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Jean:
I would like to welcome our two presenters today. Alex Sox-Harris is a VA HSR&D Research Career Scientist at the Center for Innovation to Implementation at the Palo Alto VA. He's a leading researcher in the area of healthcare quality measurements and an investigator on a study of OEF, OIF, Army Service Members Linkage to VA Care. Megan is a Postdoctoral Fellow in Health Services Research in Palo Alto, and she's also Postdoc at Stanford University. Dr. Vanneman primarily studies the impact of policy change on access, quality, and cost in large healthcare systems. She is currently studying the Veteran Choice Act, dual VA Medicaid users performance measurements and post-appointment linkage to engagement in healthcare at the VA. I'd like to turn things over to Alex and Megan. 
Megan Vanneman:
Hi, everyone. This is Megan Vanneman speaking. I'm excited to be presenting on today's cyber seminar with Dr. Sox-Harris. Today we're going to be presenting some work that we've been doing recently on Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). _____ [00:01:10] and their linkage to the Veterans Health Administration. We did this work in collaboration with a wonderful programmer at our center Cheng Chen, and we also worked with great researchers at Brandeis University Rachel Sayko Adams and Mary Jo Larson, and our sponsor in the DOD Thomas Williams. 

Just some brief acknowledgments and disclosures. This is partially funded by a National Institute of Drug Abuse grant. Dr. Larson is the PI for that. In addition our work was also [-also] supported by Dr. Sox-Harris' VA Health Service and Development service board, and my Postdoctoral Fellowship funded by the Office of Academic Affiliation. The views that we express today are of course not those of the VA or any of the other organizations that we mention in our presentation. For disclosures, we are employed by the VA and Dr. Williams _____ [00:02:22]. We first wanted to start out with a quick polling question to learn a little bit about our audience today. We're wondering what is your primary role at the VA. If you could please pick the best possible answer, that would be wonderful. I think Molly will be _____ [00:02:41]. 

Molly:
Thank you very much. For our attendees you do have the poll question up on your screen at this time. To submit your answer just simply click on the answer that best represents your primary role. We understand that many of you wear many different hats at VA, so please, choose your primary role. It looks like our respondents are quick to come in. We've already got 80 percent response rate. We'll close that out in just a second. Okay. 
I'm going to go ahead and close the poll and share the results now. It looks like we have 78 percent of our audience are researchers, 4 percent healthcare providers, 9 percent say other, and 9 percent say VA. For those of you who selected other, please note that at the feedback survey at the end, there will be a longer list of roles, so you might find your job title there to select. Megan, I'm going to turn it back to you. Can I also ask you just to skootch a little bit closer to your microphone. 
Megan Vanneman:
Sure. I actually have my headset on, but I can pick up my phone receiver is that's going to be better. Is it at all now?

Molly:
Yeah. Actually it is. Thank you. Oh, I'm sorry. Hold on. I need to turn it back to you really quickly. Give me just a second. 

Megan Vanneman:
Okay. Please let me know if I'm not loud enough. 

Molly:
Okay. Thank you. There we go. 

Megan Vanneman:
Okay. I'll be going over the first part of the presentation and Dr. Sox-Harris will be the second part of the presentation. This first part looks at reservists, the current National Guard, and Reserve members and whether or not their behavioral health needs, which are measured with the Post-Deployment Health Reassessment Survey are associated with linkage to Veterans Health Administration. I'll be unpacking all of these terms in the following slide. 
A little bit of background about our research project. We were particularly interested in Component numbers or those of the National Guard or Reserve as the Reserve Component Army members actually compose about a quarter of thee population that has been going to Iraq and Afghanistan for the conflicts there. Upon returning from a deployment, these individuals complete a Post-Deployment Health Reassessment Survey or a PDHRA with the Department of Defense. This is completed about three to six months after they return from deployment. 

We know from other literature and some of our own work that some of the common behavioral health problems facing this population include alcohol misuse, depression, and post traumatic stress disorder or PTSD. 

As I mentioned they complete a PDHRA three to six months after returning from deployment. These are just screen shots from the actual PDHRA of the separate sections. The AUDIT-C or the Alcohol Use Disorder Identification Test-Consumption is used to screen for alcohol misuse and it contains three questions. The PHQ-2 or the Patient Health Questionnaire is for depression and it contains two question, and the Primary Care Post Traumatic Stress Disorder of PC-PTSD screen has four questions. Individuals are scored on these different questions, and if they have a particular score it's consider to be positive. I'll go over what score are used in our study shortly. 

Molly:
I apologize for interrupting. Can I get you to speak up just a bit more, Megan?

Megan Vanneman:
Sure. You know what. I'll pick up my actual phone. 

Molly:
Okay. Great. Thank you [Pause from 00:06:41 to 00:06:50] 
Megan Vanneman:
Okay. Is this better? 

Molly:
Infinitely. Thank you.

Megan Vanneman:
No problem. Our primary research question was is screening positive on these three assessments that I outlined before for alcohol misuse, depression or PTSD on the PDHRA associated with individuals actually enrolling and receiving care in the VA, which we term "linking" to the VA after these Reserve members demobilize from the Army. Specifically we're looking at whether or not [-or not] they're receiving outpatient, inpatient, or residential care, in other words to kind of simplify this question. We're interested in whether or not those individuals who are potentially most in need of care as measured by these positive scores on these screens are more likely to link to the Veterans Health Administration. 
Screening positive we measure that in three different ways for these assessments, for these screening tools. We considered a positive score for the AUDIT-C to be five or greater. Sometime you'll read in the literature a score of four or more is positive for me, and three or more is considered positive for women; however in the VA follow up is only required after a positive score of five or greater, so we included a score of five or greater in our study. Additionally we considered a PHQ score of three or more to be positive. That's consistent with the literature as well a score of three or greater as positive for the PTSD. 

For our sample we started with a possible group of about 143,000 Army Reserve Component members who had actually completed their Post Deployment Health Reassessment Survey. We narrowed that population down to about 73,000 people because we required that an individual actually demobilize first, then complete a PDHRA, and finally assess whether or not they did or did not [-did not] link to the VA. We ended up with about 4,000 female Reserve Army National Guard members, about 49,000 male Army National Guard, about 3,000 Army Reserve and about 17,000 male Army Reserve members. 

We did compare those individuals from the 73,000 who were included in our study to those who were actually excluded, but had also completed a PDHRA, and we didn't see any noticeable differences between these groups. Finally we decide with analyses by gender and Reserve Component given previous research where we had found notable difference between these populations. We were of course assessing whether or not individuals linked to the VA. We chose two time points. One, did they or did they not link within six months after their PDHRA, and the second time point was 12 months after the PDHRA. 
Our regression models, as I mentioned, were satisfied by Reserve Component and gender. We used a multivariate mixed effects regression models to predict linkage at those two time points, 6 and 12 months after their indexed PDHRA. The dependent and independent variables we used in our model were at the individual level, but we included a random effect for VHA facility. We also controlled for various demographic, deployment, demobilization, health and healthcare characteristics that we had included in previous analyses. Today we'll subsequently be focusing on the key independent variables of interest in this particular work, which are the screening scores for AUDIT-C, the PHQ-2 for depression and the PC-PTSD. 

Regarding descriptive statistics for our outcome variable, you'll see some notable difference. In the columns we have whether or not it's a female population at 6 or 12 months after the PDHRA. In the rows you'll see for Army National Guard or Reserve. At both time points, women are actually more likely to link to the VHA than men in both the National Guard and Reserve groups. Additionally the Army National Guard members are more likely to link the VHA than are the Army Reserve groups. In our previous work, which is our in military medicine, we did find higher linkage rates for these Reserve Component members, but we had a different time point that we were using in it for assessment. 

We looked at 12 months after indexed demobilization date. In this particular analysis, we had different selection criteria, as I mentioned, when discussing our sample. We required that people have to have completed a PDHRA, and there was different timing for this analysis. Individuals had to demobilize, then complete a PDHRA and then link or not link the VA. 

Here are some basic descriptive characteristics of the National Guard member and I have tables of backup slides if anybody needs more specifics. But we had about, as I mentioned, 53,000 National Guard members in our same, of which about 5,000 were women and about 40,000 were men. There was a pretty young population as you would expect in their late 20's. Most were single. Most of any of the racial, ethnic groups were non-Hispanic, White. Out of all of the enlisted or officer levels, most were junior enlisted. Many people were living in this house. We did analysis that included categorical variable on location for these individuals. We had a variable on whether or not someone was wounded, injured, assaulted, or hurt on their last deployment, and about a quarter of both men and women had a value of one for that variable. A small portion had VHA care prior to actually linking to the VA. 

We looked at prior utilization in three ways. We looked pre-demobilization of VHA service, if they had actually been enrolled previously in the VHA system, we also looked at pre-mobilization, VHA services as a non-enrollee and post-demobilization, pre-PDHRA services as a non-enrollee, which you can see is a very small portion. Many of these individuals had Department of Defense sponsored insurance, PRIME/TRS, after indexed appointment, so, about 44 percent of women in the Army National Guard and about 39 percent of men. 
There was some conflict that was a variable actually from the PDHRA that asked about conflict with a spouse or a family member, and about a fifth of men and women had some conflict with their spouse or family member. Of most importance of course are key independent variables, which are the behavioral health scores, which you'll see at the bottom of the slide. Men were considerably more likely to have positive AUDIT-C scores in this population about 20 percent of men and 15 percent of women. Their PHQ-2 scores and PC-PTSD scores were more similar. 
The characteristics of Army Reserve members are pretty similar to those of the National Guard, so I won't repeat the upper half of the slide. You can see that there are some differences, but all in the same ballpark. However it is noticeable that for the behavioral health scores, these AUDIT-C scores are quite a bit lower for women and men in the Army Reserve as compared to women and men in the National Guard. The PHQ-2 and the PC-PSTD scores are pretty similar at a little bit lower than 10 percent. These are consistent, I should say, with levels that we typically see. 
To just go over some of the results from our logistic regressions, and I have the slide split up by the type of variable that we're actually looking at. Again this is predicting whether or not an individual actually linked to the VA within six months after completing their Post-Deployment Health Reassessment Survey. You'll notice on this slide that I only present the 6-month time point and not the 12-month time point. That's just for the sake of having a more readable slide. We did notice very similar patterns at the 12-months time point. 
These are odds ratio results, so if you see I have put in bold any odds ratio that is statistically significant and in green those that are an odds ratio of greater than one. That means that the independent variable is associated with a higher odds of linking. In yellow you'll see those odds ratios that are also statistically significant but less than one. That means that the independent variable is associated with a lower odds of linkage. Some patterns that kind of pop out are those AUDIT-C scores that are positive. Those that are 5 to 8 or in our category of 9 to 12 are typically associated with higher linkage rates for men, but not for women. Both women and men however then, when they have a positive PC-PTSD screen, are more likely to link to VHA as well as when they have a positive PHQ-2. 
Age and years was also a statistically significant predictor of linkage, however, the odds ratio is not very large. Marital status, being married versus not married was a statistically significantly associated for Reserve members, both men and women, and predicted a lower odds of linkage. We didn't see much with variables related to race and ethnicity; although there is one for Asian or Pacific Islanders for the Army National Guard women that is indicative of a lower odds of linkage.

For health and healthcare characteristics, you can see that those who are wounded, injured, assaulted, or hurt on their last deployment or who had some type of VHA care at our three different time points tended to be more likely to link to the VA. Those who had a longer gap in months between their demobilization date and indexed PDHRA date, were less likely to link to the VA. This is what we would have expected. Additionally also [-also] as we would have expected as drive time increases--and we measured it in hours--to the nearest VHA facility, there is lower odds of linkage. 

Finally with respect to deployment and demobilization characteristics, in general, there's a trend towards those of higher ranks. We have junior enlisted as the reference group for this rank category. Those at higher ranks are at a lower odds of linkage than those at a lower rank, additionally [- additionally, in addition] the number of deployments prior to indexed deployments, so as those increase, you have a lower odds of linking. Higher odds are typically related to cohort that you're in. We had a cohort variable, which is actually when you demobilized. As compared to the 2008 reference group those in cohorts of 2009, 2010, and 2011 had a higher odds of linkage. 

Finally with regard to summary of our results, we see that women linked to VHA at a higher rate than men at both of our time points, 6 and 12 months after the PDHRA. Additionally National Guard members link at a higher rate than Army Reserve members at both of our time points. Women with a positive PC-PTSD score in both the National Guard and the Reserve, and women with a positive PHQ-2 depression score, in the National Guard, had a significantly higher odds of linking to VHA than those women who did not screen positive; however, women with positive AUDIT-C scores were not more likely to link to VHA than those without a positive score.

This was a difference case for men, in which case, their scores for alcohol misuse depression and PTSD when positive were associated with a higher odds of linking to VHA than men who did not screen positive. This is a notable difference between genders. Some of the implications of this research are that, first off, it is very encouraging that Reserve Component members, with behavioral health issue or potential behavioral health issues as measured on the PDHRA, are tending to link to the VA at a higher rate than those who do not screen positive. 
These results suggest that more _____ [00:21:44] potentially needs to be directed towards these veterans particularly Reserve Component women with alcohol misuse and Army National Guard women with depression, so that we can encourage them to use veteran specific behavioral health resources that are available at the VA. With that I would like to hand the reigns over to Dr. Sox-Harris, who's going to be talking about our research and extending this into looking at what happens with engagement and treatment following linkage to the VA. 

Molly:
Do you want to take any questions right now, or do you want to wait until the end. 

Megan Vanneman:
I guess let's wait until the end just in case any of the questions are answered by Alex's presentation. 

Molly:
Okay. Just to let you know there are a couple of questions in here for you.

Megan Vanneman:
Okay. 

Dr. Alex Sox-Harris:
Thank you everybody for your interest in our work. This is Alex Sox-Harris. Is the audio okay?

Molly:
Yes. You're coming through loudly and clearly. Thank you. 

Dr. Alex Sox-Harris:
Are my slides showing to everybody else? 

Molly:
Yes.

Dr. Alex Sox-Harris:
Before jumping into the next part of our research perhaps as interesting as our actual results of this study to some of the people in this audience might be how we pulled this off. I mean I was skeptical. Mary Jo Larson from Brandeis approached me now probably five or more years ago about the prospect of doing a project with linking a large DOD dataset to VA. I was very excited but also intimidated by the prospect. People who have heard that we have actually done this and conducted research have got in touch with us to ask us how we did it. Things may have changed since our project started and has proceeded. 
There may be a standard process and an office and contacts and forms and so forth to link VA and DOD data, although, I suspect not. Our process for doing this was really based on personal relationships and persuasion. I mean Mary Jo Larson has a very long standing collegial relationship with Tom Williams at DOD. They were able to talk to the higher ups in DOD, that this project would have value. The got money from NIDA to higher a contractor who is a trusted agent to work with DOD data to make the datasets that could be analyzed and Brandeis University, and then they would ship-- 

When they talked to me about this, they wanted us to take VA data and send it externally to Brandeis, and I didn't want to spend large portions of my time trying to figure out how to do that, so I told them I'd be involved if they sent the DOD data into the VA computing environment, so, identify data that would come in but not outside of VA. That's been a workable. I don't think it's ideal from the Brandeis perspective, but from our perspective it was just easier to do it that way instead of hassling with trying to figure out how to send VA data outside. 
The message I'm sending is that this was tricky and hard and time consuming but possible. I mean we did it. When I got an encrypted disk in the mail with all of this very interesting DOD data, I could not believe it. I mean it was really something of a miracle. The challenges didn’t stop then. As all of you know, who work with VA data, we're constantly struggling to understand our own data and what exactly different variables mean, so getting put a disk with DOD data, which has totally different variables and definitions and less than ideal documentation and special knowledge that we didn't have made going slow-- 

I mean for example when we were trying to use separation as an important date to look at what happened after people separated from active duty, it was six months later when we learned that the suggestively named separation variable actually did not have anything to do with what we thought was separation and so forth. Just pulling off the logistics of this project is not simple or easy but we did it. 

Enough preamble. Happy to field other questions on kind of the logistics later on. To build on what Megan presented, the second part of this research was to look at the Post-Deployment Behavioral Health Screening scores from the PDHRA, and [to] look for individuals who did link to VA and were rescreened using the same instruments. What was the concordance between the screens pre VA and clinically in VA. Then subsequently after that [-after that] for new enrollees and individuals recently returning from deployment, who are receiving services in VA and screened positive in VA, did they subsequently get a diagnosis and receive services for the disorders that were identified? [Pause from 00:28:09 to 00:28:15]
Again the main research questions are there associations between the mental health screening scores on the PDHRA and reassessment within six months at VHA? This is interesting for at least two reasons. One is from a psychological and kind of natural history of problems perspective. When people return from deployment these behavioral health screens may be elevated, and to what extent do they resolve or cool off, in the six-month period between the PDHRA screening and reassessment in VA? That's the more psychological perspective. Also you could imagine escalation, so problems that aren't immediately evident can pick up steam and become problematic over time. To what extent do those two courses of symptomology happen? 

It's also important to realize that these are different context for screening. One is a DOD initiated survey, and another in VA is a clinically collected in person, usually, screen. We have both change in actual symptomology, and we also have a change in context. That's the first reason why this might be important or interesting. Another, [which] is related to more of a health-services perspective, is what's the necessity of a repeated annual or more often screening for service members and patients with recent deployments. In VA we typically do these screens annually. But for people who are recently deployed is there a reliability in terms of screening six months later. Before when people screen positive in VA, do they get diagnosed and do they get treatment?

The sample. Again, we're looking at the 73,000 who completed a PDHRA, then, after demobilizing, same as the sample that Megan was discussing. Then we had to further restrict because we were looking at just those who linked to VA within six months, and that's about 25,000. We stratified by gender and Reserve Component. So we end up with 1,700 female National Guard, 18,000 male National Guard, 850 female Army Reserve, and about 4,000 male Army Reserve. [Pause from 00:31:06 to 00:31:20]

The stratified analysis, we simply looked at the congruence between screening results and the PDHRA and then VA and then looked at, among those who screened positive for each of these screening tests, subsequent rates of diagnosis and treatment after their screening score. [Pause from 00:31:42 to 00:31:50]

Is it possible to see my cursor or no?

Molly:
Yeah. We see it. 

Dr. Alex Sox-Harris:
Great. On this first row, and I credit Megan with thinking about how to present these data. Once you kind of get it, it's pretty elegant. On this first row, we're looking at people who screened negative for the AUDIT-C on the PDHRA, and when they're reassessed with VA, how many were positive? These are negatives turning to positive, so, no sign of problems on the PDHRA but problems apparently emerging once reassessed in VA. About four percent of Army National Guard women and almost eight percent of Army National Guard men did not have alcohol misuse screen positive on the PDHRA but did when they showed up at VA. Similarly for Army Reserve, about 3.5 percent and about 7.5 percent. But I would characterize these as emerging signals of problems between the two screening opportunities. Then conversely those who screened positive on the PDHRA, but then screened negative in VA a much, much larger percent. 

For women Army National Guard, we have almost 46 percent who are positive, and then negative, 35 percent of the Army National Guard men were positive on the PDHRA and then negative in VA and higher percents [-percents, percentages] for the Army Reserve, so, 53 percent of women, 39 percent of men. This is actually opposite of what I would have guessed before the study began. I had this idea that, when people were in the reporting-to-DOD context, they would not report problems. Then once they got VA or treatment, they might report problems more. We're seeing that there is some of that. This is, again, some unknown combination of willingness to report and change in symptoms. So we have emerging problems, and then we have a cooling off of problems.
Depression, we have a PDHRA negative turning positive about five percent of the time in the Army National Guard and eight almost nine percent of the time for Army Reserve women, five and a half percent for the men. Generally slightly higher rates in the VA compared to negatives in the PDHRA. Similar to the AUDIT-C for depression we have people who screen positive for depression on the PDHRA, not screening positive once they get to VA over 40 percent of the time and 50 percent of the time for the Reserve here, Reserve men. 
Then down for PTSD we're seeing generally somewhat higher rates of negative on PDHRA emerging problems or signal of problems in the VA, seven to nine percent. Then slightly lower PDHRA positives converting to negative in VA, so, 30 and 25 and 32 and 27, somewhat lower than the other screening scores. 

I think this is kind of the most interesting and valuable and novel part of our study. We also looked at, of the people who are screening positive in VA, what happens to them subsequently. These kinds of studies have been done with the general VA population, but to catch people recently deployed and newly enrolled in VA, that's the novelty of these results. We're getting AUDIT-C positive rates of about roughly eight to ten percent for women and in the eighteen to twenty percent for me. That's relatively similar to what we see in the general VA population. Then of those, who screen positive, what proportion subsequently receive an alcohol use disorder diagnosis--though, these screens are diagnostic instruments, they're to prompt further assessment and diagnosis if appropriate--we see from 19 percent to about 25 percent of positive screens subsequently getting diagnosis, alcohol use disorder diagnoses. 

Of those who get a diagnosis, what percentage receive addiction specialty care. We're seeing in the rate of as low as 11 percent and about 23 to 24 percent in the other three groups. Now by comparison, in the VA generally of patients, who have an alcohol use disorder, about a third in any given year receive specialty addiction care. The Army Reserve women are substantially lower and the other groups are meaningfully lower than the general population. 

Then finally what percentage of those who were diagnosed received medications for alcohol use disorder. In the VA nationally, the rate is roughly six to seven percent, and so the Army National Guard women are somewhat higher than that, and the other three groups are lower with Army Reserve women being very low.

The same results but for depression now. We're seeing how many screen positive for depression in VHA. We're seeing from just under 9 percent to just under 13 percent across groups here. Of those who screen positive, what proportion subsequently receive a diagnosis, quite a bit of variability here from 50 percent to over 70 percent. Then of those who get a diagnosis, what proportion get depression specialty care, mental health care? Three quarters. Pretty uniform rates here. Then receiving medications just under 70 percent, and all inclusive medications is hovering around 70 percent. Similar to the general VA population, these numbers are much, much higher than alcohol use disorder. The rates of specialty care and medication for alcohol use disorder are lower in this sample, lower in VA than depression. 

Finally PTSD, 14 to 15 screening positive for PTSD in this sample. Of those who screened positive between 43 and 54 percent subsequently receiving a diagnosis, and then for patients who receive a diagnosis from focusing on addiction for a long time, these are very high rates of engagement in PTSD specialty care especially compared to alcohol use disorder, over three quarters. Then somewhat over half of patients with a PTSD diagnosis receiving medications. 

In summary between three and nine percent of people who screen negative for any of these three behavioral health problems on the PDHRA, screened positive when reassessed with six months in VA. Conversely 25 to 53 percent of PDHRA, screened negative when reassessed in VA. Then among patients who screened positive and were subsequently diagnosed in the VA pharmacological and psychosocial treatment engagement was higher for depression, PTSD compared to alcohol use disorder. There were important differences based on gender and service component. 

The implications are, for service members who completed the PDHRA within our timeframe and who linked to VA within six months and were rescreened, we found evidence of apparently emerging and resolving problems. Work that we have not done, and I know Kathy Bradley's group up in Seattle has done some work looking at how these problems look upon reassessment just within VA. That would be interesting to know how these results compared to reassessment within VA. Although the vast majority of new VA patients who were diagnosed with depression and PTSD, received needed services improving initiation and treatment for patients with AUD is critical especially for women veterans of the Army Reserve who seem to not be receiving treatment even as often as the other groups. 

We'll open it up for questions. Thank you for your attention. [Pause from 00:41:43 to 00:41:46]

Molly:
First question goes back to Megan's part of the presentation. She asks, "In the logistic question model the significance of age is a bit questionable because results need to be shown to so many decimal places. She wants to know was age entered as a continuous variable or was age categorized at all, and if yes, what were those results in terms of significance of age?

Megan Vanneman:
Thanks for the question, first of all. Age was entered as a continuous variable. It was found to be statistically significant. I can go-- I don't have control of the slides now, but if I went back…

Molly:
Would you like me to give me control?

Megan Vanneman:
Sure. I can go back to the slides if that's at all helpful. 

Molly:
Yes. Okay.

Megan Vanneman:
I'll just scroll up. Alright. Here's age. As the person asking the question pointed out, obviously, the odds ratio is not much worse of one at all, but it was still found to be statistically significant and that is probably due to the fact that we have a relatively large sample size. We did put a categorical variable in for age. 

Dr. Alex Sox-Harris:
I'd also say just the scale is what's the change in odds per year? And it would perhaps be useful for presentation purposes to scale age in decades or some large units, so that it's not such a small change in odds. 

Molly:
The next question or comment is for Alex. It says, "There is evidence that the screens are overly sensitive to false positives, so not all results should be interpreted as clinical changes in symptoms because some are artifacts of screens versus diagnostic testing." I don’t know if you want to respond to that or not.
Dr. Alex Sox-Harris:
I would agree with that. That's an important point in terms of interpreting our results. One thing that we have not done yet but I am interested in doing is seeing how much of our results are driven by one-point changes, so, just [by] the straddling of the threshold and how many are more meaningful jumps, which might really indicate some kind of clinical change. 

Molly:
Great. Another question asks, "For people who screen positive in DOD and then negative in VA, how much of the difference might be attributable to method differences? Sreening in VA by standards is not administered properly many time."


Dr. Alex Sox-Harris:
Yeah. I think there are two parts to that. As asker notes, the way the screens get administered in VA is highly variable, and often not congruent with recommended practice. Some of the wobble could've been driven by that. There's also some evidence from, again, Kathy Bradley's group--who's done so much work on the AUDIT-C, I don't know for the depression or PTSD screens--that people who get an AUDIT-C on an anonymous survey--which the DOD survey is not anonymous, but it is a survey versus a clinical encounter--tend to have higher screening scores on the survey versus when they're reassessed clinically shortly thereafter. 
This on the _____ [00:45:31] when people get an AUDIT-C on the _____ [00:45:34], and then have a clinic visit where they get assessed clinically. What that group noticed was that people tend to underreport in the clinical setting. Some of the what we're viewing as cooling off could be an artifact of the difference between survey and clinical assessment. 

Jean:
Great. You talked a little bit about the process in getting data for DOD and, yea, linking it. I don't know if you have any more specific comments about the process, and do you have any recommendations to researchers who are interested in doing the same kind of thing? 

Dr. Alex Sox-Harris:
Don't underestimate the amount of time that's going to be required, and expect problems. I mean I'm really glad we've done this. I mean we know just within the VA system the issues of you're trying to get a data-use agreement with a program office. That takes time. Then you write you paper, and you want to run it by the people who own the data, and that gets hung up on somebody's desk. All of that is true just within our own VA context. 

Then you're dealing with another big federal bureaucracy with the DOD and you just multiply is, so just don't underestimate difficulties. I think what I said initially was to my knowledge there's not a uniform process or office or help desk. There may be. It would be great if the organizations could get together and make that possible. If that doesn't exist, which I don’t know of it, you really have to find helpful collaborators within DOD who are also well connected to people who actually have the power to sign off on the data-use agreements. Sometimes that could be the same person, but sometimes it's that you have an ally and a sponsor and a collaborator in DOD from whom you are relying on their relationships wih people who actually can sponsor the work. 
Jean:
Another thing I just wanted to quickly add beside Alex's practical comments is that HSR&D actually did create in 2013 a VA-DOD collaboration guidebook for healthcare researcher. That is available as a pdf online. I think that could be a helpful resource to some people. 

Molly:
Jean, if I may interrupt, we also did a cyber seminar on that guidebook, so if you go through the cyber seminar archives online catalog and search by the Timely Topics of Interest Series, you can view that as well. 

Dr. Alex Sox-Harris:
I should read that. 

Molly:
I just want to encourage the audience, if you have any other questions, to, please, type them into the Q&A panel, so that we can ask the panelists. 

Jean:
I was wondering. You had mentioned you had done some multilevel modeling. I was curious to know whether you had looked at any kind of facility variation in terms of veterans looking to VA, and then also in the rate that patients were getting treatments, and was it possibly related to supply of mental health providers? 

Dr. Alex Sox-Harris:
For these analyses we did not look at facility-level variation. In our previous work that's now published in Military Medicine we looked at facility-level variation and linkage generally, so, in models that included everything but the behavioral health screens because it took us a lot longer. This is another example of the logistics where we got lots of individual-level data, but not the PHRA data for almost two years after we got the original data. So we proceeded with the predictive models that Megan presented, absent the PDRHA screening scores. From those models we produced linkage rates, 95-percent confidence intervals for linkage rates by VA facility, and there's giant variability by VA facility. 

We don't know why. I mean trying to explain that variation with the available data is tough. It's prompting new research ideas to go and try to do some, maybe, kind of qualitative work or other kinds of investigations to figure out why some VA facilities appear to have very high rates of linkage and others very low rates of linkage. That might be driven by things that the VAs are doing, or it might be driven by other healthcare options or other things. The work we did prompts more questions. We didn't do it for the work we presented today.
Jean:
Well, it sounds like you have a promising area of research and something that could be useful for operations. It looks like there aren't any more questions in the queue. I want to thank you very much for a wonderful presentation. I think you provided some and did [shared] some very interesting data on a very unique dataset. Molly, did you want to say any final words?

Molly:
I'd just like to thank you all for presenting for us today and lending your expertise to the field. Of course, Jean and Herk [PH] for helping with today's session. I'd like to thank our attendees for joining us, and encourage you to, please, fill out the feedback survey that's going to pop up on your screen in a moment when we close out the meeting. We do look very closely at your responses, and it helps us to decide what future sessions to support. Thank you once again to Megan and Alex and Jean. This does concludes today's HSR&D cyber seminar. Have a great day everyone. 

[End of Audio] 
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