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Risha Gidwani:
Hi everybody.  I’m Risha Gidwani.  I’m one of the health economists here at HERC and I’m very pleased today to introduce Dr. Edwin Wong, a Ph.D. who is also a VA Career Development Awardee who works at the HSR&D Center of Innovation for Veteran-Centered and Value Driven Care, which is part of the VA Puget Sound Healthcare System.
Dr. Wong has a Ph.D. in economics from the University of Washington.  He’s also completed a post-doctoral fellowship in health services research at the VA Puget Sound.  He has a career development award for studying the economic impact of bill use and patient choice in primary care, which seeks to identify the impact of the Affordable Care Act on veteran’s choice of VA as a source of care.
He also examines the implication of healthcare reform on utilization of VA services, cost as well as healthcare delivery within the context of the patient-aligned care team initiative the findings from his CDA research will help inform VA fiscal planning in this era of the Affordable Care Act.  We are very happy to have him present today and with that, Edwin, I will turn it over to you.
Dr. Wong:
Hello.  Thank you, Risha and good morning everyone or good afternoon to those on the east coast.  Good to be here to present my research today.  I’d like to begin by asking a couple of poll questions of the audience just to get a better feel as to who’s on the line here today.  The first question I want to—or first let me acknowledge sources of funding from the VA Career Development Work program as well as acknowledging my collaborators Matt Maciejewski; at VA Durham, Paul Hebert; Adam Batten  and Chuan Liu at VA Puget Sound and Matt in general.
Mentors of my Career Development Award.  Now, let me go to the poll questions.  First, I want to get a feel as to who in the VA—who in the audience is affiliated with VA.  Before we get to the cyber seminar lecture, substantial non-VA audience is generally is—generally joins the cyber seminars so maybe it’s going to take a couple of minutes so please answer yes or no.  Okay so it looks like the responses are coming in; about four-fifths of the audience looks like they have some sort of affiliation with VA.
Maybe a couple more seconds.  Okay.  Looks like it’s going down.  Okay.  Great.  Maybe we can move on to the second poll question.  I want to gauge as to the composition of the audience today so I want to get a feel as to who—what your primary professional role is.  Please answer the following categories—

[Extraneous conversation 00:03:02]



- in the following categories: researcher, clinician, operations, hospital administration, student or fellow or other.
[Extraneous conversation 00:03:13 – 00:03:32]

Okay.  It looks like the majority of folks in the audience are researchers and a pretty good mix of roles for the remainder.  Pretty good array of roles in the audience today so that’s great.  Let me go ahead and move on to the main part of our presentation today.  Let me start off by just present some brief background information; just little facts about the Massachusetts Healthcare Reform, which is the basis of our presentation today.
Most of us know that Massachusetts Healthcare Reform was a major law that was passed in April of 2006 enacting major healthcare reform.  What I want to focus on here today are three major components of the healthcare law.  For those in the audience that want a more complete treatment and a more complete description of the Massachusetts reform components I’m going to refer you to the Holahan reference at the bottom of this page.
The three key components that I want to hone in on today are first, the individual mandate; specifically, the requirement that all residents in Massachusetts have a minimum level of health insurance coverage—excuse me—or else face a financial penalty.  The second key component is the expansion of the health insurance market; most notably consist of two subcomponents.
First, the establishment of the Commonwealth Health Insurance Connector or the precursor to ACA’s health insurance exchanges.  Additionally, the expansion of the health insurance market included subsidies for low-income households in order to purchase health insurance on the private market.  The final key component that’s relevant into our research that I’ll be presenting today is the Medicaid expansion.
The two components of this Medicaid expansion included increasing enrollment caps for a number of subpopulations in Massachusetts; in particular the number of disability categories as well as providing higher reimbursement rates for providers who run their services for Medicaid recipients.  VA itself was not directly called out by the Massachusetts law but what I’ll highlight in the slides to come are a number of potential indirect mechanisms by which healthcare reform in Massachusetts could affect both VA and veterans.  It turns out some of these mechanisms and the complete picture turns out to be somewhat complex.
Again, these slides are to come.  What I would first like to present is some additional background literature.  In the eight or so years that the healthcare reform in Massachusetts has been in place there’s been some substantial literature that’s been built up.  What I want to do is just present some of the more salient findings that, again, are relevant to the study.  The first slide here presents the prior literature to respect to enrollment outcomes.
Massachusetts healthcare reform has been associated with—perhaps not surprisingly—a lower rate of uninsurance, largely due to the individual mandate.  Specifically, a 6.6 percentage rate decrease among non-elderly adults identified by Long and colleagues in their American Economic Review paper and part of this decrease in uninsurance rates was due to an uptake in private insurance; specifically, non-employed who identified a 3.1 percentage point increase in employer-sponsored coverage.
Finally, a more recent paper by Sonier and colleagues identified an increase in Medicaid enrollment; specifically a 19.4 percentage point increase in rates from among a sample of low-income parents.  With respect to outcomes specific to health service use, again, there’s also been a number of studies.  Most significantly, healthcare reform’s been associated with greater use of primary care.  For example, a 3 percentage point increase in the likelihood of a having a visit in the prior 12 months.
Additionally, use of preventative care, largely due to the incentives within the Massachusetts healthcare reform.  For example, a 5.5 percentage point increase in colonoscopy rates.  Finally, longer average wait times for appointments with an internists and this is receiving more attention of late, particularly because of the full implementation of ACA at the start of the year.  In a report by Ku and colleagues they—and these are just raw statistics—they observed that average appointment wait times with an internist increased from 33 days in 2006 up to 50 days in 2009.
Despite this wide literature examining the healthcare reform in Massachusetts there’s actually very limited data that has investigated the potential impacts specifically for veterans and VA and that’s provided the motivation for the research we’re going to be presenting today.  The next couple slides provide some logistical facts about the VA for those in the audience that are not as familiar.  I won’t go through these in great detail; however, these will be available in the slides for download at the end of the presentation for today.
What I do want to point in this next slide here is that once veterans are enrolled in VA they’re not subject to any premium payments but they are potentially subject to copayments, both in an inpatient and outpatient setting for services received.  Specifically for outpatient copayments it’s $15.00 for primary care visits and $50.00 to specialty care visits—5-0.  Again, this fact will be useful in some of our discussion later on.  To provide some additional background I’d like to present some data that has been collected from—by our study team.
What I’ll be presenting are trends in enrollment in various health programs in the U.S.  These are trends between the periods 2003 and 2013.  Enrollment in the five programs listed at the bottom of the slide as well as trends in more coverage in any health program.  What I’ve done is I’ve taken the sample of under age 65 veterans and our data were derived from the current population survey.  My purpose in showing you this slide is to show you the great heterogeneity in the health options that veterans choose.
Again, these are not just veterans enrolled in VA; these are all veterans in the under-65 veterans in the U.S.  Not surprisingly, most veterans have some sort of private insurance coverage denoted by the yellow trend with the square marks on the top, although, this trend has been decreasing over time.  VA, denoted by the blue line with the circular marks, has become an increasingly popular option among veterans.
Finally, Medicaid, denoted by the maroonish line is also an important option for under-65 veterans.  Finally, an important point to note from this slide is the pink trend line indicates the proportion of veterans who were not enrolled in any program in a given calendar year.  What we find is that there is a pretty robust population that was not enrolled, ranging from 12 to 50 percent of veterans in any given calendar year.  If you look at trend for the corresponding elderly population, age 65+, we see a similar heterogeneity.
Not surprisingly, most were—or nearly all—were covered by Medicare in any given calendar year, denoted by the green line with the triangle marks.  We see that private insurance is an important option, denoted by the yellow line, and in this case private insurance also includes Medicare-managed plans such as Medicare Advantage and Medigap.  VA also is an increasingly popular option, denoted by the blue line. The third slide which I’ll present—and this is will be—this is an important phenomena in VA—in essence the phenomenon of dual-VA and non-VA use.
Once veterans are enrolled in VA they’re not precluded from enrolling in other health systems and also getting health services from other, non-VA providers.  The literature indicates that the vast majority of veterans do take advantage of these other, non-VA options.  Dual use has been an important component of our analyses and just to show you—just to give you an—the audience—an idea of potential dual enrollment, what I’ve done is I’ve taken the subsample of veterans over age 65—okay, 65+—that were also enrolled in VA and just plotted out trends in enrollment in Medicare private insurance and Medicaid, respectively.
What we see is that the trends in dual enrollment mirror what we found in—among the trends in the overall—that are over 65 veteran population.  Medicare is an important option for VA-enrolled veterans but also private insurance—most notably, the Medicare-managed plans—also remain an important option throughout the 11-year follow up period.  I want the audience to keep in mind this phenomenon of dual use as we move into more detail with our conceptual model and our results.
The next part of the presentation I’ll actually devote to presenting a brief, conceptual framework that highlights and illustrates some of the potential mechanisms by which the Massachusetts healthcare reform may affect veterans and VA.  What I’ll do is I’m going to borrow a model from the monetary or financial economics literature and I’m going to apply this Stock and Flow model specifically to the population of veterans.  I’m going to apply this to the sort of real-world example just so the audience can get a feel as to how the components of this model work out.
I’m going to apply this to the example of household wealth.  Within the Stock and Flow model there are three basic components.  As the name suggests, there’s the stock, which captures the amount of a particular component; in this case, household wealth at a given point in time.  Just for the sake of simplicity, our given analysis for our model is going to be quarter so, say for instance, a household stock will go up in a given quarter.  In other words, your net worth.  The second component are inflows.  These will be flows of money, in this case, or flows of income that will increase the household’s net worth.
Correspondingly, the third component—there are outflows.  Broadly speaking, these decrease a household’s wealth stock and would consist of, for example, expenditures.  If you look at this—if you draw this out in terms of a diagram there’s the wealth stock, so snapshot of net worth at a given point in time, flows into a wealth stock that increase it such as job income, dividend income or insurance payments and corresponding outflows—number of expenditures.
For example, rent, food and dining expenses or healthcare costs.  Again, a basic Stock and Flow model that will apply to veterans and VA use.  If we adapt it we can conceptualize the stock as the population of active, primary care or active VA users.  In other words, what is the VA population in a given quarter?  Inflows would be the VA users who enter the system or enter the population or stock at—between one quarter and the next—so new VA users.
Corresponding outflows are those who exit the system; so that were once in the VA user stock that now exit.  Broadly speaking, these would be veterans who voluntarily decide not to use VA any longer so they might, perhaps, find a option that more suits—that better suits them.  Alternatively, these may be veterans who were once users who died between one quarter and the next.  If we look at our diagram we can represent it in a picture as demonstrated in this slide.
Now, let’s bring in the components of Massachusetts healthcare reform and ask ourselves how healthcare reform components would affect the stock and flow of primary care users as well as asking ourselves how this healthcare reform changed VA primary care use.  Quick simply, the first reason might be just because there’s just a larger VA stock—a larger stock of VA users; more volume.  Let’s think about it in terms of the three healthcare reform components.
First, the individual mandate; again, the requirement that all individuals have some sort of minimum level health insurance.  In this case, and in Massachusetts, VA does satisfy the individual mandate.  Thus, if you think back to our trend diagram this would suggest that there might be a potential inflow that those veterans under 65 who were previously uninsured might come into VA or inflow into VA if for no other reason than to satisfy the individual mandate.  Thus, once in VA we might expect, perhaps, greater use of primary care among these users.  The second and third key component of healthcare are the expansion of the healthcare—the health insurance market and the Medicaid expansion.
In essence, these two components introduced other, outside options for veterans that were once enrolled in VA and provided that these options are suitable and attractive to veterans who are already in the system, it suggests that there may be potential outflows.  Going from the VA stock and—out of the VA stock and into these new options.  Taken together, that could almost—does not suggest any clear prediction as to how enrollment would increase; it could go, in essence, in either direction.
A second key point that I want to make is that the use of VA primary care still could change even if the size of the VA user stopped remaining the same.  In essence, even if the number of VA users was constant after healthcare reform, primary care use still could change.  Why is this the case?  I want to highlight two specific points and broadly speaking we can think of these two points being changes in the VA user stock—changes in the characteristics of the user stock.
This is the example; anecdotally, I’ve heard some folks presuming that the population of VA use might be more risky, might have a greater number of whole morbidities following healthcare reform as a result of this sample self-selection.  Additionally, the second sub point here is that there might be changes in the market for non-VA care.  Remember back to our trend diagrams that dual use/dual enrollment was an important component—and important phenomenon—among VA users.
Thus, there might be important spillover effects that could be captured—or that need to be captured in our analyses.  I’ll talk a little bit more in detail about these two points in the next couple slides.  First, with respect to changes in veterans’ health needs.  What I want to point out is that there may be some self-selection going on among veterans who decide to stay in VA following health reform and, correspondingly, those who decide to leave VA following healthcare reform.
In essence, there may be this potential, separating mechanism that might exist and the mechanism would go like this: the ones that are most likely to remain in VA are those who, for example, are co-payment exempt—so one of our hypotheses—and that these veterans have, in essence, no financial disincentive to using VA care.  Additionally, veterans who decide to remain in VA are most likely the ones to be—the ones highly reliant on VA care.  The ones, for example, that have a preference for VA services.
For example, they might have an established relationship with a provider that has been developed over time and there’s, in essence, a strong desire to stay in VA.  These are two examples that illustrate the potential self-selection among the veterans who decide—among potential veterans who decide to remain in VA following healthcare reform.  Conversely, there might also be self-selection among those that decide to leave VA.
An economic theory would suggest that these are the veterans that are less reliant on VA; in other words, the more infrequent users of VA that would find other options more attractive.  Taking these two points together what would they suggest in terms of average use?  Well, by taking away the more infrequent users—the more sporadic users of VA—what we would have potentially left over are the more heavy users; the more reliant users in VA.
Thus, taking those infrequent users away would, in essence, increase the rate of primary care use.  The number of average VA use among those left over in the system.  There are two additional flows that may be potentially important but don’t provide any unambiguous predictions.  In particular, what we saw that was important before was there was a potentially important population of younger, previously uninsured veterans under 65 who might enter into the system.
Additionally, there might be potential—or a lack of potential inflows among veterans who, after healthcare reform, decide to enroll in the non-VA program such as Medicare—or excuse me, Medicaid—and private insurance.  These veterans might otherwise have enrolled in VA in the absence of healthcare reform.  Again, the second point being the lack of an inflow due to healthcare reform.
Depending on the rate of use among these veterans, relative to those still in the system, by either adding or taking these veterans away you may either have increases or decreases in the average use of primary care depending on the underlying baseline use of these subpopulations.  The second point with respect to changes in the healthcare use of veterans stems from the fact that there may be extra knowledge of spillover effects for the market of non-VA care.  This would be particularly meaningful for dual users of VA and non-VA.  The mechanism would look like this.
By increasing non-veterans’ access to community providers—so by introducing, for example, the health insurance exchanges, including—introducing the Medicaid expansion, you’re providing access to, in essence, the general population.  Once these non-veterans take advantage of this new access, it’s in essence going to induce an increase in demand among—the demand for services among community providers.  The spillover effect happens by increasing wait times.
Again, you saw in our background report that average wait times for internists increased during the period following healthcare reform.  Because supply constraints are fixed in the short run, so in essence, the number of primary care providers in Massachusetts is fixed—at least, in the short run—that veterans may decide—veterans who decide to stay in the VA system may decide also to shift more of their primary care to VA as a result of potentially longer wait times among these community providers.
Again, this mechanism capturing an overall spillover effect.  With that background and our conceptual model in mind I want to just reiterate the global study, which is specifically seeking to examine whether healthcare reform in Massachusetts is associated with changes in VA primary care use.  The next part of this presentation is going over the mechanics and the setup of our study.  What we did is we used data from—to investigate this question—we used data from four sources.
Our primary source were comprehensive administrative data from VA databases and more specifically we used data from the corporate data warehouse as well as from the outpatient care files, which were used to derive measures of primary use.  We have linked this data with data from fee-for-service Medicare databases, specifically the carrier and outpatient file, in order to derive outpatient—excuse me—to order to derive primary care measures for—in primary use in fee-for-service Medicare.
Our final two sources were county-level data from the area of health resource file, which was used to derive measures of healthcare supply in veterans’ counties such as the number of hospital beds and the number of non-VA providers.  Finally, the Rural Urban Commuter Area zip code files, which were used to identify—which were linked and used to identify veterans’ county and state of residence.  The study design that we employed was a natural experiment and specifically what I mean by “natural experiment” is that the healthcare—the implementation of the healthcare law in June 2006—was an exogenous change in health policy by which Massachusetts residents did not have direct control over.
Starting in June of 2006 all Massachusetts residents, including veterans, were subject to this healthcare reform.  The change in policy provided a basis for deriving a treatment and control group and was determined by exposure to the healthcare reform.  Specifically, the treatment group consisted of veterans that we identified as residing in Massachusetts during our follow-up period.
Correspondingly, our control group consisted of all veterans residing in the other five New England states: Connecticut, Maine, New Hampshire, Rhode Island, Vermont.  This geographically based control group has been used by prior studies examining healthcare reform with the rationale that other New England veterans—other New England residents—are the ones that are going to most closely resemble Massachusetts veterans, both in observable and unobservable characteristics.
To draw this idea further I’ve provided a study timeline that illustrates our natural experiment and our treatment and control groups.  Our follow-up period was between October 2004 and September 2008—fiscal years 2005 through 2008, specifically.  The top bar represents the exposure to the healthcare reform for Massachusetts veterans.  Prior to June of 2006 Massachusetts veterans were not subject to healthcare reform, denoted by the white bar.
To the right of June 2006, the area shaded blue, which indicates veterans being subject to the reform.  The bottom bar represents exposure for other New England veterans and is indicated in white, representing the fact that other New England veterans were not subject to the reform in all follow up quarters.  Our study sample consisted of over 262,000 unique veterans who were identified in VA’s Primary Care Management Module or PCMM and also needing the criteria of residing in one of the six New England states.
Specifically, what PCMM captured is all active VA primary care users.  Broadly speaking, veterans are present in PCMM provided that they’ve had any VA use within the prior 24 months.  There are two notable exclusions to our sample: first, we took out any veterans who were residing in both Massachusetts and other New England states during our follow-up period.  The reason why we did this was to prevent any contamination between the treatment and control groups.  Secondly, we eliminated any—or we dropped any veterans with missing covariate data—approximately 2,000 veterans—and this primarily consisted of veterans who were residing in counties for which local area unemployment data were not available.
As a result, our final study sample consisted of over 256,000 VA users who were present in PCMM during the follow-up period from FY2005-Q1 through FY2008-Q4.  The unit of analysis for our models were repeated veteran-quarter observations.  Finally, of note, is all our analysis are stratified by age group; under 65 and 65+, respectively, in order to account for any potential differences in primary care use that were driven by Medicare eligibility.
Our primary outcomes were count of—quarterly counts of primary care visits both in VA and fee-for-service Medicare.  We defined counts in VA based on stop codes, which reflect the primary specialty for which a clinic provides services.  For fee-for-service Medicare visits we identified counts using an algorithm developed by Burgess and colleagues, which uses a combination of CPT and provider specialty codes.
Our statistical analysis relies on a difference-in-difference approach or DID approach and the rationale for using the DID is to account for any common trends in primary care use that are common among all veterans and might otherwise compound any potential treatment effects that we observe.
Operationally, the way this is calculated is predicting the number of quarterly primary care visits before and after healthcare reform, respectively, doing this for Massachusetts veterans taking the pre-post difference, doing the same calculation for all the New England veterans and the final step is subtracting the pre-post difference from Massachusetts veterans with the pre-post change for other New England veterans.  The final difference, or net effect, is the change in quarterly primary care use that we can directly attribute to the Massachusetts healthcare reform.
Our regression models use fixed effects negative binomial regression.  The reason why we used this was to account for any potential time invariant unobserved patient factors that might affect primary care use and again that might otherwise compound our treatment effects.  A just a bit more technical detail: the way we estimated these fixed-effect negative binomial models is taking a standard, negative binomial model and applying this Mundlak Correction.
In our analysis we control for a number of characteristics; specifically, individual demographics—age, gender, for example.  Health status and comorbidity; specifically the Elixhauser Comorbidity Index; use of VA primary care in prior quarters; economic conditions—most notably the local area unemployment rate.  We’ll soon see that seasonality is an important factor in primary care use; thus, we control for it accordingly.
Finally, a number of county-level characteristics which I alluded to before such as the supply of healthcare resources in veterans’ counties such as the number of hospital beds.  Turning it to our results, the next few slides present the script of statistics for our sample.  I won’t go through these in great detail.  Again, these will be provided in the slides available for download after the presentation.  What I want to do is I want to highlight a couple of important facts.
These statistics are specific for the sub population of VA users under 65 and also residing in Massachusetts.  I compared statistics from baseline to study end.  The two important facts are that the local area unemployment rate—so economic conditions between baseline and study end, unemployment rates increased from 5.5 percent to 6 percent.  What’s of note is that end of our study period was close to—was the start of the Great Recession; thus, economic conditions were an important control variable in our statistical model.
A second key fact is that in the very bottom row the number of VA primary care user under 65 in Massachusetts increased modestly from about 19,000 to just over 23,000.  We see similar patterns for other New England VA users under 65.  Again, unemployment rate—in this case increasing a little bit substantially in the next-to-bottom row.  Again, we see in the last row the growth in the number of active VA users in PCMM also increased.
In contrast for veterans age 65+ who resided in Massachusetts, the number of VA users actually decreased quite—decreased modestly between baseline and study end.  We’ll see this trend playing out in some of the slides to follow.  Conversely, for age 65+ veterans living in other New England states, in contrast to number of VA users in PCMM actually grew between baseline and study end, albeit modestly.  The next set of slides presents some additional trends for our follow up here; unadjusted statistics.  This first one here presents just account of the number of active VA users that were present in PCMM stratified by group; Massachusetts veterans denoted in the orange trend line and other New England veterans denoted by the navy blue trend line.  
We just took a count for each quarter and plotted it over time.  We see that for other New England veterans we see a modest growth in the pre-reform period to the left of the solid black line.  A brief dip in the years coincident with Massachusetts healthcare reform and a robust increase in the number of VA users post reform for other New England veterans.  Trends were different for other—excuse me.  Trends were different for Massachusetts veterans.
Typically, we saw modest growth in the pre-reform period and in the years following—the quarters following the implementation of healthcare reform we see the number of active VA users in essence level off and actually decreasing modestly in some years.  One potential explanation for these trends is that there might be a decrease in the number of veterans who were living in Massachusetts over time.
The next slide what we did is we calculated the rate of VA enrollment and what we did is we took the number of VA users present in PCMM in a given quarter and we divided it by the number of all veterans who were living in Massachusetts and other New England states, respectively.  We did it separately for each group.  The count of the number of total veterans in each group was obtained from data from the American Community Survey and was updated in each calendar year.
This was an enrollment rate and what we see is that for other New England veterans the enrollment rate was generally increasing throughout the entire follow up period.  For Massachusetts veterans it was increasing in the pre-reform period; increasing in the quarters immediately following reform but in the four quarters at the end of our follow up period—the four quarters in FY2008—we see that the rate is leveling off, overall.
Again, very suggestive of potential patterns in—potential patterns following healthcare reform.  Our primary outcome, as I alluded to, was primary care use so what I first—what I’ll first present are trends in just the overall volume of primary care use in each quarter.  We just took an overall count of the number of primary care visits and we did it separately, again, for Massachusetts and other New England veterans.  What we saw here was that the trends for both of the sub groups are generally increasing.  The difference here is that for Massachusetts veterans in the post-reform period particularly in the final four years we see that the volume of primary care use tended to level off.
In contrast, for total primary care use for age 65+ VA users we see that seasonality plays a much bigger role.  We see spikes every four quarters which are coincident with the winter quarter in each fiscal year; the period between October and December.  What we see is that the trends for Massachusetts and New England veterans, in terms of total use, were pretty parallel over the follow up period so it’s hard to—pretty parallel both in the pre-reform and post-reform periods so it’s hard to discern any potential differences following implementation of the Massachusetts law.
As I alluded to before total use might obscure the fact that there might be changes in, again, the underlying stock of VA primary care users.  What’s more pertinent for our study are rates of primary care use.  What we did is we calculated the number of—so for each quarter we calculated the number of primary care visits for each group and divided it by the number of VA users in PCMM in a given quarter.  Again, what we see for the subpopulation of under-65 VA users is that the overall trend is increasing throughout the four-year follow up period.
Again, the trend—again, largely dominated by seasonality but there’s hard—it’s hard to discern any potential differences that might be happening following healthcare reform just by looking at these trends alone.  On the next slide what I did was I calculated the vertical distance between the two trend lines at any given quarter.  Again, reflecting the difference in visit rates between Massachusetts and other New England veterans.
What we found is that in the pre-reform period the difference in visit rates—although visit rates were higher among Massachusetts veterans the differences were pretty constant over time; albeit, there’s one outlier in Q1-2005.  Nevertheless, trends in visit rates were pretty parallel in the pre-reform period for under-65 veterans.
In contrast, in the post-reform period we found that the trends tended to converge a little bit in that rates of primary care use for Massachusetts veterans tended to increase more than that for the visit rates among other New England veterans; thus, suggesting that healthcare reform may have increased rates of primary care use among those veterans that decided to stay in VA.  Correspondingly, we see that—again, for over-65 veterans—we see again that trends look pretty parallel; hard to discern any clear patterns by looking at the trends alone.
Seasonality, again, a major component.  Again, taking both those distances between the two lines at each quarter we find that in the pre-reform period left of the solid black line we see that the differences were pretty similar.  Again, albeit we see that one outlier in Q1-2005.  In the post-reform period there were more—the differences in the trends became a little bit larger; again, suggesting that visit rates might have increased for Massachusetts veterans relative to those residing in other New England states.
How do the results play out numerically?  Well, what I’m about to present are some difference-in-difference estimates that present the net effect associated with healthcare reform on primary care use.  First, for the population of under-65 VA users.  What we found in our difference-in-difference analysis is that healthcare reform was associated in an increase in the number of quarterly primary care visits in VA by 0.022 visits; again, highly significant, largely because we have a very large sample.
In a sensitivity analysis we wanted to take away any potential pent-up demand among new enrollees who might come into VA following healthcare reform.  What we found is that—what we did here is we took only the subsample of veterans who were present at baseline FY2005-Q1.  In essence, these continuous enrollees and asked what impact did healthcare reform have?  Again, the net effect was positive 0.036 visits; that was statistically significant.
Turning our attention to the population of age 65+ VA users, again our results were similar in that our net difference-in-difference effect was a 0.022 increase in quarterly primary care visits that we could attribute to healthcare reform for all age 65+ VA users.  Taking continuous enrollees our net difference-in-difference estimate was similar: 0.021 visits.
Finally, to investigate one of our hypotheses about potential spillover effects from the market from non-VA care we looked at fee-for-service Medicare visits for the population age 65+  what we found is that among those veterans who stay in VA—who are still VA users—that healthcare reform was associated with a 0.031 decrease in quarterly primary care visits.  Again, this result would be consistent with our hypothesis of substitution from non-VA to VA care among those users who stay in VA.  What I’d like to do next is sort of translate our difference-in-difference estimates to English—to corporate English.
What we found broadly is that healthcare reform was associated with a 0.022 increase in per-quarter primary care visits in VA.  What this equates to is approximately one additional visit per 45 VA users and if you extrapolate this rate to the approximately 89,000 VA users that were residing in Massachusetts and present in PCMM in FY2008-Q4 this equates to an additional 1,980 primary care visits that we could attribute to healthcare reform on a quarterly basis.
If we break this down even more this translates into approximately 160 additional visits per week following healthcare reform.  There are a number of limitations to our study that require acknowledgement.  First, we identified veterans in our sample based on where they were living in a quarter.  As it turns out that veterans living in Massachusetts might actually be legal residents of another state and thus might not be truly subject to healthcare reform.
Conversely, there might also be veterans who were living in other states that might be legal residents of Massachusetts and thus would not be in our sample.  Therefore, our results need to take this limitation in mind.  Additionally, our measures of primary care use were based on VA or fee-for-service Medicare.  Our measures do not capture any use among those who are in Medicare-managed plans such as Medigap and Medicare Advantage and our analysts are currently working on deriving measures to identify which veterans are actually enrolled in the—which Medicare recipients are enrolled in these plans.
Finally, any general [inaudible] to—for example with ACA should actually consider the unique characteristics of the enrolled veterans.  I’d like to wrap up today by highlighting a number of key potential policy implications as we move forward.  As I alluded to before the key components of the Massachusetts healthcare reform—the three in particular that I illustrated before are in many respects similar to what’s happening in ACA.
Thus, by understanding what’s happening in following healthcare reform in Massachusetts could be used to inform what’s going to happen in the post-ACA era as we move forward.  In particular what we found is that healthcare reform may slow the growth in VA enrollment by providing a number of healthcare options that may be attractive to some veterans; particularly those who might be infrequent users of VA.  Moreover, we found that healthcare reform was associated with a greater rate of primary care use among those who choose to stay in VA.
Finally, in our sensitivity analysis we found that among those age 65+ veterans that—those who decide to stay in VA that VA might be an important source potentially due longer wait times due to increases in demand in primary care use in the—among the non-VA and in the general population.  I want to thank everyone for their attention today and I’d be happy to take any questions.
Risha Gidwani:
Thanks, Edwin.  That was fantastic.  Folks, we do have a Q&A screen so you can type that in and that will show—that’ll have your questions pop up and then we can query Edwin accordingly.  I myself do have a couple questions, Edwin, I’m hoping you can answer.  That is really just about these issues of service-connected disability and income.
I’m wondering if you can speak a little bit about what you think some of the pressures might be to either sign up for VA care—to use the VA for care—or to use other insurance for care as levels of service connected disability change.  Also, as the income level of the patient changes.
Just from looking into these bronze, silver, gold and platinum plans I wonder if potentially maybe the lowest-income people will be more likely to sign up for the state—the insurance under the exchanges relative to the middle-income people who may have to engage in greater cost sharing and therefore might want to stay in VA for the majority of their care.  Can you speak a little bit about that?
Dr. Wong:
Yeah.  Let me go back to one of my prior slides in terms of—in the conceptual model.  Again, what we’ve hypothesized and albeit we haven’t done the complete analysis yet in that there’s going to be—at least I’ve hypothesized—that there’s going to be some sub selection among those who decided to take advantage of the new options afforded—in this case in the Massachusetts healthcare reform and ones that decide to stay in VA.
As you alluded to before those who, for example, have substantial service-connected disabilities that might have an established relationship with the VA over time—the ones who might be more reliant on VA, for example are—at least the economic theory we suggest—are the ones that are more likely to stay in VA and less likely to take advantage of those other options.
Whereas those who are the ones that more—that may be more infrequent are the ones who, for example, might be more flexible and might be more willing to take advantage of these options.  I guess the second part of your question with respect to income—maybe you can repeat that again?
Risha Gidwani:
I’m wondering whether the folks that are lowest-income veterans might be more likely to take advantage of insurance under the ACA relative to the middle-income veterans because the lowest-income folks are going to have greater cost sharing for their insurance premiums from the state insurance exchanges.
Dr. Wong:
Yeah, that—
Risha Gidwani:
With that would it be potentially be that the lowest-income veterans who may also have higher rates of severity of illness be more likely to move out to non-VA than the middle income?
Dr. Wong:
Yeah, and the short answer is we don’t have clear answers to this.  The analyses to some of these questions we’re still digging away at in terms of looking more closely at some of the characteristics of who exactly are the ones flowing out; who are the ones that are flowing in to the VA in terms of, for example, income; in terms of disability?
Certainly, the income mechanism—the ones that are low income, the ones that are most likely to qualify for some of these other non-VA options—there are less-than reasonable hypotheses that those who currently have VA have these new options—part of the healthcare reform.  They certainly could be taking advantage of them.  Just to be frank we’re digging away at this and hopefully we can—maybe in a couple of months we might be able to have some more clear answers to the questions you had.
Risha Gidwani:
Sure.
Dr. Wong:
I thank you for the—yeah.
Risha Gidwani:
I have to say it’s hard to get that income data as well to be able to properly evaluate that question.  Okay.  A couple of questions have come in from the audience as well.  One person is interested in knowing whether the snowbird migration effect has any bias on your conclusions.
Dr. Wong:
Potentially.  The way we identified veterans are—VA users—in our sample was based on their most-frequent zip code in a given quarter.  I did mention this as one our limitations; certainly there could be a snowbird effect on that and certainly would be great sensitivity analysis to look at in terms of potentially, again, suggest taking out some veterans who might have, for example, multiple locations and maybe looking solely at the veterans who were residing in Massachusetts the whole—within the whole quarter.  Yeah, I don’t have a clear answer to that question but there would be certainly something we will definitely look at.
Risha Gidwani:
Great.  Also, so that snowbird effect would have to differentially affect one group versus the other since your difference-in-difference model would explicitly allow for larger—it would adjust for those larger, secular snowbird trends that could affect both groups.
Dr. Wong:
That’s right.
Risha Gidwani:
In that sense you do have some protection against that bias as long as—
Dr. Wong:
Right.
Risha Gidwani:
- [cross talk 00:54:01] groups.
Dr. Wong:
Yeah, because we did use the difference-in-difference and we did account for any, for example, common trends.  That’s true.
Risha Gidwani:
Another question: were factors like the Combat Veteran Initiative contributors to increased utilization during the study timeframe?  I’m not familiar with that—the Veteran Initiative.  Perhaps you are.
Dr. Wong:
I think this is—I think they’re referring to the five years of free care from VA for OEF/IF veterans.  I can’t answer that based on the analysis that was done but again, since we used a difference-in-difference estimate the Combat Veteran Initiative would have to differentially effect Massachusetts and New England veterans and I don’t necessarily—I can’t think of—at least, on the slide here—I can’t think of a story where it would be effectively different across the two subgroups.  We didn’t look at it specifically but I don’t think—at least on the slide here—that there would be any effect.
Risha Gidwani:
Okay.  All right.  Let’s see.  One more question.  Is there any sense of patient shared by primary healthcare system; i.e. veterans not going in or out of VA systems but ongoing intended use of more than only VA systems?  I’m afraid I’m not entirely sure what that’s asking.
Dr. Wong:
Not going in or out of the system.
Risha Gidwani:
It looks as if this person’s asking about folks that would continually use those systems rather than switch from one to another but—
Dr. Wong:
Our selection into our sample did require some—being in the VA databases at least some time during our follow up period.  I guess I don’t fully get the question.  They do exit the VA user—if they do exit PCMM we don’t track their fee-for-service primary care use.  At least for our analysis we don’t track them once they leave PCMM.
Risha Gidwani:
All right.  Okay.  One other sort of more logistical question is how did you calculate the Elixhauser Index with your data?
Dr. Wong:
Okay, so I’m going to, let me think here.  It was based on diagnosis codes for the prior year and there’s a bit of a modification on this in that the traditional Elixhauser uses I believe only inpatient diagnosis codes so we actually augmented it with codes on an outpatient setting.  Again, this was based on—broadly speaking, this was based on diagnosis codes from the prior year.
Risha Gidwani:
Okay.  Great.
Dr. Wong:
If I’m not able to get to your question I’m happy to—my email’s here and I’m happy to answer any questions or engage in any discussion that anyone in the audience might have offline.  Here we go.
Risha Gidwani:
Great.  Looks like just one more question; it’s pretty similar to another one that was posted previously but the question asks you to speculate about the proposed legislation to increase OEF/OIF veterans’ access to VA healthcare from five to ten years.  If that comes to fruition do you think this would increase the utilization of VA healthcare in Massachusetts?
Dr. Wong:
I think this will apply here.  You know certainly I think the net impact—at least on the fly—would be it’s not completely clear in that certainly by increasing eligibility you’re increasing access and provided that veterans are able to take advantage of these options and provided that they still have a preference for VA care that certainly there’s—one could argue that there might be an uptake in use of VA and enrollment in VA.
At the same time these options outside of VA tend to be more attractive for veterans and certainly these new OEF/OIF veterans might be taking advantage of these options even in spite of the lengthening of the free care period.  I don’t think necessarily that prediction is clear, although anecdotally one might—on the surface of it one might expect an increase but I think there’s some additional details that certainly need to be fleshed out and would require some empirical investigation.
Risha Gidwani:
Great.  Well, thanks Edwin.  I think we have exhausted the questions as well as the time allotted so we very much appreciate this presentation and I know I’m really looking forward to seeing more from this great body of research that you’ve embarked upon.  Thanks very much.
Dr. Wong:
Thank everyone today.

Female Voice:
Yes, Edwin we really appreciate you taking the time to prepare and present today.  Thank you very much.
Risha Gidwani:
You’re welcome.
Female Voice: 
For the audience, the next session that we will be having on this series will be on July 16th and Richard Nelson will be estimating the cost of healthcare-associated MRSA infections in the VA.  We did send registration information out with our monthly announcement yesterday.  If you had that you can use it to register or we will be sending that out again as we get closer to that session date.  Thank you everyone for joining us for today HSR&D cyber seminar and we do hope to see you at a future session.  Thank you.
[End of Audio]
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