1duasnuey Joyiny A 1duasnuey Joyiny vA

1duosnue Joyiny vA

U.S. Department of Veterans Affairs
Public Access Author manuscript
Healthc (Amst). Author manuscript; available in PMC 2022 March 14.

Published in final edited form as:
Healthc (Amst). 2021 June ; 8(Suppl 1): 100484. doi:10.1016/j.hjdsi.2020.100484.

*Publication of the supplement was supported by AcademyHealth.
This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).

"Corresponding author. VA Palo Alto Health Care System, 795 Willow Road (152-MPD), Menlo Park, CA, 94025, USA.
Rachel.Golden@va.gov (R.E. Golden).

Recommended citation

Golden RE, Klap R, Carney DV, Yano EM, Hamilton AB, Taylor SL, Kligler B, Whitehead AM, Saechao F, Zaiko Y, Pomernacki
A, Frayne SM, for the WH-PBRN-CIH Writing Group. Promoting Learning Health System Feedback Loops: Experience with a VA
Practice-Based Research Network Card Study.

Disclosure/conflict of interest/declaration of interest statement

None of the authors have relevant commercial associations that might pose a conflict of interest. Individual disclosure statements are
available upon request. The corresponding author has also completed and submitted as a separate document the ICMJE Form for
Disclosure of Potential Conflicts of Interest.

Declaration of competing interest
The authors declare that they have no known competing financial interests or personal relationships that could have appeared to
influence the work reported in this paper.

Appendix A. Supplementary data
Supplementary data to this article can be found online at https://doi.org/10.1016/j.hjdsi.2020.100484.

Disclaimer
The views expressed are those of the authors and do not necessarily reflect the position or policy of the Department of Veterans Affairs
or the United States government.

Author contributions/CRediT authorship statement

All the authors listed meet authorship criteria and all who meet authorship criteria are listed. Below please find a summary of author
contributions by specific activities. Individual authorship statements are available upon request.

The corresponding author, Rachel Golden, agrees to serve as the primary correspondent with the editorial office, to review the edited
manuscript and proof, and to make decisions regarding release of information in the manuscript to the media, federal agencies, or
both.

All authors certify that:

. The manuscript represents original and valid work and that neither this manuscript nor one with substantially similar
content under their authorship has been published or is being considered for publication elsewhere, except as described
in an attachment, and copies of closely related manuscripts are provided; and

. They agree to be accountable for all aspects of the work in ensuring that questions related to the accuracy or integrity of
any part of the work are appropriately investigated and resolved; and

. If requested, they will provide the data or will cooperate fully in obtaining and providing the data on which the
manuscript is based for examination by the editor or the editor’s assignees; and

. They agree to allow the corresponding author to serve as the primary correspondent with the editorial office, to review
the edited manuscript and proof, and to make decisions regarding release of information in the manuscript to the media,
federal agencies, or both; and

. They have given final approval of the submitted manuscript.

In addition, the following primary authors, RG, RK, DC, EY, AH, ST, BK, AW, FS, YZ, AP, and SF, certify that they have participated
sufficiently in the work to take public responsibility for the whole or part of the content; have made substantial contributions to the
conception and design of the paper or the acquisition, analysis, or interpretation of the data; have made substantial contributions to

the drafting or critical revision of the manuscript for important intellectual content; and have made substantial contributions to the
statistical analysis, obtaining funding, administrative, technical or material support, or supervision of the project. More specifically,
these authors have each contributed to: Conceptualization, Methodology, Validation, Investigation, Resources, Writing - Original
Draft, and Writing - Review & Editing.

The members of the WH-PBRN-CIH Writing Group are Bevanne Bean-Mayberry MD, MHS; Sudha Bhoopalam MD; Kelly E.
Buckholdt PhD; Deborah DiNardo MD, MS; Kathleen Bronson Dussan MD; Lisa Hardman RN, DNP; Elizabeth E. Hill PhD, RN;
Tahira Juiris MD, MPH; Denise Koutrouba MS, BSN, PH, WHNP-BC; Kristin Mattocks PhD; Gina G. Rawson DNP, RN, APRN-bc;
Jeanette Rylander MD; Anne G. Sadler PhD; Agnes Santiago-Cotto MSW; Divya Singhal MD, FAAN; and Ishita Thakar MD,

FACP. All group members, BBM, SB, KB, KD, DD, LH, EH, TJ, DK, KM, GR, JR, AS, ASC, DS, and IT certify that they have
participated sufficiently in the work to take public responsibility for part of the content; have made substantial contributions to the
acquisition, analysis, or interpretation of the data; have made substantial contributions to the critical revision of the manuscript for
important intellectual content; have made substantial contributions to the administrative, technical or material support, and worked to
obtain local regulatory approvals, train staff, monitor project implementation, and disseminate findings. More specifically, these group
authors have each contributed to: Conceptualization, Investigation, Resources, Writing - Review & Editing, and Project administration.


https://creativecommons.org/licenses/by-nc-nd/4.0/

1duosnuep Joyiny vA 1duosnue Joyiny vA

1duosnue Joyiny vA

Golden et al.

Promoting learning health system feedback loops: Experience
with a VA practice-based research network card study*

Rachel E. Golden, DrPH, MPH&" Ruth Klap, PhDP:€, Diane V. Carney, MA2, Elizabeth M.
Yano, PhD, MSPHP.d€, Alison B. Hamilton, PhD, MPHP.C, Stephanie L. Taylor, PhD, MPHP.d€,
Benjamin Kligler, MD, MPH', Alison M. Whitehead, MPH', Fay Saechao, MPH2, Yevgeniya
Zaiko, BA?, Alyssa Pomernacki, MPH2, Susan M. Frayne, MD, MPH&9, The WH-PBRN-CIH
Writing Group

a/A HSR&D Center for Innovation to Implementation (Ci2i), VA Palo Alto Health Care System,

795 Willow Road (152-MPD), Menlo Park, CA, 94025, USA

bVA Greater Los Angeles Healthcare System, VA HSR&D Center for the Study of Healthcare
Innovation, Implementation and Policy, Sepulveda Ambulatory Care Center, 16111 Plummer
Street (152), Los Angeles, CA, 91343, USA

CUCLA David Geffen School of Medicine, Department of Psychiatry and Biobehavioral Science,
Semel Institute/NPI, 760 Westwood Plaza, Los Angeles, CA, 90024, USA

dUCLA Fielding School of Public Health, Department of Health Policy and Management, 650
Charles Young Dr. S., 31-269 CHS Box Los Angeles, CA, 900951772, USA

eUCLA David Geffen School of Medicine, Department of Medicine, 10833 Le Conte Ave, Los
Angeles, CA, 90095, USA

f\VA Office of Patient-Centered Care & Cultural Transformation, Veterans Health Administration,
U.S. Department of Veterans Affairs, 810 Vermont Ave NW, Washington, DC, 20420, USA

9Stanford University Division of Primary Care and Population Health, Department of Medicine,
300 Pasteur Drive, Stanford, CA, 94305, USA

Abstract

Background: We tested the capacity of the 60-site VA Women’s Health Practice-Based Research
Network (WH-PBRN), embedded within VA, to employ a multisite card study to collect women
Veterans’ perspectives about Complementary and Integrative Health (CIH) and to rapidly return
findings to participating sites and partnered national policy-makers in support of a Learning Health
System (LHS) wherein evidence generation informs ongoing improvement.

Methods: VA primary care clinic clerks and nurses distributed anonymous surveys (patient
feedback forms) at clinics for up to two weeks in fiscal year 2017, asking about CIH

behavior and preferred delivery methods. We examined the project’s feasibility, representativeness,
acceptability, and impact via a tracking system, national administrative data, debriefing notes, and
three surveys of WH-PBRN Site Leads.

Results: Twenty geographically diverse and largely representative VA Medical Centers and 11
Community-Based Outpatient Clinics volunteered to participate. Over six months, N = 1191
women Veterans responded (median 57; range 8-151 per site). In under three months, we returned
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local findings benchmarked against multisite findings to all participating sites and summary
findings to national VA partners. Sites and partners disseminated results to clinical and leadership
stakeholders, who then applied results as warranted.

Conclusions: VA effectively mobilized an embedded PBRN to implement a timely,
representative, acceptable and impactful operations project.

Implications: Card studies by PBRNs within large, national healthcare systems can provide
rapid feedback to participating sites and national leaders to guide policies, programs, and
practices.

Level of Evidence: Self-selected respondents could have biased results.

1. Introduction

In their seminal article, Atkins, Kilbourne and Shulkin® highlight the degree to which

the Veterans Health Administration (VA) functions as a Learning Health System (LHS),
and encourage VA to further embrace this model. An LHS emphasizes interaction,
collaboration, and synergies among researchers, clinicians, and educators, generating a
mutually reinforcing relationship between research, practice, and policy.? The National
Academy of Medicinel LHS principles describe the importance of “Real-time access to
knowledge”, “Engaged, empowered patients” and “Supportive system competencies.” The
latter includes the idea that an LHS should create “feedback loops for continuous learning
and system improvement.“3

Collaboration between clinicians and researchers is central to the approach of the VA
Women’s Health Practice-Based Research Network (WH-PBRN),*-6 a national community
of 60 Health Care Systems (HCSs) each with an embedded WH-PBRN Site Lead dedicated
to enhancing women Veterans’ health and health care through continuous learning and

by catalyzing connections among local site clinicians and researchers. Embedded health
services researchers who lead the WH-PBRN’s national Coordinating Center and broader
Women’s Health Research Network (with VA HSR&D service-directed funding) support
Site Leads’ frontline efforts, partnering with the national office of Women’s Health
Services (WHS) and other VA policy offices via long-term relationships and bi-directional
information-sharing. This makes the WH-PBRN a promising testing ground for LHS
principles.

PBRNSs often turn to “card studies”—»brief patient and/or provider surveys (originally

the size of an index card) at the point of care-to achieve rapid, low-overhead data

collection about patient experiences or other clinically meaningful information in real-world,
practice-based contexts.”:8 Intrigued by the potential for card studies to quickly generate

VA data relevant to both frontline clinicians/managers and national policy-makers, we
responded to a request from two VA clinical operations partners — the VA Office of Patient
Centered Care and Cultural Transformation (OPCC&CT) and VA WHS — for patient-based
information about women Veterans’ Complementary and Integrative Health (CIH) behaviors

1Previously called the Institute of Medicine.
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and preferences. Given VA’s increasing focus on CIH®-14 and the lack of data at the time
specific to women Veterans’ preferences, the WH-PBRN seized this opportunity to design
and test a card study methodology suitable to our structure, to address a timely operational
need.

Our objective for this inaugural WH-PBRN card study — known internally as the CIH
Veteran Feedback Project — was to examine it as a proof-of-concept project to develop
processes within the WH-PBRN for rapid data collection to address queries from operations
partners, while also returning impactful information to participating sites. We examined
five types of CIH: yoga, mindfulness/meditation, tai chi/gigong, therapeutic massage,
and acupuncture. In support of the LHS model, we planned to provide participating

sites with individually tailored reports showing their site’s results benchmarked against
national multisite findings for use as local program planning tools, and to provide our
national partners with multisite data for use in patient-centered programming and policy
development. Here we detail our multisite card study methodology, describe the extent
to which it was feasible, representative, acceptable, and impactful, and catalogue lessons
learned.

2. Material and methods

2.1. Setting

Supported by a national Coordinating Center (staffed with a director, program manager,
coordinator, and research assistant) and the encompassing Women’s Health Research
Network, the WH-PBRN sites stand ready to participate in multisite research or quality
improvement projects, enabling investigators to access women Veterans, their providers, and
their care settings efficiently via cultivated relationships.® In addition to such projects, the
WH-PBRN embedded Site Leads gather monthly on an interactive national call.

2.2. Roles and responsibilities

Table 1 describes involvement of the national VA Central Office (VACO) partners
(OPCC&CT and WHS), embedded researchers in the national WH-PBRN Coordinating
Center, locally embedded WH-PBRN Site Leads, and local participating sites in

designing and implementing the project and disseminating findings. All project phases
(Development, Implementation, and Data Analysis/Dissemination) involved all stakeholders
and incorporated mutual feedback and learning opportunities.

2.3. Phase 1: project development

OPCC&CT, WHS, additional CIH experts and WH-PBRN embedded researchers designed
an anonymous, voluntary, one-page patient feedback form (Appendix A) for distribution

to women during Primary Care or Women’s Health Clinic appointments; WH-PBRN
researchers piloted and refined the instrument. Since national partners contributed to patient
feedback form content, forms met partners’ needs by asking about preferences for specific
CIH approaches and delivery methods, including needs for gender-tailoring services. If
desired, a site could inquire about an additional locally-relevant CIH approach, beyond

the five types already on all forms. (Examples of CIH approaches sites added included

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.



1duosnuep Joyiny vA 1duosnue Joyiny vA

1duosnue Joyiny vA

Golden et al.

Page 5

aromatherapy and healing touch.) The form asked respondents’ age groups; where they
received primary care (VA Medical Center [VAMC], Community-Based Outpatient Clinic
[CBOC], Other); whether they had used each of the five types of CIH previously, and future
preferences for CIH delivery methods. The San Juan VAMC Site Lead assisted in translating
the form into Spanish for use in Puerto Rico.

After addressing logistical and regulatory issues at a national level, we developed

an Implementation Toolkit with step-by-step instructions and communication templates,
including letters for enlisting local leaders’ support; instructions for training clerks/nurses in
patient feedback form distribution; a script for clerks/nurses to use when offering the survey;
and patient-facing frequently asked questions.

To generate excitement among Site Leads, prior to the September 2016 national WH-PBRN
Site Lead phone call, we conducted a two-question Practice Scan (rapid key informant
survey) via email, asking all Site Leads about CIH availability at their sites. We then
reported Practice Scan findings on the national call, making for an interactive, dynamic
meeting that culminated with announcement of the upcoming CIH card study.

2.4. Phase 2: project implementation

Site Leads could designate an appropriate Project Lead (with the Site Lead acting

as Co-Project Lead, to streamline communication with the WH-PBRN); for simplicity,
this manuscript refers to both as “Site Leads.” Before project launch, the WH-PBRN
Coordinating Center held individual phone calls with participating Site Leads to discuss
site-specific project implementation.

Within a six-month period (October 2016—March 2017), each site collected data for up to
two weeks or until they had received 100 patient feedback forms, whichever came first.
Clerks and/or nurses distributed forms to sequential women presenting for appointments

in primary care clinics, using a prepared script. Women placed completed forms in
lockboxes. The Site Lead reviewed completed forms for immediately actionable items, such
as complaints about clinical processes or suggestions for systems improvements; redacted
any inadvertently-included Protected Health Information; then scanned and securely sent
the completed, redacted forms to the WH-PBRN Coordinating Center. Site Leads listed
participating staff so that certificates of participation could be mailed.

2.5. Phase 3: dissemination

Throughout the project, on monthly national WH-PBRN calls, we updated Site Leads about
project progression. After entering CIH data, we conducted descriptive analyses of data from
all sites in aggregate, and for each individual site.

In May 2017, we sent each participating facility its own local findings benchmarked against
national aggregated results, as well as an electronic spreadsheet containing their site’s data,
suitable for sharing with leaders and frontline clinicians at their site. On the May 2017
national WH-PBRN full community phone call, we presented national findings, inviting
discussion, interpretation, and questions about the site-specific and national reports.
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To uphold communication and collaboration with our VA Central Office partners, we
provided preliminary findings to them whenever available. Reports went to both partners’
offices in February 2017 and June 2017.

2.6. Evaluation of card study processes

We used our tracking system to assess feasibility. reach (number of sites that participated
out of number invited); number of completer sites; number of forms returned; and number
of months for the project timeline. At the project’s start, we designed a weekly timeline,
adjusting it as needed over the project period. We logged the time interval required during
each stage in the process by prospectively tracking when sites started and finished the
implementation steps. (Communications tracking database elements are available upon
request.) For representativeness, we compared national VA administrative data (maintained
by the WH-PBRN for ongoing site characterization) for participating sites to national data,
and mapped the locations of participating sites. For acceptability, we tallied responses from
Exit Surveys (completed by each Site Lead at the end of local data collection, to describe
local implementation processes; response rate 97%, 30 of 31 participating clinics at VAMCs/
CBOCs; Appendix B) to see how many mentioned positive project uptake or implementation
barriers.

For /impact we assessed variability in women’s preferences for different CIH approaches (as
a marker of actionable strategic priorities); identified dissemination activities and practice/
policy impacts by cataloguing responses to Follow-Up Survey 1 (distributed to the 20
participating sites about 2 years after distributing Site Reports, response rate 85%) and
Follow-Up Survey 2 (distributed to the 15 co-author sites about a year thereafter, response
rate 100%); and queried our national partners about policy and practice that might have been
influenced by the CIH Card Study.

We used a matrix analysis approach!® to derive /essons learned from the Exit Surveys (from
an item about Site Leads’ recommendations for subsequent card studies), supplementing
with the WH-PBRN Coordinating Center team’s observations collected at weekly internal
debriefing meetings

3. Results

3.1. Feasibility, representativeness and acceptability

Regarding feasibility, 23 of 60 sites expressed interest; three encountered logistical

issues preventing participation, and 20 (87% of those expressing interest) completed data
collection. Sites collected a median of 57 (range 8-151) forms per site (total 1191 forms
nationally); we combined results for all clinics within a HCS, so two sites had over 100. The
project took one year to complete (Fig. 1).

Regarding representativeness, volunteer sites reflected national demographics and health
conditions (Table 2). Site of care was a VAMC for 83% of women and CBOC/Other for
17%. Sites were geographically dispersed across 16 states; in addition to 20 VAMCs, 11 of
their CBOCs participated (Fig. 2).
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Regarding acceptability, 14 of 30 responding clinics said they had no suggestions for
change, praised the project, and/or said clinic staff were cooperative and enjoyed the project;
six clinics offered no suggestions, or provided unusable responses. Four clinics mentioned
implementation barriers: competing demands of clinical staff, and forms distribution issues.

3.2. Impact: CIH card study produced actionable results

The card study successfully elicited women’s preferences, distinguishing between several
service delivery alternatives. For example, multisite CIH findings (“all sites” bars in Fig.

3) showed that most women Veterans expressed interest in participating in CIH activities
inperson at their VAs: therapeutic massage (89%); acupuncture (81%); yoga (79%);
mindfulness/meditation (79%); and tai chi/gigong (73%). In addition, across group-delivered
CIH approaches, 62%-67% preferred women-only classes. For every CIH approach, over
70% (range 73%-89%) would participate at the VA in person, over two-thirds (69%—73%)
would do the activity at home over the internet, and the majority (58%-60%) would consider
participating on a TV at their own VA. In May 2017, we sent participating facilities their
own findings benchmarked against aggregated results; Fig. 3 illustrates the site report
process.

3.3. Impact: dissemination activities by Site Leads and VA Central Office

Participating sites mentioned on the national WH-PBRN Site Lead call that they planned
to share results with diverse individuals: Chief of Staff; Chiefs of Research, Primary
Care or Behavioral Health; Health Promotion and Disease Prevention Manager; CIH
Team; Women’s Health Clinic staff; Women Veterans Health Committee; Patient Aligned
Care Team meeting; and Clinical Executive Board. Then, in Follow-up Survey 1, all 17
responding sites confirmed having used the report to inform local leadership of women
Veterans’ CIH preferences. Our national partners shared some of the results immediately
after project completion; for example, the National Program Manager of the Integrative
Health Coordinating Center and OPCC&CT presented on a Women’s Health Services
National call related to Whole Health.

3.4. Impact: changes to practice and policy

Fourteen sites used the CIH card study to let leadership know the value of belonging to the
WH-PBRN (per Follow-Up Survey 1); indeed, several Site Leads reported this as having
been an opportunity to meet hospital leadership and/or staff for the first time. Six used it

to inform clinic policy, programs, and practices, and four mentioned other uses. Among the
latter, one Site Lead said they used the data to support a funding application to Office of
Rural Health.

Follow-up Survey 2 provided additional details about effects of the project upon local
practice. Examples included a CIH-related train-the-trainer educational opportunity, a Whole
Health conference with speakers and activities, and an innovative program proposal to create
more women-only classes.

One Site Lead said, “... the CIH study added extra evidence and support to the
blossoming opportunities that [Clinic name redacted] was beginning to incorporate
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into our pain management and overall wellness armamentarium ..., with eventual
hiring of an acupuncturist on site .... "

Others said, “I have used the information to show leadership what women
Veteran[s] are more likely to use .... This survey could help to support the proposal
that we are currently developing [to create a Women’s Whole Health Program].”

and, “The CIH survey provided an opportunity for women Veterans to inquire
about the available resources, such as, acupuncture, yoga, and tai-chi. This led to
increased utilization and referrals to these programs.”

National partners reported that they disseminated results to help inform field programming
and awareness around CIH for women Veterans. In addition, the joint card study project
contributed to enhancing collaborations between the two national VA offices, e.g., with
OPCC&CT staff presenting whole health updates at national WHS Mini-Residencies.

3.5. Lessons learned

Key lessons learned from EXxit Surveys (corroborated in internal debriefing meetings)
include the following suggestions for embedded researchers overseeing card study
implementation within a healthcare system:

. Create an Implementation Toolkit with adaptable tools that contribute to project
fidelity and low staff burden (e.g. templates for communications with leadership
and staff, training materials for staff distributing the forms).

. Generate and maintain excitement about the topic prior to implementation to
encourage local “champions” and to foster staff and leadership “buy-in”.

. Minimize demands on busy Site Leads’ and staffs’ time.
Additional lessons derived from internal debriefings included:

. Allow sites time for preparations (e.g. tailoring local forms, obtaining local
approvals, conducting training) before form distribution starts.

. Create a robust tracking system to monitor each site by project stage and date.

. Maintain good communications with sites and national partners by keeping
them informed of progress and soliciting feedback at all project stages; identify
a single point of contact (Site Lead) to represent all involved clinics at a
participating site.

4. Discussion

With preparatory groundwork, a toolkit of standardized processes, and up to two weeks

of data collection at each site, the WH-PBRN efficiently collected and reported clinic-
based data from over 1000 women Veterans at 31 geographically dispersed VA locations.
Consistent with LHS principles, multilevel participation of clinical stakeholders at the local
and national levels — in collaboration with embedded WH-PBRN Site Leads at the local
level and embedded WH-PBRN researchers at the national level — led to highly integrated
efforts at every phase: project development, implementation, and results dissemination. At
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the conclusion, (a) participating sites received local results benchmarked against national
findings for local dissemination, results of a locally-tailored question if they elected to use
that option, and much-appreciated certificates of participation; (b) all WH-PBRN Site Leads
(even at non-participating sites) were briefed on findings; and (c) national partners received
program-relevant results, which they disseminated further. The WH-PBRN-based card study
approach proved to be a successful vehicle for generating findings relevant to practice and
policy. For example, it demonstrated an exceptionally high demand for these services among
women Veterans, pointed to services to consider prioritizing (such as therapeutic massage
and acupuncture), and clarified women’s preferences for service delivery modalities, with
two-thirds preferring women-only classes for group activities. In many cases, local sites and
national partners acted upon findings.

Several limitations merit note. First, card studies exemplify the need to balance rigor

with feasibility constraints. For example, we used a convenience sample of sites opting

to participate and sequential women agreeing to complete the form; initial attempts at
capturing response rate proved too burdensome for clinic clerks/nurses; and we extended
the field timeline to accommodate site schedules. Accounting for multiple demands on
staff time by minimizing card study requirements resulted in high Site Lead participation
and therefore a large overall sample size. However, the sample size was small at a few
HCSs. Consequently, we emphasized in national presentations and site reports that findings
were for operational programming purposes, not research, and that sites with small samples
should consider results exploratory. Second, some cross-site variation in implementation
could have affected local participation; to counter this, we took multiple steps to enhance
fidelity to card study processes (e.g. Implementation Toolkit, national trainings, individual
site launch calls, local follow-up). Third, identification of lessons learned and feasibility
considerations would have been strengthened by supplementing our Exit Survey data via
semi-structured interviews with staff at participating sites.

This approach also had multiple strengths. Data collection was rapid, and capitalized upon
the WH-PBRN’s existing national infrastructure to improve representativeness; indeed, 11
CBOC:s participated, demonstrating card studies’ promise for reaching remote sites typically
excluded from national data collection efforts. It overcame challenges inherent in traditional
methods of coding and tracking, such as the Electronic Health Record and other automated
systems, which only recently began developing CIH monitoring capabilities. The approach
was patient-centric, eliciting women Veterans’ own service delivery preferences, while at the
same time being responsive to the information needs of national policy makers and front-line
providers. Engagement and new or strengthened collaborations occurred within sites, across
sites, and in VA Central Office, and communication fostered broad dissemination of findings
and, in many cases, impacts upon clinical practice.

5. Conclusions

WH-PBRN-based card studies provide a unique vehicle to further promote a learning health
system within VVA. They can rapidly generate evidence grounded in topical priorities of
national policy-makers and frontline clinical staff, to inform strategic clinical program
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planning and policy development at national and local levels and evidence-based resource
allocation decisions.

Inspired by the success of this inaugural card study and drawing upon lessons learned,

the WH-PBRN has applied the methodology to another emerging policy-relevant issue
identified by our national partners (stranger harassment at VVA). These card studies promote
further LHS feedback loops designed to give voice to women Veterans’ preferences and
enhance their care.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Fig. 1.
CIH card study project timeline.
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Fig. 2.
CIH card study—map of participating sites.

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.

Page 14

San Juan



1duosnuey Joyiny wA 1duosnue Joyiny wA

1duosnue Joyiny wA

Golden et al.

Page 15

Yoga Massage (Therapeutic)
- - 89y %
81% P
N 79% 7% T 80% N
0 — 60%  60% ‘ i, 57%
13 42% 7 1 5 u
3 i e , 7o 75%
o, 53% % o 3
- e P 51% 0
- All Sites it All Sites it All Sites ple Sit Al Sites All Sites. ple Sit - All Sites Example Site All sites. Example Site
Ever done? In-person at the VA? On TV atthe VA? h the Internet? y groups Ever done? In-person at the VA?
Mindfulness/Meditation Acupuncture
oo oo 91%
86%
. 79% 73% 75% 75% sox Ll%
H 3 19% |
| 17 §
| ) i, 35%
H - 75% * 25% 66%
Nl 459, 51% % e 9
. All Sites. it All Sites All Sites. ple Si All Sites pl All Sites Example Site . Al Sites. Example Site All sites Example Site
Ever done? In-person at the VA? On TV at the VA? At home on the Internet?  Prefer women-only groups? Ever done? In-person at the VA?
Tai Chi/Qigong Local Site Question
79% 79%
a0 73%— oy 69% 73% 67% o 66%
B oo 58%  57% - 7% 2%
| } "o
3 wox T 0%
: 24% 29% 67% ’ %
o 17% ) 50% - a7% I %%
9 o Il 32%
o™ r— - T e — ol A Pl Al Sites. Example Site Al Sites. Example Site
Ever done? In-person at the VA? On TV at the VA? Athome on the internet? | Prefer women-only groups? Bvar doni? Vorparsow st the VA2
Total MYes [ Maybe MYes Maybe ‘
Fig. 3.

CIH card study site-specific report example, women veterans’ preferences.

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.



1duosnue Joyiny WA 1duosnuey Joyiny WA

1duosnuey Joyiny WA

Table 1

Golden et al.

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.

Page 16



Page 17

Golden et al.

VA Author Manuscript

siupuy £pmis pres 1o

wuzsnuew

Ut SPUMUFpa|mouyae

2A13030 10/PUE JOYNE-07)
suoda pur sisod

U0 SUNUTPIMOUNIE IAIIIY
dinjssapea)

[E30] pue jjms qieay

S, uaom s siuipuy aeys

siuped [puoneu

pue spea 12afoag pue ang
wolj sumsiaag pue jndut gim
Adussnuem jo Funeap pea
(sans [eao] 2121y wogy sisand

ST {12 ST SPEYT S NYd
“HAL) ATIUTWUALOD [BUOTIRU Jj0M
U1 PN JOYL S[[UI [PUONEL
NHHd-HAY U0 pUB S22 U0
[EHOLEY 18 S){RS2I JUISIL]

S[[eD [PuOnEL

U0 SINSA U0 JIRGPIA] 1AN[0F
02V A 0 uodas

Ul SINSa) [RUCHEY 2ANGLISIC]
spoday

PuB BIED [E30] JIY) SIS PUIS
stjdusfl pue sapqe

RIEP [E30] PUR [BUOTIEU J1B217)
Mataal aanenenb pue sasieun
aanduasap 1npuoed Eep ued|)
Aouade Anua Bep woy 12seep

sana] Lanjod
uerdosd e sTuipuy Apms piea

o) saanesd so ‘sweiosd sEupuyy parajdinos aaadar Ajamaag SSUppR puw STUIPUY ARUIWDSSI] -
‘saatjod Aue Appopy e | jo uonmaadimu o) INgUIBO) . Aauade Anua I pue siur I
SHT 241 noydnoug NHdd RIEp pAloRnu0d y A pasoadde 10J SI1504 JOUINE-00 PUE MAIATY  »
sTUIpUL SNQUISIP IMUN] e | ~[]A\ 01 SULIOJ PYOEPAL LGNS« | 01 SULIOF PIITPAL PUSS Ajamadg siuipu UONBUTASSI(]
sfuipuy 191 Huap! [Ruosad Amssaoau dn-morog i Jo uonmanliaug o1 anguIne) . puE sisdjEny
[FUOLEU PUR [B30] 241203 = 10EPAI PUE SULIOY [[B MIADY e | SPEX 21§ 10VILOOSULIO] MIAY sasdjeur Apunmjaid Mooy e BIRQ] E ASHY]
sassanoud
Burvosdun 104 s{jed [RUOIRY U
uonuFoaas
angnd se wonedoed uonedoyred s ueaapa o) uonedionaed jo
10 SAEIGILDD AA1AIAY  » 10 i quIsi] . 1A Jrew pue ajajdmo)
sassa0ud uonmuwajdun s||ea
218 [ea0] TUIQUASIP ULIO} I o smes 1aford woday
sy2am 7 o) dn Joy suuoy Asewuns pafoad Mapdwo) e SUONINSUI pur
yomqpaa) aned ap 19([0) . UONnNGLISIp siapunzi aendosdde puas pue
1 £aams ppeys sopuow pue “sapis wogy sauanb o puodsas
10U SSU01 1yjoo) saseyd vonmuawajdun 2s yara g
. Fumoqo) ges [eroj ums) e sassanoad jo Furpumsiapun
uoneyuawa|dun s amsua o} ysune| 1afoud oy soud uonejuamajdug
10 2ouds pue UM IPIAOL] . [e20] jo spoadse e 2asiaa) e | pea] aug Sunedonsed yaea (v sapepdn ssaufosd anpa0ay e 1afoag iz aseyg
sAaamns
Pata|dwos 1oy sadojaaud winas
PUE SINOGYIO] (M 211 (LD 0]
SULIO) PAIOJIE) PUR SIY|O0) [IRJN
uonediund 10) sans unuday
s|(ea (euoneu uo 1afosd uepdxy
SUOTANISUL
uonmudwajdun as po] dns
-Ag-dais yum wyjoor dojarag
SPUaTT AN XIS pur
s[iewa apejdua) oo SIoULT Wody YIRgpaa) uo paseq
dwsn suoissiuwad (e LD UOHDI{[0D BIRP 2} AUy
pue Aolemian [p2o| uEg) e (uonduraxa
uonsanb [eao| A0 PUR YAIEISII-TOU
PUR WLIGY S48 [230] J0 Suojiv 30 UONEUIULINAP) UOHEIUIWNIOP
0] UOHBLLIOIUE IPIALL] = Asoyepndal wwqns pue aredaig
no-|jos [B30] § 13af0ad SISPJOYIYES 1UEAI[aI WSl YAURISA-UOU JO BOBUILLIAP
211 50y uossiuad a1 . e Jo uawadedua amsuy o UOLID[[0D BIRP [ R anoudde pue maindy e
(52ms g} wny yoeqpazy ardoy s159 Joqud
aus paso]e) Ajjeao] Joj waned 2y jo yrap Ao e | Aprus pred Suisnoog s jsissy J2YE JIWIIISUT U0 YIRqPaa] A  »
SPEIT AUS 01 SEIPI IPIACL] - (e pruoneu Suunp saidoy MDA DINTEIDN| 1INPUOTY UNUNISUL YeIp M)
SPEa] AUS NUHd-HM YIm Jo suoissnasip ut aedioney . Anjrqiseag pue 2aumAda o yarqpaa) apiacad pue Moy e
sadoy pasodoud ssnasiy - sardo) noqe yoeqpaay 2w Arewind Jog soidon mataay aousuadxasisasam Asrjod pur
suonsanb asnoesd apraoad s1auumg ang [E207 Aq JWAWN0P AIBWINS |E21ULa U0 paseq suonsanb autgar
pun Sueiiosd pesmurgs pasie sodol 1saddns ‘sFunaaw ayEald sseapi sidol ujog tsuonsanb oidoy [enustod maiaoy e yuamdopanag

10y 1SUDIU1 JO SINSs 1SIFANG . peay ang ruoneu fuung . sBUNDMU pur0q AI0SIAPE 150} 1s2024u1 Jo sansst Ajod asodos e 1afoag 1] asuyg
speEay LIFIIA0
SSOH 07 1 g [raoc] g Bupuedpparg Nudd-HM anua) Jupruipaoo]) NHAd-HM ¥ SHAL S0uLEd OOVA
S1IPEF] SO [BI07] 4| > SpEI]I0f0ag pppIquy «——» Sy H PAppaquiy  4—j—» EI3pEX] §OH [EUOREN
WAL AAE]) YIeaf] [ero] WASAS AL IJEIF [EHonEN

VA Author Manuscript

VA Author Manuscript

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.



Page 18

Golden et al.

"6-792 "d :(9) 8'STOZ '19S [SURIL UID YOMISN (18858 PUE 9941o8id
uoIBY TWYIMM 8U1 Ul ADIIS pIED JISIINN B JO UOIBUILIBSSI PUe UoRBILSWS|ALW] WUawdojansd ayl Buenfer3 “|e 18 v ‘810D “uoissiwad s, J0yIne ay) Yim GTOZ “[e 18 8|00 Jsle paimonis a|qel
P

"196png
pue Juswabeue|A 40 9010 — GINO "WaISAS YfesH Bulutes] — SHT “YI0MIBN YoIeasay paseg-a0noeld YiesH s,UsWopy — NHg9d-HA “UOIBASIUILPY YI[BaH SUBIBISA — W/ "UOIBWIOSURL] [eInnd 79
/D PalsIusd-1usiied JO 80O — 10DIdO 'S30IAISS YI[EsH S,USWOM — SHM 8040 [2IUSD WA — ODVA "WSISAS 81eD UlesH — SOH "UifeaH aAeIfalu| pue Arejuswa|dwod — HID SuoleIAsIqqY

VA Author Manuscript VA Author Manuscript VA Author Manuscript

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.



Golden et al. Page 19

Table 2

Characteristics of women Veterans receiving outpatient care in FY17 at card study sites* benchmarked against
women Veterans receiving outpatient care in FY17 at any VA Site.
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Characteristics

Women Veterans at Card
Study HCSs (20 HCSsY)

Women Veterans at Any
VA HCS nationally (141
HCSs)

Median N = 3027 women
per HCS (Range
1129-6754 women)

Median N = 3052
women per HCS (Range
111-14,653 women)

Sites Median % (Range)

Sites Median % (Range)

Age, N (%)

18-44 years old
45-64 years old
65+ years old

Race/Ethnicity, N (%0)
American Indian/Alaska Native
Asian
Black/African-American
Native Hawaiian/Other Pacific Islander
White
Hispanic
Unknown

Rural/Urban, N (%)
Highly rural
Other rural
Urban
Island

Condition domains, N (%)
Infectious Disease
Endocrine/Metabolic/Nutritional
Cardiovascular
Respiratory
Gastrointestinal
Urinary
Reproductive Health
Breast
Cancer
Hematologic/Immunologic
Musculoskeletal
Neurologic
Mental Health/Substance Use Disorder
Sense Organ

Dental

Healthc (Amst). Author manuscript; available in PMC 2022 March 14.

39.4 (29.9-51.6)
43.8 (35.4-51.8)
13.4 (9.2-22.0)

1.2 (0.3-4.2)
1.0 (0.1-12.6)
17.9 (1.9-67.5)
0.8 (0.4-15.9)
65.0 (28.1-91.5)
6.7 (L.1-77.6)
6.0 (2.6-18.0)

0.6 (0.0-8.4)
28.2 (2.7-74.9)
66.5 (16.8-97.2)
0.0 (0.0-10.7)

31.1(21.0-38.3)
54.0 (39.1-66.4)
36.7 (28.9-51.3)
34.9 (22.7-40.0)
32.6 (21.3-46.2)
16.1 (12.0-21.7)
28.4 (20.1-39.1)
6.7 (4.2-11.7)
6.1(3.8-7.8)
9.9 (5.6-14.9)
59.9 (54.7-73.6)
32.0 (29.0-38.8)
52.3 (44.4-59.0)
36.7 (22.1-47.2)
11.4 (7.9-17.9)

38.8 (28.5-58.9)
46.7 (32.7-58.9)
13.8 (5.0-25.9)

1.1 (0.3-13.0)
0.8 (0.1-77.5)
15.4 (0.4-72.2)
0.8 (0.2-15.9)
69.5 (8.1-92.7)
3.4 (0.9-77.6)
6.3 (1.9-20.6)

0.7 (0.0-13.0)
31.6 (2.7-86.1)
65.7 (5.1-97.2)
0.0 (0.0-10.7)

30.2 (9.9-45.3)
55.6 (35.1-67.7)
38.2 (24.5-53.4)
36.3 (22.7-46.6)
34.9 (21.3-47.8)
16.7 (10.5-27.9)
27.7 (7.2-41.2)
6.1 (2.7-16.0)
5.8 (2.7-9.2)
9.9 (3.6-20.7)
61.2 (50.6-73.6)
32.7 (25.7-39.7)
53.2 (40.9-62.8)
36.5 (20.0-51.8)
12.0 (5.4-20.9)
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Characteristics Women Veterans at Card  Women Veterans at Any

Study HCSs (20 HCSs?) \é%gs)cs nationally (141

Median N = 3027 women  Median N = 3052
per HCS (Range women per HCS (Range
1129-6754 women) 111-14,653 women)

Sites Median % (Range)  Sites Median % (Range)
Dermatologic 26.1 (17.0-30.3) 25.4 (13.5-37.3)
Other 56.7 (47.9-66.5) 56.3 (18.9-68.5)

aHeaIth Care Systems (HCS) at the VA operate principally with one VAMC and multiple CBOCs; 20 HCSs participated in the card study.
Nationally in FY17 there were 141 HCSs. Median percentages reported for the Card Study HCSs reflect all women Veterans receiving outpatient
care at those HCSs, independent of whether those women participated in the Card Study. Data came from Veterans Health Administration, Office of
Women’s Health Services, Women’s Health Evaluation Initiative (WHEI) Master Database, FY00-FY16.
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