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INTRODUCTIONS 



POLL QUESTION #1 

What is your primary role in the VA? 
 Trainee (student, resident, fellow) 
 Clinician 
 Researcher 
 Administrator, manager, or policy-maker 
 Other 



POLL QUESTION #2 

 If you are a researcher, what stage? 
 Pre-CDA or K award 
 CDA or K award 
 Post-CDA or K award 



POLL QUESTION #3 

Where do you spend most of your time clinically, as an 
administrator, or as a research focus? 
 Outpatient care 
 Inpatient care (acute care) in the hospital 
 Post-acute or long-term care (home health, nursing facilities) 
 Home care (HBPC, PACE, home health) 



BASIC PARADIGM - VALUE 

Value = 
Outcomes 

Cost 



BASIC PARADIGM - VALUE 

Value = 
Acute and post-acute care 

Return (ED, hospital) -> 
(community/function) 



IMPORTANCE IN TRANSITIONS 



MSPB 

Medicare Spending Per Beneficiary (MSPB) 
 Part of Value-Based Purchasing (VBP) for hospitals 
 Bundles 3 days prior to admit to 30 days post-discharge, penalizes outliers 

 
 

 

Affordable Care Act (ACA), 2010 Das et al. JAMA IM 2016 
 

3% 53% 44% 
Preadmission Admission PAC 

SNF 
38% 30% 

Readmissions 

Highest spending sites 

Lowest spending sites 

$7400 64% due to PAC 



WHY SO HARD TO FIND VALUE? 



T1: IDEAL TRANSITION OF CARE 

 Thought experiment that could be used: 
 As “differential diagnosis” for transitional care issues 
 Focus on process rather than outcome measures 
 Harmonize description of intervention 
 Composite quality metric 

 To assess “preventability” 



IDEAL TRANSITION OF CARE 



TAXONOMY OF INTERVENTIONS 

Review of all prospective interventions to reduce 
hospital readmissions 1975-2013 (n=66) 
 Categorized presence/absence of each of 10 domains of ITC 
 “Success” = statistically significant reduction in readmissions 
 Bivariate and multivariate associations of domains with 

“success” 
 Adjusted for study size, quality, duration 

Burke et al., BMC Health Serv Res 2014 



TAXONOMY OF INTERVENTIONS 

Overall: 
 42% “success” rate 
 3.5 domains addressed on average, 23% addressed 5 or more 
 Success OR 1.5 (95% CI 1.1-2.0) per domain included 

 
 
 
 
 



OPERATIONALIZING ITC 



 “Best practice” interventions: 
 Identify high-risk group and their risk factors for adverse post-

discharge outcomes 
 

 Match the content and intensity of the intervention to their risks 
 Avoid ineffective, commonly-used interventions (eg,  telemonitoring)  

 
 Create a reproducible intervention* 

 



 
 
 

EXAMPLE 

Risk stratification on admission using EMR 
 “High-risk” HF patients get intensive intervention 
Compared to concurrent controls (AMI, PNA): 

 



T2: BEDSIDE 

Burke et al., JAMA IM 2015 

MedPAC Data Book, June 2017 



COST 

MedPAC Data Book, June 2017 



REGIONAL VARIABILITY IS EXTREME 

Variation in Health Care Spending: Target Decision Making, Not Geography – IOM 2013 



UNCERTAINTY ABOUT PAC 



PATIENT DECISION-MAKING 
“Evaluating the quality of patient decision-making 
regarding post-acute care” – JGIM 2018 

 
 Key question: To what extent are hospitalized older adults and 

their caregivers empowered to make a high-quality decision 
about SNF for post-acute care? 
 
 Participants: 32 patients, 22 caregivers at 3 hospitals and 3 

SNFs 
 
 Framework: Ottawa Decision Support Framework (ODSF) 



PATIENT QUOTE 
“There were pages and pages of names, sort of 
confusing, and they were pushing me to pick a place, 
wanted me out of there right away, and all I could 
remember was I needed a place close to home… 
   
So within two hours, a person from [SNF] came in,        
interviewed me…and within another two hours, I was 
very nicely put in a van with a very nice driver and came 
to [SNF].”   
- Patient, community SNF 



CAREGIVER QUOTES 
“People need help…we need to be walked through this.  I 
mean, seriously, this isn’t something we do every day.  I can’t 
be expected to know the ins and outs of this stuff.”   
-Caregiver, University hospital 

 
“Someone should have notified me that he was being moved 
[to a SNF].  He was not in a condition where he could tell me 
these things.  He wasn’t even able to hold a conversation, 
really…he was so doped up on Dilaudid and morphine that 
he couldn’t carry on a conversation.” 
- Caregiver, VA CLC 



PROVIDER DECISION-MAKING 



SNF PROGNOSIS SCORE 

 Predict composite undesirable outcome: 
 Death 
 Readmission 
 Long stay (≥100 days) 

 

Derived from community-dwelling beneficiaries in the 
Medicare Current Beneficiary Survey (2003-11) 
 First hospital->SNF stay 
 Data from survey, claims, MDS on admission to SNF 



RESULTS 
 589 of 2043 (28.8%) had one of the events: 
 Hospital readmission (19.4%) 
 Mortality (10.5%) 
 Long stay (3.5%) 

 
 Final model (p<0.01) 
 Barthel index 
 Charlson score 
 Heart failure 
 Indwelling catheter 
 Hospital length of stay 
 



RESULTS - MODEL 

 

C-index=0.74 
Brier: 0.17 



WORKED EXAMPLE 



T3: IMPLEMENTATION 





RESULTS - READMISSIONS 

Burke et al., Am J Med Qual 2017 



EXPANSION - DISCUSSION 
How would you go about ensuring success at new sites? 



T3: IMPLEMENTATION 



D&I FOR TNP 

 Assess nd adapt to context 
 Train and implement using effective strategy 
 Evaluate implementation and intervention outcomes 
Design for dissemination – and sustainability 





PRISM 

Domain 

What We are Assessing Data Collection Technique 

Organizational 

Perspective 

  

 Current transition process 
 How TNP fits in the broader organization 
 Contextual factors that may impede or enhance TNP 

implementation 

 Process Mapping Interviews 
 Key informant interviews 
 Adapted mini-ethnography 
 Brainwriting activity 
 VA All Employee Survey, PACT survey, Pi2 index, inpatient 

data (IPEC) 
 Implementation readiness survey 

Patient 

Perspective 

 Current transition process 
 Satisfaction with transition process 
 Receptiveness to TN role 

 Veteran Interviews 
 Adapted mini ethnography 

External 

Environment 

 VA regulations 
 Existing VA infrastructure (CPRS) 
 Political climate and funding 

 Key informant interviews 
 Brainwriting activity 

Implementation 

and 

Sustainability 

Infrastructure 

 Existing processes and systems 
 Current transition process 
 Existing relationships and collaboration 
 Plan for sustainability 

 National Level VA Quantitative Data 
 Key informant interviews 

Organizational 

Characteristics 

 Management support 
 Shared goals and cooperation 
 Inter-facility communication 

 National Level VA Quantitative Data 
 Process mapping 
 Brainwriting 
 Key informant interviews 

Patient 

Characteristics 

 Demographics 
 Rural veteran readmission dates 

 key informant 
 Brainwriting 
 veteran interviews 
 quantitative data on 30-day readmissions 

PREIMPLEMENTATION 



IMPLEMENTATION 



EVALUATION 
RE-AIM Measures TNP Definition Measurement 

R-Reach  Proportion of eligible rural Veterans enrolled at each site who complete all 

aspects of intervention 

 Representativeness of those enrolled 

 #Vets enrolled 

 Proportion of vets enrolled 

 Representativeness of vets (based off of 

select demographics) 

E-Effectiveness  Primary outcome is emergency department visits and hospitalizations in 

the 30 days following index discharge; Cost of utilization (ED/hospital); 

Satisfaction of Veterans and providers 

 #ED visits, cost data 

 provider surveys 

 Vet surveys 

A-Adoption  Count of inpatient providers that refer eligible Veterans to the TN for 

enrollment in the TNP 

  

 Count of PACT providers that complete communication (close 

communication loop through Lync, email, phone) for care coordination with 

the TN as part of the TNP 
  

 Dashboard 

 Summarize quarterly 

 Provider surveys  

I-Implementation  Evaluating what components of the manual and toolkit have been 

implemented and how they have been adapted (using Stirman framework) 

 Barriers and facilitators to implementation/use of TN 

 Assess TN training and core competencies  

 Assess implementation readiness  overtime 

  

 Stirman tracking in database 

 Phone calls w/ RNs 

 In person nurse assessment 

 TN & Hospitals interviews at training 

 

M-Maintenance  Funding or expansion of TN role at expansion sites after 3 years of funding  Measured by continued implementation and 

expansion of TNP after 3 years of funding 



T4: POLICY 

Discharge Destination and Disparities in Postoperative Care 

 Robert E. Burke MD, MS and Said A. Ibrahim, MD, MPH, MBA 
JAMA, 2018 





HEALTH AND AGING POLICY 



EXAMPLE PROJECT 



A FEW CDA LESSONS 
 Yes, the Masters is really worth it 

 
 Mentors (and environment) are EVERYTHING 

 
 Flexibility and opportunism critical 
 Waiting on the RHF or approvals for interviews 
 Rural Transitions pilot ->TIDIRH -> ORH/ONS funding 

 
 CDA funding is necessary, but not sufficient 

 
 Think broadly about career development 



THANK YOU 

Robert.Burke5@va.gov 
Cari.Levy@va.gov  
720-857-5139  
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