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Molly:
Thank you everyone for joining us for today's HSR&D Cyberseminar. Today's presentation is to recognize the recipient of our HSR&D health system impact award recipient. Today's talk is a Collaborative Research-Operations Partnership for improving safety of diagnoses. Without further ado, I do want to get us going. 


Just a couple of quick things, if you need a copy of today's handouts or a link to view the captions, you can refer back to the reminder e-mail you received three hours ago. That will get you all set up there. If you are having any audio issues, you can always call into the toll number listed at the bottom center of your screen here. That can also found in the reminder e-mail you received. Everyone's lines will be on mute except hopefully us presenters and moderators. 


For our attendees, if you have any questions or comments, you would like to submit, please use the questions section of the go-to webinar control panel on the right-hand top of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. You can submit there. We will get to those at the end. 


To introduce our recipient today, we have Dr. Amy Kilbourne joining us. She is the active director of the HSR&D. She is the director of QUERI. Without further ado, Dr. Kilbourne, I will turn it over to you.

Amy Kilbourne:
Great, thanks so much. I am really happy to have our detailees present today. They are going to be talking about their research that really led them to the award of our Second Annual Health Systems Impact Award from HSR&D. For the past few years, HSR&D has instituted three awards to investigators. Those included a best paper award, a mentorship award, and health system impact. 


I am very excited to have Hardeep and Elise talk about the work they are doing. Both of them are from the VA Houston COIN. I would say that particular Center of Innovation has done a lot of great work on health system impact and partnered research. I am really excited to hear about what they are going to be talking about. Without further ado, I will turn it over to both of them. Thanks.

Molly:
Thank you. I am going to now give our presenters some access here. Elise and Hardeep, just go ahead and click show my screen. Perfect, and then just up into slideshow mode, and voilà. Thank you so much.

Hardeep Singh:
All right, thank you, Amy, for the introduction. Our team is really honored to have received this Health System Impact Award. As you mentioned, this is a team effort of research impact. Before I start, I thought it would be good to sort of give you a little bit of a glimpse of what our team looks like. Of course, it is just Elise and I presenting today. Both our contact information is here and at the back of the slides. 


The team really looks like this. It is a multidisciplinary team with expertise ranging from informatics, _____ [00:03:03], social sciences, IT, and clinical medicines. Of course, the research staff really make a lot of things happen. Our goal is mostly to use technology to improve diagnoses and understand how communication takes place within the electronic health record. How we can improve communication. How we can improve the diagnostic process. Before I start, I am going to hand it back to Molly and Heidi to see if we can get a little bit of an idea of who is in our audience. Maybe we can tailor some of our talking points around that.

Molly:
Thank you so much. 

Hardeep Singh:
Molly, back to you.

Molly:
Thank you. For our attendees, as you can see, there is a poll question up on your screen. We would like to get an idea of what your main role in the VA is. The answer options are research investigator or research staff, administrator or operations, IT or informatics, clinician or clinical staff, or other-other. You can specify your other position by writing into the question section of the GoToWebinar control panel. Or, at the end of the session, we will have a feedback survey that has a more extensive list of job titles. You may be able to select yours there.


Okay. It looks like we have got a very responsive audience. Three-quarters have already responded. I am going to go ahead and close out the poll now and share those results. It looks like 25 percent of our respondents are research investigator or research staff; and 25 percent, administrative or operations; 11 percent, IT or informatics; and 22 percent clinical or clinical staff; and 18 specified as other. But nobody wrote in what other is. We will just welcome them anyway. Thank you once again to our respondents. Give me just one sec, I will close that out. Apologies, I will close that out. I will turn it back to you now. 

Hardeep Singh:
Alright, okay. This is a great mix of people. Hopefully, there will be something to appeal to everybody who is in the audience. Before I start and give you sort of the journey of our work, I want to lay the groundwork for this. Some of you may have seen this paper by two formal research leaders in the in Archives of Internal Medicine. When they call for a new approach to health services researcher or research where they should be in better partnerships between researcher and operations folks. What they say is the reason we need a new approach of collaborative partnerships is because there is the absence of effective mechanisms for meaningful and regular coordination between health services researchers and health system leaders, clinicians, and other key stakeholders. 


Really, this is the key statement from the paper. One thing which really points home is generally speaking, researchers publish studies hoping that the appropriate stakeholder's group will somehow learn of their work and also implement their findings. How true is that? Because many researchers feel that while somebody is reading their paper; and then, they will be able to fix the problem that they are trying to study. Often that is not the case. 


What we want to do today is to walk you through our wonderful journey of partnership in the VA where we use our collaboration with VA partners to use evidence to translate that into impact.


We are going to walk you through four specific initiatives that we have worked on. The first one being where we generated evidence to solve the problem. We were actually funded by the VA National Center for Patient Safety in Ann Arbor. 


That was an initiative that actually has gone on now for ten years. You had a Center of Inquiry that they have funded whether we have used this project to study the problem of misdiagnosis and missed test results. The second very specific initiative that I want to walk you through is how we generated that evidence and converted that into impact into the field.? How we made products and impacted the field through the research evidence that we have generated; and impacted policy and practice?


The third one is going to be a partnership research project that Elise is going to walk you through. What we did. How we worked with the VA network VISN12 in using some of our partnership to sort of influence the research that we were doing? The fourth initiative is impacting measurement, which was through the Office of Performance Measurement in the VA.


I am going to first talk about these first two items. Then, we will move on to Elise's part before we summarize. Some of you may have seen the next headline which is from Washington Post in September of 2015, where it said most Americans will get a wrong or late diagnosis at least once in their life. This headline was because of an Internal Medicine Report, which outlined the problem of missed and delayed diagnosis in U.S. healthcare. 


It pretty much was a very landmark report. In fact, a third of the series, – some of you may be familiar with the IOM report, "To Err is Human." There was also a second report on quality. In fact, this was the third in the Quality Chasm series which was "Improving Diagnosis in Health Care." It is what the report was called. This report really started this – it brought obviously, the problems into the limelight. Then, it started this large initiative of how are we going to fix this problem? Because the problem is quite common. 


Some of my estimates suggest that they almost could be twelve million adults every year in the outpatient setting who could have a misdiagnosis. This is a report which really started the series. I would really encourage you to look at least at the executive summary of the report. It in fact has very nice process diagrams as well. That would be very useful to some of the work that we do in health services research. I would encourage you to look at those as well. 


The one specific problem that we are going to study today is there is a problem of test results then, that do not get notified to a patient. There will be abnormal test results such as abnormal lab work, or abnormal chest x-rays, or abnormal CAT scan, which may show a nodule. But these things are not communicated to the patient all of the time. The numbers that came from the private sector were about seven percent. They said seven percent of clinically significant findings were never reported to the patients. This is a study that was published in 2009, again in the Archives of Internal Medicine. 


This is a fairly common problem. In fact, there have been several studies since then and even before that, which show how high the failure rate is. The failure to follow-up abnormal test results was up to about 36 percent, more than a third in one study. There was a very nice review by Joanne Callen from Australia in JGIM where it said 6.8 to 62 percent of lab tests; and one to 36 percent for radiology. That is pretty high. Because these communication problems are so prevalent; and IT, information technology, really can improve communication. Our initial sort of work was looking at can technology eliminate failure to follow up test results and improve communication of test results? As you know, it is so easy now to get information from point A to Point B. But, our premise of our research was can use of information technologies, specifically communication through the electronic health record eliminate this communication of test results and failures that were looking at? 


Some of you may be very familiar with this picture. This is a picture of the VA's EHR on the right side of the screen. In the VA, what happens is let us assume that a radiologist reads the chest x-ray that ordered as abnormal. The results get flagged because they use a certain software. The result comes to me as an abnormal imaging test. It is almost like looking at your e-mails, but this is, of course, in your electronic health record. We call it the in-box. In the VA, it is called the View Alert. It is the window that you are looking at, it is a View Alert window. 


I mean, lots of information comes here. You will get information on your abnormal labs and normal labs, normal imaging, and abnormal imaging. But, you will also get information about some of those refills that you need to do as a provider. You might get information from the consultants or some type of a message from a nurse. A lot of information really comes into your inbox, the View Alerts window. It is a notification window that we use. This is a little bit of a blow up to what it looks like. 


Some of the VA clinicians are extremely familiar with this screen. I do not have to walk you through. But, the point is when you click on some of these messages, just like an e-mail. The computer then knows that you acknowledged the receipt of that information; and pretty much can say, okay. You have read that. If I click on that imaging results, the_____ [00:12:52] which is shown here, the computer then knows that I have acknowledged the results; which pretty much means now I have read that information. This information is available as data in some of the local repositories that we have in the VA. 


What we decided to do was look at these abnormal labs and abnormal imaging results that were transmitted to providers. We almost looked at 1,200 of each in two separate studies actually. What we found was seven percent of abnormal labs lacked timely follow-up at 30 days. What we call timely follow-up. We reviewed the medical records. We found there was no information that documented that follow-up actually was taken. Then, we actually called providers to ask whether they had taken follow-up actions? Only when we had complementary evidence that no follow-up actually was done; then we would call it lack of timely follow-up. About 80 percent of abnormal imaging also lacked timely follow-up at 30 days. 


Now, remember the number that I showed you from the private sector was seven percent. It is strikingly similar to within the VA and non-VA settings of the results that can get lost to follow-up. But, this is not just a VA problem. There are very similar numbers in the_____ [00:14:16] – in the non-VA setting as well. Then, we started looking at why would information get lost to follow-up in a health IT based setting when you are getting information now directly on your desktop? We said, okay. It must be because the providers are not reading those results. 


I am sure some of you have lost or forgotten to read some e-mails, which were important. You missed them. We found out a few weeks or a month later that you missed that abnormal e-mail_____ [00:14:47] important e-mail. In the same way, we thought well maybe some providers are not reading or acknowledging in their alerts. Maybe that is why they are missing the information? We looked at the differences between acknowledge versus unacknowledged alerts. We actually found there was no difference. What that means is that even when providers would receive this information within the electronic health record sent to them as a flagged abnormal alert, it was still being missed when they would open the alert and read it. We were wondering. Why would that happen? Essentially, there is a system in the VA where there is a backup. If I am the primary care doc and a specialist, Dr. Jones is the one that I referred to for an abnormal x-ray; if Dr. Jones orders a CAT scan. If it is abnormal, the VA system would send the abnormal alerts to the primary care doc, which would be me and Dr. Jones. 


We thought well, that would be at least a protective system. Let us examine that. But we actually found that when the alerts are sent to two people each one was assuming that the other was going to follow up. Nobody was following up. This was a huge problem that we discovered of ambiguous responsibility. We asked the _____ [00:16:16]. Who was responsible for test results follow-up? Their answer was it was the ordering clinician. But, there was no actual written policy, which specified that it would be ordering clinician who would be the responsible party when a test result is abnormal. Or, that they order. 


This is a big social factor if you will that we uncovered in our work that was looking at why technology was failing to effectively quote-unquote communicate results from one point to the other. Then, of course, the problem of too much information. It is too many alerts. We have actually shown this time and over again. Providers are receiving – and this is not just in the VA system. But providers are receiving a lot of information now in the electronic health record which comes to them at as alerts. This core study focuses on notification types of alerts that I will walk you through. But, this is a problem of all types of alerts as well. In one survey that we did; it was a national survey that we did in partnership with Primary Care as well as_____ [00:17:24]. 


We found that 30 percent of providers said they had missed some results because of too much or too many alerts in the EHR. In this survey, we actually also asked them. Can you tell us about how we would improve the system? The providers actually discussed many strategies. They actually gave us lots of good examples of both technical as well as non-technical solutions to solve the problem of communicating information for the EHR. Here is some of the technology-based solutions that they recommended in terms of new functions and functionalities in the EHR. Both are qualitative and quantitative. 


We also did interview sand focus groups previously. We found that all of these could be categorized in a socio-technical taxonomy. We were finding the reason for breakdown for communication of test results to be multi-factorial. They were software issues. There would be with functionality where alerts would disappear when you click on them. There were problems with content. I think there was too much information. There were, of course, usability issues. If you look at the View Alert window, it has got a pretty poor signal to noise ratio. There is lots of monotony of information that is displayed. 


There are workflow issues such as surrogate features. If I am going to be leaving town for about two weeks, I need to forward those alerts to somebody else when I am not in office. But we found out the providers were not using that system properly. We also found lack of training issues. In fact, we have a quote saying, "I have been in the vehicle eight years. But I didn't know that this sorting feature existed for the View Alert window." Of course, I talked about organization and policy. Then providers who often have an informatics workforce problem. That means they often did not want to seek help from IT or informatics. They worked too much rather than just ask a colleague for help when they needed it. 


This is the model that we have actually used in our work, which really has informed a lot of our understanding as well as improvement efforts related to improving communication. As you can see, most of those are factored – those items in the last slide are now displayed in visual fashion. The importance of this conceptual model really is each and every dimension in this model have to be addressed for most health IT and patient safety related projects that we do. It has been really instrumental in informing how we understand some complex problems such as communication of test results in the EHR? What sort of solutions we might propose.? 


Even when we proposed a policy-based solution, which is what I am going to show you in a few slides, we also need to think about other types of pollutions. Personnel, if you don not have the informatics bandwidth in your VA facility to solve or help solve a problem, no matter what you do. Or, what policy you want to enforce or write; nothing is going to make a difference. But, this has been really validated from a lot of our work. 


Then, we worked on solutions. Here is – we worked on. We collaborated with IT and others in trying to develop software to track these missed results within CPRS. Now, I am not going to talk a lot about this project because If you know how hard it is to make changes in our system and some of you know how hard it is to make CRPS change within our system. Some of the technology projects end up being quite challenging if you will. I am going to move forward with that. 


Then what we did was we started to write a lot of these academic papers on some of the best practices, and strategies, and what we were learning from this mixed methods, and qualitative, and quantitative type of work. We wrote papers as clinicians for leaders; and some policy paper, and some strategy papers, and some using…. How to use a model to improve alerts types of papers? Then again, these are just papers. The goal was to go more beyond that. 


What we really wanted to do was to work with our partners to impact practice and policies. To translate, whatever we had learned from all of this evidence into actions? That is when we started working again with the National Center for Patient Safety and the Primary Care Program Office to try to work on what we would call field-ready tools. We have all of these papers. We have generated all of this evidence. How do you then turn this evidence into a tool, or a tool kit, or some kind of guidance for the frontline? 


We started off with one. It is the Ten Strategies for View Alerts Toolkit, which actually many of you may be familiar with. It is hosted on the VA Pulse as well as many other SharePoints. But that pretty much effectively gives the providers a lot of guidance on how they can use View Alerts more effectively. We then also had some policy impact. We were invited by the Primary Care leadership with Dr._____ [00:23:00] Office to lead a national workgroup to revise the directive; which is essentially the VA's policy on communicating test results. The initial VA policy was written back in 2009. It was time to revise it based on several national changes that had occurred in the VA since then. We were able to really impact the policy on communicating test results. We helped write this directive onto_____ [00:23:27], which is essentially the national VA policy on how to communicate test results to providers and patients. Now, that has been in effect for more than a year now. 


Now, when we wrote this policy or helped write the policy, what we have also tried to do was to give a lot of practical guidance on how do we put this policy into effect? What are the types of things facilities need to be thinking about, if they want to adhere to the policy? We have a lot of helpful tips included on a SharePoint that comes with this policy. Here are the things you should think about. Here are the things that need to be done in order to make requirement – or meet requirements for the policy. 


Another Toolkit that we worked on. We realized that oftentimes it is easy to write policies. But it is really hard to adhere to the policies at an institutional level. We had previous evidence to show that most VA facilities were still sort of struggling when okay, fine. There is a VA directive. There is a VA policy of communicating test results to patients. But then how do we actually make sure things can happen? How do we make sure that the frontlines can actually adhere to this practice? What we did was we worked with again, a very multinational workgroup. 


Some of the names are here. We developed what we call the CTR Toolkit, which could help the VA facilities adhere to the standards of test results and notification to the patients. This also was widely disseminated in the VA. Most of the products that I am walking you through were disseminated by the VA Central Office, but then also truth several VA SharePoints to try to make them available. I must say despite all our efforts, I would not be surprised if many VA facilities, as well as providers, still have not seen some of these things. Because it is really hard to get information out there that everybody can see. 


Again, this is work in progress. We are still working on it. Even though as an assay, this is being widely disseminated. In 2012 – some of you may not have actually seen and would have liked to see it. We have got some links. They are very easy to find. If you cannot find these products, please send us an e-mail. We will get you a copy. Then, the most recent. effort we have had is to create a checklist. I mentioned providers are getting too many alerts in the EHR. 


We work with the VA stakeholders to try to develop a checklist; and not just for the providers this time, but also for the VA facilities as to how they can minimize the burden of some of these notifications to try and find providers. Most primary care docs say that they get – or providers say they get at least 60 to 100 of these a day. We have got some strategies out there. This is not on the VA Pulse. It is being disseminated nationally. Two VISNs are actually doing pilots based on some of the information that we proposed in this checklist. 


We have also had an impact outside of the VA. The ONC, everybody else is implementing electronic health records now. Those are since the last five or seven years. If I am hearing correctly, the VA might be switching from CPRS to something else; or, from what_____ [00:27:01] started something else. We might be doing the same. What we did was we developed a risk assessment and guidance for facilities to use best practices in making sure that they are implementing the electronic health record. There are nine guides. Two of which are relevant for diagnoses. One of them focuses exclusively on test results communications. The other one focuses on communication in general through the electronic health records. They are freely available. 


Some of these tools are increasingly being used by hospitals and other systems to try to figure out how they can improve their communication processes and other processes related to the electronic health record. This is what they look like. They are essentially like a checklist based format. One example I would like to show you, which came actually from our work that we launched in the VA where we found that there was not a functionality. We said the EHR should have the capability for the clinician to set a reminder of future tasks to facilitate test results follow-up. 


Many of you would relate to this because we end up using some type of VA alert reminder or some Microsoft Outlook e-mail reminder to ourselves to remind us to take action on some of these results when they come back. A lot of the work has been useful for some VA or non-VA guidance as well. 


Then, most recently, at least part of this CLIAC Committee is based out of the Centers for Disease and Control, the CDC where there was a lot of interest in passing recommendations based on the Institute of Medicine Report that just came out in 2015. This is lab community. They wanted to make sure that lab results are followed up. We used a lot of our VA books to inform the recommendation that went from CDC to CMS. Now officially, CMS, it has to respond to the CDC based recommendation; which was driven from some of the VA work that I have just described. We also had more impact on the National Quality Forum. They had a report on the health IT patient safety where, if this work was useful. The World Health Organization recently had a technical series on safer primary care. It was not just on diagnoses, but on medications. 


If you are interested in patient safety and primary care, you should definitely look out for a WHO report on safer primary care. There are many – there are actually nine in the series of monographs. One of them is with this same diagnosis. 


Before I have to head over to Elise to discuss partnership research, I want to give you some background on a project that we worked on, this VISN12. The background for this work came from some of the work that we have done on test results follow-up and cancer diagnoses. You may know that cancer led misdiagnoses is one of a common problem, not just in the VA, but also non-VA settings. It has been described as a safety concern where some x-ray might be lost to follow-up. FOBP, it might be lost to follow-up. Somebody ends up having cancer a year or two later. What we wanted to do was to convert the data that we are collecting, the_____ [00:30:41] clinical data that we collect through the electronic record, and transfer that into information and knowledge. 


Really, the key here is measurement. Because if you took stock of measurement to measure these problems, we will be able to fix them better. I am not going to walk you through our conceptual framework. But, I do want to mention that we have one that we used in_____ [00:31:03] measurement related work. If you see on the left slide, follow-up, and tracking of diagnostic information is one of the process dimensions in our model. We put this into the context of the sociotechnical work system. We wanted a measurement of diagnoses that is reliable and valid using_____ [00:31:22] expected and prospective methods, and coordinates to safer diagnosis. It is again, if you are interested in this work, the citation is right down below. 


The reason we started on this journey of measurement is we realized that the EHR-based notification like I described is only a start. But, on a daily basis, lots of people have abnormal results. But we can try to use the data that we are collecting to identify the patients who we will have to follow up? It is almost like identifying needles in the haystack by creating a magnet to get the needles out; and making the haystack smaller. We collect a lot of data in the electronic health record about patients, their tests, which ones are abnormal. But the goal was to figure out which patients are likely experiencing some delay or mis-follow-up, and then intervene. 


Just an example, the word that we used here is a trigger. If we want to develop electronic health record based triggers to look for things that should have been done but were not done. If you have got a positive_____ [00:32:33] or anemia; but you have not had a colonoscopy in 60 days. You should have had a colonoscopy in 60 days. We wanted the computer algorithms to identify those patients for us. Similarly, if you are a patient who has a suspicious chest x-ray, but there is no follow-up done. For instance, either it is a CAT scan, or a bronchoscopy, or a_____ [00:32:54] appointment in 30 days, we want those computers to tell us which one of those patients are affected. 


Here is the background for the work. There is work that we have done, which shows that out of every ten patients that the computer identifies as potentially lost to follow-up, out of those thousands of thousands of records that the computer looks at, almost six out of those ten would actually be lost to follow-up. They are a really good predictive value that we have uncovered in our work. 


It is now over to Elise to talk about translating that. 

Elise Russo:
Thank you, Dr. Singh, for setting all of that up so nicely. I am just going to continue a little bit about this partnership research work that we have been doing. Here was some of the qualitative work that we followed up our project with Dr. Singh just mentioned. We were able to determine that healthcare organizations really needed an wanted a monetary system to track missed results. Because there were so many sociotechnical issues that were interfering with test results follow-up process. If we wanted to scale this project up from the local project that we had just conducted, we really needed a national level of database. 


We were hoping to leverage VINCI, which is the VA Informatics and Computing Infrastructure. VINCI is available to all researchers and operations personnel. It facilitates data analysis in a secure environment. There is software there that you can use to manipulate the data. You can store data there. It partners with the corporate data warehouse or CDW; which is a large longitudinal database. 


It has all clinical information across the care continuum in all of these facilities. It is really perfect for doing this sort of work. Around this time, our Center was also funded to conduct a CREATE project. CREATE is the collaborative research to enhance and advance transformation and excellence. It is an HSR&D funding mechanism that is really a different way of conducting research from anything we had experienced previously. It is truly a partnership from the beginning where we formulate research questions all throughout the process of the project – through the analysis and interpretation of results. 


As mentioned, we wanted to scale up our trigger project for missed test results related to cancer. We were hoping to develop and evaluate an automated surveillance intervention based on our electronic cancer triggers. But, in our previous project, we had kind of encountered some issues with who to send this lost to follow-up test results information to. Because it would occur to you that you would probably want it to go back to a clinician. However, most of the providers that we talked to were very overwhelmed with the amount of information they were receiving. Whether it was through the electronic health record or otherwise. 


We were not sure that these providers were who we should send this information to. We wanted to work with our partners and our partner facilities who really should be taking responsibility for providing patients being lost follow-up to determine the best way to get this information back to the point of care. We were hoping to use our sociotechnical approach to also help determine what our patient sites really wanted. We worked with the VISN12 which is in the Great Lakes region. 


We were we were really engaging with both VISN level leaders as well as our participating facility leadership and other representatives. As part of our research project, we were doing interviews with past providers at the point of care to determine the optimal strategies to feed information back to the point of care. But we also were really engaging with the leadership at the VISN level, including – there is an Executive Council, and the Primary Care Advisory Committee, and Health Systems Council, and the Quality and Safety Council. 


These leaders were very highly engaged in our projects. Through working with these committees over a period of several months, we were able to obtain support for a designated 20 percent mid-level provider for tracking past results at each of these facilities. We really could not have done this without the leadership support. We were able to garner through working with the VISN throughout this project. Because we were able to get so much support both from the facilities and the leadership, our intervention was planned out to look like this. 


Basically, we would take the data from the EHR data warehouse, the CDW. We would run our algorithms on that data. Our research personnel would then take the patients who were potentially loss to follow-up for missed test results; and feed it to the 20 percent _____ [00:37:57] mid-level provider that was designated by the VISN at each facility. Who could then take this information and give it back to the people at the point of care who could really make this actionable; and go back to the patients, and make sure that they receive follow-up. Through working with our partners on this research project in this new way of doing research, we really think we were able to determine the best way to intervene and improve quality of care; as well as hopefully the workflow process for these providers in these facilities. 


Now, I am going to close out the last way that we really have worked with a partner, which is in impacting measurement initiatives. For this, we worked with the Office of Performance Measurement. You have probably heard of EPRP. It is the External Peer Review Program. It is VA's National Quality Measurement and Review Program. It is really quality of care information that is obtained via record reviews across the VA. At this point, the Office of Performance Measurement, which was tasked with creating a VA-wide measurement system for patient notification of test results, which as Dr. Singh has discussed earlier. We have a bit of experience in. 


The initial measurement that was developed several years ago at this point was guided by the original VA policy, the 019 Directive; and also informed by the 2012 Communication of Test Results Toolkit that Dr. Singh discussed earlier. That he had some input in. Basically, reviewers would look at charts. They would see that there is documentation that a provider had communicated test results to – abnormal test results to a patient within 14 days. Let us say; which is what the initial guidance document suggested or it stipulated that must be done. 


Now that we have revised the directive of it also with Dr. Singh's input, we needed to work with primary care operations and the Office of Performance Measurement staff to revise the measures to kind of go with this new policy. In doing this, we kind of have to determine how the measurements should be aligned with the new VA policy; which really meant translating the policy statements into actionable measure. That we could determine when these measures were met. Or, when maybe they were not. We also were able to influence the record review process. 


Basically, this kind of meant how does the reviewer determine when a patient notification has occurred as is documented in the chart? We kind of had a lot of discussions with the EPRP folks as well as the Office of Performance Measurement staff to determine the most optimal way of conducting for conducting these chart reviews. We also help to serve as the subject matter experts for the implementation of this measurement program. 


Out of this work, we were able to help to streamline the EPRP chart extraction algorithms to help strengthen reliability and validity of measurement through the pilot testing and discussion. To help determine which high priority test results could serve as the basis for a chart abstraction because through our previous work as well as literature, or the _____ [00:41:19] method, we have a little bit of experience in knowing which test results are usually met. As we are also trying to minimize an unintended consequence of this measurement because this is really more of a measurement initiative than a quality of care initiative at this point. 


I am going to hand this back to Dr. Singh to summarize our discussions.

Hardeep Singh:
Thank you so much, Elise. I think the point that we were trying to make. If I were to sort of just put it down in one short phrase. It is publishing general papers is not enough. That was a point made by the paper that I showed you earlier as well. As quality and safety researchers, I think we have a lot of valuable input for the delivery system operations people who need the solutions. 


Yes, their timelines are a bit different. But I think many of their initiatives would be impacted with a good partnership. There are many ways to impact patient care and policy. If we can work together in a research and operations collaborate partnership. We have got lots of good opportunities out of which we actually only shared – and mentioned four today. I am going to just quickly summarize. We talked about generating evidence with our quality and safety partners. We discussed our work on test results that were being missed in the EHR. How we use that to impact some other practices. It is also used in the VA. We translate all of that knowledge.


We have also been able to do a research, which is what we call more aligned with the clinical frontline. We could have the best research project that we designed by ourselves. But good partnerships input, unless we have that partnership and the leadership input where the leaders are engaged. Nothing is going to get done. We could have the best and the brightest ideas in our research. 


We really need to sort of work with the partners to make things happen in the clinical frontline. Then also impacting measurement evaluation programs; so, some of this research is very early and nascent in terms of how do you do the right things, and including diagnoses? Sometimes we do not know the right answer. It is important to generate evidence and work with our partners to impact what they are doing and impact the work that is being done in the VA. 


I want to thank our list of partners. This is, I would say a short list of the VA National Center for Patient Safety, and the VA Primary Care Program Office, and Network 12, and VISN 12, EPRP and the Office of Performance Measurement, the VA's Health Services Research and Development. Of course, AHRQ, which has also co-funded some of our work over the years; and our team here at the Health Services Research Center for Innovations. Here is our contact information. I will be happy to take any e-mails, or questions. We still have a lot of time for discussions about it


Molly, back to you. Thanks.

Molly:
Excellent, thank you both so very much. For our attendees, we do have time to take some questions and comments from you. If you look to the right-hand side of your screen, you will see GoToWebinar control panel; just click the plus sign next to the word questions. You can then submit your question or a comment there. We will get to them in the order that they are received. The first question; Dr. Singh, I have a question about the use of quote additional signer feature? That was the extent of your question, though.

Hardeep Singh:
Sure, absolutely, I can explain it just to give context. I know what this person is probably getting to. Within the View Alerts window, those notifications, one of the notifications is you get a message from somebody else. Let us say the nurse gets calls from the patient. Then, she will make me an additional signer telling me, hey, look at my report. Also, what the patient told me. Like they had abdominal pain. 


But, what has happened now is there is a ballooning of a lot of these additional certain signer messages that come on our CPRS screen. Sometimes it is like the prosthetics person gave my patient to the diabetic, a cane. That is the additional signer note. Well, I do not need to know that. Because there is a problem with signal a noise for additional signer notes. 


We have a paper on additional signer – the first author is Murphy in the Archives of Internal Medicine. There is a research letter that would be useful for you to look at. The second thing is the checklist that I described, which is a recent effort that we have had in the VA. The checklist to reduce View Alert notifications. That has some recommendations on reducing additional signer signal – messages as well. 


I would really encourage people to look at the checklist. It is available on the VA Pulse. If you cannot find it, send me a note. But it was disseminated through the VA Central Office. It was just about, I think three months ago in October, I believe. That has some good guidance on how we can address the additional signer problem that we are having in the VA.

Molly:
Thank you for that reply. The next question – what is the role to getting test results through Blue Button and Open Notes?

Hardeep Singh:
Yeah, absolutely, we emphasize this quite a lot. We did not talk about it in detail. But essentially, we really want to encourage patient to sign up for the My HealtheVet Premium account so they can get to their results faster and easier. As you know, the VA is releasing all test results within – I think there is a three day embargo on some of them; and a little longer embargo for our pathology, which maybe actually _____ [00:47:29] up to 14 days now. But the patients have access to all of these results now through what you mentioned, and sort of the portals. 


The directive essentially addressed that. We said that the results are normal. Then that is the best way for patients to get that information rather than me typing up a letter; or having more mail features. I mean, we have got technology. We should use it. We really emphasized the role of the patients getting the results through the mechanisms including My HealtheVet Premium Account. I think facilities are encouraging that. I think the uptake is probably still below 50 percent to average across the VA. It may have gone higher since I heard that number. I do not want to be quoted on that. But, I think we still have some ways to go in getting patients enrolled in premium account, which is where they get information right away.

Molly:
Thank you for that reply. The next question we have. This is going back to the additional signer feature. Are there any facilities that are disabling this feature? If so, is there any information about that impact? I have seen and participated in the distribution checklists and wondered if we need to go further in minimizing use of the additional signer features?

Hardeep Singh:
I am not aware of any facilities disabling it. I do not know if it can be disabled easily. That may be a question for some of the informatics leaders. I do agree though that we are going to have to go beyond just distributing the checklists and getting people to read it. This is a cultural problem. I mean, we are… Look at the amount of reply all we do on e-mail. I mean there are so…. every day I would get a reply all to send to many people who we do not need to see_____ [00:49:32] that information. It is the same thing that translates to the EHR or to the CPRS. We just want to communicate. We over-communicate sometimes, and then wee under communicate on the other. That is finding balance. How you achieve that is a problem. 


This is a very exciting area of research. There are people who want to collaborate with us on a research project to explore. How do you get the right sweet spot on additional signers? What information should be communicated? What should not be? How do we make sure that we have a culture change which goes beyond just letting providers read? Here is our recommendation. This is again a multi-faceted sociotechnical problem. I hate to say it would take many years to solve.

Molly:
Thank you for that for that reply. The person writes in. I agree. It is a cultural issue that is creating much of the information overload. The next question, would not it be better to have a national definition of what critical results are rather than letting each facility create their own list or policy? This would allow better data and analysis follow-up and follow-up results of new cancers, blood clots, et cetera. Would not it be better to have a national definition of what critical results are rather than…? It looks like they just repeated themselves. Yeah.

Hardeep Singh:
Yeah and no, this is a very important point. We have to consider that. If you look at the back of the directive, the one that was updated in October. There are definitions that we suggested for use by facilities. We did not specify what results and what levels it should be? Should a potassium_____ [00:51:20] more than 5.7; or three, or 6.1? We did not exactly set_____ [00:51:26] levels. But, some of that is left to each facility just because of the way they run some of these lab tests. But I completely agree with you that we need standardization across the definitions of what is critical? What is clinically significant? What is not clinically significant, and all of that? 


In fact, if you look at the recommendation that we made to CMS. Based out of the work, a lot of the work that came from the VA. We said because when I was presenting this material to a lot of these lab people in the CDC committee, they said well, we do not have a consensus in our field as to what is critical. We do not agree. We said one of the things that the CMS, would need to address is exactly these definitions. There needs to be much better consistency across institutions and not just within the VA, but across all intuitions as to what we define as critical? Now, they are having some efforts based out of the College of Medicine and Pathology, and so on, and so forth. But, I do not think they go to the extent that the person who is asking the question would like. Some of the things that we were also asking for; so, a very good point.

Molly:
Thank you. Someone wrote in saying excellent in terms of comprehensive approach to medical care. It is so exciting to know the VA is engaged at this level. 

Hardeep Singh:
Well, thank you so much. That is very kind of you.

Molly:
A couple of more questions. How may we integrate the findings of this study into future sale measures going forward in regards to BHIT teamlets?

Hardeep Singh:
We are one of those people who would like to make sure that we do not put the cart before the horse. We want to make sure that we have done adequate work with the Office of Performance Measurement and EPRP to refine what we are about to do in order to measurement in the next, at least the next year before some of this could be rolled out. 


Now, remember, EPRP does a lot of medical records reviews. What we are trying to do now. Can we try to automate some of these things? I think once we can automate some of these metrics and validate _____ [00:53:59] on a national scale, we could do something like that for sale. But, it will be again a new measure that people will have to adhere to. But, it could be done. 


Some of the work that Elise presented on triggers could actually make it to a national level. But, it is still a few years in progress before we can do that. But that is a great point and a great idea. Maybe this would be something that would ultimately become some type of sale initiative. Because as we know organizations pay attention to that. It will be great for them to have something_____ [00:54:40].

Molly:
Thank you. How could you volunteer to participate with collaborative research?

Hardeep Singh:
That is easy. I think we should – if I was somebody starting out. You should try to feed. Let us say you were doing some walking a political or a quality problem, or a quality initiative or a safety problem. Establish some network with the office that would be most interested in your work. Or, it is doing some aligned work that you are interested in. Just an example would be if you are really interested in doing performance measurement related to quality X, or quality measure X, the Office of Performance Measurement might be the right choice. 


Then, you will have to sort of initiate a contact there and use the…. Most partners have been more receptive to it, if it also meets the partner's needs. I will just give you an example. The National Center for Patient Safety was already finding in their root cause analysis; as well as there was evidence from the malpractice data on the VA that test results follow-up is a big problem.


When we started working with the VA leaders, they already knew. There is a problem. They are going to try and to need to address. They do not have the right solutions for those problems. I think a recognition of the part of operation partner that this is a problem that they want to try to fix, and on the part of the researcher to say I can potentially either give you the evidence or work with you to generate some solutions. 


Then, sort of, everybody has to come together on some of these terms. I think it is a relationship building over time. It might take a while to build those relationships. But, you have got to start somewhere. But best to start with the office within the VA that would be most interested in the type of work that you are doing for quality and safety. Elise touched….

Elise Russo:
Or, if you…. I am not sure, if you came up with this question? But, if you are a facility or a staff member, or a provider, or something who cares about a research project that you are interested in? I would say that if you can find the contact information for the PI, and just e-mail that person. Get in touch with them, and call them somehow; I mean, we get a lot of e-mails from people who are interested in the paperwork we do. Who want to eventually participate at the site or something like that. We are always very receptive to volunteers who want to help with our project. I would say most researchers probably are.

Hardeep Singh:
Yeah, an excellent point, and I think you would be surprised to know. A research would really benefit when there is engagement from the partner and the frontline. 

Molly:
Well, thank you both very much for that reply. That is the final pending question but we do have a minute left. Would any of you like to give any concluding comments or takeaway message?

Hardeep Singh:
Sure, I think, again, I am going to emphasize. Publishing papers and thinking somebody else would read it to create some impact is just such a dream. That is not going to happen unless you work to it. You really have to work with…. 


It is a time investment. I must say. We have spent a lot of time engaging our partners. There is a lot of time we spend as our team not just on writing your next paper or your next grant. But to work with the partner on either meeting their needs; or getting your work out there in terms of different types of products that you are used to, and not just the journal, or a paper, or a grant. 


It is just a time investment. But, it has been very worthwhile. Then, really enjoyed the journey. I am sure, Elise would agree with you on that.

Elise Russo:
I do. 

Molly:
Well, thank you so much for coming on and presenting. Of course, congratulations again on being recognized for your important work. For our attendees, I am going to close out the meeting in just a second. Please wait while a feedback survey populates on your screen. We do like to get some feedback from you. It is just a few short questions. But we do look closely at your responses. 


Lots of people are writing in to say thank you both so much. Just please note that there are lots of grateful participants out there. Thank you once again, everyone. There will be four more HSR&D Award Recipient Cyber Seminars coming up. Please keep your eye on your e-mail and check out those ones as well. Thank you, Dr. Singh. Thank you, Ms. Russo. Have a good one. 

Hardeep Singh:
Thank you. Thanks again.

Elise Russo:
Thanks.

[END OF TAPE] 
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