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[bookmark: _GoBack]TRANSLATING THE EVIDENCE
A. What evidence are you proposing to translate into practice?  
The American College of Rheumatology recommends routine laboratory monitoring of patients with Rheumatoid Arthritis (RA) who are prescribed non-biologic disease modifying anti-rheumatic drugs (DMARDS) and biologic DMARDS (ACR 2008 guidelines). Because these immunosuppressive medications carry risks (infection, cytopenias, transaminitis) and undertreated inflammatory arthritis is associated with poor outcomes, routine laboratory and clinical monitoring is a critical part of high quality care. I am proposing translating this evidence into clinical practice at the San Francisco VA Arthritis Clinic. 

1. Justify that this evidence is “ready for translation.” 
ACR clinical practice guidelines from 2008 support routine monitoring of patients on non-biologic and biologic DMARDS and were revisited and supported again in 2012. VA Central Office has designated routine (every 12 week) monitoring of patients receiving non-biologic DMARDs (methotrexate and leflunomide) to be a Pharmacy Quality Indicator, so this information is already being collected. 

2. Identify a single, key behavior change target for your translational activity. 
We aim for 85% of patients prescribed non-biologic DMARDs by a VA Rheumatologist to have CBCs and LFTs checked within the VA system or clearly reported if elsewhere, every 3 months. We additionally aim for 85% of our patients prescribed non-biologic or biologic DMARDs to be evaluated at least every 6 months in our clinic, unless specific exceptions are made and clearly documented in the medical record. 

B. Conduct a “gap analysis” of your target behavior.  Look to diverse sources for “best guess” estimates if specific measures are not available. 

1.  What is the quality (performance) gap?  
Only 60% of patients currently treated with non-biologic DMARDs receive the appropriate bloodwork every 3 months. The VA Central Office target for this quality metric is 75%. Additionally, 10% of patients prescribed DMARD or biologic therapy have been lost to follow-up care in the last 5 years. 

2.  What is the outcome gap? 
In a North American research cohort, it was found that abnormal transaminases developed in 14-35% of patients with inflammatory arthritis initiating DMARD therapy; the risks were greater in those receiving therapeutic doses of methotrexate (≥10 mg/day) or leflunomide (non-biologic DMARDs) (Curtis et al, ARD 2010). An older study of 72 patients receiving methotrexate revealed minor side effects in 46 patients (63.8%) and major side effects (severe infection, cytopenia, respiratory failure, seizures, gastrointestinal bleeding) were present in 7 (9.7%), 2 of whom died (Gispen et al, J Rheumatol 1987). Based on these data, we estimate that 15-20% of those treated in our clinic could develop serious side effects, so we are causing (y cases) of avoidable morbidity and mortality in this population. 

C.  Is there evidence that changing performance will improve health (clinical outcomes)?  
There is strong evidence that routine monitoring of patients with RA is beneficial for preventing, detecting, and mitigating adverse treatment effects related to non-biologic and biologic DMARDs. Additionally, there is strong evidence that a “treat-to-target” approach to treatment of RA, which is contingent upon frequent clinical evaluation and laboratory monitoring, improves clinical outcomes.
References: [will import]








COMMUNITY ENGAGEMENT
1.    Define the community/communities for your project and explain why each is a stakeholder for your study. 
· Patients, because patients are responsible for their own self-care and well-being while taking these medications
· Caregivers, because they can remind patients of the importance of completing this task
· Rheumatology providers (VA Attendings, non-VA Attendings, VA APRN, Rheumatology fellows, Medicine residents on rotation in clinic, MS III/IV students on rotation in clinic), because they are the prescribers and educators of patients; patients who are not up to date with labwork should not be prescribed these medications and patients who have been lost should be identified by providers and re-integrated into care
· Clinical support staff, because they are involved with patient care and at times respond to patient phone calls and may be of help in identifying patients who are at high risk of loss to follow-up
· Pharmacy staff, because they can help triage refill requests for patients who do not have appropriate labwork or an appointment scheduled in CPRS
· Laboratory staff, since patients often go to the lab and have the wrong bloodwork drawn 
· Primary care providers, because they may be able to help with patient education and assisting with ordering bloodwork if it is not in the computer  
· Appointment Schedulers, because they set patients up for a follow-up visit and, if educated, may be able to help identify patients who are high-risk of loss to follow-up
· Whoever controls our clinic scheduling blocks and clinic template (not sure), since these may need to be modified to improve patient scheduling/appointment attendance/lab attendance
· Department of Medicine Chair, because any systems-based changes to improve adherence to this strategy will need to be approved by him 
· Informatics (possibly) if strategies involve modification of order sets or alerts to promote safety and to access data from the EHR to quantify the problem (and demonstrate effectiveness of a new strategy)
· VA Office of Patient-Centered Care / Patient Advisory Board, because they represent the voice of a broader patient base and may be aware of other initiatives

2.    Describe your plan for approaching potential community partners to ask for their involvement.
· Focus groups with patients and caregivers to understand barriers and facilitators to getting routine bloodwork (Do patients forget? Do providers forget to order the right tests? Is the lab too far away? Do they live closer to a non-VA lab? Are follow-up appointments difficult to schedule, making bloodwork on the day of the appointment difficult to ensure?) Caregivers may have additional insight into patients’ health behaviors and could be included. 
· Focus groups with Rheumatology providers (VA Attendings, non-VA Attendings, VA APRN, Rheumatology fellows) to understand their perceived barriers (? Systems issues) to obtaining timely follow-up and routine bloodwork for patients
· Stakeholder workgroup at the clinic, including providers, clinical support staff, appointment schedulers and whoever controls block scheduling, to better understand each group’s perspective and get appropriate buy-in
· Meeting with Clinic Chief and Pharmacy staff most involved in filling immunosuppressive medications 
· Communication with (v meeting with) Primary Care providers, to explain needs and explore possibilities for co-management of labs; could hold over VTEL for providers in CBOCs 
· Meeting with Clinic Chief and Department Chair, to ensure buy-in 
· Meeting with informatics to review data I may want to abstract from the EHR to quantify the current gaps and track these metrics over time 

3.    Identify which stages of your project you'll incorporate community input, and describe what types of input you'll solicit.
· Design phase:
· Focus groups with patients/caregivers and providers, as their input will inform the design of any strategy to target the gap in care
· Stakeholder workgroup, to get buy-in and share ideas
· Pharmacy/Clinic Chief meeting, to get buy-in and share ideas
· Primary care provider meeting, to get buy-in and share ideas
· Department Chair/Clinic Chief meeting, to get buy-in and discuss alternative scheduling strategies
· Informatics, to extract data and brainstorm strategies
· Implementation phase:
· Input from patients/caregivers/providers regarding whether the strategy is working / identification of systematic barriers
· Stakeholder work-group – monthly meetings to evaluate progress and identify pitfalls/barriers
· Pharmacy / Primary care – bi-monthly or quarterly check-ins for process feedback
· Quarterly check-in with 
· as well as thoroughout the pro Weekly stakeholder workgroup at pilot site.  I’d like input from the multidisciplinary workgroup (which will include patients) on various aspects of the proposal from design, implementation, and analysis.  They will give input throughout of regular hurdles we have to overcome.  When I ask them to participate, I will consider the main benefits that each of these individuals will provide to the discussion (e.g., knowledge of practical logistical hurdles from the patient and caregiver perspectives that providers may have overlooked).
· Analysis phase
· Weekly meetings with Clinic Chief to discuss process 
· Weekly meetings with Informatics and Scheduling if appropriate to evaluate data 
· Check-ins with Clinic Chief / Department 
4.    Name three ways you plan to share your results, beyond writing an academic article or presenting at an academic conference.
· Share strategies/barriers/successes with other Rheumatology Clinic sites (UCSF, SFGH) 
· Share strategies with other VA clinics for whom this type of monitoring is similarly relevant (GI, pulmonary, ID/HIV)
· Could present at SFVA Department of Medicine Faculty Meeting
· Could share at VA Quality Scholars National Meeting in August 


ORGANIZATIONAL CULTURE AND BEHAVIOR
1. Based on Shortell’s article “An empirical assessment of high-performing medical groups: results from a national study", describe the organization/system in which your intervention will take place using the specific predictor measures within Environment, Resource acquisition, Resource deployment and Quality-centered care (Table 1).

Environment: San Francisco Veterans Affairs (SFVA) outpatient subspecialty clinic (Arthritis Clinic). The catchment area for the clinic extends from San Francisco to Eureka. Approximately 840 patients are seen each year (in 1700 clinical encounters). Of these, 59 received non-biologic DMARDs and 48 received biologic DMARDS (in 512 clinical encounters).  Percentage HMO penetration – N/A (VA system). Required outside data reporting – Yes, to VA Central Office. Percentage delegation of hospital risk – If I understand this correctly, N/A, since this is an outpatient clinic. The VA Central Office is also an important driver of policies. Ensuring appropriate medication monitoring and improving veteran access to services are current priorities of Central Office and is certainly related to this project. Although UCSF Health is an independent system, many physicians working at the SFVA have appointments at UCSF Health. 

Resource acquisition.  Ability to obtain health plan contracts – N/A (VA system). Ability to negotiate for additional income – I am not aware of this, but believe N/A. Percentage of revenue from Medicare – N/A (VA system). Capitalization per MD – yes (VA system). 

Resource deployment: 
Within the SFVA Arthritis clinic, there are 6 VA faculty attendings and 5 non-VA community-based volunteer attendings who staff the clinic, plus 6 clinical fellows, and often 1-2 medicine or podiatry residents and medical students. There is one charge nurse another nurse who are routinely present and assist with measuring vitals as well as patient education. There are 4 clinical schedulers who are not affiliated with Rheumatology. The clinic is part of the SFVA Health System. 

Quality-centered culture: Increasingly, there is a quality-centered culture at the SFVA. There is an Office of Systems Improvement, which helps individuals facilitate improvement projects of small and larger scales. Quality Improvement Involvement Index – unsure of this. Compensate individual physicians for quality and/or patient satisfaction and/or service to PO – I am not aware if the VA has yet implemented a pay for performance strategy since I am not paid for clinical work, but can find out. Measure patient satisfaction – the SFVA does measure patient satisfaction, though these scores are not frequently returned to clinicians and fellows or discussed in routine clinical practice. 

2. Discuss which of these factors might serve as barriers to successful implementation of your intervention, and how you will try to design an intervention to overcome these barriers. 

Environment – Currently, x% of our patients receiving DMARDS or biologics live a great distance from the SFVA (in Eureka, for example). SFVA Arthritis clinic providers cannot order bloodwork to be completed at CBOCs or at local non-VA facilities. Strategies to improve care for these veterans should focus on collaborating and communicating with providers at these CBOCs and may involve use of telehealth, which has historically been underutilized. 

Resource acquisition – One issue that may arise regarding resource acquisition is if the intervention we develop depends upon identifying and hiring additional personnel to monitor and track patients. If this is necessary, we would likely need to demonstrate the cost-savings of our intervention, but more likely we will need to consider limited (new) resources when developing and implementing our intervention.  

Resource deployment – Different faculty and different residents and students staff the clinic each week. Furthermore, most clinical fellows only rotate through clinic for one year, and their patients are redistributed to the fellow pool without a formalized sign-out process. Because of this changing cast of characters and the important role that each ultimately plays in ensuring that patients have had timely bloodwork and are not lost to follow-up, we will need to ensure adequate information sharing and buy-in. Because individuals may be more prone to making errors, devising a monitoring system that does not depend on any one person remembering to take an action (and instead focuses on automating a computerized process or system) will be ideal. Additionally, schedulers often rotate through clinic, and do not know which patients take DMARDS or biologics and must be scheduled/monitored, so this is another point of weakness in the system. Redesigning how we schedule follow-up appointments for patients who require regular laboratory and clinical follow-up will be critical.

Quality-centered culture issues. The SFVA is increasingly focused on patient-centered care (there is a Patient Advisory Board and Patient Centered Care Office) and and Office of Systems Improvement and Redesign. However, the Arthritis clinic staff have not participated in QI initiatives before and may need some orientation to this.  


MAPPING
1. Identify an individual (e.g., patient or provider) or group (e.g., community group or organization) that contributes to or is involved in the principal behavior you are attempting to change. Specify the desired behavior change (who needs to change what, when, where and how)?

The principal behavior target is to increase the proportion of patients prescribed DMARDs who: 1) have CBCs and LFTs checked every 3 months and 2) (measure and) increase the proportion of these patients who have a follow-up visit scheduled at the recommended time, over the next 12 months.  
There are (at least) 4 key groups, each with their own set of actions/responsibilities related to timely follow-up and monitoring. By identifying these, we can begin to identify beliefs that may underlie or drive these actions.   

1. Patients: responsible for filling their prescriptions, taking their medications as directed, communicating with the provider to ensure routine bloodwork has been ordered, going to the laboratory every 3 months to complete monitoring bloodwork, seeing or communicating with a provider every 3 months, returning the close-of-visit paper to the scheduling desk, contacting the VA to schedule a follow-up appointment (since a follow-up visit can’t be scheduled at the time of the visit), and potentially returning a missed phone call to schedule the follow-up appointment. Additionally may need to arrange transportation to SFVA on a shuttle or bus, and may need to arrange HOPTEL stay for visits. 

2. Providers: responsible for ordering patients’ prescriptions, ensuring patients are taking medications properly (ie weekly instead of daily, in the case of methotrexate, and taking weekly folic acid), soliciting information about medication side effects, determining the appropriate follow-up visit interval based on disease activity, ensuring that laboratory tests have been ordered. Not currently responsible for / no system in place to notify providers if patients have not refilled their medications or not gotten necessary bloodwork or not scheduled a follow-up in the recommend time frame.

3. Pharmacists: responsible for filling prescriptions ordered by providers. Not currently responsible for checking to see if patients have had monitoring bloodwork before medication is filled. 

4. Clinic schedulers: know nothing about patient disease history/severity, medication regimen, or last provider seen, but schedule follow-up visits when presented with clinic follow-up paper or when receive phone call based on what they are told by patient. More details of this process are unknown (but I’m working on it)

2. Using any of the individual explanatory theories in “Theory at a Glance”, develop an explanatory model for the target behavior (above) that you will be attempting to influence with your intervention.  You can also use the logic model of the problem concept as presented in Bartholemew and Mullen (Five roles for using theory and evidence in the design and testing of behavior change interventions). Be sure to include components beyond the individual, such as suggested by the socio-ecological model.
Environmental Factors
No feedback to providers about: 
· whether patients have refilled their meds
· whether patients have had bloodwork
· whether patients have had recommended follow-up
Health problems
1. Medication side effects
2. Poorer control of disease activity
3. Increased morbidity and loss of physical function/mobility
Personal determinants (patients)
· Lack of knowledge about potential harmful effects 
· Lack of consistent provider / relationship
· Belief that adverse drug events unlikely to affect them 
· Embarrassment discussing medication behaviors (non-adherence, concomitant alcohol use) with provider  
· Difficulty coordinating visit to clinic, lab, and pharmacy + transportation
· Difficulty remembering to visit lab
· Difficulty reaching someone to schedule follow-up
Behavioral Factors
· Failure to get bloodwork done before each visit
· Failure to contact VA to schedule return visit
· Vets minimize symptoms


Personal determinants (provider)
· Failure to check that patient has had bloodwork before ordering medication refill
· competing priorities for visit time
· lack of confidence in counseling 
· feeling that counseling and other interventions are not effective
· lack of knowledge about patient’s smoking status 
· lack of knowledge of patient’s motivation to change
Non Behavioral Factors
· Medication side effects may be asymptomatic / go unnoticed 
· Wait-times at lab may be long
· Geographic barriers to getting to VA clinic due to large catchment area of SFVA
· Physicians can’t order labs at other VA clinic sites
· Labs ordered at other sites don’t appear in CPRS – providers unaware
· Some disease activity is asymptomatic 

3. Create your own version of Table 1 from Michie et al (Making psychological theory useful for implementing evidence based practice: a consensus approach) that reflects some of the different theoretical domains and interview questions, tailored to the behavior you want to change. Be sure to select several domains likely to be of interest based on the literature or your experience/best guess. 
	Domain
	Target
	Interview Question

	Knowledge
	Patients
	Do patients know about guideline (to get bloodwork every 3 months)?
Do patients know about potential harms of medications (and importance of monitoring)?
Do patients know about the importance of coming to visits to optimize disease control to prevent morbidity from disease?

	Social/professional role and identity
	Providers
	How often do providers feel there are or should be ‘exceptions to the rule’ in terms of monitoring frequency?

	Self-efficacy
	Patients & Providers
	How difficult is it for patients to get their bloodwork completed prior to each medication refill? What barriers do they face? Is it hard to remember to get bloodwork? How difficult is it to come to visits? How difficult is it to schedule return visits?
How difficult is it (currently) for providers to figure out which of their patients currently take DMARDs?
How difficult is it for providers to figure out which of their patients on DMARDs are due to have bloodwork?
How difficult is it for providers to figure out which of their patients on DMARDs are due for a visit or recently missed a visit? 

	Beliefs about consequences
	Patients
	What do patients think will happen if they miss bloodwork, refills, or appointments?

	Motivation and goals
	Providers
	Do they feel they have the time to identify at-risk patients? 
Do providers face other competing priorities? 

	Memory, attention and decision processes
	Providers
	Is identifying patients who haven’t had bloodwork something they usually do? Is identifying patients who haven’t been seen something they usually do?
Can providers envision doing these things?

	Environmental context and resources
	Providers
	To what extent do current systems facilitate monitoring of patients? What barriers currently exist? Is there one specific way, or does everyone have their own way? Do other specialties do this well already? What are other strategies in place?
Would the additional monitoring require additional resources? Can a system be built that initially requires resources but then becomes integrated into clinic work-flow?

	Social influences/norms
	Patients & providers
	To what extent do patients rely on others to help them remember to schedule and attend appointments and get bloodwork? 
To what extent are providers rewarded for a system of improved monitoring (or is it just feeling good for doing the right thing?)

	Emotion
	Patients & providers
	Does getting bloodwork or attending visits provoke an emotional response?
Does increasing patient-tracking elicit an emotional response by providers (ie groan – one more thing I don’t have time for)

	Behavioral regulation
	Providers
	What steps are needed to create a system where monitoring and ensuring safety are automated and engage providers only when there are problems or gaps in care?

	Nature of the behaviors
	Providers
	[Creating PDSA cycles]


TOOLS
1. Use the COM-B model to identify what needs to change in order for ONE of your selected target behaviors to occur. 

	COM-B Components
	What needs to happen for the target behavior to occur?
	Is there a need for change?

	Physical capability    (Physical skills) 
	Patients need to physically go to the SFVA or CBOC lab to obtain bloodwork prior to their clinic appointment (and every 12 weeks). Providers need to order bloodwork before appointment. 
	No. While some vets have mobility issues, if they can be seen in clinic, they can get to the lab prior to their appointment.

	Psychological capability (Knowledge; Cognitive and interpersonal skills; Memory, attention and decision processes; Behavioral regulation)
	Patients need to remember to complete bloodwork every 12 weeks.  
	Yes, if patients are not seen in clinic every 12 weeks, it can be difficult for them to remember to complete the bloodwork.  

	Physical opportunity (Environmental context and resources) 
	Patients need time (immediately prior or immediately following visit) to obtain labs. Patients need to have the opportunity to schedule a return visit to ensure a date/time for the repeat bloodwork to be completed. Providers can get busy during clinic, but ordering and reviewing bloodwork is a priority and already should be part of routine care. 

	Yes (for some patients) this can be problematic if they have a shuttle to catch, or another appointment to get to, or if clinic is running late. Some patients live far from a VA clinic (even a CBOC). 

	Social opportunity        (Social influences)
	Patients need to see others getting their routine bloodwork. Providers accept the need for this monitoring as a social norm 
	Yes – providers don’t get feedback regarding how many patients are not getting routine bloodwork.

	Reflective motivation (Professional/social role and identity; Beliefs about capabilities; Optimism; Beliefs about consequences; Intentions; Goals)
	Patients need to understand the consequences of not getting bloodwork and not being regularly seen at clinic. Providers need to feel motivated to work together as a clinic to improve patient safety and access. 
	Yes. 

	Automatic motivation (Reinforcement; Emotion)
	Patients need to establish routines to complete bloodwork prior to each visit and establish a clear contingency or strategy if they are followed less frequently. 
	Yes. 

	Behavioral diagnosis of the relevant COM-B components:
	 List the COM-B categories you want to target with your intervention: 
Psychological capability; physical opportunity; social opportunity;  reflective and autonomic motivation



2. Use the APEASE criteria to identify appropriate intervention functions based on the behavioral diagnosis (See Table 2.3 in Michie et al Chapter 2) 

	Candidate intervention functions
	Is the intervention function needed based on the behavioral diagnosis? 

	Education
	Yes, patients should be educated about the risks associated with their medications and poorly controlled disease (this should already happen at the clinical encounter, but it would be useful to explore patient/provider perceptions of whether it already does to really know whether we should target our energy in this direction. 

	Persuasion
	No.  

	Incentivisation
	Yes, providers could have incentives for improving the proportion of their patients who are appropriately monitored. This incentive could be small in scope (local praise and recognition, a small award) or larger, though larger would likely be more difficult to institute.  

	Coercion
	No. 

	Training
	No. 

	Restriction
	Yes. Ideally, rules could be built into the pharmacy system to notify the patient, provider, pharmacist, and clinical scheduler if the patient is due for a refill and has not completed bloodwork. 

	Environmental restructuring
	Yes. Labwork should be coupled to clinical encounters and explicit plans should be made for patients not seen in clinic every 3 months (ie contract between patient, PCP, and rheumatologist that this will happen). It should be easier to schedule follow-up appointments (eliminate need to call VA to schedule follow-up) at the end of a clinic visit to ensure a ‘next visit’ is always on the books. 

	Modelling
	No. Clinic preceptors already model appropriate behavior, and I don’t imagine patients can have other patients ‘model’ good behavior. 

	Enablement
	Yes. Based on understanding patients’ perceptions of barriers to getting this done, one element of this intervention may likely be improving patient self-efficacy. 

	Selected intervention functions:
	List the selected functions your intervention(s) will serve. Select based on APEASE criteria (affordability, practicability, effectiveness/cost-effectiveness, acceptability, side-effects/safety, equity). 
Education/Enablement (improving patient knowledge and self-efficacy) – this is affordable, practical, and safe; Incentivisation (feedback to providers about how they are doing) – affordable, practical, effective, acceptable, equitable); Restriction/Environmental Restructuring– practical, effective, safe



3. For one of the intervention functions you selected, select a specific behavior change technique you will employ in your intervention strategy and specify how it will be delivered. See Table 3.3 in Chapter 3 of Behavioral Change Wheel (Michie et al) for list of most frequently used behavior change techniques for each intervention function.
a. BCW Intervention Function: Incentivisation
b. Behavior Change Technique: Feedback on behavior and outcomes of behavior, reward
c. Mode of delivery (i.e., intervention details): Working together with pharmacy, we will give each clinic provider a list of his/her patients receiving DMARDS who have AND haven’t had Top of Formtheir bloodwork completed in the 12-week time period. We will keep track of the monthly percentage of patients who are appropriately monitored using a run-chart. 


PROGRAM EVALUATION
1. Thinking about the protocol you are developing, identify the process and outcome indicators associated with the intervention/program and briefly describe an approach to measuring each.

Process indicators
· Proportion of veterans prescribed non-biologic DMARDS getting the recommended bloodwork every 3 months - data currently collected/monitored by pharmacy 
· Proportion of veterans prescribed non-biologic and biologic DMARDs who are seen in the recommended follow-up interval (3/6/12 months – varies) – can be measured by a combination of existing SQL query and chart review 
Outcome indicators
· Proportion of veterans prescribed non-biologic DMARDs with abnormal laboratory values (or other adverse events) - data currently collected/monitored by pharmacy 

2. Define one or more “intermediate” outcome measures [reflecting changes in environment, organizational culture, systems of care, patient or public behavior, and/or clinician behaviors] that can inform you about the mechanism by which your intervention achieves its downstream effect on health and inform you about the acceptability of your intervention. 

Routine measurement of bloodwork in these high risk patients is important not only for reasons related to patient safety, but also may reflect patient self-efficacy, patient engagement and strength of the patient/provider relationship. I think it may be important or meaningful to explore these domains in addition to looking at the proportion of veterans with abnormal lab values or the proportion of veterans retained in care. It will also be valuable to investigate the impact that sharing data with providers has on provider culture as well. 

3. Identify a mixed methods study design and briefly describe the quantitative and qualitative data you will collect for program/intervention evaluation.

Focus groups or semi-structured interviews could be conducted with patients to explore whether they have noticed a change in emphasis by providers and clinic staff on getting routine bloodwork, what barriers they currently face in getting bloodwork (or facilitators, if present), and if changes are present, have they had any (unintended) consequences such as reducing time for discussion of other important problems during the clinical encounter. Semi-structured interviews could also be conducted with providers to explore similar issues (perceived barriers and facilitators in getting more patients to have routine bloodwork) as well as whether focus on this issue has detracted from other issues. For quantitative analysis, pre/post surveys would likely be most useful (from patients? Or providers? Or both? Still considering). 
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