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Christine Yi:
My name is Christine Yi and I am a Health Economist at HERC, the Health Economics Research Center in Palo Alto. We are very pleased to have two people join us today to present. We have Austin Frakt and Amresh Hanchate. They are both Health Economists at the Boston VA Healthcare System, as well as Boston University, and they have both done a lot of very interesting and important work to understand how changes in health policy effect utilization and outcomes.


Today, they will be sharing about some work that they have done to understand external determinants of Veteran’s VA Healthcare utilization. This is really important for policy and planning, especially in light of changes, larger changes in the overall healthcare environment. Before I hand it over to Austin and Amresh, I wanted to mention that we should have plenty of time for questions at the end. People are welcome to send those in whenever they come up and if anyone has clarifying questions, please also send them in and we can address those as they come up.


And with that, I will hand it over to Austin.

Austin Frakt, Ph.D.:
Thank you. In a few minutes, after I go through some introductory and background material, Amresh is going to talk about some new work that is nearly publication-ready, as we are working on a publication at the moment, pertaining to the economic and policy effects on demand for VA care. So, in preparation for that, I am going to talk through some of the historical work that has been done on this subject. And, that work is summarized or some of that work is summarized in a policy brief, very short policy brief that colleagues and I put together and posted on the Partnered Evidence-Based Policy Resource Center website. I did not think in advance to put the URL on this Slide, so I apologize for that. But, if you Google around, it is QUERI funded resource center, so if you Google around, and look through QUERI, you probably can find it, or you can email if you cannot.

So, I am going to talk a little bit more in a moment about PEPReC, as we call it, and then I will talk through some of the things that are in this policy brief. This policy brief informed some preliminary planning and for management of VA Choice by OPP and OMB and budget projections. And it was co-authored by Christine Yi and Steve Pfizer [PH] and me.


So, first a little bit about PEPReC, and I talked about PEPReC in much greater depth the last time I gave a cyber-seminar, and so that will be in the archives and you can pick that up. It was - I am forgetting the date, but it was not long ago, a few months ago I think. It is a new _____ [00:03:15] center that is designed to provide timely data analysis to support the development of high-priority policy planning and management activities and initiatives. And it is designed to plan quantitative program evaluations with randomized designs. In the last cyber-seminar I gave, I talked about four randomized program evaluations and randomized implementations that are underway, or being planned, but I am not going to talk through them today.

PEPReC has two core missions, the first is that we collaborate with VA Operations Partners to enhance the accuracy of the forecasting of the demand for VA care, and this is to help efficiently deploy resources where they are most needed. We monitor performance including access to care, or more specifically, we help refine and validate performance metrics for that monitoring. We do not do the monitoring, but we participate in the performance metrics development, refinement, validation. And this is all designed to make sound decisions about major new investments in the VA, as well as monitor ongoing ones. The other core mission is to collaborate with Operations Partners and researchers to design and implement randomized program evaluations. I am a Co-PI along with Julia Prentice of PEPReC and Steve Pfizer is the Chief Economist.


Policy brief; the organizing principal of the policy brief is something we all know, or I think most of us know, but we often overlook in analysis and discussion of the VHA, and that is that Veterans have non-VHA choices for healthcare coverage and provision; 77% of VHA enrollees have a non-VHA source of healthcare coverage and half of outpatient visits of non-elderly VHA enrollees are outside the VHA. And because of that, because a lot of the care that VHA patients receive are outside the system, economic and policy changes that effect those other choices, whether it is the providers or the plans or public programs, they affect demand for VHA care because all of that outside VHA care is a substitute for what they might receive in the VHA.


So, the policy brief examines three types of external factors. One is the economic climate, the second is Medicaid policy, and the third is Medicare options. Several studies have documented the economic climate effects VHA enrollment and utilization, when unemployment goes up, fewer Veterans have jobs, and therefore, fewer of them have employer-sponsored coverage. Or if they have that coverage, it is possible that they are working in lower wage jobs, and cannot afford as easily the cost-sharing so that is going to incentivize them to seek VHA care, which tends to be lower cost. Likewise, if home prices go down, that reflects a broader depression of asset values. Veterans have fewer resources, they both are and they feel less wealthy, they are less likely to buy individual coverage, they are less able to afford cost-sharing. Again, that may lead to greater use of VHA care. 


So, one study that focused on Massachusetts by Wong et. al; found that during the recent recession VHA enrollment in that state grew from 3% of the Veterans to 12%, which is really an enormous increase. That is not necessarily indicative of what happened in all states, but it is what they found in Massachusetts. And a study that I led and Amresh and Steve Pfizer were co-authors, we found that VHA enrollment end-use grows with the unemployment rate, and also with lower housing prices, just as I described earlier. And this chart illustrates the trend in VHA use as it is correlated with unemployment, so on the left-hand axis, is the non-elderly VHA users in millions, and that is the blue line; and the right-hand axis is the unemployment rate for Veterans and that is the red line.

What you see is that during the Great Recession, Veteran unemployment rate went up as it did for non-Veterans, and lagging that just a bit, the non-elderly VHA users, the numbers of them in millions, grew. So, these two trends tend to support the - what I just talked through, that the unemployment rate and the economic climate affects enrollment, and also VHA use. 


Moving now to Medicaid policy; the same study I just mentioned also included a simulation of the affect of expansion or non-expansion of Medicaid on VHA enrollment and utilization in patients and outpatient utilization. So, we looked at historical Medicaid expansions, and we looked at their impact on VHA use and the data we had at the time of that study was through 2008. We used the estimated model for that relationship to then simulate what the Affordable Care Act Medicaid expansion meant for VHA use. So, it is a simulation not a sample that is the limitation at work. In any case, we found that VHA inpatient and outpatient use was higher, or would be higher by 6% and 13%, respectively, due to non-expansion.


So, in states where Medicaid seems to have opted to not expand the Medicaid under the Affordable Care Act, according to this simulation would see greater use of VHA. And the figure here is not inpatient/outpatient use, but enrollment. So, this is showing the affect of lack of expansion on enrollment just for states that did not expand. So, here all those states in white are states that did expand Medicaid, so this is revealing anything about those, but for states that did not expand Medicaid as of the beginning of this year, some in light green we predicted would have 1% to 12% greater VHA enrollment, and then dark green would be 13% or more greater VHA enrollment due to non-expansion.


The final topic covered in the policy brief is a little bit about the effective Medicare options and we discussed work by colleagues Steve Pfizer and Julia Prentice. They looked at what happens when Veterans are considering non - when they are considering Medicare supplemental policies, Medigap, and they looked at the relationship between willingness to pay for those products, and willingness to wait for a VHA appointment. And they found that Veterans are willing to pay $300 more dollars per year for a Medigap policy to avoid waiting five more days for a VHA appointment. So, this shows that VA patients are kind of weighing waiting times in the VA versus their other options and the cost of those other options. So, as those other options change in nature or in price, they are going to make this trade-off.


So, Carolyn Clancy was kind enough to provide a quote for the policy brief, and she said “Veteran’s access to VA care is impacted by changes in the economy, as well as the broader US health delivery system, including state responses to ACA facilitated Medicaid expansion, and differential cost-sharing requirements of private and public insurers,” which is exactly what I just talked through.

And that is my final slide and I will turn it over to Amresh.

Amresh Hanchate, Ph.D.:
Okay. All right. Is my screen now visible there?

Christine Chi:
Yes it is.

Amresh Hanchate, Ph.D.:
Thank you all. So, today’s talk will sort of extend the work that Austin described. This is work from an ongoing IAR, funded by HSRD. I would like to acknowledge all of my co-investigators, as well as acknowledge the support and guidance from two offices here, VA ADUSH Office for Policy and Planning and the Office of Productivity, Efficiency & Staffing.


So, this background, hearing Austin now is mostly repetitive so I am just going to say that there is _____ [00:12:56] now of the role of, you know, the external determinants, things beyond the control and how they may be impacting VA services utilization, healthcare utilization. So, recognizing the previous work from Wong and colleagues at Seattle [PH] and work from our own group. So, the model so to speak that aims to capture to what extent these factors affect VA utilization, includes unemployment, Medicaid policy changes, and housing prices.


So, the current study kind of extends this work in three respects. One is we have more recent data, we have data including 2014, which allows us to look at the more recent policy changes, in particular the Medicaid expansion, from ACA. And also, we have expanded the model to incorporate two important external determinants; private or the employer-sponsored insurance coverage, this being the dominant source of insurance coverage for the working-age population. And changes in provider availability outside of the VA; hoe changes in availability affects access and may have direct influence on VA use. And finally, we have made some _____ [00:14:45] improvements, we hope by performing this analysis at the individual level.

So, overall, our objective was to develop a comprehensive model to estimate the sensitivity of VA healthcare utilization, to changes in behavioral level economic conditions, public policy, private coverage, and non-VA provider availability. So, the final model I will be presenting includes five external determinants. Conceptually, our guide was the health economics literature on demand for healthcare. So, we hypothesized and some of this I will be repeating what Austin has said, we estimate that Medicaid expansion, that is increasing the number of people who are covered by Medicaid, would increase Medicare use and could possibly indirectly reduce the use of VA Health systems. And the same goes for employer coverage, the same argument.

And increasing unemployment is most often associated with loss of income, or reduction of income and this may then prompt more people to access VA services because of lower cost. And increase in provider availability outside of the VA, as I mentioned earlier, is likely to have a negative influence due to better access outside. And Austin mentioned housing price index; so, our data includes the years of the Great Recession, 2000 and forward, and so it was important for us to try to capture the impact of asset values. And so that is how we starting including the housing price index, the logic being that an improvement in the index would indicate larger assets at the household level, and possibly a reduction in use of VA services in favor of non-VA services.


But, that does not apply for a sizable proportion and possibly a large proportion of the VA population who may not have housing assets, and for them in fact, an increasing housing price index could actually have the reverse affect due to increased rental costs. So, _____ [00:17:40] we do not have a projection of what we are going to expect to find, the dominant of these two affects.


In terms of our data, on the VA side, we used the ADUSH Enrollee File for identifying the study population, and what _____ [00:18:03] called the DSS files for utilization. And for external determinants, we used a variety of publicly available data sources. I will say a few more details on this in just a couple of minutes. So, our study population includes all Veterans in ADUSH Enrollee Files from 2008 to 2014 and that included whether or not they used VA care services, healthcare services. So, once enrolled a Veteran we thought will stay enrolled until we have evidence of death, prior to the end of 2014. The unit of time was a year, so all utilization of services are rolled up at the annual level, in terms of dollars.

As for exclusions, there are two important exclusions; one was we excluded those who were enrolled for only one year, so those who enrolled and then died the same year. The reason was our study design; our model is based using longitudinal changes in utilization, and not on cross sectional difference in use. And the second major exclusion was those who relocated across counties during the study period because a relocation deficient are driven by a number of factors, possibly the economic factors, but also personal factors, and we wanted to focus on changes in external determinants that came from broader _____ [00:20:02] changes, rather than from one individual moving from one county to another.


So, our primary outcome measure was the total annual VA Healthcare utilization in 2010 dollars, each year spending was top-coded at $100,000 and it covers all acute inpatient, as well as all the outpatient and pharmacy care within the VA. And we will also shortly be looking at the fee-basis data and hope to include this in the final analysis. And since many enrollees do not use any VA health services, by extended periods of time, a secondary outcome for us was change in the status from being a user to a non-user, or vice-versa.


So, our final model and final external determinants; the first one is the most involved one. It is the measure of the percent of state population that is Medicaid eligible. So, states differ in the criteria for who is eligible for Medicaid and for what category of beneficiaries. So, to come up with a single metric we have applied a measure used in previous health economic studies, which is based on asking the question, if we took a fixed nationally representative cohort of population, and applied the eligibility rules in each state, in each year for this cohort. What proportion would be eligible for Medicaid? And this is basically repeated across each state, for each year, so in effect, the advantage of this measure is that it is not confounded by differences across states in say, income distribution, or in economic conditions.

The remaining four measures are measures we directly borrowed from other sources, percent eligible for ESI, as reported by AHRQ from their MEPS/Insurance surveys. Unemployment ratio is a Veteran-specific measure that gives the proportion or the percent of the working age Veterans in each state who are unemployed. And the number of MDs, and the indicator of provider availability, number of MDs per 1,000 population comes again, directly from the _____ [00:22:58] file. And the housing price index by the Federal Housing Finance Agency.


In addition to the overall study population, we estimated our model for important subgroups of interest, one being subgroups based on priority status. And to examine racial/ethnic minority groups, so the data is not complete, the enrollee data is not complete in terms of identifying their race/ethnicity. So, we used the zip code, the residence zip code of the enrollee to get the percent of the core population that is non-White, non-Hispanic, and then categorized that measure to distribute the population into low, moderate, and high minority areas. And the same categorization was made for household income into two to three groups.


Coming finally to the regression model; given that we have a pretty sizable study population of several million, we wanted to use only the variation coming from longitudinal changes at the individual level to estimate what we are after. That is, how much does utilization change in response to changes in the external determinants. And so specifically, we do not want to make cross individual comparisons, so our measure is the delta, the change in individual utilization at an annual level, where you do your changes. And the covariant at the individual level, as well as at the _____ [00:25:00] level.


At the individual level, it is pretty sparse, the only factor is age, that is time changing. In particular, we do not have any comorbidities and what this means is we are not capturing changes in less burden over time. And second, as I already mentioned, we excluded those who relocated, and third is we estimated this model separately for the under 65 and the over 65 population, separately because not all the five external determinants are applicable for the over 65 population. For example, the employer-sponsored insurance coverage.


And then, we also allowed in determining our final model’s specification - we allowed for differential estimates by time. For example, we examined if unemployment had differential effects on utilization during a recession, as opposed to during a recovery. And finally, the correlation among some of these level external determinants is fairly high, we performed checks to make sure the final estimates were stable, were robust to which of the external determinants were included or not. 

Okay, coming to the results. So, the under 65; we had about 5 million Veterans, and on average there were 5.3 annual observations per person. And among the over 65, there were about 4.5 million, and since we have seven year data, if a person ages into the older category during the study period, we included this person in both the cohorts, only if they had at least two years of enrollment in each cohort. This also - would be distribution by different subgroups, including income.


Looking first at the outcome measure, at the aggregate level; so, the annual utilization or spending among the 18 to 64 was almost $4,000, this increased gradually to a midpoint of our study period, and then started going down. Where on the over 65, there was a steady increase throughout the study period. And in terms of the proportion of this population that used any VA services in any given year, treating as a dichotomous non-use indicator, the proportion using among both age groups, has been declining over the study period.


Now, looking at - so, our model is based on individual level variation, so how much change is there at the individual level from year-to-year? So, the top row captures the percent of the study population each year that experienced a change in use/non-use status. So, we are looking at about 10% each year that switches, either from non-use to use or the other way around. The bottom row and I should apologize for this, this probably looks different from what you might be seeing in your handout. There was a mistake in the calculation here of the mean change from year-to-year in spending, the old figure that you are looking at were not based on absolute differences, and that is why there is a nullification effect there. So, these are the correct ones on the screen, so it is roughly $4,000 difference at the percent level, from year-to-year. So, clearly there are sizable variations in utilization. 


And the same in terms of external determinants, how much variation there is from time-to-time. Now, this data is at the area level, depending on the measure. Four of our measures are at state level and one at the county level. So, the first figure says that across the 50 states the average percent of Medicaid eligibility was 7.2%, and that increased in 2011, and if you look at the 2013 and 2014 figures, that is where you see the change as the result of the ACA Medicaid expansion. The availability increased from 8.4% to 10.9%, that is over a 30% increase that year, and the last column just gives at the observation level how much variation there is. And there appears to be sizable variation there.


ESI coverage was largely flat for most of the time period, except for the last year, where we see a substantial decrease from the 2013 to ’14, in the proportion who are covered from their employers. Unemployment ratio largely has mirrored the national unemployment ratio, it went from a decrease in the beginning, and then there was recovery except among the Veterans it seems to have been much slower. The number of MDs per 1,000 has gradually been increasing over the time period. Housing price index, again, mirrors the national trend we know of, it decreased in the beginning, the Great Recession, and then has been climbing up since then.


Coming to the main estimates, so this is the estimates based on the whole population using all of the determinants. So, we found that the specification that we preferred was the one for which Medicaid eligibility was - the association of Medicaid eligibility was time-specific, depending on the year, whereas for the other external determinants, it was fairly robust across time. So, what the numbers indicate is what are called elasticities that is what is the percentage change in the outcome measure that is the utilization portion of VA services associated with the hypothetical 10% increase in each external determinant. So, if we look at among the 18 to 64 year olds, the first number says that in 2014, a 10% increase in Medicaid coverage, and by 10%, I mean if the previous Medicaid coverage in a state, let us say was 10%, 10% were covered by the Medicaid. Then going from 10% to 11% would qualify in the 10% increase here.


So, a 10% increase in Medicaid coverage was associated with a small, a 0.17% reduction in VA utilization. If you look at the same variable, but for previous years, 2013, 2012, and 2011, there is no significant association there, but going further back, we in fact see a significant association, and that has the opposite of what we expect. And so those were the immediate years following the recession; we do not have a compelling explanation for this. Plausible explanations; one could be that immediately following the Great Recession, the number of people who were unemployed and uninsured was - the pool was large enough that even in states where there was some Medicaid expansion, there was still pent-up demand for use of VA services within the VA.


Coming to the other determinants, the elasticity for ESI is pretty high. It says that a 10% ESI coverage is associated with a 1.4% decrease in utilization. Unemployment ratio has the expected association, increase in unemployment, we expect will increase VA demand. But, provider availability has an unexpected association, although a small one, it says increasing providers, outside of the VA is associated with the increase in VA resources. And breaking it down by service-type; we found that most of this effect was in inpatient care use, and so one possible explanation is the inpatient care used in VA is a downstream effect of increased use outside of the VA. And housing price index is associated with an increase in VA services, indicating that probably the _____ [00:35:26] effect dominated the assets.

And for the over 65 population, we see that the most prominent external factor is housing price index, which has a much larger effect then among the younger. So, then using these elasticities, we estimated the national - the aggregate change in utilizations in dollar terms associated with the observed change, not the hypothetical change, what actually happened in terms of each of these external factors. We did this for the change from 2013 to 2014; so, the first figure, minus 96. It says that Medicaid expansion was associated with a decrease in utilization was $96 million. And the second figure says that ESI coverage, which decreased remember between 2013 and 2014, was associated with an increase in VA services used by $86 million. 


So, if you look at the third figure, at the right-bottom, the $117; so, that is a net effect of the effects of all the external determinants for both the under 65 and the over 65 population, expressed in terms of overall VA spending for this population, which is $40 billion, so this is a pretty small amount. Although, what it does not capture is the potential magnitudes of changes across regions and the populations, which is what I want to _____ [00:37:16]. 

So, here we look at only the 26 states that expanded Medicaid in 2014. So, here I will direct just some of the numbers here; so, the first circled is the elasticity now associated with Medicaid eligibility. And so this is now a much larger 1.53% decrease, which amounts to close to $400 million decrease in use of VA services in these 26 states. Whereas, if you look at the remaining 24 states Medicaid eligibility elasticity is not significant. 

Applying VA in this model across the different priority groups, here I just reported the elasticities. We see that for the last column, the priority seven and eight groups, ESI coverage has a large association decrease in utilization. And finally, looking at the population in terms of what areas they live in, in terms of percent of minority population. And so, the high if you recall, were the zip codes where at least half the population in the zip code was non-White/non-Hispanic. And the interesting thing here is none of the external determinants have a significant effect except provider availability, which has a much larger effect.


So, to conclude; changes in external determinants are associated with VA healthcare utilization, and although the sensitivity at the national level appears to be small, it masks potentially large changes regionally and across sub-populations. Medicaid expansion states being an example and we recognize several limitations. The external determinants may be confounded by unobserved factors; of particular importance is the - that we have not yet captured, provider availability regionally across the VA. Other limitations is our population captures only the people who have signed up and are in the enrollee file, there well maybe others who could join at any time.


We performed a range of sensitivity analysis, I mentioned about the co-linearity, and the other important one was where we began, as the study population with a co-linearity those who had used some care in 2008, and looked at only that subgroup, and most of the estimates we found remained robust.

So, the main implications are projection of VA healthcare use should incorporate the potential role of external determinants. And we feel more research is needed in improving such models, in particular, in better capturing Veteran’s experience.


Thank you. I am happy to take any questions.

Christine Yi:
Thank you, Amresh. So, it looks like we have a little bit over 15 minutes for questions. If anyone has any questions, please send them in, and we will make good use of this time with Austin and Amresh.


To get us started, Amresh, I actually have a question. So, it looks like from your analysis and some of the projections and simulations, it looks like Medicaid and changes in Medicaid eligibility and employer-sponsored health insurance are probably driving much of the changes we would expect in demand for VA utilization. And those changes actually seem to offset themselves, and we expect that if they offset themselves, it may not change levels of spending, but I would imagine they might have some compositional changes? The people, who are getting less care from the VA because of increased Medicaid eligibility, are probably different then people who are getting more care in the VA because they are losing employer-sponsored health insurance. So, I wonder if you have a sense of what those changes might look like, and what the implications for policy would be?

Amresh Hanchate, Ph.D.:
Right, that is a good point. So, we hope to kind of start looking at subgroups, starting in fact with the types of services inpatient/outpatient and pharmacy use. At a broad level, our costs - about 55% of our costs are coming from outpatient care on average, and I think about 15% was pharmacy, and the remaining, 25% or 30% was inpatient care. And when we ran the model separately by the type of service used, we found that at least for the 2013/2014 change, much of it was coming from the outpatient care use and pharmacy use, and not so much from the inpatient care. So, it is quite possible that some of that is coming from the type of compositional, in terms of who the people are who are using more and less.

Christine Yi:
Yeah.

Amresh Hanchate, Ph.D.:
And we also saw, in terms of the demographics especially the minority, high-minority areas where we saw that - there was not too much of a signal there for any of the external determinants. And the only thing that seemed to be driving external changes were availability of providers in the area.

Christine Yi:
Yeah, I guess the interesting thing would be to look at kind of who is using the VA as a result of these changes. It seems like there was a figure, or a table you showed where you showed that spending for over 65/under 65 changed over time. For the 65 population, average spending went up over the time period, but use went down, which suggests that the people who are using the VA, kind of in those more recent years, are using more, so they might be sicker or have different needs then the people who were not using, or who were using earlier.

Amresh Hanchate, Ph.D.:
That is right and we do plan on looking at that question. We did get Medicare utilization data for these, and we should be able to tease out some of this. It is not clear what is going on; is this sort of - as you said, an intensity in use of care, or are there some people who are basically switching over to one or the other wither through Medicare -

Christine Yi:
Mm-hmm, thank you. And Amresh, it looks like we have a few questions that came in, so let me get to those. There is a question about some of the _____ [00:45:39] you used and what factors you controlled for. Did you also consider the impacts of changes to HMOs, ACOs, and high-deductible health plans?

Amresh Hanchate, Ph.D.:
No, not at this time. We did not cover the HMOs or the increased use of - the HRQ survey does capture some of the details, in terms of how co-payments increased and so on. But, we have not been quite able to figure out how to capture this into a single metric, in the sense that there are people who come under different sorts of plans and how do we - and some of these plans are - their importance varies across states. So, how do we consolidate these differences, and come up with a measure of say, the cost of coverage, out of pocket cost of coverage, combining all out of pocket costs, premiums, and co-payments, is it rising or not? We have not been able to quite get to that, but any ideas or suggestions.
Christine Yi:
Yeah, it seems like it would be challenging because these different plans, HOMs, ACOs, and high-deductible plans are very different. Then you would need to think about ultimately, what are the characteristics of those plans or those changes that would affect utilization and how do we create a good measure of that.

Amresh Hanchate, Ph.D.:
That is right.

Christine Yi:
Okay. Another question, so to take into account external determinants in calculating projections of future needs for VA services, it seems like you would need to be able to correct changes in those external determinants. Do you think it is possible to anticipate changes in an external determinant over time?

Amresh Hanchate, Ph.D.:
Right, so this is strictly with respect to our exercise. To see how good the models can be in explaining what we have experienced, but that is a fair question. There are some of these measure for which the government provides projections, unemployment being one, but some of these measures are really do not have a standard projection. I guess some of these will have to be developed, if these are found to be important enough.

Austin Frakt, Ph.D.:
This is Austin; I can add to that. Some of these are policy relevant variables; Medicaid expansion would be one. Employer-sponsored coverage is kind of a mix of policy and market; you can imagine policies that affect the trend there, as the ACA does, so those are predictable in the sense of policies being considered. You can run that through the model and see what the implications are. Then, many of the other factors, again, as Amresh was saying we have official projections of many of them, and so the exercise there would be what is the implication of the official projections for VA utilization, and therefore, budget. And is what we are thinking in the VA and broadly, consistent with those projections, in terms of budgetary needs?


And then finally, what we are learning not just through this work, but other related work is so what are the implications for a recession? So, though you cannot predict a recession, at some point you kind of know you are in one, you know it is not going to be over right away, and you can start to use models like this to predict was does the next year or two likely to mean for the VA, given that we are now in a recession?

Christine Yi:
Yeah, the thing I think would be valuable from models like these are it would allow you to kind of put bounds on what you would expect to happen. And you can say, let us say we expect a 5% change in blank or a 20% change in blank; what would the boundaries be on our anticipated affects? Those might be valuable, you might find that the bounds are smaller, but they may be very large.

The next question, we have a few clarifying questions. Can you remind us how non-VA costs are measured? Are they total charges? Do they include the out of pocket costs like co-pays, etc?

Amresh Hanchate, Ph.D.:
Non-VA costs, you said?

Christine Yi:
Yes. I think you had mentioned that you had used - you had looked at fees, is that right?

Amresh Hanchate, Ph. D.:
So, were the -

Christine Yi:
Or were you only looking at VA provided care?

Amresh Hanchate, Ph.D.:
Right, this was strictly at the individual level, all the VA utilization captured in the DSS files. So, what I mentioned was the fee-based care. So, the care that VA pays for that is obtained outside of the VA, so that we plan on incorporating as part of the overall VA spending. Now, I do not know if that was the context.

Christine Yi:
Okay, hopefully, that answers that question. If not, please just write in, if you have a follow-up question to that. Next, does 65 plus utilization include community living centers, and payments for community nursing home care? Were those costs included?

Amresh Hanchate, Ph.D.:
Not yet, so at this point we have - we can definitely look at that, but we restricted ourselves to acute inpatient care, and that is what these numbers indicate.

Christine Yi:
Okay, thank you. We have a few minutes left; if anyone else has any questions, please send them in. We have a little bit more time. Amresh, what are some of things that kind of surprised you most, or were the most striking to you from these findings, or working on this project?

Amresh Hanchate, Ph.D.:
So, the surprising thing was the amount of time we ended up spending running these models. I did not anticipate that we would be - it would be such a complex task. Not only do these models take a long time to run, but some of the things that we thought we would find, particularly the association with Medicaid expansion, you know, a number of the previous studies had looked at it. There was immediate - it confirmed the hypothesis, but in our case, it seemed to be quite complicated to try to figure out, and so it was quite surprising to get a handle - so, we started initially with a larger number of external determinants and that was also part of the exercise, to weed out - which ones to weed out, and to consolidate to a number that was also robust across different models, and or time.

Christine Yi:
Are there lessons learned that you will incorporate in future sight, or you could provide advice for others who maybe want to embark on something like this?

Amresh Hanchate, Ph.D.:
There is a lot of interesting data out there, as someone just mentioned about the ACOs and changes in outpatient costs. And those clearly should have a bearing on what we see and so, part of the innovations that could make these models more powerful is to narrow it down to the type of experiences that Veterans have. And so, one very useful resource I found was the Census, American Community Survey, which has a way of identifying Veterans, and that was quite helpful for us to look at that data and get a feel for a number of measures that are not usually available, especially the unemployment ratio measure. Initially, we were using the typical unemployment ratio, but we really liked changing that to the unemployment based on Veterans. I think there is a lot of potential for improving these models and making it much more powerful.

Christine Yi:
Mm-hmm. It looks like I have one final question and this is a clarification on the study population used. This is from a question based on Slide A; you talked about how you look at all Veterans who are enrolled and this is enrolled defined as people who showed up in the ADUSH Enrollment Files. And there are a few Veterans that you had excluded, there were some exclusions there, and the question was what share of those Veterans who are in the Enrollment Files, did you exclude?

Amresh Hanchate, Ph.D.:
Right. So, we started with about - if you add up all the enrollees in all the years, I think it is about 12 million plus, and so the total figure was about 9 million or so. And I would say of the two exclusions, the bigger one - so, one exclusion was people who were there for only one year, and that was the smaller one of the two. And the bigger one was those who relocated, because we are looking at a fairly extended period of time, there were quite a few people who apparently moved across counties and that were the bigger one.

Christine Yi:
Can you remind me why you excluded people who relocated across counties?

Amresh Hanchate, Ph.D.:
Right. So, the thinking was if someone moves from a state that has very low Medicaid coverage, to a state that has very high Medicaid coverage, so if you then include that person in the study, and all their years of observation. So, then if you look at that person’s history of VA healthcare utilization, the covariant for Medicaid eligibility will suddenly jump for that person, from one year to the next, when they switch. And that’s a change that is not - that is not _____ [00:57:59] and so our model, we are trying to capture the direction of cause and effect, what happens when externally things change, and what happens to utilization. But, incorporating these people, relocations, would be sort of a confounding effect. Here, the relocation is the one that is causing the external determinants to change for these people. So, we did not want that kind of basically a noise.

Christine Yi:
Mm-hmm, thank you, Amresh. I think that is it for the questions. I see that it is at the top of the hour, so I will turn it back to you.

Moderator:
Great, thank you. Amresh and Austin, thank you, to both of you, so much for taking the time to prepare and present for today’s session. For the audience, our next session in this series is scheduled for Wednesday, June 15 and Julia Prentice will be presenting, Optimizing Access Metrics in the VA. We did send out registration information out on that earlier this week, but we will be sending out more as we get closer to that session time.


Also, when I close the session out, you will be prompted with a feedback form. Please, take a few moments to fill that out. We really do appreciate all of your feedback. Thank you everyone for joining us for today’s HSR The Cyber-Seminar, and we look forward to seeing you at a future session. Thank you.
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