core-030222


Maria Anastario:
Okay, Dr. McNeal, take it away.

Demetria McNeal:
Hello, this is Dr. McNeal, and Dr. Albright, and we are delighted to be speaking with you all this morning about stakeholders, and identifying access research, and evaluation priorities, a foundation for the access research roadmap. This project is brought to you on behalf of the Veteran Access Research Consortium, or the VARC, which is housed across four VA institutions in Ann Arbor, Bedford, Denver, and Iowa City, which are comprised of researchers that are interested in access research, both VA and non-VA. 


Well, Dr. Albright and I personally invested in VA research as Dr. Albright's father was a Veteran of the Army and served in Vietnam. My husband is a disabled Veteran of the Army. Dr. Albright and I both hold dual appointments. 


Dr. Albright is a social scientist with the VARC, associate director for the VA Denver-Seattle Center of Innovation, or the COIN, as well as associate professor for the Division of General Internal Medicine at the University of Colorado School of Medicine. I am a communication scientist with the VARC as well as an assistant professor for the Division of General Internal Medicine at the University of Colorado School of Medicine. 


Before we get started with our presentation, it is helpful to know who we have in the audience. So we have a poll question So we have a poll question for you so we can learn a bit more about the folks that we are meeting with today.

Maria Anastario:
What is your primary role in the VA? You could choose student trainee fellow, clinician, researcher, Administrator or manager, or policymaker, other within the VA, and then other outside the VA. Once you make your selection, please remember to submit. 


And right now, the results, the the responses are coming in a little bit slowly, and they're still taking. Let's go ahead and give it just another second or two, and see if it slows down. It's slowing down so I'm going to go ahead, and close that poll. 

Demetria McNeal:
Yes. 

Maria Anastario:
And the results are, we have 3% that say that they are student trainee fellow. We have 3% clinicians. We have 68% that are researchers, 10% are administrator, or manager, or policymakers – 

Demetria McNeal:
Okay.

Maria Anastario:
– And 6% are other within the VA, and 10% are outside of the VA.

Demetria McNeal:
Okay, thank you so much, Maria, for giving us those stats, it's great to see. Obviously, this is a pretty research intensive group. That's to be expected. But I will say, it's it's nice to see that we have a good mix. And there's a collective voice that's represented here in our discussion so I'm looking forward, Karen and I, both, are looking forward to sharing what we have with you today. 


So we actually want to start by giving you a bit of foundation of how we got here, right. The VA has a longstanding commitment to access-related research. That commitment has extended to the funding from the VA Health Services Research and Development, or HSR&D, to advance access-related research within the VA with the purpose of assessing the current state of the VA access-related research to be able to compile, and develop metrics to measure this access, and to solicit access researchers, and operational partners' opinions, and experiences about directions for future VA Research. 


While we will briefly discuss all of these efforts, today's presentation will also spend time on how the integration of all of these components, and all of this background work has led us on a path toward a research roadmap. Now, we're going to quickly review how each workgroup contributed to the overall project. 


While each group had individual responsibilities, the overall project was a collective effort from team members across each site. So the Portfolio Review Workgroup actually led by the Ann Arbor team, and specifically Dr. Sameer Saini, conducted environmental scans, identify access-related research, and operational projects, and mapped high priority access areas for the research portfolio to specifically identify knowledge gaps. 


The stakeholder engagement workgroup, which was actually led by Dr. Ho, engaged access researchers within and outside the VA, the operational partners, and Veterans to solicit their perspectives about the most important access-related research domains for the VA to address in the next five to ten years. 


The Metrics Workgroup led by, excuse me, Dr. Peter Kaboli, categorize existing measures of access using the Fortney model, and create a a compendium of VA access metrics for us to review. The Access Research Community Workgroup led by Dr. Stephanie Shimada, led, conducted needs assessment surveys to identify and organize access research priorities. 


Over the past two years, we have been on the path toward developing a research roadmap. There are several steps along this journey that we embarked upon. Specifically, we started, and you can follow from left to right here, with the portfolio review. And this gave us an opportunity to overview, what is the current access-related research that is occurring in the VA?


Then we went out, right, and we engaged with stakeholders, first, both VA and non VA through a Delphi process as well as through individual interviews. And then, we identified the challenges that are associated with measuring access. Then, there was a network survey that allowed the ARC Network to rank the top priorities for access-related research. 


And then finally, there were operational partner engagement. This again, allowed us to connect with folks that the VA partners with to be able to better understand access-related research. 


We really started with the most basic question, right, when we decided to take this on. How does the VA define access? The Institute of Medicine defines access to healthcare as having the timely use of personal health services to achieve the best outcomes. And you can see the various components that go into that, including coverage, services, timeliness, and workforce. 


From the Fortney model of access to care, we learned that there are actually dimensions of access, particularly from the VA perspective. And the observable measures, for example, like wait times, digital connectivity, eligibility, as well as out-of-pocket costs goes along with or complements the dimensions of access that are specific to the Veteran experience, and their perceptions. That specifically, or cover areas like stigma, ease of travel, connectivity opportunities, timing convenience. 


Now, Dr. Albright will discuss the findings from the portfolio review completed by the Ann Arbor team. 

Karen Albright:
Thank you so much, Demetria. I hope everyone can hear me.

Demetria McNeal:
Yes.

Karen Albright:
I am trying to move, to move my screen. There we go. So as Demetria said, I'm going to walk you through, now, what, what one of the workgroups did, and then we'll follow up with with the discussion about the stakeholder engagement workgroup.


The Portfolio Review Workgroup really did an excellent job in laying the groundwork for us understanding what has been done in the recent past, which would give us a sense of where we should build for the future, and advise HSR&D for the best future directions. 


So we, as as this workgroup, and as VARC as a whole identified, ultimately 286 projects, either research projects, or operational projects that had to do with access research within the window of 2015 to 2020. They conducted a very rigorous review in a variety of ways, including a web-based review using particular, defined search terms. 


And they also conducted a series of operational interviews to understand what we might have missed, and where, what other projects were were in the works. So ultimately, I came up with 286 of these projects. And we can – I'm sorry to, for the difficulty. 


Can everybody see that, it looks like the screen is, is having difficulties? Is that true, do you all see that?

Heidi Schlueter:
Everything looks fine on my end.

Karen Albright:
Okay sorry about that. Alright, so in any case, of the 296 projects that were identified, the workgroup noticed that about half of them were directly, were projects that directly measured access. In other words, they were specifically intentional about, about measuring access, but more projects tended to directly measure actual patient access as opposed to patient perceptions of access. 


It was pretty close as you can see from these slides, but it was, nonetheless, there was more actual patient access rather than the perceptions of them. And similarly, of the access-specific projects, relatively few were interventions. Most of the projects over the past five years focused on geographic and temporal barriers, if we refer to the Fortney model that Demetria just referred to a few slides ago. 


So so most focused on that geographic or temporal area, but relatively few on interventions. And given this background and this, kind of, understanding about what had been prioritized in terms of research projects, more, most recently, the VARC then turned our attention to trying to understand in a very rigorous way, what _____ [00:11:03] a variety of stakeholders believed to be the most important directions going forward.


And again, remember all of this is in service to insights that would then help us advise HSR&D about the best ways forward for funding opportunities and other support for access-related research. So then what we did was we compiled a, or put together a modified Delphi panel. And our process involved a number of different steps. 



So we started with round one. We recruited a number of panelists that were researchers, access-related researchers both within the VA, and external to the VA, as well as operational partners, and invited them to provide a response to this open question, "What are the most important access-related questions for VA to answer in the next five or ten years?" That they underwent a series of responses to to that, and then the responses were whittled. 


In round two, they were asked to rank the results in 83 research questions in terms of priority: highest priority was number one, lower priority was number three. And then only the highest priority questions were retained. Of, from that whittling in round three, the panelists were then asked to rank 18 remaining research questions in terms of priority; thus whittling it down once more to a top ten.


And then panelists met virtually in September of 2020, to identify the top five highest priority questions of those ten. So as we tried to be very thoughtful, and engaged at each round to to understand people's rankings, and their rationales for those rankings. 


And you can see here, we had nine VA access researchers, four non-VA access researchers, and nine operational partners. We tried to be very intentional about a particular area of expertise within access research and geographic location, including represent, representative urban versus rural geographic of the spread.


And ultimately, what came from this Delphi panel were five main categories or domains with leading research questions for each of those. So in the access research domain of measurement of access, the leading research question that the Delphi panelists came up with was, "How should actual and perceived access be defined and measured, so it's understandable, uses the best possible data, including surveys, electronic data, and so on, and has meaningful implications for Veteran outcomes, both in VA, and in the community?"


In the access research domain of barriers to access, the leading research question was, how do structural logistic personal and organizational barriers to access vary across subpopulations, and interfere with Veterans getting the care that they need, and or desire? 


In the access research domain of equity and subpopulations, the leading research question was, how can we ensure equitable and effective access to services for Veterans who are underrepresented or experience disparities in the VA; for example, racial or ethnic minorities, LGBTQ, Veterans, women, and those living on tribal lands? 


In the access research domain of effective interventions to improve access, the leading research question was, what are the most effective and scalable interventions that improve access considering different modalities, including in-person, and virtual care, different settings; including VA, and community, and different targets including patients, providers, and the system? And how does this vary for subpopulations?


And finally, the access research domain of consequences for poor or better access led with the research question, "Does A, increased access, and or, B, better access, lead to improved quality care coordination, patient satisfaction, clinical outcomes, care continuity, and cost? And what are the systemic consequences?


So as you can see from all of those questions, these are, these are very broad, they're intended to be quite inclusive of a variety of angles within each domain. But these were ultimately, that these were ultimately the product of the, of the Delphi panel. And this gave us a really nice additional building block to pair with what we knew about already, had already been put together, and funded in the recent past. 


And then we wanted to continue to build on this using these directions. But as you may have noticed, there is one stakeholder group that's very important that hadn't yet been included in this discussion, and that is the the category of Veterans. 


So what we decided to do after that was to engage Veterans in a series of sessions with, in several locations across the country, and report to them, essentially, about what the Delphi panel had come up with, and get their feedback about which of these domains were most salient to them? What were missing, and what were the thoughts they had, really, about Veteran access?


We started in October of 2020, with the session in Iowa City. And that was with Veterans that were connected to the Center for Access & Delivery Research and Evaluation Center, Veteran Engagement panel. And then we moved on in November and December of 2020, so two separate sessions in Ann Arbor, working with the Center for Clinical Management Research, Veteran Research Engagement Council. 


And then finally, we engaged in November of 2020, also with the Bedford Boston location with the Center for Healthcare Organization & Implementation Research, Veteran Engagement in Research Group. And again, with each of these sessions, our mission was to provide Veteran perspectives and input on on the research studies. 


And that aligned very closely with the mission of these Veteran Engagement Groups. And in each of these groups, members typically range in age, service era, branch, their race, and education, and gender. At our sessions, there were approximately seven to 12 Veterans in each of them. And so the discussion was robust. 


They did, in all of, in each of these discussions, they did primarily focus on the barriers to access domain. And so a lot of our discussions were spent in that particular domain. And in those discussions, the Veterans identified significant needs for access to care. We are highlighting the main ones here in the slide for you but there are some additional ones as well. 


But primarily, thematically what the Veterans emphasized were issues with dissemination of VA services. So the, they requested, and and very much emphasized the need for services and resources to be disseminated consistently, and equally across the VA system. Their perception was that that was not necessarily the case. 


And also that the details of services should be more easily or readily, readily, readily available for access for them so that they could understand more about what was open and possible for them in terms of access. Relatedly, they also emphasized a need for better communication about services. 


They emphasized the need for widespread marketing, and also individualized contact to make sure that there was an understanding of what was available for them. As one person said, what we feel is a very compelling quote, "It's like showing where the doors to services are. If you don't show people where the door is, there's no access!" 


They also emphasized a need for a connection and relationships to local communities and healthcare facilities, emphasizing the need for partnerships with community organizations to better connect with Veterans, and span that VA community divide. And also to build and and show the pathways to better relationships with community-based healthcare clinics, and hospitals. 


And finally, they also emphasized that telehealth support could be could be improved as well. Certainly, the VA has excellent telehealth programs but what they emphasized was the need for better education on the technological resources, and available options for telehealth care. 


In other words, it it wasn't enough to provide the equipment in some cases, but also make, to make sure people really understood how to use them in order to truly improve access in the way that they needed. And with that, I'm going to turn it over, back over to Demetria who's going to describe an additional set of activities in the next two workgroups. 

Demetria McNeal:
Thank you, Karen. So we're going to talk about the Metrics Workgroup, and essentially, kind of, understand, and walk through what their findings were, and actually what their, their true contribution was to the overall team goal of building a research roadmap. 


So Metrics Workgroup was tasked with creating a compendium of VA and non-VA metrics of access-related resources that foster interaction and collaboration. So what's really interesting is they were not only tasked with, kind of, creating this resource, but really ensuring that it was geared toward the VA researchers' need for better access, and guidance on the use of the particular data sources to be able to measure access. 


And so as they embarked upon this challenge, they came up with a compendium. I'm sorry, the group started by actually identifying the current challenges to measuring access. They found that the current system is fragmented with examples, like limited care coordination over time, and electronic medical records that are not designed to collect, and assess metrics. 


The way to overcome the barriers is by developing interventions that actually enhance or improve digital access. While oftentimes, when we create interventions, there are always intended and unintended consequences of well-intended interventions. The pandemic clearly has shown that we can provide more care through telehealth, which in fact can enhance access. 


However, the digital divide can be exacerbated if, for example, Veterans do not have broadband access because of where they live, lack of money, lack of education, resources, et cetera. Digital access, highlighted here, is just an example of many examples of why measuring access is very important. 


If you can't measure it, you can't see how the system is either improving or potentially being made worse by the interventions that we have. So when you think about ways to overcome that digital divide; we have the telehealth visit, which is something that, obviously, we've seen come to fruition, and it has grown leaps, and bounds during the pandemic, but also, electronic consults, right, patient portals.


But then when you think about the digital divide, and what can be exacerbated by it; you think about Veterans that may live in rural locations, those that, again, have limited computer literacy, or technology literacy, as well as do not have access to Internet.


So the group came up, in fact, with a compendium or a wiki that's actually hosted on the CIPHER catalog and knowledge sharing platform. They have the ability to actually categorize existing and proposed metrics by using and built upon the Fortney model of access. So when you think about the five dimensions of geographic, temporal, cultural, digital, and financial, those are the dimensions by which the wiki was built. 


What you then are able to see is an example of what it looks like: This is actually a screenshot of the wiki. And you can see here, there is actually a searchable database. And it's searchable by a variety of ways that you can see here, all of the model, the dimensions from the Fortney model there across the top where says, broad, "Browse by category." And you can see the dimension, you could actually see the determinant, whether it's by community, patient, et cetera. Characteristic, whether that's utilization, outcomes, quality. 


The type of setting that we're talking about, whether that's telehealth, mental health, specialty care, et cetera. And access, and you notice that there are two access options here, perceived access and actual access. You can also browse alphabetically, and that's, again, going to be across the settings whether that's in urgent care, routine care, specialty care, et cetera.


We now have another poll question for you. As you're thinking about the five domains that are identified by the Delphi panel, which do you think is the most important to inform future HSR&D funding, measurement of access, barriers to access, equity, and subpopulation, effective interventions to improve access, or consequences of poor or better access?

Maria Anastario:
The poll is currently open and the responses are coming in. We're just giving it another second. When you select a response, please make sure you click submit. Okay, I'm going to go ahead, and give it, just because they are coming in rapidly, I'm going to go ahead, and close that poll right now. 


And the results are –?

Demetria McNeal:
Right.

Maria Anastario:
Let's see. We have 9% say measurement of access; 21%, barriers to access – 

Demetria McNeal:
Okay.

Maria Anastario:
– Twelve percent, equity and subpopulation; 38%, effective interventions to improve access; and 15% say consequences of poor or better access. And back to you.

Demetria McNeal:
Thank you so much, Maria. Wow, this is a great spread here. Clearly, the the, the very popular option here was effective interventions to improve access. But when we think about barriers to access, equity, and subpopulation, and consequences of poor or better access, it seems like all of those also got great attention, and a great concern in terms of when we're thinking about moving forward and, and being effective, and intentional in in access-related healthcare. 


These are all of the things that we should have in mind. So it definitely seems like our Delphi panel got it right in terms of the things that we should be focusing on. Now, which actually, kind of, aligns quite nicely with the work that the ARC Network Group was able to come together with, and learn, and have key learnings from. 


So to continue along the path to actually get, gather data to inform the the roadmap, in year two of the grant the Access Research Group deployed a survey to the ARC Network together perspectives on the impact VARC has had, and solicited feedback from the ARC Network about the domains identified in the Delphi panel. 


There were 209 respondents with representation across the 16 HSR&D COINs, 56% of the respondents were from HSR&D COINs , 31% were from non-COIN VA centers, 9% were from operational offices like Office of Rural Health, and 4% identified themselves as other sites outside of the VA. 


You can see an example question here that was asked in regards to the ranking process that the respondents had to participate in. Respondent were then asked to write in what in their opinion were the most pressing access research questions or knowledge gaps that VAs address in each of the five domains that were not reflected in the domain descriptions? These qualitative responses were coded and grouped into larger umbrella questions, which informed the next iteration of data collection.


Respondents were then asked to write in what in their opinion were the most pressing access-related questions? After they did that, they were oriented to the Delphi process. And then we explained that they had to identify five domains that were high priority for future VA research on access. 


Survey respondents were asked to rank which of these domains were highest priority on a scale of one, with one being the highest priority, to five, with five being the lowest priority. Here we present the frequency in which survey respondents prioritize the domains. This was not a required question on the survey, as such, not all survey respondents participated in this section. 


You can see from the following that the ARC Network specifically identified when you think about the majority, that effective interventions was the highest priority followed by equity, and subpopulations, 24%, and 22%, respectively. What's interesting is that when we think about the results of what the ARC Network found in terms of their ranking for, sort of, highest priority, it's really not that far off from the poll that we took from all of you that are currently joining us today. 


When you think about what you all thought was really important in terms of HSR&D to to think through, and prioritize for, to inform future research funding efforts, it actually, kind of, aligns, and overlays with what the ARC Network found in terms of high priority areas that should be focused on as well.


Now, Dr. Albright will discuss the findings from the interviews with the operational partners.

Karen Albright:
Right, thank you, Demetria. And so let's, before we move on, let us sum up where we are, right now, our summary of knowledge, and our, and the path that we have laid out for you here about the building of our research roadmap. 


So we know from the portfolio review that over the last five years or so, VA has developed a very robust access portfolio with research and operational work across a variety of clinical domains. And as we shared with you before, a lot of those, a lot of the intervention, or evaluation work has focused primarily on geographical and temporal barriers rather than other parts of intervention.


Measurement of access, we know, is a work of, in progress that is designed to try to address a fragmented healthcare system. And there have been a number of barriers and and, sort of, large scale issues identified by VA researchers, operational partners, and Veterans with regard to access to healthcare. 


The, so ultimately, what we also know is that a substantial proportion of interventions show promise, and engage in pre-implementation work, but many of them have failed to be translated, or operationalized effectively.


So that's, sort of, broad stroke; so that's where we were toward the end of this, this creation of this roadmap several months ago. And so we decided, how can we really make this a little bit more crystallized? 


How can we, again, if our charge is to help HSR&D know where to focus on in the future, in the coming five to ten years with regard to the next steps for improving access to care, and understanding processes around access to care for Veterans, how can we – how can we make this actionable? How can we crystallize our our findings, and make them actionable as best as, as best as possible? 


And we decided to then return to engagement with operational partners, and to conduct additional interviews with operational partners to, essentially, ask them that question. And in other words, what are the key priorities for your offices? What are, what do you see as the the biggest problems in access research? What are you struggling with? 


What, what would you – how can we essentially pair research with the needs, the immediate needs that your office is facing, offices are facing, and the Veterans that you serve are facing? And essentially bridge that research practice divide in a way that sometimes doesn't happen as effectively. And so, we, our methodological approach involved conducting both a survey, and conducting a series of interviews with leaders of relevant VA agencies. And we were lucky enough to speak with folks who occupied positions like executive directors, and directors of field support, and analytics, chief medical officers, and so on. 


And we were also lucky enough to be able to engage folks at a number of key offices, including the Office of Veterans Access to Care, and the Office of Mental Health and Suicide Prevention, the Office of Community Care, the Office of Rural Health, Office of Health Equity, Office of Specialty Care Services, and the Office of Primary Care Operations. They were very generous with their time, and the discussions were robust, and engaged. 


Our survey, the purpose, essentially, of the survey was to, as I shared a little bit before, to understand VA operational priorities as they relate to access-related research questions and potential areas of focus for the VA in the next five to ten years. 


So similar to previous work, respondents were asked to identify and then rank order the importance of research questions in three different access domains, specifically; and then to rank order the importance of each of those domains. 


And the, of the five domains that the Delphi panel had identified, we focus particularly on three: the effective interventions to improve access, access measurement, and equity, and subpopulations. Similarly then, after peoples entered their survey response, responses, we conducted these individual interviews with each of these operational partners. 


And they essentially took the form of, "I see that you identified such and such as the highest priority questions of interest for your office," what was your reasoning for those rankings to try to get to, in their own words the rationale for why certain things were highest priority?" And then we moved to trying to understand how to operationalize those questions; again, to make them actionable and relevant to those offices. 


So again, asking what are your current needs around these issues? What opportunities are there to plug in? And what are the barriers to making that happen? We felt that that would be a a great way to try to bridge that research practice divide that I mentioned before, and, and really try to concretize, and set us up well for operationalizing effective work, and to improve access to care.


So what I will share with you now are what the highest rank questions were in each of those three domains. I will say that for the interventions domain, which is what, the slide you're looking at right here, there was quite a lot of variability. There were, there wasn't one, there wasn't primary consensus around one particular question as there was for another of these domains. But it would, it shows you that how many, how many different promising questions there, there really are. 


But of the, of the most commonly answered ones, operational partners identified the following. And I should say that these are presented here as questions that were ranked in the top two for each of these operational partners. 


So the first question, our most popular question in terms of high priority ranking was, "Are access interventions designed to meet the patient needs?" Another way of thinking about this, this question on this slide, in general, is these are the questions the operational partners, these operational partners identified as being the most pressing for their office to answer, and and the research that they would be most interested in seeing. So in other words questions around, "Are access interventions designed to keep, meet patient needs?"


Another very popular question was, how do we prioritize care to patients with the greatest need? And finally, how can we improve Veterans' satisfaction with access to VA care? So when you're thinking about, if researchers are in this audience, as we know they are, sort of, thinking about research to conduct in the domain of interventions, consider incorporating these these questions into your, into your work.


In the domain of access measurement, there was much more popularity for or or consensus around one question, this this first one in particular. And that is the question of, can we identify which measures of access are most strongly associated with clinically meaningful outcomes? 


As I'll describe in just a minute, this interest in how to connect access measures with outcomes is, it was a very salient theme, and very much of importance to these operational partners that we engaged with. 


Other questions that were highly ranked included how can clinical indication and severity be incorporated into access metrics? How can access measures be modified to specific clinical areas? And how can qualitative and mixed methods be leveraged to improve access measurement?


And then finally, in the third domain that we focused this particular arm of engagement on; you can see that there are four questions that were, that that multiple operational partners identified as in the top two. The first one is what are the reasons for access inequities? 


What are the barriers to access to those who are historically disenfranchised or affected by discrimination? How do geographic or resource differences, for instance, urban or rural, exacerbate disparities? And how can we improve inequities in community care access? 


So those were the results of the survey responses, as I said; and I want to highlight now, some of the emergent themes from the interviews which again were designed to to further flesh out the, the survey responses, and really get to understand the rationale of the stakeholders for their rankings. 


So one of the themes, one of the most salient themes that emerged from these interviews was the need to understand access data with nuance and context. And this is a really important point. Operational partners that we spoke with understood and, of course, valued, and and appreciated the hard numbers, objective numbers, but understood also that all data is, is contextual. 


And and they were interested in understanding what other kinds of measures, including subjective measures there were for, for being able to understand what was happening on the ground with Veterans' access to care. So you can see here, these two illustrative quotes, these bring home this point in different ways. 


One person said, "We [need to] recognize that good access, quality access, timely access is more than wait times. We're trying to move beyond that to look at other operational metrics like Veteran satisfaction, care coordination, and equity."


Another person said in our office, "In our office, we don't like to label operational metrics as good or bad, just based on the [hard numbers]. It's very, very contextual. We wish that it wasn't so variable, that perhaps you didn't have to dig so deep into each individual site to understand their data. And in you know, dig into it in that context. But I always say that we start with the data, we never end with the data. Because you have to understand what you're working with." 


And then this person gave the example of of timeliness as a, sort of, cold, objective number, saying, "If your site has a wait time of six months for screening colonoscopies, and another site has two months, somebody's gonna look like they're performing poorly compared to others. But are they? And not all procedures or needs fit the same length of time." I find this a very interesting and important concept.


Another emergent theme from interviews was this need and desire to better understand Veteran perspectives and needs. And this, in so many ways, all of the interviews came back to this, almost all the time. And and this is pointing again to, sort of, the interest in perception, and what some people would consider to be subjective data. 


So somebody says, "So to me, drilling further down into the access perception, and creating better measurement around that is probably the way we want to go in the measurement field rather than being limited to our, kind of, internal scheduling systems, which, kind of, create some weird reports." 


Another person said, quite succinctly, "I think it's evolving away from objective hard numbers and more towards subjective quality data." And yet, another person said, "We need to know more or need to understand better what the key things actually are to Veterans, and really understand what motivates them what's going to be the most important thing, and then essentially, do what we can to motivate in that direction, you know, to be able to increase the likelihood of giving them the things that they want to, that they want to increase their access."


A third of these four emergent themes from the interviews was the need to show clear access outcome connection. I have referred to this already before, the, this this issue of, and valuing, of course, the connection here with with clinically meaningful outcomes. So one person said, "It all comes down to outcomes, How does access translate to improved outcomes." 


And another person clarified a little bit more, or expanded a little bit more and said, "As long as we can avoid bad press, we can say we have good access. For me, that's a terrible model. But to argue my model is a good model, I need support for that, right. So what are the outcomes? Does providing sustained care reduce crisis levels? Has it reduced the risk among populations? That's the only thing that's going to sway a medical center director because they just want to avoid bad press."


That, there's a lot of things packed into that quote there but the emphasis here is, again, this importance of being able to show that taking action, or improving something, or changing something in a certain way does have a discernible effect on clinical outcomes. And so that there is a a defensibility and rationale for for particular steps that are taken. 


And then, finally, this fourth emergent theme that emerged from these interviews, which is somewhat related to what I just alluded to there, is this need for more attention to the implementation processes, and barriers even at a workaday level. And by that I mean there are, there's a lot of discussion that, and nuance that, unfortunately we can't, we don't have nearly enough time to cover in today's presentation, about the mechanics of of what happens in in these agencies. 


What happens in delivering care, or what happens on the ground at all different levels of of the system. And how, because we're all people and populating these systems, it's really, there there are some very basic workaday barriers that interfere with effective implementation. And we would do well to be able to address those. And this single quote here in this slide capture some of this. 


This person said, "I think it has to do with workflows. If I'm a clinic manager, and I say, 'Yeah, we want to be able to get people engaged in some way and care at the moment, they call us or contact us, but I don't know how to do it. I mean, we've got all these providers, but they're scheduled out, you know, I don't know what to do.' It's really the implementation piece of it. We need to look at workflows."


I think that's pretty profound, and and pretty important too. And all of these themes give you a hint of how rich these insights were in the, with, and the discussions in these interviews.


So we've really walked you through quite a lot of data here, and there are lots of different pieces all contributing to a whole. And with this idea of this is all in service to creating a a research roadmap, I just want to sum up here what we are, have essentially done. We, I think that any kind of process of developing a roadmap generally falls along the steps that, that are presented on this slide. 


In our case, that our problem was that our perception was that stakeholders, and other folks, including researchers, and so on, with the, with an interest in in access-related research lacked a defined, or accepted, or resourced approach for identifying access-related deficiencies, and evidence-based strategies to address them. That was, sort of, the larger concern, and the reason that VARC was tasked with, with our charge in the first place.


And then moving onto this institutional lever level, we developed local access-related healthcare strategies that prioritized issues identified by these internal, and external stakeholders in a variety of ways as we've outlined today. And now, we are turning to this, or we'd like to turn to this last point here, about making this even more actionable at a national level, so streamlining local access-related healthcare strategies, and standardizing the processes to ensure resources to address the identified needs.


And that's where we're at right now. We're turning, we would like to be able to continue this work in some form. But also, perhaps, all or any of you who are listening today may also have an interest in in picking up the baton here. And armed with these research insights and being located at this point in the research roadmap, you may be able to, in fact, likely are very well situated to to examining access-related research with these perspectives in mind.


We also have some final thoughts on this overall project. And we just want to acknowledge that there are a number of other stakeholder views on VA healthcare access that should really be considered as part of future research. We focused on some key stakeholder perspectives as we've described. But what's missing here is the perspectives or viewpoints of policymakers, of clinicians, and the extent that they're, at least non-research clinicians.


Veterans' caregivers, or other family members, community-based providers, and current military servicemen or servicewomen are the Veterans that we engaged with to get their perspectives. We're, we're no, we're not current, really, typically, not current military service people. So let's not forget these stakeholder views as well as we move forward in the, in future work.


We want to acknowledge that there are number of people, and really, too many to count here, of our colleagues that have supported this work. Demetria identified many of the people in the, in the specific subgroups that comprised VARC in Ann Arbor, and Bedford, and in Denver, and in Iowa City. 


And then there are additional ones listed here that are, that are very critical to our, to our mission. And we're grateful to them, and have had a wonderful time working with them over the past two years. And we want to thank you for being interested in this subject for the work that you do in one way or another in this area, or beyond, and for listening to our presentation. 


And we hope to have a chance now and in the remaining ten minutes to to engage in some Q&A that Maria, I believe, is going to facilitate. But thank you, Demetria and I thank you so much for being, being here with us today, and and all of VARC thanks you as well.

Maria Anastario:
Alright, so _____ [00:50:29], we do not have any questions in the Q&A. And for the audience, if you have any questions, please use the ellipsis at the far right-hand corner of your screen, and open the Q&A pane, and add, add your questions to that pane. But we did get a couple comments here, and here is one question, "Very interesting presentation, do you have plans to publish these findings?"

Karen Albright:
Yes, we do, in short, but we also update for for the stakeholder access part of it that we described earlier in the presentation, the, comprising of the Delphi panel and the Veteran Engagement sessions that were subsequent to the Delphi panel. We are, actually, an article, a manuscript about that is already in press. 


It has come, it will be coming out shortly in the Journal for General Internal Medicine. And so, so look for that, I would expect that it would probably be be published within the month. But we absolutely do have plans to continue to publish on the subsequent work since that time, too, but have not yet had had a chance to do it. But that's definitely on the near horizon.

Maria Anastario:
Now, also, are any of the Delphi findings more actionable than others? And what are the lowest hanging fruit for the next steps?

Karen Albright:
Let me turn back to our presentation just so we can refer directly to the Delphi panel questions. Yeah so the, the honest, well, we felt that the most actionable, at least for further inquiry, were around the measurement of access domains, equity in subpopulations, and effective interventions. 


But really, the the whole purpose in engaging both the the ARC population, ARC Survey population, and the operational partners was to find out which of these in their perspective, or which granular subquestions from each of these domains were most actionable from their point of view? And so you can see as we talked about before, each of these research questions, and these five leading domains are very broad. 


And you can imagine carving out a number of more specific angles, or some questions within each of these. But if you – so so there's lots to think about there. But I'm sorry, again, I'm gonna switch, and move quickly back to these operational slides. But if you want to think about what are the most concrete actionable questions, I would emphasize these right here. 


So these three highest rank questions of the interventions; and then, similarly, this next one with highest rank questions for measurement, and the highest ranked questions for equity. Those, again, were what, these questions were, again, with the operational partners identified as the most immediate pressing needs and important needs from their viewpoint for their individual offices, and for the field in general.


And in terms of low-hanging fruit, I'm not sure, honestly, how to, how to respond to that yet. We were trying to, I think our efforts to partner with, with folks to to identify these, these key questions, and and how to make those operational, or actionable are going to be continued discussions.


What we would like to do and, probably, the immediate next step is to bring these questions, and these subsequent findings back to Veterans, and and, again, engage them to get their perspectives, and make sure that their voices are are heard here. 


Demetria, would you add anything here?

Demetria McNeal:
Actually – 

Karen Albright:
I don't want to dominate.

Demetria McNeal:
– Yeah I would, yeah, I would. Because one of the things that I was thinking of, particularly when we're thinking about a, sort of, low-hanging fruit, or what is the most actionable. I think, not only something that's the most actionable, but something that will have the greatest impact is ensuring that there is a a clear overlay, if you will, between how accesses operationalize in the healthcare context? 


Or how researchers, if you will, define it, and measure it as opposed to how Veterans define it, and measure it, feel it, touch it, experience it. Right? And so I think that we are, we've definitely moved the field by leaps and bounds to be able to bring those two experiences together. 


But I think that the the greatest impact will be when we're able to ensure that the the Veterans' experience of what access looks like is what is played out in in the research efforts, and what's aligned with how the the respective sites are able to operationalize that, and leverage what they're learning from them.

Maria Anastario:
Okay, will this work influence grant funding, targeted RFAs, and funding decisions for projects?

Karen Albright:
Yes, that's the goal. Again, part of the the charge with HSR&D is that, or was that the – we would come up with these, this roadmap, and that then people would be able to take what a variety of stakeholders had had recommended, and translate that into, in one form or another to to funding mechanisms. 


We don't yet know how that's going to look, specifically. But we're in dialogue and have been in dialogue with HSR&D about that, and we hope that, that at least some of these will will have a a direct connection in the future _____ [00:56:35] that system.

Maria Anastario:
_____ [00:56:35]– I was gonna say, someone has a geographical question. And it says, "Has the distance of travel to VA –?" They have a Veteran told he was to use a VA that's two hours away.

Unidentified Female:
– _____ [00:56:49].

Maria Anastario:
But 40 minutes away is two other VAs with the same services. So I, yeah, I guess the question is, how do we fix that?

Karen Albright:
Yeah that, I mean, that's, to be honest, we, when we were engaging with with the Veteran boards about a year and a half ago in these sessions, we heard a lot of that. I mean and certainly that's something that people have raised in a variety of different works. And that is communicating about the rationale for, for some decisions like that. 


And, and, and and making key decisions, yeah, I think is a, is a critical issue. Certainly, there's the perception, and experience of many Veterans that that things don't always make sense. And that's something that the VA is actively working on. And we hope, while we don't have the answers, unfortunately, the systemic level that we could provide here, we're hoping that some of these questions, if they are indeed translated to funding mechanisms, and or continued dialogue with the operational partners, that, that some of that may be addressed. But certainly – 

Demetria McNeal:
Yeah.

Karen Albright:
– That is a a common experience or at least a – 

Demetria McNeal:
It is. 

Kaern:
– Somewhat common experience. 

Demetria McNeal:
It is, and unfortunately, that that, kind of, represents to one of the points that we highlighted, or that Karen was able to uncover in the interviews with the respective operational partners in that there, there is variability, right, from from one site to another, there's variability, particularly when you're talking about a, sort of, referral or being able to be referred to a particular VA for select services, if you will, or specialty care; and, sort of, what that looks like. 


So I think that you're highlighting a a very clear example of of exactly the type of work that we need to, kind of, dig into to understand the variability, one. But then also, what that translates into in regards to the Veteran experience with the overall system?

Karen Albright:
And we know that we're very short on time now. But if there are –? 

Demetria McNeal:
Yes.

Karen Albright: 
I can't, I can't see additional questions. But to the extent that there are now and or that those of you listening have ones in the future, we encourage you to to contact us. I, our our e-mails are now up on the screen. So please feel free to reach out about either this presentation or any other kind of similar issue. 


We'd love to dialogue with you about this. This is something that we and all of our work colleagues care a lot about, and we would love to answer whatever we can.

Maria Anastario:
Dr. McNeal, Dr. Albright, I want to thank you very much for taking the time to prepare and present for today. For the audience, thank you, everyone, for joining us for today's HSR&D Cyberseminar. When I close the meeting, you'll be prompted with a survey form. Please take a few moments to fill that out, we really do count and appreciate your feedback. Have a great day and stay safe.

Heidi Schlueter:
Thank you, everyone.

Demetria McNeal:
Thank you for joining.

[END OF TAPE] 
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