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Christine Pal Chee:	My name is Christine Pal Chee and I am a health economist at HERC, the Health Economics Research Center. And we are very pleased to Megan Vanneman join us today to present her work on Iraq and Afghanistan veterans use of Veterans Health Administration and Purchased Care before and after the Veterans Choice Program.

Megan is a post doctoral fellow in health services research at the Center for Innovation and Implementation here at the VA in Palo Alto as well at the Center for Health Policy and Primary Care and Outcomes Research at Stanford University. Her work focuses on the impact of policy change on access, quality and cost in large healthcare systems with a focus on veteran populations in mental health.

Her current work studies the Veterans Choice Program dual VA Medicaid users, performance measurement and post deployment linkage to an engagement in healthcare at the VA. So we are very, very glad to have her here today. And with that I will turn it over to Megan. And actually, I should – sorry, before I turn it over to you, I should mention that if anyone has any questions, please feel free to just send them in. And we will try our best to address all of them. Megan, it is over to you.

Megan Vanneman:	Thanks so much. Thanks, Christine. So I am very excited to be here today. I am carrying some relatively recent research that was completed. Again, I will be discussing Iraq and Afghanistan veterans use of CHA and purchased care, both traditional fee and care that is received through the Veterans Choice Program. And I will be specifically highlighting the Veterans Choice Program as this is a new initiative that was done in 2014 to allow veterans to dually access care in the community paid for by the VHA. And that was largely brought about because of some access issues that were highlighted in 2014.

So I would like to give credit where credit is due. I have had great mentors as a post doctoral fellow in Alex Harris, Steve Asch and Todd Wagner who all have all been involved in this project. And I worked closely with a great programmer here at HERC, Winifred Scott and with Sam Murrell who was the research assistant on this project. 

So just progressing forward, just some acknowledgments. I would like to acknowledge funding from VA’s QUERI Program. And I would also like to thank Amy Kilmer and Jill Francis has helped to organize these projects and engage various research teams. There were seven that were funded under this QUERI program to study the implementation of VCA.

The views expressed here are not necessarily those of the Department of Veterans Affairs or any other organizations that I mentioned. And all of the researchers who worked on this project are employed by the VA.

So I have quick poll question, Heidi, if we might be able to pull that up. I am interested in understanding what your primary role is at the VA. And it would be wonderful if you check the best possible answer. I know many of you have several roles. And the options that should be coming up are research, operations, healthcare provider and other.

Heidi:	And responses are coming in. We will give everyone just a few more moments before we close the pool out and go through the responses. Okay. It looks like things have slowed down. So I am going to close that pool out and I will share the results. And what we are seeing is 53 percent saying research, 13 percent operations, 10 percent healthcare provider and 23 percent other. Thank you everyone.

Megan Vanneman:	Okay. That really helps orient me and understand what kind of questions might be rolling in. I am glad to see that there is a diversity of individuals on the call.

So just a brief outline of the talk today, I will be going over a little bit of the background on the Veterans Choice Program specifically the method that we used in this evaluation and then the results and discuss some of the implications of this preliminary research. And I am happy to answer questions at the end of the talk.

So many of you, of course, are involved in direct work at the Veterans Health Administration. But I always find it’s really important to kind of contextualize some of my research. So there are about 22 million veterans in the United States now. And about nine million are actually enrolled in the VHA system of whom about six million are actual VHA patients utilizing services. And the VA is the largest integrated healthcare system in the United States. So this is really important to take into account as we open care up to veterans outside of the VA.

There are about 150 medical centers nationwide without over 14 hundred other facilities being available for care including community based outpatient clinics. And the global budget in 2014 was about 59 billion dollars. Again, this is really important to keep in mind because of the significant investments that we have made in this Veterans Choice Program, which I will be reviewing shortly.

So on average and a lot of my work as Christine mentioned focuses on veterans who are dual users of system. So on average veterans are actually relying on VHA for about one-half of their care. The few that are getting care through employer sponsored insurance, Medicare, Medicaid, Indian Health Service and etcetera. And there are a lot of particular needs of the population that I studied, those who have been in conflicts in Iraq and Afghanistan. And over two million service members have been involved in these conflicts.

What is particularly unique about these conflicts is that they are in long deployments. And people are frequently redeployed. Combat survival is quite high at about 97 percent. So we have many individuals returning to the VHA systems and needing care for a long period of time. And so we really need to think about how we can best provide care both within the VHA system and perhaps outside of these VHA systems through these purchased care programs.

There are high levels of both physical and mental health problems particularly the signature injury of Iraq and Afghanistan being traumatic brain injury or TBI. Several of the mental health and behavioral health issues that these veterans face include post-traumatic stress disorder, PTSD, substance use disorders and depression.

VHA is, particularly for the population considered, quite a low cost options because veterans can access VHA without copayments for five years after they return. And this has led to a fairly high linkage rate for Iraq and Afghanistan veterans with about 61 percent enrolling in and actually utilizing services in the VHA. And this is quite high in comparison to other veteran cohorts. So again, I would like to reiterate that these veterans are entering the VA, using the VA and will be likely in the system for a long period of time.

So the Veterans Choice Program was introduced to address various access issues. And VCP or the Veterans Choice Program is part of the Veterans Access Choice and Accountability Act or VACAA of 2014. In totality, Congress allocated 16 billion dollars to VACAA, 10 billion dollars is for the Veterans Choice Program, which pays for veterans to receive care outside of VHA. The other six billion was to strengthen services within the VHA System itself.

Individuals are eligible for VCP if they face various access issues such as long wait times and that means that you have to have – you have to be waiting for a service for at least 30 days for a primary clinically indicated date. If you face large driving distances meaning at least 40 miles from a VHA facility or a particular hardship. And those hardships can include having to take a plan or a boat to get services. 

An individual can actually qualify for VCP under multiple categories. And so that is an important thing for me to mention with respect to this research as we classified individuals into either being in a wait time, mileage or hardship categories. Wait time again is waiting for at least 30 days for a service. And individuals who qualify for VCP through wait time are actually specifically qualifying for that service outside of VHA whereas individuals who qualify under mileage or hardship, they actually qualify for any services outside of VHA. So there access has increased considerably in comparison to wait time for services outside of VHA.

It is important to note that there was a small purchase care program what we will be calling traditional fees prior to VCP. And this is really contract care for very specific services such as home based care, nursing, non-emergency surgery and etcetera. So this VCP program really opened up a bunch of different kinds of services such as primary care, mental healthcare and etcetera for veterans outside of the VHA.

So there are a lot of pros and cons of the Veterans Choice Program. But I really wanted to highlight a couple here. Clearly, the intent of the program is to promote broader access and coverage for veterans. And this is opening up services to the communities. It is a great way to do that.

However, we are inherently introducing care fragmentation here defined as having providers both inside and outside of the VHA by promoting access outside of the Veterans Health System. And so by having this care fragmentation, it is possible you can see in the diagram that I have here that we will introduce some communication and coordination errors. That could be occurring due to poor information sharing. So both veterans themselves and potentially their caregivers as well as providers may not be able to clearly communicate care needs from within the system and outside the system and back and forth. And this can potentially lead to contraindicated care or lack of follow up care and some other issues which ultimately might lead to reductions in quality of care and poor health outcomes. This is not to say that care fragmentation inherently will introduce these issues. It is just that it is possible and we have seen evidence of this in the literature before.

So specifically for this project we had two central hypotheses, the first being that there would be more Veteran Choice Program use by the mileage and hardship groups than by the wait time group. And again, that is due to differences in VCP access meaning that the wait time group actually had access just for services that they specifically qualified for where the mileage/hardship group has broader access to services.

Our second hypothesis was that there would be substitution of outpatient care, specifically that there would be a reduction in VHA care after VCP implementation. And we thought that that would be due to potentially a pent up demand for receiving services out in the community as opposed to within VHA.

Our sample started with two million Iraq and Afghanistan veterans. And demographic information about these veterans is available on the OEF/OIF/OND Roster, which is Operation and Direct Freedom, Operation Rocky Freedom and Operation New Dawn. And this is available from the VA Public Health Group.

We narrowed down those 2 million to 1.5 million individuals who were actually VHA enrollees within our study time period, which was between fiscal year 2012 and 2015. And so we looked for enrollment in the Spatient table on the Corporate Data Warehouse or CDW.

Within those 1.5 million individuals we found, 214, 449 individuals were VCP eligible. And this orange triangle will be of particular interest I think to everyone on this call because there are new tables within CDW called the VACAA tables that have information about VCP eligible.

The key variables for our descriptive analyses going forward, I would just like to highlight three although there were many that we had to incorporate for this analysis. But the first one is vc_eligibilitycodeid. And that is located within the VACAA patients’ tables. And that is where we obtained whether or not somebody was eligible for VCP due to wait time or mileage and hardship. And if somebody qualified due to mileage or hardship at any point, we actually counted them as a mileage or hardship individual as they had broader access to services. Importantly, individuals can actually switch between these eligibility categories or actually become ineligible at a different point in time. 

Category_of_care is one that had not really been used by researchers before and is assigned by the staff. And this includes about 80 different types of care that can be purchased: dialysis, primary care, mental health care or any type of care that is actually purchased outside of the system. And we thought this was a really important variable because historically it has been difficult to assign primary care status within the CE data as opposed to other specific specialty services.

We also stop and credit codes within the VHA care to also create categories of care. And in a couple of slides I will be going over those different groups of care. We wanted to make sure that we were trying to compare apples to apples when we were saying what utilization was occurring within VHA and what utilization was occurring outside of VHA.

So we first compared VCP users versus non-users. And this was really important because when you think about a brand new program you are going to have potentially many people who are not utilizing the service even though they are actually eligible for it. And VCP eligible should have received letters indicating that they were eligible for VCP. 

There was a second rollout after the first rollout because there was a change in the distance qualifications. So initially it was 40 miles as a crow flies and that actually got changed to 40 miles driving distance. So there was an increase in the number of eligible through mileage and hardship.

So out of VCP eligibles, there are 214 thousand VCP eligibles that we found in the VACAA tables. And there were 81 thousand who qualified for mileage and hardship. Of those, about one thousand were VCP users and about eighty thousand were non-users of VCP services. They could be used – and that is specifically of VCP services. They of course could be using VHA services and/or fee based services or traditional fee services. Then out of the 214 thousand VCP eligibles there were about 133 thousand who qualified under the wait time category. And of those 2,760 – about 3,000 were actually VCP users. And about 130 thousand were non-users of this service. So immediately you see that there were many Iraq and Afghanistan veterans who were not actually starting to use services at least in the first year of this program.

So what are the characteristics of these VCP eligibles? And many of you who do work with the Iraq and Afghanistan veterans will see that these are highly reflective of the patterns that we see in general and not just for VCP eligibles. So the demographic variables on the left, these veterans are on average in their late 30’s. Between 85 and 90 percent of them are male. Of course, there is a growing female population with this group. The majority had a high school diploma at the time that they actually were actively in the military. I should note that this data on education is from the roster. And so obviously, individuals when they come back to become veterans can go back to school. So this variable can change over time. The majority, about two-thirds were white and about one-half were married as opposed to single or those divorced.

The military characteristics, the majority of individuals here, about three-quarters of them actually were in the Army as opposed to other branches of the military including the Coast Guard, etcetera. And also the majority was active duty as opposed to National Guard or Reserve although the National Guard and Reserve are components that have been utilized heavily in Iraq and Afghanistan conflicts. The vast majority were enlisted as opposed to officers or warrant officers. About one-half were deployed multiple times. And again, this is something to really highlight particularly with respect to some of the physical and mental health issues that arise in this population.

The majority qualified, so about 70 percent through VA priority level one and that means that an individual veterans is at least 50 percent disabled and qualifies for priority level one to get into the VA. About 70 percent had no health insurance. And we analyzed this looking over whether or not they indicated any health insurance through the entirety of our fiscal years 2012 through 2015 meaning the remaining 30 percent had some type of health insurance.

With this population, of course, the enrollment in Medicare, for example, is very small because it is a younger population. And there are some in Medicaid and some with employer sponsored insurance. And this health insurance variable is of course susceptible to the fact that individuals may or may not be accurately disclosing what kind of health insurance they have.

Not surprisingly, there were more people who lived in rural areas and highly rural areas within the mileage and hardship group as opposed to the wait time group. And this makes sense given the manner in which they are qualifying for VCP. The average distance for mileage hardship was also quite a bit higher. So it was well over 40 for the mileage and hardship group and then a little bit over 12 miles on average for those within the wait time group.

And here are just some basic statistics again on VCP eligible users and visits in fiscal year 2015, which was the first year of VCP. So there are about 214 thousand VCP eligibles and about 38 hundred unique VCP users across the entire year. So we looked over the entire first half of the first fiscal year of the program. And about two percent of eligibles for VCP were actually utilizing the VCP services. And we examined this on a monthly basis. And there was a peak of VCP users with about one thousand users that were unique users and about 23 hundred unique visits in July. And it tapered down a little bit in August and September because we downloaded all of our data in October and perhaps not all of the claims had actually rolled in at that time. There is sometimes a little bit of a delay with the fee data.

So when we look at VCP users by care type. So again, I mentioned a few slides ago that we categorized both VHA, traditional fee and VCP care into different types of care. And not surprisingly, the greatest utilization when considered by a number of users was within medical specialty care. And medical specialty care contains a lot of different types of care. So it makes sense that there were about 18 hundred users as the highest number of users in that particular category.

The second largest category was within rehabilitation. And then primary care, alternative medicine followed by mental health and radiology. And again, there are some of these services that were not usually contracted out prior to VCP. So it is interesting to note that they are being utilized through the VCP program. 

There was very limited utilization of compensation and pension, which are the exams that individuals receive in order to tell at what priority level they might be eligible for the VHA, very little unknown which is that we were able to categorize the vast majority of care that was received through the VCP program. And there was very little missing as far as the category of care that actually was received.

Emergency, there was also low utilization with only three individuals using emergency care in the first year of VCP. And other which included items such as nutrition with only one. We found no utilization with dental, dialysis, end of life, VID card, home health, labs, pharmacy, respite, skilled nursing facility or telephone and telehealth care. Of course, all of those can be used within VHA and also in traditional fee. So we will be looking at that data for the top six categories coming up.

So wanted to really present today a specific dive into the top six areas of care where we saw VCP services being used. So in the grey column you can see traditional fee use. In the salmon colored columns you can see VHA use. And in the blue column you can see VCP use which of course is exclusively in fiscal year 2015 as that is when the program began. And the top chart includes VCP eligibles so anybody who was eligible for care versus actual user of VCP which is in the bottom chart. We wanted to look at if there were any descriptive differences between these individuals. And it is important to say here our project was six months long. And so we did dip in the specifics. But we also are really interested in looking at the determinants of care, of course, when we have more data on the VCP program and additional fiscal years of utilization to look at.

But regarding our first hypothesis about whether or not we see differences in average in per capita utilization between the wait time, the mileage and our hardship group. We actually see that for medical specialty care on average individuals in these two choice eligibility types had equivalent utilization at one point, five visits per capita.

And in the fee data, what is really important to know that is that you can see different line items for various services that are provided. And so you need to actually roll those up in order to actually tell whether or not there are individual visits received.

For our second hypothesis, we were interested in whether or not we would actually see changes in VHA utilization per capita after the VCP program was put in place so in fiscal year 2015. I am have used green here to highlight if our hypothesis was correct and red if our hypothesis was incorrect. So it was correct if we saw the lowest VHA utilization after VCP went into place. And you can see here that for VCP eligibles and for medical specialty care it is the lowest in fiscal 2015. For VCP users and the wait time group, it is not necessarily the lowest. So we see slightly low per capita utilization in fiscal year 2012 than in 2015. But it is lowest for the mileage and/or hardship group in 2015.

Looking at rehabilitation visits per capita, we see that, as suspected, the mileage and/or hardship group had slightly higher utilization than the wait time group at 6 versus 5.8 visits per capita. And the majority of the time here we see that there is the lowest VHA utilization for rehabilitation in fiscal year 2015. However, the exception is for mileage and/or hardship with not the lowest occurring in fiscal year 2015. Again, you see in fiscal year 2012 a slightly lower utilization rate.

But we should note here that there are very small ends for the number of VCP users when we go back in time. And the actual eligible are quite higher. So as these numbers increase with VCP utilization, these trends can potentially be altered.

Primary care, there were – again, our hypothesis was shown to be correct that for the mileage and/or hardship group we see slightly higher primary care utilization per capita than individuals in the wait time group. And across the board for VCP eligibles and VCP users we see the lowest per capita utilization of primary care visits in 2015 after the VCP program took place.

For alternative medicine there was actually lower utilization. So it was not as we expected for the mileage and/or hardship group at about 5 visits per capital as compared to 6.1 visits per capita for the wait time group. And here we see the lowest utilization in alternative medicine in fiscal year 2015. However, there are not actually any utilizers as the alternative medicine. So this is important to take into account. We see very little alternative medicine utilization within VHA per capita prior to that point in time. So it just might not have been affected greatly by the VCP program.

For mental health we do see that the mileage and/or hardship group does have higher per capita utilization of mental health visits as opposed to the wait time after the VCP program took place. And I think this is really interesting because many people believe that mental health care within the VHA system is great and that we would not actually see any shift outside of the system. So it is interesting to note that there is some utilization going on outside of VHA with community providers. So I think this is an area that is great for research. And I am interested in studying individuals with mental health conditions and what happens with their changing behavior after VCP. So when we look at VHA utilization after the VCP program took place in 2015 we see that there is the lowest VHA utilization per capita within the mental health category after VCP took place so again in accordance with our hypotheses.

For radiology there were actually equivalent levels of VCP visits per capita for both the wait time and the mileage and/or hardship group after VCP took place. And for choice eligibles there was the lowest VHA utilization after VCP in fiscal year 2015. But that was not the case for VCP users specifically. And again, this is limited by the fact that there are low numbers of VCP users within this category.

So a quick summary of the results, we do see that per capita VCP utilization was often higher for the mileage hardship group. But it was not always the case. And this is as compared to the wait time group. It was higher for mental health with the mileage hardship group by a consider amount, rehabilitation and also within primary care just slightly higher. It was equivalent for medical specialty care and radiology and lower for alternative medicine. So there could be different dynamics that are going on. And again, user descriptive statistics so clearly we need to do more investigating into any changes in behavior.

Per capita VHA utilization was generally lowest after VCP implementation as suspected compared to before VCP implementation specifically fiscal years 2012 through 2014. And this was the case in all six of the care groups that we examined. So those are the top utilized areas of care and across those eligibility types for mileage, hardship or wait time. And this was also the case most times and 8 out of 12 of the times for VCP users. The exception was within radiology, the wait time group for medical specialty care and for mileage hardship rehabilitation.

So it is really important to discuss some of the limitations of the data. First of all, this is an analysis of the first year of the program. And there could be different dynamics going on as individuals learn more about the program or as changes to the program occur. This Veterans Choice data is new in CDW. And it is really important that we further evaluate all its capacity to make sure we are utilizing all of the variables that might help us learn a little bit more about the population that is eligible for it and the population that is actually utilizing services within the VCP program.

I just wanted to point out something that we have learned about the data. So currently there is no historical VCP eligibility information in CDW. So if something, all five in a certain manner such as mileage or hardship and actually switches into a wait time category or switches into being ineligible in the program, there is not a dating of one that occurs or which eligibility type they are switching to. So you have to assume in the analyses that they are eligible for that particular reason. So we did see some utilization by 849 people specifically who actually were not currently eligible for the program. They could have been eligible before. But we were unable to tell why they were ineligible if they were eligible to wait time circumstances, mileage and/or hardship. So it is really important if you utilize this data to know some of the limitations about it. 

Future work is definitely needed to examine the validity of the category of care variable that we use. So these are assigned to us at the time that individuals are authorized to have care. And I think it would be interesting to examine whether or not they match with the CP tiers and specialty types of the providers that they actually see.

Some implications of this research, first of all, we see fairly low VCP utilization. But it is really hard to tell why we are seeing that low VCP utilization. And I should mention here that there were several groups that were funded by the same QUERI grant to do qualitative interviews with veterans on specific issues such as women’s healthcare, PTSD, etcetera. So they have the ability to comment on what might be driving some of this low utilization. 

But within our truly quantitative analysis, we do not really know if we see low VCP utilization because VHA access was relatively adequate to VCP. So that would mean that veterans may actually not have a great need for care outside the system. And that could be reflected in our data. Veterans could also prefer their care within the VHA and not want to seek services outside the VHA system. It might be easier for them to use another source of payment such as their employer sponsored insurance program, Medicare, Medicaid, etcetera and actually access care outside of VHA. And they may be reluctant to use the VCP program. Additionally, veterans are still learning about the program. And so we may actually see a greater uptake of the program over time.

VCP implementation also from what we can see where this descriptive data might have had an impact on VHA utilization amongst this group of Iraq and Afghanistan veterans. And again, we are limited by the fact that this is descriptive information. But we do see trend toward a decrease in the amount of VHA care that they are actually receiving after this program was put into place. And so to suggest that further research might eliminate what is really driving that change.

So I think this research is particularly important because of VHA’s changing role. So the VHA has really, as I mentioned, been this great integrated healthcare system. And it is shifting a little bit to having a role as a payer as well for paying for more services outside of the VA pay system and being responsible for making sure that that system works. There is possibly going to be a consolidation of the traditional fee and VCP program. And it will be interesting to see how that is organized. 

There is also a lot of pressure from Congress to examine how the VHA is doing. And interestingly, just a couple weeks ago, Senator McCain mentioned a program he wanted to push forward called the Care Veterans Deserve Plan. And within that plan there was mention of providing VCP cards to all veterans within the VHA. So clearly that would be a tremendous shift in the number of veterans that would be eligible to receive services outside of the VHA system.

I also think the external environment is really important to take into account. So outside of VHA there is a huge focus on decreasing care fragmentation. And this has also been, of course, addressed within the VA Pay system itself. But through the Affordable Care Act there has been a real push to increase the number of accountable care organizations, which aim to decrease care fragmentation and really focus on improving quality and outcomes within the system while also decreasing costs. And there is mixed evidence in the APO literature about whether or not they have actually been able to achieve this. 

So it begs the question whether or not this is going to create an interesting dynamic between how we organize care within VHA and also allow for access outside of VHA when we have these kind of – when we have a push within VHA that there possibly could be increased care fragmentation due to increased access outside of the system.  While outside of VHA we are seeing this kind of pull to improve care coordination. So hopefully these systems can really work together to make sure we are providing the best possible care to veterans.

So at this point I believe we have plenty of time for questions. And I would love to receive any that you might have.

Christine Pal Chee:	Great. Thank you, Megan. As Megan mentioned, we have quite a bit of time for questions. So if people do have any or if there is anything people would like to discuss, this is a great time for it. So please send them in. To get us started Megan, I actually do have a question about a statistic you shared very early on the in presentation. You had mentioned that there are about 9 million of VHA enrollees and about 5.8 million VA patients. And among those patients, the patients relied on VHA for about 50 percent of their care. Can you share where you got that statistic from?

Megan Vanneman:	Sure. I think that one and I am happy to email that to the group. But I have a citation. Let me email that out. So those stats were primarily from a VHA website. But I am obviously not going to be able to remember the URL off the top of my head. But let me see. Now you can see my computer screen. I can actually pull that up. I had the citation in a different slide deck that I had. But I am happy to get that out to the group.

Christine Pal Chee:	Okay, sure. So you did actually have two sources at the bottom of that slide. I was not sure if it was one of those.

Megan Vanneman:	Oh, yeah. Great. I thought I might have taken them out. So let me scroll to that. Yeah, the 50 percent might have been in the – it probably Giroir and Wilensky piece.

Christine Pal Chee:	Okay, perfect. Thank you.

Megan Vanneman:	Thanks for pointing out that I did have those citations in.

Christine Pal Chee:	So we have a few questions coming in. So we will just work through them. Do you have plans to compare costs between VCP and traditional VHA for this cohort?

Megan Vanneman:	Yes. So my specific interest is in veterans with mental health conditions in particular. Particularly given the fact that there has been a lot of research substantiating that here in the community for mental health in particular is great. However, it can sometimes be limited by cultural competencies for veterans in particular. So I am really interested in looking at cost as you mentioned as well as quality and potential outcomes and the differences between the two systems.

Christine Pal Chee:	Okay, great. I think that would be really interesting to look at. The next question is concerning the mileage and hardship group. So these are the VCP eligible. Have you looked at the amount of care these patients are receiving or maybe the number of episodes of care? It seems like the underlying question is once someone uses VCP what is the typical pattern of care? So do they just use it once it and they stop or they use it and continue it or they use it then they become familiar with the system and so they use it more?

Megan Vanneman:	That is a great question. So I think this is an area for further investigation. And that is particularly because what we were able to look at here was the first year of the VCP program. We could have looked it at of course within the first year of the program once somebody actually switched or started using VCP care, but there is some stickiness there. Did that individual continue, for example, seeing a primary care provider outside of VHA? And I think that is a really important thing to look at. Just because of the short time frame for our projects we could not investigate that. 

But in future research I think it is really important to see whether or not changes in the way that you are utilizing and the way the veterans are utilizing care actually sticks. And if they actually continue to utilize services outside of the system or if they end up returning to VHA for the different types of care. And that is why I think it was really important to obviously look at different types of outpatient care in this case. Additionally, it will be interesting to look at inpatient care in the future.

Christine Pal Chee:	Great. And Megan, just to clarify, is this something you have done already or have started to look at? For example, do we know – are you able to look at veterans who use the Veterans Choice Program and then whether they continue to use the VA at all for any care?

Megan Vanneman:	So we have not started looking at it. But it is definitely something that is feasible to do by tracking the dates that individuals receive care.

Christine Pal Chee:	Okay, great. Thank you.  And this is a more specific question. Could you explain how you determine the number of encounters or visits for authorization?

Megan Vanneman:	Sure. So these are actually not just to clarify about language. There is separate data within CDW that actually includes information about authorizations for care. And CVO has been really in charge of disseminating information about authorizations, the number of authorizations. But this is actually utilizing – I think we are actually the first group who has actually looked at utilization, but actually using utilization data. So all of this utilization data is collected from the fee within CDW as well as the FDSC, our fee basis plan system. And we counted a particular visit in this case occurring – so visits within the fee data you can actually see, for example, one line for a particular CPT or a procedure that is done for a separate line for another procedure that is done, etcetera. So we counted up all of those as one visit if they occurred on the same day and if they fell into the same category of care. So somebody could get multiple procedures done in a primary care visit and we would count that as one visit as opposed to multiple visits.

Christine Pal Chee:	Thank you. And Megan, I am wondering. Someone is asking about whether or not you are able to distinguish whether someone just received the referral for VCP care versus whether they actually completed VCP care. Now I am wondering if you actually – if we can actually observe people who are just referred to the program or referred for specific care.

Megan Vanneman:	Right. So I would say that there are several layers to that. The first is whether or not an individual received perhaps – an individual can receive a consult within VHA where they actually tell you hey you should be going – you might want to go out and receive care through VCP. And so that would be in the consult data, which I have not personally looked at. But then after that referral is made, then the veteran reaches out to the third party administrator, which is either Tri West or Health Net visit to TPA [PH]. Then there is information that is tracked on whether or not a payer is authorized and the number of authorizations.

Then after that, we need to see whether or not they actually access services. And that is what we focused on for this particular analysis is whether or not they actually utilized the services. But somebody else could certainly access data on whether or not there is an initial consult that is made that suggests that care be received outside of VHA as well as the second layer, which is whether or not particular authorizations pop up for care.

Christine Pal Chee:	Okay. Thanks, Megan. There is another question that came in about integrated medicine. So the question is do you have more information about what type of integrated medicine modalities veterans were using and whether those were also available within the VA.

Megan Vanneman:	Yeah, so this is actually a great question because I am doing a separate project on complimentary and integrative medicine. So within this analysis we lumped all of them together into a particular category. But there are different – depending on whether or not you are looking in VHA or in fee data for both traditional and for VCP care there are different types of complimentary and integrative medicine that individuals can receive. So you can tell that by both the category of care variables that is within the fee data but also within VHA there. You can also use CPT codes. I would be happy to answer any follow up questions at that end. You know since I am working on a separate project.

Christine Pal Chee:	Oh, great. Thanks, Megan. Megan, earlier you had talked about authorization for care. Can you clarify what that is or what that means?

Megan Vanneman:	Sure. So in the traditional fee program individuals would actually have to get authorized to receive care outside of VHA meaning that they were given permission to receive services outside of VHA. There is a similar authorization process when individuals qualify for services through wait time because they are qualifying for particular services received through the VCP program.

So anytime that an individual is enabled to actual receive services, they get an authorization for receiving service outside of the VHA. Whether or not they actually go receive services is a separate question, again, which we tried to address here. But it really is just a stamp of approval or an authorization to receive care outside of the VHA.

Christine Pal Chee:	Okay, thank you. And while we wait to see if any other additional questions come in, Megan, I did want to ask if you or the team has plans to continue this study. You had mentioned earlier that there are various reasons that could explain the findings you found so far at least for the first fiscal year, fiscal year 2015. But it seems like if we were able to look at additional years, let us say this next one, we might be able to tease out some of those possible mechanisms or reasons why we found such low utilization in the first year.

Megan Vanneman:	Yeah, we definitely do have plans. So we are working on a pilot grant that specifically examines the quality of the data which I think is a really important step. And also to assess the different kinds of analyses that we could possibly do because I think it is interesting to look at this data on a national level. But it would be additionally interesting to see if we have enough power to be able to analyze this data on a regional and facility level basis. And I am also personally interested in pursuing a career development or an IRR to look at this data in the future when we have additional years so even beyond fiscal year 2016.

Christine Pal Chee:	That is great.  We will look forward to those results, Megan. I think that is it for questions.

Megan Vanneman:	Great, Christine. I wanted to just – once again, I know I thanked them at the beginning of the talk. But I did want to extend a special thank you to Joe Francis, Amy Kilmer and also Donna Whitehead who is at CBO for all of their help in helping to guide our project as well as other projects. And they were just tremendous support and were really helpful in us finding out who we should be talking to and providing really constructive feedback on the project. And again, I would like to thank all of the collaborators on this project too.

Christine Pal Chee:	Thank you. And so I guess we will turn it over to Heidi at this point.

Heidi:	Thank you. Megan, I also want to thank you so much for taking the time to prepare and present today. We really appreciate you taking the time out of your schedule to present today. For the audience, I am going to close the meeting out in just a moment. When I do that, you will be prompted with a feedback form. Please take a few moments to fill that out. We really do read through all of your feedback and use it for our current and upcoming sessions. Thank you everyone for joining us for today’s HSR&D cyber seminar. And we look forward to seeing you at a future session. Thank you.
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