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Unidentified Female:
Welcome to VIReC's Partnered Research Series. Thank you to CIDER for providing the technical promotional support for this series. Today's session is lessons learned from the partnered evaluation with the Office of Specialty Care. Our speakers are Dr. Michael Ho and Tom Glorioso. 

Michael is a Staff Cardiologist at the VA Eastern Colorado Healthcare System. He is a Professor of Medicine at the University of Colorado, Denver. He is Co-Director of the VA HSR&D Denver-Seattle Center of Innovation to Promote Veterans centered value-driven care. As a member of the Specialty Care Evaluation Center, he has been working primarily with the quantitative group to evaluate the Office of Specialty Care Initiatives, including E Consult, SCAN-ECHO, Specialty Care Neighborhood, and many residency programs.

Our second speaker, Tom, is a biostatistician working with the VA in_____ [00:00:58] research projects for the CART program and admission; as well as operational projects for the Specialty Care Evaluation Center. I am pleased to welcome today's first speaker, Dr. Michael Ho.

Unidentified Female:
Thank you. We are going to go ahead and get started with a couple of poll questions before we begin the actual presentation. For our attendees, you see up on your screen now that there is a poll question. We would like to get an idea of who is joining us today in our audience. Go ahead and please select the circle that corresponds to your response. Answer options are clinician, researcher, administrator, or policymaker, student, training, or fellow, or other. 

Please note, if you select other, we will have a more extensive list of job titles in our feedback survey at the end of this session. You might find your exact title there to select. It looks like we have got a nice responsive audience; 75 percent have voted thus far. I am going to go ahead and close the poll out and share those results. 

Alright, as you can see on your screen, 17 percent of our respondents are clinicians; 61 percent researchers, and 22 percent administrator or policy makers; and, no for the other two selections. Thank you to those respondents. We do have just a couple of quick more polls to get into before we get going. 

Hold on one second, okay. For the next question, we would like to get an idea of what is your participation level? Pardon me. I'm sorry about that. I am having a little technical difficulty. We are going to go ahead and switch to the third one really quick. We would like to get an idea of please describe your experience working with CDW administrative data. Is that minimal, moderate, or extensive? Those responses are coming in now. We have had up about two-thirds of our audience reply. 

We are approaching three quarters of our audience. I am going to go ahead and close this poll out and share those results. About 59 percent of our respondents say minimal experience working with CDW administrative data; and 26 percent moderate; and 15 percent extensive. 

Thank you once again to those attendees. It looks like it is going to take just a moment for me to get the second poll back up and running. If it is okay with you, Dr. Ho. I am going to turn it over to you while I repair that real quick. 

Michael Ho:
Great, thank you. Thank you for the opportunity today to speak on behalf of the Specialty Care Evaluation Center. This is a joint effort across multiple VA sites. We are glad to have the opportunity to talk about our experience over the last four to five years. 

Today, we will be talking, and, or providing an example of the two projects that we have worked on. Just a little background on the Office of Specialty Care and the Specialty Care Transformation Initiatives. Of the 8.3 million Veterans that receive healthcare annually in the VA, about 50 percent see one or more specialists. For Veterans who live in rural areas, access to specialists can be challenging due to both the limited number of specialists who are in rural areas; as well as geographic barriers for rural Veterans to travel to tertiary care centers for Specialty Care. 

Accordingly, in May of 2011, the Office of Specialty Care launched four Specialty Care Transformation Initiatives. These initiatives compete to try to improve care coordination between primary care, the PACTs, and Specialty Care, as well as improve access to Specialty Care for Veterans. 

These four initiatives were the SCAN-ECHO program, which is a tele-mentoring program. the Specialty Care Mini-Residency program, E Consults, and the Specialty Care Neighborhood; which – we're essentially a Specialty Care version of the PACTs.

Unidentified Female:
Dr. Ho, I am sorry to interrupt.

Michael Ho:
– In conjunction with that….

Unidentified Female:
I have prepared the second poll, if you would like me to launch that before you get going any further?

Michael Ho:
Sure. We will do that.

Unidentified Female:
Okay. We just have one more for our attendees. We just want to get an idea of what your participation level, if any was in the Specialty Care Initiatives such as E Consults, Mini-Residency, or the SCAN-ECHO programs? We will just answer that real quick before we get into the nuts and bolts of the session. 

Okay. I see a pretty clear trend. It looks like we have got about 80 percent of our respondents reporting minimal participation level; and ten percent each for moderate and extensive. Thank you to those respondents. We are back on your screen now.

Michael Ho:
Okay, perfect, thank you. In August of 2011, the QUERI program in collaboration with the Office of Specialty Care released in an RFA just on two Partnered Evaluation Centers. The goals of these centers were to evaluate the four transformational initiatives and to work collaboratively with the program office to do this evaluation. 

In October of 2011, the funding notification was provided. There were two Centers that were funded. Both of these Centers were joint Centers. There was a Center from Denver in Seattle and then one which was a group from Cleveland, Ann Arbor, and East Orange. Later that year, there was in-person meeting in D.C. amongst all of the different groups that were funded as well as the QUERI program and the Program Office to talk further about the evaluation. Again, this was an in-person meeting that occurred in D.C.

Following that meeting, the leads of each of those teams from the different sites who decided to work together had one Center essentially in terms of forming a virtual center where each of the sites would collaborate to work on both the qualitative component, and the quantitative component of the evaluation. What we did then was to form groups that would address each of these areas. 

We have weekly meetings to discuss the evaluation, ongoing evaluation. How we would modify our evaluation in collaboration with our operational partners. Our operational partners were invited to attend these weekly meetings. There, we would get feedback on the evaluation from our operational partners. In addition, we would discuss any results and talk about our recommendations for potential changes to these programs based on the evaluation. 

Also, in those meetings, it was really a discussion with the operational partners about priorities; which evaluation they wanted us to complete first amongst the four initiatives. What kind of data they were looking for or, and to provider them for meetings that they had in Central Office? This was an important part of our weekly meetings in terms of trying to continue to engage our operational partners.

The next slide just shows a spectrum of the evaluation projects that we have done over the years in terms of….  We have done evaluation on the Mini-Residency programs for dermatology, and for musculoskeletal diseases. We have done evaluation for the SCAN-ECHO programs specifically for the pain SCAN-ECHO and for hepatitis C and heart failure. We have done several E Consult evaluations in terms of_____ [00:10:39] looking at; as well as the spread of the E Consults over time. Then, we have also worked on a couple of projects focused on return on investment for pain, hepatitis C, and the musculoskeletal_____ [00:10:54]. 

For today, we are going to provide a couple of examples focusing on procedural use after providers went through the Mini-Residency training program; Then, also some discussion of the findings and our evaluation on use of the E Consult. Now, Tom Glorioso will take over.

Tom Glorioso:
Thanks Mike. Mike mentioned, we have done a broad spectrum of different evaluations. I am going to highlight from a quantitative perspective some of this stuff we have done with the dermatology Mini-Residency. Specifically, the question_____ [00:11:34] were asking was did the number of dermatological procedures performed by a primary care provider increase after attending this Mini-Residency program? 

The program, consisted of 48 providers who underwent training. That occurred between August 2013 and August 2015, where they were trained in a short training session over a variety of days on how to perform different procedures such as doing a skin biopsy or something along those lines with the thought that with this knowledge; they could then go and perform the procedure in their own practice versus having to send a patient to go see a specialist and so forth. 

We wanted to evaluate a variety of procedures that were performed by these providers before and after their training in looking across a set of variety of 21 different CPT codes, which represented the different procedures they should have learned in their trainings. From a quantitative approach, we wanted to compare just simply counts of procedures being performed. Some of these providers came in performing some procedures prior to the training. 

Others were never performed at least in our data; any of the skin biopsy or something along those lines. But we wanted to look at the pre-counts of these procedures along with post-counts for patients in the providers' panel. I underlined provider panel because we will kind of go through that. How we kind of_____ [00:13:10] changed our approach as we moved along as far as identifying these patients. 

One thing we had to account for in the analysis was differential follow-up after training by provider. We had data through; I believe it was the end of Calendar Year 2015. But the providers still undergoing training in 2015; thus, not all providers had one year of follow-up. We also had cases where providers had multiple years of follow-up. We felt information in those later years was still important to include. 

But yet, we needed a way of comparing apples to apples across providers. We compared one year pre-counts with one year annualized counts; which is simply determining the amount of follow-up by provider; and then dividing the totals for that provider by the amount of follow-up in years. Then we aggregated results in two different fashions. We first looked across provider to see if we saw variation in changes over time between providers. Some may have picked it up faster than others. Others, maybe none of the providers picked them up. Or, if we saw a large uptake with it across all providers. 

Then, we went and looked at it as well across procedures. Maybe they felt more comfortable after this training performing certain procedures after the training versus others. Maybe we would see high uptake in one CPT code but not another. We wanted to assess this in our analysis. When looking across providers, approximately – or greater than 85 percent of providers saw an increase in the rate of procedures performed after the Mini-Residency training. 

Across, a good majority of the providers, they were performing more procedures in the time frame after receiving training; and after the Mini-Residency program versus prior to the program. Well, one thing we did observe when doing this analysis was that the total number of procedures varied greatly across providers. In total, of 41 providers who had performed at least one procedure of interest; but, the amount that they performed even prior to the training was variable. 

For example, if you look at the table that is shown here of provider A in the year prior.  They did not perform any procedures. Then they performed 18 afterwards compared to provider Z, who performed even before the Mini-Residency program, over 1,000 procedures. This raised concern in the analysis. Because our results in the end would be more weighted towards these large providers. 

Someone who was performing a good proportion of the procedures; our results are probably going to reflect their performance and not so much account for the other providers that were going through the training. Just to give an example, the one provider, which was represented by provider Z in the table who performed approximately 35 percent of all procedures after the training. There were concerns that we would just be reflecting the results of this one provider largely rather than the other 40 providers who performed these procedures of interest. 

We had decided to do a sensitivity analysis where we excluded this provider in question. We felt like the other 40 participants that we _____ [00:16:30] would also…. We could assess their behavior as well without having to worry about the overweighting for this one provider. When we originally proposed_____ [00:16:42] thinking about moving forward with it, the thought was_____ [00:16:46] we would look at patients and the providers' panels performed for these providers. 

To do so, we used the PCMM table to identify these patients. The PCMM tables, for those who have not worked with it is a table _____ [00:17:00] that shows how a patient's relationship with the primary care providers over time. It shows when their relationship, the start date with the providers was compared to when it ended. Then, at which point did they switch to another provider? We can get an understanding of who their primary care provider was at a point and time. 

But, there were some concerns when using this approach that we may not have had full capture. First, from our experiences working in other projects at the Specialty Care Evaluation Center, we did not always feel like the PCMM table was fairly capturing patients and providers' panels. Or a patient might actually be able to be seeing another primary care provider more. But, the PCMM table was not indicating that. 

The other concern was maybe procedures were being performed on other PCP patients. The thought of the Mini-Residency program I do not believe was to just have a provider learn how to do a certain procedure; and then go back and perform it on only his or her patients. But rather, to go and use it, and perform them on_____ [00:18:07] for PCP patient. If you are in the same clinic as another PCP _____ [00:18:11], this patient needs a skin biopsy, something along those lines. They can go to this one PCP instead of having to travel to see a specialist at a medical center. 

After just looking at all patients that received procedures from this provider rather than those in the panel, we saw an uptake of about 15 percent more procedures in our total counts. I was just going to bring up especially for those who work with CDW data. That we have aggregation issues as well. When performing an analysis, we aggregated for selecting unique records with a by patient provider, and visit names, _____ [00:18:49]; the visit SID, which is an identifier in the data for the visit. 

When we included visit SID in the data, we actually found multiple records on the same day would be for the same patient provider or visit day, the CPT code. But it would have a different visit SID. We had concerns that we were over counting. Because it just seemed like they would not be performing four or five of the same procedure, and provider visit day, and everything in different records. Once we removed them_____ [00:19:18] SID, we actually saw a decrease in numbers which we felt was more accurate. 

When we look at procedure counts and the totals across the different CPT codes; there was a 2.2 relative increase in procedures performed after the Mini-Residency training. This was across all procedures. But we also observed this increase across the majority of CPT codes. As I mentioned earlier, there were questions about well, was it one procedure we saw in update? Or, was it a variety? It was actually the majority of procedures saw an increase following the Mini-Residency training. 

We also saw some procedures greater than a two-fold increase. But I should mention, some of them saw a greater than three and four-fold increase. We saw pretty good increases across procedures indicating that these providers felt comfortable after the training to go and do the work that they had learned in the training. As I had mentioned earlier, we have that one high volume provider. Well, if we removed that one high volume provider from our data; we actually saw a 4.64 relative increase. 

For every one procedure they performed prior to the training, they were performing 4.5 procedures or greater 4.5 procedures following the training as a result; which really shows how that one provider was down weighting our results. How, if we look at the other one, the other 40 providers, we saw a much greater increase following the training in our procedure counts. 

For further analyses going forward, we considered looking at the rate of uptake in procedures performed after the training. For example, they might have not performed a lot of procedures in the first three or four months. Who were just wanting to get their feet wet. Maybe by the end of the year one, there were a lot of procedures being performed. Or even in the year two or three; and, we briefly looked at this. But we were not able to go into depth as we would like. 

Then also, how much variation was observed across training sites? Were some training sites more successful? You saw a greater uptake in procedures at some training sites versus others? Or, was it pretty consistent across sites? Another thing we considered was a return on investment kind of look at it. Was money saved by having a primary care provider perform the procedure versus a specialist? Or, if not, what kind of travel savings did we see? 

Did the patient not have to come in for a second visit? Or, even if they did have to come back in for a second visit, did they save on travel through not having to travel to a medical center? These were other things we considered when doing the analysis. I am going to hand it back to Mike now.

Michael Ho:
To complement the quantitative work on the Mini-Residencies, we also did some qualitative interviews. This work also was building off of the work done by EES, with their evaluation after the Mini-Residency training sessions. We did qualitative interviews with providers who completed both the musculoskeletal and the dermatology training. We worked really closely with the Office of Specialty Care and the clinical leads of the training programs to develop training – or to develop the interview guides. 

We conducted the interviews one year after the training. We were trying to assess organizational factors affecting each provider's ability to use their training afterwards with the thought that we could identify potential facilitators and barriers that could then be – that could inform other sites that are thinking about the Mini-Residency programs. We conducted semi-structured interviews with 15 providers. 

The interview data were deductively rated using organizational factors from the CFIR. The factors in CFIR were rated as either negative, neutral, or positive within each respondent's work environment from the_____ [00:23:35] were then by association between the ratings and implementation success. The interviews were also put in inductively, to identify other themes that did not clearly fit within the CFIR_____ [00:23:55]. 

To define kind of Mini-Residency programming implementation success, we looked at the number of procedures providers did prior to the training; and then after the training. We just divided them up into high implementation success and low implementation success. As you can see; I mean; the low implementation success providers did not do a lot of procedures after their training. Whereas, there was a lot of uptake in terms of the number of procedures performed after the training for the high implementation sites. 

The factors that we found that were associated with implementation success were the availability of resources and leadership engagement specifically for the musculoskeletal program and leadership engagement for the dermatology program. In terms of other domains, providers were generally positive about the potential for the Mini-Residency program. They felt that the training allowed them to improve clinic efficiency. They placed at the high value on the goals of the program in terms of increasing their knowledge and beliefs. 

They also believe that the program had the potential, or improved patient satisfaction, and the quality of care that patients received. However, in contrast, goals and feedback were consistently negative or neutral across all of the providers. I think participating providers understood the goals of the Mini-Residency program. But, none of them were really received locally to really understand how their programs were growing; and trying to track the number of_____ [00:25:56] change in terms of the number procedures; and the types of consults that they were seeing; and then patient wait time to get specialty care consults. They wanted to understand if, by doing the procedures locally, they were decreasing the wait times?

Based on both the qualitative and the quantitative data, we provided recommendations to the Office of Specialty Care. The first was to provide tips to providers on how they could get equipment and supplies that they would need to perform these procedures after the training program. Our suggestions were to contact leadership at the local sites to emphasize the importance of equipping the new clinics with the materials that they would need. 

Then we also recommended that providers at high implementation sites could provide tips to those at low implementation sites to provide them with help as these sites were trying to get up and going. The second recommendation was to check in with leadership at low implementation and see how and what they thought the program was. How the program was going? How they think the providers were doing. 

Then really encouraging clinical leaders at sites to reach out to providers for help and assistance. Then, also to provide leadership at low implementation sites; specific examples of how other programs have succeeded. They could see the return on investment for implementing a clinic, a Mini-Residency program clinic at their sites. Then, the last thing was really to help sites establish data collection mechanism, and a feedback mechanism to assess how their sites were doing after the training. These recommendations were provided back to the Office of Specialty Care following our evaluation. 

Next, I am going to jump to the next evaluation, which focused on E Consults. But, just a little background on the E Consult program; the E Consult program was initiated in 2011, in two cohorts_____ [00:28:37] sites. There was a total of 15 sites that started the program, the E Consult program. These were the specialties that these E Consult sites were engaged in. 

In our initial evaluation, we looked at E Consult use from May 2011 to December of 2013. Over that period of time, there were about 217,000 E Consults. The highest rate of E Consults was in the specialties of endocrine and hematology, and gastroenterology. We found that also over time E Consults were being placed for patients who primary care providers were located at CBOC. It increased from about 28 percent to about 45 percent over that time span. Then we also looked at in addition to the number of E Consults; but also, potentially the number of miles that patients would save, if the E Consult addressed their clinical issue. 

They did not have to travel to the medical center to see the specialists. We estimated that the mean number of miles saved would be 72 miles, and then five miles. As part of the initial evaluation, we also did some qualitative interviews with providers focusing on E Consults. We conducted two ways of key informing interviews over that one-year period at eight of the 15 E Consult pilot sites. The sites were selected based on variation in early progress of implementation. 

We interviewed sites that had high implementation of the E Consults; and some with low implementation of the E Consult. Just some general findings about the E Consult program. At the baseline interviews, we interviewed 37 participants; 28 MDs. Five were support staff. Three were other types of providers, and one pharmacist. Then in the follow-up interview about a year later, we interviewed 21 participants; 17 were MDs. Two were other support staff; one, other type of provider; and one pharmacist. 

I guess, I would just think about what are the potential options that could happen after an E Consult? Or, what are the potential outcomes? One is that the question is answered. There is no further action on the part of the specialist and the primary care providers have their question answered; and can then execute the plan that was suggested or provide the patient with an answer. 

A second potential option is that additional testing or labs are required. The specialist would provide that recommendation for the primary care provider to execute that plan. _____ [00:32:03] question would be the additional testing or labs are recommended. Then, the patient could then be seen and follow up with the specialist; so that they have all of the testing that is done. Any clinical decisions could be made at the time of the visit. 

Then the fourth option is that the patient will be seen directly– will be seen by the specialist after the E Consult. Those are kind of the four options, I see coming out of an E Consult. These were some of the feedback that we got from providers about E Consults. In general, I provided a formal structure to practice curbside advice from specialists. Providers felt that the data obtained through E Consults improved the quality of the in-person in consultation. 

One commenting that we got was that providers felt that the specialist drove the implementation process of the E Consults across sites. At times, that was a point of contention between the primary care providers and specialists in that the primary care providers wanted more input on the E Consult template and the information that was often required as part of the E Consult process. In terms of the impact on providers, in general the providers were very happy and positive about E Consults. 

Many of the PCPs that we spoke with spoke positive really about the opportunity to learn from specialists and value the input that they received from specialists about their patients' care. Many of the providers felt that E Consults complemented the patient centered care that was being implemented throughout the VHA and through the PACT program. They also felt that E Consults enhanced communication and collaboration between primary care providers and specialists. It improved the timeliness of consults. The other thing that we were particularly interested was perspectives of the providers about E Consults. How it had changed over time. 

Based on our interviews, we thought that support for the program increased over time. This perception increased during our second interviews a year later. Both PCPs and specialists reported improved communication following the launch of E Consults. The E Consults were accredited with improving access to specialty care for Veterans. In response to our evaluation and collaboration with our operational partners in the Office of Specialty Care. I mean, there were issues that we raised or highlighted as a result of our evaluation. 

Things that we heard were that providers voiced concerns about the lack of resources to respond to E Consults. They also voiced concerns about the lack of referral policies or standardized procedures. As a result of that, the Office of Specialty Care drafted field guidance and communication plans to be more explicit about the process of E Consults. 

The other concern that we heard was that initially, the specialists felt that the workload credit was inadequate because some of the E Consults took a lot more time than others. Again, as a result of that feedback, the Office of Specialty Care provided more – or provided different levels of workload credits for specialists. It would better reflect how much time the specialists were spending to respond to these E Consults. 

Based on kind of these initial analyses, there was interest from the Office of Specialty Care to further assess. Well, given the increase over the first couple of years, was there a continued uptake of E Consults over time? Now, Tom is going to talk about the analysis that he led where we looked at data to try to answer this question.

Tom Glorioso:
To kind of address this question; as Mike had mentioned earlier. The original look at E Consults had gone through the end of Calendar Year 2013. Was this growth sustained from 2014 and beyond? We were interested in not necessarily if the count of E Consults was increasing or decreasing over time? But what was the behavior of the E Consult relative to all Specialty Care visits, including in-person visits? What proposition of all visits that are in specialties is done through E Consults? How has that trend changed over time? 

To do so, we wanted to revenue results across 13 separate specialties nationwide; particularly because we see a lot of variation across specialties as far of the E Consult behavior goes. Some of like_____ [00:37:55] or higher than others. Their trends over time might be different. We just different enough behavior that we wanted to look overall and across different specialties. 

As I mentioned, we were not interested in the number of E Consults overall; but rather as what you would be using as a summary metric. The number of E Consults per 100 total specialist visits. The aggregated results by quarter between January 2014 and June 2015; so, in quarter one of January 2014, how many E Consults were they as a ratio of 100 total specialist visits within that specialty? 

Then we provided a visual representation of these results illustrating the temporal trends that were seeing in E Consults overall; and also stratified by each of these individual 13 specialties. These were the results we came up with, which showed that after our initial analysis, we were seeing somewhat of a plateau. But still a slight increase in the proportion of E Consults since January 2014. 

Even though the amount of E Consults that are performed within specialty varies a lot, as you can see. Endocrinology performed a lot versus urology or oncology who were down more on the lower end of the plot. The trend over time was actually very consistent or, at least somewhat consistent by a specialty showing kind of a flat effect; if anything, increasing somewhat over time. 

We wanted to take it one step further though, and see how this was occurring at sites as well. Because we see not only variation across specialty as far as these results go; but oftentimes, a lot of variation across site. Within site, how does the E Consult use trend compared to the national trend that was observed across all sites? 

We wanted to then look at sites that were below trend. The sites that saw a rate maybe decreasing or not increasing at the same rates as all other sites; and flag these. At which point, we could use the mixed methods approach then, and have qualitative interviews with these flagged sites to kind of understand what was driving these observed trends in E Consult use at the site. 

Our quantitative method was to use linear mixed models using this time or quarter since we were aggregating by quarter as a predictor with the outcome as I mentioned being this number of E Consults for 100 aggregated by quarter and site. I should also mention aggregated by specialty as well. We included a random inter-select and random slope in the model. 

We did this because a random slope would show how sites are deviated into our overall trends. You might see a trend increasing and a site increasing. But if the site is not increasing at the same rate as all of the other sites, it would actually have a negative slope. Because it is deviating negatively from what is observed overall. 

We could use this negative slope then to kind of flag sites who are deviating from this overall trend; and maybe even having a decreased use of E Consults over time. We are specifically interested in flagging these sites with large negative or random slopes who is really dropping off compared to everyone else. 

As you can see in this plot, here are some of the sites we flagged for gastroenterology. Some of them saw steep declines in the amount of E Consults being performed around 2015 and so forth. We thought well, maybe we will expand this and say which sites have lower trend across multiple specialties? Because you will observe within a site, someone who performs poorly; or maybe, or below overall trend in gastroenterology. But, in cardiology, they perform more E Consults per 100 visits compared to anyone else. 

We were more interested then, due to time and resources in contacting these sites that were consistently low across multiple specialties. Then look at what is really the cause of these declines that we were observing? To kind of flag these sites, we plotted them out looking at their deviation from the normal trend; which is the middle black line there. The sites that were above the line were increasing at a higher rate compared to overall trends. Sites below were obviously increasing at a slower rate or decreasing over time. What we were most interested in this spot here for the sites below trends. I thought I would point out here just looking at this plot that we mentioned. 

There was variation across specialty and within site. You can see the blue site here was showing lower growth at E Consults; or maybe decreased over time for gastroenterology, and pulmonary, and enterology. But they were actually, made a lot of increase compared to overall trend in cardiology. Still because they were lower across multiple specialties; they were one of the sites we selected to possibly contact. 

We flagged these sites who deviated negatively through overall trends. At which point, we began to conduct qualitative interviews with some of these sites to hopefully identify the potential cause_____ [00:43:07] this decrease in use. Initial telephone interviews were conducted at these flag sites. They were focusing on how E Consults were being used. As part of the process, the qualitative interviews would provide a description of the observed decrease in the number of E Consults we were seeing by site; at which point, these sites would then provide a response to us of why they believed this was occurring. 

We actually found after just a couple of interviews that these participants were surprised at the decline that was being seen in the database. They had no reason to suspect that anything had changed at their site. That they were actually thought their behaviors remained consistent. They did not know quite what was going on. We did some further investigation on our end to think well maybe this is a data issue. Maybe we are doing something wrong on our end when pulling the data that might indicate the decrease in the E Consults. 

We had found out actually as a result that there was an update in the algorithm used to flag E Consults in the administrative data in about 2014, right when we started to see these decline. As a result, we were undercounting the number of procedures that were performed. I think this speaks a lot to the power of mixed methods approach where we provided a quantitative method to go and flag these sites. But, the information gained from the qualitative interviews really informed us on where an error occurred. It enabled us to make corrections moving forward. 

After updating the data, we still saw declines at some of these sites. However, it was not as drastic. I do believe we were undercounting. We were able to make corrections as a result. Actually, the original results that we did with this now, it just showed _____ [00:44:56] in E Consults over time; and actually, originally presented the updated results. We were able to make that correction and actually see a change in our conclusion drawn after we updated that data. With future exploration of E Consults, we can consider different metrics like in-person visits with specialists after E Consults. 

Was a visit with a specialist_____ [00:45:20]? Or, did they end up seeing the specialist? Maybe something was indicated in the E Consult that means that the patient should go into see a specialist. How is that working out? We had partially coded visits. As I mentioned, there is an algorithm. Maybe five of the six elements in the algorithm are being met. One is missing. As a result, we are not catching them. It is very variable by site. Maybe it is just one site who is forgetting to code it. Maybe we could identify those sites. 

But, I think an area of great interest that is coming up is the purpose of E Consults. Are they being used for the right reasons with the right information being included? Is it variable; which I believe you would find across site specialties. As of the purpose, it is being used differently in neurology versus hematology, and so forth; and kind of explore what E Consults are being used for. How is the quality of them? 

Michael Ho:
I wanted to conclude our presentation by just providing some lessons learned from our experience over the last four to five years working on the Specialty Care Evaluation Center. As you could tell from our presentation, this is an iterative process both within our team in terms of the qualitative and the quantitative groups working together and providing feedback on our results to each other. As well as, it is an iterative process working with the operational partners to try to understand their needs. What they are interested in evaluating. 

Along those same lines, operational partner engagement is critical to the success of any evaluation. It was a key to this evaluation between us and this Specialty Care Center. Sometimes the deadlines are short and can be challenging. It is often; the deliverables will need to be negotiated between the operational partner and the Evaluation Center. I think it is very important to engage the sites and provide reports back. Reports back – it has feedback to the sites that we were engaging in the evaluation. 

Oftentimes, they were very happy to_____ [00:47:51] with the various programs. But I also wanted to get feedback about what our evaluation findings were at the conclusion at those evaluations. I think it was important to get them – to have to be continually engaged in the evaluation by providing them the feedback that they were looking for. I think face to face visits with our operational partners have been very helpful. A couple of us leads at the Evaluation Center have traveled to D.C. to meet with our operational partners and really to sit down in a room and get to understand what their needs were. 

What they were looking for from the Evaluation Center. As I said earlier, it is important to negotiate timelines. Sometimes we are not able to meet the timelines that are our operational partners are wanting and need to negotiate the deliverables so that we can give them something. But not everything that they are looking for just because the timelines are very short at times. Along with that, I think the Evaluation Center has had to be very flexible in terms of the deliverables that they provided to the operational partners. Then, as with any evaluation, we have tried to plan ahead. But oftentimes, there are major changes, or changes_____ [00:49:26] partner; and which then, we would have to try to meet_____ [00:49:33]….

Tom Glorioso:
Sure, and just a couple of other ones that I have encountered. You identify data challenges as you go. A lot of times when you are working with these short timelines, you will be given a question. You have to just dig through the data as you go and learn; and as you go and kind of alter your projects. You kind of meet what we can answer with the data. Because sometimes not all questions can be answered from the data. 

The kind of thing we had to identify and the goal as we work through these projects. Then, to use the information we had gained on future projects. Also, to be mindful about site factors that may influence the results especially quantitatively. You might observe something happening with the data. But it might be totally unrelated to the cause we believe it would be attributed to. It would be – it was like the Choice Act and stuff like that. Other things that are going on might actually influence your results; and to be mindful of these moving forward. 

Michael Ho:
Yeah. This is our last slide. I just wanted to thank all of the key members across the five sites of the Specialty Care Evaluation Center that have really contributed to all of this work over the last five years. Tom and I are just one of a large group of people that have really contributed and participated in this process. With that, we would be happy to take any questions.

Unidentified Female:
Thank you Michael and Tom for your presentation. To the audience, we still have about ten minutes left for questions. Just type anything into the chat box, and I will present your questions to both of the speakers. We do have a couple of questions. I will get started with those first. Can you explain what is meant by leadership engagement resulting in implementation success? What specific behaviors by leadership are implied?

Michael Ho:
I mean, I think – well, by leadership engagement, I think there are two types or two forms. One was leadership amongst the Evaluation Centers. Having the leadership – the leaders of the teams for both the qualitative and quantitative be on the same page as far the objectives of the evaluation. But also, being flexible to modify_____ [00:52:12] – what the deliverables were based on the objectives of the evaluation. 

Then, I think leadership engagement with the operational partner. Any of these partnered evaluation projects is important to engage the partner to understand what their needs were. But also, to help them understand what the Evaluation Center could deliver. Also, to help them understand the potential limitations of the data; and our evaluation findings.

Unidentified Female:
Thank you. Can you expand upon issues you had using the PCMM table in the analysis?

Tom Glorioso:
In previous projects, we have had to do stuff where we are doing stuff based on the primary care provider for a patient. When we have done these, we would go to the PCMM table and look at them. Then as part of the projects, we would look at utilization over time. In some cases, we would see a patient seeing a provider 20 times. But the PCP they were assigned to was in two or three times. 

For the purpose of our analysis, we were more interested in who they were. Seeing at the time of certain events taking place; as a result, we tend to lean on utilization. Who are they seeing rather than going to the PCMM table. Granted, I have not read much into this. But I believe, they have been – the PCMM table have been better over time and maybe capturing the results better now. For the purpose of our analysis, we do not always rely on PCMM tables to identify a primary care provider.

Unidentified Female:
Thank you. I have got another question here for you. What is the basis for choosing 40 miles as a travel distance above which the Choice Act allows care to be outsourced when what is required cannot be delivered within 30 days?

Michael Ho:
Yeah. I think that is a great question. I do not think neither Tom or I could answer that. That was a Central Office decision. I do not think we know what the rationale was for that. I guess that was also not part of our evaluation for specialty care. 

Unidentified Female:
One more question, I think. Did you consider any outside factors or potential confounders that may have influenced site level trends in an E Consult analysis?

Tom Glorioso:
Yeah. That is something actually that we considered looking at. When Mike mentioned limitations; and sometimes our short time frames. We cannot always get it as in depth in looking at some of the results we want to. But we would definitely consider it. I mean, there's seasonal trends you observe. There are site trends. Maybe it is a regional thing or a VISN thing. There are definitely things we wanted to look at or consider moving forward. Maybe we will get to it in the future. But unfortunately, due to the short time frame, we did not get to do a lot of adjustment in the models we were running. 

Unidentified Female:
Okay. Michael and Tom, thank you so much for taking the time to present today's session. To the audience, if you have additional questions, you can contact the speakers directly. The next session, VIReC's Partnered Research Series is scheduled for Tuesday, October 18th at 12:00 p.m. Eastern. T

his Session is titled Evaluating the Whole Health Approach to Care: A Whole Methods Approach. It will be presented by Drs._____ [00:56:17] Fix and Donald Miller. Thank you once again to everyone who attended this session. Molly will be posting the evaluation shortly. Please do take a few minutes to answer those questions. Molly, may I turn it over to you?

Unidentified Female:
Yeah, thank you very much Hera. Thank you to Drs. Glorioso and Tom. We appreciate you coming on and lending your expertise to the field. For our audience, I am going to close out this session now. Please take just a moment to fill out our feedback survey. We do look closely at your responses. Thanks everybody and have a great rest of the day.

[END OF TAPE] 
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