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Dr. Deeds:	Thank you. So welcome everyone and today I’m excited to share with you about our work in the Primary Care Innovation Lab and talk with you about creating a model for testing innovative and often randomized quality improvement projects and the work we’re doing here at the VA Puget Sound. Here’s a little back by myself. I am a Primary Care doctor at the VA in Seattle. I did my residency at University of Washington and I’m faculty there. And I’m the Director of our Primary Care Innovation Lab and work closely with Dr. Ashok Reedy and Dr. Kari Nelson who our leadership supports through the Primary Care Analytics Team. I’m going to keep my video off for connectivity while I do my presentation and hopefully we’ll have some discussion time at the end and an opportunity go through Q&A. My talk will be about 40 minutes. 

So I’ll go ahead and turn my video off. Alright. So today I’m going to cover four main learning objectives. First, I’m going to define the learning health system and then I’m going to talk about how we’ve built our Primary Care Innovation Lab. I’m going to review a few of our randomized QI projects that we’ve completed and then share some lessons learned for doing this work. I’m going to start with a poll question just so I can get a flavor of who’s here on the call and who I’m talking to today. So first if you can answer for me, what is your primary role in the VA or with VA? And the options are shown on the poll. So student, trainee, fellow clinician, researcher, administrator or manager, and then other. I guess Rob, will you just tell me when it’s time to close the poll? 

Rob:	I sure will. I opened it as soon as you got on the slide. Answers are streaming in quickly. We still have a few people in progress. So I think we should leave it open for a few more moments. 

Dr. Deeds:	Sounds good. 

Rob:	And in terms of “other”, if attendees want to put more detail into what “other” is into the chat, if we get it in time, I will read those off to you if there are any. Looks like we have one person who hasn’t finished yet. Don’t forget to hit submit when you make your choices. I have one person who wrote in that she is a quality management RN. And that’s in terms of “other”. Things have leveled off so I’m going to go ahead and close the poll. Yeah, that was the last person. And I will share the results. And what we have is that nobody says that they’re a student, trainee, or fellow. Forty percent says that they are clinicians. Thirty percent say researchers. And ten percent administrative, manager, or policymaker. With two Rs. I apologize for misspelling that. And 15 percent say other, and I got the quality management RN and nobody else said anything. Any other answers. Would you like to move on to the next…?

Dr. Deeds:	Yeah, great. Thank you, guys, for doing that. So kind of a mix of clinicians and researchers and then some administrators. Thank you. So my second question is going to be multiple choice. Right Rob? We got it set up that way? 

Rob:	Yes.

Dr. Deeds:	So I wanted to get from you guys what challenges you face in collaborating with clinical or operational partners. Really that’s more for a researcher. So I guess to flip it for clinicians or operational teams, what challenges have you faced in collaborating with researchers or research teams? Because this works both ways. So options I suggested were lack of a network with clinical or operational teams. And again, you can read that lack of a network with research teams. Two. Different goals and priorities. Three. Different timelines for your research and operations. Four would be failed implementation when we get to the real-world clinical setting. Or others, and if you have others, putting that into chat or the Q&A that would be great because I’ll probably review some of those other thoughts later. 

Rob:	And that poll is open. 

Dr. Deeds:	Okay, and the poll is open, and I think you can pick multiple boxes. 

Rob:	Right. 

Dr. Deeds:	Cast a vote. 

Rob:	Cat numerous votes. And because of the nature of it being “select all that apply”, just as a reminder Dr. Deeds, there will more than 100 percent. It will add up to more than 100 percent. 

Dr. Deeds:	Yeah, sounds good. 

Rob:	Looks like we don’t have anybody in progress anymore, so I’ll go ahead and close the poll and share out the results. And we did get a few chats in so that’ll be good. And let me apply that so that people can see the results. And it looks like 25 percent answered A, lack of network with clinicians, clinical teams/operational leaders. Fifty-four percent of your answers chose B, different goals, and priorities. Only four percent of those replying selected C, different timelines for research and operations. And only four percent answered E, and let’s see what they said for other. Somebody said no time in capitals with and exclamation. And that’s it. 

Dr. Deeds:	I feel that comment. No time. 

Rob:	And then one came into the Q&A that I can read too. She said, clinical or he said, clinical informatics sometimes refuses to work with researchers. And that’s it. Back to you. 

Dr. Deeds:	Yeah, okay. Great. Thank you, guys, for that. Hopefully at the…we’ll have some time sort of when I’m concluding to talk about some of these challenges and I’ll go over that with our lessons learned. So thank you for answering my polls. Let me get back to my slides here. So I’m just going to start briefly with talking about the learning health system. And actually Rob, I need to hide this poll because it’s up in my area. So what is a learning health system? The Agency for Healthcare Research and Quality defines it as a health system which systematically integrates internal data and clinical experience with external evidence and puts the resulting knowledge into practice. 

This is a graphic from health services research at the VA in which a learning health system is envisioned as new knowledge that is captured from the healthcare delivery experience. So the patient care that’s delivered, the operational work. And that’s used as evidence to then feedback into and inform practice. So the essential feature of this model is that, clinical encounter, or patient experiences, operational work in the center. And the by capturing data about the practice, we can gather and create evidence and then apply that evidence to improve care. So this model implies that we need some skills in both implementation science, and how to get people to change, as well as data signs, how to collect and analyze clinical data. And all listings are key features of a learning health system. 

I wanted to talk about a few key things for learning health system work. So again, the learning health system is really an approach to improving care and really trying to address quality and effectiveness gaps. There’s tons and tons of papers out there, reports, healthcare institutions talking about gaps in care whether that be we are not applying the most evidence-based practice or there’s inequities between how we’re delivering care. You name it, there’s a gap in how we’re doing this work. And so learning health system has been proposed as a way to really systematically approach continuing to learn and improve. So many healthcare systems now are striving to become learning health systems. And there are different models for how this work is done. 

So on this slide, I’m just showing a snippet of some of the work that’s been done at NYU as an example. They shared a report about developing their learning health system model. They developed what they call the Rapid Randomized Controlled Trial Lab. And in their report, they talk about how they completed over ten randomized QI projects in one year, which just blows my mind that they did ten randomized QI projects in one year. They can show that the program paid for itself. And the process really allowed them to improve care and focus their energy on things that were effective. 

And so in the box here, I’m just showing some of the examples of their early work which included electronic health record alerts to prompt either evidence-based care or reduce adverse events. They had a program that made thousands of telephone calls post discharge for hospitalized patients. Sending reminder letters for overdue preventive care. And they also had a project embedding healthcare workers in the ER. Again, these are just a few among many. There are many more examples of how this work is being done, and a lot of it is coming down to these randomized quality improvement projects. And then I’m also going to touch on Nudge Units as another example. 

So randomized QI work has been done across many different departments and systems. I listed just a few examples of types of projects that fall into this randomized quality improvement efforts. So the first one I listed was just about colorectal cancer screening and the health department mailing thick cards out to patients and then doing that in a randomized fashion. Other reports or tools were developed to help adhere to cardiovascular best practices. For example, statin prescribing. And then other QI projects related to training to improve diabetes care and increase preventative service. So these are just a few examples of how it’s being used in the primary care related work. 

And then I wanted to touch on this concept of a Nudge Unit. So nudges are a concept about resetting the default to promote or prompts the care that is desired. So you want to make the right care, the right answer the easy choice. Another way to think about is say choice architecture. So making it the easy choice, the right choice. And so the Nudge Unit at Penn Medicine is a great example of this. They have a robust body of work and from what they’ve been working on in Penn, their group systematically tests various care delivery systems really ultimately framing it through a nudging type of system is what they try to do. So some examples of their work…I’m just showing a snippet of their website here. 

But some examples include again, changing electronic health record alerts to promote generic medication prescribing. They’ve actually done a lot of work in gamification of different interventions or incentives. So one was around patient mobility in the hospital. They’ve done some choice framing to promote statin prescribing. And they’ve also been getting into more work around wearable devices and text messaging. And this is the work at Penn. And ultimately all of this work from different learning health systems models doing these randomized QI projects or nudge type projects are ultimately…the outcome of this work is to say, are the interventions or things that we’re doing useful. So have they been found to be fruitful or not, and when they aren’t, let’s not waste our time and resources in those. So it’s providing helpful information and feedback to the healthcare system and healthcare organizations on how they should be using their money and their resources which most of the time is a lot of human capital. 

And so, how can we do this at the VA and why did we see opportunity at the VA Puget Sound? So they VA Puget Sound here in Seattle has a large group of primary care clinical leaders, and faculty from the University of Washington, as well as primary care researchers who are HSR&D researchers. And we are also the site of the Primary Care Analytics Team for the Office of Primary Care. So as a reminder, the Primary Care Analytics Team is a team that provides evaluations and insights for the national Office of Primary Care and helps to evaluate their programmatic work as requested and give them evidence when needed. So this really made the VA Puget Sound kind of positioned to be a leader in this area and helping to promote the learning health system. And to do that, we created this Primary Care Innovation Lab. And trying to set forth a model for how VA can evaluate primary care operations and QI work at the local level. Now I’m going to transition and move on to cover our Primary Care Innovation Lab model and talk about how we work. 

So again, at its core, the Primary Care Innovation Lab or what you’ll see on some of my slides abbreviated to is PCIL. At its core, we’re really striving to support VA to become a learning health system and we were trying to address this problem that we were seeing where a lot of operational and quality improvement projects were happening really like every day every week inside our clinics. And there wasn’t always a clear understanding of if these were the right projects and whether or not they were working or if they were worth the effort our investment. And so PCAT worked to create PCIL to address this problem. 

Here on this slide, I just wanted to share our Primary Care Innovation Lab mission and vision. So our mission is really to provide evidence and insights to help primary care leaders and staff deliver equitable high-quality primary care for veterans. And our vision is to do this through rapidly and rigorously designing, testing, and evaluating QI interventions to improve primary care delivery. And up at the top I have our motto which is, pursue knowledge and deliver better care. So really the Primary Care Innovation Lab, what we do is we partner with frontline staff and leaders in primary care to develop creative ideas or thoughts about what will be a good at work into a well-designed project where we can test an intervention and then determine its impact. 

Our setup is that our core team of the Primary Care Innovation Lab consists of myself as the Director, Dr. Ashok Reddy as our Chief Data Scientists, and we leverage support from other researchers and clinicians from the Seattle VA. That tends to be project specific depending on their level of expertise and relevance for the specific project we’re working on. And then we also have core Primary Care Analytics Team support, which includes our analysts, statistician, and program managers. Our operational arm consists of an active committee that includes a multidisciplinary group of primary care leaders. So we’ve got our chief primary of care, the deputy director of population health, nurse leadership including our director of nursing, as well as some administrative leaders. And then we have our informatics and data analytics leadership as well on our committee. And we work together throughout the project lifecycle. And I’m going to share that next.

So we wanted to touch briefly on this to kind of explain in more detail how we’re actually accomplishing work. So I thought I’d cover our project lifecycle and share five key steps to every project. So we really start with identifying opportunities and needs from staff and/or from leadership directly. And then we do on our team, we review performance and work in this area and try to figure out what’s already been done. Is this a project that is worth taking on. And then we collate all these ideas and presents the opportunities or projects to the operations committee. And in the planning phase, the operations committee performs a standard review of all the project ideas, and we run things through a selection process. And they make a final selection of the project and approve the suggested intervention concept. 

Then our team takes over and we kind of dive in to better refine that intervention and working with key stakeholders for that project. And in the design phase, we make sure to identify our key outcomes that we need to be monitoring that we care about, and also develop analysis plan for our evaluation. Then we get to the fun part which is testing our intervention or launching the project. And then we monitor and analyze results throughout that period. And finally, once this is completed, we synthesize our results, and we share them to try to disseminate best practices and make recommendations about the intervention. This is a timeline of our work to date since establishing in 2020. Yes, right after the…in the middle of the pandemic is when we got this work started. 

We focused on several high-priority projects. In 2020, our leadership really wanted to catch up on colorectal cancer screening during the…that was getting lagged during the pandemic. And so we launched multiple mailed PCIL fecal immunochemical testing projects or FIT projects. Of course, COVID-19 was a top priority at this time as well and we collaborated with leadership and operational partners on multiple COVID vaccine related projects. And then in September of 2021, so after our first year of operations, we held our first open call for project submissions that went to all primary care staff. And we had 26 project ideas submitted and this was our first open call for projects. And heard from people at all levels. MSAs, nurses, primary care doctors, and leaders as well. And we selected to key projects for the fiscal year ’22, which are related to hypertension and breast cancer screening. 

Okay, so now I’m going to move forward and talk about a few of our randomized QI projects from our first year. As I mentioned previously, our work during 2020 focus on COVID-19 and colorectal cancer screening. So I’m going to talk with you about a COVID-19 vaccine appointment scheduling project. Our first project really was an evaluation of behavioral nudges or messaging embedded into COVID-19 scheduling text messages. So again, we talked about nudges before, but nudges are a way to change either the way choices are presented or the way the information is his message or framed to try to make behavior change. And there’s a lot of work in this area of behavioral economics that shows that nudges in certain areas have been shown to change behavior. 

And so we had this large campaign planned at VA Puget Sound and primary care was heavily involved in planning this campaign where thousands of COVID-19 vaccine scheduling text messages were going to be coming out. And so together with Primary Care Innovation Labs meeting with operations, thought we could try to enhance our messaging to improve vaccine uptake. And we asked this question, do behaviorally framed nudges in these text messages enhance uptake of COVID-19 vaccination among veterans? We worked with some experts at the University of Washington to create these messages and have them approved and reworked with our national text partners. And so we had three messages. The first was a control message that essentially said, schedule your COVID-19 vaccine appointment and there was a link they could call and schedule. 

Our second message was one of scarcity which said, only a limited number of appointments are available, so schedule your vaccine appointment. And the third message got out this concept of social good and it said, protect your family, friends, and community. Get vaccinated. So on the image here is our concert diagram from the evaluation. But who was included was all veterans over age 18 who were not vaccinated at the time of this work and who had a number that we could reach via VEText. And nearly 20,000 veterans were randomized to one of these three messages. And so we had 6,800 veterans in each arm. The control arm scarcity message or the social good message. There was no significant difference in demographics between…demographic characteristics between the groups. 

Our primary outcome that we’re interested in was vaccine completion or scheduled at seven days. And then we had secondary outcomes he looked at it 14 and 31 days. And we found no difference in vaccination among the groups with about 29 percent being vaccinated at 31 days in all groups. And the odds scheduling or completing vaccination was about one with the confidence interval shown on the screen. So really, we found that the of these behavioral nudge type messages above and beyond the standard scheduling script did not increase COVID-19 vaccination rates. And we concluded that these types of embedded nudges in a text message are just likely not enough to have an impact on such a complex political and controversial and personalized decision as getting vaccine for COVID. 

Okay, now I’m moving on to talking about our FIT series of projects. So our operational teams identified it as a key priority to catch up on colorectal cancer screening that we knew was going to be falling behind during the pandemic. With a shift to virtual work and limited access to procedures because of safety concerns, we needed a way to switch from colonoscopies which are procedure-based screening to fecal immunochemical testing or a FIT test which is an in-home validated method for screening that looks at hemoglobin in the stool. And so we had the support from…to develop a mailed FIT program. This has been done at a number of different healthcare systems, most notably is Kaiser who’s done a lot of work in this area and written a lot about in the literature. But essentially you mail a kit to the patient at home, they complete it, and send it back to you. And they complete their screening, they do that once a year. And so we had support to do this program at the VA Puget Sound and we developed a model in partnership with VISN 21 Primary Care leadership to create a program for mailed FIT. 

It’s a multidisciplinary team at the VA Puget Sound which included those of us from the Primary Care Innovation Lab as well as some primary care operational partners, contractors from outside the VA in mailing and logistics to create this program and we got over 5,000 veterans included in this first round pilot. And so the key steps of the mailed FIT program are shown here on this slide. Essentially, we identified at risk veterans who were due. We formatted that data and made it available to our contractors to send out a postcard message. Then a different contractor would send out labeled FIT kits with the instructions. The veteran would do their thing, complete the test, and send it back our lab. And if we didn’t receive it, we would send out a reminder to them to please turn it in. 

So that was the ideal concept for how our mailed FIT program would work. And we took the opportunity to evaluate key components of the mailed FIT program and conducted to randomized controlled trials within this mailed FIT program. So the first randomized controlled trial was designed to answer this question, do those primer sent in advance of the mailed FIT kit enhance FIT completion? And so other literature in nonveteran population suggests that primer can increase return rates about four percent or a little bit higher and that that would significantly impact overall colorectal cancer screening rates. So our intervention was to evaluate an advanced notification postcard that was sent in the mail two weeks before the FIT kit. 

And on this slide here, I’m showing a picture of what our postcard looked like. We tried to make it as patient friendly as possible and we worked a lot on kind of the language of and what was needed, and I workshopped it with some veterans to get feedback before we sent it out. And also, VISN 21 had started their project before we had some feedback on the things to include and making sure we said the test was free made it on there. And so veterans were randomized one to one to either control or to get this postcard. We included average risk veterans age 45 to 75 who were due for colorectal cancer screening. We excluded patients who had a history of cancer, didn’t have a colon, were newly on a blood thinner, Plavix, that you cannot do follow-up colonoscopy with. If they were on hospice or if they were not enrolled in care are not had visit in two years. And we had 1,200 patients in each arm in the control and in the primer arm. And there was no significant difference in demographic characteristics between these groups. 

Our primary outcome was FIT return 90 days or colorectal cancer screening completion at 90 days and our secondary outcome was FIT return at 180 days. And we did not find a significant increase in return rates with an odds ratio of 1.14 and the confidence intervals are shown on the slide. And we found a nonsignificant 2 percent point difference at the 90 days and 3 percent point difference at the 180 days in the primer group being slightly higher. So what our conclusion was that the primer postcards two weeks before mailed FIT did not increase colon cancer screening among average risk veterans. So our message to leadership was that the postcard primers may not be worth the effort, so to streamline the process, they could consider removing this step. 

Okay, now I’m going to talk about our second randomized controlled trial, which was designed to answer the question of whether those two-week reminders that come after getting the FIT kit increase or enhance return rates. And to also ask does the modality matter. And by modality, I mean, does phone or text matter? Is one better than the other and how should we be doing our reminders? And so in this…in the work in the literature and non-largely nonveteran population has shown that reminders sent after a mailed FIT increased FIT return rate. And that has been seen in pretty much all groups. I think for us, the novelty was the opportunity to try to test different types of reminders and we also got to select the timing of the reminder, the wording of the reminder and compare that control and really make this a robust evaluation. 

So for this trial we had the same inclusion and exclusion criteria. So again, average risk veterans, no history of cancer, have a colon, not on Plavix, hospice, and have been in care in the last two years. We had 2,600 veterans that were eligible for this trial. So 880 per arm were randomized either to the control where they got no reminder, two automated phone call reminder or Robo call that asked them to turn their kit back in. Or that text reminder asking them to return their kit. And again, we saw no significant difference in demographic characteristics between these groups. Our primary outcome again was FIT return at 90 days. And a secondary outcome was FIT return at 180 days. 

And we found that reminders did significantly increase return rates with an odds ratio of 1.68 and 1.61 for the phone call and the text modalities respectively and the confidence intervals are shown slide. And this translated into a 10 percent increase in FIT return at 90 days. So you can see in the kind of teal chart here that the control returned rate was 28 percent at 90 days. Whereas those who had received the automated telephone call was 39 percent. And those who had received a text message from VEText was 38 percent. So this was a positive study and that this can be useful to leaders in developing and deciding which modality of reminders they may want to use. So our conclusion for leadership was that both text and the automated phone call strategies were effective. So use whichever was available and/or more cost-effective for them. And we did not perform a cost analysis for these first particular randomized controlled trials. 

At the conclusion of every project when we have our results to share, we use multiple venues to share our work and we also do a lot of communicating throughout the projects. So first I’m just going to share some of the things that we do when we finish a project and then I’ll talk about some other communication strategies. So we have a biannual newsletter that I sent out to primary care and other relevant stakeholders and this includes information about all the projects in various phases. Those that have been in progress, those completed, those that we’re starting to work on, and I send that twice year. We give presentations at primary care leadership meetings and staff meetings as needed. When projects conclude, we have project in brief one-page summaries which we’ve got posted on our SharePoint. 

And so there’s an example of one of our one-page summaries for implementing the mailed FIT program. And that is up on our SharePoint as well as presenting at regional or national meetings as available to us. And then also writing up our results for formal publication in journals. And so really, it’s important for us to keep stakeholders and frontline staff aware of our projects, launch dates, and any issues that we’re having or that they might be having. It’s just open lines of communication and feedback from the frontline staff that are impacted by the projects. And then disseminating through multiple venues will help with that kind of taking this knowledge and actually transferring it to be implemented in allowing our leadership to make decisions about continuing or abandoning projects or perhaps tweaking them. 

Alright, now I’m going to move on to share some further lessons learned from our first two years of work at the Primary Care Innovation Lab. So we’ve had a number of successes in the first two years. We completed multiple projects. We really developed a model for partnering, research, and operations teams at the local level. We’ve built relationships with primary care managers, staff at the local level as well as at the national level for example through partnering with VEText. We’ve created a project pipeline, so we’re working on projects in multiple different phases. And we’ve been disseminating our work which also gives opportunities for our junior faculty from the University, and it really empowers our frontline staff allowing them to potentially submit and work on innovative projects outside of their day-to-day clinical roles. 

Now I’m listing a few of our challenges in working with between our team and direct clinical care and operational partners. So of course, first for us has been the timelines because they’re very different for clinical operations than research. And often answers are needed more rapidly than a standard research protocol may be able to provide. And also the healthcare data is messy and so you might you assist them and need timely solution and it can challenge the feasibility of implementing an intervention and providing rigorous research methods at the same time. And the level of evidence that’s needed to decide to do project might be different than what would be traditionally required in research. 

Another challenge again is communication. I brought that up on the success side it’s also a challenge making sure the left and right hands are talking. Avoiding duplication of efforts to make sure that the Primary Care Innovation Lab project is fitting with operational work and that we’re really aligned throughout the project cycle. Because it takes a while to implement these projects and to evaluate them and things might change. So communicating through multiple venues and engagement with the operations committee has been really key for this. I’ll talk about the next is framing the problem. What I mean by this is, some projects are suggested but the problem and the scope needs to be refined and tweaked a lot before we can work on it. We really need to understand the problem in-depth to make sure that we are the right group to take on the project and also that we’re designing the right intervention to ensure that it is feasible also. 

And so we try to frame any of our projects or our evaluations to answer a question, And so sometimes you have to make sure the question is framed so that you can evaluate it. Developing trusting relationships with leaders takes time. I think that gets back to communication and knowing who you’re working with, having that network and that does take time. Operational priorities definitely change often at the VA. I think you all know. You all work here. So there’s lots of levels of influence, politics, priorities change often. Sustaining momentum and interest in a project that may have been relevant a year ago or six months ago sometimes can be challenging depending on the nature of the project. 

We’ve had also several delays. Actually, we started in the middle of the pandemic, so things related to COVID-19 vaccination campaigns and now Cerner has caused a lot of redeployments of key operational staff and so people can kind of be redeployed and busy doing these other things. And so maintaining space for this work is of course, always going to be a challenge when we’re partnering. And we have Cerner someone around the corner and so that’s kind of been our challenge right now in addition to COVID-19. And then ultimately, there’s a lot more…there’s many more ideas. There’s a lot more work we could do and there’s a lot of priorities from leadership like things that come up all the time. They be like hey, what do you think about this? What do you think about this project? Or we want to work on this. A lot of that comes through and there’s a lot more than we are actually able to support as a primary care innovation lab, and so working within these limitations to identify what’s really the key projects and how much we are able to provide. 

And so given those challenges and successes, we’ve put together sort of strategies for working with organizational leaders as well as what’s been written by other groups who have been doing work in this area developing learning health system and then integrating research with operations. So some strategies for this work include that on going by bidirectional contact with our team and operational leaders. So we do that through our operations committee. I’m also on several calls that are geared towards operational and clinic leaders, but I tend to those to kind hear what’s going on. What are the priorities and initiatives right now to stay aware and also to make sure that our work is integrating with the work that operations is doing. 

And the second piece is to have a shared oversight between the projects that are being done between…sorry. The Primary Care Innovation Lab and the primary care clinical leaders. So making sure that we’ve decided together that these are the right things. So again, we work with our operational committee, we have meetings with leadership, we usually have a key leader or manager who tries to attend some of our meetings as well to make sure projects are going in the right direction. And so it’ really key to have them at the table. They’re actually selecting and helping with the design of the project making sure it aligns with their priorities. 

And so to conclude, the learning health system is really a promising model but several different types of models within the model. And there’s challenges in actual implementation. I think that the Primary Care Innovation Lab has really proven to be a successful model for embedding more rigorous evaluation and research into clinic operations at the VA Puget Sound. And some keys to success for those interested in doing this type of work to making sure the research is relevant and actionable includes, again, going over some of the same things. Integrating clinic leaders into research. Developing trust between the research and healthcare leaders. Making sure you work on leadership and staff engagement. Help whatever that means at your site. Using methods that are rigorous, but also rapid to meet operational needs. 

And I think kind of one of the main keys is really providing meaningful support for the clinical work. Because at the end of the day, what your operations and clinical teams need is to complete their clinical work and do it in a high-quality way, address concerns, make things better for patients, make things better for staff. And so we have to make sure that our work is supporting their work. Not that we’re just making recommendations on things that aren’t relevant to what they care about or what they need to be done. And for us having real primary care doctors first, and so I think that has helped in making the successful. It’s like we really understand that when we’re working a project. 

We work in the clinic, we know we don’t want to create more pain for anybody who’s working, so when we design a product, our number one is not increasing things for people. Not shifting things. Really supporting staff, supporting patients, and thinking about the right way to do things. And _____ [00:43:54] to the point where we were going to abandon a project because we felt like we couldn’t do it the right way. And so keeping that at the heart has been helpful for us. So with that, I wanted to save time for any questions or comments and just say thank you to all my colleagues in the Primary Care Analytics Team for all your support of my work and letting me be the director the Primary Care Innovation Lab. It’s really fun. I feel like it’s a joy to get to do this type of work and be impactful in this way. And also to the Office of Primary Care for their support. And with that, I’ll pause and take questions or comments. 

Rob:	Thank you Dr. Deeds. We do have a few questions queued up. Attendees, if you have a question for our preventer, please submit it to the Q&A panel and I will read it. This person writes, how do you address the regulatory issue of QI versus resource designation? Do you ever have barriers from IRB with designating this as QI? 

Dr. Deeds:	Sure. That’s a good question. Thank you for asking that. We met with our quality safety values folks and those who were through QI designations and IRB and had a discussion upfront while we were setting up the innovation lab. These are operational projects at heart, and we are evaluating components of it. And so we actually do get approval and designation as nonresearch from the Office of Primary Care, and so therefore we don’t have to get also duplicate approval from our local QI work nor from the IRB. So we get an exemption. When we were setting things up at the start before we ever did our first project, these were discussions we were having how we would work that out. 

Rob:	Thank you. Could you go into detail into the framework you used to decide between the initial 26 projects? Buy that I mean, what categories as in ELT priorities, ex-service line champions, et cetera, across service line champions. Did you weigh in those making those evaluations? 

Dr. Deeds:	Sure. So we have a review process. We have a rubric, like a grading sheet that we created that our operational partners review. So we have a very structured submission criteria, a form that’s filled out. We actually now it in a power app. And then our reviewers will go through and grade them. And so we decided early on which features of the project were important to make sure were present. Also, our rating scale. What things he wanted to look at. So includes things like rating feasibility, current alignment with operational priorities for the year. So these are questions that kind of go through click, click. Answer these. We assign our operations committee to review two to three projects. And then we compile all of that and we have a kind of mega committee meeting where we look through the submissions and the reviews and ultimately kind of vote on what are the top of projects that rose to the top. Hope that answers your question. 

Rob:	Thank you. What would you say is the difference between a QI study and an implementation or a DNI study? 

Dr. Deeds:	That’s a great question. I think it’s a difficult question to answer also. So the implementation, at its heart is looking at how to get the work done. I think QI is more for us, we’re focused on not the how, but the what in the intervention and then the outcomes. So there’s overlap in that area for sure. I don’t know if I have a more robust answer for you. But if you have questions or want to chat about it, I’m happy to take those or talk separately. 

Rob:	Do you think the PCIL findings would generalize beyond the VA? 

Dr. Deeds:	That’s a good question. I don’t know that I could say they would generalize beyond the VA. I take caution to say generalizability since we really ran this within a veteran cohort, veteran centric type of messaging. An example would be that our primer results did not show significance where other reports have showed that there is. So I don’t know if that result is…we aren’t really able to say is that just because it’s a veteran specific thing that this type of intervention did work for our veterans. Or was it the way be presented that information. Was it different from how other groups have done it? There really haven’t been a head-to-head randomized controlled trial of primers before this one. So there is some novelty in that it was a randomized controlled trial. And the example of the VEText one, I do think that one might be more generalizable. But that’s just my gut. That’s not actually…I can’t just say is generalizable. But I don’t think that a behavioral framed nudge after all we’ve been through in the last two years is going to change people’s opinion. We’ve kind of learned that doesn’t work.

Rob:	Thank you Dr. Deeds. Attendees, I’ve seen a couple questions pop up that came through the chat. If you could put them into the Q&A I would really appreciate it. It’s difficult for me to navigate the chat. But I will be able to find them with time. This one came in a while back. I missed it. How can we get financial support for a similar lab at our VA? 

Dr. Deeds:	That is a great question. We would love to help and see you guys be able to make more Primary Care Innovation Labs and spread this model. It’s something that we are thinking about and have mentioned…brought up to the Office of Primary Care as we think this is a great model and that other sites would be interested. Dr. Kari Nelson is the Director of the Primary Care Analytics Team and I think her vision really would be to spread this and have multiple Primary Care Innovation Labs. So if you’re interested, definitely you can email us at the pcil@va.gov or email myself personally. It’s my first dot last name at @va.gov. And we’d like to connect, kind of keep a list of who’s interested in this and is your site ready for it. I think sites that are going to be more set up to perhaps start this type of work would be those that already have some sort of close link between researchers and interested clinical support and some analytics support. So really, it can be replicated, I think. And we would love to see it spread and maybe have a network of innovation labs that create a community that’s doing this work. 

Rob:	Meaning four groups one control, and three interventions. 

Dr. Deeds:	Meaning we get a Primary Care Innovation Lab in Ohio, and they do different projects and then share the results of us, and we run different projects here and we share our results with them.

Rob:	Thank you. Would this model be applicable for other international Veteran Affairs networks? I’m an occupational therapist in Canada and would like to see this be developed here in Canada.

Dr. Deeds:	Would this work for other networks? I think this model would work for other networks. So when we developed our model, I talked with groups who are running other randomized QI projects, kind of set up these labs or incubators and I had talked with Dr. Horwitz from NYU about how they did their work. And I tweaked it for how we’re doing our work. But I do think that this model can be adapted to your local setting or your local healthcare system outside of the VA. I think the key components are you need a me. Someone who can liaison between the clinic, the operations, knows the system, knows the people, and connection to the researchers. So having a head kind of data scientist researcher with that background and then the analysts and statistician support and program management. And if you have those things, I think you can create this model. I think there’s some other questions I’m now seeing comes through. Oh, I guess you just got to that one. I’m seeing the question about do we considered testing, postcards, calls, and text at the same time.

Rob:	Yeah, I read that one to you.

Dr. Deeds:	Yeah, I didn’t understand that was the question you were reading. Our designs were based on the limited…we knew the population size that we had and how many patients we had, and we really had to think carefully about the power of our studies and how many patients we would need in our trials. And so that did limit a bit of what we did. We had thought about different designs or factorial designs and testing different interventions, and that’s where we landed on the type of design that we did. So it would’ve been great. I think we didn’t have enough people and maybe if we would have Primary Care Innovation Labs at more sites, we could have pooled the patient populations and done a larger trial or try different interventions at different sites. 

Rob:	Here’s one that you didn’t see. It’s a comment that came into the chat. This person says great presentation. The last slide and they must mean slide number 37 is significant and clarifies the value system driving the research team keeping staff experience in mind while improving veteran care. 

Dr. Deeds:	Thank you for that comment. I definitely think I have a different lens as being…I’m primarily coming from the clinical side. 

Rob:	Well, that’s all we have for questions and comments at this time. Would you like to make closing comments while we see if anybody else chimes in last second? 

Dr. Deeds:	Sure. All I’ll say is, I’ll put his up again. The slides will go out. Hopefully the links work. You can access our SharePoint site. We’re starting to upload more of our project summaries now that we’ve completed our projects from our first fiscal year. And then you can always reach out to us at this email address or myself personally and I will get back with you about our work. And I look forward to kind of sharing more of our work on the hypertension and breast cancer screening as those become available. So thank you for your attention. 

Rob:	Thank you Dr. Deeds. We had a couple more come in and we have a couple more minutes if you don’t mind. 

Dr. Deeds:	Oh, sure. 

Rob:	Would this model be applied to mixed methods - qualitative and quantitative research? 

Dr. Deeds:	Yes, I think. So we’ve chosen our first few projects have been randomized QI trials, but actually we’re looking at or hypertension project right now and I don’t think that based on operational priorities and how they want to roll out training to nurses that we’re going to be doing a randomized trial. And so for that, we’re looking at different type of evaluation pre-post or something like that to look at it. And you can imagine may be there will be a selected intervention where survey was what you’re looking at. The survey results. The caveat is that sometimes those take longer, more harder to get results for and so it doesn’t always meet the operational timeline. But we have looked at this and have thought about it for some of our projects where the randomized part was not going to be able to be done. 

I think there was another question about similar groups and other service lines are reached out across service lines. So we did invite people to submit projects and there were a few people who are no longer in our service line who wanted to know if they can submit a project and I said sure. Because they said it was still relevant for primary care. It was in the podiatry realm, which of course is still relevant to primary care. Our group is really focused on primary care and making primary care better for people working in primary care right now. But this model is not unique to primary care. And for example, the group at Penn or NYU, they don’t have it so narrowly focused on the service line level or the type of care delivery. They take in all comers. And so it certainly could be done in other groups or in partnership with those in other service lines. 

Rob:	I believe that you’ve addressed all questions and comments that have come in. And we’re just about out of time. 

Dr. Deeds:	Thank you all. Have a wonderful day.

Rob:	Attendees, when I close the webinar momentarily, a short survey will pop up in a separate web page. Please take a few moments and provide answers to those question. We do review them. We pass them onto our presenters, and they help us to continue to bring you top-quality cyber seminars such as this one. Thank you again Dr. Deeds for preparing and presenting and especially for your succinct answers to all the questions that we got today. Bye everybody.
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