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Viviana:	Yes, you may. Thanks a lot, Rob. Yes, you did all right. 

	Well, thanks, everyone for joining us today. We’re slowly getting started here for a presentation I’m excited about actually. This is going to be on Superusers Proactive Integrated Use of Virtual Healthcare Resources to inform best practices in rehabilitation specialty care settings. 

	That is a mouthful, but this project is a huge mouthful. This has been funded at least partially by the Offices of Connected-Care and through the VC CORE for the last three years. This is a presentation that’s a long time coming. We’re very excited about it.

	Before we get started, just a couple of quick announcements. We have shared this online through our newsletter and emails. But we have a new Office of Connected-Care Letter of Support Request portal. It is live on SharePoint. You can fill out a few fields pertaining to your project and get connected to the appropriate subject matter expert in the Office of Connected-Care who can look at the details about your project, and provide feedback, and then ultimately should result in a strong letter of support for your project to your potential grantees.

	Second, we are currently crowd sourcing self-report measures for virtual care through a REDCap survey that has been going out periodically. If you get another of these reminders, please take a few minutes to fill it out and include self-report measures that you’ve used in your research projects.

	Finally, next week we’ve got another cool Cyberseminar coming up. It’s called Effects of Early Implementation of the Clinical Resource Hubs on Primary Care Quality and the Veteran’s Health Administration. 

	This will be given by the PCAT—or Primary Care Analytics Team. It’s an interesting project that I hope you guys will tune in for. 

	With that, I’m going to turn things over to long-time friends of the CORE. Dr. Jolie Haun and Rachel Benzinger for their presentation. Thanks, guys. Can I turn it over to you?

Dr. Jolie Haun:	Thank you.

Viviana:	There you go. 

Dr. Jolie Haun:	(Long pause)

	All right, so, thank you for joining us today to discuss our project on Superusers: Proactive Integrated Use of Virtual Healthcare Resources in Specialty Care Settings. We are hoping this project will effectively inform the dissemination and adoption of best practices in proactive integrated use of virtual health resources.

	As it was mentioned previously, this project was funded by the Virtual Care Consortium of Research—also known as the VC CORE. We’d like to thank our partners at the Office of Connected-Care. In particular, Dr. Christina Armstrong who was more than an engaged operational partner. She was our honorary team member. Thank you, Dr. Armstrong, for all of your commitments and contributions.

	Now as we dive into the presentation, I’m going to share our previous work and how the work informed the conceptualization of this project.

	Second, we will briefly present our methods in data findings and next we will share our initial data visualization efforts in how our data validation and visualization processes evolved into our final products.

	Finally, we will present our data products and discuss the practical use of moving forward to support the transformation of the VA Healthcare System into a system of virtual healthcare resource superusers.

	Now before we jump into this particular project, I’d like to briefly state that the foundation of this project was built on the foundational principle of proactive integrated virtual healthcare resource use. This is the self-initiated coordinated use of applicable virtual health systems as a team for the purposes of coordinating timely delivery of high-quality care across the care continuum.

	Now a proactive integrated virtual healthcare resource use improves workflow, workload efficiency, supports provider uptake and promotion of virtual resources which increases patient adoption and sustained use to improve care outcomes.

	Now the long-term goal here is to create a cultural norm for integrating proactive integrated virtual healthcare resources into healthcare delivery. Now there is a growing body of research about the use and associated outcomes of virtual healthcare resources. But to be candid, this project was derived directly from a multigenerational program of projects that my team and I conducted over the past 10 years. 

It started in 2012 with our evaluation of the implementation and uptake of secure messaging. I literally remember colleagues talking about whether secure messaging would be a resource that truly transformed healthcare or whether it was VAs flavor of the day.

But what we learned over the course of several years and studies is that projects value virtual healthcare resources to manage their care. They’re more likely to stay engaged in sustained use of tools such as secure messaging and My HealtheVet when reinforced by Clinical Care team members.

Ultimately, the practical usefulness and benefits of secure messaging transformed clinical care delivery through the use of secure messaging best practices. What was once an innovative best practice is now integrated practice into care delivery within the VA.

Now along with rolled out mandated use, establishing workload credit, redesigned efforts, we also developed a disseminated best practices and secure messaging which over the past several years collectively transformed secure messaging into an integrated virtual workflow resource to coordinate and deliver care.

Our work in developing and disseminating secure messaging best practices was published in The Best Care Everywhere in 2017 as edited by the previous Secretary of Veteran’s Affairs, Dr. David Shulkin. 

Now our next project that we conducted looked at veterans’ preferences for using an integrated healthcare system including major resources such as telehealth, My HealtheVet, mobile, etc. This work—that was in 2017—identified veterans’ preferences for using virtual healthcare resources for managing specific tasks such as managing medications, communication with team members, managing appointments and it validated that patients virtual resource use is strongly reinforced by their Clinical Care team members.

It was at the conclusion of this study that our team knew that a key strategy for promoting patient adoption of virtual resources would be to intervene at the point of the Clinical Care team members’ virtual resource use. In our subsequent HSR&D IIR, we sought to document proactive integrated use of virtual healthcare resources in Primary Care.

Now though we’ve identified proactive integrated use of individual resources such as secure messaging for coordinated care delivery, there was not a demonstrated established proactive integrated use of available virtual healthcare resources across the system, across the team, across the healthcare continuum. Essentially, the proactive integrated use of this system was not effectively integrated into clinical workflows.

Now what we did find is that there were early adopters of virtual healthcare resources known as superusers and they were paving the way  for these new best practices utilizing these resources in clinical workflows across the continuum of care.

Now as a result, we propose to identify superusers, and identify, and validate their virtual resource use to maximize their ability to deliver high quality care. Hence, this project.

The idea was to build knowledge and capacity for proactive integrated use of virtual resources to complete tasks across the continuum of care and determine if service specific workflows were needed. 

Remember my reference to the continuum of care please. It was this original research that I’m presenting to you now that we published our initial attempt to document the task that team members reported needing to be able to do using virtual resources to complete clinical care tasks. This is published work.

Now let’s talk about the current study. The aims of this current study were to describer inputs, activities and outcomes of the identified virtual healthcare resource superusers across five specialty services—Cardiology, Whole Health, Spinal Cord Injury, Rehabilitation and Education.

In Aim Two, we aim to partner with the Office of Connected-Care to develop and validate a virtual healthcare resources best practices navigation guide blueprint to inform development of navigation support for the use of these resources and also education information about how to use them to complete these tasks.

In Aim Three—which evolved over the course of the study—was to develop the data visualization assets to organize and illustrate superusers best practices across the continuum and our five identified specialty services.

Our overall project objective was to describe the virtual healthcare resource superusers’ activities and outcomes to document their practices to inform identification and dissemination of current and best practices. We’ll talk more about current and best practices.

But for the purposes of this project, a best practice is defined as an appropriate and efficient use of one or more virtual healthcare resources to complete a clinical task. These practices may not be commonly known or practiced but are more common among superusers. 

A current practice is an established appropriate practice and efficient use of one or more virtual resources to complete a clinical task which would be commonly known and commonly practiced by Clinical Care team members. 

Now something worth noting is that we conducted this project at the Tampa VA—the location of one of the Office of Connected-Care’s Virtual Health Resource Centers—where we were able to collaborate with them and engage identified clinical champions that were identified by their peers as healthcare resource superusers. 

We then used a snowball sampling method to recruit and conduct initial interviews with a total of 15 superusers in these five services—about three per service. We then conducted rapid iterative content analysis to inform follow-up interviews with 12 of the superusers from the same cohort.

During these follow-up interviews, participants validated Round One data and reviewed how they integrated virtual healthcare resources into their clinical workflow across the care continuum at which time we then moved into a multi-step rapid iterative process to analyze and validate our data.

Now because this work was essentially exploratory phase, content may not be exhausted due to respondents’ knowledge base, or their practices may have not been reported, or respondents may be unaware that a practice exists. But we do hope that we got the most representative practices of superusers based on our sampling methods.

With the constant changing virtual healthcare climate—especially post-pandemic—these data are moving targets. Policies and practices change regularly, which impact accuracy of these data. These data are evolving, and should be checked, and validated against current policies. 

For example, during analysis we had to balance brevity and precision with a comprehensive illustration of proactive integrated use of resources. In general, only practices that emerged from the data are illustrated. However, we did integrate knowledge that we know from the field and these inclusions are denoted throughout. We’ll give you examples of that, so it’s clear to the viewers.

Now we’re going to be presenting a lot of data and findings. This is an overview of our study flowchart. We will contextualize this project and our findings along this flowchart throughout this presentation. 

Now in Phase One, we conducted the first round of interviews with 15 superusers—as I mentioned—to collect and identify practices, facilitators, and barriers for virtual resource use and suggestions for sharing best practices.

During the second-round follow-up interviews with the 12 of those same superusers, the team validated and clarified our summarized analyses from the initial interviews and addressed additional questions about virtual resource use and workflows. It is important to note that when we came into this project, we had already drafted a virtual healthcare task inventory across the care continuum model—which we’ll be presenting—and we had previously developed a list of available virtual resources with participants from our Primary Care Project.

When we completed data collection with the superusers, the team ultimately used these tools and revised them for a combined care continuum across all services, as well as we created service specific care continuums for each of our five services. We also expanded ou8r list of virtual healthcare resources that was reported by our participants. 

Now the first question always is, “Who were your participants?” Who were our superusers?

In general, superusers were typically non-minority, non-Hispanic female nurses or providers with an average of about 47 years old of age with an average of 18 years in practice and an average of almost 17 years within the VA.

Now as one might expect, superusers generally had a college level education. The majority had graduate level training and spent a significant amount of time using virtual healthcare resources throughout the day. 

For example, the majority of superusers reported an average of four-to-seven hours a day using these resources. What did we find from our interviews?

Rapid analysis identified virtual healthcare resource utilization barriers, facilitators and recommendations. Data were analyzed and validated by clinicians in follow-up interviews and team members were iteratively validating this data throughout the process. 
We identified benefits such as access, cost effectiveness, and improved care. However, as most of us already know, there were factors that influenced you such as barriers including connectivity, access, technology literacy, human resources, devoted time and awareness of available resources.

However, they also identified facilitators which promoted their use such as having appropriate and compatible devices, real-time IT support, access and awareness of education information about virtual resources and from assistance perspective, having interconnectivity between different healthcare resources. As a note, these findings are consistent with what we’ve learned from the literature in previous studies. 

Now superusers reports indicated several thematic factors which promote their proactive integrated use such as being able to use group medical appointments for providing care to meet performance metrics while decreasing caseload burden.

Also, it supports veterans receiving care allowing them to get care without the stress of travel. Ongoing healthcare management was also a factor such as the use of patient generated health data for using vitals for ongoing healthcare management and proactive communication among staff and patients which remains effective through telework—i.e. in the event where we have pandemics where we need to be delivering care remotely. 

Now it’s fair to say that the identifying factors limiting use of virtual healthcare resources are consistent with reports in the literature as well. But more importantly, these superusers were finding ways to overcome these factors or creating workarounds when possible.

For these reasons, it was very important for us to not only identify their practices, but also to validate if their practices were indeed best practices or just current established practices. In some instances, should their reported practices be considered for de implementation?

Now—as I mentioned—they are identifying overcoming barriers. Here are some solutions identified to overcome sited barriers. For example, superusers are selecting best fit technology for the task. They’re hiring specialized personnel to support IT needs and they’re seeking assistance from identified superusers for solutions and opportunities for overcoming barriers.

Other solutions included accessing OIT support, developing technology resource list of solutions and attending monthly committee meetings to discuss new and existing virtual resources, and then, again, having a nationwide collaboration to share experiences and learn. Now I just want to note that this was a clear indication of the influence of the local Virtual Health Resource Center at the Tampa study location. 

Now in Phase Two, data were analyzed and validated by our Office of Connected-Care partner, Christina Armstrong. They were prioritized and distilled for product development.

As we mentioned, we expanded our list of virtual healthcare resources from our previous study which identified 31 to the current study which identified 103 resources. We identified our sample and their patterns of virtual resource use across tasks and services in the context of the continuum.

Now with clinical and operational expertise, the team created a first draft taxonomy to organize tasks and virtual healthcare resource utilization across the phases of the care continuum. We also created a best practices identification workbook which was organized by Service Line and by the care continuum phase to include tasks and virtual resources used which were then rated as best, current, or considered for de implementation, or in a very few instances were unable to be determined.

Now this care continuum that you see on the screen has a long history in our work. This continuum was originally developed by our esteemed colleague, Dr. Kim Nasi (SP). It was during our collaboration—during our previous HSR&D IIR study that we attempted to begin to document the proactive integrated use of virtual healthcare resources by task and the resources used with it to complete those tasks along this continuum.

At the end of Phase Two, we developed a healthcare continuum of tasks for each specialty service and all services combined, which is what you’re seeing here. 

Now though the project aimed to identify the unique workflows of five different specialty services, it was very early in the project that we realized that the reported practices of our superusers were generalizable across services.

Now this was not surprising given our similar experience when we were identifying and disseminating best practices in secure messaging back in 2017. 

Superuser participants reported 103 distinct virtual health resources. Now it’s notable, again, that from our previous study only a couple of years prior, there was only a report of 31 distinct virtual health resources. The irony of this is we actually had a much larger sample in that previous study than in our superuser study. But it goes to show how the system is changing rapidly.

This graphic shows the top-rated virtual health resources across each phase of the care continuum. Now how to understand this big graphic is that each phase is color coded. Everything that you see on the axis where it’s showing the resource? 

You’re now seeing on the graphic how often that resource is used within each continuum pre-encounter, encounter, post-encounter, ongoing or total. Resources such as the computerized record system for patient care, secure messaging, telephone and VA video connect were reported for use the most. Whereas, things like videos, the Get-Well Network—which are both patient education resources—were reported less often. 

Now as patient facing virtual health resources for education, this makes sense because these resources are usually referred to patients and less often used to directly deliver patient care. 

Now this particular graphic is not particularly easy to view. But we decided to include it because the general take home message is extremely compelling. 

As I mentioned, we identified these 103 resources. These are all color coded at the bottom of this graphic.

Now on the y-axis, you’ll see 28 of the primary tasks reported by our superusers. Each of these colors for each of these tasks represent the number of virtual healthcare resources superusers reported using to complete those tasks with those resources.

Now unbelievably—or maybe it is believable—that they reported up to 28 resources to conduct chart reviews and assessments. Now just this one data point alone much less the rest of the tasks and the resources represented on this graphic give a clear indication of a complex system of resources Clinical Care team members are navigating when they are attempting to integrate virtual health resources into their workflow.

What do we mean when we say we identified best practices? Well, here’s an example of the kinds of practices we receive from our superusers in each of our services—use of patient generated health data to inform clinical care decision making, virtual practices using telehealth, proficiency in leveraging resources such as URL generators, iPads for in-patients and last, but most certainly not least, leveraging tech support. The need and desire for tech support by superusers to maximize tech use cannot be overstated.

How did we manage all of this information? Well, overall, we identified 229 tasks from our superusers. But we needed to ascertain as to whether these tasks were completed with virtual healthcare resources using best practices, current practices, or are they methods that need to be considered for de implementation? To do this, our team created a workbook for each task within each service that reported said task. 

Now though we use subject matter expertise for partners@officeofConnected-Care and our own team expertise, we also used other resources and discourse to evaluate the practice using instructional materials that were available through other resources such as the Connected-Care Academy website and other platforms. You’ll learn a lot more about this in the next few slides.

As you can see here from this illustration, we accessed TMS, SharePoint, the Connected-Care Academy, My HealtheVet and in some cases the literature from the field from our program of research to identify two types of information. 

One, documentation as to whether the practice is current, best or should be considered for de-implementation. Two, where and what education and/or training information was available to determine if it was a best practice and to complete the ask, so information/education about using the resource. 

Here's just a snapshot of our workbook. The workbook validation process was conducted by five team members. It was a systematic approach to identify the service, the task description, the virtual resources used within the phase of the care continuum and the platform where the documentation was found to verify if it was a best practice and the education that would support its use.

To summarize, we were—and use the data to—identify and summarize the data with at least two of five team members for validation purposes including the documentation of education and/or indication of the type of practice. All of this information was then reassessed and validated by two SMEs—Dr. Christina Armstrong and myself.

Now some strengths to note is that tasks were validated by multiple resources and providers reported unique practices that met veteran and provider needs resulting in few practices that were considered for de-implementation.

Now some opportunities to note is that there was no information available and specific to supporting the best practices of integrated proactive use of healthcare resources and development of content is certainly warranted. 

There are also practices leveraging virtual resources not under the purview of Office of Connected-Care such as, for example, the computerized patient record system that warrant consideration for best practices. Though with some of these virtual resources—such as CPRS—these are already established current practices and may not be “new best practices to disseminate throughout the system”.

Now to summarize, we validated 229 reported practices. Of those 124 were reported with single virtual resource use, so only using one tool. A hundred and four were conducted with multiple resources. 

Now of these reported practices, we determined that 128 were best practices, 80 were identified as current practices—meaning commonly known and commonly practiced—and 12 were considered for de-implementation, and nine were undecided.

Now it is important to restate that these data are moving targets. Policies and practices change regularly, which could impact the currency and accuracy of these data.

For example, we have experienced updates with REDCap and Webex in the duration of this study which could impact our results. But we will address those changes as we try to integrate them throughout.

Quickly to review as we move into the rest of this presentation, all practices were reported and evaluated. We either identified them as a best practice—as you can see on the screen here an example—or a current practice—which is also on the screen—or to de-implement in which these cases of de-implementation, we documented information validating the reason for de-implementation as well as provided alternative virtual healthcare resources that may be able to be used as an alternative option.

Now after our validation efforts, we moved into Phase Three where we categorized 128 best practices by themes and organized similar practices into categories. To reduce redundancies, summaries of 52 best practices were built from these tasks that incorporated virtual resources which were then categorized into 11 taxonomic categories and 42 subcategories. 
I know we’re throwing a lot of numbers at you, but we’ll be reviewing this in detail. 

Now it is notable that some categories don’t have best practices that were reported in the data. Based on knowledge, and expertise of our team, and established best practices, we included these cited sources and we’ll show you that in future slides.

Now I’m going to pass the microphone to my colleague, Rachel Benzinger, who will present our products in their current form based on data collection and complex in-depth analysis. 

She will review one, the inventory of virtual healthcare resources. Two, our Task Category Index and three, the summary log of practices which are uniquely mapped across the care continuum of the five specialty care services.

Dr. Rachel 
Benzinger:	All right, thank you for that, Dr. Haun. First, I’d like to quickly show everyone that 103 virtual healthcare resources that were identified by our 15 superusers. You’ll notice in the parentheses, you’ll find details about either/or it be acronym—the suite of tools in which the resource is embedded like Microsoft Suite, My HealtheVet, or CPRS, or the type of resource like whether it’s an app or a peripheral device.

	In addition—as noted in the upper right-hand corner of the slide—the legend depicts 43 virtual healthcare resources that were reported, but not included in our final analysis presentation due to being outside of the Office of Connected-Care scope.

	In addition, we also included red font for virtual healthcare resources for de-implementation consideration and outlined three aspects of telehealth in which the virtual healthcare resources relate to.

	I will quickly skip through the list of virtual healthcare resources. As a reminder, 60 resources were included in the final analysis. Note that the red font for the virtual health resource may be considered for de-implementation.

	Next, I’m going to present our Categorization Index which Dr. Haun has been referencing. This includes our secondary categories, then we are going to review the summaries of our best practices including the task case, the relevant virtual resources used to complete the task and the identified resources to validate as a best practice. This also includes the identified education or training to use the resource for the task.

	Based on our data, we’ve established 11 task categories based on general themes of the task. We will go through these in detail in the subsequent slides. 

	As mentioned in the previous slide, our Task Categorization Index expands into secondary categories that were constructed from the care continuum workflows, data derived themes from coding and analysis, and knowledge from clinical experts.

	The development of the virtual healthcare resource Best Practices Categorization Index includes tasks and activities that are commonly used throughout a clinical workflow and even can be used as a navigation tool or an algorithm to inform the proactive integrated use of virtual healthcare resources across specialties for additional training and education.

	Now while most of the categories have data derived related activities, there were some instances in which clinical knowledge of current established best practices were integrated. Examples of this are illustrated with an asterisk and details are provided in the Notes section of the final deliverable. As you can see here, the first two categories are relevant to tasks around appointment management, and technology, and resource access. 

	The next three categories that you see on the screen address tasks that are relevant to communication and referrals, which is a rather large category as you can see, and then Patient Care Delivery, and Labs and Test Management.

	Our final categories address tasks that are relevant to provider referrals and data collection, which interestingly is where we had several identified for de-implementation consideration. This also includes current practices that should be considered when determining currency and then, of course, patient generated health data, medication management, education, and documentation.

	Stemming from the inventory of our 60 virtual healthcare resources that were within scope, the index of 11 taxonomic categories and our 43 subcategories, we then created an index of 52 summaries of practices. 

In the next few slides, I will briefly outline the integration of these critical elements within our categorization index. First, at the top of each slide you’ll notice that bordered in red is the index category and the task in which each summary relates.

Now as a caveat, these next few slides highlight the critical aspects of the summary slides to instruct or guide superusers when using this deliverable to learn about best practices of the proactive integrative virtual healthcare resource use to conduct throughout a clinical workflow.

Next, you’ll notice that the summary statement with its corresponding number identifier and the relevant virtual healthcare resources highlighted in blue font. The summaries are numbered as many of them relate to multiple virtual healthcare resource index categories. 

Underneath the summary statement is a list of virtual healthcare resources relevant for completing the task. They are listed in the order of use as written in the summary. 

The superscripted numbers next to the virtual healthcare resource in the summary indicate further considerations regarding the use of the virtual healthcare resources from an operational point of view. The explanation is detailed beneath the list of the virtual healthcare resource relevant to the task summary. To the right of the virtual healthcare resource list, we included the service lines that mention this task activity as reported from the data. 

Now by including the services, this can inform additional service lines who may want to adopt the use of these virtual healthcare resources to complete tasks within their clinical workflows and to establish credibility as a best practice. We have included live weblinks to resources as evidence to represent the summary as an example of a best practice.

In addition, we have included educational resources specific to the summarized task plus all the listed virtual healthcare resources listed within each summary. 

Now as some of you may notice, many of these links are accessible through VA.gov sites. This includes, but not limited to the Connected-Care Academy and VA intranet sites in which users must have proper sign-in credentials to access.

Now that I’ve presented all of the components in our index, one can easily access the summary to identify reported best practices in using multiple virtual healthcare resources to schedule and manage a medical appointment. Please note that several of these summaries are contextualized within an integrated series of tasks to demonstrate the utility of proactively using virtual healthcare resources along the care continuum.

Here is an example of an established practice that was recognized as a best practice back in 2017, so care messaging. This inclusion was an obvious caveat from our perspective given our work in secure messaging. These cases are indicated by the asterisk in the categorization heading while the content is presented in blue font. It's noteworthy that other established practices may be warranted for inclusion as these data sources continue to evolve over time. 

Now in addition to identifying best practices of virtual healthcare resource use, our team along with operational guidance also identified tasks and associated virtual healthcare resources that may be considered for de-implementation. Since many of these examples relate to outdated policies from the pandemic and were workarounds, they are no longer prescribed as necessary due to the increased interconnectivity of existing virtual healthcare resources. 

These are approved now for tasks related to pulling feedback and surveys. For example, due to being recently equipped with public facing survey capability and the approval historic PHI and PII REDCap is now just recently a best practice for sending surveys outside the VA firewall.

In the final phase of our project, we illustrated the use of virtual healthcare resources across specialty services and then integrated the categorization index findings within the original care continuums. We will discuss these products in the next few slides.

This data visualization product is a superuser integrated virtual healthcare resource use best practice matrix. This user journey visually represents each service line’s use of the virtual resources across the clinical workflow index. 

While it’s difficult to read on the screen, the next slide is a close-up view of the elements. As you can see on here, the x-axis illustrates the 11 activity categories and the 43 subcategories while the y-axis represents the 60 healthcare resources in the final analysis and visually together represents the integration of virtual healthcare resources used as best practices across the clinical workflow.

The red font indicates de-implementation consideration of virtual healthcare resources while the asterisks indicate current established best practices. We’ve included a PDF icon in the lower left corner to allow users to download and view the high-definition product for full visibility.

As we previously mentioned, care continuums were built for each service. But the combined services continuum is what’s illustrated on the screen. This project contextualizes the Task Consideration Index within the care continuum phases to both align the documented tasks and the validated best practices.

Now I’m going to hand it back over to Dr. Haun for a summary and conclusions.

Dr. Jolie Haun:	Thank you. In summary, our team identified 52 best practices using 60 virtual healthcare resources within 11 major categories of 43 tasks. While findings were specific to five specialty services, practices can be applied across services throughout the care continuum workflow.

	Data findings can be used for training, and education, and establishing best in de-implementation of practices for VA Clinical Care teams. Future research should aim to evaluate outcomes associated with the use of these practices.

	These data-driven products lay foundational work in identifying and assimilating best practices and proactive integrated virtual healthcare resource use to one day transform the Veterans Healthcare System into a culture of virtual healthcare resource superusers.

	Now however we can’t overstate the need for ongoing evaluation examination to determine the value and currency of best practices. In the event that there is a discrepancy on the rating of a practice, these data are available to support further consideration and examination. 

	If nothing else, these data give us an idea of, “What is the state of practice?” As virtual healthcare systems are ideally going to evolve and change over time, as so must our use of those systems.

	In conclusion, these data provide practical use case summaries for proactively integrating virtual health resources across the clinical workflows to inform maximum efficiency and to benefit patient care. 

	Next steps include dissemination of products to build capacity, and promote uptake, and spread of the proactive integrated use of virtual healthcare resources to create a culture of superusers within the VA.

	I want to thank you very much for your time and attention today. I’m going to open up the floor for questions and discussion. I do hope that you provide us with some critical feedback because as you can imagine, this is a hefty amount of data and visualization products. We do want to make sure that they’re most user friendly and accessible, so that they can contribute to the evolution of the use of integrated resources within the VA. Thank you very much.

Rob:	Thank you Dr.’s Haun and Benzinger. We don’t have any questions queued up at the moment. Please remind me. Did we plan on having me read the questions to you or was Naveed (SP) going to do that? I don’t remember what we discussed. Naveed, do you remember?

Naveed:	I don’t think we specified, but I’m happy to do it if any come in.

Rob:	Attendees, you may not see the Q&A panel by default. We prefer that you use that instead of the chat to submit questions. In order to do so, clip in the ellipses button in the lower right corner and you’ll see Q&A as an option in that submenu. Click on it and Q&A will pop-up as a panel that you can use to submit your questions.

	I do see that one came in. Let me see. Naveed, do you see the one question that came in?

Naveed:	Yes, it’s actually not a question. It’s for Dr. Haun and Ms. Benzinger for “an amazing presentation of what looks like a labor-intensive project.” 

	I have a question which would center around what is next for the implementation and dissemination of best practices that are identified, validated, replicated? Where would you take those and what would you recommend for folks who want to pick up on them?

Participant:	Naveed, I’m having a hard time hearing you. Can somebody restate his question?

Naveed:	Sorry about that. That’s because my—

Participant:	Oh, there you go! There you are, Naveed.

Naveed:	Yes. Sometimes I put my headphones halfway on. My question was about next steps, implementation and dissemination. What would you imagine as forthcoming for the best practices that you guys are able to identify and validate that can be replicated? How would you encourage folks to go about bringing that home?

Participant:	There’s the past, and what’s worked in the past, and how I see that this is different. When we did this with secure messaging, it was a lot simpler because we had one tool and we just needed to leverage opportunities to show people how to use that tool.

	We created videos that actually the stars of the videos were real clinicians who were real secure messaging users. We disseminated that video nationally along with some other efforts that were going on with secure messaging. We also published the best practices in a professional peer review journal and then also in the best practices everywhere.

	We published in traditional journals. We published in what I would consider a VA specific circulated publication. We created a workgroup that created the national video that was disseminated nationally and then we did a lot of presentations in different venues. For example, My HealtheVet creator calls, things like that, grand rounds. Those were a lot of effective implementation strategies. 

	Now what’s different about this project is you’re talking about up to 60, right? We’ve got 103 tools, but what’s happening is about half of those are being used consistently by our superusers. It becomes much more complex.

	What will probably happen is we will need to—much like the Categorization Index—we will need to parse out different types of tasks and then demonstrate how those tools can be used to complete those tasks. One of the things that we learned when we did the Education and Discourse Review is that even though people wanted information about completing tasks, what we actually found was information about the tools.

	The way information is disseminated right now is, “Here is what VC—Video Connect—is. This is why you should use Video Connect and how you can use Video Connect.”

	Well, from a more practical user experience, providers are like, “I need to conduct a group medical appointment. How do I conduct a group medical appointment?” They’re actually coming from a very different perspective. 

	From an implementation science perspective, we’re going to have to shift our information resources in a way that meet the users where they are. We’ll have to take this task categorization, and we’re going to have to start piecing out, and breaking it down, so that we can create interventions that can meet those task needs.

	But there’s a lot of opportunities. For example, Dr. Armstrong had an idea about taking these resources to the Virtual Health Resource Centers to help those champions implement at their sites. There’s a lot of different directions to go here.

Naveed:	That makes perfect sense. The last thing that you were talking about, it’s like going from a product focus and pushing a product to going to the user focus, right? Pushing the actual actions or processes that they’re looking at—

Participant:	The need.

Naveed:	Yes.

Participant:	The need.

Naveed:	Yes.

Participant:	Yes.

Naveed: 	Exactly. That’s great and we’re looking forward to everything you guys do to help that. Help VA implement trainings and education that are more user focused and yes, capture that.

	We still have a couple of minutes. No new questions yet. I don’t know if you guys have any appendices that you were maybe holding back and would like to present or if—

Participant:	We did not. We didn’t upload because our complete document is almost 200 slides right now because as you can imagine, the summary log is very extensive. But we will be making that available and we will obviously be publishing that for access.

	We don’t have it to share because it was just absolutely enormous. But we do have it to share in general, just not to present on today’s presentation.

Naveed:	Great. Well, when it is available or I don’t know if you’re going to wait until it’s in press, but we’ll be happy to send that out through the VC CORE—at least a Table of Contents. As long as you’ve got a good Table of Contents for a 200-slide document, that’ll be helpful.

Participant:	Yes. I don’t know. I can’t even see how many viewers we have today. But one of the things that--if any viewers have any thoughts--is I would be interested--because they would be users ideally—is if they had any recommendations or ideas about how they might want to receive this information and how it might be most useful to them for their purposes because one of the things that we’ve learned—in not only this project, but in the last several years of doing implementation of virtual health resources—is that over and over again I’m reminded that there’s what is happening. There’s what Operation thinks and then there’s the experience of our user groups.

	For example, we, in the VA, see all of our tools as very distinct things. Secure messaging is very distinct from say healthy living assessments or the prescription refill tool on My HealtheVet. 
	
	But from the user’s experience, we learn from veterans that it’s just one big, mucky environment, right? It’s just one big thing that they go and they do these, again, tasks. It’s much about their tasks. It’s not about the way the tools are available, or presented, or how they do what they do,. It’s how they serve the user and what they need. 

	If anybody had any suggestions or comments about how this information could be made more useful to them, we would love to hear about that. If you don’t feel like saying it right now in an open forum, please feel free to email me or call me because I am very invested and understand what our end users’ needs are and how we can make these resources most useful.

	To give you an idea, this particular resource, you’re not going to be able to present this in a way that has much meaning to people unless you do this. But this is an incredible resource because if you notice, it’s got all the tasks, all the continuums, all the tools and it even is showing you which services were more likely to endorse the use of that tool to do that task.

	Another thing that is challenging is that if you look at—sorry. Not trying to make everybody seasick. But if you look at this, when you’re looking at this you may not even realize that if you look at six referral management, 6.1 consult for device issuance? Number 36, okay?

	Well, what number 36 is representing is one of these summaries. Even understanding how the different products fit within another product and how we’re creating almost an organized index of resources may not be very clear to an individual. For example, under Appointment, Category 1.1 Scheduling, you have Summary 12, okay?

	That should be right here as you can see on the screen. But then the idea’s that Summary 12 may come up in other places within the index. It’s very integrated information with a lot of—I don’t want to say complexities because it’s not rocket science. But there’s definitely an organizational structure here that maybe can or maybe cannot be improved.

	This is something—as scientists who are on this call would realize—is that we’ve been swimming in a ton of data now for a year or two. But what’s important that we make this data useful to people is that we organize it in a systematic way that serves the end user’s needs, Naveed.

Naveed:	Yes. It is an incredible amount of information in its matrix. It’s like you said. It’s not rocket science, but it’s a volume that the way you present it makes a difference.

	But with the last minute that we have here I just want to take a second to thank you guys for doing this work. It’s been an incredible amount of work. I know you’ve been working on it for about three years. Just the ambition to take on all 100+ virtual health resources, and describe them in every way, and create this matrixed organization of all of the information pertaining to them is an incredible undertaking. 

	You guys, you had the ambition and the ability to execute on it. On behalf of the community, thanks. I will definitely reach out about if there are ways. I would love to see it organized and I’m sure others will too.

Participant:	Yes, I just want to respond to two people. Yes, as a provider, I agree with you completely. Yes, this will help practitioners learn how to integrate these resources throughout their workflow. 

	But we are definitely wanting to support leaderships expansion of IT support because that cannot be overstated. We have the data to support that for anybody who would like that data for their leadership. 
	Thank you, Naveed.

Naveed:	Thank you, guys. Thanks, Viviana Christina, for those last-minute comments. I was staring down the barrel of this Cyberseminar and missed those. 
	
	We’re at time. Rob, do you want to take us through the finish?

Rob:	I do. Thank you very much, Naveed. Thank you, Rachel and Jolie for your hard work.

	Attendees, when I close the webinar momentarily, a short survey will pop up. Please do take a few moments to provide answers to those. We count on them and forward those to our presenters to continue to bring you high quality cyberseminars such as this one. 

Thanks again, everyone. Have a good day.

Participant:		(Off the record) 
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