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Facilitator:
We have Dr. Laurel Copeland joining us. She's the Associate Director for the Center for Applied Health Research located at Central Texas Veterans Healthcare System. Joining here today is John Zeber. Dr. John Zeber, thank you, from Baylor Scott & White Health, the Center for Applied Health Research as well Codirector of Health Outcomes Core Investigator and IRB Chair in the Central Texas Veterans Healthcare System and Associate Professor at Texas A&M, uh, HSE College of Medicine. I apologize if I forgot any of your titles and affiliations, so feel free to add those as I turn it over to you Laurel.
Dr. Laruel Copeland:
Hi, yeah. I'm a Investigator in HS R&D and also the Site PI for the Mental Health Research Network, which is a funded part of MHRN. We'll get to that in a bit. Also I'm the Board Representative for Baylor Scott & White on the HMO Research Network.

Facilitator:
Thank you.

Dr. Laruel Copeland:
Let me show my screen. There. Can we see this.

Facilitator:
Excellent! We're good thank you.

Dr. Laruel Copeland:
I'm not quite sure if I can reduce some of this stuff over here. There we go. Okay. John will tell us a little bit more about himself in a bit. He's also on MHRN and several projects going on. I'm having a lot of trouble getting the computer to respond, so bear with me when they're funny pots. Just to start off we'd kind of like to know who's out there, so we're going to ask you poll question one. What is your primary research role. You can see that your choices there are student, trainee, or fellow, research coordinator or assistant or project manager, data analyst, programmer or statistician, investigator or a nonresearch VA stakeholder such as the manager or policy maker. 

Facilitator:
Thank you so much. It looks like the answers are coming in. We will be checking with those. It looks like 75 percent of our audience has already voted, a very receptive audience. Thank you so much. It helps for the presenters to know exactly whom they're speaking with. It looks like the answers have stopped streaming in. We're at about an 80-percent, response rate, so I'm going to go ahead and close those polls and share the results. Dr. Copeland, you should be able to see the results if you come out of full-screen mode if you want to talk through them really quickly, or I'm happy to. 

Dr. Laruel Copeland:
Yeah. I'm seeing about an even split among research coordinator, assistant project manager, data persons, investigator and nonresearch VA stakeholder. That's great. 

Facilitator:
You should have the popup again to show your screen. 

Dr. Laruel Copeland:
Alright. There we go. We're interested in population health, which the representation of what is the health of a defined population? That means you have to be able to describe the population you're interested quite carefully, and then you need to assess the quality of the data that's going to represent that population. If you're a survey person, you've gone through complex sampling strategies, and you know that the basis of a good representational survey is having a great list. You have to have a list of the people you want to survey, so that you can sample from it, If your list is no good, your sample is going to be biased. 
Similarly for archival data approaches, such as we do in HS R&D with the VA administrative data. 
This means that you're going to have a lot of data that's high quality on virtually all of the people whom you want to study. That is your hope. You need to be able to characterize those people in the population. Let's see. Okay. Population health has many aliases. It can also be known as outcomes research, health-service research, hence HS R&D, and just Big Data. Given that, here's poll question number two. Are you a population health researcher? Here are your choices. Yes. Population health makes up the bulk of my research. I'm experienced in it. Yes. I'm developing this type of research in my portfolio or I’m getting into it now. I'm new to it. Well, I didn't know was, but now that I see those aliases maybe I am. No, but I'd like to be, or just no. 
Facilitator:
Thank you. Again, the answers are streaming in. We've had about 80 percent of our audience already vote. We'll give people some time. Just a reminder, all of our poll questions are anonymous, and you're not being graded, so no wrong answers here. Okay. It looks like everything's capped off at about 81 percent again. Let me go ahead and close the poll, and I'll share those results once more. 
Dr. Laruel Copeland:
Alright. We actually have half of the people are already engaged in population health research. Then we have a substantial proportion of people about 50 percent who either aren't or are interested in engaged in research or just figured that out. Great. Welcome. There we go. Where do we get our data, and what's it all about? There are system of healthcare that can provide very good data if they have a nice electronic medical records system. This is going to be a recurrent theme this business of the electronic medical record or EMR. In the federal sector we have obviously the VA, which is a payer provider. 
I call that an integrated-healthcare system; that is, the people who provide the care, the providers are also providing the health-insurance coverage, so they are the payer. An integrated, payer-provider system. It's taxpayer funded, which it's a federal government entity. This has some wonderful advantages when we get to the data part. In terms of population however it caters to the sickest and the poorest of those with veteran status. It doesn't represent people without veteran status, and it actually doesn't represent well-off veterans. They tend to be getting their healthcare through their employment, or if they're retired, through Medicare. Okay. Medicare or Medicaid, there's another medical system EMS status for Medicare and Medicaid. This is a payer only, not an integrated system, but it's taxpayer funded. 
Its' federal, so it has really nice data especially for Medicare, which is entirely federal. It does cater to the elderly disabled or poor. Again, not representational of the entire United States. The fact that Medicaid is state mediated means that the quality of the Medicaid data can vary, state to state. You've probably read some studies. I think Steve Sumarack [PH] has a series of studies comparing, for example, Main, New Hampshire, and Vermont. You can get some very interesting comparative research out of that state-to-state variation, but it is something important to keep in mind when you're talking how representative of core people in the U.S. are these data going to be. Then we have the private, not-for-profit sector, which is the focus of thee collaborative part with VA in today's talk with the HMO Research Network. Private, not-for-profit, healthcare system before PPACA which is of course the patient-protection and affordable-care act it was kind of up to them. I use that as a marker in time. There are some other issues about that marker. 
Before we had the ACA, it was really up to the healthcare system to decide to have an EMR. Actually if you go back a few years before PPACA, systems were smaller, so they were more fragmented. All of those things kind of played against the ability to get really large databases of insured patients who were not in the federal system. Between sort of 2005 and 2012 when PPACA was enacted a lot of things happened. There were market pressures, and also a lot of federal government changes that pushed us toward larger, private, not-for-profit systems and more use of the EMR. Okay. The private, not-for-profit sector, you can have a payer or a payer provider, so it may or may not be integrated. They cater to the working well and the elderly who have Medicare coverage, elderly or disabled. They may or may not serve the poor. They may not take Medicaid. Actually some private providers don't take Medicare, so there's that. I talked about these historical and I used PPACA as my marker. We're going to talk about what happened after ACA. Okay.

What about the data? I want to study larger data system. How feasible is that? In the VA it's highly feasible. We have a great data system that's been in development system wise since the mid '80s. Before that it was regional or a sample. We've had a lot of years of people looking at the data, publishing and saying, you know, there's a problem with this type of data. Then the pressure coming back on the data stewards to prove data quality and data capture-- It's really good data at this point. It's certainly the most comprehensive I've used. The CMS, we talked about that before. It is system wide. That's nice. 

You can especially study Medicare patients, the elderly, nicely in that system. Then private, not-for-profit, well, we have had up to this point and still have proprietary, single-site data. Each healthcare system however big or small it might be has its own data, wants to keep its identifiers to itself, and that is exactly the problem. As a singular case, I just want to mention Kaiser Permanente. Kaiser Permanente and Blue Cross Blue Shield are pretty big payer systems. They have very large electronic, claims databases, and they both do publish research especially Kaiser Permanente. The interesting thing about Kaiser Permanente, is the cost scattered across the country and several sites. Blue Cross Blue Shield is bigger, but it's focused in the Southeast, so it's a little bit different. Kaiser Permanente happens to have several members in the HMO Research Network. 

Each of the Kaiser Permanente has its own research center or institute within the system. Now as I try and create this translation from the federal to the private, not-for profit setting in the research world, we want to look at the HMO Research Network. Now one thing that's happening is because HMOs are just one model of integrated, payer-provider healthcare it's changing its name. When it was established 20 years ago, the members really were HMOs, but a lot of models have evolved since that time, and it's not very descriptive. Many of the members object to being categorized as HMOs because they really are not at all. And so we're renaming ourselves Healthcare-System, Research Network, which is broader and more appropriate. 

The HCSRN seeks to deal with nonfederal, payer-provider systems, what they VA has been doing with its national dataset for some years. However as I've been trying to convey to you, the HCSRN is comprised of private corporations. Do you know how to herd cats? Here are the cats. As you can see we have pretty good representation around the populace parts of the country. It's a little bit of blankenss [blank] in the middle, which we're working to fill in. We've had all of the members that you see except for Catholic Health Initiatives have been in the system for at least three years. Have they been in for three years? No. Many have been in from the beginning, so they've been in there since 20 years ago. Some of the big mover-shakers are big-group cooperatives because the PI of Mental Health Research Network, of which John and I are members, is out there. 

We work them quite a bit and also at the California Kaiser Permanente. Actually I work with Ascencia and Health Partners on a rural health network. Then one of our big partners is Henry Ford, where we have a wonderful partner Brian Amadanian [PH]. His name will come back in a minute when we talk about what we've been able to accomplish. Now in terms of the Southwest, you can see that Texas is kind of the sole representative down there. We used to have New Mexico as a member, but they had to drop out when they're healthcare system restructured statewide. And then you see Colorado has two entities. 
One of them is Kaiser Permanente, Colorado, we've been in for quite some time. The second one is Catholic Health Initiative. This is a brand new member who came in, in January of this years, 2015. The interesting thing is that even though we show them in Colorado, they actually are huge. They have healthcare systems distributed across 18 states. Some of them are states in that gray part that we hadn't previously had representation in. They aren't part of our data ware house yet, our virtual data warehouse that you'll be hearing about, but they're developing their data as new members We're excited to be able to add them to us. I can't get this, op, there it goes. Poll question number three is how much do you know about the HMORN, soon to be renamed HCSRN? 
Facilitator:
Dr. Copeland, I'm actually going to ask you to read off of your slides because I had to truncate the answer options a little bit if you could do that. 

Dr. Laruel Copeland:
The choices are. Never heard of it before. I've heard about it or read about it. I've attended the HMORN annual meeting or plan to attend the HCSRN annual meeting in 2016. I have colleague in the HMORN and/or have discussed collaborating with the HMORN or a fifth, I have already worked with HMORN. 

Facilitator:
Thank you. I appreciate that. It looks like about 70 percent of our audience has voted, and the answers are still coming in, so we'll give people a little bit more time. Did you want to explain what the-- I’m sorry. Did you already cover what the HCSRN?

Dr. Laruel Copeland:
Yeah. Just a reminder HCSRN is Healthcare-Systems, Research Network. 

Facilitator:
Excellent! Thank you. Alright. It looks like we've capped off at about 83 percent, so I'm going to go ahead and close the poll and share those results. We've got a definitive 76 percent have never heard of it before. Seventeen percent have read about it. Three percent have colleagues involved or have discussed collaboration with HMORN, and three percent say they have worked with HMORN sites. Once again, thank you to our respondents. It looks like this is a good session for most people to be attending. 

Dr. Laruel Copeland:
Yeah. It's exciting. Well, let me just go ahead and invite you to the meeting. Where is the meeting. We are not sure. Aren't we fun? Okay. We'll get back to you on that, but it'll be next April, March one of those. Okay. Oops. I forgot. My slow computer is catching up. The HMO, Healthcare-Systems, Research Network is, what is it? What is it? It's a consortium of 19, integrated, payer-provider, healthcare systems. It covers 16-million lives not including Catholic Healthcare Initiatives. The interesting thing about CHI is they have 29-million people in their system. As they add their data to the VDW, we will be increasing the size of our studies in leaps and bounds. If you're not used to thinking about the overall population, you should know that the VHA treats 5.5-million veterans every years, so that's your comparison. 
Right now we have data from 2000 forward, the year 2000. We house it in what we call the virtual data warehouse, or VDW. It's based on claims data. Remember these are integrated, payer-provider, healthcare systems. It's augmented by electronic medical record data, and we use the address and zip-code information to add census data, census-tracked, based data such as the percent of people in the patient's neighborhood who are college educated and other metrics like that. We call it virtual because it doesn't exist in any one place. At my site, Baylor Scott & White, we have the Baylor Scott & White piece of the VDW, which we call VDW even though it's perfectly real, but they only exist together in our imaginations I supposed you could say, so that's what makes it virtual. It's not advancing. 
There we go. How do you use it? Well, you would need to figure out somebody to collaborate with, a topic to collaborate on and go to town. It's often asked of me well, can I just have your data. The answer really is, no. This is a network of researchers, and they want to do research with you, but they are not data stewards and they aren't going just give you some data. To use it, you could go to our website, the HMOResearchNetwork.org. There's a little option or menu item called collaboration. Click on that. There's a downloadable Excel list of investigators in there with email addresses and maybe phone numbers too. An alternative option is an online fill able inquiry form where you can just start writing to me and John and so hook us up. As the board member for Baylor Scoot & White I actually get quite a lot of inquiries into possible collaborators because that is part of my job as a board representative. 
There are some barriers to working the HMORN because of the herding-cats aspect of the whole thing. Even the data look a lot like VA data in term of CPT codes and ICD-9 diagnosis codes, and National Drug Index fields. I know you love those NDI codes. The fact of the matter is that the data stewards are very diverse even within each healthcare system. Though their efforts are not necessarily coordinated because they are focused in the provision of care in a private, business setting. It's very different than the VA environment. For some sites certain tables are not created because there is no standardized data flow. For example here at Scott & White we don't have a lab table in our VDW, we have to custom make the lab extracts for each study because the lab processes are all contracted out of the system, and the way the reporting comes back is hard to pull. 

That has to do with our EMR, I think. Similarly we don't have a vials table. The height, weight, blood pressure is always a customized pull. This is because also-- I say EMR, but the fact is that at Scott & White, we've had over 100 EMR programs in operation in the last six years, so you don't have to go back to far to figure out that there's a really fragmented source of some of these data. Then requesting data can incur cost at some sites. I've had to pay for lab data even though it's our own lab data, and I have been unable to get death statements. Now I have tried several times to ask the state of Texas to please give me the death data for people in Texas. 
They had this idea and that idea and hum ha, but finally I said well, you can't give me the data because my request is too large. They said, yes, that's right. I said, does that mean you do not want to study mortality in Texas. They said, yes. I was a little surprised at that, but I guess Texans are immortal. Of course in order to use the NDI data, you have to really pay. If you've never gone to the National Death Index, I can tell you that at 21 cents a piece per year per person, if you have 250,00 people in a 10-year study, you are talking about a lot of money. Then a final issue is the denominator. Who is in the denominator? What population are we talking about. Remember I started this talk about dealing with this population or denominator issue, and because the payer-provider integration does vary across our members, this really is an important issue. As an example let's say you look at Scott & White just in Central Texas. 
We have a healthcare system. It's got 14 hospitals and 80, community-based, outpatient clinics. Then we have our Scott & White health plan, which is where the claims data comes from. That's the basis of the VDW here. If you were looking at the idea of suicide attempt, and you looked at the patient base, you would find that the rate there is about ten times higher than in the VDW-based sample. Why is that? It's because we're in the middle of a very large rural catchment area. If somebody attempts suicide, they get taken to the nearest ER. We have the only level-one, trauma center. What you're going to get is a very high rate of use of the ER and healthcare system for suicide attempts independent of whether that person was a patient here before and whether they had healthcare coverage. 
Since I'm in mental health, these are issue are really affecting my research. Okay. Why do we need to collaborate if we're in the VA? We have the great system, we have the comprehensive capture, what do we need those other people for. They sound like terrible cats. Well, there are a couple of things. One is the veterans' choice act, the VCA. As you know this got enacted last November 11th or something. I think it was on Veteran's Day. Initially the idea was to improve access for veterans, we would simply say if they're 40 miles away as the crow flies, they can go elsewhere because it's too hard to get to the VA. 
Pretty quickly people figured out that veterans don't fly like crows, and so that was changed to driving distance. In some states it was dropped to 20 miles. I think there's three or four states that have a 20-mile criteria. There's an additional issue of, if there's something like a river or lake in your way, and it's hard to get there, that let's you use the VCA also. Unfortunately when VCA was passed, there was no discussion about how do you get that record of care back to the VA. Right now that is really not worked out. I'm hoping that the way that the fee base's data capture is handled will be extended to the VCA. We haven't seen a lot of VCA use. I think the number of persons using it was just phenomenally small last time I checked, which is a couple of months ago. 
There were a few thousand. But as the VCA gets more use it's going to be an interesting data question. From our point of view as being also in the private, not-for-profit, healthcare system, we're saying, oh, well, they could be right under nose here at Scott & White. Maybe we could talk about that. The VCA is going to increase pressure to use non-VA healthcare, and we aren't quite sure it's going to impact our data capture. A specific example that's been operating for about ten years is women's health because, as you know, women weren't recruited into the military until about 20 years ago very much. There weren't very many VA female patients. Since the operations in Iraq and Afghanistan, we're getting a lot of [female] VA patients. I think it's-- Is it 12 percent now? 
Female:
Yeah.

Dr. Laruel Copeland:
We have large numbers of relatively young, post-deployment women using the VA for healthcare. Since they're young they may be wanting to start a family. They have women's health issue. Of course the VA didn't have the healthcare clinics and the gynecologists and obstetricians and things like that, so that involves a lot of referrals out. Historically women get referred out more often than men. Now I'm going to play tag team. I'm going to hand this over to John to talk about three current QI projects, and then he's going to get into another example that's rather extended ID, infectious disease. The first one is Mayor Ballinger down in South Texas Veterans Healthcare System, who was funded by the Office of Rural Health to survey rural veterans in Texas about their understand of the ACA and the VCA and whether or not they qualify for VA benefits and pursue them. We need to find out, do they think that just becaue they're using ACA that they can no longer come to VA, or what are their issues. That’s an in-progress study. I'll Let John take it. 

Dr. John Zeber:
Great. Thank you much. I'll cover just a couple of more things really briefly. I'm going to talk about the Women's Health Network in a second. I've helped a couple of people with some operations and QI Project including Alison Lohman's study that's just completed in the last couple of months a qualitative study, which is coming up of five VAs across three states to actually do focus groups with women veterans asking them how ACA affects their health decision making. They're currently writing up the finding form that operation study right now. Then Kristen Maddox has recently started a project on the veterans choice act. It's funded by query actually. She's covering 12 states. She recently came to Texas. It starts here in Central Texas VA.
 She is doing interviews with finance, fee-basis office, providers, chief of staff, and they will also be contacting women veterans for their perceptions on the choice act as well. Again, I'll talk a little bit more about Women's Health Research Network in a second. Those who know me. I speak a lot quicker than Laurel, so I'll try to do more details on some of these things while skimming over a lot of the conceptual framework that she established. Just as couple other thoughts that I had on the benefits for dual system or cross-system collaboration. One is to do some comparative effectiveness and/or translational work because we can see what works in one system and not the other and so forth. Naturally there's improved opportunity for collaboration and learning across systems and greater _____ [00:29:07] findings that I think we really need to pay attention to when we talk about the veteran's Medicaid insured populations. 
This comes up often when we start publishing findings and finding the journals have very specific questions regarding what does VA research need and the outcomes there. Of course within the HMORN we do have at least a small percentage and probably growing of investigators that do have some partnership with, if not the HMORN sites, of other academic facilities and so forth. I think that's an important avenue to foster and continue. As we know, not just Laurel and myself, but many investigators do move between VA academic and private settings across their career and take the lessons they've learned with them. I want to at least cover a couple of specific projects that we're having that involve process and collaboration and projects on both side primarily involving infectious disease. 
This is working with our colleague Chetan Jinadatha is the chief of infectious disease here and then a current _____ [00:30:02] that I have in progress that Laurel is involved in as well. As we know prevention is of course much easier to accomplish than trying to fix something after the fact. These are a couple of quotes that I found that were rather interesting and definitely apply to infectious disease. Even dating back 2000 years we've recognized the problem. It's not easy to prevent infections, but it's certain better than treating them after the fact. Just a quick primer. We know that hospital or healthcare associated infections do affect up to two-million patients a year and 100,000 deaths annually. While there are quite a few preventative strategies, they're really only partially effective primarily because we're dealing with fallible human system and so fort that break down at various stages. 
These infections are often transmitted between healthcare workers and the patients often through contaminated room surfaces, and our proliferation or antibiotics has only exacerbated the problem. It's becoming very resistant to these medications. As I mentioned, we'll talk a little bit more. There are quite a few interventions out there that are highly successful, including kind of the gold standard of hydrogen peroxide mist across a room, but many of these are very time and resource intensive and not very feasible for daily disinfection of the hospital. Again as we've point out and Laurel's mentioned of the patients and doctors do move across systems to another, so this problem is universal and not owned by one particular hospital or system. 
Not to minimize the burden of Ebola that's really devastating across many part of the world, we should note that a variety of infectious disease here in this country, really do cause far more damage in terms of morbidity, mortality, and treatment costs. This include MERSA and other infectious diseases we're experiencing. Now disclaimers, Laurel and I really consider ourselves primarily mental health researchers, and we're not exposing ourselves to other chronic and acute conditions as we're working with other collaborators. This includes when we came up and recruited to start this joint, health system with Baylor, Scott & White. TR Medicine really wanted us to work on encouraging collaboration in clinical research across both institutions. 
Our center is truly jointly sponsored by Baylor Scott & White department of medicine and the VA. Fortunately we have met a fantastic young physician Chetan Jinadatha. He's the Chief of Infectious Diseases here at Central Texas. He's really the brains behind a lot of these ideas and guiding us in some of the research projects. He trained at Baylor Scott & White, and came over a few years ago, so there's that connection as well. I should also point out that beside the dual true joint appointment that Laurel and I have, Dr. Eileen Stocker our statistician is employed my Baylor Scott & White, but has walk status on the VA, and therefore is working on both datasets and projects with us, so it's a true collaboration across systems here. 
As I mentioned, there are a quite a few approaches to hospital disinfection, but many of the earlier devices for ultraviolet ray for instance, used a mercury-based lamp and burned for up to one hour in the room, very slow, expensive. Unfortunately, there were some advances come up in the last few years including this R2D2 unit that's been devised by a company here in Austin, Texas. Zenex. This uses a pulsed xenon bulb, which flashes repeatedly, but only for five-minute cycles. You can therefore clean a room depending on the size of it between 10 and 15 minutes versus 45 minutes to an hour. A lot of benefits to this. 
We were fortunate that Jason hooked up with this company to start a pilot project that led into the current _____ [00:33:43] that leading. What we found in the pilot study, which was truly just done here at the Central Texas VA, we cleaned and tested 20 rooms, 10 just manually cleaning and 10 with these devices. We used samples from five high-touch surfaces, such as, the bedrail, toilet seat, tray table, and so forth. We tested for MRSA and HPC bacteria. We really compared the device to manual cleaning only, and we adjusted for baseline microbial count difference through sonic regression, and really found out that the devices worked spectacularly well. The equivalent odds ratio is a seven to thirteen in removing HPC and MRSA from the surfaces. 
Much of the difference that we found is do to residual counts on the toilet seats, so there's work to be done in cleaning the bathrooms as well. We did observe time, effort, and some of the costs that were involved. Kind of back-of-the-envelop calculations found that we might be able to pay for these devices in nine to sixteen months, but we need a lot more work I that area. The conclusion we drew is that these devices are certainly efficacious in a lab setting, but much more important was how they actually worked in practice, which led to the pair that's currently in progress right now. It's really an implementation trial or evaluation, since it's not a true RCT. Division was so excited with our pilot-study results that they bought many of these devices and gave it to the Central Texas and south Texas hospitals to use. What we're going right now is doing a one-year pre versus two-year post analysis on three major aims. 
One is to expand the lab analysis to include C. diff, and carbapenem resistant rods, but most importantly aim two is to see about overall incidence rates of these infections. Then we're going to do a more rigorous cost effectiveness and budget-impact analysis. We did invite Baylor Scott & White to participate and even wrote in our grant that was not funded, but the devices were simple too expensive as a startup cost for this small HMO to participate, but they are following our study. Really quickly some of our findings. The lab results we just concluded a sampling of, I think we'll have about 100 sample. The quick eyeball indicates that it's probably about the same reductions in the pilot study. 
The infectious rates we're using actually infection-control data that each site collects. By the way we have two control sites that joined the study, Birmingham and Portland. The devices are not being used there, but they're contributing their data. Anecdotal indication that Chetan did recently just on the Temple site here suggest that there's about a 50-percent reduction in cases over the last couple of years of infections, and that's at least on the units where the devices are being used regularly. That's an important point to come back to. Again, we're collecting cost data right now, and length of stay, certain medications, antibiotics, follow up, and so forth. 
We'll be having Dr. Cau Ching Chin [PH] help us with those analyses. There were some mean lessons that we are finding is very low device use rates. Twenty-five to thirty percent in San Antonio, and less than fifty percent of the room are being cleaned right now with the devices here in Temple despite Chetan's leadership and out presence. A lot of the time we're finding is…there are barriers to this. EMS workers are finding there's turnover pressure from the nursing units. We can't even collect samples much less clean the rooms with these devices, and a lot of other anecdotal things that are coming up, which are depressing the usage rates. We need to really understand that better. Of course, there's just a lot else going on at facilities that we can talk about, hand-washing programs, antibiotic stewardship and so forth. 
Our next step, and we're going to be submitting a numeric grant next cycle is to really get involved in trying to determine what the implementation barriers, what other disinfection procedures are being used by hospitals and what the marginal benefit of this potentially tremendously successful device here. Chetan has a fantastic lab set up, which includes some Texas A&M graduate students and other people across both systems. We're doing a serious of laboratory tests with these devices including, can you clean rooms with the devices without manual cleaning. We published a couple of articles saying, yes. It does just fine even without EMS workers. 
We're not recommending that, but it's nice to know that in case they don't clean very well, that these devices work. Laurel is coauthor of a publication that just came out in press recently, which they actually…when patient come in the hospital, which means they can follow and see what specific strains of MRSA for instance are being picked up across the hospital, and therefore attribute that to the hospital versus external sources. Fascinating paper, we can talk about more. We're also trying to see if the microbes MRSA _____ [00:38:18] become resistant to the ultraviolet ray. So far there's not evidence to indicate that even after 50 or 100 blasts of these devices that they're developing any resistance. That's very good news. We're also playing with varying the cleaning time. Does it have to be every day versus just upon discharge, like we're doing, and so forth. 
One exciting avenue that's a little bit different, we're working with a local company that makes laminates for countertops, kitchens and so forth, and they've come up with a copper infused surface. They've decided and offered to retrofit many of the rooms here in Central Texas with this surface coating. We're going to see if it works. It's still in contracting right now, and it’s not quite sure how many rooms we're going to be able to do, but Chetan's leading that charge and that should be very exciting. Then I'll briefly talk about a new thing that Baylor Scott & White is doing in a second. Turning to some of the work they're doing Scott & White is very concerned with the proliferation of antibiotics that's being used. 
This chart came from Dr. John _____ [00:39:18], our colleague over in Scott & White. Notice the direct correlation between antibiotic use and penicillin-resistant pneumonia for instance. While U.S. is not on the top of that list, we're certainly overachievers as far as that's concerned. As a result, they're very keen on antibiotic stewardship. They have a fantastic program where clinical pharmacists is working with primary-care doc. The fact that Scott & White implemented Epic about a year or so ago has made communication and tracking of this much easier. They're very excited about some of the work they're doing there. 
They also are doing some work on a descriptive study last year at looking combinations of antibiotics and how they can be effective of stay and mortality. Including these two specific combinations that seem to have 40- to 50-percent improvement in these outcomes. They're also having major hand-washing efforts. Laurel and I get emails almost every week detailing the percentages of the success so far. They're also doing some work with patient isolation precautions, which another that Chetan's doing at the VA here. As a result, at least as far as this one infection goes, they've reduced rates about 75 percent over the last couple of years, so they're very excited about this. As I mentioned they're interested in these no-touch, disinfection, UV devices, but they simply can't afford to join us yet; however, we are getting underway with a new company Aerobiotix that makes an air-filtration devices that uses UV rays. 
We can actually use those in the operating room that are fairly nonintrusive. They just sit underneath the table continuously and filter the air and be rotating two of these devices across four ORs, and then looking at mortality, length of stay, readmission. This is a true collaborative effort because Dr. Karen Brust a patient safety and infectious disease doc at Scott & White is conducting the study. Laurel separated the IRB and some contracting through. Dr. Eileen Stock and myself contributed to study design and Chetan over at the VA was doing the lab sample. So it's a fantastic example of a cooperative project. Texas A&M veterinary medicine has contacted us a couple of times because they're very interested in animal transmission of MRSA. 
That does have some VA implications with some of the service-dog use, not to mention all of the returning veterans who are coming back to Central Texas rural areas and farming, live stock, ranching, that type of thing. That has some tremendous potentially. Truly, just two weeks ago we were contacted by a Texas A&M person putting together an interdisciplinary consortium of infectious. As of two days ago, she had 130 people agree to participate, bench scientists, clinicians, health-services researchers, public-health people. That should be truly fantastic. Just a quick summary. We've already covered these points, but we know that infections are a major issue across healthcare systems, and we think that good clinical efforts paired with nice research, innovative study designs can really tackle this issue, recognizing this balance cost and feasibility, and we must involve multiple stakeholders. This is where the implementation piece comes in. I think query is the perfect setting for this type of research. 
And then as Laurel mentioned we need to learn back and forth between private systems, federal, state, and so forth in order to keep cross fertilizing and doing things here. Hopefully it will result in less of this finger-crossing goals of reducing infections, and we can actually come up with something that's evidence-based that will work. Just one quick slide in conclusion here about the Women's National Practice-Based Research Network or PBRN led by Dr. Susan Frayne of Palo Alto. It's funding my central office initially to have four sites. 
A couple of years ago they expanded it to 39, and I'm now the site lead for Temple, and they just added a couple more sites. We're over 40 now. Beside the aforementioned ACA and VCA project, this has led to several things including our first, initial project. It wasn't funded by _____ [00:43:11] to look at non-VA utilization in women veterans. It overlapped a little too much with some of central offices projects. Kristen Maddox is leading a 13-site maternity-care coordination project, which is getting underway very soon, which tries to get at veteran's perceptions of barriers they face, how their mental health, primary care, OB/GYN, and so forth are being coordinated. 
And then Laurel will be finishing up this weekend and submitting a proposal on Monday her birthday, which will look at pregnant women and the interplay between depression, pain, obesity, chronic opioid use, and those factors on quality of life and outcomes. All of these I think tie together with the importance of understanding where and why women veterans are seeking care, the barriers they perceive, how they systems can work together to better communicate and coordinate care. A perfect case example is the Central Texas VA and Baylor Scott & White Hospital are one-mile apart here, we know that veterans are seeking care across systems. With that, I'll turn it back over to Laurel.

Dr. Laruel Copeland:
Okay. Just quickly I'll go through a couple of things that we have been successful with and failed with. Start with the failure. I attempted a few years ago to send in a proposal to HS R&D about delay of entry into VA care. I had three partners from HMORN, but each one wanted at that time sort of five or ten percent of the PIs salary, plus a piece of a research assistant and piece of a data analyst, and it ended up quite expensive. They weren't going to let us have the identifiers anyway. It ended up just being reviewed as a lot of money for not much return. I won't do that again, but I'm more successful now. 
We had a data analyst Fong Van Sun [PH], and she was very shy and quiet and retiring. We thought well, we need to push her out of shell, so we said, Fong Sun, why don't you go ahead and develop an abstract. You're working with all the data in these different studies we have you on, why don't you work something up. So she came up with the idea to look at antipsychotic polypharmacy in all different types of data that she had access to. That meant the VA, the HMORN with two sites, Baylor Scott & White and Henry Ford Health System, and we also happen to have at that time the National Ambulatory Medical Care Survey, which is a survey of non-federal outpatient clinics. So she looked at the same variables in each system and published. 
She not only wrote the abstract, she developed it into a paper, which was published last year comparing these antipsychotic rates across systems. They do vary quite a bit. Well. that was unfunded. It was fun, but it's nice to have money, so a colleague of ours who we met through the HMRN who is not in the HMRN, but through it, like you, you know, got on the website and said, hey, I want to work with somebody. Jeff Share [PH] out at St. Louis University actually has funding from NIH to look at VA and also private, not-for-profit data around the question of opioids and depression. His original private source of data fell through, so he went to HMORN and got hooked up with us. 
Again, you see those friendly sites Baylor Scott & White and Henry Ford Health Systems, and we were able to translate the SAS code that was used in his VA analysis into SAS code that works with our VDW, and repeat the analyses in the private, not-for-profit sector. Those results are very similar. That's about to be published. Finally Crarry Risom [PH] this hers in between failed and success. I've put in a proposal when Crarry put out the rhizome mechanism and it was funded, but as you probably know rhizome funds were pulled back, so that they could be redployed towards VCA related research. That one was about the use of Mental Health Research Network healthcare systems by VA patients because there is data. It's possible to make the connection between-- Let's say in the VA data you can figure out who's using those outside systems. Those are some ideas that worked. Who's helping us remove the barriers to collaborative care? 
Well the number-one promoter is Amy Kilburn of the query, and she's promoting these VA HCSRN collaborations, and she has engaged Brian Mitman [PH] whom you know of Cypress and P. Cory [PH]. He also happens to work in the VA greater L.A. and also in Kaiser Permanente. So there's a guy who's in two teams. Greg Simon who's the PI of the Mental Health Research Network we've alluded to a couple of times. That's a funded part of the HCSRN. He is actually going to be speaking this summer at the HSRD query national meeting in Philadelphia. Do go to the meeting, and you can hear him talk and talk to him about collaborating. The MentalHealthResearchNetwork.org is our mental health specific website. 
Come and visit us. He's very interested in this problem of cost. You've heard of the solution to private housing in suburban areas. If we could only build a great house for $100,000 this would help a lot. He has translated this into the health sources research arena and seeking the $100, 000 RCT, so if you can solve that problem, let us know. If you've been paying attention, the primary problem is path, no, no, it's money. It's money. Yeah. Funding is the primary barrier. I think it can be overcome in part through volunteerism and biting the bullet as you can see, so that you can publish studies that are cross system, and then use that to lever to get a funded effort. I think that people like Jeff Share are showing us that you can actually fund cross-system studies, obviously. Then there is a lot of pressure in terms of what's going on in government and healthcare will push us towards the ability to share data. 
Maybe we can lesson the barriers through the evolution of healthcare systems and EMRs. Some of those pressures are of course the VA DOD mandates to share their EMRs, which isn't working, but they're working on sort of a bridge system that will let you kind of see both even though you can't see it for one or the other. You know that's been going on for 15 years and other things like high tech, which the health information technology measure passed in 2009 and meaningful us, which is a reporting mandate, have pushed healthcare system to get bigger, implement EMRs and be able to use the data in the EMR to create meaningful metrics. That means meaningful data for research. There's also social and political pressures. 
There are patients all over the planet who are saying, oh my God. I went to that clinic across the street, and now this clinic has no idea what happened there. Why can't you guys share. There is pressure to share EMR data, and we may end up with a cloud solution, which would help hide the id, such as the beneficiary id numbers from each of the other persons and yet connect them at the person level, so that you can get the information without getting at the proprietary identifier information that the private corporations are so concerned about. That is our talk, and we are ready for questions. 
Facilitator:
Thank you very much to both of you. For our attendees, I know we got kind of a later start. Again, to submit your questions or comments, please, use the question section of your GoToWebinar dashboard, pardon me. To do so click the plus sign next to the word questions that should expand the dialogue box for you where then you can submit any of those questions or comments and we will get to them in the order that they are received. If your dashboard is collapsed to the side of your screen, just click the orange arrow in the upper-left-hand corner, and that will reexpand it. We don't actually have any pending questions at this time. We'll give people just a few more minutes to write in any if they have them. In the meantime, do you guys have any takeaway points or concluding comments that you want to make?

Dr. John Zeber:
We're really trying to encourage. We've been spending five years in the Mental Health Network trying to encourage VA collaborations, and everybody thinks it's a great idea because they have colleagues and patients who are using both systems. It's just a matter of overcoming some of these barriers, but we'd certainly love to talk to people about pending ideas, how we can set up cross system, dual system types of studies and work to go forward in trying to get funding and publications at a minimum
Facilitator:
Excellent. Anything that you'd like to add Laurel?

Dr. Laruel Copeland:
Just that it's okay to write to us and say when you have a specific idea and you need to hook up with somebody in that area. We can get you connected. Just because we work in mental health doesn’t mean we don't know the other people we talk to. We'd be happy to connect you, and we're expanding our network of colleagues all of the time. It's really important from the point of view of the patients that we do collaborative research.

Facilitator:
Great. Thank you both so much. Well, I don’t see any pending questions at this time; although, we have retained our audience, and so I guess it was a very comprehensive presentation, but we appreciate you putting up your contact information and that you're making yourselves available for communications after the fact. That's very helpful especially for collaboration. I think we can wrap up. I want to of course than our audience for joining us. Keep in mind that we have recorded this presentation, and we will make it available in our online archive catalog, so you'll receive an automatic email in a few days that has the link leading to the recording, so please pass it along to your colleagues if they're interested. 
Of course, I would like to thank Dr. Copeland and Zeber for presenting for us today. We appreciate you lending your expertise to the field. As I close out the meeting, please, wait just a moment while a feedback survey pops up on your screen. Take just a moment to fill out those few questions. We do look very closely at your feedback, and it helps us improve the sessions we've already conducted as well as gives us ideas for new presentations to help facilitate. Once again, I'd like to thank both of our presenters very much, and this is a friendly reminder that we do have a query implementation cyber seminar every first Thursday of the month. Just check your catalog or your emails for updates on those topics, so thanks everybody and have a wonderful rest of the day. 

Dr. Laruel Copeland:
Thank you. It was our pleasure. 

Dr. John Zeber:
Thanks.

Facilitator:
Thank you so much. 

[End of Audio] 
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