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Heidi:
Once again, thank you everyone for joining us for today’s Patient Aligned Care Team Demonstration Lab Cyber Seminar. Today’s session is Clinical quality indicators among patients with mental illness following the implementation of a patient centered medical home.
Our presenter today is Dr. Kendall Browne. She is with Center of Excellence in Substance Abuse Treatment and Education at the VA Puget Sound Health Care System. And we will be joined by discussant, Ranak Trivedi. She will be here for some discussion at the end and for Q&A. Dr. Trivedi is an investigator with the Center for Innovation to Implementation within the VA Palo Alto Health Care System, and a clinical professor in the Department of Psychiatry and Behavioral Science at Stanford University. And Dr. Browne, let me turn things over to you.

Dr. Kendall Browne:
Okay, great, thanks. So as Heidi mentioned, today I’ll be talking about clinical quality indicators among patients with mental illness following the implementation of a patient centered medical home. Here in VA, you’ve probably heard this referred to as PACT or Patient Aligned Care Teams. And this is work that I’ve done as part of the Mental Health Work Group under the national PACT umbrella. And today specifically, I’ll be talking about examining quality of care in the post-PACT era – so looking at care in the sort of three years post-PACT implementation – to determine if and to what extent we see disparities in care between individuals with and without mental illness.

But before we get started, I’ll ask two quick poll questions and I think Heidi will take over and ask folks for responses on these, just really to get a sense of who’s on the call but also, to get a sense of what your relationship to PACT may be. And our response items, we’re limited to just five responses so I apologize if we had to collapse some categories into one category. But Heidi, is this something you take over at this point?

Heidi:
Yes, so we have the poll up on the screen. We’re wondering what is your primary role in VA. The options are Clinician; Researcher; Manager or Policymaker; Student, trainee, or fellow; or Other. And if you fall under the Other, it looks like I’m seeing here we have a good number of people falling under Other. Please feel free to type your role into the question screen and I can read through those when we are going through the poll results. I’ll give everyone just a few more moments before we close this out and go through what we – who we have in the audience today.

And it looks like we have slowed down so I’m going to close this out. And what we are seeing is 16% Clinician; 36% Researcher; 16% Manager or Policymaker; 0 Student, Trainee, or Fellow; 32% Other. And in that other, we’ve received one comment of analyst. Thank you, everyone, for participating. 
Dr. Kendall Browne:
Great, thanks. And then, we’ll just do one more poll question about folks’ involvement with PACT. 
Heidi:
And our options here are so what, if any, is your involvement with PACT? The options are [bumping on mic] Physician; Nurse; Social Worker or Mental Health Provider; Other Staff; or Not involved with PACT. Again, we’ll give everyone just a few more moments before we close that out. Dr. Trivedi, do we have you on the line? 

Dr. Ranak Trivedi:

Yeah, I’m here. 

Heidi:
Okay. We’re just getting some feedback from your phone. I’m not sure if you can mute or something so we can [interruption]…

Dr. Ranak Trivedi:

Yeah, okay.

Heidi:
Thank you. Okay, so I’m going to go ahead and close out this poll question and we can go through the responses. And what we are seeing is 0 Physicians; 7% Nurse; 7% Social Worker or Mental Health Provider; 25% Other Staff; and 61% Not involved with PACT. Thank you, everyone.

Dr. Kendall Browne:
Great, thanks. So I’ve taken down some notes. I’ll try to tailor things accordingly, especially if we have a good number of folks on the call who may be less familiar with PACT. But just to start us off, I’ll provide a little bit of background information about really why we think it’s important to look at quality of care, particularly quality of prevention and chronic disease management care in veterans with and without mental illness. So I’ll talk a little bit about rates of mental illness among veterans in primary care, disparities we see in veterans with mental illness, and then also, about two VA initiatives within primary care that may be playing a role in some of this. And then, I’ll dive into the methods and results that we’ll be talking about today from our project.

So just to start us off with a little bit of background, I’m sure this will come not as a shock to anyone that rates of mental illness are high in veterans, including veterans in primary care. So some of our previous work with the Mental Health Work Group showed that about a quarter of veterans in VA primary care had at least one common mental health condition with depression and PTSD being the kind of most commonly diagnosed conditions, and substance use disorder not too far off. 
And you know, high rates in and of themselves of mental illness are concerning but we also, unfortunately, see disparities in veterans with mental illness related both to overall health, as well as prognosis. So for instance, we see higher rates of common medical conditions; things like diabetes, hypertension, cardiovascular disease. So a disproportionate percentage of individuals with mental illness are being diagnosed with these medical conditions.

We also see poor prognosis in individuals with mental illness. So a recent paper that came out of the Mental Health Work Group – that’s the Trivedi et al citation – found that veterans enrolled in VA primary care who were diagnosed with depression, severe mental illness, and/or a substance use disorder were actually more likely to be hospitalized or to die within a year when compared to veterans without mental illness. And really, our group started to think about these findings and really try to consider the role that quality of care may play in this overall health and prognosis of veterans with mental illness. So this is really, to some extent, where the finest thinking got started, you know, for us and for me, in particular.
And there are a lot of different ways that we can look at quality of care. One way we can do that here in the VA is to take a look at both prevention of certain conditions, as well as management of chronic diseases. And so for the purposes of today’s talk, I’ll really be focusing on quality of care as it relates to these prevention categories you see here so cancer screening, tobacco use screening and referral, and immunizations, as well as for chronic diseases and sort of the management of these conditions – diabetes, hypertension, ischemic heart disease, and heart failure.

And when we review the literature that’s been completed to date, we do see that there is at least some evidence of disparities in quality of care related to the prevention and chronic disease management categories that I just listed. And since there was a systematic review that was done by Mitchell and colleagues that looked at 31 studies of medical care in individuals with and without mental illness, and about six of those studies were actually VA studies. And the authors concluded that there was some evidence of disparities related to 19 of 20 studies – 27 studies, rather – that were examining mental illness and that 10 out of 10 studies examining substance misuse revealed some level of disparities.


There was also a recent Evidence-Based Synthesis Program review that’s available for download out of HSR&D and this program review looked at 23 studies of prevention in chronic disease management quality indicators, very similar to the categories I just presented. And about 12 of these studies were VA studies. And overall, they talk about sort of inconsistent results available related to many of the categories but ultimately concluded that there was evidence of small to moderate disparities related to cancer screening, immunizations, and also, diabetes care. 

So it mentioned the number of the studies in both of those reviews were VA studies, and I certainly don’t want to argue all of them but I do want to draw attention to some of the findings. And again, to my understanding, all of these studies were done kind of pre-PACT. But when we look at some of these findings, you see that the overall quality of care was typically high but there was at least some evidence of disparities related to cancer screenings, immunizations, and diabetes care. So at least one study found lower odds of breast cancer screening, cervical cancer screening, Pap smears, and colorectal cancer screening in veterans with mental illness. That same study also found lower odds of receiving certain immunizations in veterans with mental illness. And there’s also been at least three studies that have looked at diabetes care and found that veterans with mental illness were less likely, or had lower odds of receiving things like a foot exam, retinal exam, renal testing, cholesterol testing, and HbA1c testing.

Again, as I mentioned, most of these were sort of pre-PACT. So really, since the time of these studies have been done, VA has basically initiated or taken on sort of two key initiatives that were really designed to impact the delivery of care for veterans, really including veterans with mental illness. So the first of these initiatives that you’re probably all familiar with was Primary Care Mental Health Integration. And basically, in 2008, these types of services were mandated across VA. The types of services and kind of exactly what you get in terms of mental healthcare depends on the facility size and the facility size. But ultimately, we saw sort of widespread implementation of mental health services in primary care across VA.

And shortly after that, we also – after PC-MHI – we saw the introduction of Patient Aligned Care Teams, or PACT, which is the VA’s version of the patient centered medical home, which occurred in 2010.
And when we look at these two models together, we can see that this is really quite a fairly comprehensive model if we think of PACT as including PC-MHI with a number of different disciplines represented. And I think a unique feature of PACT in the VA is that it does also include these integrated behavioral health and mental health providers. So all of these services and providers, to some extent, are available within primary care.
And taken together, this PACT model was designed to ultimately develop sustained partnerships with patients. It uses a systems-based approach to improving quality and safety, and is really hoping to enhance access to care to provide this team-based care with all of these different disciplines, to coordinate care among these different disciplines, and also, to be quite comprehensive. And I think based on the comprehensiveness of this model, it’s really hoped that we would see some changes or improvements in the care provided to veterans. And I think it’s also possible based on the pieces that are in this comprehensive model that this particular model might be especially beneficial to veterans with mental illness.

And some of the early research findings do suggest that PACT and PC-MHI may be improving findings for our veterans, which I think is exciting. So for instance, we’ve seen increased mental health diagnoses following the implementation of PC-MHI so we’re potentially doing a better job of detecting mental illness in veterans within primary care. We also, in one study, didn’t see, you know, sort of a huge difference in treatment utilization compared to specialty mental health care or sort of going into specialty mental health care, which suggests, to some extent, that we’re capturing folks in primary care who, you know, could be done after one or two sessions of mental health and don’t necessarily need to go onto specialty care. There’s also been at least one study that has shown that folks – veterans who are kind of touched by primary care in the – I’m sorry, by mental health in primary care who have at least one PC-MHI visit are actually more likely to continue on in mental health healthcare in either PC-MHI or specialty care.

And as I previously noted, our Mental Health Work Group found that patients enrolled in VA primary care who are diagnosed with mental illness had higher EDUs and higher hospitalizations. But through this work, we actually also observed that being seen in both PACT and PC-MHI, so if someone was kind of touched by both of those pieces of primary care, that that was actually associated with a decreased risk in ED visits and hospitalizations.

So if we think about the majority of studies that have been done to date are examining outcomes for veterans with mental illness in sort of this pre-PACT era and that the goals of both PACT and PC-MHI are to actually improve the coordination and delivery of care, particularly for veterans with mental illness. And we also have some data that PACT and PC-MHI may be improving outcomes. It seemed timely to us to really examine quality of care for veterans with mental illness post-PACT, particularly, you know, given that so few studies have looked at outcomes for veterans with mental illness at this point post-PACT.

And we decided to really begin with the idea of simply looking to see if we find evidence of disparities in this kind of post-PACT era with the idea that we could expand this evaluation if we needed to, to look at things like level of PACT implementation status. But this initial data that I’m presenting today is really just this initial look of looking at quality of care post-PACT.

So take a little bit of – a little bit about our method and how we did this. So to examine quality of care, we chose to use External Peer Review Program, or EPRP data. And this EPRP basically looks at performance indicators related to a range of conditions, including both prevention and chronic disease management categories that I mentioned previously. And then, they can be used to examine quality of care. And so basically, the way this data is pulled together is actually through a chart audit by independent external contractors who actually go into the charts and manually abstract this data. So I often say that I’m thankful that we have the opportunity to look at it and also, thankful that I’m not the one who had to go into the chart to get it. But essentially, what they’re doing is assessing clinical quality using standard performance criteria. So if the veteran, say, has diabetes, are they getting a timely retinal exam, and sort of using standard performance criteria related to these conditions to look at quality of care. And previous studies have shown that there is high interrater reliability amongst these raters. 

And so really, again, our initial – in this initial study, we were wanting to just really examine EPRP quality indicator completion rates among primary care patients at post-PACT, so the three years since PACT has been implemented. And we were looking, again, at indicators related to these conditions you see here, so what sort of standard care. So did veterans of a certain – female veterans of a certain age get a breast cancer screening? Was the veteran screened for tobacco? Did they get a flu shot, those kinds of things? And there’s a total of 35 indicators related to these conditions. And again, our sort of main outcome that we were looking at is percentage of patients meeting EPRP quality indicators.
And we were particularly interested in characterizing rates of meeting EPRP quality indicators across six mental illness diagnostic groups. So we looked at depression, PTSD, anxiety, substance use disorders, and severe mental illness, which included both bipolar and schizophrenia. And we also looked at – and any mental illness group that collapsed or sort of combined rather these five groups into an Any Mental Illness variable.

And in particular, we wanted to understand if we really see any differences in the percentage of veterans meeting the quality care indicator when we compare veterans with mental illness to veterans without mental illness. 
And for this initial work, we were looking for – or this initial review – we were really looking for consistent differences greater than or equal to 5% between veterans with and without mental illness. So this is 5% is what we set as sort of the clinically relevant cutoff for this initial review of the data.

To pull our cohort, we – I’ll just talk a little bit about the types of data we used. This is all using administrative data. So to pull our cohort, we used the Primary Care Management Module to identify patients who are enrolled and assigned to a primary care provider beginning basically between April 2010 and March 2013. And essentially what we did was pull three yearly cohorts so April 2010 to March 2011 and so on. And again, we really did this so that we could determine whether patterns of disparities existed. In other words, do we sort of see consistent differences between these groups as we go across the three years post-PACT?

And we also used data from the Corporate Data Warehouse – or CDW – to pull things like demographics, clinical utilization characteristics, ICD-9 diagnoses, those types of things. We also used CDW data to form our mental health groups. So to be considered as someone with depression, PTSD, anxiety, or severe mental illness, you needed to have at least two outpatient visits or one inpatient hospitalization with that diagnosis code. So to be someone in the depression group, you needed to have two outpatient visits or one inpatient hospitalization. For substance use disorder, you only needed one hospitalization or outpatient visit – and this is the same sort of categories we’ve used in our previous work with PACT.

So let’s talk a little bit about what we found. I mean, I’m first going to walk us through just some sample characteristics from our initial cohort to give you an idea of what this population looks like, although it’s probably going to sound pretty familiar to what you’re seen in your research or your clinical work. And basically, for our initial cohort, it included almost four and a half million patients who were enrolled and assigned to a primary care provider. And what you see from a demographic standpoint, pretty much what you’d expect. Average age, 62; obviously almost entirely male; the majority were married; majority were Caucasian; and we also see about a little over 50% also being service-connected at 50% or greater. 
So as far as psychiatric diagnoses or mental illness, the rates are pretty similar to our previous paper. Again, about a quarter were diagnosed with some form of – at least one psychiatric disorder, I should say – and with depression and PTSD, again, being the most common diagnosis, and substance user disorder not too far behind.

So we’ll move on now to walk us through some of our main findings. And what I’m going to do is walk us through figures that are comparing data for veterans with any mental illness to veterans with no mental illness. And this veterans with no mental illness will be our comparison group throughout. We’ll walk through sort of each of the 35 indicators that we examined. And again, I’m going to call attention mainly to differences that were greater than or equal to 5% consistently across the three years that we examined.

So let’s take a look at what we found. So related to cancer screening – or before I dive into that, just across all the graphs that we’ll look at today, the red dotted line is going to be the No Mental Illness group and the blue solid line will be Veterans with Mental Illness. And these, again, are sort of any mental illness collapsed group for these next couple of slides. But basically, related to breast cancer screening, cervical cancer screening, and colorectal cancer screening. We didn’t find differences greater than or equal to 5% between veterans who did and did not have mental illness. So as you can see, these lines are, for the most part, pretty close to one another.
If we move then to tobacco use and referral, we again don’t see differences between the mental illness and no mental illness group. And in some ways, if you look at these graphs, I think it’s showing us that VA is actually doing a pretty good job of this if we look at screened for tobacco use here. We’re basically looking at 99% across the board regardless of mental illness status. We’re also seeing about 96% of patients being provided with counsel, the same, about 96% being offered referral, and a slightly lower 94% being offered medication. But across the board, pretty high rates when we’re looking at tobacco use screening and referral.
If we move to immunizations, we don’t see any differences really here when we look at pneumococcal immunizations. If we look at flu vaccines, however, particularly flu vaccines in veterans ages 50 to 64, we actually see higher rates in veterans with mental illness. So depending on the year you’re looking at, the rates of flu vaccine were 5.7% to 6.9% higher for veterans with mental illness. So sort of in the opposite direction of what we might see if we’re looking for disparities there.

And moving to diabetes, so there are actually 12 indicators that fall under the diabetes umbrella so the next three slides are going to be diabetes indicators. But related to foot sensory exams, foot pedal pulses, foot inspection, and renal testing; we again don’t see consistent differences when we are comparing veterans with mental illness to veterans without.

Continuing with our trend, you might start to notice a pattern here that we again, in terms of retinal exam and cholesterol and blood pressure control, we don’t see differences again that are using that 5% cutoff, consistent differences across the three years examined for those indicators.

Moving on to the next four indicators, we again, using the 5% cutoff, don’t see consistent differences comparing veterans without and without mental illness. We get closest here when we think about certain types of medications so an ACE inhibitor or ARB therapy included in current meds – and we’ll talk a little bit more about these two at the bottom in just a moment.

Moving now to the hypertension indicators, we again don’t see consistent differences between the two groups when we’re looking at blood pressure control and veterans diagnosed with hypertension or even when we’re looking at veterans who are not diagnosed with hypertension, looking at the blood pressure control there.
So cruising through to ischemic heart disease indicators, we again don’t see differences related to these indicators when comparing veterans with and without mental illness. We sort of get close here in 2010 – so you can see this is almost a 5% difference but then you see that it starts to taper here when we’re talking about veterans being on an ACE inhibitor or ARB therapy if they’re LVEF is less than 40 with – and that’s just a left ventricular injection fraction functioning so an indicator of left ventricular functioning.

And moving to the last two indicators for heart disease related to cholesterol, we again don’t see consistent differences across the three years when looking at veterans with and without mental illness. We sort of see a 5% difference here in 2010 for cholesterol being less than 100 but we see that those differences then again start to taper as we get to 2011 and 2012.

And then, moving to the last indicator for heart – for two indicators for heart failure, I should say – we don’t see differences here when we look at folks on an ACE inhibitor or ARB therapy. But we do when we look at left ventricular functioning documented, actually see differences. But again, in this case, veterans with mental illness actually had higher rates of this quality indicator being completed so 4.9% to 5.2% higher rates seen in veterans with any mental illness. 

So I’m going to move now – if you’re kind of like me, you know, thinking about this broad Any Mental Illness group, that’s all well and good to a certain extent. And my first thought was, “What about these specific diagnosis groups?” You know, are we really saying that someone with depression and looking like someone with substance use disorder. So I’ll switch gears briefly and review these figures for our specific diagnostic categories but I am not going to go through all 35 indicators again for each category. I’ll just be highlighting the indicators where we did see that consistent difference across the three years examined. And before you get too worried about having to stare at, you know, a dozen more line graphs, I’ll give you a quick spoiler. We basically only saw an additional six indicators shake out when we look even at the sort of finer grain level.

So similar to what we saw in veterans, we’re comparing the Any Mental Illness group to No Mental Illness, we do see higher rates of flu vaccines in veterans with depression, PTSD, anxiety, and SMI in veterans ages 50 to 64. So again here, the blue line’s going to start changing in terms of what diagnostic group we’re talking about. But basically, depending on which group you’re looking at, rates were anywhere from 5.4% higher here on the severe mental illness group to all the way to 10.3% higher in the PTSD group. So we see sort of the highest rates of folks getting flu vaccines here in our PTSD group.
Also similar to what we saw for the Any Mental Illness comparison is that we see higher rates of documented left ventricular functioning in veterans with anxiety and substance use disorder. This one has been a little bit of a head-scratcher. You know, I’ve asked my analysts to sort of triple-check these numbers because it sort of wasn’t what we were thinking. Hopefully, we’ll have some time to chat a little bit more about this but again, sort of that blue line of mental illness higher than folks without mental illness.

Now, things kind of look a little different than what we saw with the Any Mental Illness comparisons. When we look back to cancer screening, we actually see lower rates of colorectal cancer screening in veterans with substance use disorder and severe mental illness so the rates being about 5.1% to 6.2% lower depending on the diagnosis group and the year that you’re looking at. But sort of a consistent difference across those three years.

If we look then at basically, cholesterol management, overall cholesterol being less than 100. For both veterans with diabetes and veterans with ischemic heart disease, we see that veterans who also then have a substance use disorder have lower rates of that quality indicator being met. So anywhere from 6.2% to 10.5% lower for those veterans with substance use disorder.

We also then, continuing within diabetes, see lower rates of aspirin being included in current medication, ACE inhibitors, or ARB therapy. And this is both for veterans with substance use disorders here on the left and also, veterans with severe mental illness here on the right. And this is where we saw some of the biggest differences just from a numbers standpoint so differences of 6.3% to 11.9% lower depending on, again, which mental health group you’re looking at and which year you’re looking at.

And this is the last indicator for ischemic heart disease. And basically, what we see are lower rates of veterans, again, on an ACE inhibitor or ARB therapy, if their left ventricular injection fraction was less than 40, particular in veterans with severe mental illness. So we see that rates are about 6.3% to 9.8% lower here in this population.

So let’s summarize because I know that was a dizzying amount of line graphs and I promise there are no more in the rest of this presentation. But let’s summarize quickly. So basically, we looked through 35 quality indicators and out of that 35 quality indicators, we only found consistent differences across the three years that we looked at related to eight of those indicators. So both for flu vaccines, we saw higher rates of flu vaccines in veterans with depression, PTSD, anxiety, and severe mental illness. So we didn’t see that for the substance use disorder group but for these four other groups, we did see higher rates of that indicator. We also saw higher rates of left ventricular functioning documented in veterans related with anxiety and substance use disorder or under the heart failure umbrella. And then, we did see, when we were looking for other indicators related to six indicators, rates being lower for veterans with substance use disorder and severe mental illness. So really, the only consistent differences that were showing that veterans had lower rates, at least if they had mental illness, were related to these six indicators, particularly for veterans with substance use disorder and severe mental illness, which, you know, certainly for those who are practicing, I think probably is not going to come as a huge surprise that we see lower numbers for those two groups given that those veterans with substance use disorders and veterans with severe mental illness can be a hard group to reach with care and a hard group to kind of provide consistent healthcare to over the course of time.

So let’s chat a little bit about some of what we found and kind of where we’re heading. So you know, overall, I know we’ve been focusing on our – I’ve been really drawing your attention to where we’re seeing these 5% differences but ultimately, clinical care, I think we can say was high. We’re only seeing differences in eight out of 35 indicators across these different prevention and chronic disease management categories. We really saw minimal differences when we were comparing veterans with and without mental illness broadly. The percent of veterans meeting the quality care indicator were actually higher for veterans with any mental illness on two of 35 indicators. And you know, even when we look and get sort of really fine-grained at the specific mental illness groups, we found very few differences. So just differences on six out of 35 indicators where the percentage of needing quality care was lower. And again, this was for veterans with substance use disorders and severe mental illness.
So where does this, you know, leave us to some extent? You know, I think contrary to certainly some of the non-VA studies that have been done, and even contrary to some of the previous VA studies that were conducted pre-PACT, we were sort of seeing that veterans with mental illness appear to be getting high quality care in this post-PACT era. And we did not look at changes over time related to PACT so we certainly can’t draw conclusions about causality about this being, you know, caused by PACT or PC-MHI. But I think it’s possible that one of the reasons we might see patients with mental illness kind of getting high quality care is because of the specific elements we have in our primary care settings where a lot of that care is delivered. And it’s possible that coordination and quality of care related to some of these indicators has continued to improve in the past decade since some of these earlier studies were done. And some of the folks in our high-risk subgroup have found some data suggesting that that might be the case.

And as I’d mentioned previously, PACT is really designed to improve access and care coordination and including with PC-MHI in that when I say PACT. And I think these two things might be particularly relevant to veterans with mental illness and might allow us to bring this group into the fold of care even more so than they have been in the past, which I think is particularly exciting.
So some limitations we do want to talk about in the context of this data, so this was an observational study where we just examined post-PACT data only using this 5% cutoff. It’s certainly not the only way to look at the data. And while we chose this as a starting point, again, we didn’t involve looking at pre and post-PACT to examine change over time attributable to PACT so we can’t make conclusions related to that. It’s also methodologically different the way we’ve done this from some of the previous VA studies that have been conducted where folks calculated odds of receiving a quality care indicator. So if you think back to the Discussion slide – or I’m sorry, the Background slide – there were studies that were saying that folks had lower odds of receiving a certain quality care indicator. And again, we wanted to at least initially get a sense of what overall patterns look like before we tried adjusting for different variables. And this was really, given that these quality care measures are supposed to occur regardless of patient characteristics so if you are a veteran with diabetes, you are supposed to receive a retinal exam, a timely retinal exam and so forth. And so we wanted to at least take a look at these initial patterns before we’d dive in with other analyses. But I’ll talk about some of our next steps on the next slide.

We also, again – well, this is administrative data so we used ICD-9 codes which can under detect mental illness. So it’s possible we had some folks with mental illness in our No Mental Illness group. We also can’t examine severity, which may be playing a role, to some extent, when we’re thinking back about disparities. And then, we didn’t follow individual patients over time and so we can’t really make conclusions about individual patients at that point.

This is also a VA study with VA administrative data and we, I think, are fortunate – or I feel fortunate to be in a healthcare system that really emphasizes the care of patients with mental illness. And so I think to some extent, these findings are likely not generalizable outside of VA.

So where can we go from here? I think lots of places. One, to be consistent with previous studies, we are planning to look at case mix adjustment models adjusting for both patient characteristics and utilization as a next step in this project. And I think it’ll be particularly interesting to look at those indicators where we saw differences so that the less ventricular functioning documented finding and also, some of the differences we saw related to things like having aspirin and an ACE inhibitor included in current meds. And this will let us look at what variables are associated with those outcomes. 
It also may be interesting to look – or do some analyses related to what may be higher-risk groups so these individuals with substance use disorders or veterans diagnosed with severe mental illness. I’m particularly interested in potentially looking at comorbidity related to substance use disorder. So if a veteran had PTSD and a substance use disorder or depression and a substance use disorder, do the findings differ as psychiatric severity or complexity increases? And there’s some early data that suggests that might be the case.
And then finally, we do want to take a look at how we’re doing compared to other healthcare settings, which has, you know, been done in the past but I think we might see that we’re doing pretty well with some of these number that we’ve found.

And again, the work I presented today was completed as part of the PACT National Evaluation that’s led by Dr. Stephan Fihn as the Director and Karin Nelson as the Associate Director. And this work, in particular, was done by the Mental Health Subgroup, which is led by Dr. Ranak Trivedi, who’ll be joining us. And just wanted to acknowledge some other folks who’ve contributed to this project from start to finish and also, contributed to this particular presentation, as well as acknowledging our funding from different sources. 

And that’s really what I had for today so we can open it up to questions or comments and I would be happy to follow up with anyone over email who has questions or thoughts about what we did or next steps.

Heidi:
Great. Thank you, Dr. Browne. We are – oh, questions coming in for the audience, please use that question screen to GoToWebinar to submit questions and we do have a good amount of time for questions available today.

The first one we have here. It would be very interesting to see how we can improve outreach with veterans that do not come in for prevention, chronic disease management care due to mental health. We do a good job with veterans that do come in.

Dr. Kendall Browne:
Yeah, I think that I would absolutely agree with that and that’s one of the things, you know, this is all falling under the PACT National Evaluation Work Group. So we’re particularly interested in looking at what’s going on post-PACT and given the role of PACT. But as we’ve talked about this as a larger group within our Mental Health Work Group, one of the thoughts we have is who are we missing and are some of the disparities that are detected elsewhere related to folks that we’re not capturing. 

And so one of, you know, I think the first thought that comes to my mind actually is the homeless PACT. So at least here in Seattle, we have a great homeless PACT team that are going out and trying to engage oftentimes, the veterans with severe mental illness or veterans with substance use disorder who are currently homeless or chronically homeless. But I agree. I think, you know, there’s a good chunk of folks we might be missing.

Heidi:
Great, thank you. We don’t have any other questions at this time. Would the audience please take this opportunity – use that question screen in GoToWebinar to submit your questions.
And if we don’t have any more questions come in, we may wrap things up early but I’ll give it just a few more minutes here to see if any other questions come in. 
Okay, next question here. Could you give a sense of what the ends are for the subgroups in your study?

Dr. Kendall Browne:
I could. You know, I don’t have those numbers handy but I should have made an extra table on that. What I can do if somebody is interested, whoever wrote in that comment, I can’t see on my end, if you shoot me an email, I’m happy to send you that table.

Heidi:
Obviously, that ballpark is fine if you have any ideas right now.

Dr. Kendall Browne:
So it depends on – what I have, the tables that I have are actually related to – that I’m staring at right now – are related to each indicator so it’s really kind of fine grain in terms of, you know, what I’m looking at right now are related to having, you know, their cholesterol measured in ischemic heart disease for each of those mental illness groups. But basically – and it’s also by year so having some of those number collapsed across would be helpful. But ultimately, if we’re thinking about 2010 for this particular indicator, there was about 10,000 veterans who had – actually more close to 11,000 veterans who had a mental illness and about 22,000 veterans who did not have a mental illness for that year. But that breakdown changes for each of the different indicators that we looked at in each diagnostic group.

But again, happy to provide more details related to that for anyone who’s interested.

Heidi:
 Great, thank you. The next question here. Do you think under diagnosis is more common for some subgroups such as substance use disorder than others?
Dr. Kendall Browne:
Oh, I mean, this would be totally anecdotal based on my own clinical practice and the fact that I am an addictions researcher. I do think there’s probably some under detection for things like substance use disorder in part because I think veterans are smart enough to know what people are going to tell them when they come into the doctor’s office and say that they’re drinking heavily or using substances. But I also think in VA, we have some veterans who – and I think even outside of VA – some stigma related to mental illness across the board. 

So I don’t know if I can sort of say wholeheartedly or with a lot of conviction that it would just be related to substance use disorder and not a mental illness across the board but I think that that’s something that we should be thinking about. And I think that at least for things like PTSD, depression, and alcohol use where we have population-based screening, we have the opportunity to hopefully remember to ask veterans more than once and we might catch them on a day they’re feeling willing to share some of that. So hopefully, we’ve got some things in place that will let us detect things as best we can.

Heidi:
Great, thank you. The next question here. You mentioned some evidence-based Synthesis work in your background section and as a future direction. But is there any evidence about how VA compares to the private sector?
Dr. Kendall Browne:
I believe I actually just, in the past couple of days – and I’m happy, again, whoever this is, if you want to ask that question, shoot me an email. I actually think that the evidence-based Synthesis program has done a recent review on this. I saw an email about it. I have not had time to track down the actual document but I think there was a different evidence-based Synthesis review that looked at that. I’m not sure exactly what aspects of VA care they compared but that is out there. And some of the specific studies – so some of the studies I mentioned in my background section – that look more focused related to diabetes care or to some specific indicator. Some of those earlier studies do then compare your results to other medical settings and I’m happy to share those particular articles, as well.

Heidi:
Great, thank you. Have you looked at differences of those quality indicators by geographic area as far as the comparison between veterans with mental illness or not? It would be interesting to see if there was a difference by rural or urban location.

Dr. Kendall Browne:
I agree. We have not. There’s lots of things – and this is something that we’ve even talked about as a group is, you know, when we look at this sort of overall picture, if we’re not really seeing differences, how much do we drill down to really try to find them? Because I think if we look hard enough, especially with four and a half million veterans, we could find some things that were significant. But I think understanding patterns of care is certainly interesting and we’ve not actually talked about geography but that’s an interesting idea and I would agree that we probably see some things, you know, folks who are in the major metropolitan areas who are by these medical centers who are coming in for regular appointments, I imagine probably have more – just certainly have more access to appointments where some of these quality care indicators may occur. 

We’ve also talked, to some extent, about potentially looking at level of PACT implementation as something to look at in terms of variability. But that’s an interesting idea but no, we’ve not look at geography just yet.

Heidi:
Okay, great, thank you. That is all of the questions we’ve received in. Oh, they’re coming in really slow but they keep [interruption]. Would you like to speculate about why VA seems to be able to provide comparable care quality to veterans with and without mental health diagnoses?
Dr. Kendall Browne:
Yeah. I mean, so I think one thing that we’re – and as I mentioned and sort of alluded to in the discussion – is that VA is, I think, focused – we are a healthcare system that’s focused, to some extent, and has a lot of awareness around mental illness. So in addition to PACT being implementation, the patient centered medical home, we also have this real emphasis on primary care mental health integration. So mental health is something I think we do really – you know, we do well. Mental health care, we do well, and I think sort of the awareness of that has permeated throughout VA. 

And so I think that that is part of what’s going on. I think that it’ll be interesting to continue to look at the outcomes related to PACT and PC-MHI and I think some of these VA initiatives that have happened like PACT and PC-MHI are contributing to why we’re doing well in terms of veterans with mental illness if we’re thinking about needing to not only, you know, catch and document the mental illness and treat the mental illness but then also, get these other aspects of care done. It could be more complicated when you are a primary care provider and you’ve got all the medical side of things that you need to be taking care of but you also know that this veteran has a substance use disorder or has severe mental illness. 

So I think that some of the PACT and PC-MHI models that have been implemented, I would imagine they’re helping us provide, you know, better access in coordinated care. But again, sort of on the speculation side, something we’re hoping to look at more definitively in the future.

Heidi:
_____ [00:47:53]. So others should be emulating the VA.

Dr. Kendall Browne:
Oh, that’s [laugh] – I mean, I think that it’s – I think I’m most familiar with VA. I’m less – I certainly have not done this type of work related to other systems and so I wouldn’t necessarily say that on that end what they’re doing is wrong. But at least, you know, I was encouraged, I thought, when I saw the data that I presented in terms of we know we looked through graph after graph and saw these lines kind of very close to one another, I was encouraged. So I think that at least some things seem to be going right, you know, especially if we look at things like tobacco screenings where we’re getting 99% of veterans regardless of their mental health status. 
So due to my sort of lack of knowledge of other systems, I wouldn’t want to sort of make broad generalizations there or comparisons. I don’t know, Ranak, if you have thoughts about that that you’d want to add.
Dr.  Ranak Trivedi:
No, I think you said it right. I mean, we’re more familiar with this system. I think some of the initiatives that VA has done, VA’s definitely ahead of the curve in terms of truly integrating mental health through the PC-MHI program. And then, of course, the PACT represents the largest patient centered medical home experiment that we know of. So places like Group Health and others have introduced this idea but we have a larger catchment area.

So it’s not so much whether there’s ways to emulate the VA but I think there are things that the VA’s doing that are helping our specific veterans in ways that I think are exemplary. And integrating and attending to the mental health issue is one of them. I think the double whammy of having the PC-MHI program and then adding the PACT on top, which focuses on access and care coordination probably is, you know, to the point of speculating – I’m speculating here – but it probably is helping us reach some really hard-to-reach population. So to that extent, I think there’s lessons that can be learned from that for other systems.

Heidi:
Thank you. Again, that is all the questions that we have in right now. Not sure if either of you would like to make any final remarks before we close things out or wait to see if another question may come in. 

Dr. Kendall Browne:
I mean, I would just, yeah, would be very open to communicating via email with folks about some of this. As I had mentioned, we’re continuing as a work group to think about what to do next and where to take some of this. And it’s, I think, always more exciting when you’re collaborating and hearing things from people who may be thinking about it or approaching in a different way. So if folks have comments or questions going forward, I would be very happy to chat over email.

Heidi:
Great, thank you. And it looks like we have not received any other questions so we will wrap things up at this time. Dr. Browne and Dr. Trivedi, thank you so much for taking the time for this presentation. We really do appreciate you putting the time into that. 

For the audience, I’m going to close the session out in just a moment here. When I do, you will be prompted with a feedback form. Please take a few moments to fill that out. We really do appreciate all of your feedback. Thank you, everyone, for joining us for today’s HSR&D Cyber Seminar and we look forward to seeing you at a future session. Thanks.
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