pact-072016audio
Session date: 7/20/2016
Series: Patient Aligned Care Teams
Session title: Patient Reported Access to VA Healthcare and Veterans Use of Primary Care Services
Presenter: Ed Wong

This is an unedited transcript of this session. As such, it may contain omissions or errors due to sound quality or misinterpretation. For clarification or verification of any points in the transcript, please refer to the audio version posted at www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm.
[bookmark: _GoBack]

Molly:		Presenting for us today, we have Dr. Edwin Wong, he is a Core Investigator at the VA HSR&D Center of Innovation for Veteran Centered and Value Driven Care located at the VA Puget Sound Healthcare System. Joining him today is Dr. Matthew Augustine, he is an M.D. Fellow also at the VA HSR&D Center of Innovation for Veteran Centered and Value Driven Care located at VA Puget Sound Healthcare System. I will turn it over to you know. 

Dr. Edwin Wong:	Thank you Molly for the introduction. Are slides shared?

Molly:		Yep looks good. 

Dr. Edwin Wong:	Okay thank you. As molly alluded to, we want to thank everyone in the audience for attending today. As Molly eluded in our introduction part of our talk is patient reported access to VA healthcare in Veterans us of primary care services. 

I would like to begin our talk today be providing a brief presentation and I would like to give a roadmap of where we are going today. We will be begin by providing just a summary of some of the key highlight of VA institutional focus on improving access to care for Veterans. We will then present a brief conceptual framework for examining issues of access in the VA system that will serve sort of as a framework or as a roadmap for understanding the projects we will be presenting today. We will then look at, our first project we are presenting will be asking the question of – which Veteran seek PACT-related primary care services from VA? We will then transition into looking at a second project that examines the question of whether patient reported wait times affect future use of primary care from VA and Medicare respectively. And we will conclude the presentation today by answering questions from the audience and provide some final remarks. 

To help us gauge for the composition of the audience today we would like to pose the following poll question, if you could please answer the question of what your primary role is. Molly.

Molly:		Thank you. I will go ahead and launch the poll now, so it is up on your screen for our attendees. We would like to get an idea of - What is your primary role in VA. We know a lot of you wear many different hats within your position but we are trying to get an idea of what you spend a majority of your time doing. The answer options are:  student, trainee, or fellow; clinician; researcher; administrator, manager or policy-maker; other. If you are selecting other, please note that I will put up a more extensive list of job titles at the end of the presentation and you may find yours there to select. It looks like we have a nice responsive audience over eighty percent have already replied so I am going to go ahead and close the poll out and share those results. We have six percent student, trainee or fellow; ten percent clinicians; twenty-three percent researchers; thirty-nine percent administrator, manager or policymaker; and twenty-three percent selected other. Thank you to our respondents and we are back on your slides. 

Dr. Edwin Wong:	Thank you for the responses and it sounds like there is quite a large variation in the audience members today so we will try and tailor our talk and present our work that is approachable for everyone. 

I would like to begin today by summarizing some of the areas of key institutional focus of VA, as it requires improving access to Veterans. As most of us here today know that improving access is of critical importance currently and has been double-down in recent initiatives. First and foremost, it has been improving access and reducing appointment wait times in particular has been identified as a critical priority area by the VA Undersecretary for Health. Initially and notably the Veterans Choice Program is, as most of us know, was recently implemented in 2014 with the idea of providing non-VA care for Veterans that is covered by VA for Veterans who meet a number of criteria, most notably for those who have an expected wait of  least thirty days for VA healthcare.
More recently, in April of this year, VA rolled out this MyVA Access Initiative and will be looked at in a little bit more detail in this next slide. 

So it is best to capture it in this schematic figure on the left. The MyVA Access Initiative and within the surreal diagram is five areas of emphasis that most notably for our presentation today there is emphasis on same day primary care access. Within the circular wheel there are a number of blue riser/blue spokes in column that sort of highlight a member of specific areas or specific actions that the VA system its employees can take to help improve access and to meet these five areas of emphasis. Again just to re-emphasize the whole purpose at the center of this wheel is Veterans access to care and also Veterans experience. In addition within this MyVA Access Initiative is a declaration that states a number of core principles and VHA employees are asked to take this MyVA Access Initiative declaration. And particularly important for the projects we will be presenting today are the first element or the first principle being providing timely access including same day services and primary care as needed. Principle number eight – offering Veterans extended clinic hours and/or virtual care options such as telehealth as appropriate. Dr. Augustine will be talking in further detail about some of the elements of these principles in the slides to come. 

In addition to VA’s efforts to double-down access more recently but it is important to note that access has been a central goal of the Patient Aligned Care Team Initiative throughout its existence. As some of you know, PACT was initially rolled out in April of 2010 and continues to serve as a model of primary care delivery in the present. The PACT model seeks to adapt the more general patient centered medical home model, which has a number of specific goals including the provision to provide team based care, most salient to the presentation today improving access to care. Furthermore, there are provisions to include care management and care coordination. And for the underlying theme to all of this is patient centeredness providing Veterans the care, that they desire and to provide care in a fashion that is most optimal for them. 

With these key PACT goals in mind, previous work by the PACT demonstration lab coordinating center has developed a composite index by which we are able to assess the degree to which clinics across the VA have integrated specific PACT components. Items within this PACT Implementation Progress Index or PIPR pi2 are subdivided into a number of domains and in particular, within this access domain there are eleven sub-items, which are defined in the index, eleven items that are derived both from survey data and from administrative data as well. Again, Dr. Augustine will be talking in more detail about these eleven access items. Again, just to reiterate PACT emphasis allowed access has been emphasized throughout its existence. 

The next part of our talk is the next few slides is providing sort of a framework for conceptualizing the access that is meant to serve as sort of a foundation for understanding and organizing the work that we are presenting today. This access model, which was developed, initially by John Fortney and colleagues in 2011, is specifically tailored for the VA setting. There are a few nominal features that I like to point out to the audience today. 

Within access, this model nicely defines five domains of access, which I am circling here. Within access, there are five types of access including geographical, so geographical temporal which is the most salient to our presentation today; issues of financial access so eligibility or out of pocket costs; additionally issues related to cultural and digital access are also specified in this model. 

A second key innovation of this model is the distinction between actual access, so actual access being defined as more objective types of measures such as travel distance or driving times or wait times in particular to the work for today. They distinguish between actual access and perceived access in this center box here and perceived access consists of measures that describe sort of how Veterans internalize or how they perceive various measures of actual access. Just to give an example two Veterans may have similar wait times for VA primary care, but the way that they perceive the inconvenience of a specific level of wait time maybe different across the two Veterans. That is sort of the distinction between actual versus perceived access. We hope that kind of separates these two constructs within the work today. 

In the first presentation Dr. Augustine, or the first part of the talk Dr. Augustine will be looking at various Veteran and community level factors that are influential in whether Veterans seek a number of PACT related primary care services and the relevant pathways that we will be examining are indicated by the orange arrows displayed in the slide. 

The second part of the talk we will be looking at how patient reported wait times affect actual utilization of primary care in VA and fee for service Medicare. We look at it through the pathways described in this second slide here. With this framework in mind I would like to turn it over to Dr. Augustine who will be presenting briefing on the first project. 

Dr. Matthew Augustine:	Thank you Dr. Wong and thank you everybody for signing on today. Knowing that the VA is empathizing the expansion of primary care services and extended hours, the question remains on which factions are actually seeking these services, which we call PACT Related Primary Care Services. Utilizing survey data as he discussed previously, we may be able to get at some of these answers and I will be presenting those to you.

As a little bit of background, expanding access with after hours or by phone or telehealth, apparently has four main goals. The first one I have listed here is - Equitable access, which can be described as the influence of biological imperatives such as age or gender and perceived need as a major factor in determining who is getting care and utilizing care. This is opposed to inequitable access, which is referred to the influence social structure, and enabling resources like insurance and income that commonly determine who gets access to care. The second goal of expanding access is in improved patient satisfaction, primarily to ease the ability to the patient to get the care that they need when they need it. The third, which is interdependent on the first two, is appropriate use of healthcare services. We know that barriers in primary care and preventative services increase the use of emergency rooms and hospital care. Potentially expanding access of afterhours care and by phone may improve or limit this use of low value high cost care. The final is improving health outcomes. Hopefully by improving access, we can increase the delivery of preventative services and increase chronic disease management. Despite the efforts of PACT as Dr. Wong described previously, the self-reported or patient reported access measures remain the lowest amongst the domains. Currently there is limited information about characterizing which Veterans are actually seeking these different services that have been highlighted both by surveys and put on emphasis by the PACT sign. We believe that new knowledge about who is actually using these services may help clinics improve resource allocation and identify Veterans and Veteran populations who are more apt to use these different types of services. 

To get at who are actually using these services, we are using patient reported measures through the Consumer Assessment of Healthcare Providers and Systems  also known as CAHPS and was previously known as the Clinician and Group Survey. But in 2011, AHRQ NCQA gathered input from providers and health systems and patients to develop a survey that was more reflective of patient centeredness and the patient centered medical home. .After validation, this survey was implemented throughout the VA in March of 2012. Within the VA system it is known as the Survey of Healthcare Experiences of Patients the PCMH module. Within this survey and from the input of both providers and stakeholders and patients, there is an Access Composite that has been developed that is commonly used to evaluate the quality of access within a clinic or by a provider. I like to highlight that within those six access questions asked to patients, there is primarily five sources that they asked about. Those are: routine care; immediate care; after-hours care; and calling after hours with medical questions or during regular office hours.

To give relevance to these six questions not only are they used for evaluation of quality but they are also used to evaluation, as Dr. Wong described previously, to evaluate the PACT Implementation Progress Index. If we look closer at the domain of access these CAHPS, Pete’s image question all six of them are used within evaluating the PACT Implementation. Given the importance of using these six questions and these five different services both by an emphasis by the MyVA Access within the VA and in the MyVA Access Declaration and also within the evaluation. Our objective in this study was to determine the characteristics of Veterans report seeking this routine care and what we call four alternative types of PACT related for primary care services. 

To do this, we use the first year that the PCMH module was launched throughout the VA system. This was provided to us by the Office of Analytics and Business Intelligence and then we matched respondents to both clinical demographic information from the VA Corporate Data Warehouse and then brought in some information about local area economics such as unemployment and poverty rates from the area health resource file. To give you an example of how these questions are designed, and what we used from each of these question pairs here is an example from routine care. All the five services are paired with a contingent question followed by a question about the timeliness or the readability that they get care. For our purposes of knowing who is actually seeking this type of care, we used the first question, which here is an example from routine care. It asks – in the last twelve months did you make an appointment for a checkup or routine care with this provider? For your reference on this next page for the other four services, it asks questions about - in the last twelve months did you seek these services. And the answer yes or no searches our binary outcome for all our analyses. 

Our sample population included the seventy-five thousand Veterans who are enrolled in VA Primary Care and received and completed the survey in 2012. Our study samples include Veterans who answered at least one of the questions as you can see below and I would like to emphasize in our next slide as I describe the methods we ran five different models, _____ [00:18:14] associated factors with these five different services. 

To give a conceptual framework on how we chose factors to be input in allies in their association with these different services we resorted to Andersen’s Classic Behavioral Model. Despite the updates over the last thirty/forty years, the core process remains intact with predisposing characteristics enabling resources such as insurance and need. Using this core process as exceptional framework, we matched each respondent with different factors and modeled to see their association with their report of use of the five services. So for example the predisposing factors we used age and gender as the base of demographic information. We used social structure factors such as race, and ethnicity and educational achievement. For enabling factors we looked at which Veterans had a copayment exemption, where they received care either at a community based outpatient clinic or a VA medical center. We looked at where their residence was located as far as was it rural or urban. How far they had to travel to the nearest VA facility and their County level economics as far as poverty and unemployment. Finally we used outpatient use in the prior year to determine as somewhat of a surrogate their ability to navigate the system and use primary care services. Finally, for need, Andersen kind of emphasized the use of perceived need, but given our goals to have this kind of translate to more population health initiatives, we decided more objective measures would be helpful and easier to obtain. So we used the Comorbidity Index by Gagne along with mental health diagnoses that are of particular interest to the VA including depression and PTSD and substance abuse. 

In our statistical analysis, we first weighted the survey responses from clinical, age and gender to represent the whole entire VA population. Then we performed the five multi-variable logistic regression models and then we calculated odds ratios for each explanatory factor at described previously. Of note the odds ratio greater than  a one the factor is associated with the Veteran more likely to report seeking that service and odds ratios less than one were associated with less likely to report seeking that given service. All our standard errors were adjusted for clustering by clinic. 

I have some descriptive statistics as you can see here, I made a composite of the sixty-nine thousand, near seventy thousand patients that at least answered one of the five questions. As you can see it is very representative of the national VA population of the mean age of sixty-two. Majority of them were male, majority of them were identified as White with nearly twenty percent with a college degree or more. Nearly ninety percent were copayment exempt and around fifty percent received care from a community based outpatient clinic, only 2.8% lived about forty miles away from the clinic. Of note this is qualifications for Veterans Choice Program and about twenty percent lived in a poverty area county, which was designated by better than twenty percent of the population living under the Veteran poverty level. 

On to the results. Of the sixty-seven thousand five hundred and forty-nine patients who answered the question – if they scheduled an appointment for routine care or check up in the last twelve months nearly eighty percent said yes. Of those patients that do work from left to right females were more likely to report that the scheduled an appointment for routine care while those we identified as Hispanic or Latino ethnicity were less likely. Those with lower education were also less likely. If you look at enabling factors surprisingly copayment exemption, Veterans with copayment exemption were less likely to report scheduling a routine care or a checkup as were Veterans within a poverty area country. However those with more primary care visits in the last year, here at the bottom, were more likely and then when you look at the need of patients greater comorbidity index risk were surpassingly less likely to schedule routine care. However, those with PTSD were more likely to schedule routine care. 

As we move further on to those who sought immediate care in the last twelve months or care needed right away, about nearly forty-four percent of these patients identified as such. That was more likely amongst younger age groups here as I will show you later because these are separated out categories, more likely amongst female and more likely amongst non-White Veterans. As opposed to routine care, those with copay exemption were more likely to seek these services, as were those who used primary care previously. Further, those with higher comorbidity risk and PTSD were more likely to use these services. 

Now very similarly for afterhours care as you can see here again younger age groups, females, non-White Veterans those with copayment exemption were more likely to use these services. Of note, excluding community based outpatient clinics and a greater distance of forty miles compared to less than five miles away from the clinic were less likely to seek this service. Again, poverty area more likely to use afterhours care as well as higher comorbidity in a diagnosis of PTSD. These are very similar as you can see here you can look over if you just browse over the nearly identical to what we see with afterhours care, but of the sixty-seven thousand only 8.2% report calling after hours with medical questions. 

Here the slide explains what I said before, of the eight categories identified from the survey compared to age group seventy-five older younger age groups are more likely to seek what we call the Alternative PACT Related Primary Care Service. 

If we take all those five services together and look at, we identified two distinct patterns that are associated with a few different factors. As you can see from this slide, each bar is associated with a different service. And as you can see from the key in the lower right hand side, I apologize as there was a color mishap with the transition from Mac to PC but the top is routine care followed by calling after hours, immediate care, care after hours and calling after hours. You can see in this pattern, these factors are associated with higher use of all services including routine care. Those are younger patients, female patients, those with higher primary care use and those with a diagnosis of PTSD. 

On the alternate, we recognize another pattern, factors that are associated with less or equal use of routine care but higher use of alternate services. These were non-White Veterans, Black, Hispanic or other races or ethnicities. Those with copayment exemptions were less likely to use routine care but were more likely to use immediate, after and after hours care. Same with those living in a poverty area of the County and those with a higher comorbidity. Of note that I noted before, those getting care at a community based outpatient clinic and living at a greater distance were less likely to seek afterhours care or call afterhours. 

In summary, we identified factors across the core processes of Andersen’s Behavior Model that are associated with seeking routine care and these emphasized alternative primary care services. We identified two specific patterns that emerged, one with factors associated with higher reported use of all services, those who were of a younger age Veterans, women and those with higher primary care use previously and diagnosis of PTSD. Also, we identified a pattern of higher reported use of only the alternative services and some with the lower reported of routine care. And those were non-White Veterans; those with the copayment exemption living in a poverty area had a higher comorbidity. 

There were several potential limitations to this study. First of all the select population that completed the survey there is potential for recall bias given that it asked about the previous twelve months. There is potential for misclassification based on the understanding of the question despite the prior validation and psychometric testing. Finally, the generalization to the broader non-VA population could be brought into question however, association might be translatable to the similar population. 

In conclusion, we identified notable differences among Veterans seeking routine care and alternative primary care services. The underlying mechanisms driving these two patterns including patient preferences for afterhours or routine care, the quality care that they received and potentially the economic opportunity costs of the different types of services. Finally, I mean again, cross-sectional design kind of verified the associations and the underlying mechanisms but until that given the strong emphasis upon to expand these services there is potential need to prepare for the differential use amongst the highest growing VA population specifically minority Veterans and women. 

With that, I will turn it over to Edwin to talk about his findings. 

Dr. Edwin Wong:	Thank you Matt. The next part of our talk today will be examining some work that speaks to the patient reported wait times on the effected future use of primary care from VA and Medicare respectively. 

Let us begin this part of the talk by providing some background review of the literature that currently exists and with the purpose of providing some broader context and how our analyses fits into this literature. 

Most of the work that has been done has focused on VA wait times that looked at it through administrative data and a lot of this work has come from a group in Boston led by Steve Pizer and Julie Prentice [ph] a colleague. Really nice work which has found that longer wait times have been associated with  a number of outcomes including higher mortality; increased risk of hospitalization for ambulatory care sensitive conditions; worse clinical outcomes in particular those related to care for diabetes patients and perhaps not surprisingly lower patient satisfaction. Within this far as context are a few key things to know. First is that the relationship between wait times and what we call dual use of VA/non-VA care, as a general it has been understudied so are Veterans potentially substitution services received through other alternative settings. Additionally the prior work has not examined wait times as reported by patients and I think provides an interesting contribution, which serves in essence as a potential validation for some of the prior work that has been done. 

The broader relevance of our work can at least in our view can be summarized in two regards. First with regards to the broader health policy, it answers the question of whether longer wait times are prompting Veteran enrollees to seek care from other non-VA alternatives. This is particularly important because the number of alternatives available to Veterans has been increasing of late in particular through the Veterans Choice Program and through new options of the Affordable Care Act including those through Medicaid and private insurance. With regards to the clinical implications, we can think of the relevance to primary care delivery in that greater use of VA/non-VA series if we find that wait times are increasing dual use then the implications that it provides additional challenges to providing continuous and coordinated care within the PACT. And again, continuous and coordinated care are two of the key principals of the patient centered medical home model. 

The objective of this project was to examine whether patient reported wait times for immediate care as Dr. Augustine previously presented it, from VA were associated with future use of primary care for VA and fee for service Medicare. 

The next few slides I like to go through presenting some of the methods for the analyses in answering our operational question. With the study we decided to deploy was a retrospective observational study and we employed three data sources and Dr. Augustine covered this previously. The VA Corporate Data Warehouse, Medicare administrative data, which was used to ascertain measures of primary care, use through fee for service Medicare and the 2012 SHEP PCMH module. 

The study sample that we analyzed was a sample of over thirty-six thousand VA enrollees that were considered active on a primary care patient panel that were further restricted to a respondent to a 2012 SHEP PCMH module and were dually enrolled in fee for service Medicare throughout the follow up period. 

As a result of these inclusions, there were a number of exclusion criteria that we applied namely that we excluded Veterans who were dually enrolled in Medicare Advantage Plans. In addition, we excluded those that had missing covariate data. This second exclusion was fairly small. To summarize our unit of analysis for all of our statistical models that I will be presenting later are patient year observations. 

Turning our attention to our definition of primary care utilization, the goal here was to come up with a comparable measure of primary care use between VA and fee for service Medicare. What we did was we applied an algorithm that was previously developed Jim Burgess and colleagues in 2011 and in this algorithm they took visits identified in administrative data VA and Medicare that had an appropriate primary care provider specialty code and an associated evaluation management current procedural terminology code or CPT code. So a pretty specified combinations of provider specialties and CPT codes were classified, as primary care were included in our analysis. Using these definitions, we derived visit counts in the twelve month following SHEP completion. We derived visit counts for the VA and Medicare side respectively. The important fact to note in our analyses is that the twelve month follow up period or the twelve month after period was not necessarily the same for all Veterans, the reason that the responding of SHEP was staggered throughout the fiscal year among Veterans.

Using this account we derived a third measure for analysis, which we called VA Reliance and this VA Reliance, is just simply the proportion of visits occurring n VA. So another way to think about this is it is a number of VA visits divided by the number of toll visits. 

Our primary explanatory variable were patient reported wait times and were derived from two SHEP questions. First we took the so-called contingent question that asks – in the last twelve months, did you call this providers office to get an appointment for an illness, injury or condition that you needed cared for right away. When they referred to this providers office what is being referred to is in most cases a Veteran’s usual provider. Veterans are allowed to answer yes or no to this question and for those that answer yes they are subsequently asked - in the last four months how many days did you usually have to wait for an appointment when you needed care right away? There was a categorical response with the following five options: same day; one day; two to three days; for to seven days; and more than seven days. Using responses to these two questions, what we did was we derived our explanatory variable into six mutually exclusive categories of five wait time categories as defined by question number seven in addition to the - did not seek immediate care category that was derived from question number five. By deciding our explanatory variable in this matter, we were able to fully capture all Veterans in our study sample. 

This is just an analysis being deployed when negative binomial models and this is an approach that is frequently used to analyze visit counts. Furthermore, we applied fractional logistic regression to examine VA reliance and the reason for this is that the reliance measure is the proportion that takes its value from zero to one. In our analysis we adjusted for a number of variables including patient demographic including age, gender and marital status; comorbidity the Gagne measure that Dr. Augustine alluded to before. Prior utilization this is utilization in VA and Medicare so in the initial size this is actually mistake said VA only but it is actually controlling for both VA and Medicare utilization. We also control for non-VA health supply factors such as the number of primary care providers in the Veterans Resident County. Finally, we control for clinic fixed effects, which control for clinic factors that might improve patient’s ability to seek primary care through the VA. 

In our statistical analysis, what we did was we calculated a number of measures that allowed for broader inference. We calculated predicted reliance in visit counts and for visit counts there are the average number of visits per Veteran per year adjusted for all the covariates presented in the previous slide. Furthermore, we assessed these differences relative to the zero day wait category so we compared reliance and we compared visit counts for each wait time category in relation to the number of visits or the reliance for the zero day wait time category. 

As was alluded to before, we weighted all analyses to account for potential respondent biases, which was presented before. We also conducted further sensitivity analyses using propensity score methods. I will not get into this in too much detail but I want to say that we applied this approach coupled with comparability in the characteristics across wait times. We timed categories and I will say that the result from this analyses were similar to the ones that we will be presenting today. 

Turning our attention to the results, I will first start off with some selected descriptive statistics. What is of note here is that we did find some notable differences between Veterans who reported not seeking immediate care from VA versus both that reported versus all of the Veterans. Notably also did not seek the immediate care from VA were relative older, more likely to be male, married and of White race. Furthermore among those that had a wait time that reported wait times we found some differences for those reporting greater than seven days wait compared to the rest of the columns on the right. Namely that Veterans reporting greater than seven day waits were slightly younger, less likely to be married and less likely to be of White race. This is again compared to Veterans in the other wait time categories. 

Continuing with the results, looking specifically at the explanatory variable at the wait time categories, what is important to note is that over sixty-seven percent reported not seeking any immediate care from VA overall. So conditional or among those that reported needing immediate care from VA. So among the remaining thirty-two percent in this table display below, we found that reporting of wait times was fairly uniformly distributed across the wait time categories ranging from a high of 25.4% for those greater than seven day wait time category to a low of 14.6% for those reporting waiting one day. 

Looking at adjusted reliance, and again these are proportionate or another way to think about it a percent of all primary care visits that were obtained in VA. The key result here is that VA reliance was again very uniformly constant across the wait time categories with fairly modest differences ranging from a low of 74.3% or 0.743 for Veterans in the care not top category to a high of 78.3% for Veterans in the one day wait time category. Again, to reiterate this is the adjusted proportion of visits that were obtained from VA. 

Looking at relative differences across the wait time categories so what we have done here is we have taken the same numbers and the graphs and the bars presented in the previous slides, turn this into a table, and we furthermore calculated the difference relative to the zero day wait time category. These differences are just simply being reliance for example in the one day wait time category minus reliance in the zero day wait time category. In this final column is a test of statistical significance whether the differences in this third column here are significantly different from zero. What we find is that reliance was significantly lower for Veterans in the four to seven day wait time category and in the greater than seven day wait time category and in the category for Veterans that did not seek care. So differences in reliance being 3.1 percentage points lower; 2.0 percentage points lower; and 3.4 percentage points lower. 

Turning our attention to primary care visit counts, we have broken this down by VA Primacy Care Visits and Medicare Primary Care Visits. So the pattern that we see here is that adjusted visits and again these are visits per Veteran per year and in the year following answering the SHEP just to reiterate that again. So we find that for VA visits they are fairly uniform across the wait time categories ranging from a low of 2.1 visits per year for the care not sought category to 2.4 visits for the four to seven day wait time category. For Medicare visits, we found a little bit relative variation ranging from one visit per year for the one day wait time category to a high of 1.4 visits per year for the four to seven day wait time category. 

Again looking at differences and again this table takes a similar format as VA reliance table. And what we see is that the differences in VA visits again relative to the zero day wait time category, were statistically significant. For the two to three day wait time category, small but significant so 0.14 fewer visits per year for Veterans in the two to three day wait time category and 0.26 fewer visits per year for Veterans in the did not seek care category. Again, these are all compared to zero day waits. For Medicare visits what we saw significant differences for Veterans in the four to seven day, greater than seven day and did not seek care categories. These differences this statistically significant indicated by the column on the right and the differences ranging from .32 visits per year down to .21 visits per year. 

This next slide provides a summary of results just reiterating what we presented in the prior slide so we will not review them again. 

So how potential limitations is being presented. First is the role of underserved severity. The one potential phenomenon that we are not able to account for in our work is that correctly selectively providing faster immediate care to relatively sicker patients. We do control for comorbidity but to the extent that clinics are providing faster care to sicker patients in ways that we can observe that could be potentially confounding our estimates that we presented previously. Secondly, we have the inability to measure primary care use outside of fee for service Medicare. Namely if Veterans are seeking care for example from Medicaid we would not be able to capture them in our date. Third as alluded to before, these are patient reported and are potentially subject to recall bias. Finally, we looked exclusively at patients dually enrolled in fee for service Medicare and VA. The generalizability to Veterans in dually enrolled in other plans, Medicare Advantage or other health insurance maybe limited the results should be interpreted accordingly. 

A few concluding points of some policy implications that our group has taken from our results. To reiterate, longer patient reported wait times associated with lower future reliance on VA primary care services. This can in essence materialize in two ways, it will lower fewer primary care visits in VA or more primary care visits through Medicare. We found that lower reliance is mostly driven through Veterans seeking more primary care services through fee for service Medicare. As a result of this, greater health service use stemming from relatively longer wait times from non-VA alternatives increases potential duplication of care. Duplication of care and duplication of services and introduces more fragmentation again which serves as a potential challenge to providing care over the PACT model. For the public payer for the prospective of the public payer and from the government’s perspective, increased use of health services from VA among VA patients is significant for resourced allocation as fiscal accounting and cost shifting across these two public health programs.

Provided in the slides was a number of references that we cited in our work today. I would like to conclude by acknowledging some of our coauthors in our work and if we open up the line for some questions from the audience. 

Molly:		Excellent thank you both. For our attendees that joined us after the top of the hour, to submit your question or comment, please use the Question Section of the Control Panel on the right hand side of your screen. Just Click the Plus [+] Sign next to the word Questions that will expand the dialogue box and you can submit your question or comment there. The first one that came in – how do these wait times differ from private sector large healthcare organizations such as Kaiser, etcetera. 

Dr. Edwin Wong:	A great question, thank you. I think we really do not have a good comparison and I think that is one of the issues that has been brought up in the analyses and in the literature around the wait times is that there is not a really good comparison sort of one for one apples comparison. I know there has been some recent work and I think there has been a recent article I believe it was in Medical Care the journal that analyzes metadata. This looks specifically at private insurance I think it is just more generally looking at wait times that are experienced by patents in the general population. I think it was Medicare but feel free to email offline about that I can provide you the reference. But just in general, there is not a good apples to apples comparison for wait times between VA and other sectors. 

Molly		Thank you. The next question – it is difficult to make a composite measure out of questions relevant to almost everyone for routine care combined with questions relevant to just a subset like urgent care. If a given VA medical center has a particularly high proportion of patients who seek urgent care does that mean urgent care will account for a larger proportion of the composite SHEP and CAHPS access measure? Or is the importance of waiting the urgent fix?

Dr. Matthew Augustine:	The way they calculated the SHEP questions is that contingent question it depends on the proportion of patients that answer that contingent question. There is going to be a larger portion of patients that answer routine care, the quality question on routine care that always usually sometimes and that is correct. So there is going to be the largest population is going to be in routine care and then in immediate care and subsequently in afterhours care then calling after hours.

Dr. Edwin Wong:	I have a few thoughts as well. What to note is that in Dr. Augustine’s work, we did not explicitly look at the composite so the composite that I referred to before was within the PACT Implementation Progress Index. I think in Dr. Augustine’s work he looked to sort of break out the composite for the individual components. The second thought that came to mind is that the degree to which patients and we thought about this a little bit as well, the degree to which Veterans are able to seek some of these PACT related primary care services after hours care, call after hours, is actually a function of whether the facilities actually offer it. To the extent, you would expect CBOC’s for example to be less likely to offer the services relative to a fee for service center. That aspect was actually controlled for in the models but to the extent that some of the patients are sort of distributed and there is variation in Veterans seeking these services nationwide. I think some of Dr. Augustine’s work looked at trying to identify some of these individual level factors that are out there. Again, not necessarily around the composite, again I hope that answers the question a little bit. 

Molly:		Thank you both. The submitter is more than welcome to write in for further clarification if need be. Has the Choice Program made any difference in the wait time?

Dr. Edwin Wong:	That is a good question and it what would be noted is our data are from 2012 so I know some of the newer data are starting to come in to our group and certainly that is one of the things that is on the To Do list. Certainly the more recent SHEP data from 2015 and 2016 should be help answer that. Unfortunately at least within our group I do not have a good concrete answer for that question. 

Molly:		Thank you. The next question – in our clinic we schedule routine visits and any acute care, sorry. In our clinic we schedule routine visits and any acute care has to sit and wait for a break in the schedule to be seen. This is the reason most care are referred to emergency care. Can’t the schedule accommodate open slots for urgent care to be seen the same day?

Dr. Matthew Augustine:	The logistics around scheduling immediate care I think is through the advanced scheduling is to I do not know the exact details of that initiative but that is common in the VA systems. They do not have availability so they refer them to the ER. My work was to look specifically at who is seeking those urgent care services so potential for clinics with high proportion of those populations may be increasing the availability of those urgent care time slots maybe more appropriate. 

Molly:		Thank you. We do have a lot of people writing in to thank you both for this presentation and the excellent data. The slides are available to download in the reminder email you received a few hours ago. That is our final pending questions at this time but I would like to give you each an opportunity to make any concluding comments if you like. Dr. Wong we will start with you.

Dr. Edwin Wong:	I want to thank the audience for attending today; I think this is really the tip of the iceberg. I think certainly some of the data that we presented, some of the results I think it is sort of a first step and I think what is important is some of the questions we got today, or some alluded to was digging a little bit more and using these results as trying to guide their policy towards it. I think we really do have an important mission to prove back and looking at the data I do not necessarily see this on a day to day basis but there are really some important issues and important challenges that we are facing. We hope that the data served to motivate change and motivate improvement across the VA. 

Molly:		Thank you. Dr. Augustine did you want to add anything?

Dr. Matthew Augustine:	I just want to thank everybody for attending today. And I would like to conclude as a clinician I do see this in a primary care clinic. And I think as you said our findings are the tip of the iceberg to kind of elucidating the mechanisms of who is accessing these different types of services and potentially better modality to deliver population specific access to care and improve health equity. 

Molly:		Excellent, well thank you both so much for coming on and lending your expertise in the field. And of course thank you to our attendees for joining us today and please note that we do have a recurring PACT session every month on the third Wednesday of the month at noon eastern. I am going to close out our session now for our attendees, please wait just a moment while a feedback survey populates on your screen and take just a moment to fill out those few questions. We do look closely at your responses and it helps us to improve presentations we have already given as well as generate ides for new sessions to support. Thank you once again everybody and have a great day. 
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