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BACKGROUND: Virtual care is critical to Veterans Health
Administration (VHA) efforts to expand veterans’ access to
care. Health care policies such as the Veterans Access,
Choice, and Accountability (CHOICE) Act and the Main-
taining Internal Systems and Strengthening Integrated
Outside Networks (MISSION) Act impact how the VHA
provides care. Research on ways to refine virtual care
delivery models to meet the needs of veterans, clinicians,
and VHA stakeholders is needed.

OBJECTIVE: Given the importance of virtual approaches
for increasing access to high-quality VHA care, in Decem-
ber 2019, we convened a Think Tank, Accelerating Imple-
mentation of Virtual Care in VHA Practice, to consider
challenges to virtual care research and practice across
the VHA, discuss novel approaches to using and evaluat-
ing virtual care, assess perspectives on virtual care, and
develop priorities to enhance virtual care in the VHA.
METHODS: We used a participatory approach to develop
potential priorities for virtual care research and activities
at the VHA. We refined these priorities through force-
ranked prioritization and group discussion, and devel-
oped solutions for selected priorities.

RESULTS: Think Tank attendees (n = 18) consisted of
VHA stakeholders, including operations partners (e.g.,
Office of Rural Health, Office of Nursing Services, Health
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Services Research and Development), clinicians (e.g.,
physicians, nurses, psychologists, physician assistants),
and health services researchers. We identified an initial
list of fifteen potential priorities and narrowed these down
to four. The four priorities were (1) scaling evidence-based
practices, (2) centralizing virtual care, (3) creating high-
value care within the VHA with virtual care, and (4) iden-
tifying appropriate patients for virtual care.
CONCLUSION: Our Think Tank took an important step in
setting a partnered research agenda to optimize the use of
virtual care within the VHA. We brought together research
and operations stakeholders and identified possibilities,
partnerships, and potential solutions for virtual care.
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INTRODUCTION

A critical component of a health care system such as the
Veterans Health Administration (VHA) is the ability to adapt
care delivery models to meet changing priorities and expect-
ations." 2 Policies enacted to expand veterans’ access to care,
such as the Veterans Access, Choice, and Accountability
(CHOICE) Act® and the Maintaining Internal Systems and
Strengthening Integrated Outside Networks (MISSION) Act,*
as well as natural phenomena like pandemics, disrupt and can
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have a long-term impact on access to and delivery of health
care, thus affecting how the VHA provides acute, chronic, and
urgent care. Identifying how a system such as the VHA can alter
its health care delivery when necessary may inform efforts by
other systems to improve their access to care programs.

Compared to civilians, veterans experience a disproportionate
burden of disease related to suboptimal health behaviors and
social determinants of health that make access to care more
challenging.”® Addressing the factors underlying health out-
comes requires increasing the capacity for care delivered outside
the traditional face-to-face encounter.” '® Access to care is influ-
enced by numerous factors including patient and clinician pref-
erence and satisfaction, patient acuity and care requirements,
clinical and support staffing, and available infrastructure.'" '*
Thus, new methods and models may be required to meet the
VHA'’s ever-changing needs to ensure long-term access to care.

Although the VHA serves a unique population, it is not
unique in its need to address challenges related to access to
care and population health management. Like all large health
systems, it must consider opportunities to enhance care, and
research conducted in the VHA can significantly inform care
in other health care systems in the USA and abroad. Lessons,
methods, and models developed in the VHA may be especially
applicable for systems with similar characteristics, such as (a)
a large number of facilities requiring integration of services;
(b) a focus on population health and related payment strate-
gies; (c) the use of patient-centered medical homes; (d) a large
percentage of patients with lower socioeconomic status or
high mental health considerations; and (d) a need to integrate
multiple clinical care, training, and research objectives.

Virtual care is a critical component of the VHAs efforts to
expand veterans’ access to care and to improve population
health. Virtual care is defined as clinical interactions with
clinicians that do not require patients and clinicians to be in
the same room at the same time.”* '* '* Benefits of virtual care
for clinicians include increased access for primary and spe-
cialty appointments to veterans in rural areas or with physical,
psychosocial, geographical, or transportation barriers.'> '
While the VHA relies on a developed telehealth infrastructure
to facilitate patient communication with health care teams,
there are disparities in technology use and access, particularly
in regard to veterans who are older, living in rural areas, or of
lower socioeconomic status.'’ Additional research studies and
improvement science projects are needed within the VHA to
improve care delivery via virtual care.

We convened a 4-hour Think Tank, Accelerating Imple-
mentation of Virtual Care in VHA Practice, in December 2019
to (a) examine current virtual care research and practice, (b)
consider challenges to virtual care research across the VHA,
(c) discuss novel approaches to using and evaluating virtual
care, and (d) assess perspectives of virtual care from a variety
of stakeholders. We operationalized these aims as:

1. Identify ways to improve and advance future virtual care
delivery and research in the VHA.

2. Prioritize future work and opportunities among research-
operations collaborations in the VHA.

METHODS
Preparation

In preparation for the Think Tank, we convened a planning
group of seven health services researchers and two clinicians
with experience in virtual care research, operations, and/or
implementation science.'® ' We drafted a preliminary Think
Tank agenda and identified relevant national and local VHA
stakeholders to invite to the Think Tank based on our group’s
experience and familiarity with VHA research and operations.

Veteran Research Engagement Panel. We presented to the
Veteran Research Engagement Panel (VetREP), a group of
veterans and veteran caregivers who meet monthly to provide
veteran-focused research input. VetREP members articulated
the importance of virtual care, and that it should supplement
rather than replace current VHA care. Additionally, VetREP
members expressed concerns regarding insufficient veteran
internet access, familiarity with virtual care tools, or owner-
ship of newer technologies, which could exacerbate disparities
in health outcomes. In response to VetREP feedback, we
created three case studies demonstrating how VHA research-
ers and clinicians currently use their telehealth infrastructure to
provide clinical care to veterans. These case studies highlight-
ed the diversity in virtual care at the VHA and set the context
for our Think Tank discussions. Overall, we relied on VetREP
feedback as we framed the Think Tank questions and activities
to ensure that veterans’ perspectives on, comfort with, and
ownership of virtual care technology were considered.

Think Tank Survey. We emailed a survey to a targeted group
of'local, regional, and national VHA stakeholders at 10 weeks
and 7 weeks prior to the Think Tank to help us refine its
agenda and discussion points. We created survey items and
prepopulated responses based on opinions and insights from
our group. The survey consisted of six questions and asked
respondents to rank order prepopulated or write-in responses
(Table 1). We received a 46% response rate (n = 6/13). We
used survey responses to develop overarching key questions
for the Think Tank (Table 2) and to refine our format and
logistics. For example, we arranged attendee seating so that
both research and operations partners were included in each
small group.

Think Tank Activities (Fig. 1)

Developing Potential Priorities for Virtual Care. The first
activity was a 1-2-4-all liberating structures activity.?? For this
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Table 1 Think Tank Survey Questions

Table 1. (continued)

Please answer the following questions regarding telehealth & virtual
care. For the purposes of this survey, we define “virtual care” as any
distance-based method to provide health care (e.g., telehealth, mobile
health [mHealth]). Responses to these questions will help us refine the
agenda and content discussed during the Think Tank.

1. Please rank the types of future research in virtual care you consider to
be of greatest importance for the VHA from most important to least
important.

* Staffing of virtual care

* How to sustain veteran and caregiver engagement in virtual care

* Implementation and adoption of virtual care in the VHA

* Virtual care in the context of a certain disease (please state the disease)
* Quality improvement projects

* Rapid turn-around research (e.g., study duration less than one year)

* How to identify the right population for virtual care

* Virtual care in the context of a certain population (please state the
population)

* Other (please describe)

2. Please rank the types of future data in virtual care you consider to be
of greatest importance to you in your role at the VHA from most
important to least important.

* Data on effectiveness (please describe a specific aspect of effectiveness
if pertinent)

* Qualitative & quantitative data regarding provider and staff
perceptions/use/preferences for virtual care

* Qualitative & quantitative data regarding veteran and caregiver
perceptions/use/preferences for virtual care

« Staffing & workforce considerations in virtual care (i.e., information
on cost and number/type of staff needed in virtual care)

* Implementation/adoption/use of virtual care across facilities/integrated
service networks

* Qualitative & quantitative data regarding administrator perspectives for
virtual care

* Use of virtual care in the context of a certain population (please state
the population)

» Use of virtual care in the context of a certain disease (please state the
disease)

* Other (please describe)

3. Please rank the needs you consider to be most important in
implementing virtual care in the VHA practice from most important to
least important.

* Greater availability of clinical staff (ie, nurses, physicians, NPs, PAs,
pharmacists)

* Guidelines/assistance in implementation

* Guidelines/assistance in research/quality improvement practices

* More research on effectiveness (please describe a specific aspect of
effectiveness if pertinent)

* More/different equipment

* Researchers who can quickly design & complete studies and provide
you with data

* More research on veteran and caregiver engagement

* Quicker timeframe between research and implementation in practice
* Greater availability of non-clinical staff (ie, schedulers, billers, coding)
* Other (please describe)

4. Please rank the barriers listed below to using virtual care within the
VHA from biggest barrier to smallest barrier.

* Not enough staffing

* Lack of evidence of clinical effectiveness

* Veterans and caregivers do not like it

* Not enough funding

* Clinical staff do not like it

* Not enough equipment

* Clinical staff do not know how to use it

* Veterans and caregivers do not know how to use it

* Lack of institutional buy-in

¢ Other (please describe)

5. Please rank the most important virtual care topics you want to discuss
at our Think Tank from most important to least important.

* Uptake/adoption of new virtual care programs in the VHA

* Working collaboratively across VHA offices to design/implement
virtual care programs

* Sustainability of virtual care in the VHA

* Use of virtual care in the context of a certain disease (please state the
disease)

* VHA staff and administrator perceptions/use of virtual care

* Veteran and caregiver perceptions/use of virtual care

(continued on next page)

* Virtual care & the MISSION Act (i.e., the changing health care
payment environment)

« Use of virtual care in the context of a certain population (please state
the population)

« Other (please describe)

6. If there is anything that you would like to share with us about
attending our Virtual Care Think Tank, please provide that information.

VHA, Veterans Health Affairs; NP, nurse practitioner;, PA, physician
assistant, MISSION Act, Maintaining Internal Systems and Strengthen-
ing Integrated Outside Networks

activity, attendees were seated at tables of four people. First,
each attendee had 2 minutes to reflect and brainstorm
responses to two prompts: “In your role, what do you think
are the top priorities for virtual care for VHA?” and “What are
pressing needs for the VHA in virtual care?” Second,
individuals were given 3 minutes to pair up and compare
commonalities and differences in their responses. Third,
two sets of pairs were allowed 4 minutes to compare
responses and identify commonalities and differences.
Each foursome then reported all commonalities to the
larger group. While groups were reporting out, a research
assistant wrote each priority on a separate large sheet of
paper on the wall.

Voting on Potential Priorities. The second activity involved
attendees voting on potential priorities using a modified
forced-ranking prioritization method.”> ** Participants were
given 10 votes (represented by stickers), which could be
allocated to any of the 13 research priorities, with a maximum
of 3 votes per item. Participants were given no specific prior-
itization criteria but were asked to determine, based on their
perspectives, the most important unanswered priorities in

Table 2 Think Tank Activities

Key questions addressed during the Think Tank

* What are the perspectives of stakeholders including clinicians,
veterans, caregivers, non-clinical staff, and administrators regarding the
use of virtual care?

* What are the characteristics of an effective virtual care program?

» What are valid clinical and non-clinical outcomes when using virtual
care?

* What does an effective partnership among researchers and operations
partners look like to advance virtual care use at the VHA?

» How should implementation and scalability be defined in virtual care
at the VHA?

* Among the various projects, where should the VHA and related
stakeholders prioritize efforts in regard to virtual care?

Developing next steps for selected priorities

Prompts

» What necessary information is needed to address this priority?

» Who are the important stakeholders to engage in addressing this
priority? (Describe global and specific stakeholders)

* What are the key clinical and organizational data needs and
measurement domains that would define success?

Reporting Out

* What are the key takeaways from this priority? (Describe the
importance of this priority, any patterns/conclusions that are emerging,
and hypotheses that can be made)

* What are the next steps in addressing this priority?

VHA, Veterans Health Affairs
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Pre-Think
Tank

Meetings with Durham-based researchers
with expertise in virtual care, health
services, and implementation science

Identified gaps in virtual care
research and relevant stakeholders

Initial development of priorities based on
expert consensus; survey development;
survey sent to relevant stakeholders

Developed initial list of stakeholder

priorities
Discussion of initial priorities & virtual care
experiences with Veteran Research

Engagement Panel

Refined the Think Tank agenda

Participatory approach to brainstorm and

develop potential priorities

Created list of potential priorities

Group discussion and voting on potential

priorities

Ranked list of the potential priorities

Think Further discussion to select priorities to

Tank further focus and brainstorm
Activities

Identified 4 priorities

Small group discussions to generate next

steps for select priorities

Reflections on Think Tank and List of

priorities

Discussed challenges and next
steps for top priorities

Created group of stakeholders
focused on virtual care

Figure 1 Order of Pre-Think Tank and Think Tank activities

virtual care for the VHA. We used color-coded stickers to
indicate individuals’ self-identified affiliations: primarily re-
search, primarily operations, or both research and operations.
Attendees had 20 minutes to vote for priorities by placing
stickers on priority lists, after which a research assistant tallied
the number of stickers on each sheet of paper. The full group
discussed the rankings of priorities and selected priorities for
further consideration during the remainder of the Think Tank.
Although attendees could advocate for addition of a priority
ranked lower than fifth or suggest removal of a priority ranked
fifth or higher, we required group consensus for addition or
removal of priorities.

Developing Next Steps for Selected Priorities. The final
activity consisted of working in small groups to brainstorm
solutions to the top four priorities. Attendees self-selected a
priority for this activity. Each group was asked to articulate
necessary information needed to address their specific priority
in regard to stakeholders, data needs, takeaways, and next
steps (Table 2). After the full group discussion, we ended the
Think Tank by summarizing main takeaways and future direc-
tions for virtual care at the VHA.

RESULTS
Think Tank Participants

Think Tank participants (z = 18) included VHA operations
partners; clinicians; researchers with expertise in health serv-
ices and implementation science; and local, regional, and
national administrators. Participants self-identified as primar-
ily research (n = 10), primarily operations (7 = 6), or primarily
research and operations (n = 2).

Development of Potential Priorities for Virtual
Care

We identified fifteen potential priorities (Table 3) at the com-
pletion of the first activity. During discussion, attendees posed
such questions as the appropriate organizational level (i.e.,
system or patient) at which virtual care should exist, or how
to engage vulnerable patients using virtual care modalities.
Due to significant conceptual overlap, we created two catego-
ries: (1) reducing disparities and promoting equity (by com-
bining “reducing disparities” and “promoting equity”), and (2)
aligning modality and disease (by combining “aligning the
virtual care modality with the clinical problem” and “patient-
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Table 3 Identified Think Tank Priorities

Priority (shortened priority)

1. How can we create valued care within the VHA with virtual care
(creating high-valued care)?

2. What virtual care services can be centralized or regional/local
(deciding central, regional, or local)?

3. What are meaningful data needs and measurement domains of virtual
care in the VHA (measuring virtual care)?

4. How can we take an evidence-based practice and scale it (scaling-out
programs)?

5. How can we use virtual care for behavior change (changing
behaviors)?

6. How can we educate providers to meaningfully utilize virtual care to
optimize uptake (educating clinicians)?

7. *How can we use virtual care to reduce health disparities and promote
equity (reducing disparities, promoting equity)?

8. How can we share resources across the VHA to optimize care
(sharing resources)?

9. How can we triage patients for telehealth appropriateness (triaging
appropriately)?

10. **How can we align the virtual care modality with the clinical
problem (aligning modality & disease)?

11. What are the barriers to virtual care (addressing barriers)?

12. How can we integrate virtual care into the electronic health record
(integrating into the EHR)?

13. How can we maximize collaboration with the Office of Connected
Care and service line priorities (increasing collaboration)?

*We created this priority by combining “reducing disparities” and
“promoting equity” after discussing how these two priorities shared
many similarities

**We created this priority by combining “aligning the virtual care
modality with the clinical problem” and “patient-level triage for
telehealth appropriateness” after discussing how these two priorities
shared many similarities

VHA, Veterans Health Affairs

level triage for telehealth appropriateness”). We ended the
activity with thirteen priorities for virtual care.

Rankings of Potential Priorities

After voting on thirteen potential priorities, we narrowed the
list to the top five priorities with the highest number of stickers
(Fig. 2). Group discussion addressed (a) whether the priorities
could be addressed by research, (b) the presence of available

Total

Creating high-valued care 26 15
Deciding central, regional, or local 25 13
Measuring virtual care 23 14
Scaling-out programs |20 14

Changing behaviors 16 9

Educating clinicians 14 6

Reducing disparities, promoting equity 11 10

Triaging appropriately 110 7

Sharing resources 10 18

Aligning modality and disease 9 S

Addressing barriers 8 4

Integrating into the EHR 3 0

Increasing collaboration 2 0

data to make operational decisions, (c) research questions and
designs, (d) operational concerns, and (e) additional stake-
holders who should be included in decision-making. As we
determined that measuring virtual care was implicit in the
other four top priorities, we removed this priority and included
“data needs” as a crucial consideration in next steps. We
completed this activity with four top priorities: scaling pro-
grams, centralizing virtual care, creating valued care, and
aligning modality and disease.

Development of Next Steps for Selected
Priorities

We identified the necessary information, key stakeholders,
data needs, takeaways, and next steps (see Table 4) for four
priorities.

Priority 1: How Can We Take an Evidence-Based Practice
and Scale It?. The identification of core components for

successful virtual care practices is essential. These components
may include staffing and stakeholders, infrastructure and
equipment, and data needs. For staffing, roles and responsibil-
ities of individuals participating in the practice should be
clearly articulated within the health care system (e.g., provid-
ing technical support, outlining clinician and support staff
activities). Key stakeholders include other participating indi-
viduals throughout the organization (e.g., veterans, clinicians,
administration) as well as process and redesign teams and local
champions to promote the use of the practice. Stakeholder buy-
in facilitates the availability of infrastructure and equipment to
promote the practice. Important data needs may include pro-
cess data collected during implementation and adoption, vet-
eran and clinician satisfaction, cost, unintended consequences,
quality measures, and clinician effort and time allocation. The
key takeaway is that identification of standardized virtual care
processes can help decrease variability in delivery and use of
virtual care.

Research Operations Research & Operations

PN S NNP PR OO G 0 0N
PP oONNNONERFPRFEP O WS

Figure 2 Rankings of potential priorities. Think Tank participants (n = 18) were provided with 10 stickers to vote on potential priorities. Of the
18 participants who participated in voting, 10 self-identified as primarily research, 6 self-identified as primarily operations, and 2 self-identified
as primarily research and operations. EHR, electronic health record.
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Table 4 Key Areas of Information, Stakeholders, Data Needs, Takeaways, and Next Steps for 4 Priorities

Priority 1: How can we take evidence-based practice and scale it (scaling-out programs)?

Necessary information
Identification of the active

ingredients and core practices

of successful virtual care
programs

Articulation of roles and
responsibilities for each part
of the virtual care process at
each level in the health care
system

Key stakeholders
Global: Research,
operations, systems level
stakeholders; veterans and
caregivers; policymakers;
community partners
SE(eciﬁc: Process &
redesign teams; educators
to train & retrain staff;
local champions

Data Needs
Process data during
implementation &
adoption

Veteran, caregiver,
clinician, and staff
satisfaction

Cost and quality (ie,
HEDIS, SAIL)
Ability to capture
unintended
consequences

Takeaways

Certain data needs cut
across all diseases, but
further discussion should
identify additional disease-
specific data needs
Standardized processes for
virtual care use and
implementation can
decrease in variability in
virtual care use

Real-time analysis of
virtual care can help
accelerate virtual care
implementation and
adoption

Priority 2: What virtual care services can be centralized, regional, or local (deciding central, regional, or local)?

Necessary information

Clarification of what services
the VHA should prioritize in-

house and what services
should be sent to the com-
munity

Assessment of how quality of

care and veteran experience

differ at each of the different

levels of virtual care

Key stakeholders
Global: Veterans and

caregivers; Medical center

directors

Specific: Chief Medical
U%lcers; VHA Central
Office stakeholders

Data Needs

Data to address supply
and demand for virtual
care

Patient reported
outcomes, quality of
care, and clinical
outcomes

Number of veterans who
use VHA care for the 1*
time, and retention of
veterans in VHA care

Takeaways

Unclear pathways for
decision-making make
discussions about strengths
and weaknesses challeng-
ing

Tailoring virtual care can
occur within service areas
High amount of regulation
may decrease innovation
and slow time to
implementation

Priority 3: How can we create high-value care within the VHA with virtual care (creating high-valued care)?

Necessary information

Clarification of what parts of

virtual care are managed
locally vs. nationally
Identification of
decision-making capabilities
for initiating virtual care

Examination of effectiveness

of VHA virtual care vs.

community care on outcomes

Key stakeholders
Global: VHA Offices of:
Care in the Community;
Connected Care; Patient
Care services; Rural
Health; Finance; Policy
and Planning

Specific: Service lines;
Tocal health system
stakeholders

Data Needs

Veteran, caregiver, and
clinician willingness to
use, and satisfaction
with, virtual care at the
VHA

Veteran and caregiver
satisfaction and
preferences for care
in/out of the VHA
Impact on care, referral
time, clinic volume, and
documentation by

specialty

Takeaways

Examination of when,
how, where, for whom,
and by whom virtual care
is an appropriate and
equitable option
Identification of methods
to triage appropriate
veterans and service lines
for virtual care
Identification of VHA’s
capacity and resources to
meet the needs of veterans

Priority 4: How can we align the virtual modality with the clinical problem (aligning modality and disease)?

Necessary information
Identification of resources
needed (e.g., finances,
clinicians, staff to assist

veterans in using virtual care)

to ensure appropriate use of
virtual care

Identification of modality of
care (i.e., fixed or flexible)
and end-user (i.e., specific
population, individual)

Defining the right patient for

virtual care

Key stakeholders
Global: Veterans and
caregivers; Service lines;
VHA Central Office; and
VHA Offices of:
Connected Care, Rural
Health, and Health Equity
Specific: Local facility
directors, service line
leads, and information
technology stakeholders

Data Needs

Continuous screening
for veteran, caregiver,
and clinician preferences
for satisfaction with
virtual care

Impact of virtual care on
wait times for specialty
consults and care

Takeaways

Challenges exist in
aligning the patient’s
abilities and preferences to
use virtual care, diagnosis,
and the virtual care
modality

Partnership between
research or program
offices to help inform the
development, evaluation,
and continued use of
virtual care

Developing partnerships
between researchers,
operations, and other
stakeholders is important
to use virtual care
effectively

Next steps

Identification of
generalizable components of
virtual care in order to
develop a best practice
guide to focus virtual care
implementation efforts

Next steps

Discussion of how to
encourage use of VHA
health care services
Identification of how virtual
care across the VHA
functions in changing
funding and policy climates

Next steps

Identification of how VHA
policies and procedures
incentivize or disincentivize
the use of virtual care
Highlighting and
positioning virtual care as a
highly valued service at the
VHA so that veterans will
choose the VHA for their
care

Next steps

Determination of
appropriate characteristics
and screening measures that
can predict modality use in
veterans and clinicians
Examination of how virtual
care augments or replaces
in-person care across disease
states

HEDIS, Healthcare Effectiveness Data and Information Set; SAIL, Strategic Analytics for Improvement and Learning Value Model; VHA, Veterans

Health Affairs
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Priority 2: What Virtual Care Services Can Be as
Centralized or Regional/Local?. The examination of the

VHA’s current central, regional, and local virtual care use by
service line (e.g., primary care, mental health, specialty care) is
important. Data on virtual care use can inform and dictate what
care is delivered, and by whom, at each level. In regard to care
delivery and virtual care use, the impact of shifting health care
from local patient-aligned care teams to clinicians at regional
or central locations should be understood. Key stakeholders
include individuals who facilitate the use of virtual care (e.g.,
clinicians, administrators) to provide insight into the context,
available resources, and strategic directions for the VHA.
Important data needs may include supply and demand for
clinical care services at each level, acuity within service lines,
and health and quality of care outcomes. The key takeaway is
that national, regional, and local stakeholder participation,
when aligned, can ensure that virtual care resources are used
with equipoise to improve access to care at the VHA.

Priority 3: How Can We Create High-Value Care Within the
VHA with Virtual Care?. The consideration of how to use

virtual care to provide the best care to veterans, resulting in
optimal outcomes, at a cost-effective and affordable price is
critical.*® Considerations may include decision-making and
resource allocation. In regard to decision-making, the process-
es for initiating, implementing, and sustaining virtual care
within the VHA at the national, regional, and local levels
should be communicated clearly. Key stakeholders may in-
clude administrators throughout the organization (e.g., VHA
national offices, local service line leaders and health system
administrators, financial officers) as well as veteran represen-
tatives to ascertain how virtual care can be enhanced and
leveraged as a service of high-value care to veterans. Involve-
ment of key stakeholders can assist in the development of
policies to triage veterans to the appropriate service lines and
ensure that the VHA has the capacity and resources to meet
their needs. Important data needs may include veteran satis-
faction and preferences for care in/out of the VHA, clinician
and veteran willingness to use virtual care, and impact of
virtual care delivery on clinician staffing and resource use.
The key takeaway is that clarifying which parts of virtual care
are to be managed nationally, regionally, and/or locally is
critical to providing high-value care in the VHA

Priority 4: How Can We Align the Virtual Modality with the
Clinical Problem?. The alignment of clinical condition,

appropriate virtual care modality, and veteran’s abilities and
preferences is significant. This alignment may include the
creation of a matrix that describes the most appropriate
modality (e.g., synchronous/asynchronous, telehealth, video)
for various clinical conditions (e.g., diabetes, dermatologic
needs, hypertension). Key stakeholders include clinicians,
veterans and caregivers, and clinical service line
administrators to provide insight into appropriate patient
populations (e.g., clinical characteristics of veterans’

situation and presentation, need to tailor to specific
populations) and resources available (e.g., staff to assist
veterans and clinicians in using virtual care, allocation of
clinician effort for virtual care visits) to promote appropriate
use of virtual care. Important data needs include veteran,
caregiver, and clinician preferences for, and satisfaction
with, virtual care as well as the impact of virtual care at the
organizational level (e.g., referral wait times, resource
allocation, staffing needs and workload). The key takeaway
is that identification of the right patient, appropriate clinical
need, and right virtual care modality can increase effectiveness
of virtual care while ensuring optimal use of VHA virtual care
resources.

DISCUSSION

The Think Tank, Accelerating Implementation of Virtual Care
in VHA Practice, examined current virtual care use, discussed
novel approaches to using and evaluating virtual care, and
assessed perspectives of virtual care from a variety of VHA
stakeholders to develop a shared understanding of VHA vir-
tual care priorities. Leveraging the VHA’s existing resources
(including its integrated, nationwide telehealth infrastructure,
diverse operations partners, and an embedded, robust research
network) could improve health care delivery within the VHA
using virtual care methods. The design and timing of projects,
identification of relevant stakeholders and operations partners,
and appropriate data needs were at the forefront of many
Think Tank conversations. Overall, survey responses, Veteran
Research Engagement Panel feedback, and Think Tank find-
ings point to a critical need to accelerate implementation of
virtual care at the VHA.

Whereas most corporations are either a health care payer or
a provider of health care services, the VHA is both. A clarifi-
cation of roles and duties regarding virtual care throughout the
VHA would assist in developing, implementing, and adopting
successful virtual care programs. Creating partnerships
requires an understanding of the (a) decision-making pathway
in the VHA, (b) ownership of different components of virtual
care (i.e., software, hardware, staffing, data), (c) capacity of
the VHA to meet supply and demand for health care, and (d)
financial implications of virtual care. We began the first steps
in identifying shared virtual care priorities among research and
operations stakeholders by identifying and narrowing a list of
potential priorities through voting, discussion, and group
consensus.

Enhancing partnerships among research and operations
stakeholders could address potential controversy over accept-
ing a centralized approach or recognizing the need for adjust-
ment to meet local fit. Research and operations partnerships
can increase openness to pragmatic approaches and improve
the timeliness and implementation of relevant virtual care
projects. Many nationalized health care systems have
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embedded researchers responsible for examining the effective-
ness and optimal use of health care programs; the VHA could
glean insights from effective virtual care partnerships that have
been implemented successfully in countries with nationalized
health care systems. Successful partnerships can decrease the
research waste of virtual care projects that do not prove suc-
cessful or scalable, or which may eventually require de-imple-
mentation. As a health care system with embedded health
systems researchers, the VHA is poised to excel in the devel-
opment of research and operations partnerships.

There are some considerations regarding the Think Tank
which should be acknowledged. Although we invited veterans
and VHA stakeholders, several key individuals were unable to
attend; however, our Think Tank did include national, region-
al, and local stakeholders with telehealth decision-making
responsibilities. Virtual participation was not used, so findings
should be further vetted by stakeholders, veterans, and care-
givers; however, our Think Tank was expert-driven, and it
benefited from bringing together national research and oper-
ations stakeholders for in-person discussions.

CONCLUSION

Virtual care is important at the VHA; however, the success and
widespread use of virtual care is dependent upon implement-
ing innovative processes, encouraging their uptake by clini-
cians and veterans, and developing a useful evidence base so
that stakeholders can make appropriate decisions. By quickly
identifying and spreading successful projects, the VHA can
positively affect the care delivered to veterans. Our Think
Tank took an important step in setting an agenda to optimize
the use of virtual care within the VHA; in doing so, we realized
that (1) clarifying who “owns” virtual care is essential to its
success, and (2) creating a faster pipeline of inception to
implementation can help to align aims and timelines for re-
search and operations.
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