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Jo Jacobs:	Sounds good. Can you hear me?

Robert
Auffrey:	Yes.

Jo Jacobs:	Okay, great. Thanks, everyone, for joining today’s HERC Health Economic Seminar. Today we have Dr. Brystana Kaufman with us to talk about cost analyses and value of care for older adults.

	Dr. Kaufman is a Health Services researcher at the Durham VA, an assistant professor at Duke University, and faculty in the Margolis Center for Health Policy. She’s also a Health and Aging Policy Fellow with the Centers for Medicare and Medicaid Innovation Center.

	Dr. Kaufman’s research aims to improve the value of care for older adults and veterans, and evaluates patients’ outcomes, resource use, and cost-effectiveness of value-based payment models and care strategies. She received her Master of Science in Public Health and Ph.D. in Health Policy and Management from the University of North Carolina-Chapel Hill with concentration in Decision Sciences and Economic Modeling.

	We’re so excited to have you joining us today, Dr. Kaufman. So, without further delay, I will hand it over to you.

Dr. Brystana
Kaufman:	Thanks so much, Jo, and thank you to everyone that’s hear today. If you’re in North Carolina, I hope you’re outside enjoying this gorgeous weather. If you are up north, please stay warm. Stay safe.

	But today I’m here to share the cost analyses for two evidence-based programs from the Function Three groups really focusing on STEP-KOA and STRIDE. We use different types of cost-analyses for promoting the dissemination and implementation of both of these programs.

	I thought I’d start today just by talking about different types of cost-analyses by level. If you want an example of these different methods, there are some really awesome cyber seminar. Although this will be a pretty high level overview I think about the rationale and why we might want to use one type of study over another for a particular context in—

Robert
Auffrey:	Brystana, I’m sorry to interrupt, but your audio is dropping out again. I don’t know why. Is there a way that you can get the microphone closer to your mouth or something? I’m sorry. It was fine when we tested.

Dr. Brystana
Kaufman:	Maybe I need to sit back farther, if it’s something from the computer trying to pick up? I don’t know what it is.

Robert
Auffrey:	Well, you’re using your headset for microphone, correct?

Dr. Brystana
Kaufman:	Uh-huh.

Robert
Auffrey:	I can’t see. Is there a hard microphone right in front of your mouth?

Dr. Brystana
Kaufman:	No.

Robert
Auffrey:	Where is the microphone.

Dr. Brystana
Kaufman:	It’s right here, I guess.

Robert
Auffrey:	Okay. Maybe don’t move your head around too much. I’m sorry. I’m not sure exactly what the problem is.

Dr. Brystana
Kaufman:	That’s okay. No, I’m sorry it’s a problem. Is it any better now?

Robert
Auffrey:	Yes, it is. Thank you.

Dr. Brystana
Kaufman:	It is? Okay. Well, please let me know and I can try to stay still. So, hopefully that’s pretty high level since we have a lot of content to cover today. But definitely looking forward to discussing how you might use different types of cost-analyses in your work too.

	So, I do want to mention our funding disclosure for the three different projects that I’ll share today for STRIDE and STEP-KOA in the VA. Of course, I’m not speaking for the Department of Veteran Affairs. Co-HF was funded by NIH.

	Each of these programs has a large research team associated with it. I am just one tiny piece contributing the cost-analyses and definitely want to recognize all of these individuals in the Durham VA healthcare system and outside other VAs as well, as at Duke University.

	So, Jo gave a little bit of my background. I always like to mention that I grow up in rural Ohio, so rural health is very close to my heart. It actually has become my first career in Financial Services viewing the health system from a financial perspective and a financial lens came very naturally to me.

	I actually just became interested in Health Policy when the ACA was passed in 2010. Watching the challenges, and progress, and then the impact that that law had for myself and for the rest of my country really motivated me to seek a way to contribute and to help them through the healthcare system in the way that it serves patients and families.

	That’s when I enrolled in the University of North Carolina. I received a master’s, Ph.D. there. But the Margolis Center for Health Policy is where I really was a fellow. My expertise in value-based payment models and how we can better align payment with patient-centered outcomes. 

	That is also where I met my primary mentor to the VA, Courtney. I’m very excited now to have a Career Development Award evaluating the implementation of outpatient palliative care and improve the value of care for older adults and parents.

	So, my research focus is on these complex populations—people with serious illness, people who are enrolled in Medicare/Medicaid, these really high cost tiny groups have been kind of social determinants of health that are also impacting their ability to access care.

	So, I’m really interested in how we can use payment to improve the incentives for care coordination and improve the outcomes in these groups. The methods that I use are often economic evaluation of also setting the experimental study aside beside the observational data and real-world data.

	So, why do we even care about cost? We always want to be seeking better outcomes for all people. If we had unlimited resources, we could give everybody the best care in all of the things that they need. 

	But unfortunately, our resources are limited even in the United States where we’re spending a huge amount of our GDP on healthcare. We still have limited resources compared to the needs that exist in our community.

	This was never more evident than it was really highlighted—at least I think—in the COVID pandemic and the limitation hospital beds. We were all tracking and watching the graph to see where would hospital beds be available and where would people go without care.

	Limitations on our staff and how many medical experts were available who had the skills that were needed to meet the needs, to save money, all of these resources. So, this is why we need to be cautious about the cost of care and make sure that we’re using those resources efficiently and in a way that will optimize the outcomes for our society and population.

	So, in the healthcare system, the decision making tools that we have grew out of the business space and the science of decision making. But we use those tools in different ways, right?

	So, you may be familiar with comparative effectiveness where we’re comparing the health outcomes for multiple interventions to maximize a patient or population health. We’re really just focusing on that health aspect. 

	In economic analysis, we’re layering the cost and comparing those within the context of the health benefits that we’re receiving. We might also be concerned about the risk to patient of adverse events and then also the risk of the financial investment by different providers and key stakeholders especially as providers are taking on more and more of the accountability for care and the risk for providing care to these high cost populations. This is an important part of the decision making process to make sure that they’re able to be sustainable and continue providing care to their communities.

	So, what is a good decision might be different depending on whether you’re in the business context or the health context. So, some of these tools were developed in the business context thinking about what strategy maximizes revenue, thinking about financial risk and scenario analyses. We’re looking at a what/if situation. Is there a possibility that this could be an existential threat if something new goes wrong?

	When we’re using these tools in a permanent health context, we’re usually asking different questions. We’re thinking about how can we optimize the resources that we have available. What are the trade-offs in terms of the short-term benefits and then also thinking about the long-term benefits relative to the cost or the resources that we’re putting into that intervention.

	In health we care about uncertainty too. There’s always a lot of uncertainty in projecting what individual outcomes might be. So, we focus a lot on population averages.

	But there’s a lot of variation within the population. We might use a probability to reflect the likelihood of a particular outcome. But it’s also really important to think about the range of uncertainty and what that might mean for different individuals in that population, what their outcomes might be, as well as overall.
	If we’re wrong about that and what we think that point estimate is, what could the effect be for the population and on the organization. 

	So, the different types of cost-analyses that I’m focusing on today first is the business case analysis. This is a really broad _____ [00:10:55] to help address a particular problem. There’s certainly a quantitative component, but there also might be a more qualitative productive aspect where you’re thinking about the mission, and the reputation of that organization, and what is going to help them achieve their long-term vision as well as the financial aspects.

	The second one is a budget impact analysis. This might be conducted as a part of a business case analysis or as a part of a cost-effectiveness analysis. But it’s really honing in on what are the costs to the organization and then comparing that to potential revenue sources to understand what the budget would look like if that decision or program were implemented.

	Five is cost-effectiveness analysis and I’m not sure which of these everyone would be more familiar with. But I feel like in research realms, cost-effectiveness analysis might be more cognitively discussed because it is a very structured way to compare the health outcomes with the cost implications and including adverse side effects putting those together into a single measure that can guide a decision maker in understanding the value of that particular intervention relative to the other treatments on the market or other therapies.

	So, we’ll go into each of these in a little bit more detail. So, the business case analysis, often you want to start by assessing the landscape, what is the problem or need you’re trying to address, and just why are we paying attention to this question in the first place.

	Then again, you want to look at the different potential solutions. They’re evaluating the different risks and benefits of each of those options to guide decision making.

	A part of that evaluation might include the return on investment. So, that might include an impact analysis. This might include different performance measures. 

	In the VA, of course, we’re not programs that align with VA priorities, that are promoted for veterans’ health. Those measures are equally important to are we going to see a savings or a financial return on investment from this program. But the money is important because that determines feasibility. Can we even do this? Do we even have the budget available? What’s the opportunity costs? What are we not going to be able to do because we put these resources into this program?

	Using all of that information in a business case analysis, you would put forth a recommendation about whether this makes sense for this decision maker at this point in time and really curtail it back to the context. 

	Hope the microphone’s holding out. So, what? Thank you. Oh, thank you. Okay. So, this is not what I expected to see. Here we go. Let me go to my other slide.

Robert
Auffrey:	You want to bring up a different slide set?

Dr. Brystana
Kaufman:	No. No, I’ll just talk through the budget impact analysis without the slides. I’m not sure why it’s—oh, wait a minute. There it is. I was hitting Page Down and it was skipping ahead for some reason.

	Okay. So, the budget impact analysis will include the estimated cost of intervention. I just put an example here of a recent study I just did. You can go to the publication for more detail. 

	But for this particular intervention, we used the CMS reimbursement rate of central revenue source and we found that the revenues could potentially be between $300-500 for each participant because here the costs are $400 per participant. 	

	There’s the potential that this could be a sustainable palliative care intervention. As a part of that, we also looked at scenario analyses because often decision  makers will have different options about how they want to implement that program.

	For example, in the trial, there was a nurse practitioner who was completing conducting the visit. But that could also be done by a social worker, or that could be conducted by an advance practice nurse. We looked at those different scenarios to help the audience or different health systems consider how they could tailor that intervention to their workforce, their needs, and their patient care, and all, and have an idea how that might impact the cost to implement that intervention.

	Okay, good. It’s working now. So, the costing method that you might use is a budget impact analysis. You might be micro-costing. This is often what we use in the VA where you’re directly tracking the time of the dissent on an intervention and then multiplying by the labor expenses, the range of benefits associated with that individual’s salary and payroll, look at office space and things like that as well. 

	But in a lot of my non-VA studies, we use growth costing because we have standardized prices of four different services. For example, in Medicare data there’s the physician fee schedule that we can use to apply to the cost of a particular intervention as a proxy for those resources.

	This one sometimes is beneficial because it’s very generalizable. Of course, there’s geographics—a very issuance (SP) of Medicare plan that we can use that standardized rate to compare a different intervention to us. 

	Finally, cost-effectiveness analysis. I’ll share two examples of this type of analysis today. It’s a formal assessment of the tradeoff including short and long-term. Well, can be short and long-term in quality of life as well as the extension of life.

	In theory, you should be comparing all new alternative treatment options and it’s always important to consider what is that comparison that leads to that analysis? Compared to what is always important to think about. 

	The really valuable thing about cost-effectiveness analysis is they output all of this into a single measure that incorporates all these different trade-offs—pros, cons, all these different outcomes for al the different stakeholders in the society and puts all of this into a single measure for the value.

	Just a little more detail on that. I do want to keep motive though to stay on time to talk about the actual programs. So, of course, we’re incorporating different aspects of health when we think about utility weights and the units of health that are used in cost-effectiveness analysis are quality adjusted life year.
	
	The utility way reflects the quality of that life which ranges from zero-to-one where one is perfect health and then zero to death. In some contexts there’s fate worse than death. But particularly, you’re looking at a range from zero-to-one.

	By taking that utility weight and multiply by the number of years spent in the state with that utility, we can create a measure called a quality adjusted life year. It’s important because that allows us to compare using one measure—the value that is accrued from different durations of life, but also different quality of life that’s impacted by morbidity, by mental health, by social support, by all of these different factors that contribute to our experience and our quality of life rather than just how long we’re alive. 

Okay, so yeah. So, the incremental cost-effectiveness ratio—this is your textbook definition here for any two interventions, your difference in cost between the two interventions divided by the different in the health unit which the quality adjusted like yours often used. So, you would interpret this as your average incremental cost that is associated with one additional unit of your quality adjusted light year. 

So, I hope that summary is helpful going into these two program evaluations. Please ask questions. Jo, let me know if there was any questions that came up during that really rapid high level overview comparison of different types of cost-analyses.

So, this first program is the business case example. We were evaluating the STRIDE Program—assisted early mobilization for hospitalized older veterans which was intended to improve post-hospitalization outcomes. 

This is ongoing and expanding in the VA. Initially, this is kind of the overview of STRIDE and how it fits in with the VAs principles, as well as helping our business move towards AIDS friendly health systems which mobility is an important part of that framework. I directly addressed that need to improve function and mobility. 

So, STRIDE increases the amount of time spent walking during hospitalization for veterans. There’s some information about the four program components and who was included in the trial.

After the first trial, they found really a clear benefit to veterans in increase to patients’ discharge to home, as well as a decrease in the length of hospital stay. Both these are viewed as really positive outcomes for their independence and being able to go back to their home. Reducing length of hospital stays, essentially leads to savings for the VA, but also indicate a better quality and outcome for veterans who are able to go home earlier.

So, why do we use the budget impact analysis in the example? So, at this point, STRIDE had shown to be effective at improving veteran outcomes. It was in-line with VA priorities, it was part of this longer term vision for an age-friendly health system.

The decision to implement STRIDE was already being implemented and disseminated. So, a cost-effectiveness analysis wouldn’t be helpful in permitting expansion because this is already something that is being acceptable and promoted within the VA system.

Another reason is that we didn’t have a really good measure of quality of life and utility weight. So, any attempt to do cost-effectiveness analysis, we would’ve been making a lot of assumptions, pulling from other studies, and really stretching to tie something to a utility weight that may not have been as interpretable as an income.

So, those are the couple of different reasons that cost-effectiveness maybe wouldn’t make sense. But since it was being expanded and implemented at an increasing number of VA sites, it was really important to know how much is this going to cost. How much do I need to budget if I want to implement STRIDE in my center, in my business?

Also, to think about that from the national perspective VA-wide, what implementation strategy is going to optimize the resources that we have available to support implementation for the intervention?

So, the objective of our study was to use budget impact analysis to support the business case. We used the resource enrollment data from eight sites that participated in the STRIDE trial to estimate the resources needed in the first year to implement STRIDE nationally.

So, we weren’t trying to project out five or 10 years. Looking at that first year and what would be needed to get it off the ground nationally.

Of course, the simulated resources under different scenarios for different implementation strategies because that was the key decision point here. We know we’re going to implement. But what is the best way to support implementation given the different resources used or needed. 

These were the two implementation strategies that were tested in the trial. The four sites were randomized to the REP—which is Replicating Effective Program implementation, facilitation. 

This provided resources and ongoing support to sites as well as a one-day site visit. The other four sites received all of the REP activity. In addition, they received CONENECT which was a team-based communication created to address challenges with interdisciplinary teams. 

So, really helping to improve communication, and it was delivered on-site in a two-day site visit, and included follow-up activities after that visit. So, we had these two different strategies that we wanted to compare the cost and outcomes for.

Yeah. That’s what I just, so I won’t get into too much detail here. But basically what we did was to look at resource in those sites from the VA perspective because this was to inform VA decision making and the delivery costs were estimated by tracking the time at each site, so that micro-costing approach.

For the national projection, we used the data from those eight sites, and applied that to a national context., and made a couple of additional assumptions that are listed here.

What we found looking at the delivery costs across the state site was that STRIDE was a low cost intervention to deliver. It cost about $26 for each participant. _____ [00:27:02] the walk in their hospitalization. The biggest driver of cost was program enrollment which _____ [00:27:07] across the eight sites. 

The implementation costs that we evaluated were actually much greater than the program delivery costs. Looking at that first year where implementation resource use is going to be the heaviest, the implementation support would be more extensive than the cost to deliver the program using either of those strategies.

So, a little more detail on the delivery cost. There was variation in the number enrolled, but also for the number of walks per enrolled. That also contributed to the variation and the cost of STRIDE.

The annualized enrollment ranged and the key point here is there was a difference in the average enrollment for percent of eligible hospitalization who actually enrolled and participated in the program. The difference were the two groups by implementation strategy.

So, this could’ve been just due to chance. We only have four sites in each group. But we don’t know what led to that difference. We don’t know that it had anything to do with the implementation strategy. 

But we did find that in the REP+CONNECT group, that three times as many of eligible veterans did enroll and participate. That might be do to chance or other systemic differences. But we included that information in our simulation to see how much of a difference that would make if that did turn out to be an ongoing, consistent relationship.

So, we evaluated implementation slides. So, it’s annualized cost. Oh, sorry. The delivery costs were annualized this was not and we included the site staff activities as well as the Durham site staff activities because the people in Durham were the ones doing the facilitation.

We found that the REP only costs were about $5000 across both groups. The cost of CONNECT was an additional $5,000. So, a substantial increase in the resources need to pursue that facilitation strategy.

When we took those data from those eight sites and we applied them to a national context assuming that 60 new sites nationally would be interested and able to expand and implement STRIDE, we first looked at the cost by implementation strategies.

So, we compared the REP only approach and we looked at a range between high and low of potential estimates of that cost. So, between 200,000 and 500,000 nationally to support the REP only strategy.

On the other hand—the high end looking at REP+CONNECT, it could be close to a million dollars at the highest end of that estimate. So, really a broad range of cost.

We also looked at a mix where 30 sites would get one and then 30 would get the other. We also looked at how the implementation strategy might impact enrollment.

In a REP only strategy that would’ve resulted if the eight site data turned out to hold up in a national context. You would see much lower enrollment numbers in REP only compared to REP+CONNECT.

Even though there’s additional cost involved in facilitating the CONNECT training, it could result in an increase in enrollment and actually a lower cost in the per participant cost. 

So, putting all of this information together—taking both the budget impact and the enrollment numbers, of course, more people enrolled means more benefits to gain from the intervention. All of this contributes to the business case analysis and really at the end of the day, our veteran outcomes are the guiding force and the reason that we want to expand this program.

Helping to understand what are the potential options for implementation and then what is realistic within the VA budget was the goal of this project. So, thinking about potential savings from reduced hospitalizations, this can also be a part of that equation.

This is the information that we want to share with the VA and hopefully inform their decision making about whether and how the best to expand and disseminate STRIDE. 

So, I’m not seeing questions from Jo. So, I’m going to move on to the STEP KOA. This is the STEP exercise program for knee osteoarthritis.

For this trial, we conducted a cost-effectiveness analysis as you compare the cost and quality of life outcomes. This is published as well if you’d like more information. STRIDE publication is in process.

So, knee osteoarthritis, of course, severely limits activity for many people and having physical therapy is one way to repair your function and activity for this population. This trial tested a specific approach to providing, and targeting physical therapy, and optimizing other resource use.

So, there’s more detail about the trial. The program itself was really tailored to meet the needs of the patient. Everyone received access to an internet-based exercise program for knee osteoarthritis and for some people that was sufficient. 

But for people who needed an additional level of support, they added telephone-based physical activity coaching. The next tier of support was physical therapy visits. 

Now because of this tiered approach, the most costly services of an actual in-person visit were reserved for the patients who were expected to benefit the most. So, to hopefully optimize the value and the return on investment for those tire intensity visits.

So, for this trial, we did have the EQ5G to evaluate quality of life as an outcome. That has been validated and tied to the utility weight to measure quality of life. Because this is a valid and reliable measure, it made sense to use this in the context of a cost-effectiveness analysis.

What this graph is showing, the red is your treatment group and as the y-axis increases, that is better quality of life. Getting closer to one, you can see that the red line is increasing relative to the blue. 

Even though it’s not significantly different at any one timepoint, the incremental change from baseline to the end of the study period was significantly improved relative to the education control arm.

So, that was the outcome that we used to evaluate quality of life. While it’s very small, you can see quality adjust life, there’s gains here at the bottom. So, per patient, we’re talking about an improvement in the quality adjusted life here .03. 

But over this whole cohort, that’s almost seven years. It’s a relative value of seven years gained which is pretty substantial and meaningful.

When we compare that to the program costs per patient of $280 per patient, the incremental cost-effectiveness ratio was under $10,000. So, extremely high value, low cost introduction to improve quality of life.

One note here on the website creation costs. Our analysts consider those to be some costs because if this program were expanded, the website would not need to be recreated. It’s already existing and it wouldn’t be a cost need. But even if we factor that in, it would still be a very cost-effective intervention.

So, to also help contextualize and understand what is driving contributing to these costs and what is the uncertainty. My uncertainty impact—that conclusion—we looked at all the different inputs and factors across the range of uncertainty.

So, this is a one-way sensitivity analysis. So, it’s looking at each one of these individually not comparing them not all in one. Although, probable sensitivity  analysis would.

So, the top line—I know it’s hard to see—is the differential gain in utility which is the change in quality of life. This had the biggest impact on the outcomes.

So, of course, if there’s no improvement in quality of life, then there’s no reason to do the introduction. So, that’s really what this decision would hinge on.

So, the more that we can tailor and target STEP KOA to the veterans who are going to benefit the more valuable that this intervention would be. Because the costs were so low, the other inputs like the cost of providing a cellphone for them to access that website and the cost of the time spent, none of those had nearly as big of an impact.

So, we included that KOA improves quality of life and reduces pain. That was from the original trial. The 99% probability of cost-effectiveness and we assumed a 50,000 willingness to pay for quality which is the lowest threshold that can be used, but often see much higher wiliness to pay in the United States.

To also help decision makers understand some of the key cost drivers as they try to implement this program. We found that the resources needed to implement the program would decline as ownership of mental health devices increases. 

So, if we don’t need to provide people with an iPad or a phone to be able to access those online resources, then it would cost less to implement the program. 

All right, is there? Joe, let me know if any questions come up. Those are the two VA specific programs that I was excited to share with you today.

I also wanted to talk about another example of cost-effectiveness from the PAL-HF Trial because it’s answering a different question which is how much should Medicare be willing to pay based on the value that palliative care is providing.

This was specific to a heart failure population. We did find in the original trial that improved quality of life, reduced depression, and reduced hospitalization. So again, very positive outcome for both patients as well as the health system.

If you’re not familiar with palliative care, well this particular intervention was in outpatient setting and they leveraged an interdisciplinary care team that was nurse-led and provided ongoing touchpoints and support following hospitalization for people who are discharged home.

Our intent with cost-effectiveness analysis, unlike in the VA where we’re trying to support decision making to disseminate, with this analysis we were trying to inform CMS decision making and how much they should be willing to pay for this type of palliative care intervention for heart failure population.

We used a standard of 50,000 willingness to pay and compared that to the CMMI. This is the innovation center for CMS who has set an expectation of cost savings for their demonstration of palliative care. That’s important because for other interventions we’re willing to pay $50,000 for quality that’s—I fear—why are we expecting palliative care to save money? Why are we not paying for that increase in quality?

So, that was one of the things I wanted to highlight and we did that by predicting a probabilistic sensitivity analysis where we looked at the probability that this intervention would be cost saving and compared that to the probability that it would meet that 50,000 willingness to pay threshold. 

So, here the blue bars reflect the probability that it would be cost-effective at 50,000 per quality and the striped bars reflect the probability that it would be cost savings. There are a couple of different scenarios here that vary the assumption about reduced hospitalization because why that was a finding it was a very small sample and we don’t feel super confident in that finding.

So, we varied that. Even with no difference in hospitalization, it was still very likely to be cost-effective and a 25% chance that it would save money is not bad. If it does reduce hospitalization, then of course those probabilities improve.

The reason we used cost-effectiveness analysis here was to inform CMS reimbursement. We looked over a range of potential utility gains since we always have uncertainty. The main difference at 24 weeks would justify a monthly reimbursement from CMS of about $300.

At the lower end—the study period average, so the difference at the end—which means treatment and control was larger than the difference at the beginning because they grew over time. So, the average difference would justify a monthly reimbursement of about $120 per month. So, either way, definitely a justified reimbursement from CMS to support a palliative care approach. 

So, it’s included that—in this trial at least—outpatient palliative care was cost effective and had the potential for cost savings. Again, identifying those patients likely to benefit is key because it’s really driven by this quality of life gain.

I’m seeing a few that pop-up and I’m not sure if those are coming from the Q&A or not.

Jo Jacobs:	Yeah, I think they are. They’re saying that it can be addressed at the end. So, you can go ahead and finish. We can—

Dr. Brystana
Kaufman:	All right. 

Jo Jacobs:	Yeah, don’t worry about it.

Dr. Brystana
Kaufman:	So, I was just going to bring it all back together, and cover a range, and different analyses.and programs. Bringing those altogether as you’re trying to figure out which type of analysis is going to make the most sense, you really need to think about who is the decision maker. That will often drive the analytic approach that is going to be most useful to inform a decision.

	So, if you’re decision makers at the provider level, oftentimes your health system, often it’s a budget impact analysis or even a business case analysis because they need to run a business. No money no mission, right?

	The short-term impact tends to be really heavily prioritized and focused on costs incurred by the organization. At the other end of the system, you might be thinking about the consumer and society as a whole.

	In that perspective, we want to think about the light _____ [00:44:44] for that population. Cost-effectiveness is going to be the best tool to evaluate those longer term outcomes and to synthesize a diverse range of outcomes into an interpretable measure.

	Yeah, it’s somewhere in the middle. I think the VA falls somewhere in the middle there. It’s the health system. It’s the payer, the provider. Even within the VA, there are a lot of different levels of decision making to think about and consider what is important.

	So, for each of these studies, this just kind of summarizes what the decision makers were thinking about, what is the time horizon, what is the main question that we’re asking. Once you have those three components, that can help you to figure out the type of analysis that will be most helpful.

	I always like to end with some limitations of cost-effectiveness analysis which are many. We’re just simulating here. This isn’t a causal analysis. Hopefully we’re using causal estimates to inform the situation.

	But it requires a lot of assumptions typically especially if you’re projecting a long-term outcome. One of the concerns I have is particularly in these outcome results is in evaluating health and limitations. Are the utilities that you’re using valid? Have they been validated for your population? Is the relationship that’s sustained really justified? This linear relationship from zero-to-one as utility wanes with quality of life?

	So, it gets me really philosophical about that. Considering equity, and who is even included the health system, and what is the opportunity cost if we could increase access to people who don’t currently have access to the system versus offering better supports for people who have access to healthcare and what types of access are we providing—really big, big questions and hard to answer. But I think it’s important to consider that anytime you’re informing decisions.

	Lots of benefits. Very useful to determine value across different treatment options, facilitate the comparison and that’s probably one of the best tools we have. So, lots of reasons to continue using cost-effectiveness analysis as well. But hopefully improving on the tool to better address some of the locations as well.

	So, opening it up for discussion. I’d love to see what’s in the Q&A and think about how you all are using cost-analyses as well.

Jo Jacobs:	Thanks, Brystana. That was a really great overview both of the different decision tools as well as great examples for a bunch of different kinds.

	We did have one question come in. Might’ve been what you were seeing before. So, one person’s interested in creating scenario-based projections for a potential BIA. They wanted to know, “Are you creating these scenarios based on simple samples from estimated prior distributions or are you using something more complex? Maybe cite some examples—elastic demand by a CMS cuing, MCMC, etc.”

Dr. Brystana
Kaufman:	So, what we did for STRIDE was very simple. We had a site, and we directly calculated the time that was spent and the hours paid for those individuals who spent the time. 

	It was very straightforward. Especially when you consider the size. We had 60 people at some individual sites who were participating in the implementation. 

	So, it was a lot of data. But the estimation was really simple and straightforward. So, there may be value depending on the context and the duration—your time horizon and how far out are you trying to bridge out to make the assumptions about demographic changes and other things happening.

	So, I can see how _____ [00:49:25], but I personally try to reduce the number of assumptions that are driving the model that I need to justify and support. So, sometimes simpler is better. 

	I noted Black Box being one of the limitations of cost-effectiveness because it’s a really complicated model. It can be really challenging to see exactly what is driving that effect. 

	So, sometimes it’s necessary and it’s really valuable. But if you can do it more simply and it’s _____ [00:50:00] that’s usually the way I go. 

Jo Jacobs:	Thanks. I’ll note you were cutting out a little bit on that. But I think the summary might’ve been that your sort of favor is simpler because there’s fewer assumptions potentially.

Dr. Brystana
Kaufman:	Yeah.

Jo Jacobs:	Okay. Okay, great. Although it may be they can follow-up directly as well maybe if there’s any questions I come up with on that front. If that’s an option, I’ll put it out there. 

Dr. Brystana
Kaufman:	Yes, and I think part of the question was about scenario analysis. That’s always a great way to see how your assumption is impacting your outcome, right?

	So, to look at, “Well, what if I made a different assumption? How does that effect the outcome?” That can be a way to improve confidence in certain cases (SP).

Jo Jacobs:	Great, and while anyone else that’s out there might be I’ll wait for some more to come in. But I had some questions too sort of because some of these populations you look at, there might be very specific sort of conditions that they deal with. I was wondering if you ever considered condition specific quality of life measures either alongside more generic quality measures or on their own if you’re concerned a quality might not be sensitive enough to pick up changes in an intervention.

Dr. Brystana
Kaufman:	Yeah, absolutely. So, in LHF specifically, we did use condition-specific end stage of heart failure specific quality of life for the baseline comparison.

	So, the measure that they had actually used in the trial was specific to heart failure. The KCCQ—Kansas City Heart Survey or something like that—Cardiovascular Health Survey—and then we had another team map that to utility.

	So, it was not as well-validated as some other ways of developing utilities like we know at KCCQ and measuring heart failure quality of life. So, we did the best we could to map that to an overall quality of life and then also using external heart failure stage specific utility weights to inform and give us a comparison for what we mapped using trial data.

Jo Jacobs:	Great, and did it change your outcomes at all or sort of the overall picture?

Dr. Brystana
Kaufman:	Yeah. Well, we only used specific heart failure utilities in the trial. So, I don’t know what would’ve been different if we hadn’t had those utilities available. 

	But yes, especially with seriously ill populations, aging populations. Having that population specifically using the utilities specific to that population are really important. 

	In the cancer space, there is a lot of information out there. But that is not the case for all evidently. So, that can be one of the really challenging pieces of data is that cost-effectiveness analysis requires a lot of data inputs. That can be one of the more challenging and that’s the one where I will often draw the line and say, “Well, we don’t have good quality data. We cannot do that analysis” because it really does have to be specific to that population, to that disease, to that stage of the disease.

Jo Jacobs:	Right. Right, and sort of related to your second discussion question here. I think one of the challenges I sometimes deal with is perspective. When you’re looking or maybe wanting to look beyond a payer perspective—just VA or CMS—what kind of considerations do you give to societal perspective when you’re conducting these analyses and how does that change how you approach the cost-effectiveness analysis?

Dr. Brystana
Kaufman:	Yes. So, that is, of course, one of the key decisions—key things that you need to know is who is your decision maker. It sounds like your question might be about the goal of having a societal perspective or _____ [00:55:00] of having a societal perspective?

	In theory, we would love to help all people. But the more there’s limitations on the quality data, there’s also limitations on pocket data and we often do not have good data out of pocket. When it comes to the individual, we don’t know about their transportation costs. We don’t know about their caregiver costs—how it impacts their caregiver and if they miss work to take the parent to the appointment. 

	So, there are a myriad of costs that may not show up in cost-effectiveness analysis. We know we say, “Well, what is this care prospectus? That doesn’t matter.” But it does matter, right?

	Those extra costs are going to impact different people differently and I think really impacts the concern about efficacy. The costs that are missing are often the ones that are most important for the most vulnerable in our society.

Jo Jacobs:	Great, thanks. I’m not seeing other questions come in. But I guess we’re almost at the top of the hour actually. But I’ll thank you so much for joining us. 

	I actually really appreciated in particular the sort of overview of how you went about selecting which tools, so when budget impact is maybe more appropriate. The logic you outlined made a lot of sense and especially in a VA context where things are often just implemented and then sometimes devalued.

	So, I really appreciated that and yeah. I’ll note that maybe—because sometimes it cut out—maybe if people could follow-up with you with specific questions, that would be great.

Dr. Brystana
Kaufman:	Yes. Thank you, Jo. Sorry for the audio issues. Thank you, everyone participating today.

Jo Jacobs:	It was great for most of it. It was just towards the questions for some reason. Question period it cut in and out a bit.

Dr. Brystana
Kaufman:	Oh, I’m glad to hear that most of it came through. So, thanks, everyone.

Robert
Auffrey:	Attendees, when we close please do fill out the evaluation sheet that pops up even if it’s just to complain about audio problems. Thanks, everybody.	
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