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Amy Linsky:
I am really happy to be here today to talk to you about the work that I am doing as part of my Career Development Award. Today's topic is entitled, "Reducing Inappropriate Medical Use by De-prescribing". I would like to start off by just acknowledging everyone who has been working with me on this project. 

My mentors here locally, my primary mentor is Steven Simon. The other members of the mentorship team as well as the advisory panel; the CDA Enhancement Initiatives mentor, Dr. Timothy Wilt; as well as everyone else who has contributed to make this work moving forward. As clearly, I am supported by a Career Development Award, but the conflicts of interest. 

With respect to the talk today, it is going to be sort of two overall objectives. The first is a little bit to talk about the experience of the Career Development Award. How I got on this topic. How I got on this topic. What it has been like as well as how the mentorship process has been. Then I am also going to discuss the work that I have done; and a little bit about the work that I have in progress right now. 

To begin with some background, polypharmacy or medications, often when it is considered five or more medications, it often leads to adverse outcomes from inappropriate medication use. These adverse outcomes are pervasive. They occur even within an integrated healthcare system such as the VA. Even the VA, which goes a little bit above and beyond by having an integrated pharmacy, it still has these adverse outcomes. 

To date, topics such as medication adherence and medication reconciliation have received considerable attention. But, there has been a lot less focus on improving the intentional and proactive discontinuation of medications that may no longer be necessary. Or, whose benefits no longer outweigh the associated risks. This _____ [00:01:49] brings us to what is deprescribing? It is when you discontinue medicines before something bad happens in advance of that adverse event occurring. 

Notably, it occurs in the context of those who care and patient preferences. It should be considered part of the good prescribing continuum. It is not withholding care. It is making sure that we're using resources and medications appropriately. I also want to point out that it is distinct from patient non-adherence. That is when the patient either intentionally or unintentionally is not taking the medicine as prescribed. It is also different from reactive discontinuation, which I alluded to a little bit earlier where we stop on medicine and in response to a side effect, or a lab value becoming abnormal. This is a very proactive process. 

While we are going to talk a little bit about the provider perspective because prescriptions in general; and prescribing that power of the pen. It is considered a provider decision. It really is essential to understand the patient perspective of discontinuation. Prior research has found that including patients in deprescribing activities increases the likelihood of successful discontinuation. How did I even get started on this topic? 

When I was doing my internal medicine residency, proton pump inhibitors or PPIs, which are a medicine used to control gastric acid; everybody was being placed on them in the patient setting. While this is not occurring to the same degree now from my own personal experience, it just – they were everywhere. Then this transition to doing my general internal medicine fellowship where my clinic was at the VA. 

I recall getting a specific patient who was transferring his care to the VA from the outside. He came to me on Warfarin. He had no clue why he was taking this medicine. On exam and on talking to him, there is no obvious indication for it; and no clear that he had ever had a valve replaced and no murmurs. He was in sinus rhythm. I called his other provider. Every EKG they had was in sinus. 

I would like to give the benefit of the doubt to somebody who started who started this that there was an indication for it. But at this point, I have no obvious indication for why he was still taking it. I did not know whether or not I should continue it. But also, I did not know how do you go about stopping medicines? 

This context got put together for the thesis work I did for my Master of Science where I looked at discontinuation of PPIs; which was proton pump inhibitor discontinuation in long-term care. The objective of that study was to determine in a cohort of patients admitted to the VA long-term care; which is the community living centers; and prescribed PPIs within seven days of admission to long-term care. We wanted to both characterize the discontinuation of PPIs as well as to identify factors associated with discontinuation. What we found was that within 180 days of long-term care admission, 27 percent of baseline PPI users had discontinuation. 

I know that we didn't really have any a priori hypothesis as to what percentage would end up with the discontinuation. From my own personal experience, I anticipated pretty much zero. We did find that if a discontinuation was going to happen, it was more likely to occur early in the admission in the first 28 days. With respect to factors that were associated with discontinuation, we felt that PPI was more likely to be discontinued early in the admission if the patient had prior PPI use that has not been initiated in long-term care. They had preadmission hospitalizations and a worse physical functional status.

Our interpretation was that the prior PPI used for preadmission hospitalizations may have been non-indication based use of PPIs. Worse physical functional status may have been appropriate end of life care transitions. We found that PPIs were less likely to be discontinued early, if there was a diagnosis of gastric acid related disorders, diabetes. Or, the patient was prescribed six or more other medications. 

From this, I then moved to a third year fellowship, which was also known as the find a job year. In that time, I began collaborating with my future primary CDA mentor, Dr. Steven Simon. In my fellowship, I had done this project with medical students teaching about medication reconciliation. The data from that project became the first collaborations with Steven. To give a little bit more background, medication reconciliation, which I mentioned earlier is a process that aims to reduce the occurrence of drug errors. 

It is where you compare what a patient is taking, and what they report that they were taking – to what is recorded in the medical record; and look for discrepancies. Many medication reconciliation efforts occur in transitions of care. When someone is admitted to the hospital. When they are transitioned to a new floor; and when they are discharged especially. Lots of longer term prescribing occurs in the ambulatory care settings. I thought that was really important that we start looking at in these outpatient settings for a medication reconciliation safety. 

Now, I just want to provide some information on medication discrepancies. They are often used as a proxy for medication related errors given that they are more common or a little bit easier to detect within research studies. There are four types of discrepancies that we categorize into that we will be using in the work going forward. The first is a commission which is the presence of a medication that the patient reports not taking. You will note that this is from the perspective of the electronic health record or from the healthcare system; and not the patient perspective in terms of how we're defining this. 

We have omissions, which are the absence of a medication that the patient reports taking. A duplication where the medication occurs on the list or in the _____ [00:07:53] two or more times. An alteration in dose or frequency where the patient is taking the medication differently than prescribed. 

This led to the first paper with Steven and I where we looked for medication discrepancies and integrated into the electronic health records. Our objective was to determine the prevalence of any and specific types of medication discrepancies; to characterize the medications involved in each type of discrepancy. To assess the factors associated with discrepancies. 

What we found was that medication discrepancies occurred in 60 percent of patients visiting ambulatory care clinics, which is consistent with some of the other literature, but definitely at the higher end. The medication classes involved differ for each type of error. For example, commissions would be medications that were more pain related or as needed medicines. We found a lot of the topical medicines included there. Whereas the omissions were aspirin, I think, it was the most common. Other medicines that were obtained from either over-the-counter or non-VA prescriptions.

We found that a greater number of medications in the electronic health record were associated with increased errors of commissions and duplications; and with decreased errors of omission. On face value, that makes sense. We also found that age greater than 65 years was associated with increased errors of omission. Again, because these patients may have been obtaining more medicines from non-VA pharmacies. 

I mentioned earlier that it is important to understand the patient perspective about discontinuation. As a precursor to that, we also want to get a sense of what do patients think about their specific medicines? How do they prioritize the importance of their medicines? As part of that same study, we also looked at patient perceptions of their most and least important medications. 

For this, we wanted to determine the frequency with which Veterans would explicitly identify one of their medications as most important or as least important; and then, to characterize the medication selected as most or least importance. What I am going to focus in on here is if you look at the most importance, only 35 percent wrote none or did not answer the question. 

About two-thirds of the respondents put something down. They might have put down more than one medication or medications by a specific condition. But they state the claim. They stated something. In contrast, about two-thirds did not answer the question for least importance. Whether this was a more difficult question to answer; or whether they felt they did not have the knowledge, or the ability to make that decision, or state that in a healthcare setting, we still do not know that answer. 

I am continuing on. I took a job staying at the VA Boston. I was able to segway actually pretty quickly. As I mentioned, I had already been collaborating with Steven Simon who became my boss. Because I was able to really hit the ground running towards the end of my fellowship and beginning of faculty, I was applied for and was awarded the VISN1 CDA. The VISN1 CDA is a two-year grant meant to be a launching pad for the HSR&D CDA. Otherwise the structure of it is very similar to the HSR&D CDA. 

At this point, my mentorship team expanded; and it included Barbara Bokhour, who is a qualitative methods expert; and Mark Meterko, who is a survey methodology expert. Because I had gotten those two year grants, even though my letter of intent for the HSR&D CDA had been accepted, we delayed the application so as to give more time for me and Steven to publish together and show a stable working relationship. 

The first project that we did as part of that VISN1 CDA was to use qualitative methods. Here we explored patient perceptions of proactive medication discontinuation. Using qualitative methods, which included focus groups and one-on-one interviews, we wanted to identify patient perspectives on intentional medication discontinuation; and also help patients discuss their preferences in efforts of ultimately to optimize appropriate medication use. The conceptual model that we derived from that qualitative work, you can be seen here. 

We found three major domains. Within those, we had several subdomains or themes as part of that. The first is patient interviews _____ [00:12:35] of medications. Overall, patients stated that they wanted to take less medicines. The overarching theme was if I could take fewer medicines, I would. We talked a lot about adherence and whether or not patients took their medicines as prescribed. There is also this conflict between specific medicines versus general. 

Generally, they wanted to take fewer medicines. But often, if you ask them to focus in on a specific medicine, it was a little bit more difficult for them to make that determination, which harkens back to the findings that we had about picking the least important medicine. That idea of wanting to take fewer but not necessarily wanting to say which one you would take. Within the domain of patient provider relationship, there was a lot of discussion about trust, and specifically trust in your provider and relying on their expertise. 

There were varying views about shared decision making and how much the patient wants to be involved in making decisions. I also spoke about balancing multiple providers. That could have been VA with non-VA providers or VA primary care with VA specialists. Who has the authority to make decisions to discontinue a medicine? They also spoke about their experience. Although, for the majority it _____ [00:13:42] this qualitative study there was very limited experience with the medication discontinuation. Very few subjects could recall specific instances where they had been told explicitly to stop a medicine. 

Concurrently, we also wanted to get a sense of what clinical providers thought about this topic. That was the qualitative work we did, clinical provider perceptions, and the proactive medication discontinuation. For this study, we used just in depth interviews to understand provider beliefs and attitudes about polypharmacy and about medication discontinuation. The conceptual model that resulted from our findings can be seen here. This time we had four domains with a total of ten themes. The first that the provider spoke about was medication factors. They talked about how medication characteristics such as if a medicine could be taken once a day versus three times a day, how that would influence their decision to stop a medicine. 

Similarly, indication uncertainty, they didn't know why a patient was taking a medicine. There seemed to be two pathways that were to be followed. Some providers were very comfortable just stopping anything that they did not see an indication for. Whereas others were a little more hesitant and figured that if there was not a problem; then if they were not sure, they would keep the medicine there. They also spoke about patient factors; and talking about the clinical picture or the clinical characteristics for each patient; as well as how they viewed the patient's own beliefs about medications and their own assessment of the patient's adherence. 

Providers talked about their professional identity; whether or not they were physicians, nurse practitioners, clinical pharmacy specialists. They had their own beliefs about medicines. Or, do we overuse medicines as a healthcare system or not? The final domain of system factors included multiple providers. That idea of who, not wanting to step on other people's toes. Workload was a big one. Everyone talked about the time constraints involved especially with medication reconciliation. People spoke about the external policies that seemed to push the use of more medicines. 

At this point, I had neared the end of my VISN1 CDA. I was able to transition to a five year HSR&D CDA. The second objective of my _____ [00:16:07] became my first objective of my HSR&D CDA. I will go into that research momentarily. I continued to build relationships with my mentors. For the HSR&D CDA, we added another secondary mentor, Amy Rosen, who is a patient safety expert and knows a lot about large databases. I have an advisory panel as well and the CDA Enhancement Initiative mentor or distance mentor, Timothy Wilt. 

I want to talk a little bit more about the work that has been completed then as part of the HSR&D CDA. The first major objective was to use surveys to better understand prescribers' perceptions of medication discontinuation. What we really wanted to do was translate the findings for the qualitative work into a survey so that we can now better understand what more providers think as opposed to just a sample of 20. We developed a survey instrument to assess primary care providers' and pharmacists' experiences, attitudes, and beliefs towards medication discontinuation. 

We developed this instrument based on that conceptual model. That was the four domains and ten dimensions. From this, they ended up having 56 items plus another eight demographic items. It was a web based survey. Now, we sampled at 2,500 primary care prescribers. This included physicians, nurse practitioners, physician assistants, and clinical pharmacy specialists. While many of you are probably familiar with this, clinical pharmacy specialists in the VA have a lot more autonomy than many pharmacy pharmacists would in the community. 

While they do not have the authority to make diagnoses, they can once a diagnosis is given to a patient, make medication changes. They can start medicines. They can titrate medicines. They can discontinue medicines. If somebody has diabetes, they can appropriately address glucose control and blood pressure control, and cholesterol. As a result because they are very much a part of the care system, we wanted to make sure we included their opinions. 

Our analysis strategies included multitrait analysis and multiple linear regression. We did eight iterations of multitrait analysis. This is basically a technique to try to get a sense of which questions hang together and inform different scales. From that, we found five scales. The medication characteristics, which was very similar to the ideas that were found in the qualitative work. What medicine characteristics would influence and make it more or less likely for a provider to discontinue? 

The patient factors ended up being split into two different scales. The first is current patient clinical factors. Those are the things about the patient running in front of you. How sick are they? What you know now. Then there are also predictions of future health states. Were you concerned about an adverse drug withdraw of it? Or, was the patient concerned about that? What would happen if you made a decision to discontinue? What could be some of the consequences? 

The fourth scale that we found measured patient's ability to manage their own health. This was the provider perception of did the patients have someone – have the knowledge of their own, or the social support at home to be able to appropriately make medication changes? Finally, providers' questions about their education and experience were influential in decisions about discontinuing medications. 

You can see here some basic characteristics about the survey scales. Those five different scales that I just mentioned. In the diagonal in parenthesis are the Cronbach alphas. Those are a measure of internal consistency reliability, which basically says how well do the questions in the scales match each other or measure the same construct? For the most part, they're all above the 0.7 recommended level. Medication characteristics only had two questions. It would need to be bolstered for future research. 

The other numbers on the off diagonals are the inter-scale correlations. How much do these scales overlap with each other in terms of measuring different ideas? For the most part, there are very little overlaps. They are measuring separate ideas. What we also wanted to do with this survey was see how did this influence actual behaviors? One of the questions on the survey asked providers to rate themselves on a zero to ten scale with how comfortable they were with making decisions to discontinue a medicine where zero is not at all comfortable and ten is very comfortable. 

We found a statistically significant model. The factors that were associated with comfort – with self-rated comfort in discontinuing of a _____ [00:21:07] included age, race, provider type. That goes back to physicians, _____ [00:21:14] nurses, MPs, and PAs, versus clinical pharmacy specialists. Region, prior experience with discontinuation; and three of the new provider attitude scales that we just went through. Those were the current patient clinical factors; predictions of future health states, and education, and experience. 

What we found from this work was that we did create replicable and psychometrically sound scales that represent dimensions contributing to primary care prescribers making the medication discontinuation decisions. The survey instrument can identify factors that might be associated with reluctance to discontinue or less comfort with discontinuation. As part of that survey, we also wanted to start thinking towards the future. Ultimately, to try to develop some intervention for clinical practice that will help with making decisions without discontinuation. In a crowd sourcing way, what we did was try to determine clinicians' preferences for interventions that would improve their ability to discontinue medications appropriately. 

One of the questions on the survey included 15 potential changes to medication related practices. We asked respondents to rank their top three choices for changes that would most improve their ability to discontinue medications. We weighted those responses and summed them; and then looked at preferences for all respondents. Then we did look by subgroups defined by demographics, experience, and beliefs; 326 respondents provided rankings. The three most highly ranked interventions were to require all medication prescriptions to have an associated indication for use. 

That was followed by assistance with follow-up of patients as they taper or discontinue medications as performed by another member of the Patient Alliance Care Team. The third most preferred was increased patient involvement in prescribing decisions. Now, 250 or 77 percent of the respondents for this question included at least one of those items and their three highest ranked choices. This is regardless of prescriber demographics, experiences, or beliefs. Although, it did vary in rank order. 

As we have been doing everything in tandem between both patients and providers, we also wanted to transition the qualitative work about patient perceptions into as survey for patients. This is the Patient Perceptions of Deprescribing or PPoD; survey development and psychometric assessment. We similarly wanted to develop a survey instrument assessing outpatient attitudes, experiences, and beliefs about medication discontinuation. We followed the similar process where we based our instrument content on the conceptual model. You recall that model was the three arrows with eight dimensions total. 

For this one, there is more service of patients that we could draw from as we did use items to scale from existing insurance, including the Beliefs about Medications Questionnaire; the CollaboRATE, which is a shared decision making tool; the Trust in Provider scale. Patient Attitudes Toward Deprescribing, which is an Australian based, originally developed in Australia; and the Autonomy Preference Index. But also _____ [00:24:34] used 27 additional items. From all of the potential items, we had a modified Delphi panel, which was composed of all of my mentors and advisors. 

Then, I did cognitive interviews with Veterans such as with the final instrument. It included 43 items related to medication discontinuation; and 14 demographic and background items. This time, we did a national mail based survey of 1,600 Veterans. In our inclusion criteria, or how I identified our survey sample – was we found those with the prescribed five or more concurrent medications in the prior 90 days; and had two or more visits to VA Primary Care in the prior year. 

Our statistical methods were slightly different than we did for the provider survey. This time, we randomly split our respondents into a derivation subgroup and a validation subgroup. We did Exploratory Factor Analysis in the derivation subgroup _____ [00:25:32 to 00:25:33] Confirmatory Factor Analysis in the in validation subgroup. We had 790 return service; 53 subjects in the mail out were unreachable for an adjusted response rate of 51 percent. I'll tell you that is a lot better than our response rate was for providers. 

From this, using the Exploratory and Confirmatory Factor Analysis, we came up with five scales. The first one was medication concerns. This had to do – it was a six item scale talking about concerns about the harms that could be associated with medicines and taking too many medicines. 

The second was a three items scale. We had titled provider knowledge. This had to do with how much does the PCP know about the patient's medicines and about the medical information in general? 

The third scale was interest in stopping medicines. This included – it was three item scale that asked patients to reflect on if they could stop a medicine, would they? The fourth was patient involvement in decision making. A three item scale that tried to – that measures the idea of how much do patients want to have a say? Do they want the provider to make the decision? Or do they want to be able to have more of an input? 

Finally, the fifth scale was unimportance of medicines. This was also a three item scale, which talked about the idea of were medicines necessary for health? Or, do they generally – do the harms outweigh the benefits? You can see here, the scale properties for those five new scales. Generally speaking, they were all on a one to five response scale; one being a strongly disagree and five being strongly agree. The means were all around the two and a half to three and a half range, which was good. 

There was not much skew and relatively low numbers at the floor or ceiling. The only exception was for provider knowledge; 12.5 percent scored at the ceiling; so, a little less spread on that one scale. The Cronbach Alphas, which again is the measure of internal consistency and reliability; or how well do these questions go with each other? For the most part, four out of the five were at this 0.7 recommended exceptions level. Patient involvement in decision making was slightly lower at 0.61. Similar to that, inter-scale correlations we looked at for the provider survey.

You can see that here for the patient survey. The Cronbach alphas are in the diagonals. Here they are for the most part lower inter-scale correlations with the exception of three scales, which were somewhat more correlated with each other. That was medication concerns, interest in stopping medicines, and the unimportance of medicines. On face value, the contents does make sense that there would be a little bit more overlap between those constructs. 

In conclusion, the study data do support the reliability and validity of the newly developed patient perceptions of deprescribing instrument. PPoD actually assesses eight dimensions of patient attitudes related to medication discontinuation. There are the five original scales, which we just went through in a little bit more detail. We also included the re-established validated measures in the survey instrument. Those are the beliefs about Medications Questionnaire Overuse scale; the Trust in Provider, and the CollaboRATE, which is the shared decision making scale. 

This survey can be used in future research to determine how best to involve patients in decisions about deprescribing. Jumping back a little bit more towards my progress and how things are moving along. In my fourth year as faculty – so about a year and a half or two years ago, I transitioned also to now formally becoming a mentor myself. I had always informally been mentoring peers; and people in my fellowship a year or two behind me. But now, I was going to be the primary mentor for a pharmacy student doing an honors thesis project. His direct mentor is a clinical pharmacy specialist. 

For this project, we are going to return to that data that I collected in my fellowship on medication discrepancies in electronic health records. This project was medication complexity and medication number; and the relationships to medication discrepancies. To give a little bit more background; we had already found in the prior work that medication number was associated with discrepancies. But we thought that medication regimen and complexity might be able to be a bit more nuanced in detecting discrepancies. 

What is complexity or regime complexity? This takes into account medication number. But it also factors in dosing frequency. If something has to be taken one time a day, or twice a day, or three times a day; administration routes, additional directions, and medication storage. Complexity has been found to be associated with non-adherence as well as increased adverse health outcomes. While there are many tools that can measure complexity, one non-disease specific includes the Medication Regimen Complexity Index. For anyone taking – some – a patients taking a minimum of _____ [00:30:44] medicines, the simplest score is 1.5. There really is no upper limit. 

What we wanted to do for this project was to evaluate the association of electronic health record generated, and medication _____ [00:30:58] Regimen Complexity scores with discrepancies. We focused just on any discrepancy, which is the composite of all four discrepancies. Then we looked in it a little bit more commission; thinking that commissions might be reflective of patient non-adherence. It may represent patients who could use a little bit more targeted intervention. 

We also wanted to compare the predictive ability of the complexity scores with just medication number and the ability to identify discrepancies. What you can see here in the adjusted models is that they really worked very similarly. If we look at our outcome of any discrepancy, the number of meds on list and complexity scores; neither was statistically significantly associated. But they both had odds ratios of about 1.6; so really no difference. 

When we look at commissions, we do see statistically significant findings here. The number of meds on list, the more meds you had. If you had more than eight medications, more than the median, then you were 4.5 times likely to have a commission. If you had a high complexity score; again dichotomized at the median, you were three – 3.5 or 3.6 times as likely; again, similar magnitudes in terms of these findings. What did we decide from this? 

Given that medication number is a lot simpler and easier to calculate than doing the Complexity Index, the medication number, it might actually be sufficient to identify patients adverse and discrepancies. But the idea of identifying patients who could benefit from more intense medication reviews; the ones that would go above and beyond the medication reconciliation that should be occurring in all ambulatory care clinic visits. But it is possible that the Complexity Index could supplements by identifying individual medications that are increasing Regimen Complexity. 

A medicine that is taken multiple times a day or has different instructions might be making it too complicated. Currently, I am at the beginning of my third year of my Career Development Award. I am going to talk a little bit more about the research that is in progress. Then after that, I am going to come back and talk a little bit more about sort of the mentoring experience. For my work in progress, first we want to talk about the patient discontinuation experience. This is work that is coming from the survey that we did. I described the psychometric analysis. But we have two additional manuscripts planned. 

The first one is we want to understand from the survey whether we can predict whether a patient has ever discontinued a medicine. We very clearly asked have you ever stopped the medicine. If they answered yes or no. We did three multivariable models using stepwise selection to predict this. The first model includes just the demographic variables. 

The second one includes the demographics and the attitudinal scales. There are the five original and three existing scales. The third model includes the demographics, the attitudes, and experiential questions. What we found in our final model is the variables that were significant predictors of whether or not a patient had ever stopped the medicine; and included demographics of age, education, and number of prescriptions. Their scores on the attitudinal scales of interest in deprescribing, which was one of the newly developed scales; along with Trust in the Provider and CollaboRATE. The greatest magnitude influence were prior experiences. Reporting that they had ever asked to stop a medicine or whether a provider had ever told them to stop taking a medicine were very significant predictors of whether they had actually stopped taking a medicine. 

The second manuscript that we are planning from these survey results is about the idea of patients balancing of providers. As we have mentioned, patients often see multiple providers. These can be within the VA, outside of the VA, subspecialists, et cetera. We wanted to understand how patients view the deprescribing authority and jurisdiction of their multiple different providers. To do this, we used multinomial logistic regression to predict patient preferences for who can discontinue a medicine. 

We have four outcome groups that were based on two yes, no questions. The first question asked imagine that a specialist prescribed a medicine for you. Would you be comfortable if your PCP told you to stop taking it? The second question asked imagine that your VA PCP prescribed a medicine for you. Would you be comfortable if a VA clinical pharmacist told you to stop taking it? We actually found that these four different outcome groups based on cross tabs of these two questions were relatively evenly distributed. 

We are working to figure out what is going to predict who ends up in each of those different groups. Who answered the questions each way? The next thing I want to transition to talking about is the second objective of my HSR&D CDA. The first objective was very survey methodology heavy. The second one is much more large database related. 

What we are doing for the second study is looking for therapeutic duplications. Therapeutic duplications is when – and there are a couple of different ways of defining it. For the purposes of this study, we are looking at when a medication, the same medication is prescribed concurrently. We want to determine the frequency and correlates of therapeutic duplications to identify patient populations that might be potential intervention targets. How are we doing this? We are doing this nationally with all Veterans. 

The data that we have right now, it includes 4.8 million Veterans. We are including all medications. We are not including supplies or other injections, or things that we get _____ [00:37:07] clinic. But anything that could be sent at home. We are specifically not narrowing down on a particular comorbidity or a particular medication class. Because right now, this could happen for any type of medication. This is more of system level issue. How are we operationalizing this? 

Let us assume that this is one example of a patient. We are doing a 90 day run in period to gather prescription data. That would be…. Then after that, we have a nine months window where we are looking for whether or not a duplication occurs. Let us assume that the green medicine is a really straightforward and easy medication. The patient gets a 90 day supply. Ninety days later, he gets another refill; 90 days later, he gets another refill. 

It is totally fine and no problems. It is what we hope goes well. But for the purple medication, you can see that they get a 90 days’ supply. Then maybe 30 or 40 days later, they somehow get another 90 days of supply. Now they have got two days’ worth occurring for about 50 days of that supply. Clearly, they are not to scale. 

Then finally, there is a third medication, the gold medication. They get a 90 days’ supply, which is the topline; and then another refill of the 90 day supply, which would be great except that somehow on day 30, they got another 90 day supply. Then somewhere around day 40, they got a 30 day supply. There you can see that they start out by only having one day’s worth of the medication. Then they have two days’ worth. Then they have three days’ worth. 

Our primary outcome because there are many ways that we could look at this – is going to be the number of days’ worth of excess pills available for a patient across all meds and across all episodes of duplications. What would that look like for this patient? You can see there in the purple that there would be the number of twos there, which I believe is 11 of them. That would be 11 days’ worth of duplications. 

Then, if we looked down at the gold, anytime that there is a number two, it counts as one extra day’s worth. Where there is number three, it counts as two extra days’ worth. There are about 12 number twos; and about eight number threes. We would say that there are 12 plus another 16 for the gold. Then we would add that also to the numbers four in the purple medication. That would give us our outcome of how many days’ worth of extra medicine did this patient have over a 90 day – nine months observation window. 

You can see here, what we are going to do is we are going to look at starting January 1 through September 30th of 2014; and the blue line is the period where we are looking for duplications. We are also going to look for adverse outcomes that occur from this. We are going to continue the observation for adverse outcomes for another year beyond the medication window. 

We have multiple analyses planned, including our cluster analyses to determine the types of groupings. Or do some patients have 15 medicines duplicated all at one time? Do some patients have no medication duplications all year long? Do some patients have a duplication here and then two months later, another one, and then two months later, another one? Or, are there certain patterns? We are also going to evaluate for correlations of duplications. 

We are going to do a chart review to both validate our findings as well as explore the etiologies. Why are these occurring? Then as mentioned, we are also going to look at the consequences of duplications; and looking at subsequent hospitalizations. Turning back now to the experience of being mentored and mentoring. 

Overall, I have a plethora of options of people to talk to. I am incredibly fortunate in that. Really, it has been a great experience for me. My primary CDA mentor is also my boss. We started working together even before I took the job, which made for a really easy transition over into my faculty position. I continue to basically always have a constant feedback and availability when I need it. 

My secondary CDA mentors are much more methods specific. As I have moved from one research objective to the next, the time that I spend with each particular mentor has changed. When I was doing qualitative methods, I was meeting weekly with the qualitative expert. When I was doing survey methods, weekly survey expert. Now, that I am doing the – in the thick of the large database and duplication study, I am working with the database expert. 

The percent effort and time that I get with each mentor has varied over the course of the last few years. But we do have all team – all mentor meetings once a month where everyone is able to make sure I am staying on track. The CDA Enhancement Initiative mentor was a relatively new part of the program. For those of you who are unfamiliar with this – I don't know how many. But I know if I got a document with many pages of investigators within the VA who are basically offering to serve in a mentorship role. 

I went through and read the bios. I looked for matching interests given that I have a lot of methods of mentorship but not…  While Steven and I_____ [00:42:39] a lot more in content, I was looking for a little bit more of that content mentorship. Tim Wilt is very interested in appropriate use and reducing overuse of; and waste – reducing low value of care. Basically we got matched up and have met in person at a meeting, and otherwise we just talk on the phone sort of on an ad-hoc basis. 

My advisory panel is both local and distant. We check in with them intermittently especially when I need to tap one of them for some of their expertise on a very particular topic. I still maintain a lot of informal mentoring. My faculty appointment is at the same institution where I did my fellowship. I still get career advice from senior faculty there as well as other faculty members at the VA where I am at. 

There is definitely plenty of people to be able to ask questions. Personally, I find that I like this. I like the idea of being able to know that there is always someone that you can turn to. For me, it has been a great experience. I am definitely looking forward to continuing the work on this second objective and then transitioning it up to the third objective of my CDA, which is going to be to highlight an intervention. But more word on that when that actually occurs. 

At this point, I really appreciate everyone's attention. We will open it up to hear from Steven and Tim, and any questions.

Unidentified Female:
Excellent and thank you so much. In no particular order, Tim would you like to kick us off and provide some comments?

Timothy Wilt:
Sure, thanks. First a wonderful talk. Really, I think the people on the audience heard from really a highly productive innovative individual who has really been and brought together a multidisciplinary team to do cutting edge work that's very grounded, and methodologically sound, and cross cutting about a variety of areas. In areas that matter to our Veterans; and not only to Veterans, but patients worldwide in that we know that in the U.S., about a third of healthcare dollars are spent for care that is either unnecessary, ineffective, and maybe even harmful. The methods revolving around reducing low value care, in this case de-implementation are likely to be considerably different. 

Rather than focusing per se on the projects, I would like to open it up to others. Maybe hear from both Steven and_____ [00:45:24] a little bit about their thoughts about the challenges and the opportunities provided by the CDA program, particularly in relationship to this project. Because de-implementation, I really like the term that was used early on. It is essentially a positive continuum of care. I'm just trying to reframe the message that you are not trying to take away things. You are not trying to ration. But this is really an appropriate use of care to optimize individuals' health. 

Maybe I will just open it and put it back to Amy first to describe a little bit about what she thought were some of her challenges. What were some of the unique opportunities she had?

Amy Linsky:
Sure. I think that the challenge is because it is not a very commonly studied topic. I had to piece together the idea of medication and reconciliation. But it's not quite medication and reconciliation. It is not quite just looking at – it is not necessarily drug safety in terms of the clinical profile of a medication. But it has to do with the idea of bringing in decision making, and behavioral economics, and health IT, and team dynamics within the clinic. It really pieces together multiple different aspects of how we deliver healthcare. But it's focusing on one particular intervention or the idea of taking away something that we have been doing all along. 

That was great in terms of – then I could pull together all of these different methodologists and also create a little bit of a carve out that separates me from people who are doing the medication and reconciliation, and some of those other topics where this is related; but yet, still slightly different. It is kind of like a dual edge for us. It was a little tough because it is not like it is necessarily a path that has been set before. But also, really good because I could take information and advice from so many different people. 

Timothy Wilt: Do you have any suggestions for the CDA program? I will admit that I put my name in. I cannot remember why and how. But that this distant mentoring, I think it has been an interesting opportunity for me. I feel like a distant fatherly figure. I can _____ [00:48:08] as Amy to step up there. It helps to keep me young by looking at some of the new generation of people doing exciting things that I think is great; but using new methods. But conversely, my experience has been that it is often difficult to bring individuals together; and maybe just hearing from a CDA and her on-site mentor what some of the suggestions might be to enhance work like this. 

Steven Simon:
Tim, this is Steven. I will chime in I think a little bit here along those lines with respect to the distance mentoring. I think it is a great opportunity. I think one of the values is getting to know someone different at a different institution with a different perspective with a little more experience that I have in mentoring others. I came to VA in 2010. I think you have been here longer than that. 

Timothy Wilt:
Yeah, a little bit….

Steven Simon:
I think you have got more of a legacy experience and perspective. I think it never hurts to get an outsider's perspective and a more objective opinion and view of things. As well, finding someone who has got your kindred spirit in terms of the content. I think all of those things provide great value. 

Then there are the intangibles that cannot yet know about of the networking opportunities and getting yourself connected to other networks. I think for all of those reasons and more, having and being able to extend yourself as a trainee and as a mentee outside of your own institution is really valuable. I think the other thing I wanted to touch on. 

I know we want to leave a little bit of time for questions. But just to touch on some of the strengths that Amy brought to – brings to the CDA. Some of the reasons why she was funded and why she has been able to succeed, I think are as she alluded to the picking an area, first and foremost, an area that is driven by her passion. That is driven by her clinical interest and by her experiences. One that she struggled with and struggles with as a clinician. It is one that she came to very organically and naturally. That is I think of value to her because it keeps her going. But it is also an area as she said that is different from what others have done. 

Yet, it is not so far out there that the review panel and that independent observers around the country wouldn't say, okay, I see how this could fit in. I see how this could be of great value to VA operationally. I see how this is gaining some traction in various specialty organizations around the country in terms of choosing wisely and choosing the right, and appropriate interventions, and diagnostic approaches so we cannot overuse resources. 

I think Amy found a sweet spot. Then the other thing I just want to touch on as far as Amy's strength  and what has enabled her to succeed; which may not come through explicitly, but probably is there implicitly when you hear her present and hear her slides are her organizational strength. 

I wanted to make sure I emphasize this for the other either CDA, awardees, or applicants who are participating in the webinar is that as her mentor, she – and I can say this very clearly. She mentors up well. She manages up well. By that I mean, she brings a very clear bullet by bullet point agenda to every meeting that we have. She ensures we stay on track and have regular meetings. 

Also, she doesn't waste time. If we do not have content to discuss, she says let's not meet. When Amy needs something to be reviewed for her feedback, she knows how to give timelines for it. She tells me, and her other mentors, and co-authors when she needs the_____ [00:52:20]. She has found a way, either through intrinsic abilities and her past experiences; but also probably living and learning through her CDA experience to be able to be prescriptive and establish expectations; but at the same time to be respectful and understanding of the other competing responsibilities that her mentorship team has. 

I think I would encourage other trainees and other awardees to be organized with meetings. To have agendas; and to feel free to manage up because their mentors are trying to juggle various things just like they are, but probably more so. To feel free to manage up. My experience is and I think most other mentors would say that they're happy to have their trainees request things of them and to keep them on track. 

We would much prefer for the mentees to be driving the research agenda and to be driving the meeting agenda; and to be pushing forward on the various avenues of their academic development rather than to have it come from the top down and from the mentor. I think Amy has done that well. It has taught me a lot about how to encourage other mentees to manage their own mentors. 

Timothy Wilt:
That was great. I would also say that she really communicated her messages well. For somebody who is a distant person and then looking over this; and takes feedback and modifies it where_____ [00:53:53] with her message where she believes it should be. I have communicated that well today. 

Amy Linsky:
Thank you.

Timothy Wilt:
Any other thoughts from folks outside of this?

Unidentified Female:
Thank you. Yeah. We do have some great questions that have come in. Thank you both for your comments. We will get right to them. Amy, a great talk and good work. Any plans to use this medication discontinuation research to a specific drug in the near future?

Amy Linsky:
We have definitively thought about that. I know clearly, the opiates, and benzodiazepines, and things that are considered higher risk medications. Then it is possible that we can think about it specifically for that. My own personal interest as a primary care doctor is thinking about the patient who is on four antihypertensives. They have made lifestyle changes. Their blood pressure has been 120 consistently for two years. Why are they still on four? Can we try taking them off of medicine? 

I would love to focus in on sort of the bread and butter of primary care stuff. But I also know that there are probably some priorities in terms of thinking about maybe some of the more dangerous medicines like opiates and benzodiazepines. We will probably end up targeting an intervention a little bit based on what the duplications database findings are as well as probably some from the different survey results. 

Unidentified Female:
Thank you. The next question – first off, thank you_____ [00:55:24]. We appreciate your work in this area. Knowing that correlation between a patient reported medication adherence, an objective measures of adherence using dispensing claims records may differ significantly, do you have a plan to predict how well patient provider reported characteristics of deprescribing correlates with the real world of deprescribing success?

Amy Linsky:
Yeah. I think one of the things that I have definitely learned from doing the qualitative work and the survey work is really taking the patient perception to heart. Even though it might differ from what I know – what we think is happening clinically. I can say on the patient survey even though we had only sent the survey to a patient taking five or more medicines, 50 people responded that they were taking fewer than five. 

Now, whether that means they had stopped the medicine since – from the time we identified them to when they built the survey out. Or, whether that is their experience of it or their perception of it. That is what they live. I am not sure that it fully matters in that we have to take into account what they think and how they view it. Can it eventually lead to some problems on the line with respect to they say that they are taking something; and then they are not? Then we stop it. I mean, in some ways that is kind of low hanging fruit, right. If we can find out exactly what they are already not taking. But I don't know that we have objective evidence right now or anything specifically to say how discrepancies between patient reported adherence and the actual adherence would influence this line of work.

Unidentified Female:
Thank you. We do have another question. Which professionals, pharmacy assistants, or others were best and most effective in deprescribing in your experience?

Amy Linsky:
We don't know necessarily the answer to the effectiveness. But I can talk a little bit about the comfort; which is that physicians generally were the most comfortable and a little bit more confident. That is coming both from the survey response where they rated themselves higher in comfort with discontinuation. 

When we did the qualitative work, there was definitely more of a sense that the physicians who were more comfortable with the idea of stopping medicines and of stopping medicines started by another provider. Whereas the nurse practitioners and the clinical pharmacy specialists felt that they might need to go back to the original prescriber to make those decisions. Or, we need to run it by somebody before making those decisions. 

I think that is really important especially as we think about expanding the PACT model and having everyone working to the top of their level to make sure that nurse practitioners and physicians assistants, and clinical pharmacy specialists are as comfortable with this process as every provider is.

Unidentified Female:
Thank you. That is our final question at this time. If you need to contact Amy after this session, her info is up on the screen. Do you have any concluding comments you would like to give before we sign off?

Amy Linsky:
Obviously, as Steven mentioned this as something that is really important to me. I think the idea of doing what is appropriate and not necessarily trying to have to go above and beyond. Do what is good medicine and really thinking; trying to get out of that rut of just continuing every medicine in perpetuity. Say alright, do you still need this? Cannot we think about a way to safely discontinue this and use medications; and use that resource_____ [00:59:09].

Unidentified Female:
Great, thank you very much. Of course, thank you, too, Drs. Tim Wilt and Steven Simon for joining us as well; and to Barb Elspas and the rest of the CDAei team for helping organize this presentation. That was a wonderful presentation, Amy. 

This does conclude our session for attendees. Please wait just a moment. When I close out the session, the feedback survey will populate on your screen. Take just a moment to fill out those few questions. We do closely at your responses. It helps us to further the program and come up with new sessions to offer. Thanks again, everyone. Have a great rest of the day.

[END OF TAPE] 
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