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Molly:  And we are at the top of the hour now, so I would like to introduce our two presenters today. We have Dr. Dmitry Khodyakov; he’s a Sociologist from the RAND Corporation, located in Santa Monica California. Joining him, we have Dr. Susan Stockdale; she’s a Sociologist at the VA Center for the Study of Innovation Implementation and Policy at the VA Greater Los Angeles Healthcare System. And at this time, I would like to turn it over to you Dr. Stockdale. 
Dr. Susan Stockdale:  Okay, thank you Molly. All right, can everybody see my screen?
Molly:  No, we can’t. Did you click share my screen?
Dr. Susan Stockdale:  I did. 
Molly:  Okay, let’s try it one more time. I’ll take control back real quick. And let’s try it again. Susan, you should see the pop up now.
Dr. Susan Stockdale:  Yes. Okay, can you see my screen?
Molly:  You know, surprisingly, no. I’m not sure what’s happening there. 
Dr. Dmitry Khodyakov:  Do you want to try me so that I can move all the slides?
Molly:  Yeah, we can go ahead and do that for now. So Dmitry you should have that pop up now.
Dr. Dmitry Khodyakov:  I clicked on it. Can you see my…
Molly:  We can. Thank you. I’m sorry about that Susan, we tested it two minutes ago and it worked. 
Dr. Susan Stockdale:  Well, then that’s odd. I’m still not seeing the slides up, so I guess I’ll just go through these. 
Molly:  You’ll need to exit if you’re in your own slides to be able to see his. 
Dr. Susan Stockdale:  Okay. Okay, I have the window pulled up, but I’m not seeing anything. They cyber seminar window. I’m just seeing your opening slide Molly. 
Molly:  Oh, it seems that your connection might have been lost. Can you exit out of the session? You don’t have to hang up. Just click X out of the session and then join back in. I think we just lost your internet connection real quick. Okay and while we wait for you to do that, Dmitry would you like to go through the acknowledgements?
Dr. Dmitry Khodyakov:  Sure. So, the funding for the study was provided by the National Office of Patient Centered Care and Cultural Transformation. And we would like to thank our team members who are not giving the presentation today. These are Nina Smith, Marika Booth, Lisa Rubenstein, and Lisa Altman. 
Dr. Susan Stockdale:  Okay, I’m sorry. I had to go back to my email and open the invite. And so…
Molly:  Not a problem, our audience is very patient. And they understand that we’re working with a lot of technological balls in the air. So, they understand. So, Susan, just go ahead and let me know when you’re back in the presentation. And I’ll turn it over to you again. So, for our audience, thank you for your patience. If you’ve ever presented one of these, you do understand that there -- it can be a little tricky sometimes. So, while we wait for Susan to come back in, for those of you that joined us after the top of the hour, if you need a copy of the handouts, or if you need the number to call into for the audio you can refer back to the reminder email you received about four hours ago. And it contains both of those resources as well as the link for -- to view live captions if you prefer to do that as well. 
Dr. Dmitry Khodyakov:  Susan, do you want look just at your local copy of the…
Dr. Susan Stockdale:  Yeah, I think that would be best. Because I don’t know what’s going on with my internet connection... 
Dr. Dmitry Khodyakov:  Okay.
Dr. Susan Stockdale: It’s now having trouble with the go to webinars. So, maybe it’s just best to go ahead and get started. And I have my slides. I have a paper copy of my slides in front of me. So I can just go through my slides. 
Dr. Dmitry Khodyakov:  Yeah, let’s do that. 
Molly:  Perfect, thank you. 
Dr. Susan Stockdale:  All right, so Dmitry has made our acknowledgments for us. And so, I’ll just jump right in. There has been increasing emphasis in recent years on patient centered care. Which calls for more active involvement of patients. We see this, for example, in the Blueprint for Excellence as well as in some of the PCORI initiatives. And there’s actually been quite a bit of research on patient engagement and their own care. So, for example, in the context of a doctor’s office visit, when a physician engages patients in shared decision-making, or goal setting. And this type of engagement has been shown to have beneficial health outcomes for veterans. 
But less is known about engaging patients as stakeholders in healthcare design decision-making. Patients as stakeholders are important for shaping priorities for improving healthcare delivery processes and for developing new models of care. In addition, patient stakeholder input can help to increase healthcare research and policy relevance to community needs while at the same time reducing disparities in care access and outcomes. Patients as stakeholders also could improve opportunities for achieving policy and community impact. 
So, our talk today will focus on involving patients as stakeholders. And planning and designing healthcare both at their own local healthcare clinic, as well as their regional or VISN level. Okay, next slide please. 
Our objectives for today’s talk, are first to provide background on the VHA’s current efforts to engage patients as stakeholders in healthcare planning and design. We’ll also present a conceptual model for engaging patients as stakeholders. And, we will present results of an online expert panel that we conducted to discover the feasibility and desirability of different ways of engaging patients. And finally, we’ll discuss the implications of the results of our expert panel for VA’s current efforts to involve patient representatives in healthcare planning and design. Next slide please.
So, some of you may have seen a few days ago, an email that went out from the Undersecretary of Health about the importance of listening to the veterans voice. And, in that email, Undersecretary Clancy mentioned a few of these efforts that the VA is engaged in to include patients as stakeholders. One of these, which is conducted at the national level, is the Survey of Healthcare Experiences of Patients or SHEP. And this is a survey that’s conducted quarterly that provides data at the facility level about how patients are experiencing care. 
At the local level, patients may also be asked to complete surveys via TruthPoint. And this is a tablet based survey that patients may -- they opt to complete after leaving their doctors office. These are used to provide on the spot data for facilities to make quick improvements in care. Many of the VA’s facilities also have established patient and family advisory councils. These are committees that include veteran patients and sometimes, also their caregivers. These committees provide input, at the local level on programs and services, and they also do outreach to other veteran patients. For example, our PAC, here at the Greater Los Angeles VA, one of the things they did was they designed a pamphlet to explain how billing and insurance works for vets using VA healthcare. And then they distributed this pamphlet to patients at GLA. 
Many facilities also have an Office of the Patient Advocate. Or a patient advocacy program. This is a facility level office that connects to other local, state, and federal agencies as well as DSO’s. This is where patients can go at the local level if they have a complaint, or an issue with their healthcare. And, this project was, at least partly inspired by our experiences to engage patients in the VISN 22 PACT Demonstration Lab. In our lab, we have Quality Councils at each of our primary care practices that oversee quality improvement for primary care. And each of these Quality Councils includes a veteran’s patient rep, who provides input on the quality improvement projects. 
We also have a VISN wide steering committee that includes VISN and medical center leads in patient centered care and cultural transformation. And then, our QI activities, such as our learning collaborative conferences. We include veteran patient reps so that they can directly provide their input in discussions with our clinical partners. And another thing that’s actually not mentioned on this slide, but that I was reminded of by the undersecretary’s email is that, facilities were directed by Secretary McDonald to hold quarterly town halls. And this is another way that we get input from patients as stakeholders and care design and planning. Next slide please. 
Okay, so we know that there are a variety of efforts to engage patients as stakeholders. But so far, we know of no systematic studies or evaluations of the VA’s efforts to do this. And this is important because we know that the patients and other stakeholders are already playing some role in the engagement process. Btu we don’t know how patients and caregivers would like to be included as stakeholders. And we don’t know if they would like to be more involved in this process. So for example, we don’t know if patients would prefer to just continue giving input the way they do now through surveys and focus groups. Or, would they be willing to serve on VA committees, you know, at the VISN or even at the national level. And we don’t know how other stakeholders feel about this either. So for example, staff and physicians and administrators. How would they feel about participating in the care planning process with patient stakeholders? Next slide please. 
Okay, I think this is a poll question now, right?
Molly:  Correct. So for our audience members, you now have the poll screen up on -- or the poll question up on your screen. And I will read out loud. What type of experiences have you had with engaging veteran patients and care planning and design? And you can check the squares next to all that apply. The first option, involving patients in the development of their own care plan. Number two, asking patients about their care experience. For example, through SHEP, TruthPoint, or focus groups. Number three, involving patients as hospital advisory board or safety and quality improvement committee members. Number four, making decisions about research priorities based on patient recommendations, or five, none of the above. And, it looks like our audience is still taking their time responding. 
So we’ll give people a little bit more time. We’ve got just about a 60 percent response rate thus far. So remember, you can check as many of these options that apply to you. And these are anonymous responses and you’re not being graded. So feel free to click away. All right, it looks like we’ve capped out at about 62 percent response rate. So I’m going to go ahead and close the poll. And share those results. And, it looks like 25 percent of our audience clicked involving patients in the development of their own care plan, 32 percent asked patients about care experiences through SHEP, or TruthPoint, or focus groups, 14 percent involving patients as hospital advisory board or safety and quality improvement committee members. Seven percent, making decisions about research priorities based on patient recommendations. And the majority, 43 percent, none of the above. So thank you to those respondents. We appreciate that. And, we’re back on you. 
Dr. Susan Stockdale:  Okay, great. So since there hasn’t been a whole lot of research in this area, when we first began this project we were trying to figure out how to design our expert panel. And we ran across this article by Carman and colleagues in the Journal of Health Affairs. And, this is the multidimensional framework for patients and family engagement in healthcare. You can see here, that this model has two dimensions. The first dimension is the levels of involvement. And this is where the patient engagement occurs. So it can occur, for example, in direct care in the context of an office visit. With the provider engaging a patient in planning his or her own care. It can happen at the organizational level, when a patient is engaged by obtaining their input in the decision-making process. And it can happen in policy making. When patients are engaged as stakeholders to weigh in on potential policies that may have local or more widespread impact. 
The second dimension is the continuum of engagement. And this describes the roles played by patients. So at the lowest level of engagement, which is the consultation level. The patient perspective is elicited. At the involvement level, patients become more actively involved in decision-making bodies and shaping policies. And, in the role of equal partners, patient stakeholders are equal partners in decision-making and policy making bodies. In the yellow box at the bottom of the screen, you can see that patient engagement can be impacted by a variety of patient, organizational, or society level factors such as beliefs about the patient role. About organizational culture, and about social norms. 
So we modified this framework for our study to focus on this middle row of red boxes. So we are focusing on the organizational level. Next slide please. 
So based on feedback from our patient engagement experts in round zero of the expert panel, we modified this engagement framework to focus on patient engagement at the organizational level. Both at the local level, at the local clinic level. And at the regional, or at the VISN level. And then we also added an additional patient role in which the patient leads the decision-making process. Or where the patients input is prioritized over that of other stakeholders. So, based on this modified framework we developed eight scenarios which are shown in this table. And these scenarios vary by the level of the healthcare system. Either local or VISN level. And the role of the patient. With the four roles of consultation, implementation advisor, partnership and shared decision-making and patient leadership. And then we asked our expert panel to review, rate and discuss each of these scenarios. Next slide please. 
This slide lists the questions that we were most interested in answering with our expert panel. The first is, which patient engagement scenarios are most desirable and why are they desirable? Second, which scenarios are likely to affect patient centeredness and quality of VA outpatient care the most? And are these desirable and feasible? And third, at what level, local or regional should patients be engaged? And, what role should they play in the process of planning and designing VA outpatient care? Okay, so now I will turn it over to Dmitry to talk about the project methodology. And to go through the results. 
Dr. Dmitry Khodyakov:  Thank you Susan. So, the project methodology, we decided to use an online modified-Delphi approach to conducting expert panels. And we used ExpertLens as a data collection tool for conducting online Delphi panel. As any other Delphi based study, this project used an iterative approach to collecting data from participants. And for providing feedback to participants between the data collection rounds. 
So, Susan mentioned that we did round zero to modify the framework for engaging. Theoretical framework for the project. Then we did round one, which is a round where we just asked writing questions. And then we conducted round two, where we shared the results with the participants and asked them to share their thoughts and discuss the responses with each other. And then in round three, they re-answered the original round one question. Before I tell you more about how we did it, and how did each round look like, I would like to see if any people are familiar the Delphi method of expert elicitation. So if you could please answer the question that you see on your screen that would be great. 
Molly:  Thank you. So again, the question is how familiar are you with the Delphi method of elicitation. And the answer options are, very familiar, somewhat familiar, a little familiar, and not familiar at all. And naturally, you can only select one option in this poll question. And it looks like our audience is getting those answers right in. we’ve already had two-thirds of our audience respond. So we appreciate that. It helps our presenters know how in-depth to go on the topic. Okay, it looks like the answers have stopped streaming in now. So I’m going to go ahead and close the poll and share those results. 
It looks like we are 17 percent for three of the options, very familiar, somewhat familiar, and a little familiar. And then half of our audience says not familiar at all. So thank you again to those respondents. 
Dr. Dmitry Khodyakov:  So great, let me try to be a little more _____ [00:20:05] a little more as to how this whole thing works. So, let me tell you a little more about our participants. So this was an exploratory project because we didn’t have a lot of tools at our exposure, or particles to be used. So, we wanted to try something new here with this particular pool of participants with this population. As well as with the topic itself. So we conducted this exploratory project and used a snowball sample, which is common for expert panels. To recruit about -- we recruited 58 experts on patient engagement within and outside of VA. 
And the pool, the sample consisted of patient advocates, VA patient council representatives, VA care providers, VISN level administrators, as well as researchers. So we started with 59 people who said that they wanted to participate. So in round one of our data collection, we’ve asked them to rate each of the scenarios that you saw in the conceptual model that we have developed on a number of rating criteria. So, round one was open between August 25th and September 5th of last year. So, it lasted for about 10 days. And, besides providing the numeric response to the rating questions, we’ve asked every participant to explain their rating response essentially. Type in their rationale behind their answers so that we could better understand why a certain scenario was rated a certain way. 
So, the scenarios that we presented to them were really based on our conceptual framework. And the first four scenarios described patient engagement at VA outpatient care facilities. And the last four describe patient engagement at the regional or VISN level. Patient engagement at each level was illustrated with four variations of essentially the same example but that highlighted the difference in the patient role, which ranged from consultation to patient leadership. And so, we show you how we operationalized each of the patient engagement roles. So the role of a consultant was operationalized as soliciting patient input on care planning and design decisions at the VA and as-needed basis. That could be done through a survey, a focus group, advisory council meeting, and so forth. 
The role of an implementation advisor was described as an engagement process where patients input and care preferences affect the way changes in care delivery process are being implemented. And role of an equal stakeholder refer to situations where the input of patients is valued equally to the input of other stakeholders. And the role of the lead stakeholder describes situations where a patients input was more influential than that of other stakeholders. So each scenario, each of the eight scenarios was described -- we provided a description of each scenario. And we gave one example of each scenario. Participants were encouraged to think about the scenario itself, rather than an example that was provided to them. 
So, each scenario was rated on six rating criteria. These were a 9-point Likert-type rating scales that’s used. Saw earlier, on the screenshot from ExpertLens. So, feasibility was the first one. And it referred to how feasible is it to implement changes in care delivery processes at VA outpatient clinics or hospitals based on patients input and care preferences. And I want to mention that the wording of the -- each criteria depended -- varied, depending on the scenario it was in reference to. 
So patient ability was the second rating criteria. And this rating criterion was about the likelihood, how likely that the patients will have interest and skills necessary for providing their input. Physician/staff willingness was about how willing physicians and staff will be in seeing patients contribute in a given way. Patient centeredness was about the likelihood that using patients input to implement changes in care delivery processes will improve patient centeredness of VA care. Healthcare quality basically was about how likely that using patients input will improve care quality. And then the final rating criteria and overall desirability was what -- was our, so to speak, main outcome variable. The description of this criterion reads, considering all of the issues discussed above, how desirable is it to use patients input to implement changes in care delivery processes at VA. So these are the six rating criteria. That was round one. 
In round two, we provided feedback to participants on round one results. That was also open for about 10 days in September of last year. And participants saw their own responses to every round one question. And they were able to see how their response compares to that of the group. To do that, we showed them the frequency distribution for each rating question. We showed them the median, which is this blue line on the bar chart. We showed them the interquartile range, which is the gray shaded area around the median. And the red dot is their own response to this question in round one. 
They also were invited to participate in an online discussion board. And this was just a list of topics that was either initiated by a discussion moderator, or a participant. And three of us moderated discussions. So they could either initiate their own discussion thread or respond to a discussion thread comment posted by somebody else. And it just shows you the kind of topics that were discussed about the first scenario. 
And then in round three, which was open for -- oh, I’m sorry. Let me go back to the discussion. These discussions were asynchronous, meaning that the participants didn’t need to log in at a certain time. These were anonymous, so they didn’t know who other participants were. But they could track all the comments made by the same person, because we’d say which comment was posted by whom. And as I mentioned, these were moderated. 
So round three was open for about two and a half weeks. And what participants did, they re-answered the round one questions based on the round two feedback and discussion. So they saw whatever they saw in round two, but they were no longer able to post any new comments to the discussion board. And just were able to revise their round one responses to this question if they chose to do so. 
So let me tell you a little more about how we analyze the data. This is again, this is a Delphi method, and this is an expert panel. And the data analysis here is a little different from common approaches to surveys. We are not necessarily interested; we cannot make any inferences about the larger population. What we wanted to know, is really something very simple. How participants agreed with each other in this diverse sample. And what they’ve actually agreed on. And to do that, we’ve used a RAND/UCLA Appropriateness Method to determine first, whether there is disagreement among participants. 
So the logic in the RAND/UCLA Appropriateness Method is a little different. We first determined whether there is disagreement. And if there is no disagreement, we see what they agreed on. So to determine the existence of disagreement, we’ll look at the distribution of responses. And disagreement exists if more than a third of all responses essentially are in the lower tertile and in the upper tertile of the distribution. So the lower tertile are the -- it’s the nine point scale. And the lower tertile are the answer choices one, two, and three. And the upper tertile are answer choices seven, eight and nine. So in this particular distribution about 35 percent of the people have responses in the lower tertile. And 35 percent are in the upper tertile. So this shows you a distribution where there is substantial disagreement among participants. So, if there is no disagreement among participants as it is on this particular chart, we are looking at the value of the median. And the median is the blue line that’s above the bar for the response choice seven. And the location of the median, which tertile it belongs to actually tells you what the group decision is. If the median level is within the upper tertile that means it’s a positive decision. In our particular case, it means that since it’s a feasibility scale, it means that participants deemed that particular scenario to be feasible. If the median is in the lower tertile, it means the participants consider the particular scenario to be not feasible. And if the median is in the middle tertile that means that there is some uncertainty that surrounds this particular scenario. 
So, once we determined what the decision was by the crew. We have ranked ordered all of the patient engagement scenarios with positive determinations based on each rating criterion. Across scenarios at the local level, and then across all the scenarios at the VISN, or regional levels. And then across scenarios within each of the patient roles. So remember the table with our conceptual model, so these are rows and columns at the table. And besides doing more kind of statistical analysis we performed a thematic analysis of the qualitative data that -- their rationale comments from round one. And the discussion comments from round two. 
So, let me share the findings with you. So, 48 of the 59 recruited participants participated in at least one round of the study. So it’s about an 81 percent participation rate. Out of these 48 participants, 45 provided their round one answers and 28 of those who provided round one, also provided round three responses. So this attrition rate is quite common for the large scale Delphi studies that are either conducted online or are conducted on paper. So with each additional round of questioning, you’re losing participants. That’s expected. But the 62 percent participation rate is in line with the standards. So if we look at the demographics of our participants, the majority of the -- the vast majority of the participants were female. Most of them had either a master’s degree or a high level of education. Half of them had research expertise, 31 had clinical and administrative expertise, 21 had expertise experience working at the VISN, or national level. And for these expertise questions participants could choose more than one response category. And less than a quarter have served in the armed forces. Just a disclaimer, we did not ask for a veteran status in this particular project. 
So in general, we’ve seen that participants had a positive attitude towards engaging veterans in designing VA care. They’ve considered the engagement to be essential to the survival of the system. They said that it is very important to have patients be engaged in their own plan of care. They also felt that engagement of participants is seen as ensuring that patients are being true partners in the process of care improvement. But at the same time, they really had a number of concerns about the feasibility of engaging patients. And the general consensus was there is really a lot of potential for feasibility. But currently, there are too many barriers for successful engagement. And the following four have been named as main barriers. These are organizational culture and structure, lack of leadership support for patient engagement and availability of resources. None of these four are really surprising. But it’s interesting to see them being named and mentioned by participants themselves. 
So, let me walk you through the main findings. And again, remember we showed you the conceptual model. So, the -- each row shows the group decisions for each patient engagement scenario. So, S1, it is a consultation at the local level. S2 implementation advisor role at the local level and say S7 for example, is an equal partnership at the regional level. So if you look across the row, so you will see how each of the engagement scenarios was rated on each of the rating criteria. If you turn your attention to a column, and then go down the column, you will see for each rating criteria, how did the rating for different scenarios change depending on the role and the level of engagement. 
So, let me explain to you what the numbers in the cells of the table mean. The plus sign means that the group agreed that a particular scenario was either feasible or desirable. Meaning that, the median, there was no disagreement among participants. And the median value was in the upper tertile. The number in parentheses actually shows you the value of the median response. A plus minus sign means that it’s an uncertain decision. Meaning the median was in the middle tertile and the minus, and we only have one, denotes a negative decision that the group made. So, the first four rows in the table illustrate the engagement at the local level. The bottom four illustrates the engagement at the regional level. 
If you’ll look at scenario one and five, you will look at the consultation, at the row of the consultation. Regardless of the level at which it took place, if you look at, say row, scenario four and eight, you will be able to see how participants judged the role of patients as being leaders. So, the overall desirability, which is the last column, is the main variable of interest for us. And you will us that the role of a consultant at the local level had the highest score on the overall desirability criteria. This particular approach, or scenario also received the highest rating on feasibility and patient input criteria. And it also received a positive decision on the patient centeredness criteria as well. 
So, looking further at the table, the role of implementation advisor, at the local level generally had similar ratings to the role of a consultant at the local level with very minor variations on patient centeredness and feasibility in terms of the median scores as well as overall desirability. But essentially, there’s positive decisions in _____ [00:37:03]. The role of an equal partner at the local level received the highest rating at the patient centeredness criteria. It also received -- it also shared the highest rating on healthcare quality with the role of an implementation advisor at the regional level. 
Three engagement strategies -- three engagement scenarios received uncertain ratings on all six criteria, which is patient leadership at the local level, at the regional level, and equal partnership at the regional level. So all scenarios received uncertain, a negative rating on the physician and staff acceptance criteria. And one of them is patient leadership at the regional level was the only scenario that got a negative decision on any of the rating criteria. So let me turn back to Susan. She will share some discussion points with you. 
Dr. Susan Stockdale:  All right, thanks Dmitry. So, I just wanted to go back to our original three questions, that we were seeking to answer with the online expert panel. And the first of those, which was which patient engagement scenarios are most desirable and why? Our results suggest that consultation at the local level was deemed most desirable and also most -- and it was also deemed feasible. The experts agreed that the patients would have the interest and skills to act as consultants at the local level. And, that doing so was likely to have a positive impact on patient centeredness. Next slide please. 
Our second question asked which scenarios are more likely -- or most likely to affect patient centeredness and quality of care. And are they desirable and feasible? Our results suggest that equal partnership at the local level may be the most likely to affect quality of care and patient centeredness. But, we also found that our experts were uncertain here about the feasibility of these scenarios. And some thought that it would not be possible for patients to be equal partners or leaders. And they were especially concerned about physician and staff acceptance as you just saw in those results. And as the quote here illustrates, this is a quote from one of our panelists. So, equal partnership at the local level might be more of an aspirational goal. But we believe it is possible if top leadership, first of all supported it and insisted on it. And secondly, it’s a process that has to be built over time. As stakeholders are exposed to this collaborative approach that involves patients as equal partners. Next slide please. 
Our third question, or at least part one of our third question was at what level, local, or regional patients should be engaged. And our results suggested that engagement at the local level may be more desirable than at the regional level. And in fact, three out of the five scenarios that were deemed desirable described engagement at the local level. These quotes here really illustrate why our panelists thought that this would be more easier for patients to do. Number one, is because patients are more likely to be able to imagine the impact of their input at the local level. And they’re more likely to see the results. Whereas at the VISN level, they -- and this is just sort of abstract, and maybe even perhaps less compelling for patients. Next slide. 
The second part of question number three was what role should patients play in the process of planning and designing VA outpatient care? And our results showed that the roles of consultants and implementation advisors were deemed the most desirable as this quote here illustrates our panelists believed that veteran patients are integral stakeholders whose input should have a direct impact on the way care is being delivered. The role of the consultant was deemed highest overall in terms of desirability. It was also deemed highly feasible. And we believe this is because it’s a familiar role for patients to play. Other stakeholders are also used to patients playing this role by providing input through surveys and whatnot. And, the role of consultant was considered to have a positive impact on patient centeredness. But, the role of implementation advisor was deemed most likely to have the highest impact on healthcare quality. Next slide. 
I would just like to mention a few methodological limitations for our project. First of all, as Dmitry mentioned, this is based on a snowball sample. So it should not be considered representative. And also Dmitry mentioned not all round one participants provided their round three responses. Although we found no statistically significant difference except for more females participated in round three compared to round one. We did not target veteran patients for participation in this panel. Our experts, as you saw included administrators, researchers, and clinicians. And, there are most likely other patient engagement scenarios that we did not think of. So, in the future, anybody who wants to replicate an online expert panel, or any expert panel like this may want to use more nuanced scenarios. And also, our results may not be applicable to other healthcare systems outside the VA. Next slide. 
To wrap up, I’d just like to leave our audience with three of the lesions learned from our project. And the first is that engaging patients at the local level may be a crucial step to a broader engagement at the regional level. And this is because patients are better able to perceive the possible impact on their local facility. And because they’re more likely to see how their input affects the way care is being delivered at their local facility. Our second lesson learned was that while engaging patients as consultants and implementation advisors may be highly desirable, equal partnerships may be more likely to affect care quality and patient centeredness. So, if the ultimate goal is really to impact quality of care and patient centeredness, we would recommend that VA leaders would try to encourage equal partnerships between patients and providers in the process of making care planning and design decisions. Thirdly, we believe that more research is needed on the ways to help patients become more involved in care planning and design. And also on strategies that can help providers and staff to accept patients as equal partners. This is not easy for either side to participate together in a process of designing and planning care. And so much more research is needed in this area. 
And, finally, this last slide lists our reference to the Carman article that was in Health Affairs. And, next slide please. Here is our contact information. And I’d like to open it up for questions and feedback from the audience now. Thank you. 
Molly:  Excellent, thanks to both of you. For those of you that joined us after the top of the hour, to submit your question or a comment use the question section of the go to webinar dashboard on the right hand side of your screen. Just click the plus sign next to the word questions. That will open it up. And you can submit your question or comment. And we’ll get to it in the order that it’s received. The first question came in Dmitry while you were speaking. I believe it’s in reference to slides 21 and 22. What do the numbers within the bars signify?
Dr. Dmitry Khodyakov:  These are the frequencies with which a particular response category was chose. 
Molly:  Thank you very much. And, another person writes, I am curious about the discussion phase, in which it seems like there was a proliferation of discussion threads. How well did participants engage in this phase?
Dr. Dmitry Khodyakov:  They did engage really well. I did not really have the number of comments that was made. Although I should have. But, generally, there was a lot of engagement that went on for an online discussion board. But not, it was not as active as you would have in a face to face setting, I should say. So there were some topics that participants really felt was important. There were some that there was not a lot of discussion. But I didn’t -- we didn’t really see a significant difference among the kinds of participants who were actively engaged versus those who didn’t. 
Molly:  Thank you very much. The next question, did you collect feedback from participants on their experience of the process? And if so, what did you learn?
Dr. Dmitry Khodyakov:  We did collect at the end of every ExpertLens study. We have a battery of the satisfaction questions. But we did not include those as part of this presentation due to time constraints. So, unfortunately I don’t have that data right in front of me. But I could get back and provide more information on that. Whoever asked that question.
Molly:  Thank…
Dr. Dmitry Khodyakov:  But, about the other previous studies, so people generally like the convenience of asynchronous mode of interaction. They like the fact that they could contribute from any computer that is connected to the internet. Generally, people are happy with the quality of the discussion that goes on. But it is again, not as engaging. So, some people who have participated in a face to face expert panel they feel that the face to face interaction allows for, more kind of real time engagement. But they acknowledge the fact that it’s more difficult to have a group of people in one room at a given time. 
Molly:  Thank you for that reply. How confident are you that the participants were experts? As they were quote “self-selected”?
Dr. Dmitry Khodyakov:  Susan, do you want to start replying? Or do you want me to start?
Dr. Susan Stockdale:  Yeah, well, I guess we could both chime in on this. But, we are fairly confident that they were experts. We reached out through our national and local contact to these experts. So they were, you know, people who had participated in patient advisory councils. People in central office. People at the VISN level. Some patient advocates, and so you know, although we can’t say that the sample is representative of all experts on patient engagement. Dmitry, did you want to add to that?
Dr. Dmitry Khodyakov:  Yeah, I wanted to add in the fact that we had some non VA participants. But we did ask a screening question about their familiarity with VA and all of those who were non VA have said that they are familiar with the VA. 
Molly:  Thank you both for those replies. While we wait for any more questions to come in, Susan or Dmitry, do you have any kind of wrap up or concluding comments you would like to make on the topic? Oh, never mind, a very large question just came in. But, keep that in mind. I will be asking you again for concluding comments. This question, one significant issue with respect to patient engagement is around what person or persons are selected to represent the patient’s voice. There can be a tendency towards seeking out patients who are easier to engage and/or have time to commit to more time consuming engagement activities, such as being on an advisory committee rather than responding to a survey. But those are not always the patients that we most need to hear from. And may not include veterans who avoid or abandon VA care. Have you considered this issue of who will be engaged?
Dr. Susan Stockdale:  Yes, thank you for that comment. That is true. That, you know, the patients that we get, we tend to have a few patients that are very active representatives. And, then, we hope that their voice represents the way that others are feeling too. So, what was the particular question again?
Molly:  Have you considered the issue of who will be engaged?
Dr. Susan Stockdale:  Yeah, well we did. And we have. I don’t know that there’s any easy answers to that. Because, the patients who don’t want to be engaged, well it will be difficult to try to engage them. Even in doing a survey of why they left VA. They may not even be interested in doing an interview or a survey. And I’d like to hear more about any projects that have done that, actually. 
Molly:  Thank you for that reply. So again, that is the last pending question. Susan, do you have any concluding comments you would like to make?
Dr. Susan Stockdale:  Nothing that I can think of in particular. 
Molly:  No problem. Dmitry, would you like to say anything to wrap up?
Dr. Dmitry Khodyakov:  Well, not really, we have our information on the last slide. So if people have any additional questions or want to follow up with us, we’re more than happy to do that by email or phone. 
Molly:  Excellent. Well, I’d like to thank both of you very much for lending your expertise to the field. And before we wrap up, one final question has come in. will local managers be willing in involving patients?
Dr. Dmitry Khodyakov:  Well, I think our results show that physician and staff acceptance is the most uncertain rating criterion. So, there will be some that are. And there will be others that may not. And as Susan suggested in lessons learned, this is one of the areas that additional research and training for managers might be needed. 
Dr. Susan Stockdale:  Yeah, and actually, our results from our VISN 22 demonstration lab, where we’ve had a patient representative on the local quality council working with the clinic leaders on QI projects -- you know, as I said in the discussion, this is really a process that has to be built over time. You know, when they first started working together on these quality councils, the patient rep didn’t know what his role was. And the clinicians were all, you know, talking over the head of this person. And using VA acronyms and throwing around, you know, all of this medical jargon. So it took some time for them to really get used to working together. But now that they do, they seek out the veteran representative for his input. And they, you know, they ask him, hey, what do you think about this? How do you think veterans will like this? So, I think once they get used to it, they will embrace it. 
Molly:  Great. Thank you. Well once again, as I was saying. I want to thank you both for lending your expertise to the field. And for our attendees this has been recorded. And you will receive a follow up email leading to the archive recording. So you can pass that along to other colleagues who you feel may be interested in this topic. And of course, I would like to thank our attendees for joining us today. I am going to close out the session in a moment. And when I do, a feedback survey will pop up on your screen. Please take a moment to fill out those few short questions, as we do look closely at your comments. And it helps us decided which future sessions to coordinate and present. So thanks again to everybody for joining us today. And this does conclude today’s HSR&D cyber seminar presentation. Have a wonderful day. 
Dr. Dmitry Khodyakov:  Thank you. 
Page 4 of 14

