Community Care Research Evaluation & Knowledge (CREEK) 
Quarterly Call Minutes 
December 15, 2021

Website: Community Care Research Evaluation & Knowledge (CREEK) Center
Recording Link: https://dvagov-my.sharepoint.com/:v:/g/personal/emily_cooper4_va_gov/EbJulFbpz_dJjEVKPPQXYTQBggl1b9GB1D0uwEeKkDSNYw 
1) Special Announcement 
i) Dr. Stephen Marcus retiring the end of this year. He leaves the 31st
(a) Hopefully having a new person coming in January 3rd
(b) Honor working with CREEK
2) Community Care Leadership Challenges (Mr. Ryan Lilly, VISN 1 Network Director)
i) Community Care is by far the most significant strategic challenge. 
(a) Most significant worry that we have if we want to preserve the system
ii) Made substantial changes to the delivery system in these last few years.
(a) None based on evidence or research 
(b) Lack key information on how to evaluate systems
iii) MISSION Act was driven by the need to improve access.
(a) Stemmed from concerns about timely access to care: time or close proximity to care. 
(b) Not substantially solved either one of those issues for patients
1. E.g., Take someone from Northampton. They're too far from specialty care so driving all the way to Boston would not be reasonable. We're going to refer them to a community care provider and then we see that patient actually drives to a community care provider in Boston.
(c) Non-veteran patients routinely traveled to larger cities to get care, and veterans do the same thing, so even when you make them community care eligible, they still end up traveling to a hub site to get care.
iv) Know patients are getting more care outside the system but they're also getting more care inside the system.
(a) Shifting traditional care that was paid for with other insurance or Medicare into the VA
(b) In 2019 VISN one spent about $350,000,000 to purchased care.
(i) In 2021 it was around $800,000,000, so more than double in 2 years.
1. That's not sustainable financially
2. Veterans will lose out by not having high quality VA care






Q&A with Mr. Ryan Lilly

Q1: How is the referral coordination initiative going in the VISN and how is it being implemented? Is it changing Veterans’ minds about where they should get care?

A: It's a more intensive upfront case management to make sure that the VA options are well known to them before they go out into the community. It's probably our key strategy the last couple years to get that care back into the system. RCI is really trying to put more information in front of the Veteran before they take the CC route.
E.g., You are eligible for CC, but we could send you to a VA facility you know and they can probably get you in within the next 2 weeks. Our experience when we sent the last 10 patients out to the community for this service, they waited an average of 2 months.
No “magic wand” to get Veterans in faster on the outside than the 29 days. The lived experience of a lot of patients has been that the access was no better on the outside in terms of timeliness.

Q2: The RCI seemed like it was driven by anecdote and not by science. Now trying to evaluate it is going to be really hard retrospectively. How do we make those connections up front as researchers and say hey, we will help design something at the beginning of a huge initiative like this and maybe collect data to analyze at the end? How do we overcome the anecdote as researchers?

A: There are certainly different phases of RCI. You can sort of self-certify that you've implemented it. Our pilot site was in White River Junction, Vermont in the Cardiology Clinic and it really took. They reviewed every incoming consult and actually called the patients and offered them a chance to get their care in the VA system before anything else happened.
If they said yes, then VA scheduled the appointment and we saw about a 50% reduction from the number of consults that went to Community Care from Cardiology from just from doing that intervention. This could be a baseline evaluation factor by specialty.

Q3: What types of care do you worry most about outsourcing to the community?

A: Most worrisome for the sustainment of the system is when we have capacity in a particular specialty and we're still referring care for whatever reason. It is a little bit different for each site.
E.g., 8 hospital systems across New England. Boston and Connecticut are two big 1A facilities. They are big referral sites for northern New England, especially Boston. The entire population of New Hampshire can get community care if they so choose. For a place like Manchester, it is important for them to keep primary care and mental health in house. But referrals still need to go to Boston for them to maintain their 1A status.

Q4: What do you attribute the upsurge in purchasing care among urban VA facilities like Boston?

A: Community Care became the easiest avenue. Testing and information tends to get lost, thus done twice (at VA and in community)

Q5: I feel like there's a gap in terms of training resourcing and empowering VA providers and how to get veterans the care they need in the community. Are there any initiatives you're aware of to try and do this?

A: I think your analysis is accurate that it's a gap. I'm not sure anybody is doing it. I think the places I've seen do it best tend to have special specialization within the Community Care office, so certain individuals will work only certain types of concepts and they essentially get to know their network and so, if you're sending somebody out for nephrology you know that would go to one person in Community Care who does all the nephrology consults for the whole region.

Q6: How much do we know about how well our community providers are doing? How do we go about comparing quality between VA and non-VA?

A: I worry about a few things. This responsibility of somehow trying to measure quality of every provider in the US potentially is clearly beyond our scope.
There are particular things within the Community Care contracts that are required for quality oversight. There are components of credentialing and there's a fairly limited set of data that those outside providers have to supply. I think this is a huge challenge for us. This is a huge gap that the research community could potentially help to fill. 30 or 40% of all consults to Community Care eventually are cancelled for whatever reason. That's a pretty alarming number.

Q7: Is the integration of the two offices (Access and Community Care) going to improve things? How do you keep care in the VA and how do you send it out when needed? How do you pull the lever in the right direction?

A: IVC is the Integrated Veterans Care initiative. I do believe that if we do it successfully it makes all the sense in the world. There is no reason to segregate the two. They're both trying to achieve the same thing, which is get Veterans timely access to care at the appropriate place, either inside or outside the system. We are in the midst of this transformational shift toward technology, accelerated because of the pandemic, but will likely remain. The MISSION Act does not take this into consideration.

3) Community Care Data (Dr. Megan Vanneman, Data and Measurement Science Hub)
i) Office of Community Care and VSSC are working on a Tier 2 dataset which includes various forms of data, including claims data
ii) The claims data for Tier 2 is not yet complete, but they're hoping to complete it soon  
(a) Data from 2018 and later
(b) Claims data analysis prior to 2018 would still have to be done with other data sources. 
iii) Continuing to work on this topic and will continue to update you after conversations with all entities.
4) High Performing Providers (Dr. Michelle Mengeling, Policy & Implementation Hub)
For more detailed information, please see OCC’s HPP slides:


i) High Performing Providers or HPP
(a) Name is temporary
ii) Purpose of having this HPP designation was to enable Community Care staff to be able to quickly identify and communicate to Veterans the availability or distinguish between the providers.
(a) Important for Veterans who didn't have a preferred community provider. 
(b) These designations are documented, and available in both the Provider Profile Management System (PPMS) and the Health Share Referral Manager (HSRM).
iii) Three designations for HPP
(a) Yes - The provider meets the criteria based on quality and cost-efficient care. 
(b) No - They do not meet the quality and cost-efficient care criteria, or they are not taking new patients
(c) Unknown - There's not enough data or they don’t have a designation yet
iv) HPP designations come from the Community Care Network contractors and they flow into PPMS on a quarterly basis and they can change over time.
(a) The specialties that are eligible for HPP designations differ by the contractor’s region (See OCC slides)
(b) The algorithms that determine providers’ HPP designation differ by contractor and are proprietary. (See OCC slides)
v) The goal is to have the designation appear on va.gov, so it's the public facing website, where a Veteran sees what community providers are available
5) OCC Updates 
i) Three different sets of meeting minutes from our Office of Community Care meetings 
(a) Thirty-minute meeting once a month with OCC to talk about research findings, policy updates, questions, etc.
6) CREEK RFA (Dr. Kristin Mattocks, Communications Hub)
i) Posted in January 
(a) Applications through the beginning of February


Thank You!
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Background: High Performing Provider (HPP) Designation
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The UM HPP project introduces three HPP designations (Y, N, U) to easily identify high performing community 
providers when managing referrals, scheduling, and providing care coordination for Veterans. 


DESIGNATION DEFINITION


Y (Yes) Provider meets the HPP designation based on the quality and cost-efficient care criteria


N (No) Provider does not meet the HPP designation based on the quality and cost-efficient care criteria


U (Unknown)


This is the default value and indicates that a Provider’s HPP designation has not been submitted to PPMS


Note: The CCN Contractor submits HPP data on a quarterly basis and designation are subject to change. The CCN Contractor is responsible for designating 
providers with Y/N. If the Contractor leaves the HPP designation field blank, null, or any other value besides Y or N, PPMS will set the HPP designation to U.


The HPP designations are documented and visible in both the 


Provider Profile Management System (PPMS) and the 


HealthShare Referral Manager (HSRM) to enable facility 


community care staff to quickly identify and communicate to 


Veterans the availability of high performing providers when 


an eligible Veteran does not have a preferred community 


provider.







HPP Designation Process by CCN Contractor
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The High Performing Provider (HPP) designation evaluates Community Care Network (CCN) providers based on 
quality and cost-efficiency criteria. The intent is for Veterans to have the opportunity to be scheduled with the 
highest quality CCN providers available. 


Notes:
• This HPP designation and submission process (via the provider file) will be uniform across all CCN Regions.
• HPPs are visible in the provider file and the PPMS real-time search 


1 2 3


CCN Contractor 
processes HPP 


metrics and 
conducts HPP 


algorithm


CCN Contractor 
submits HPP 
designation 


(Yes/No/Unknown) 
via the provider file 


in the Provider 
Profile Management 


System (PPMS)


Facility scheduling staff 
can view, and schedule 


Veterans, with HPPs 
using the HealthShare 


Referral Manager 
(HSRM)







Which Specialties are Eligible for the HPP Designation in CCN R1-3 
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Specialty* Subspecialties


Allergy Allergy and Allergy and Immunology


Cardiology
Cardiac Diagnostic, Cardiology, Cardiovascular Disease, Clinical Cardiac Electrophysiology and  
Interventional Cardiology


Ear, Nose, and Throat Laryngology, Otolaryngology, Otology, Pediatric Otolaryngology, Rhinology and Surgery Head and Neck


Endocrinology Endocrinology and Diabetes and Metabolism


Family Medicine Family Practice, General Practice and Preventive Medicine


Gastroenterology Digestive Diseases, Endoscopy, Gastroenterology and Hepatology – Liver Disease


General Surgery Colon and Rectal Surgery, Proctology, Surgery and Surgery Abdominal


Internal Medicine Internal Medicine and Pediatric Internal Medicine


Nephrology Nephrology


Neurology Neurology, Neurology and Psychiatry and Neuromuscular Disease


Neurosurgery, 
Orthopedics and Spine


Back and Spine, Hand, Knee, Neurological, Orthopedic, Shoulder and Sports Surgeries


Obstetrics and 
Gynecology


Gynecology, Obstetrics and Obstetrics and Gynecology


Pediatrics Adolescent Medicine, Pediatrics and Pediatric Adolescent


Pulmonology Pulmonary Medicine


Rheumatology Rheumatology


Urology Urology


*These specialties are specific to Regions 1 – 3 (Optum) and differs from Regions 4 & 5 (TriWest). 
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How are CCN Providers Designated as HPP 


Optum will evaluate whether the CCN providers achieved pre-determined quality and cost-efficiency results. 


*This HPP algorithm is specific to Regions 1 - 3 (Optum) and differs from Regions 4 & 5 (TriWest). 


Percent HPP Algorithm Components*


75%
Healthcare Effectiveness Data and Information Set (HEDIS) and Physician 
Quality Reporting System (PQRS) Primary Care Measures


25% United Healthcare (UHC) Premium Designation (PD)


Participating providers are eligible for the HPP designation if the provider:


1. Is located within the region


2. Practices in one of the 16 provider specialty types


3. Achieves the following:


a) Performs in the top 75th percentile for HEDIS measures AND


b) Performs in the top 70th percentile for the PQRS measure AND


c) Earns the UHC PD for the assigned specialty


How are CCN Providers Designated as HPP in CCN R1-3 
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The below specialties are eligible for HPP designation evaluation in Regions 4 & 5. 


Cardiology


Endocrinology


Gastroenterology


General Surgery


Mental Health


Neurology


OB/GYN


Orthopedic


Primary Care


Pulmonology


1


2


3


4


5


7


8


9


10


11


6 Urology


How are CCN Providers Designated as HPP in CCN R4 & R5 
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3. How TriWest (Region 4) Designates CCN Providers as HPP 


TriWest will evaluate whether the CCN providers achieved pre-determined quality and cost-


efficiency results. 


Percent *HPP Algorithm Components


75%
Healthcare Effectiveness Data and Information Set (HEDIS) Primary Care 
Measures


25% Blue Health Intelligence (BHI) Primary and Specialty Care measures


Participating providers are eligible for the HPP designation if the provider:


1. Is an active provider within the region


2. Practices in one of the 10 specialty types


3. Has a score in the top 75th percentile for HEDIS measures (Primary Care)


4. Has no peer reviewed Practice Level 3 findings in the past year (Level 3 findings represent cases 
where the provider clearly acted outside the standard of care)


How are CCN Providers Designated as HPP in CCN R4 & R5







HPP Staggered National Deployment Dashboard


9* Jan-Oct data is for R1-3 only; R4 data added starting Nov; R5 data added Oct ‘21
** Some providers are in multiple regions


Oct Nov Dec Jan 21' Feb 21' Mar 21' Apr 21' May 21' June 21' July 21' Aug 21' Sept 21' Oct 21' Nov 21'


Yes 146,690 156,660 182,420 187,510 195,565 195,565 195,607 203,186 209,495 212,010 215,643 210,752 209,216 206,936


No 35,920 35,920 48,647 46,655 47,120 47,120 47,024 45,301 49,303 38,436 48,132 39,183 48,459 48,683
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CCN Region 1-5  PPMS Data (November 2, 2021)


Designation Region 1 Region 2 Region 3 Region 4 Region 5
Regions 


1 - 5


Yes
84,717 


(26.89%)
74,973 


(24.10%)
44,247 


(24.77%)
2,997 


(1.33%)
2


(0.06%)
203,186 
(20.11%)


No
4,608 


(1.46%)
7,369 


(2.37%)
5,890 


(3.30%)
31,516 


(13.97%)
80


(2.38%)
49,303 
(4.88%)


Unknown
225,771 
(71.65%)


228,733 
(73.53%)


128,475 
(71.93%)


185,992 
(82.46%)


3,283
(97.56%)


757,841 
(75.01%)


Total** 315,098 311,074 178,617 220,505 3,365 1,010,330







Product Effectiveness (PE) Evaluation & Key Findings


Full functionality and usability of the HPP field could not be assessed


due to the lack of awareness of the HPP field resulting in zero utilization


of the HPP field by interviewees. Of the 34 interviewees, only 23% of


participants (N=8) were aware of the HPP field prior to PE’s engagement,


and only 12% of participants (N=4) were aware of why the HPP field was


added.
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The HPP Team partnered with the PE Team to develop quantitative and qualitative measures to determine the 
functionality, usability and adoption of the HPP designation in PPMS.


Design/Process


The PE Team held 20-minute interviews 


with questions targeting functionality, 


usability, and adoption. A total of 34 staff 


in various positions were interviewed.


Findings


Next Steps/Solutions:
➢ Partnered with the OCC Strategic 


Comms Team to bolster some of 
our communication/educational 
resources


➢ Updated the FGB to include step-
by-step instructions for locating the 
HPP designation in PPMS/HSRM


➢ Collaborating with the 
Transformation Team to 
incorporate HPP content into the 
E2E Training


➢ Partnering with the Trainings Team 
to hold office hours 







Provider Directory-Future State
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The HPP Team received formal approval from VA leadership to place the HPP designation on VA.gov, the public-
facing website in which Veterans can locate providers using the provider directory. VA.gov will only display Y 
(Yes) designations to indicate HPPs as a future state enhancement.


Note: This will be on the va.gov provider directory page as a future state 
enhancement


VA.gov Directory Legend


HPP: Y (Yes)


➢ The website will 
display the definition 
of the Y designation


➢ Veterans will have 
access to more 
information through 
education tools linked 
to a provider locator 
webpage 







HPP Current Status


• New naming convention in final stages of approval


• Finalizing due diligence meetings with Quality team and PPMS per ELC


• Change Request in process of submission to PPMS to assess designation 
information functionality 


• Cross collaboration with Community Provider Core Training Team
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