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Cheryl:		Welcome to VIReC’s Clinical Informatics Cyberseminar Series. Today’s sessions is “Disseminating the Community Nursing Home Dashboard”. CIDER for providing technical and promotional support for this series. 

Today’s speaker is Dr. James Rudolph, M.D., M.S. Dr. Rudolph is the Director of the Center of Innovation in Long Term Services and Supports for Vulnerable Veterans at the Providence VA Medical Center. He is also the Director of Measurement and Quality Improvement for the VA Office of Geriatrics and Extended Care and an Associate Professor at the Warren Alpert Medical School at Brown University. 

Jim is a clinician, researcher and educator. His area of expertise is the relationship of functional that is cognitive and physical, deficits as a pre-disposition to negative health events in older persons. He is an active clinician who works with interdisciplinary teams to implement and improve programs that improve patient care with a focus on returning patients function. 

Any questions you may have for Jim will be monitored during the talk and I will present the questions to them at the end of the session. As a reminder, a brief evaluation questionnaire will pop up when we close this session, if possible please stay until the very end and take a few moments to complete it. I am pleased to welcome today’s speaker Dr. James Rudolph. 

Dr. James Rudolph:	Thank you Cheryl and thank you to everyone for participation in the seminar, I am really excited to be here and I am also very thankful to VIReC for giving me the opportunity to be here and talk about some of our work. 

Cheryl covered my bio in this. About a year and a half ago, I took over or I joined the Office of Geriatrics and Extended Care to help them with some of their measurement challenges and this program really bore out of that relationship with the office. And it has been a fabulous relationship as far as partnered research and partnering to improve the care of our Veterans. 

We are going to start with a poll question because why not and to make sure everyone is still awake. The poll question is – My primary role at the VA is? a) Research investigator; b) Data manager; c) Project coordinator; d) Program specialist or analyst and e) Other (specify). 

Heidi:		And responses are coming in here. I now we do have some non-VA people and the question is for VA. If you are non-VA, just click on the Other and let us know in the Q&A screen. We are always happy to have non-VA people here but we always seem to ask the question what people’s VA role is. It looks like the responses are slowing down here so I am going to close the poll out. What we are seeing is:  twenty percent saying research investigator; ten percent data manager; thirteen percent project coordinator; forty percent program specialist or analyst and seventeen percent other. Thank you everyone. 

Dr. James Rudolph:	Okay, well welcome to everyone and hopefully I have something for everyone. In the Office of Geriatrics and Extended Care, we were posed with a question and the question was – we have a declining number of older Veterans what is the purpose of geriatrics and extended care? We thought about this and really did some introspection in the office to figure out who we were and what we were about. The overall numbers that were presented to us were correct as the World War II and Korea Vets die off, there is a declining number of older Veterans. The challenge is that at the same time those Veterans are dying off, there is a new crop of Vietnam Veterans who are highly service connected. In 1999 the Mill Bill provided, or mandated that the VA provide nursing home level care for all those eligible Veterans who were seventy percent or more service connected. We also call those P1 or Priority 1A Veterans, seventy percent or more service connected. What we are looking at is while there is a declining number of older Veterans overall, there is also an increasing number and in fact a doubling of the number of older Veterans who the VA is responsible for providing nursing home care for. 

In the next decade, we are going to double the number of Veterans who we have to put in a nursing home. That is not to say all of them will go into a nursing home, but knowing how highly service connected the Vietnam Veteran population is as well as how comorbid they have a tendency to be, there is going to be a need and a demand for nursing home services increasing over the next ten years. 

We go to poll question number two and the question is – What is the average annual cost of long term care for which the VA contracts? This is per Veteran per year. 

Heidi:		In the options here are:  sixty thousand dollars; seventy-five thousand dollars; one hundred ten thousand dollars; one hundred fifty thousand dollars or two hundred and twenty thousand dollars. Responses are coming in I will give you all just a few more moments to respond before I close things out. Okay I am going to close it out and what we are seeing is:  three percent saying sixty thousand dollars; seven percent saying seventy-five thousand dollars; thirty-seven percent saying one hundred ten thousand dollars; thirty-three percent saying one hundred fifty thousand dollars; twenty percent saying two hundred and twenty thousand. Thank you everyone. 

Dr. James Rudolph:	Thank you all for your answers. For VA contract, we spend about a hundred and ten thousand dollars per year per Veteran. When we think about that doubling of Veterans that we have to provide nursing home care for, the cost gets very big, very quickly. We really do not have that, I do not know if you have been around some of the budgetary talks, we do not have that in our budget necessarily. There is a real need to not only find alternatives to this, but to make sure that our hundred and ten thousand dollar investment is being met with quality. 

The Office of Geriatrics and Extended Care is kind of on top of this at least the population side of things.  And they have already projected where these long term care beds are going to come from. Largely the growth in long term care that the VA is going to need over the next years is going to come in the contract nursing home program. There may be a slight growth in the Community Living Center or CLC program, which is our VA run program. But we are in a fixed bed situation in the CLC so they cannot grow dramatically. It also turns out to be cheaper to put a patient in a community nursing home versus a community living center. Most of the growth in nursing home care is going to come from community nursing homes. 

Now that is important with the QUERI project. We were asked to take a look at what goes on with the Community Nursing Home Program and how we can improve quality with that. We proposed three main objectives, first was identify the process for how these nursing homes are selected because if we can select high quality nursing homes to begin with, then we are on a pretty positive pathway towards demonstrating that we provide good care. The second was develop a system to feedback quality information to the field and through a randomized stepped-wedge, dissemination see if that dashboard or that information that is getting back to the field actually makes a difference. Then the third one was to develop Veteran specific measures for community nursing home volume and I will talk more about that when we get to it. 

Here is the overall conceptual model of that is that understanding the process helps us design the dashboard better and implement it better. If we also are able to ultimately incorporate Veteran specific measures on that dashboard then we are going to have a very good understanding of the quality that our Veterans are receiving in these community nursing homes. Understanding that quality is going to help drive decision making from several of the involved parties and overall ultimately improve outcomes. 

I am going to talk about our first objective and this is one of those things that I do not know if this has ever happened to you in life. I was sitting in my office and I was in Boston at that time and I just happened to have my door open and in walks someone who provided me an opportunity that I could not pass up. We had proposed in our application to develop a process map for what the community nursing home selection process was. Into my office walks this industrial engineer who says – I want to look at not only the process but the overall policy behind the process. With the partner, with the Geriatrics and Extended Care partner, I also knew that the community nursing home policy was undergoing revision at that very time. What happened was this engineer from the VERC really wanted to map out the policy and what was going into the decision making so we get the structural map of that, but then also do this FEMA process to improve it. It also helped that the leader who was writing the nursing home policy or leading the group to write the nursing home policy was Lean and Sic Sigma trained, and so she was very receptive to this idea because if you identify a mistake before it happens it is much easier to correct it then after it happens. 

Also, I do not know if everyone is aware of how VA policy works. But generally an office and in this case the Office of Geriatrics and Extended Care writes a policy and then they send it around for a process called Concurrence. And every other invested party has to agree to the policy or recommend changes and if they recommend changes, it gets sent back to square one and then has to go through the entire process again. We just had a policy in Geriatrics and Extended Care that was approved that had spent over four hundred days in the Concurrence process before everyone finally signed off on it. This is an incredibly tedious process to get through. Then we will talk about some of the communications challenges with that. 

I want to talk about the FEMA, this is really from a quality standpoint, this is really cool stuff in my ideas and it is very novel what we did with this policy. FEMA are Failure and Effects Mode Analysis was developed in the military, and NASA and it is based on the principle that those who are involved in the process understand the process better than anyone else can. They know what is going to go wrong when that process happens or when that process is implemented. We use this in the airline and aviation and exploration industries because if you have a failure you have a huge loss on your hands. If an airplane goes down it is not just an airplane going down it is all the lives that were on that airplane. You want to preemptively address failure as best as possible through this FEMA process. These have been adapted in healthcare and they are now required as part of the Joint Commission to go through some of your processes and figure out where your current process has weak links or failure modes and work to correct those failure modes. 

Our strategy when we worked with VERC and the GEC or the Office of Geriatrics and Extended Care was to map out this policy. And we really focused or the VERC really focused on the requirements within the policy; what needed to happen to make the community nursing home program and then who was responsible for that. After that we were able to provide feedback directly to the office and the people who were writing the policy so that they could correct it and clarify the language and make sure that there was a responsible party involved and that we minimize redundancy. Then to follow up with this we went out and interviewed community nursing home leaders at facilities and we interviewed twenty-seven about the old policy and we presented the new policy to twenty-eight of them. We devoted our questions to three main areas, the acquisition of long term care through the community nursing home program; the implementation of the community nursing home team and the oversight and quality control for the program. These are specifically addressed in the policy and that is why we chose to go out and focus on these areas. 

Here is our community nursing home policy map and I do not expect everyone to read this but these are essential tasks. Some are required, they are all required actually, and there is a much more complex slide this actually map then a behind slide to who was responsible and what the overall risk was, what would happen if this worked. We have a map of the key requirements of this program.

Then we went and after we had the policy map and understood some of the language failures, we actually took that back to the group right away and had them correct the language so that we had what we felt was the most cohesive and comprehensive policy that addressed most of the failures. Then we sought out to go and talk to people and this was an exciting thing too. We selected a wide variety of location, program size and facility complexity and we wanted the interviewees to be able to identify what they felt was the weak link in the policy that they were presented with. Again we wanted them in our areas but we wanted them to come up with the specific areas for failure. Then in a FEMA process you do a quantification, they are engineers after all, I was raised as an engineer so you have to have  a number behind everything. The way they do that is to create a risk priority number and so for the severity of the error or severity of the failure, the frequency of the failure and the ease of change of failures each of those is rated on a one to ten scale and then the risk priority number is the multiplication of those three. So the top risk priority number is a one thousand, if you saw a shoe lying in a jet engine you would say oh my goodness that could be catastrophic well maybe it does not happen that often and it is pretty easy to change. Fortunately we had no one thousands. 

So here are some sample questions from our structured interview. Identify areas where this part of the policy might fail? What do you think is going to cause this to fail? How will this impact on Veterans? If it fails how severe is that impact on Veterans going to be? What are existing procedures that we can do to change this?

Here is what we found. In the old policy we had some real challenges on identifying community nursing homes, the old policy was particularly weak in that area and that is our highest risk priority number in the old policy. The other area where the policy we felt was weak is in the oversight process. In the new policy what we found was that there were structure elements that we necessarily could not change and this is - no community nursing home meting the Veterans needs and bringing new community nursing homes on board is difficult. If anyone has ever dealt with the VA contracting process that is a requirement of this program is that you have to go through the contracting process. Getting high quality nursing homes on board can be pretty challenging sometimes, a lot of times, because you have to go through that contracting process. What we were able to identify is that this new policy seemed to address the mechanisms to identify community nursing homes as well as the oversight process actually completely, we lowered the risk priority number for the oversight process. What the Office of Geriatrics and Extended Care took away from this is two things the first is – it is in the new policy, [shucks, there we go]. Technical difficulties averted. 

What the Office of Geriatrics and Extended Care took ways from this was that we cannot just hand out a policy as has always been done, we need an educational program to back up that policy. The Office of Geriatrics and Extended Care took this really to heart. The office needs a roll out plan for when they are going to roll out this policy. The second part is that there are elements of the contract nursing home program that are structural elements like contracting that is limiting our ability to capture new high quality nursing homes. The office could take that up in some ways and I will talk about that a little bit later. Ultimately this process identified twenty-seven failures in the writing process of that policy. Before the policy went into the Concurrence process, we were able to identify twenty-seven places where rewriting and clarifying corrected the failure. So we believe we have a much tighter policy because of this process. 

Next area or next part of this I am going to is the development and dissemination of the community nursing home dashboard. 

Alright so I am going to a poll question now and the poll question is – What is the most important factor in placing a Veteran in a community nursing home? a) Does the Veteran need to be in the community nursing home? b) Who is paying for the community nursing home? c) What is the quality of the community nursing home? d) Do we have a contract with the community nursing home? e) Are we getting value for our money?

Heidi:		Responses are coming in I will give everyone just a few more minutes before we close the poll out and go through the responses. It looks like we have slowed down so I am going to close it out. And what we are seeing is fifty-seven percent saying - does the Veteran need to be in the community nursing home; zero percent to - who is paying for it; twenty-five percent - what is the quality; seven percent - do we have a contract; and eleven percent - are we getting value for our money. Thank you everyone. 

Dr. James Rudolph:	Okay and I would love to say there is a right answer here, but the right answer really depends on your perspective. I think it is important from both the Veterans standpoint that we evaluate - does the Veteran need to be in the nursing home. There are cases where Veterans go into a nursing home who are not functionally declined to the point where they need a nursing home. From the nursing home’s standpoint they want to know who is paying for it. The quality of the CNH is important I would not say it is the overall factor, but our office needs to be able to say to Congress and our leadership as well as the Veteran population, we are doing right by you we are putting you in high quality nursing home. From the contract standpoint this is very important to the medical centers because you cannot put a person in a community nursing home that is high quality or low quality unless we have a contract with them. It is part of the process. Ultimately the Secretary and Undersecretary really want to know and the Congress really want to know are we getting value.

Following up with another poll questions. The poll question is – What are the domains used by CMS which is the Centers for Medicare and Medicaid Services in Nursing Home Compare? a) Quality measures; b) staffing; c) state inspections; d) all of the above. 

Heidi:		And again I will give everyone just a few more moments to respond to the poll question before we close it out. It looks like we have slowed done here, so what we are seeing is three percent saying quality measures; zero saying staffing; zero saying state inspections and ninety-seven percent saying all of the above. Thank you everyone. 

Dr. James Rudolph:	Thanks everyone, sounds like I need to take a course in writing questions. Yes, CMS the Centers for Medicare and Medicaid Services publishes publically available by a website called Nursing Home Compare. And they created a five star ranking system for every nursing home in the country and five stars is good one star is bad and with each of those there is right now three domains but it is increasing to six domains in the next few months. 

The first domain of that is quality measures and that comes from the minimum dataset and do not let the name fool you it is not a minimum dataset, there are about four hundred data elements that go into the minimum dataset. It is collected on admission and this is for short stay, it is collected on admission day fourteen, day thirty, day sixty, and day ninety. For long stay patients it is collected on admission and every ninety days thereafter and whenever there is a change. Think of that there is this huge dataset out there, four hundred elements, each of those time points that go into these quality measures but there is a whole wealth of information that is not booted in those quality measures as well. Every nursing home in the country or every state in the country has a state inspection program for their nursing homes and that state inspection program goes into the nursing home uses standardized criteria to evaluate the nursing home and that information is then rolled into the Nursing Home Compare. The final one is staffing and staffing is interesting in a lot of ways. It is self-reported staffing in the nursing home, but it is one of the only measures that have been shown to be associated with patient outcomes in the nursing home. All three of those contribute right now to CMS Nursing Home Compare but each of them has unique features in that combination and we are getting more over the next few months. Exciting, exciting. 

What we chose to do is we wanted to take this Nursing Home Compare data and present it to VA facilities on the CNH facilities that they were in a relationship with. There is a lot of steps here and I do not know that I am going to do justice to them all. There are a lot of analysts on the line so hopefully they will understand me. Every month we download from CMS the nursing compare dataset and it provides information on all sixteen thousand nursing homes across the country. All their CMS data, all their quality measure, all their state survey data, all their staffing data comes to us. It is publically available so if you really wanted to download it on your home computer feel free. I would not recommend downloading it to your VA computer  you will lose the drive storage. Then what we have done is we created local VA markets for geriatric services so a lot of VA’s follow state boundaries, not every VA follows state boundaries. So what we chose to do is identify the counties where Veterans were getting services and this is all geriatric services paid for out of that medical center and then we chose to associate that county with a particular medical center because they were already paying for something in that medical center. Then what we did was we matched those counties with the Nursing Home Compare so that got us to how our facilities related to a various medical center. Then we went to the VA Paid files and we captured those facilities that the VA was paying for and matched those with the facilities in Medicare or that we downloaded from CMS. What we were able to do is to create for every medical center a listing of facilities that they were paying for in their market and compare it to facilities that they were not paying for in their market. What we chose to do was a stepped-wedge release of this dashboard so we are rolling it out bit by bit with the hope that it will improve quality as we go along. 

So here is our speedometer and this is the overall snapshot of how we are doing in the VA. The blue arrow is our VA score so overall the facilities that we contract with have an average five star ranking of 3.02. Compare that to the other facilities in the community and they have an average of about 3.2 so we are doing slightly worse, we are contracting and putting Veterans in slightly worse facilities than are otherwise available in the community. 

Here is a snapshot of the dashboard and so you can see the speedometer that I just told you but there is still a system of key highlights on here. First, we need the audience for this is wide. So we need this to hit geriatric extended care leaders, we need it to hit VISN GEC leaders and VISN leaders. We need it to appeal to facility leaders as well as those making selections for the nursing home so there are a lot of levels here. Overall in the country we have about twenty-three thousand five hundred Veterans in community nursing home facilities. About twenty percent of those are in one or two star facilities and overall we contract with about eighteen hundred or so facilities and of those about forty percent have one and two stars. When you look at the histogram below you can see we contract with more one and two star facilities than is otherwise available in the community. If you look a little bit more down at the graph view you will notice that overall the ranking is in the stars are not that different. In each of the survey quality and staffing our VA facilities are a little bit worse or the facilities we are paying for in the community nursing homes are a little bit worse. It gets particularly worse when you look at nursing homes and the community nursing home facilities that the VA pays for tend to have about two hours less per day of nursing hours. 

After that, you can then drill down to the scroll bars on the left side to a particular VISN and I picked VISN 17 because I happen to pick it. VISN 17 over on the overall average is doing right in line with the nursing home. So the facilities that they are contracting with have an average star rating of 2.8 and the facilities that they are not contracting with have a ranking of 2.8. You will notice that this is different than the 3.2 and there are substantial regional variation in nursing home quality and so if you were in VISN 17, if you are looking across these quality rankings, you are in general there is a lower quality ranking for the facilities across this area. Below you can actually see the breakout according to particular VA facilities and some facilities do quite well and _____ [00:33:41] [skips] five forty-nine and six seventy-four where they are contracting with a higher quality facility and others do not do as well. You will look at seven fifty-six and I believe that is Puerto Rico which does not have any facilities that it contracts with _____ [00:33:56] [skips] Program. From here we can drill down even a little further to the facility and on the facility view we see in West Palm, that is the facility I chose, they have a hundred a seventy-three Veterans in community nursing homes. They have thirteen percent only of them in one and two star facilities, but of their nursing homes thirty percent are one and two star. So it looks like what they have done, they are right on target for their market from the speedometer, is that they have a few lower quality facilities that probably do not get as many Veterans admitted to them as the higher quality facilities which is kind of what you want. Even though they are on contract you put your Veterans in higher quality facilities, which is hopeful. 

This listing here lists out the individual nursing home facilities and their rankings. The blue is our VA paid ones followed by the red, which is the non-VA paid ones. Ultimately, we are hoping to do a few things with this page. The first is be able to drill down even further to the facility level to look at the individual components of quality, staffing and state survey data. The other thing we are hoping to do is be able to do a little bit of a site mash so that we can look by zip code at facilities nearby so that the option is geographically selecting a higher quality facility. 

Okay, next poll question I am really keeping you busy with the polls. Number five – After viewing the CNH dashboard what is the important next step? a) Learning VAMC challenges to selecting quality CNH facilities? b) Building a national dashboard to compare VISN's. c) Incorporating in SAIL to hold VA’s accountable for low performance. d) Build a relationship with CNH Coordinators? 

Heidi:		And I will once again give everyone just a few more moments to respond to the poll question and we will go through the results. It looks like we have slowed down so what we are seeing is - sixty-two percent saying learning VAMC challenges to selecting CNH facilities; four percent - building a national dashboard to compare VISN’s; nineteen percent - using SAIL to hold VAMC’s accountable for low performance; and fifteen percent - build a relationship with CNH Coordinators. Thank you everyone. 

Dr. James Rudolph:	I would love to say there is a discreet answer to this but I do not know that there is again. I will tell you our process. What we chose to do is we chose to focus on education and building a network and the reason we did that was that we really believe the people who could make the best decisions for us were in the field and by building this network we were going to have much tighter collaborations with the field. We focused our educational program on community nursing home managers and local leaders at the program. We also have been targeting contracting officials as well as VISN GEC leaders, VACO GEC is on board with what we are doing. The way we have gone about this has really been very strategic and very collaborative. I have been very fortunate to have good partners in the Office of Geriatrics and Extended Care who want to be part of this process and who want to enhance their relationship with the field. With Christian Maclean and Marianne Shaughnessy and Lisa Minor we have gone about educating the community nursing home managers, getting input on what some of their challenges were and educating them not just about the dashboard as well as what additional information they would find useful that would help them make better decisions. 

We have been doing this through a stepped-wedge design and I do not know how familiar everyone is on the stepped-wedge design but the premise is by randomizing VISN we are going to be able to tell whether this additional dashboard actually makes a difference in community nursing home selection and quality. Every three months we roll out the dashboard to a new set of VISN’s and I go on a presentation tear talking to all sorts of community nursing home leaders as well as VISN GEC leaders about what the dashboard is, how accurate the information is, what they would find valuable on that. And the idea is that as we roll this out, we are gaining input that is valuable to the office but we are also building this network. Ultimately we are going to determine whether the community nursing home dashboard is effective. 

Our strategy with the stepped-wedge analysis is to use each group as its own control and we use the group as its control for the six months prior to release. We release the dashboard for three months and then we follow for a year looking at their overall quality over the course of that year. 

Okay, so there is challenge in all of this. The challenge is that we are getting our measures from CMS data and it measures that are built on an overall community nursing home facility not on the care that that facility delivers to the Veterans that we have in that facility. So, with an organization called GECDAC or the Geriatrics and Extended Care Data and Analysis Center we are in the process of building some measures specific for Veterans. This overlaps with some of our work with CMS and with some of the newer CMS projects. And that is we are building measures that can be consistent with what CMS is and one of CMS new measures is looking at function which happens to be one of my soft spots as well as we are figuring out mechanisms to develop a delirium measure. These measures are different than what I presented because they are focused on the Veterans that are in the facilities currently. 

Here is how it would work is that we are able to capture community nursing home MDS data from our Veterans through the Medicare Analyses Center we get MDS data.  We can then compare, we understand what the facility is both from the MDS data on our Veteran that we collected as well as we understand what the overall quality is from CMS. We combine that with something called the residential history file, which is a VA database that captures longitudinal outcomes on data, and we can look also at the CMS quality measures. The idea is that if we have several Veterans in the same facility, we can get an overall quality of that facility from a Veterans’ perspective. It is pretty cool to think that if we have four Veterans in a facility we can rank that facility as to how good they are taking care of our Veterans. There are some challenges with that, there is a lot of data that goes into that as you might guess. 

It leads up to the next poll question, which is – Which of the following factors is most amendable to a quality measures? The potential options are – a) Hospital Readmissions, b) Improvements in Function, c) Worsened Mobility, d) Successful Discharge to the Community,  e) Emergency Department Visits. 

Heidi:		Again, we will give everyone just a few more moments to respond to the poll question before we close it out and go through the responses. It looks like we are slowing down so we will go ahead and close that out. What we are seeing is - twenty-four percent saying hospital readmissions; thirty-two percent - improvement in function; zero percent - worsened mobility; forty percent - successful discharge to the community; and four percent - emergency department use. Thank you everyone. 

Dr. James Rudolph:	Yes thank you for your responses. This is also one of perspective. If you were sitting in the top office at the VA I sure think that knowing that we are paying a hundred and ten thousand dollars for a Veteran to be in a facility and we have the possibility of getting them successfully discharged back into the community, that would be a big one my radar screen. Our coin in Providence has developed a measure of successful discharge from the CLC so we are very excited to try this out and see how it works. Hospital readmissions are clearly on the SAIL component or on the SAIL measures and very soon will be added to the CMS Nursing Home Compare. We are going to have a pretty good idea of what a facilities readmission rate is from Medicare or we could also combine that and add to that with what the Veterans are experiencing along the way. The other one is the improvement and function and this is really a short stay measure but think of why Veterans go in for a short stay nursing home stay. And the reason is largely rehab, we want that patient to come out stronger, faster, better than they were before they went in. Medicare has adapted this as well as one of its new quality measures in the short stay is looking at who is improving in function. They are also interested in who is worsening in function or who is worsening in their ability to ambulate which is they are viewing as a marker of overall nursing home quality too. Most of these are going to be collected by nursing homes or by Medicare but we can also build off of that relationship and potentially develop some very specific measures for our Veterans. 

Okay, I am going to leave a little time for questions here. Overall, I want everyone to remember this is a partnered QUERI. So that not only do I need to get something out of it, but GEC needs to get something out of because they are ponying up better than half of the money for this program. The first goal from GEC is they want to improve quality and value of the community nursing home program. Hopefully I demonstrated to you that the demand for this program is going to increase and it is going to increase in the community nursing home as opposed to the VA based program. We at all times need to be ready to say we are providing high quality care. The second part, which we have hopefully addressed, is to identify the process of CNH selection and also the policy. I have to say that when I submitted this grant this was my primary goal was to alter the policy and we did that within the first month or two of receiving the award. We altered the policy but we have a long way to go to improving quality. The office also wanted us to gain experience in dashboard development so that we can apply these skills to other dashboards for the office and ultimately build a GEC-wide dashboard that then can also be rolled out on a systematic basis to see if it works. The final part is that GEC knows that Veterans have unique care needs and by identifying some VA specific measures we are going to be able to hopefully demonstrate higher quality care. 

Now I talked to you about many of the highs that we have had along the way and some of the stuff that we are still doing, please understand that there have been a lot of lows along the way too and we have met our share of challenges. The first challenge we met is picture this, we get a list of facilities that we pay for through the VA system and that has a vendor ID number on it. Then we get the list of nursing homes from CMS and that has a Federal ID number on it. The vendor ID and the community nursing home ID are not the same and we really struggled to figure out, and we ultimately I do not think we ever found a way to capture the Federal ID from our vendor system. So we did some pretty complex matching to develop a master list of facilities that we pay for and we are also soliciting input from the field. I think we have enough of the workable short term solution for this, but ultimately our goal of building the network is going to create the best solution for this because the facilities are the ones who are closest to their community nursing homes and will understand who they are working with and be able to select those facilities. I think that the long term goal here is to be able to have the Community Nursing Home Coordinators do the very best that they can to identify the facilities that the VA is paying for. 

The second challenge that we run into is our IT limitations and everyone is well aware of the IT limitation. Imagine you are releasing a dashboard and you want to know whether people are using it. If this was the private sector we just go run Google analytics on our website and get a very clear answer of who is using it and from what stations and what IP addresses. We cannot do that in the VA so we are looking for ways to capture how this is being used. 

Our next is the changing needs of GEC. When your boss it he U.S. Congress things change all the time and in all honesty in my time with the office I have seen incredible fluctuation where everyone thought that long term services and support which are not nursing home were superfluous until they read the Mill Bill and realized that they are mandatory and required services. Then everyone all of a sudden is trying to get people out of community nursing homes and back into the community and this shift has gone on over the course of eighteen months. It has been a challenge to keep a focus as the needs of GEC has shifted. On the day that this grant was submitted or shortly the day after I believe it was announced that the VISN’s were realigned. So I have a randomized design based on randomized VISN’s and it needed to be adapted almost immediately for the VISN realignment. and we were able to re-randomize actually we had not randomized at that point so we waited for the VISN realignment to take place. We also lost about three months because we did not want to prematurely release the dashboard and then have VISN’s realign and so we had some in and some out. We waited three months to make sure that we could account for the VISN realignment in our randomization. 

I talked a little bit about some of the challenges with contracting and everyone is aware of that, but there is pending legislation in Congress with bipartisan support that would take the community nursing home program out of the contract process and allows us to use provider agreements for the process. And this would explode the number of nursing homes we worked with but it would also create an administrative and oversight burden on these Community Nursing Home Coordinators that was pretty substantial. Fortunately as people hear about this provider agreement thing, most of the Community Nursing Home Coordinators see the dashboard as a potential way to help manage this potential influx of community nursing homes.

The final one is the minimum dataset data that we get from CMS and VA. This is not the Nursing Home Compare data, we get that monthly and that is up to date. The minimum dataset data where we were going to create those equality measures is delayed by twenty-four months. Our quality measures, we are going to be able to develop great quality measures for 2013 but that does not always have a tremendous value in 2016. We continue to push on to try and get more up to date minimum dataset data and I think if we can demonstrate a need for this up to date data we are going to be able to have a better case as to why we would need it. 

Alright, as you might have guessed, none of this has been done alone and I have had many great collaborators along the way and it really would not have been possible without a lot of support from people. I am very thankful to my GECDAC colleagues, the GEC office, the New England VERC that coordinated that FEMA, Indy Case who has been helping design the dashboard as well as the QUERI Program overall. 

From that I am happy to take questions. I know all your lines are muted, type your questions rapidly. 

Heidi:	We have gotten some questions in, Cheryl are you able to…

Cheryl:		Okay, yes can you hear me now.

Heidi:	We can hear you yes. 

Cheryl:		Okay why some VISN’s are not available via the dashboard?

Dr. James Rudolph:	This is part of the stepped-wedge release so GEC is making a big investment in this dashboard and they want to know that the dashboard has value and so VISN’s have been randomized and will be rolled out in accordance. So by the end of Q1 of fiscal year 2017, all VISN’s should be rolled out. 

Cheryl:		Okay. Another question – how did you get the CNH leaders to agree to participate in the interviews?

Dr. James Rudolph:	Because we were working with the policy group, they just asked. 

Cheryl:		Okay, here is a question regarding the fact there is data only from April through June of 2015. Will the data be updated when fully implemented?

Dr. James Rudolph:	Yes. There is a challenge bringing data into the system and so we are in the process of creating the back end to update this automatically because there was a lot of manual work to create initial data. But we are actively engaged in automating this data process, which will then give us fresh quarterly data for all VISN’s.

Cheryl:		Okay. Two questions related to some of the notation on some of the slides. Please verify that the meaning if VA Paid means under VA contract and non-VA Paid means not utilized by VA since not under contract. 

Dr. James Rudolph:	So we cannot necessarily tell you if there is an existing contract in that specific terms, but what we do go to is the VA Paid files and if we are paying a facility there has been a contract or there currently is a contract. There is a lag time sometimes and some of the facilities are late in submitting their invoices or the VA is delayed in paying their invoices so there may be a lag in that area.,

Cheryl:		Okay, the last question – please verify that one star means bad and five star means best. 

Dr. James Rudolph:	This is a loaded question even though it is seemingly simple. According to the CMS rankings five star is a higher quality facility than a one star facility. For those people who have been involved in community nursing home we have seen one star facilities that are exactly where we want to send our grandmother to and we have seen five star facilities that we would not want to send our gold fish to. For the actual quality I do not know exactly how to rank that but according to the five star ranking system for quality five stars is good, one star is bad. 

Cheryl:		Okay, those are all the questions. Jim thank you for taking the time to present today’s session. To the audience if your questions were not addressed during this presentation you can contact Jim directly. You may also contact the VIReC help desk at VIReC@VA.gov. Our next session for our partnered research series is scheduled for Monday July 25 at 2:00 PM eastern. This session is titled “CBO Purchased Care Contractor Data and Its Use in Research”. This session will be presented by Janae Lee and Evan Carey. We hope you can join us. 

Thank you once again for attending this session. Heidi will be posting the evaluation shortly, please take a minute to answer those questions. Thank you. 

Dr. James Rudolph:	Please fill out your evaluation, I value your feedback, thank you. 

Heidi:	Thank you and as everyone is saying I am going to close the meeting out in just a moment, when I do you will prompted with that feedback from. Please take a few moments to fill that out. Thank you everyone for joining us for today’s HSR&D Cyberseminar and we look forward to seeing you at a future session. Thank you. 
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