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health care is a top priority for the US

Department of Veterans Affairs (VA)
Veteran Health Administration (VHA),
whose core mission is to improve the health
and well-being of US veterans. Thus, news
of long wait times for medical appoint-
ments in the VHA sparked intense national
attention and debate and led to changes
in senior management and legislative ac-
tion.! On August 8, 2014, President Barack
Obama signed the Veterans Access, Choice,
and Accountability Act of 2014, also known
as the Choice Act, which provided an ad-
ditional $16 billion in emergency spending
over 3 years to improve veterans’ access to
timely health care.? The Choice Act sought
to develop an integrated health care net-
work that allowed qualified VHA patients
to receive specific health care services in
their communities delivered by non-VHA
health care providers (HCPs) but paid for
by the VHA. The Choice Act also laid out
explicit criteria for how to prioritize who
would be eligible for VHA-purchased civil-
ian care: (1) veterans who could not get
timely appointments at a VHA medical fa-
cility within 30 days of referral; or (2) vet-
erans who lived > 40 miles from the closest
VHA medical facility.

VHA decision makers seeking to improve
care delivery also need to weigh trade-offs
between alternative approaches to provid-
ing rapid access. For instance, increasing
access to non-VHA HCPs may not always

Providing high-quality, patient-centered
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decrease wait times and could result in loss
of continuity, limited care coordination,
limited ability to ensure and enforce high-
quality standards at the VHA, and other
challenges.>® Although the concerns and
views of elected representatives, advocacy
groups, and health system leaders are impor-
tant, it is unknown whether these views and
preferences align with those of veterans. Ar-
guably, the range of views and concerns of
informed veterans whose health is at stake
should be particularly prominent in such
policy decision making.

To identify the considerations that were
most important to veterans regarding VHA
policy around decreasing wait times, a
study was designed to engage a group of
veterans who were eligible for civilian care
under the Choice Act. The study took place
1 year after the Choice Act was passed. Vet-
erans were asked to focus on 2 related ques-
tions: First, how should funding be used
for building VHA capacity (build) vs pur-
chasing civilian care (buy)? Second, under
what circumstances should civilian care be
prioritized?

The aim of this paper is to describe dem-
ocratic deliberation (DD), a specific method
that engaged veteran patients in complex
policy decisions around access to care. DD
methods have been used increasingly in
health care for developing policy guidance,
setting priorities, providing advice on ethi-
cal dilemmas, weighing risk-benefit trade-
offs, and determining decision-making
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authority."* For example, DD helped guide
national policy for mammography screen-
ing for breast cancer in New Zealand."® The
Agency for Healthcare Research and Qual-
ity has completed a systematic review and a
large, randomized experiment on best prac-
tices for carrying out public deliberation.®!>!*
However, despite the potential value of this
approach, there has been little use of delib-
erative methods within the VHA for the ex-
plicit purpose of informing veteran health
care delivery.

This paper describes the experience en-
gaging veterans by using DD methodology
and informing VHA leadership about the re-
sults of those deliberations. The specific aims
were to understand whether DD is an accept-
able approach to use to engage patients in
the medical services policy-making process
within VHA and whether veterans are able to
come to an informed consensus.

METHODS

Engaging patients and incorporating their
needs and concerns within the policy-mak-
ing process may improve health system
policies and make those policies more pa-
tient centered. Such engagement also could
be a way to generate creative solutions.
However, because health-system decisions
often involve making difficult trade-offs,
effectively obtaining patient population
input on complex care delivery issues can
be challenging.

Although surveys can provide intuitive,
top-of-mind input from respondents, these
opinions are generally not sufficient for re-
solving complex problems.'> Focus groups
and interviews may produce results that
are more in-depth than surveys, but these
methods tend to elicit settled private pref-
erences rather than opinions about what
the community should do.'® DD, on the
other hand, is designed to elicit deeply in-
formed public opinions on complex, value-
laden topics to develop recommendations
and policies for a larger community.!” The
goal is to find collective solutions to chal-
lenging social problems. DD achieves this
by giving participants an opportunity to ex-
plore a topic in-depth, question experts,
and engage peers in reason-based discus-
sions.'®!? This method has its roots in polit-
ical science and has been used over several
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TABLE 1 Daylong Deliberation Session Components

Components Descriptions
Presurvey

Discover 3 things that everyone has in common;
(Ealal G Ll share something unique about yourself
Education Veteran and health care system perspective

Deliberation 1 Prioritize patient examples

Lunch

Education -

Veteran and health care system perspective; overview of the

el milen 2 criteria for the decision

Determine how funding should be allocated and determine

illbee oy & recommendations

Discuss the solutions presented and affirm or modify the initial

Postsurvey

decades to successfully inform policy mak-
ing on a broad array of topics nationally
and internationally—from health research
ethics in the US to nuclear and energy pol-
icy in Japan.”!'®221 DD has been found to
promote ownership of public programs and
lend legitimacy to policy decisions, political
institutions, and democracy itself.'®

A single day (8 hours) DD session was
convened, following a Citizens Jury model
of deliberation, which brings veteran pa-
tients together to learn about a topic, ask
questions of experts, deliberate with peers,
and generate a “citizen’s report” that con-
tains a set of recommendations (Table 1).
An overview of the different models of
DD and rationale for each can be found
elsewhere !>

Recruitment Considerations

A purposively selected sample of civilian
care-eligible veterans from a midwestern
VHA health care system (1 medical center
and 3 community-based outpatient clinics
[CBOCs]) were invited to the DD session.
The targeted number of participants was 30.
Female veterans, who comprise only 7% of
the local veteran population, were oversam-
pled to account for their potentially differ-
ent health care needs and to create balance
between males and females in the session.
Oversampling for other characteristics was
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TABLE 2 Scenarios Used in Democratic Deliberation?

Deliberation 1: Patient Case Examples

Darrell is a 72-year-old Army veteran with advanced heart failure, kidney problems, hypertension, and diabetes
mellitus who lives 30 miles from his CBOC, where he receives primary care, and 130 miles from his VAMC, which
provides his specialty care. His daughter has to take off work to drive him to the VAMC. Last year, the VA paid for
him to have heart surgery at a non-VA hospital closer to his home. But he was allowed only 1 visit with his non-VA
heart doctor after his surgery, and now has to get his follow-up care at the VAMC. He thinks the heart doctors at the
VA are good, but he wants to keep going to the non-VA heart clinic where he had his surgery because it’s closer to
his home and he wants to see the same heart doctor. He wishes he could receive all specialty care in the community
closer to his home.

David is a 68-year-old Air Force veteran and in fair health. His VA PCP left and he can’t get an appointment
with another VA PCP for 6 months. He feels that the VA provides good care and it’s getting better all the time.
He cannot afford to pay for non-VA civilian care. He feels that waiting 6 months is too long, so he wants to see a
non-VA civilian PCP in the meantime, until he can get back in with a new VA PCP.

Joan is a 36-year-old Army veteran who is in fair health. She has arthritis in her knees and back. She lives 30 miles
from her CBOC, where she receives primary care. She goes to a non-VA PCP when she has to see a doctor on short
notice, because she can’t get an appointment with her VA PCP soon enough. She likes her non-VA civilian PCP and
is unhappy with her VA PCP. Her VA PCP is always behind schedule, and Joan feels her VA PCP didn’t act quickly
enough to get her in for a test she needed for an urgent problem. She feels her VA PCP is rushed because the VA
doesn’t have enough doctors. Joan likes the care she has gotten outside the VA. She thinks it is professional,
thorough, and faster than the VA. She would prefer to see her non-VA civilian doctor for all of her primary care.

Deliberation 2: Buy vs Build Policy Options

Imagine you are members of the Veterans Affairs Committee in the US House of Representatives. There is an
additional $16 billion allocated to the VA. There are 2 proposed policy options that are being debated to achieve the
goal to ensure that all veterans currently waiting for treatment are provided with access to timely, convenient health
care as quickly as medically indicated. Both options include an additional $200 million to fund external oversight to
ensure that the system runs as efficiently as possible, $400 million for additional staff to eliminate claims and
appeals backlogs, and $400 million for information technology systems to support scheduling, purchasing civilian
care, and coordination of care. In your opinion, how should additional funding be divided between increasing the
ability of the VA to (1) provide care by VA providers by building new clinics, hiring more staff, and developing
telehealth and mobile health care delivery options (Build); or (2) pay for care from non-VA civilian providers? (Buy)

Abbreviations: CBOC, community-based outpatient clinic; PCP, primary care provider; VA, US Department of Veterans
Affairs; VAMC, VA medical center.

aParticipants were provided with 8 case examples (condensed here); see eAppendix A, available at www.mdedge.com
/fedprac for all 8 complete case examples.

not possible due to the relatively small sam-  Session Overview
ple size. Based on prior experience,” it was as-  The session was structured to accomplish the
sumed that 70% of willing participants would  following goals: (1) Elicit participants’ opin-
attend the session; therefore 34 veterans were  ions about access to health care and reasons
invited and 24 attended. Each participant re-  for those opinions; (2) Provide in-depth edu-
ceived a $200 incentive in appreciation for  cation about the Choice Act through presen-

their substantial time commitment and to  tations and discussions with topical experts;

offset transportation costs.

Background Materials

A packet with educational materials (Flesch-
Kincaid Grade Level of 10.5) was mailed to
participants about 2 weeks before the DD
session. Participants were asked to review
prior to attending the session. These mate-
rials described the session (eg, purpose, or-
ganizers, importance) and provided factual
information about the Choice Act (eg, eli-
gibility, out-of-pocket costs, travel pay, pre-

scription drug policies).
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and (3) Elicit reasoning and recommenda-
tions on both the criteria by which partici-
pants prioritize candidates for civilian care
and how participants would allocate ad-
ditional funding to improve access (ie, by
building VHA capacity to deliver more timely
health care vs purchasing health care from ci-
vilian HCPs).

Participants were asked to fill out a survey
on arrival in the morning and were assigned
to 1 of 3 tables or small groups. Each table
had a facilitator who had extensive experi-
ence in qualitative data collection methods
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and guided the dialogue using a scripted pro-
tocol that they helped develop and refine. The
facilitation materials drew from and used pre-
viously published studies.?** Each facilitator
audio recorded the sessions and took notes.
Three experts presented during plenary educa-
tion sessions. Presentations were designed to
provide balanced factual information and in-
cluded a veteran’s perspective. One presenter
was a clinician on the project team, another
was a local clinical leader responsible for mak-
ing decisions about what services to provide
via civilian care (buy) vs enhancing the local
VHA health system’s ability to provide those
services (build), and the third presenter was a
veteran who was on the project team.

Education Session 1

The first plenary education session with ex-
pert presentations was conducted after each
table completed an icebreaker exercise. The
project team physician provided a brief his-
tory and description of the Choice Act to
reinforce educational materials sent to par-
ticipants prior to the session. The health sys-
tem clinical leader described his decision
process and principles and highlighted con-
straints placed on him by the Choice Act that
were in place at the time of the DD session.
He also described existing local and national
programs to provide civilian care (eg, local
fee-basis non-VHA care programs) and how
these programs sought to achieve goals sim-
ilar to the Choice Act. The veteran presenter
focused on the importance of session partici-
pants providing candid insight and observa-
tions and emphasized that this session was a
significant opportunity to “have their voices
heard.”

Deliberation 1: What criteria should be used
to prioritize patients for receiving civilian care
paid for by the VHA? To elicit preferences
on the central question of this delibera-
tion, participants were presented with 8 real-
world cases that were based on interviews
conducted with Choice Act-eligible veter-
ans (Table 2 and eAppendices A, B, C, and D
available at www.mdedge.com/fedprac). Par-
ticipants were first instructed to read through
and discuss the cases as a group, then come
to agreement on prioritizing how the pa-
tients in the case scenarios should receive ci-
vilian care. Agreement was defined as having
complete consensus or consensus by the ma-
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jority, in which case, the facilitator noted the
number who agreed and disagreed within
each group. The facilitators documented the
criteria each group considered as they priori-
tized the cases, along with the group’s reason-
ing behind their choices.

Education Session 2

In the second plenary session, the project
team physician provided information about
health care access issues, both inside and out-
side of the VHA, particularly between urban
and rural areas. He also discussed factors
related to the insufficient capacity to meet
growing demand that contributed to the
VHA wait-time crisis. The veteran presenter
shared reflections on health care access from
a veteran’s perspective.

Deliberation 2: How should additional fund-
ing be divided between increasing the ability of
the VHA to (1) provide care by VHA HCPs; and
(2) pay for care from non-VHA civilian HCPs?
Participants were presented the patient ex-
amples and Choice Act funding scenarios
(the buy policy option) and contrasted that
with a build policy option. Participants were
explicitly encouraged to shift their perspec-
tives from thinking about individual cases
to considering policy-level decisions and the
broader social good (Table 2).

Ensuring Robust Deliberations

If participants do not adequately grasp the
complexities of the topic, a deliberation can
fail. To facilitate nuanced reasoning, real-
world concrete examples were developed as
the starting point of each deliberation based
on interviews with actual patients (delibera-
tion 1) and actual policy proposals relevant
to the funding allocation decisions within the
Choice Act (deliberation 2).

A deliberation also can fail with self-
silencing, where participants withhold opin-
ions that differ from those articulated first or
by more vocal members of the group.** To
combat self-silencing, highly experienced fa-
cilitators were used to ensure sharing from all
participants and to support an open-minded,
courteous, and reason-based environment for
discourse. It was specified that the best solu-
tions are achieved through reason-based and
cordial disagreement and that success can be
undermined when participants simply agree
because it is easier or more comfortable.
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FIGURE Deliberative Democracy Recruitment

Attempted phone calls _ Unable to contact
(n=127) o (n=23)
Contacted g Declined
(n=104) o (n=69)

A

Agreed to participate >
(n =35)

Cancelled/No show
n=11)

~

Participated in the deliberative democracy session

(n=24)

A third way a deliberation can fail is if in-
dividuals do not adopt a group or system-
level perspective. To counter this, facilitators
reinforced at multiple points the importance
of taking a broader social perspective rather
than sharing only one’s personal preferences.

Finally, it is important to assess the qual-
ity of the deliberative process itself, to en-
sure that results are trustworthy.”> To assess
the quality of the deliberative process, partic-
ipants knowledge about key issues pre- and
postdeliberation were assessed. Participants
also were asked to rate the quality of the fa-
cilitators and how well they felt their voice
was heard and respected, and facilitators
made qualitative assessments about the ex-
tent to which participants were engaged in
reason-based and collaborative discussion.

Data

Quantitative data were collected via pre- and
postsession surveys. The surveys contained
items related to knowledge about the Choice
Act, expectations for the DD session, beliefs
and opinions about the provision of health
care for veterans, recommended funding allo-
cations between build vs buy policy options,
and general demographics. Qualitative data
were collected through detailed notes taken
by the 3 facilitators. Each table’s deliberations
were audio recorded so that gaps in the notes
could be filled.
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The 3 facilitators, who were all expe-
rienced qualitative researchers, typed their
written notes into a template immediately
after the session. Two of the 3 facilitators led
the analysis of the session notes. Findings
within and across the 3 deliberation tables
were developed using content and matrix
analysis methods.*® Descriptive statistics
were generated from survey responses and
compared survey items pre- and postsession
using paired t tests or y? tests for categorical
responses.

RESULTS

Thirty-three percent of individuals in-
vited (n = 127) agreed to participate. Those
who declined cited conflicts related to dis-
tance, transportation, work/school, medi-
cal appointments, family commitments, or
were not interested. In all, 24 (69%) of the
35 veterans who accepted the invitation at-
tended the deliberation session. Of the 11
who accepted but did not attend, 5 cancelled
ahead of time because of conflicts (Figure).
Most participants were male (70%), 48%
were aged 61 to 75 years, 65% were white,
43% had some college education, 43% re-
ported an annual income of between $25,000
and $40,000, and only 35% reported very
good health (eAppendix D, available at
www.mdedge.com/fedprac).

Deliberation 1
During the deliberation on the prioritiza-
tion criteria, the concept of “condition se-
verity” emerged as an important criterion
for veterans. This criterion captured simul-
taneous consideration of both clinical ne-
cessity and burden on the veteran to obtain
care. For example, participants felt that pa-
tients with a life-threatening illness should
be prioritized for civilian care over patients
who need preventative or primary care (clin-
ical necessity) and that elderly patients with
substantial difficulty traveling to VHA ap-
pointments should be prioritized over pa-
tients who can travel more easily (burden).
The Choice Act regulations at the time of the
DD session did not reflect this nuanced per-
spective, stipulating only that veterans must
live > 40 miles from the nearest VHA medi-
cal facility.

One of the 3 groups did not prioritize
the patient cases because some members
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felt that no veteran should be constrained
from receiving civilian care if they desired
it. Nonetheless, this group did agree with
prioritizing the first 2 cases in Table 3. The
other groups prioritized all 8 cases in gen-
erally similar ways.

Deliberation 2

No clear consensus emerged on the buy vs
build question. A representative from each
table presented their group’s positions, ra-
tionale, and recommendations after delib-
erations were completed. After hearing the
range of positions, the groups then had an-
other opportunity to deliberate based
on what they heard from the other tables;
no new recommendations or consensus
emerged.

Participants who were in favor of allo-
cating more funds toward the build policy
offered a range of rationales, saying that it
would (1) increase access for rural veterans
by building CBOCs and deploying more mo-
bile units that could bring outlets for health
care closer to their home communities;
(2) provide critical and unique medical ex-
pertise to address veteran-specific issues such
as prosthetics, traumatic brain injury, post-
traumatic stress disorder, spinal cord injury,
and shrapnel wounds that are typically not
available through civilian providers; (3) give
VHA more oversight over the quality and
cost of care, which is more challenging to
do with civilian providers; and (4) Improve
VHA infrastructure by, for example, upgrad-
ing technology and attracting the best clini-
cians and staff to support “our VHA.”

Participants who were in favor of allocat-
ing more funds toward the buy policy also
offered a range of rationales, saying that it
would (1) decrease patient burden by in-
creasing access through community pro-
viders, decreasing wait time, and lessening
personal cost and travel time; (2) allow more
patients to receive civilian care, which was
generally seen as beneficial by a few partici-
pants because of perceptions that the VHA
provides lower quality care due to a shortage
of VHA providers, run-down/older facilities,
lack of technology, and poorer-quality VHA
providers; and (3) provide an opportunity to
divest of costly facilities and invest in other
innovative approaches. Regarding this last
reason, a few participants felt that the VHA is
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“gouged” when building medical centers that
overrun budgets. They also were concerned
that investing in facilities tied VHA to specific
locations when current locations of veterans
may change “25 years from now.”

Survey Results

Twenty-three of the 24 participants com-
pleted both pre- and postsession surveys.
The majority of participants in the session
felt people in the group respected their opin-
ion (96%); felt that the facilitator did not try
to influence the group with her own opinions
(96%); indicated they understood the infor-
mation enough to participate as much as they
wanted (100%); and were hopeful that their
reasoning and recommendations would help
inform VHA policy makers (82%).

The surveys also provided an opportu-
nity to examine the extent to which knowl-
edge, attitudes, and opinions changed from
before to after the deliberation. Even with
the small sample, responses revealed a trend
toward improved knowledge about key ele-
ments of the Choice Act and its goals. Fur-
ther, there was a shift in some participants’
opinions about how patients should be pri-
oritized to receive civilian care. For example,
before the deliberation participants generally
felt that all veterans should be able to receive
civilian care, whereas postdeliberation this
was not the case. Postdeliberation, most par-
ticipants felt that primary care should not be
a high priority for civilian care but continued
to endorse prioritizing civilian care for spe-
cialty services like orthopedic or cardiology-
related care. Finally, participants moved from
more diverse recommendations regarding ad-
ditional funds allocations, toward consen-
sus after the deliberation around allocating
funds to the build policy. Eight participants
supported a build policy beforehand, whereas
16 supported this policy afterward.

DISCUSSION

This study explored DD as a method for
deeply engaging veterans in complex pol-
icy making to guide funding allocation
and prioritization decisions related to the
Choice Act, decisions that are still very rel-
evant today within the context of the Mis-
sion Act and have substantial implications
for how health care is delivered in the VHA.
The Mission Act passed on June 6, 2018,
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TABLE 3 Case Prioritization by Group?

complex trade-offs and
expressed strong ra-
tionales for both sides

of the policy debate on
build vs buy. In addition,
the project yielded re-
sults of high interest to
VHA policy makers.
This work was pre-

sented in multiple ven-
ues between 2015 to
2016, and to both local
and national VHA leader-
ship, including the local
Executive Quality Lead-

Civilian Care Group 1 Group 2 Group 3 Considerations Used to
Priority Prioritize Case Studies
Highest Did not 1. Darrell® 1. Darrell® e Life-threatening condition
prioritize 2. Bill® 2. Bill® e Multiple comorbidities (poor health)
e Long distance from VAMC
(~100 miles)
* Not physically well enough to drive
3. Matt 3. Sarah e Condition serious but not
4. Susan 4. Matt life-threatening
5. Sarah 5. Susan e Patient in significant pain/mobility
limitations
¢ Middle aged, not as old/frail as
Bill or Darrell
Lowest 6. Joan 6. Theresa * Medical condition not as severe or no
7. David® 7. DavidP medical condition (eg, appointment
8. Theresa 8. Joan el il pliysifesly

e Live relatively close to a VAMC
® In good or fair health overall

e Wait time

Abbreviation: VAMC, Veteran Affairs medical center.

aAll case studies are included in eAppendix A, available at www.mdedge.com/fedprac; each group was asked to
prioritize for civilian care the 8 case study patients (Darrell, Bill, Matt, Susan, Sarah, Joan, David, and Theresa) from
1 (highest) to 8 (lowest); Group 1 discussed but ultimately chose not to prioritize the case study patients.

bCase study available in Table 2.

with the goal of improving access to and the
reliability of civilian or community care for
eligible veterans.*” Decisions related to ap-
propriating scarce funding to improve ac-
cess to care is an emotional and value-laden
topic that elicited strong and divergent
opinions among the participants. Veterans
were eager to have their voices heard and
had strong expectations that VHA leader-
ship would be briefed about their recom-
mendations. The majority of participants
were satisfied with the deliberation pro-
cess, felt they understood the issues, and
felt their opinions were respected. They ex-
pressed feelings of comradery and commu-
nity throughout the process.

In this single deliberation session, the
groups did not achieve a single, final con-
sensus regarding how VHA funding should
ultimately be allocated between buy and
build policy options. Nonetheless, partici-
pants provided a rich array of recommen-
dations and rationale for them. Session
moderators observed rich, sophisticated,
fair, and reason-based discussions on this
complex topic. Participants left with a
deeper knowledge and appreciation for the
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ership Boards, the VHA
Central Office Commit-
tee on the Future State
of VA Community Care,
the VA Office of Patient
Centered Care, and the
National Veteran Ex-
perience Committee.
Through these discus-
sions and others, we saw
great interest within the
VHA system and high-
level leaders to explore ways to include
veterans’ voices in the policy-making pro-
cess. This work was invaluable to our re-
search team (eAppendix E, available at www
.mdedge.com/fedprac), has influenced the
methodology of multiple research grants
within the VA that seek to engage veterans
in the research process, and played a pivotal
role in the development of the Veteran Expe-
rience Office.

Many health system decisions regard-
ing what care should be delivered (and
how) involve making difficult, value-laden
choices in the context of limited resources.
DD methods can be used to target and ob-
tain specific viewpoints from diverse pop-
ulations, such as the informed perspectives
of minority and underrepresented popula-
tions within the VHA.'® For example, fe-
male veterans were oversampled to ensure
that the informed preferences of this pop-
ulation was obtained. Thus, DD methods
could provide a valuable tool for health
systems to elicit in-depth diverse patient
input on high-profile policies that will have
a substantial impact on the system’s patient
population.
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Limitations

One potential downside of DD is that, be-
cause of the resource-intensive nature of de-
liberation sessions, they are often conducted
with relatively small groups.® Viewpoints of
those within these small samples who are
willing to spend an entire day discussing a
complex topic may not be representative of
the larger patient community. However, the
core goal of DD is diversity of opinions rather
than representativeness.

A stratified random sampling strategy that
oversampled for underrepresented and mi-
nority populations was used to help select a
diverse group that represents the population
on key characteristics and partially addresses
concern about representativeness. Efforts to
optimize participation rates, including pro-
viding monetary incentives, also are help-
ful and have led to high participation rates in
past deliberations.”

Health system communication strategies
that promote the importance of becoming in-
volved in DD sessions also may be helpful
in improving rates of recruitment. On par-
ticularly important topics where health sys-
tem leaders feel a larger resource investment
is justified, conducting larger scale deliber-
ations with many small groups may obtain
more generalizable evidence about what in-
dividual patients and groups of patients rec-
ommend.” However, due to the inherent
limitations of surveys and focus group ap-
proaches for obtaining informed views on
complex topics, there are no clear systematic
alternatives to the DD approach.

CONCLUSION
DD is an effective method to meaningfully
engage patients in deep deliberations to
guide complex policy making. Although
design of deliberative sessions is resource-
intensive, patient engagement efforts, such
as those described in this paper, could be
an important aspect of a well-functioning
learning health system. Further research
into alternative, streamlined methods that
can also engage veterans more deeply is
needed. DD also can be combined with
other approaches to broaden and confirm
findings, including focus groups, town hall
meetings, or surveys.

Although this study did not provide con-
sensus on how the VHA should allocate
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funds with respect to the Choice Act, it did
provide insight into the importance and fea-
sibility of engaging veterans in the policy-
making process. As more policies aimed at
improving veterans’ access to civilian care are
created, such as the most recent Mission Act,
policy makers should strongly consider using
the DD method of obtaining informed vet-
eran input into future policy decisions.
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