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Heidi:
Welcome to VIReC using data and information systems and partnered with Research Cyber Seminar Series. Thank you to CIDER for providing technical and promotional support. Today is the second partnered research cyber seminar for FY 2017. Presentations in the theories focus on VA data use in quality improvement and operations research partnerships. This includes query projects and partner evaluation initiatives relating to data resources.
This slide shows our schedule for the fiscal year. Sessions are typically held on the third Tuesday of every month at 12:00 p.m. Eastern. You can find more information about this series and other VIReC cyber seminar series on our education page.

Today’s presentation is from PEPReC, the Partnered Evidence-Based Policy Resource Center based in Boston. PEPReC uses rigorous data analytics to evaluate and improve the quality and efficiency of VA healthcare. 

The presentation today is titled “Application of Basic Supply/Demand Concepts to CDW Data to Optimize Staffing and Access at VHA Medical Centers.” Our speakers are Dr. Steven Pizer, Dr. Christine Yee, and Ms. Taeko Minegishi. All three with Healthcare Financing and Economics – HCFE – and at PEPReC at the VA Boston Healthcare System. 

Dr. Pizer is the Chief Economist. He is also Associate Professor at Northeastern University. His research interests include health econometrics, compared effectiveness, access to care, and the economics of public and private health insurance. 


Dr. Yee is a research analyst. She is also an assistant professor at the University of Maryland, and her research focuses on provider incentive structures, impact of healthcare reform, access to care, and healthcare utilization. 

Last, we have Ms. Minegishi, who is a data analyst and she’s currently a PhD candidate at Northeastern University. Her dissertation research entails quantitative methods for healthcare research and policy.
And now, I’m pleased to welcome today’s first speaker, Dr. Steven Pizer.

Dr. Steven Pizer:
Okay. Hello, this is Steve Pizer. I’m just going to share my screen and switch to slide show mode. 

So thank you here for the nice introduction and I apologize to everybody for the quality of my voice. I am not usually quite so raspy but I’m recovering a little bit from the flu from the last couple weeks. Fortunately, Taeko is here in my office with me and if I wander completely off topic, she will redirect me.

So we are supposed to be talking about how we can apply basic supply and demand concepts from economics to think about staffing and access to care at VA medical centers, and use VA CDW data to do some modeling supply and demand. This is all related to the access crisis of 2014 and ongoing work to try to prioritize access for veterans to the VA system and think about how much access we can support with our current infrastructure and how much of a Choice program you need, how big that needs to be. So that’s the topic for this morning.

So I’ve talked about this a little bit. We’re going to apply basic concepts of supply and demand that come from economics. We’re going to apply them to VA access issues and then, we’re going to – because this is a VIReC seminar, we’re going to take some time to explain how you can access to data sources – both VA data from CDW and some other non-VA sources to create some analytic files and do some modeling.

We’re going to start by doing some basics of – some conceptual basics of the market for VA healthcare and the supply and demand framework. And one of the first things for any of you who have taken Principles of Economics before, usually in a supply and demand framework, you’ve got a graph of supply and a graph of demand, and you are graphing those things against prices and quantities. But VA care isn’t really allocated by prices. Most VA patients don’t pay prices so we have to think about another framework for how we’re going to model supply and demand for VA care without prices. 

We’re also going to think about whether demand for VA care is elastic or inelastic, and the elasticity of demand is another economics concept. And what it really means is in a price context that prices change a little bit. Does demand change a little bit or a lot or not at all? So it’s going to be an important concept to understand the dynamics of supply and demand and also, it’s going to have improved policy implications for what VA managers can do based on the kind of demand that we see.

So I’ll do that part and then, we’ll talk about combining different data elements from different resources to create our analytic files. Taeko’s going to do that part. And then, we’ll give some results and talk about strategies for optimizing the allocation of resources, specifically with respect to mental healthcare and Christine is going to do that.

And then, we’ll talk about policy and there’ll be some questions and opportunities for people to ask us questions or make speeches or whatever it is that you want to do.

So we’ll start with the basic economics of VA healthcare, supply and demand without prices. So one of the basic facts about veterans getting care – healthcare – from the VA is that they mostly don’t have to pay for it. The VA is not an insurance scheme, people don’t pay a premium or an enrollment fee. There are copays for some VA care but those copays are on the low side compared to typical commercial insurance copays, and the majority of VA patients are not subject to the copays.

So if we think about VA care as being practically free to a lot of people, you might think that veterans should get all their care from the VA because it’s basically free. But we know that even veterans who are in a priority status where they pay no copays, even those veterans don’t get all their care from the VA. They also get care from commercial insurance, they might get it from Medicare, a lot of them do. And they might get other kinds of care, as well. In fact, the typical veteran gets less than half their care from the VA, a typical VA enrollee.

Down here in the – I don’t know if you can see my cursor – but down here in the lower right hand corner of the screen, there’s a little balance kind of seesaw thing. And it says that a five-day wait roughly balances against a $300 premium. That is an estimate that some colleagues and I computed five years ago for how the average veteran decides whether or not to buy a Medigap plan. So the average veteran who is dually enrolled in Medicare, you might think, “Well, why would they buy a Medigap plan? That’s an insurance plan, you have to pay for that. They have the VA, which is basically free.” But what we found is that when waiting times for VA care went up – about five days for the average appointment – that the typical dual _____ [00:09:42] veteran was willing to pay about $300 a year more in premium for Medigap. In other words, time is money. So even though VA care is free in terms of money almost, it’s not free in terms of time.

So VA hospitals and clinics might not be convenient to where you live so you might have to travel. There’s a time cost in that and there’s also other costs associated with travel.

VA providers aren’t necessarily free to choose. You can change providers. Mostly, you get assigned a provider. Not all treatments are available. Sometimes you have to wait before you can get the treatment that you want. You may have to wait for a while before you can get an appointment.

So there are a number of non-financial costs of getting care at VA that you don’t face in the same way when you get care outside the VA. So veterans have to balance the low financial costs of VA care against the distance, lack of choice, waiting times when they make their decision about whether to get care in the VA or outside. And for any given service, a typical veteran could go at – could choose to get VA care or they might choose to go outside as they balance all these characteristics.

This slide just gives you a little bit of summary of who we are, the Partnered Evidence-Based Policy Resource Center (PEPReC) provided here. So probably should’ve had this a few slides earlier. Taeko, Christine and I are all affiliated with PEPReC. PEPReC is relatively new so many of you may be unfamiliar with it but it’s another resource center much like VIReC, or a health economics resource center. Our mission is to do timely work with rigorous data to support the development of high priority policy, planning, management initiatives, and to refine measures that are used by VA management on access to care, productivity, demand, capacity, things like that.
I’m going to skip the details unless there are further questions on this. We’ve been around for about a year and a half now and so we do some of this policy-oriented work like we’re talking today. We also do a number of randomized program evaluations. I think we’re going to be doing some additional cyber seminars on some of those later in the year. So a bunch of stuff like that.

Alright, Market for VA Healthcare. So this is our supply and demand framework. We have our two axes – our vertical axis, horizontal axis. Instead of prices, we’re going to put the waiting time on the vertical axis. This is really the part of those non-financial costs – waiting times, distance, choice of provider, choice of service – it’s the waiting time that really fluctuates the most for a given patient. So waiting time goes on the vertical axis. The number of appointments goes on the horizontal axis so that’s very much like the standard quantity in a supply and demand framework. 

Then we’re going to put in our supply and demand curves. The demand curve slopes down. What that means is when waiting times are high, veterans want less care from the VA; therefore, they demand less care from the VA. Another way of saying that is waiting times go up, more veterans go elsewhere. That’s our demand. The supply curve slopes up. What that means is that as waiting times increase, local VA management feels some pressure. And there’s a number of things that they might do to try to create more appointments to accommodate the increased demand. For example, they might urge providers to fit in more walk-ins to take advantage of no-shows and fit in more people. They might talk to providers about not taking vacation at a time when there’s a lot of demand for care. They might bring in more temporary providers. If we’re talking just about mental health, they might shift some resources around from one service line to another. 

So very much like a standard supply and demand framework, supply slopes up, demand slopes down. I should say initially, we weren’t sure whether we would see the supply curve sloping up in the data but we do in fact see that. 

Then we put in the equilibrium where supply equals demand. W* is the wait time that sets demand equal to supply. A* is the equilibrium number of appointments where supply and demand meet. 

Alright. So then, one of the questions that really animates this whole thing is we know that waiting times are a big issues, we know that access to care in the VA is important and is controversial. That puts pressure on Congress and on VA leadership to provide additional resources and expand capacity either through the Choice program or by opening new clinics. But if we do that, what should we expect to see happen? Should waiting times come down? Should access improve because we expanded? Or should we expect that demand will grow to fill up the new capacity, leaving waiting times about the same? If it’s the second, if demand is just going to grow, it’s possible that VA will not be able to satisfy the demand no matter how much we expand. We would like to know if that’s going to be true, or to what extent that will be true.

So this brings us to our first poll question. Thinking about your own facility, what do you think would happen at your facility if capacity expanded? Think about the wait times that veterans face at your facility, think about any experience that you’ve had of capacity expansions lately at your facility or at affiliated clinics, and tell us whether you think that expansion of your facility would improve wait times, or if wait times really wouldn’t change that much. So I think you’re seeing the poll.

Heidi:
Yes, the poll is up, responses are coming in. I’m going to give everyone just a few more moments and we will close the poll out and go through what we are seeing here. 
Okay, looks like we are slowing down so I’m going to close this out. And what we are seeing is 42% of the audience saying they think wait time will improve and 58% saying demand will grow to fill the new capacity with same wait times. Thank you, everyone.

Dr. Steven Pizer:
Heidi, how many responses did we have there? 

Heidi:
It was – I don’t have a number but it was 60% of the audience voted.

Dr. Steven Pizer:
Okay. Well, so the audience, I think, is reflecting a lot of the same feelings that we got from policymakers. When we get to discussion, I’ll be interested to hear the strengths of your convictions about these things and what it’s based on, whether you had direct experience opening your capacity and so it filled right up or what. I think when we talk to policymakers, we get everything from confidence that if we expand things will get better to having no idea to confidence that, you know, it’ll be jammed the day we open the door. So we’re trying to do some analysis to inform that.

Alright, back to our diagram. So here, we’ve got our supply and demand curves and our equilibrium – W*1 and A*1 – but we’ve drawn the curves in a particular way. This diagram has the same supply curve as we had before but the demand curve is drawn to be a little steeper. What that means is that demand is relatively inelastic. So as wait times drop, demand doesn’t change that much. 
So let me show you what happens when they expand, when we add new capacity if demand looks like this. So we’ve added some new capacity and that shifts the supply curve from Supply 1 to Supply 2, which is drawn in red. Supply 2 is bigger and the equilibrium is down the demand curve from W1 to W2, which is lower. So when demand is inelastic, you see a decrease in waiting time, an increase in the number of _____ [00:21:23], but a relatively small increase in the number of appointments compared to the decrease in wait time. 
[Coughing] Alright, excuse me for a second. Now we’ve got a different setup, same supply curve, but demand curve has been drawn differently. It’s much flatter. So this demand curve is more elastic. If there’s a little bit of a change in wait time, demand can change quite a bit. Let’s see that happen. We introduce the new supply curve, it’s the same as before, exactly the same. But this time, waiting time just drops a little bit and the appointments go way up. This is an example of increasing capacity with elastic demand. And the result is not much change in waiting time. 
So now, we’ve got to the second poll question. Based on what you’ve seen, if you want to reduce wait times, what’s better? An elastic demand curve or an inelastic demand curve? 

Heidi:
And we’ll give everyone a few moments to respond here before we close it out and go to the results. In just a few more seconds, I’m going to close it out. Okay, so what we are seeing is 77% of the audience saying inelastic demand and 23% saying elastic demand. Thank you, everyone.

Dr. Steven Pizer:
Alright, good job. Yes, just from a standpoint of reducing waiting times, it’s better to be facing inelastic demand. Now, of course, that’s a pretty narrow perspective just trying to reduce waiting times. Even if we’re facing elastic demand and we expand the capacity, we’re serving more veterans, that’s not a bad thing. But if we’re under pressure to improve access and we want to show results, inelastic demand is better for us. [Coughing] Excuse me.

There are some classic reasons why elastic demand – why demand might be more elastic. One of them is that people have more alternatives like Medicare Advantage plans, if Medicaid expanded in your state or if you have higher income. [Coughing] If we’re talking about mental healthcare, which we are going to be doing, having more VA providers, more VA mental health providers relative to enrollees leads to more elastic demand. This is something that’s going to come out of our estimation. This isn’t something that’s obvious in theory. 
Lastly, if people have more time to adapt, demand will become more elastic. So even if in your market demand is inelastic and wait times come down when you expand your capacity, over time, you can expect demand to grow.

So that raises the question – empirical question – around the country, “Is demand for VA care elastic or inelastic?” So I’m going to have it off to Taeko to talk about the data on how we’re going to address that question and I’m going to withdraw into the background and cough over in the corner. Go ahead.

Taeko Minegishi:
Alright. Hi, everyone. So we’ll give Steve a little bit of a break so he can answer some questions. Okay, so I’ll talk about some of the data that we used. So the types of data that we used were mental health clinic wait times, and we’ll talk about how we created those wait time measures, VA enrollment and demographics data, staffing and hiring data, facility locations, Medicare Advantage penetration rates by state, Medicaid expansion dates. And I’ll talk about where we get these data from, where the research tapes are.
So for the wait times, we used the CDW’s Appointments and Visits table and we created these wait times by calculating them. And I’ll go through that in the next couple slides. We also used current enrollment cube from VSSC. For the mental health clinical staff numbers, we used the Physician’s Productivity BioXL. And for some hiring data, which was specifically to meet President’s 2012 Executive Order to improve access to mental health services, that was – that came from our partners in the Mental Health Office. And we used the public data, which are Medicare Advance State and County penetration data and Medicaid Enrollment Generosity Index by State came from Center for Medicare and Medicaid Services. These are public data.

So some of the data challenges that we had in terms of technical sense, so VA administrative data – specifically CDW data – are not collected for data analysis use. So new tables pop up, some column name changes at any given time without warning so those are definitely challenging when you’re trying to create tables. 

And another thing that we came across recently is that you need – luckily, we have some great analysts here that help us get through these challenges – but you need to know the tables in depth to identify what are unique identifiers. So recently, we came across this problem when we were trying to count unique visits per patient from outpatient visit tables. We realized that there were multiple entries for a single patient for the same stop code within a single day. So we had to identify what’s happening there and make sure that we’re not double counting the same patient over and over again.

Some other data challenges in a methodological way, so these data are collected in different time intervals. So for example, the administrative data are collected daily or in every time point that the data is entered. But staffing data are in facility month reports, enrollment data could be in facility and facility annual – facility year reports, and Medicare and Medicaid data are typically monthly or annual updates and they’re not necessarily up to date. They tend to lag a little bit, a few years. Also, for geographical levels, the geographic levels, VA facilities mostly in CDW, they identify the city and the state but Medicare and Medicaid they tend to count in county and state levels. So in order to merge these data, you have to be aware and think about how best to merge these data together to create this analytics file.

So as I mentioned, we created this wait time measure so we used the Appointment and the Outpatient Visit table from CDW. And the way we do it is pretty straightforward, so we, in particular, and for this analysis, we used this table, wait time called new patient create date, which is the time between a veteran calling their local veteran’s hospital and the time to the actual appointment date. In the past and in general, people think of wait time as patient desired date to the appointment date so they call and they ask for a specific timeframe that they want to see a doctor and then, the actual appointment date. But we found our colleagues – and it’s also published recently by Prentice in 2014 – there’s a stronger correlation with patient satisfaction survey compared to patient desired date. So new patient create date seems to have a better representation of what a true wait time is.
Also, for this 2012 President’s Executive Order, with that Executive Order, VA hired over 1,600 mental health clinicians to improve the access and we were able to get a monthly facility level of new clinicians that got hired over 2011 to 2012 so we used that data.

For Medicare and Medicaid data, these are publicly available data. We used CMS websites. The map you can show is the Medicaid expansion decisions by state. I believe this [background noise – coughing] was from 2015 from Kaiser Family. And Medicare Advantage enrollees, this is a percent of total Medicare population over 2015 and you can see the different percentages that go across different states.

So here, I’m going to switch over to Christine and she’s going to talk about what we found from our models.

Dr. Christine Yee:
Okay, thank you, Taeko. Okay, so after combining the different data sources that Taeko just described, we analyzed how the mental health hiring initiative in 2012 affected the veterans’ wait times. We looked at how the average wait time for veterans seeking mental health appointments at a given facility changed after getting new mental health clinicians from the hiring initiative. And as Steve discussed earlier, the effect of hiring a new clinician on average wait times can be influenced by a number of other factors; for example, the availability of other healthcare coverage. So in particular, we looked at how the availability of Medicare Advantage, the generosity of Medicaid eligibility, and the potential access to employer-sponsored group health insurance as proxied by the veteran’s priority status might influence the effect of staffing on wait times.
We also looked at how the facility size or number of mental health clinicians relative to veteran enrollees might influence the effect on wait times. And what we found was that as hypothesized and Steve discussed, in areas that have more options for non-VA mental healthcare, the VA demand is more elastic and the change in wait times from a new hire isn’t as large as it is for areas with fewer options.

Okay, so this map shows the geographic variation in VA demand elasticities across different medical centers. The red large dots represent the VA medical centers in which the VA demand for mental healthcare is more elastic. Or in other words – and hopefully, you got the clues, right? Smaller reductions in wait times due to a 1% increase in the number of clinicians. The blue small dots represent the VA medical centers in which the demand for VA mental healthcare is less elastic, or more inelastic, and the data suggests that we can get a larger reduction in wait times by increasing staff at these centers. So as you can see, there’s a gradient of elasticities.

Okay, and to illustrate the differences in elasticity and responsiveness of wait times, we simulated what the change in wait times would be if the staff number of mental health clinicians were to increase by 10% at two VA medical centers – Cincinnati and Birmingham. So these two centers – we chose these two centers because they have similar wait times – Cincinnati with 21.3 days, Birmingham with 22.3 days. But however, Cincinnati has many more health clinicians, which is – it’s denoted by FTE – full-time employees – than Birmingham does per veteran. Cincinnati veterans also slightly more affluent and have more options for non-VA care than Birmingham, as measured by other markers. And in Cincinnati, we found that the demand is more elastic and so the predicted reduction in average wait times of increasing staff by 10% is 1.7 days. In Birmingham, the demand was less elastic, a little more inelastic. And so if we increase that by 10% there, we would expect a three-day reduction in the average wait time for a mental health appointment, dropping from 22.3 days to 19.3 days. 
Okay, so what does this mean for policy? The main policy implication is that we could have more impact on reducing wait times by targeting areas where the VA demand is less elastic. And this means in areas where there are fewer non-VA providers, fewer VA mental health clinicians, or smaller medical centers, fewer alternative healthcare coverage options for veterans. 

However, if we target areas where demand is elastic where there may be more non-VA options that exist, appointment volume may increase but wait times, likely they won’t decrease. 

And in summary, what we’ve learned from this project and what we hope you have learned is that one, non-VA data can enrich VA data to improve analysis. And two, we can better predict veterans’ use of care and access to VA care by incorporating aspects of the surrounding local area. For example, as we’ve seen, VA care is sensitive to whether veterans have alternative options for healthcare.

Okay, thank you. We hope you’ve enjoyed the presentation. We’re happy to take any questions and you can also contact us at these email and phone numbers. And right, and this is joint work among many groups, as indicated on this slide.

Heidi:
Alright, thank you, Christine. We do have a couple questions that have come in from the audience. I’ll pose those to you shortly. If anyone else in the audience has questions, please feel free to send those in. We do still have twenty minutes left for this session so you have plenty of time to ask any questions you might have. 

Alright, the first question I think came in while Steven was speaking but I’m sure any of you can answer this question. What kind of current relationship does the time/money comparison have? In other words, is it linear or some other trend? If it helps, this question came in around Slide 6.

Dr. Steven Pizer:
So I’m not sure I heard exactly. There was a little blip on the line. What shape is the relationship between time and money?

Heidi:
Yeah.

Dr. Steven Pizer:
So I think we don't really know the answer to that. And it’s probably going to depend on the population that we’re looking at. So when we were looking at dual Medicare/VA enrollees and their decision to buy Medigap, that’s where that five days versus $300 estimate comes from. That’s one group of people facing one choice.

If alternatively, we are looking at, for example, something that we might be thinking about in the next year or two, what about the repeal of the Affordable Care Act? Then we’re talking probably about Medicaid/VA dual eligibles. They have different income and alternatives and there, a tradeoff between time and money is likely to be the trend.

So it’s an important question, right? I showed you the initial relationship just to establish that this is a relationship, right? Time is money. But different people’s time may be valued at different rates by them, and they’ll act appropriately. So if we start to talk about things like changing copayments or increasing enrollment fees or premiums, what should we expect if the cost of Medicare or Medicaid goes up? It all depends on the time and money preferences of the population were – is most affected by that change.

Heidi:
Alright, thank you. Next question. Did you have any issues with services, especially like mental health or HBC that do not use scheduled appointments and allow their providers to create encounters with the new visit button?
Dr. Steven Pizer:
Yeah. So this is [coughing] – excuse me. Increasingly, we are providing care in non-traditional, non-scheduled encounters. In this analysis, we’re just using one weighted time measure – the new patient waiting time measure. There are at least three or four other administrative wait time measures that we use for different kinds of patients. And then, there are other kinds of services where wait times don’t even make that much sense. So we haven’t gotten there yet in this kind of analysis.

Heidi:
Alright, thank you. Had different priority groups been evaluated for elasticities?

Dr. Steven Pizer:
I’m going to see whether either Taeko or Christine can address that. I think we do have priority status in the models.

Taeko Minegishi:
We look at – we have a variable that identifies the proportion of veterans who have a priority 7 and 8 and then, anything lower than that. So we have like a binary variable but with the proportion.
Dr. Steven Pizer:
And do I remember right that if the proportion of the population there, the 7 and 8 is higher and that is more elastic?

Dr. Christine Yee:
Yeah, that’s right. When [interruption] – hmm?

Dr. Steven Pizer:
Go ahead, Christine.

Dr. Christine Yee:
Oh, sorry. Yeah, so when the priority status is higher, it’s more likely that the veterans have some form of alternative care, perhaps like employer-sponsored health insurance. And so the demand that we’re finding is that the VA demand is more elastic.

Heidi:
Alright, thank you. Next question. Are we considering only wait times to the first visit? One way to reduce wait time to first visit is to reduce frequency of followup visits.
Dr. Steven Pizer:
That’s exactly true. In this analysis, we’re looking at new patient create date wait time, which is the wait time to the first visit. The reason we’re looking at that is because we’ve been able in other research to show that it’s strongly systematically related to patient satisfaction with access to care. 

For established patients who’ve already seen their – had their initial appointment, their followup care is harder to measure. An appropriate wait time for their followup care is harder to compute because for the first appointment, we can pretty much safely assume that they want to get in as soon as they can. So the time between when they requested the appointment and when they got their appointment is a reasonable measure of access. 

For followup care, that’s not true. Somebody may want to come back in three months, somebody may want to come back in six months. The amount of time between when they made the appointment and when the appointment occurred may not actually reflect access conditions at their facility. It may much more reflect their preferred followup time.

So we’re working on other ways of measuring access for those patients. But what the question points out is absolutely true, that facilities can affect access to care for new patients by following up established patients less frequently, and that’s definitely a balance. And it’s one of the reasons why we want to have accurate measures of access and demand so that we can work with managers at the local level to take those kinds of actions, if there weren’t.
Heidi:
Alright, thank you, Steven. I have a couple more questions here. We still have plenty of time. The next question – is this information published or will it be published? I’m interested in learning more about specific steps you use for your data challenges and how you use data like Medicaid Expansion to predict a change in wait times.

Dr. Steven Pizer:
So Christine, you want to answer that? [Laughter] 

Dr. Christine Yee:
Let’s see. So right now, we’re measuring the Medicaid generosity in each state. And so basically, there are different eligibility rules. Some states have a higher percentage of the federal poverty line where you’re eligible to be under Medicaid – have Medicaid coverage. And for each state, we can look at the population like a national population, how many of the national population would be eligible for Medicaid [interruption], in particular.
Dr. Steven Pizer:
Hang on a second. I think the question was really are we going to publish this.

Dr. Christine Yee:
Oh, [laugh], sorry, okay. Yes, absolutely. That’s our next step.

Dr. Steven Pizer:
Yeah. So yeah, the answer is yes, we’re working on a paper and Christine will be the lead author I believe, right?

Dr. Christine Yee:
Yeah.

Dr. Steven Pizer:
It’s going to be done any day now [laughter]. 

Heidi:
Alright, next question. From a management science/operations research point of view, do we have a feel for how good application of queuing methods may impact the supply curve?

Dr. Steven Pizer:
Well, that’s interesting. I think different people mean different things by some of those terms. So let me say something that I know a little bit about, which is that – and I’m not sure if it’s going to answer your question exactly so if it doesn’t, please find a way to say so. There is interest in this evolution project in introducing some new software tools for managing workflow so that we can, in the system, see patients move through the process and see how much time each step in the process will take. And that’s a very general description and it’s different in every clinic. But each clinic will have to think about its workflow and think about the steps that are required to process a patient through the workflow. But the software will opt to support tracking in that kind of workflow and timing the different steps and escalating management of a particular patient if that patient seems to be getting stuck.

So that kind of management effort could reduce wait times and improve access, in principle. And those of us who have worked at the VA for long enough maybe don’t have too much difficulty imagining that an efficient process management system might help. But it remains to be seen – it remains to be tested. And in fact, the software is still under development or development. The intention is to roll some of this stuff out during fiscal ’17 and we will be evaluating some of that.
I’m not sure if that’s a satisfying answer to your question but it’s what I know.

Heidi:
Alright, thank you, Steven. I think we have time for just a couple more questions. What are your thoughts on using choice appointments to increase supply? Would the same assumptions apply for elasticity in wait time impact?

Dr. Steven Pizer:
That’s an excellent question. So if you think about the fact that not all veterans get all their care from the VA, and when you think about it in the supply and demand framework, the reason they don’t get all their care from the VA is because it’s not necessarily convenient and because they might have to wait. If the Choice program makes care convenient and fast, then what’s to stop every veteran from getting all their care through the VA, including current enrollees and the other half of the veteran population that isn’t enrolled in the VA? The answer, I think, is nothing. 

So that might be fine. The VA could pay for all of the healthcare needs of all of the veterans in the country. The estimate on what that would cost is about sixty billion dollars a year on top of the current VA budget. Congress was not willing to pay that bill last time this came up. But Congress has not come to a clear resolution of how to resolve the underlying problem – how should VA manage the Choice program so it doesn’t cost sixty billion dollars a year? 
The next administration is going to have to deal with that. So there have been people working on a variety of alternatives. How do we manage demand in the Choice program and on the traditional VA side so that demand matches our budget, approximately? And there are various ways of doing that. We could introduce enrollment fees for the Choice program, we could require our veterans to choose either VA or Medicare but not both, we could restrict access to the Choice program to veterans in particular circumstances like beyond forty miles or having to wait over a certain amount of time, which we’ve been doing some of. 
A lot of this is unresolved. And part of the value of doing this kind of modeling is we hope to be able to give some quantitative estimates to the people who have to make these decisions so that they can make policies that have a chance of working.

Heidi:
Alright, thank you, Steven. I think we’ll just do one last question before we wrap things up. Can the supply-demand at the VA be compared to supply-demand in the private sector? If so, where do we stand? 

Dr. Steven Pizer:
Well, supply and demand for healthcare in the private sector is a different kind of thing. Wait times are typically lower, although it depends what market you’re in and what service you’re looking for. So the analysis that we presented here is for mental health services and actually, access to mental health in the private sector area is terrible. So I shouldn’t say that wait times are low or for mental health, they very well may not be.
For Primary Care and for other services, wait times are probably mostly lower on the private sector side but prices are higher. So financial prices are higher, cost sharing is higher, insurance premiums are obviously higher. So people are sacrificing more money as opposed to time and it’s just a different way that those markets work.

One of the lessons from all of this is that sometimes people say, “Oh, the VA is terrible and has these wait times. We need to get the wait times at the VA to be the same as in the private sector.” Well, hopefully, from this talk, you can see that there’s a problem with that. If we expand the capacity of VA so that the wait times at the VA are the same as the private sector, then there’s no – there’s not much of a reason for a veteran to go in the private sector for care instead of the VA. That’s going to cost roughly sixty billion dollars, and Congress is not willing to do that. 

So unless we’re willing to pay the bill to provide free healthcare for the entire veteran population, we need a way to encourage veterans to mix their demand between VA and non-VA options. And the way we’ve been doing that is through waiting times and through distance. We could do it in another way. We could do it randomly, we could do it by some other means of prioritizing patients based on need. But it’s going to have to be done one way or another and if it’s not done officially, it will done by waiting times.

Hera:
Alright, thank you so much, Steven, for answering the questions, and Christine and Taeko for working together in presenting this session today. To the audience, if we did not address your questions during the presentation, you can contact the speakers directly. They did share their contact information in the slide deck.
The next session in VIReC’s Partnered Research Cyber Seminar Series is scheduled for Tuesday, December 20. It will be presented by researchers at the QUERI for Team-Based Behavioral Health. This session is titled, “Partnering with Health Systems Leadership to Develop a Randomized Controlled Implementation Trial,” and it will be presented by Drs. Mark Bauer and Kendra Weber.

Thank you once again for attending this session. Heidi will be posting the evaluation shortly. Thank you.

Moderator:
Thanks, Hera, for the audio here, just when I close the meeting out here, you will be prompted with a feedback form. Please take a few moments to fill that out. We really do read through and appreciate all of your feedback. To our presenters today, thank you so much for taking the time to prepare and present for today. For our audience, thank you very much for joining us at today’s HSRD cyber seminar and we look forward to seeing you at a future session. Thank you.
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