in general in this talk on the disparities and satisfaction with care or the DISC study. The first part focusing on equity and satisfaction. And then the second part, I’ll share with you some interesting findings on trust in the VA Healthcare System. Let me see how I advance that. If I can see if I can go to the next one. Indeed.

So one of the questions is how is the particular cyber seminar associated with the Pact Demo Lab? There I am. The DISC study is a merit review study. But it is also part of the Philadelphia CHIRP Demo Lab Project. And in this cooperation, because their particular project focuses on racial and ethnic disparities, we found that the DISC study could be a really interesting opportunity to try to understand racial and ethnic disparities and particularly focusing on the care process within primary care. And so one of the things that the DISC study as able to add is that we provided or we inserted three specific qualitative questions into our overall DISC script and I’ll tell you more about this as we move into the study, that were specific to PACT.
Now for this particular cyber seminar, I’m going to focus more on Likert scale data. I’m not going to focus on these three questions I’m about, I hope, to show you. Yep. But just for perhaps future reference, perhaps a future cyber seminar, let me share what those three specific questions we added. And those were: Please share how your provider and his/her medical staff discuss any barriers you may face in taking care of your house. To what extent have they helped you to set health goals? And if the person said that they did, have they helped you to achieve those goals? So those are three of the questions that we added in, again demonstrating how it is that we’ve intersected with the PACT demo labs as part of the DISC study.

The qualitative data is completed coded and I’ll share with you a little bit about the logistical aspects of large-scale qualitative data in a database we’re working on how to configure out coding. The given aspect—I’m going to focus this analysis on the DISC Likert scale analysis. So I think I’m getting the hang of this. So let’s go ahead and proceed into the results of the DISC study starting off first in terms of veterans’ satisfaction.

So I think we’re all very aware that veteran or, in general, patient satisfaction is very important, related to improved compliance access, self-care, better continuity of care with providers. In terms of racial and ethnic and even gender disparities looking at patient satisfaction outside of the VA, there’s really a kind of a mixed portrait. Certain studies show that there are disparities, some race, ethnicity, gender. Very different kinds of findings. When we drill down to the VA context, we also find a good deal of mixed findings as well. We have found using the survey of health experiences of patients or the SHEP survey examples of racial and ethnic disparities, particularly in a white paper that was formulated in 2008 showing particularly fairly important levels of racial disparities amongst African-Americans. Based on that data back in the time when I part of CHIRP, we did a rapid turnaround study that was a pilot study from the larger DISC study where we looked at 61 veterans—30 white and 31 black. And we found also significant differences in terms of satisfaction with VA care.
So there are indications out there that there may be at least racial disparity in satisfaction with VA care. However, certainly, our pilot study had simply a three-sized—a very small sample size and only looked at rates. So we used that as the pilot design for the larger DISC study. The goal of this study is to look at reasons for satisfaction or dissatisfaction with VA care, based on race, ethnicity, and gender. This much larger study targeted 1,350 veterans from 25 VA medical centers, stratifying based on race, ethnicity, and gender. For this mixed method study, we focused on six cells per VA medical center. So we’re looking at whites, blacks, Hispanics, males, and females, for a total of six cells per VA medical center. 

Because it is a qualitative study as well as a quantitative, so mixed methods, I wanted to make sure that we had at least nine participants per cell because the literature, as well as my own views as a qualitative researcher is nine is really the lowest level you can go down to and still be able to achieve thematic [sic] saturation. So that helped to explain a little bit about the end that we sought and the sampling.

Also this mixed method study is a little bit of a unique approach here. We wanted to try to integrate per domain quantitative and qualitative data. So we began each one of our domains—and I’ll show you on the next slide what our domains were—by asking about satisfaction with VA care using a Likert scale from very satisfied to very dissatisfied. And then after the veteran provided us a particular rating, we would then use a follow-up question of what contributed to your rating for that particular domain? So I’m going to talk more about the overall domain in this cyber seminar because in my mind, the overall domain was an awesome opportunity to understand sort of the Gestalt or a snapshot view of the experiences in the VA without actually probing more distinctly in a certain area. So it contributed to your rating of satisfactions with overall VA care. And then in certain domains, we would have sub-questions. Every domain we ended with the same final question: What could the VA do to improve your satisfaction with that domain? 

So this was the DISC interviewing domain. For the entire cohort, we asked questions on overall care as I just mentioned, outpatient, PCP, and those specific PACT questions that I had read. Those fell within the PCP or Primary Care Provider domain. Many questions on access, pharmacy, continuity of care, communication, respect, the physical facilities like the brick and mortar building of the VA, and that would be the main site that we were recruiting them because they received care there, and experiences with cost in the VA. And we also asked for those individuals when it was relevant the satisfaction that they had with specialist care, mental health, pain management, the physical facilities that they were using in the clinic or CBOC, inpatient VA, and, for those who identified as female, women’s health.
We also had going from the pilot of three sites, we had 25 DISC VA medical center sites. For our facility selection criteria, we focused on VA medical centers with mostly high black populations, high Hispanic or moderately high numbers of both groups. And the question is why. One of the reasons is that, again, the focus here is race, ethnicity, as well as gender. And a white paper that I had cited from 2008 related to the SHEP data had shown that one of the drivers of dissatisfaction amongst black veterans was attending a high minority serving VA medical center. So we really wanted to make sure that we targeted those VA medical centers. And also in terms of feasibility of recruitment, it certainly—the minority serving VA’s also were something that made a good deal of sense. So there were two drivers of that.

We also sought geographic distribution across the country. During the review process, there was a request to add four predominantly white serving VA medical centers and we added those as well. So we went form 21 sites to 24. And so just to visually share with you, we didn’t plot the four additional sites on the map. You can see the map. A lot of high focus on sort of coastal areas, typically larger urban VA medical centers, not as much in the Heartland of the country. But these were the facilities that we chose.
In terms of our statistical methods for the Likert scale data, we analyze, race, ethnicity, gender differences and satisfaction by domain. And the co-variants in the model were race, ethnicity, gender, VA site, participant demographics, whether or not they used the VA care. Only yes or no and health status.

So let me go ahead and share with you the quantitative satisfaction findings from DISC. So in terms of our sampling, we began in 2013, ended in 2015. We sent out roughly 8,000 mailings, discovered that in terms of people eligible for recruitment 7,500 interested in learning more. So those individuals we were able to actually contact, about 2,400. A large number of them were eligible to complete the interview, consented to interview 1,800. Once they consented, we needed to send them a consent document to be allowed to record their voice. We needed to receive that form back. That was a challenging experience. So we ultimately were able to consent 1,300 for complete interviews in the status that represents 1,222. 
In terms of our responding characteristics, it is a stratified sample. So reasonably equal numbers of males and females. Again, also reasonably equal distributions of white, black, and Hispanic. In terms of the age range, you can see that the age grouping of 55 to 64 was the largest category. But in general, we were reasonably pleased with our ability to have a sampling across the age spectrum.
So in terms of the satisfaction rating by domain of VA healthcare experience, let me just give you a moment of what this next slide will look like. So what we wanted to do is focus on being very satisfied, which we represent with a bar chart by green, somewhat satisfied with VA care, which we represent with yellow, and all of the remaining categories, which were neither satisfied nor dissatisfied, and all the categories of dissatisfied. The reason that we grouped them altogether was because of small ratings sample within each one of those ratings. And then I’m also going to show you all of the different domains together so you’re going to see a lot of stoplight colors and a lot of different domains.

I’d like to draw your attention to the overall domain at the top. While we in general wanted to go from most satisfied to least satisfied, this overall domain is important because, again, I think it’s a snapshot of veterans’ attitudes towards the VA. But moving beyond that, we can see that people most satisfied with the cost that they received, the facility at the clinic or CIVA [sic], pharmacies and inpatients and then on down. And then if we look at areas where there was the most dissatisfaction or, shall we say, less very satisfied, there was access—perhaps not surprising to the audience on the call. Then actually, overall would fall naturally as second. And then pain and communication.

Now what I’d like to share with you is what I may describe as the equivalent as a uni-varied analysis. We didn’t actually do a uni-varied analysis removed because of the complex modeling into a multi-variable model. But if we want to look at where there were areas of greater satisfaction or dissatisfaction, this is our opportunity to look at domains of interest. So the red bar indicates five points being less very satisfied for blacks. And the blue bars are five points less very satisfied for whites. There’s only two blue bars for inpatients as well as facility main. And then, areas of attention, I would say, is respect, specialist, PCP, outpatient, as well as overall. 
I’m going to do this now in terms of ethnicity. We can see in general there are fewer bars. There is only one blue bar, obviously, that is for inpatients, but there’s also areas, I would say, of tension in terms of the domains—cost, respect, specialist, and outpatieint. 
When we then did the final models, and this was more to present what it is that we were finding. But in terms of our actual model, and this is adjusting for gender, age, site, and other co-variants—and actually one finds a very different picture. In terms of being significantly less satisfied, the one area of concern were Hispanic males versus white males in terms of cost. But actually in terms of being significantly more satisfied, black males versus white males for access, Hispanic females versus white females for access, as well as pharmacy. 
So I’m going to do the same thing for gender. So again, I’ll call these domains of attention and we actually had a presentation at the last HSR&D conference and ran the uni-varied analysis as a way of demonstrating areas of attention. And it was very similar to the domain that we can see here. We can see there are no blue bars and there’s a—I won’t read them all, but, obviously, there are many areas where women appear to be less satisfied, less very satisfied with their care versus men. One of the things I think is interesting is if you look at respect for race, ethnicity and gender at this earlier stage, each time there was lower satisfaction with respect. And, again, once you do adjustment for race, ethnicity, age, size, and other co-variants, again, it is a somewhat different story. There are areas of concern. So white females versus white males with outpatients and costs as well as black females versus black males with pharmacy. But black females versus black males were more satisfied with specialists and also with pain management. 

So what we can find is that your concerns about widespread racial, ethnic, and gender disparities, what we’re actually finding is that when we adjust for the co-variants, we actually find that it comes down to fairly limited areas of concern.
So I’d like to share with you more about the qualitative approach, because obviously this is a mixed method study. The Likert scale data is incredibly important. It will also be important to understand at a deeper, richer understanding what types of issues are being expressed about satisfaction with VA care. So let me tell you a little bit about the qualitative approach. Now, trying to capture the diversity of themes that emerged from the DISC study, and I am a qualitative researcher, was quite challenging. One of the things that was different for me and I’ve been doing qualitative for 15-20 years now, is that the question of why did you rate yourself—you know, what contributed to your rating or what was the driver of your rating of the VA and then, all the subareas? We found that people could say almost anything. There was a need for an incredible number of codes. And when we thought about how is it that we want to be able to capture this, and this was the approach that we used in the pilot, we thought it important to divide it between satisfaction codes and dissatisfaction codes. And we added the area in the DISC study as opposed to the pilot where we specifically asked people, you know, “How can we solve this? How can we make this or how can you give us suggestions to make this better?” And so, as a result, we also needed to have areas to improve.
So for the codebook, we ended up having three parallel codebooks. We found that it took six coders to accomplish the coding needed. One of the lessons learned is the process developing the codebook required input from all the coders. One of the things I think is intriguing is how do you do largescale qualitative analysis? How does one do that? Because qualitative studies of this size are relatively rare. One of the things that I often have done is rely on a very seasoned coder to help develop a codebook and then we bring what I call the master coder in and then we bring the co-coder to the table and the DISC is very different because we’ve got six full-time, everybody’s basically a master coder. So we developed based on 200 interviews the first draft of the codebook to the team, we in essence needed to really dive into the codebook and make sure that it worked for everyone because the interpretations and the subtleties of the codes were such that the entire team needed to be involved in the process. And that was a lesson learned. So we then had another system where all the coders were at the table and we did an additional 100 interviews, intensive meetings for about two months to come up with the final codebook.
We also developed our own computerized system to be able to capture the coding given the complexity. And I will share that for the domain codes. So what contributed to your satisfaction or your rating rather of blank domain? That’s that sort of the core codebook that I’m going to be referring to here. We ended up having about 500 codes for satisfaction/dissatisfaction areas to improve. They’re parallel and they’re built into the codebook. We also had individuals so you could see the different domains there. And we’re starting off in this one example with the overall care, but the codebook is the same across all the different domains. Some, if we’re talking about the physical facilities, then obviously certain codes are not really going to be applicable. And then we also had, particularly on areas such as access, we have—and as well as the PACT questions that I shared with you. Then we had some sub-questions and the coder would click on the question and the relevant codebook would pop up. They would listen because this is an audio coding study. They would find the codable text. They would timestamp it, type it in, and then they would ultimately choose the specific code.

One of the things that as a qualitative or mixed methods researcher that I have struggled with and I think it’s something that all qualitative people struggle with, is the ability to have codes intersect to capture meanings. I know I’ve given this example before, but I think it is a pretty good example. And, unfortunately, the type of story that we often hear, somebody walking into an ER and just having a terrible experience. And we might use a code such as a nightmarish code. They’re also in ER and they’re also talking about difficulties they have with the doctor. And you can have a nightmare code, you can have a doctor code or a bad doctor if you want, bad ER, and an ER code, but how do you bring all of those together? So given the opportunity using this interface access with FQL server computerized system that we developed, it enabled us to be able to capture information at each individual code level. So, for example, somebody could put in a nightmarish code or any code they wanted and then there was a default of who was involved? They, you know, some unstated person. But if they specifically said in this example a doctor, the coder would then click on the menu. They’d click “doctor” or any of these other individuals. And we also had categories that capture services. So in this particulars case, the coder then could click on Emergency Room. So it enables us—and there’s just one more level very specific to the DISC. CBOC is that particular site because we’re looking at some site variables as well. Are they talking about a different site? You know, back before when I lived in Montana—I’m just saying that as an example. With all this information, it allows us to be able to look at the frequency of a particular code and to try to understand the drivers of that particular code.
I can share with you some of the findings to date. One of the things that is both exciting and a challenge when you have 500 x 3 x 16, even if we’re focusing on the overall domain where we have 500 codes that can be used for understanding the reasons for the ratings and then across 1200 people. You know, how do we structure that? We have access codes that talk about scheduling appointments and bringing it down to the fact that nobody is answering the phone, which is a very common dissatisfaction theme. How do we structure that data? So that’s one of the ways, that’s one of the places that we’re currently at in bringing this data to the table. But in terms of the broad strokes, that certainly doesn’t involve the conundrums of fitting all those codes together, I can share in terms of total satisfaction and dissatisfaction. And again, I think there are a lot of areas of strength here in terms of the VA. We can see that there’s almost twice as many satisfaction themes as dissatisfaction themes overall. And that tendency was fairly pervasive across the other different domains.

Also in terms of areas of concern, yes, in terms of the overall domain, we can see that we’re looking at the total number of satisfaction codes and also total number of dissatisfaction codes, being the darker blue. Perhaps looking across these various categories from general all the way to causes, perhaps it’s not surprising that access is something that was frequently discussed. And we can see that there are clearly many more dissatisfaction codes. Although if you look at the total of satisfaction codes, they’re also very much a prevalence as well. As well as care such as the quality of care, interpersonal communication, continuity of care has almost an access-like dimension. It’s trying to make sure that you don’t fall between the cracks, you see the doctors that you need. You’re able to get to those subsequent appointments.
So let’s drill down to the area of access in terms of satisfaction/dissatisfaction in what we’re able to hear. And if you keep in mind that this is 2015. I will share that all of this data predates choice. So you’ll hear more about the scandal and where this particular studyfalls, but this doesn’t include anything related to choice. So scheduling and availability of service is the fact that there’s a high level of codes that express dissatisfaction is perhaps not shocking. I think this seems to be fairly within the realm of what we would expect. Something that I thought was interesting in terms of code of waiting time, not scheduling. Waiting time, not scheduling is once the veteran gets to the VA, how much time do they spend in the waiting room? How much time do they spend going from registration to that waiting room? How much time did they spend actually in the room waiting for their providers to come? You can see that there’s a high level of satisfaction in terms of just frequencies of codes related to that. They’re almost mirror images of each other.
Also areas of real satisfaction—and I’m thinking about some of the quotations as well—is the ability to contact at the VA. Again, this is not trying to get an appointment , which is a real area of concern, not trying to get somebody to answer the phone there. The veterans saying, “My provider gave me her cell phone number. The nurse is always there. I always pick up the phone and bet able to get in touch with her.” You know, really strong, positive statements related to that. That last category of bureaucracy, it makes me feel like it’s almost unfair to the VA or any healthcare system. We tried but we couldn’t find the commensurate, positive satisfaction codes related to bureaucracy. Nobody talked about red tape in a positive way. So those are merely dissatisfaction codes. 

So just to give you an example of an overall domain dissatisfaction quotation: “Every time I schedule an appointment with the VA, I have to schedule it months in advance. And then a few days before my appointment, they’ll call and they’ll cancel it so I have to reschedule it. And I have to wait another two or three months to be seen there.” That’s a fairly typical comment that we would hear.

In terms of areas to improve, again, you can see a sea of blue here related to access. Areas—the other areas are roughly the same in terms of statements that need to be improved. But really access was the critical aspect.

So in terms of the overall domain improvement quotations, I think if there was a way to make appointments online maybe. This is a bit of snapshot of an interview. I think like being able to schedule appointments at a later time during the day, the interviewer says, “So hours into the evening.” The subject says, “Right, yes.”

So our analytic plan for the largescale qualitative data, this will mirror—although be certainly much more complex—the pilots approach that we have using random effects models, we will quantify racial, ethnic, and gender differences and qualitative themes of satisfaction and dissatisfaction in each domain of the healthcare of what we’ve used in the past, which is called a Rauschen [ph.] model and worked with Rod Stone who is an awesome statistician. It is similar, as far as I fully understand it, to an item response approach where, for example, in the pilot we were able to use all of the qualitative codes in a domain of either satisfaction or dissatisfaction and look at whether or not in this case it was racial differences. I find that really an intriguing approach because so often, if you look at the top three things, so much of the qualitative data ends up not being relevant to the analysis. And this is an approach that should enable the propensity for people to say a certain thing to actually matter, not just the most frequently mentioned statements.
So what can we learn from this qualitative approach? We can show the ratio with satisfaction/dissatisfaction per Likert scale rating. So what are the ratios for very satisfied versus somewhat satisfied versus somewhat dissatisfied? And, I think even more important is what are the qualitative themes? Can we get to the point of predicting Likert scales? Because a lot of times we don’t know what the difference between very satisfied and somewhat satisfied. Having listened to so many of these, I would say that having a—if somebody said that they were having access problems, I can imagine a somewhat satisfied. If they added interpersonal issues, for example, with providers, it seems highly likely that it was correlated with either neither satisfied nor dissatisfied or a dissatisfaction rating. So trying to understand in a more systematic, less anecdotal level, I think is one thing that this dataset can help. We also can drill down to the type of employer service socio of positive and negative themes. And that’s something that I’m excited to be able to do.

So let me now make a transition from the mixed methods data. This is all happening, being collected at the same time to a specific survey that we asked after the mixed method script was complete. Let me get a little better anatomy of our scandal, although I imagine that we all know it at this point, that on April 23, 2014 CNN reported that the Phoenix VA Medical Center had kept secret wait lists of patients. The purpose of these wait lists were to insure that the VA was meeting the expected 30-day access requirement. And we certainly know that in the weeks that followed, the media reported additional VA wait lists and other access problems. Now, one of the things that was interesting is that DISC, I think, functions as a natural experiment. About 42% of the DISC sample was interviewed before that scandal emerged and about 59% after that April 23rd date. So it gives an opportunity to explore the possible impact on satisfaction and here I’ll just focus on distrust in the healthcare system in the midst of a media scandal.
So let me share just a few words about the survey, which is a healthcare system distrust scale. It’s a scale that was developed through the CHIRP Philadelphia Group. Judy Shea [ph.] was a key in terms of helping to develop this survey. It’s designed to be sensitive to racial distrust in the healthcare system and it has two different subscales. One is healthcare system competency. There are questions such as—it’s the healthcare system, we use the word VA. “Takes good care of me. I feel that they’re competent at delivering medical care.” Distrust values have to do with questions such as, “The VA lies to make money. The VA experiments on patients.” So really values such as mendacity that one might sense from a healthcare system. So this analysis accounted for clustering of participants within facilities, interaction among age, gender, and race and ethnicity were not significant.
So we can share and this is just a very brief snapshot that blacks were significantly more distrustful than whites overall and also on both subscales. Hispanics were overall not significantly more distrustful than whites. The values subscale, however, was significant. Women were significantly more distrustful than men overall and on the competency subscale. Then in terms of that natural experiment, you know, we wanted to understand the impact of the wait list on trust. So what we did is we went back to that first initial media coverage from CNN, which was a national story, April 23rd. And we divided our cohorts into before and after the publication, the media coverage. And I do want to emphasize that we’re not trying to indicate causality. Our study wasn’t designed to be able to show it. So participants interviewed after the first media story were significantly more distrustful overall and on both subscales. 
I can share with you a couple of quotations. Someone said, “Right now I have no trust in that VA.” I don’t trust them to do anything surgery wise. I mean, at this point I feel if the provider tells me I need to have a hysterectomy, I would have to find an outside doctor to do it because I don’t trust them.” Or another quote, “I haven’t seen a doctor from a VA clinic. Every time I call, I’ve been put on—they say I’m on a waiting list. I’ve had to use my private insurance to see any doctor because I haven’t seen a doctor through the VA for 14 months now because I’m unable to get it.”

So I’d like to transition to next step. One of the next steps is we look forward to working with Dr.Brian Mittman who is one of our consultants on the DISC study to develop interventions based on veterans’ suggestions for improvements. And another next step that we’re in the midst of is using natural language processing to guide qualitative coding. So we’re working right now with Dr. Scott Duvall, Director of VINCI, who fortunately for me is here in Salt Lake City. One of the things—quick backstory here. One of the things I think is really fascinating is that I had the opportunity to be a part of a consortium. A consortium on health informatics research that existed eight to five years ago also based in Salt Lake City that brought different bioinformatics folks together and I worked on an application process doing purely qualitative work. But what I discovered is that annotators and qualitative folks, coders, use the same process. So methodologically, I found we were doing exactly the same thing. It’s just the annotators are preparing to then move to a next step of working with technology to help sort things using computers and very sophisticated programs into categories. And one of the things that I’ve been fascinated about is whether or not we can use certain kinds of approaches to be able to help automate qualitative coding, not replacing humans, but to help with the efficiency because qualitative research and coding is very time consuming. And really critical information about a healthcare system and beyond obviously can come from this, but it takes so much time to be able to do large qualitative analyses and coding. There’s an incredible disincentive.
So I’ve been working with Scott and also Dr. Olga Patterson here to try to use bioinformatics. One of the goals is to meet the VA blueprint for excellence and deliver real time, open-ended satisfaction data. And again something that with human coders it would take so long to work alone. So we’re working on what we have determined to be the appropriate language is machine-assisted qualitative coding. Qualitative coders will always be part of whatever process comes out of this. But the goal of the current effort is to evaluate the feasibility of building a computer-assisted coding system, which would involve development of an application that applies natural language processing or NLP algorithms to suggest the possible codes for a human coder to review and select, with the express purpose of trying to make this a much more efficient process.

Steps that are required are the transcripts and the interviews, are loaded into a database. The application draws transcripts from the database, applies the NLP algorithms to the text. And I have to say, developing these NLP algorithms has taken like nine months. So there’s a lot of steps there that I’m not describing, in part because it’s not my area of expertise. It presents the transcription and a short list of possible codes to a human codes. This is where we’re moving towards—and stores the coders’ entries into the database. So that’s part of our goal as a result of this rich database of coding data that we have in DISC.
So in conclusion, I’d share that the DISC findings that showed limited gender, racial, and ethnic disparities and satisfaction with VA care. Again, I think this is a really important strength that the VA can tout that the ability to provide high-quality care in an equitable fashion, I think, is very important. We’ve also talked about disparities in the areas of healthcare system distrust, as well as the impact of the media scandal. And then also a few moments about the next steps, including advances in bioinformatics that may help us to better address veterans’ concerns in the future. And on that, I will draw this presentation to a close.

Molly:
Great. Well, thank you very much. For attendees that joined after the top of the hour, to submit your question or comment, just use the “Go to” webinar control panel on the right hand side of your screen, click the plus sign next to the word Questions. That will expand the dialogue box. And you can then submit your question or comment there. And we’ll go ahead and get right into them now. What were some of the veterans’ suggestions for improvements?

Dr. Susan Zickmund:
Oh, wow. Excellent question. So, again, we have 16 different domains. So let me focus on the statements that were most prevalent and I think you can see from that one pie chart. So access was definitely the main concern that veterans had. Having a better system for setting up the appointments. And, of course, it’s not just enough to have setup, right. One needs to be able to have the appointments or be able to know that you can get on the schedule. But there was a lot of attention to the fact that people would call and nobody would answer the phone. So as people were asked about areas to improve and we suddenly addressed this with the names of our codes, some of them were suggestions, some of them were individuals talking about problems. With the assumption, sort of the enthymeme associated with that philogism—I had a Aristotelian moment there—that if this is a problem, you should solve it. So lots of discussions about the fact that people are saying, “I have to drive to the VA physically to get an appointment because nobody’s answering the phone.” Questions of “Why can’t we easily use an online system?” A quote from one patient was, “If I can get on the computer and order a pizza and it’s here in 20 minutes, why can’t I set up my healthcare in the same way?” So I would say those were the dominant areas. But, of course, you know, one can drill down to very specific domains or areas and have a whole different set of recommendations.

Molly:
Thank you. The next question: Were there any differences among different VA locations? Were VA locations controlled for in the analyses?

Dr. Susan Zickmund:
So we’re working on the first paper and we have a similar table to the one—the stoplight colored one that I shared with you. There were fairly substantial differences between the different VA sites when you looked at levels of satisfaction. So my understanding that Rod Stone and Shesha Gal [ph.] in their analyses, I believe that site is one of the control variables. So I’m almost possible that’s one of the control variables. So when you look at the output in terms of racial, ethnic, and gender disparities, that’s taking into consideration these site differences. But I can share with you that there were many sizable differences across those sites.
Molly:
Thank you. The next person writes: “Excellent presentation. How can we follow progress of the qualitative data analysis an NLP coding assist?”

Dr. Susan Zickmund:
Well, thank you. So as soon as we can figure out the conundrum of how to organize the qualitative data—and I’ll give a moment of explaining what I mean by that, where are these conundrums—we’re going to move forward with the first analysis focusing on the overall. And one of my goals is as we move forward with the bioinformatics, I would love to set up another cyber seminar bringing the bioinformatics experts on with me and presenting some of these findings together. This is letting you know that this is happening, but it’s certainly not in any way an in-depth explanation. I also know that there’s a lot of interest in VA operations and the capacity to do machine-assisted qualitative coding. So I’m hoping that we all are hearing a good deal about this in the future.

Back to the conundrum, because of the structure and we set the structure up of the codebook in part because it works very well with the computerized system that we have. But, you know, we have structure such as satisfaction and then we have our different domains. I’ll use access. And then some certain codes might be satisfaction competency. It may be that that’s simply two levels out and then we could easily say, “34% of folks felt that their PCP was competent. However, concerns related to competency....” You know, those are fairly easy to be able to wrap your mind around and then to provide quotations. We have quotations for all of these quotes. So when you get into the more complex ones such as access where we have—some of these go out six or seven different layers. And one of the questions that we’re addressing is that do you end up double counting? If you have dissatisfaction, access, scheduling process, phone not being answered, you know, how do you address that and what do you do with that one versus dissatisfaction not competence? So those are some of the conundrums that we’re working through. But we’re making a good deal of progress. And as soon as we address some of those things, we’ll be sharing those findings.

Molly:
Thank you. Can you say more about designing interventions based on veteran input to address identified issues?

Dr. Susan Zickmund:
It’s a really good question.
Molly:
Sorry, they also added quality improvement approach.

Dr. Susan Zickmund:
Well, I think it probably would be quality improvement approach. It might depend on the scale of the intervention that we develop. One of the questions is will there be sufficient specificity? Is it a suggestion? The suggestion is we want an online system. Many people are saying that. So now we take that as the license to really focus on that and then go off independently. And as we do as researchers and develop our intervention or our quality improvement project. Is there going to be sufficient detail from the comment to be able to actually develop an intervention? In a conversation that I had with Brian Mittman, it may be that this is—the information on areas to improve may be the way that we set up topics to gain further information. So we might find out that phones there—I’m using this because it’s an easy example. Phones are not being answered. And we look at these specific sites and it seems like the phones not being answered are more prevalent there. Should we go back and have focus groups with people who are working at those specific clinics to try to understand the very specific issues that they’re addressing? And then develop the quality improvement project? You know, is there an additional step where the patients are guiding us in a direction but we need more feedback from other stakeholders before we can develop the intervention? So those are questions that we are currently exploring and thinking about. I would say it depends on the kind of intervention and the ease of being able to move into a quality improvement project.

Molly:
Thank you. Are you considering doing a follow-up study after the scheduling mobile app is released generally and after access solutions are implemented nationwide, such as same day appointments?

Dr. Susan Zickmund:
Sure. That’s a really good question. I mean, I can share that based on the structure of the DISC scripts, we were able to secure—we had one of the query of choice evaluation projects where we were able to interview about 200 veterans using DISC questions, which was really exciting because we could directly compare their attitudes toward the VA and benchmark it as compared to choice. And in discussion with various folks in VA operations, it seems that being able to have an open-ended approach using very standardized—similar standardized in terms of the DISC scripts—different ways to try to capture what are the drivers of satisfaction and dissatisfaction? And it may be that it’s a truncated script. Maybe it’s overall and access. And we continue as there are changes in the system that we have and as approaches to the access problem are rolled out so that we can continue to get an understanding of DISC 1.0 was a problem with people not answering the phone. And then now this problem is this. And then five years, the big problem is this. So that we can keep moving forward with the ability to benchmark, much like Joe Francis’ office does with the SHEP. So it would make sense. That’s one of the reasons I would love to be able to have machine-assisted technology for the qualitative coding because it would make doing subsequent investigations far less daunting. And it could perhaps be part of the way that we capture veteran satisfaction and experiences. So it depends, but I think it would be a really good idea.
Molly:
Thank you. Were there any questions regarding trust from the patient with differences in the provider’s gender, race, or ethnicity? For example, do we know if trust has increased for a Hispanic male if he sees a Hispanic male physician as opposed to, say, a female or non-Hispanic?

Dr. Susan Zickmund:
It’s a really good question and the issue of concordance is—there’s a long history of doing high quality work on that topic. The level that we could go down with DISC is that we were able to capture certain information from the medical record, but we don’t specifically know the race, ethnicity, gender of the provider, the main PCP. Another thing that would complicate that is that some veterans don’t have a PCP. Some have somebody who they self-identify as their PCP who might be a gastroenterologist, it might be an ID doc, certainly also women’s health, which is a more traditional configuration of many veterans who are describing scenarios where based on the particular chronic or even terminal disease that they have, their primary doctor is actually not a PCP. So I think given the complexity of DISC, I think answering that particular question is difficult with this dataset. But I think it is really important and there’s been some very good work also within the VA that’s been done on concordance.

Molly:
Thank you. How did coordination of care factor into ratings of satisfaction? How about quality of communication with other members of the PACT team?

Dr. Susan Zickmund:
So I’ll focus on DISC and it is not necessarily the Likert scale specific to PACT. So to make sure that I understand, coordination of care and probably the domain of PCP? Is that what the question is targeting?

Molly:
I’m not entirely sure there. I’m more than welcome to write in for further clarification.

Dr. Susan Zickmund:
Okay. Well, I’ll attempt to answer. I’m just hoping I’m capturing what the question is asking. So how did we factor in coordination of care? So we have a domain that’s coordination of care. And it was part of that stoplight slide. And so we can always do a sub-analysis. At each one of the domains, there’s the ability to drill down and focus on that domain. Another thing is that as people were answering questions, we tried to figure out how are we going to structure our qualitative codebook. I didn’t want our qualitative codebook to directly reflect our domains. But on the other hand, certain things were constantly mentioned. So we have a qualitative domain or let me say subject area or an area of emphasis on access. And we have one on continuity of care. We had one called like physical facilities because people talked a good deal about that. And this is what contributed to your ratings or anything could necessarily have come on. And we also talked about the ways that they characterize individuals, which, of course, is not a domain. “I like my doctor because he’s nice. I didn’t the scheduler because he was mean.” 
So we have the ability at all of the different domains to look at the qualitative topic area of continuity of care. And the same thing with—PCP is a little more tricky when it comes to the qualitative work. We have a domain on PCP and we’re able to take a look at that. Also the way that we captured whether somebody was a PCP when there was discussion of doctors in our qualitative codebook is that we had the dropdown menu. So if we wanted to look and see what were the things people were talking about related to their PCP doctor or provider? Then we would have the ability to go back and take a look at that.

So I’m trying to wear my PACT hat as much as possible as I say this, even as I don’t want to stretch beyond the DISC data because the Likert pre-existed the collaboration with the PACT project. But I think there are a lot of topics about care and support and themes that are critical to the PACT model. And particularly, I think, a thematic analysis could be nicely done in addition to those three questions about the things that veterans were saying. I hope that answers that question.

Molly:
Thank you. They wrote in that they were referring to coordination of care within primary care, separate from continuity with the patient’s PCP.

Dr. Susan Zickmund:
So I think the best answer is that the Likert scale data wouldn’t be as helpful there because it’s falling within a particular domain. I think focusing on the PCP, domain because that’s very specific within taking about primary care and helps to concentrate the discussion there. And there are questions about, “Do you ever feel like you’re falling between the cracks?” So they’re very what I call these one-off questions that one could look at. And there’s also very specific themes. So I think there’s the ability to mine the subdomain or the domain of PCP and really be able to bring to light some of the areas that are really critical to PACT. That’s a good question. I appreciate the thought.

Molly:
Thank you. Have you considered providing the participating facilities with an individualized report as an intervention that would enable local facilities to identify local solutions?

Dr. Susan Zickmund:
It’s an awesome idea. You know, we didn’t put it in the original IRB. So the ability to make those changes post, you know, it’s one of those things I often am unclear. If you suddenly say, “I would really like to go back and tell participants,” for example—I’m shifting from sites to participants—“certain kinds of findings.” I’m never quite sure that after you’ve collected the data if you can go back and make such a change with the IRB. Also one of the things that I would be interested in—no, one of the things that I should also emphasize is that this data is such that there are configurations of care that have emerged, for example, with choice and all the other aspects that we’ve talked about. I think it would be important to share with them that this is a snapshot of 2013 through 2015. And there may obviously have been real changes. I think it wouldn’t be a bad idea because of such site level variations that we saw. It was pretty striking. I didn’t actually expect that. So it’s a great suggestion.
Molly:
Thank you. That actually was the final pending question. Do you have any concluding comments you’d like to make before we wrap up here?

Dr. Susan Zickmund:
No, these are awesome questions and it’s always great to reach up to an HSR&D oriented audience. I appreciate all the comments.

Molly:
Excellent. Well, we sure appreciate you coming on and letting your expertise in the field and look forward to some follow-up information on this. So for our attendees, I am going to close out the session and please wait just a moment while the feedback survey populates on your screen. Please take just a moment to fill out those few questions. We do look closely at your responses and it helps us to improve our presentations and gives us ideas for new sessions to facilitate. So thank you once again, everyone, for joining us. Thank you, Susan. And this does conclude today’s HSR&D session.
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