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CIDER Staff: I would like to introduce today’s presenter, Dr. Linda S. Williams. Dr. Williams is co-PI of the Precision Monitoring QUERI. She is also a senior investigator of the VA HSR&D Center for Healthcare Information and Communication on the Regenstrief Institute, and professor of neurology at Indiana University School of Medicine. As former director of the VA Stroke QUERI, Dr. Williams leaves a portfolio of research and operational projects that have resulted in measurable improvements in VA stroke care. Your questions will be monitored during the talk, and I will present them to Dr. Williams at the end of this session. Today, we also will have available to answer some of your questions members of the Joint Legacy Review Transition Team, and they will address your questions that are specific to the transition to the Joint Legacy viewer. As a brief reminder, a questionnaire will pop up when we close this session. If possible, please stay until the very end and take a few minutes to complete it. And now, I am pleased to welcome today’s speaker, Dr. Linda Williams. 

Dr. Linda Williams: Thanks very much, Cheryl. 

CIDER Staff: Linda, right now, we are not seeing your slide show. We are only seeing your PowerPoint. We needed to show your, I’m going to take this back here. You need to, I think it was you needed to show your, the other monitor rather than.

Dr. Linda Williams: Okay.

CIDER Staff: My computer’s running really slow right now. 

Dr. Linda Williams: Sorry about that. 

CIDER Staff: I’m going to try to push that back out and hopefully we can get that working.

Dr. Linda Williams: Let me know if you can see it now. I’ve put it on monitor 2. 

CIDER Staff: I can’t see anything right now. I’ve gone completely dead here so.

[unknown speaker]: Hi guys this is_
CIDER Staff: Are you able to do anything. 

[Second unknown speaker]: Yes. It looks, I’m able to see it. 

Dr. Linda Williams: Great, well I will get started then, thanks. So, thanks, everybody, for joining. So, the purpose of this cyberseminar is to identify when chart review is an effective data collection methodology. So, I’ll give you some examples of that. To compare some different strategies for conducting chart reviews, and to anticipate common steps that might be needed to plan and conduct a chart review project. And then, to be familiar with and review some of the tools that support electronic chart review activities in the VA. 

So, we have a couple of poll questions to get started. 

CIDER Staff: I apologize. I was just trying to get these set up, and my computer’s running so slow, I do not have poll questions set up. 

Dr. Linda Williams: Oh, okay. Well, so, we were going to ask you about your role, and if you’ve done chart review before, and by what method, but we’ll skip those and then some of that may come up in some of your questions later, but let’s just get started then. So, here’s the topics I wanted to go over. We’ll just start out by talking about when you might use chart review for your research project. And there are several project examples from our QUERI group that I’m going to draw from. You’ll hear these mentioned a couple of times. So, I just wanted to give you some references for those who are interested in looking up any additional information about those projects. Certainly, you can also contact me if you have questions. But one of them was from a cluster-randomized quality improvement trial that I led related to some inpatient stroke care metrics. Another one was led by my colleague, Dr. Dawn Bravata, who did a project called Care Time, looking at quality measures for TIA care in the VA. And then there’s also a series of operational projects that we’ve conducted with some partners in the Office of Clinical Analytics and Reporting, so I’ll be referring to those, and there’s some references for a couple of publications if you’re curious and would like more information. 

So, when might you use chart review for research? These are just a couple of the reasons. There are certainly more than these, but these are some common reasons that VA researchers and other researchers would like to use chart review for research, so I thought it would be worthwhile to start with these and just give you some examples. So, sometimes chart review is needed because you want to confirm data that is, that you’re obtaining from other VA administrative datasets. So, for example, you might be doing a case ascertainment strategy that involves ICD-9 codes or other administrative data, and you’d like to do some chart reviews to identify the accuracy of your administrative database method. In this sense, chart review serves as a criterion standard for validating what you’re planning to do, perhaps on a larger scale with administrative data. So, here’s one example where this has been done. This is from Dr. Bravata’s TIA work. So, you can see here that she had a TIA cohort identified by ICD-9 TIA codes, either coming from an emergency department or a VA hospitalization discharge. And so, that’s what the column is shown. Electronic Health Record Data identifying patients of either TIA or as minor stroke. Minor stroke was identified similarly by ICD-9 codes and some other administrative data resources that her team used to classify patients as minor stroke. And a proportion of her administrative cases, then, she had her team review with chart review data. And so, the columns show the chart review data. The rows showed the Electronic Health Record Data. And so, this is just a simple example where you can see here that by chart review, by the criterion standard, 92% of the cases that were identified by Electronic Health Record Data as a minor stroke were correctly classified. So, chart review confirms 92% of those were minor stroke. And for TIA, the proportion that was correct, according to the criterion standard chart review, was 87%. So, this gave her team a good sense that their administrative algorithms were working pretty well, and they would go ahead and use those for the remainder of their large administrative database study. So, this is just one example of one that becomes important. You can also see, equally important, sometimes we worry about whether we’re identifying false-positives, and so here there were only 8 cases that were identified as not being a TIA or stroke. And so that was a very small percentage of the total administrative dataset that she polled. So, this is just one simple example of how you might use chart review as a criterion standard if you’re using an electronically-derived algorithm for case ascertainment for a larger study. 

Sometimes, you need to assess whether an action has really been completed, clinically, or just administratively. So, for example, sometimes in our stroke research, we’ve had to ask the question how many patients received a rehabilitation consult during their stroke admission. This is important because receipt of a rehabilitation consult is a Joint Commission stroke quality indicator, and until very recently, it’s been one of the indicators that’s been part of the VA facility SAIL report that are part of the VA’s inpatient quality of care measures. So, a research question that we had was how accurate are the administrative measures of this quality indicator. And, administrative data that you can pull from VA datasets will tell you if a consult has been completed. However, when you actually go to look at the record, you’ll find that consults may be completed or administratively marked as completed without an actual evaluation taking place. And so, there are just several interesting things that we can find. When we looked at this for constructing this particular quality indicator, we found that this was fairly infrequent. So, we had, in this particular example, we had almost 2,000 eligible stroke admissions, and we found that out of those almost 2,000 cases, there were only 13, what we called false-negative, and 12 false-positive cases. But the reasons that they happen are just, are kind of interesting, and it’s very helpful to know the rate at which these errors are happening, again, so that you know how sure you feel about the electronic algorithm that you’ve developed. So, in one of the false-negative cases, the discharge date was incorrect, and so a consult was missed. And in 12, so the most common reason that the administrative data did just not capture the consult that was done. That’s simply a human error, where a consult was done but it wasn’t administratively closed in the Electronic Health Record. The false-positives are also interesting. Sometimes patients actually aren’t seen. Maybe someone leaves a note that says, I tried to see the patient but they were off the ward having some other procedure done, or the consult was cancelled. There are a variety of reasons that things looked administratively like they were done, but they don’t actually happen. And, for us, it was just less important to know the reason, but most important to know how often this was happening. And it was very infrequent, so we can say that with a high degree of certainty that if we find an electronic consult that’s been completed, most often it’s actually truly a [inaudible 10:00-10:14] common in our experience, but depending on the study that you’re doing, I thought it was [unintelligible 10:19] to mention those, as things that happen administratively just don’t always turn out to be quite the same when you actually go and look at the Electronic Health Record. So, of course, the most common thing is that you will have an incorrect ICD-9 or ICD-10 code that is used. And again, that’s just a matter of human error; if a coding error is made at the time of discharge or at the time of a consultation, you can end up with incorrect data. Sometimes, we found that things that look like an admission, for example, for stroke in the VA, actually ends up being an episode of non-VA care that was paid for by the VA but the patient wasn’t actually admitted at the VA, so that can sometimes be confusing. Even sometimes in our VA Bar Code Medication Administration system, which is quite accurate and gives you lots of robust administrative data, you can find things like a medication that is recorded as being given, but actually in the notes, the bedside nurse has written that the medication was held because the patient was off the floor. So, in fact, there’s evidence the patient did not receive that medication. And then, another fairly common example would be that an outpatient medication is active electronically. In other words, it hasn’t been cancelled. It appears the patient is still taking the medication, but if you read a provider note, the provider may mention that they’ve asked the patient to stop the medication or change the dose. And so, those are all just examples of times when the administrative data may not be giving you quite the exact picture of what’s happening in the patient’s care, and depending, again, on your question that you’re using chart review to try to answer, knowing how often or what types of errors you might be prone to be collecting as part of administrative data may be more or less important. 

Sometimes we use chart review to capture data, though, that’s simply not available in VA administrative datasets, so that’s the other major use that I would identify for chart review. And so, this is probably also something that’s coming to the mind of those of you that are thinking about doing chart review, or have done it already. There, of course, is copious amounts of unstructured data in the Electronic Health Record that we don’t capture administratively. Things like written orders, things like comment fields as I mentioned, even for a very highly electronically structured type of data like Bar Code Medication Administration data, there are still comment fields that tell you something else about that care and what really happened. There are, of course, lots of data elements reflecting complex aspects of care like comfort care, advanced directives, any other kinds of discussions between healthcare providers and patients, coordination of care between providers. And then data elements that reflect clinician judgement, like reasons or contraindications to a particular treatment, or why a treatment was or was not provided. And then the other type of unstructured data that is not easily captured in VA administrative datasets would be scanned records. So, there are many, both VA and increasingly non-VA examples with the Choice Act and lots of VA care happening in the non-VA setting, we often only have a record of that care as part of a scanned document. So, that’s something that, as a scanned document, is not going to be readily identifiable via any kind of VA administrative dataset, and would require you to actually go to the record and look at that scanned document. 

So, here’s just one example of this, kind of, unstructured data. Our QUERI does a lot of quality measurements, so as you can tell, this presentation will have lots of quality examples, but this would be true for many, many other types of chart review questions, as well. And this flow sheet shows you the joint commission definition and algorithm for identifying venous thromboembolism prophylaxis by hospital day 2, which is the another one of the joint commissions in-patient stroke quality indicators. And so, I’ve highlighted a number of the questions or decision points in this algorithm, just to show you that for most of these questions, there are unstructured data elements that you need to address. For example, eligibility is determined by whether the patient is ambulatory by a hospital day 2, and there’s just no good administrative indicator of when or whether a patient is ambulatory. Comfort measures is another thing that may exclude patients from being eligible for a quality indicator, and comfort measures also doesn’t have any consistent electronic surrogate. Mechanical prophylaxis, that means devices that are applied to the patient to reduce the risk of venous thromboembolism, those have non-standard names, and different ways of being ordered, so those are difficult to capture. And then, contraindications to medication or mechanical prophylaxis is the last element that, sort of, higher level decision-making element that you need to have unstructured data to answer. 

So, we’ve done a series of studies that compare, that use chart review as the criterion standard to really develop these electronic clinical quality measures for use in clinical quality management and clinical care in the VA. And so what we’ve tended to do is describe the percent that are matched, comparing the electronically-derived indicator to the chart review criterion standard indicator. So here, I’ve just shown you 5 different indicators that we’ve worked on at one time or another. The first 4 that start with ‘STK’ are all Joint Commission stroke measures. The last one is NIH Stroke Scale by 24 hours. That’s a VA-specific stroke quality measure. And for each quality measure, there’s the denominator, meaning is the patient eligible for that indicator, and then there’s the numerator, meaning did the patient receive that process of care. And so, we’ll report both denominator and numerator matching. So, in how many cases did the electronic algorithm that generated the denominator or the eligibility statement for that indicator match the chart review. And so, you can see from that column, even using unstructured, even with the unstructured data, it is possible to generate fairly accurate electronic clinical quality measures. In this example, we only had 1 that fell below the 95% range, and that was the numerator statement for venous thromboembolism, the flowchart that I just showed you on the prior slide. And again, that one fell below that 90% because of mechanical devices that are prescribed to reduce venous thromboembolism, which has very non-standard naming conventions, so that’s difficult to identify electronically. And if you were doing a study specifically focusing on venous thromboembolism prophylaxis, this would suggest that chart review for that particular piece of data might be something that would be necessary in order to improve the accuracy. 

Sometimes, there’s not a defined clinical quality measure, but we want to try to improve the quality of care in an implementation trial. And so, this is just another similar example from Dr. Bravata’s work, where she’s been trying to develop and validate quality indicators for TIA, Transient Ischemic Attack care, where there are no joint commission based measures, and so, her team has been working on defining a variety of measures, those are listed there on the left side of the slide. And again, just to show that whether you look at the denominator, meaning the eligibility, or the numerator, it’s quite possible to develop these electronic indicators that are quite accurate. But without the ability to do a chart review, we wouldn’t even be able to develop them. So sometimes, we develop an indicator like this so that we know about its accuracy, and then we can use it to monitor a quality improvement intervention and then an implementation trial. Dr. Bravata is just getting ready to take a TIA quality improvement intervention into the field, and will be using some of these electronic measures as one of the outcomes measures for her trial. So, that’s another potential use of chart review project. 

So, if you’re going to do chart review, you have to ask yourself does it make sense to do chart review locally, meaning having a person or various people at local sites reviewing data only from within that local Electronic Health Record, or does it make sense to do chart review centrally, using national Electronic Health Record review tools. And so, we’ll just talk a little bit about the trade-off there. If you have a small study, just a few sites, or, of course, if it’s just 1 site at your own VA, then you only need to worry about doing local chart review. So, that works when the study is small and relatively simple. So, for example, you might decide that you want to do a retrospective cohort study of Veterans at 1 or 2 VA medical centers. Perhaps you’re interested in something like sleep apnea screening post-stroke, so this is a small study, just at 2 facilities. It’s very focused. You might be looking just for completion of just a consult related to sleep apnea screening. You probably would need chart review in this example because completion and results of non-VA consults, so in other words, if a VA facility doesn’t provide sleep apnea screening themselves, then Veterans are sent into the community. You would certainly need chart review to find those consults when they were done. It wouldn’t be easy to track with administrative data. But that might be something that you could manage by having a person at 1 or 2 VA facilities doing this project with you. If you’re going to do a larger study that involves more sites, then central chart review is definitely the way to go, both for cost reasons, but also for quality control reasons. And I’ll show you some examples. 

So, one of the projects that we did was an 11-site cluster randomized study called INSPIRE, and we were looking at 2-and-a-half years of stroke admissions of these 11 VA facilities. We were interested in 2 specific quality indicators that we were trying to improve. And at these 11 sites, they were not particularly, you know, huge sites in terms of the number of stroke admissions, so the average number of stroke admissions every year at these facilities was around 75. The highest one ranged up to almost 200 stroke admissions per year, but some of them were certainly quite small, and that has some effects, just on the practicality of doing your chart review study. So, if you’re prospectively reviewing cases as they happen, so sort of in real time amassing cases and trying to see what’s happening with patients moving forward, that’s a relatively small volume, and so it may be difficult to find sites that are able to hire someone at a relatively small percentage FTE to conduct chart reviews. They obviously don’t have enough to be doing, you know, multiple chart reviews every day. So, in other words, in this project, our option would have been to consider something like 11 different research staff members all working at about 25% time across those 11 sites, versus 3 people working full-time from a central location. And so that, just from a purely pragmatic standpoint, made a lot of sense for us. Even if you do have sites doing chart review locally, if you’re doing a multi-site study, you really need to consider central Electronic Health Record chart review to know whether your local chart reviewers are accurate, especially if the review is complex. So, being able to say something about the quality of the chart review across different reviewers and across different facilities is another reason that you might decide to do at least a portion of the chart review centrally. And another pragmatic reason related to this particular project is that if you had to just train, maintain, and actually try to retain these, kind of, personnel over a 3 to 4-year study and multiple sites, that’s going to be a little bit complex to do. So not very feasible. 

So, in this particular project, we used central chart review. We had about 1,600 stroke admissions that received a full chart review, and the way we chose to assess quality was to do a random 10% interrater reliability assessment, so that we could track reliability for each aspect of chart review throughout the project and across different chart reviewers to make sure that we were maintaining a high level of quality for the chart review. In this particular project, our chart review form had about 118 variables that they were assessing. And from those variables, we generated 11 different quality indicators. So, we were able to keep a very good track of the quality at the variable level. So, 113 out of 118 of those variables had greater than a 0.8 either Interclass Correlation Coefficient, or kappa coefficient, which is one way of measuring interrater reliability, and then if we used those variables to construct our quality indicators, the quality indicators themselves had very high agreement. In other words, saying for a given patient, or given episode of care, was this patient ineligible for a quality indicator, were they eligible and passed it, or were they eligible and failed it. And so, we’re able to keep a very high level of performance, even across multiple graders multiple sites, and over time. And so that’s something that chart review, central chart review really provides you the opportunity to do as your study is going on. 

Sometimes, some people wonder about, well, there are lots of notes in the VA’s central data warehouse, so why not just use the notes as they exist in the central data warehouse? And that’s certainly true. TIU, or Text Integration Utilities notes, the notes that health providers enter in CPRS all the time, those are available in the central data warehouse, and they can be useful for extracting unstructured text data. But they can, they have some advantages, and they have some disadvantages. The main thing I want to say about this is there are some new tools being developed, and there’s actually a cyberseminar about some of these new text-based tools coming in August. I haven’t used them, so if you have questions about those, I would highly recommend you attend that cyberseminar, but just something about the way the TIU notes exist in the CDW to make you aware of, the notes are not inherently chronologically oriented. So, in other words, you need a data manager with SQL skills to help you do some data manipulation if you’re trying to assess notes in a specific time-range, for example. The date and time of note entry, when you actually look at the note, is typically stripped from those TIU notes. When you, you can pull them by date, but you can’t actually see the date when you look at the note, so that can be problematic, again depending on what specifically you’re trying to get out of the chart review. And then basically, as I’ve indicated, what you need to be able to, to manipulate these notes, it does require that you have someone on your team with some SQL skills to help manipulate the notes and get them in the right form for you to review. However, these tools may help quite a bit with some of those potential down-sides, or disadvantages to the CDW. So, again, I would encourage you to attend the cyberseminar, and I’ll be interested, as well, to see these tools that they’ve developed and how they been able to enhance or what additional benefits they could possibly have for centralized chart review. 

Okay, so those are some of the theoretical reasons that you might do chart review. I thought I would talk just a little bit, very practically, about how you plan and conduct a chart review study before we get into some of the examples of the tools that we have available. So, there are several steps to making sure that you’re conducting a very high-quality chart review, because it’s, you know, the charts are complex, and that means it’s easy to do a chart review study somewhat sloppily, and not get the data out of it that you wanted to. So, the first issue, of course, is to really spend time descending, defining the data that you want to collect. So, one example often in stroke research, if we’re doing research on stroke treatment, we want to know whether patients have had systematic intracerebral hemorrhaging after thrombolysis, or after an acute stroke intervention. And so, it’s very important to define that as precisely as possible, because the way things get recorded, of course, are variable, and are just dependent on the person who’s writing a note at that time. So, defining the time frame, that something counts as symptomatic, what tests were required to make that diagnosis, and then, in this example, what are the specific ways that you would count something as being symptomatic versus asymptomatic. Those would all be explicit definitions that you would have wanted to have identified early so that anyone doing chart review is going to be able to apply those with as little confusion as possible. 

In essence, you know, as a chart reviewer is working, you want to try to have to minimize the amount of judgement they are giving at any one time to make things as clear as possible about whether some things should be identified and counted in the chart review, or not. To do that, then, you have to develop a chart review form, and you really have to test it before you want to just launch into your chart review study. And testing it can involve lots of different elements. From an efficiency standpoint, you want to group information together for improved efficiency. So, if you are tracking admissions from the emergency room to the inpatient care, you would want to have all of the data elements that you would typically find in the emergency evaluation together, and perhaps have those even before you come to the inpatient data elements that you’re extracting, just so that it, sort of, flows chronologically just like the notes do that your chart reviewer’s going to be looking at. You also want to identify any skip patterns. So, if one variable is answered in a particular way, and that means you don’t have to answer the next 5 questions, you want to identify that as a skip pattern, and if you’re setting up a database, like an access database to record your chart review data or REDCap database, you would ideally want to then have those missing data elements that the reviewer doesn’t need to address auto-filled, so they can skip right over them. That helps both your chart reviewer have less fatigue, and it causes less confusion at the end of your study about whether a data element is missing or whether it was intentionally skipped. When you test the chart review form, and you go through a few cases, you usually identify other important data elements that you didn’t think of. So, this is part of this iterative development of your chart review tool, and making sure that you’re not missing something, or there’s an unusual use case or clinical scenario that you hadn’t thought about, and it makes you realize, oh, we should actually try to capture that, so I’m going to go back and add this new thing to my chart review form. So, that’s a very important thing that testing your chart review form will do for you. And then, from a project management standpoint, once you have your chart review form finalized, you can actually measure the time it takes for a chart review to happen, on average, and that helps you set goals for your project staff to know about how many charts should a chart reviewer be able to accomplish in a given amount of time. 
   
When you are doing your chart review development, you, kind of, go through these iterative steps, but then you develop a chart review manual that allows you to track and document not just the chart review form as you came up with it and went into the study, but also to document changes that may happen throughout the project. It’s also helpful to document the methods that you used to obtain access to the needed tools, just in case somebody else in the project needs those, sort of, access information later. So, a standard chart review manual, I would say, is really key to conducting a high-quality chart review project. And so, I’m going to show you some examples in just a minute of what some of our chart review forms have looked like, just as a way to stimulate your thinking about how you might want to do this in your own projects. In general, for each chart review variable that you’re capturing, it’s very helpful to include the explicit definitions and response options. That would sort of be at a minimum. You often also want to identify for your chart reviewer what sources would you like them to use to capture this data element, because if you have different chart reviewers and they’re all looking in different places, that’s going to add to the error rate, or the interrater variability in your chart review. So for example, if you’re looking for a diagnosis, you need to think about do you want them to pull that from the problem list, which is a tab in the Electronic Health Record, which is very nice because it has all these diagnoses listed. However, it doesn’t give you very accurate time information. So, if the timing of a diagnosis is important, that might be a place you would tell your chart reviewers you want them to avoid. You might look at a discharge summary for diagnoses. You might look at clinic visits and admission notes if you’re looking at patient care. There are all these potential sources, all that have their own unique features. So, what sources do you want the chart reviewer to use is another important thing to include in the chart review manual. And then, you want to standardize search features and terms, and as we’re going to show you in a minute as we show you some of these tools, there are various ways of searching for text, but again, if certain chart reviewers search for text and others don’t, or they search using different words, they’re going to get different results. And so, if you want them to use a search feature, you should probably specify what text to use, and all reviewers should use the same text, and the same dates for identifying things like a diagnosis. Another thing that’s very, very helpful to develop as you go through, and which you are continually going to be updating is a list of common abbreviations. Any of you who have done chart review before know that these are rampant in the Electronic Health Record, and they tend to be very disease and, in some ways, episode of care specific. And so, identifying those and adding to those as you go on through chart review certainly helps your chart reviewers, and helps if you’re bringing on new reviewers partway into the project. And then, if you’re doing a multi-site chart review, any other local examples as they are noted. There may be specific, unique factors at a given VA about the note title they use, or a template that they use, and this can also be modified in your chart review manual as the dates and the information change. 

So, here’s an example of a manual chart review form. This is the variable that I mentioned back when I was talking about the venous thromboembolism prophylaxis. This is the variable that asks about whether the patient was ambulatory prior to the stroke. So, you have the name of the variable, you have the question that’s being asked, and you have the response options. Those are all, sort of, the basic things that would appear in your, perhaps, access or REDCap database, but then the chart review manual actually contains a lot of additional information that you see below. So, here are some definitions about what do we mean by ambulatory, what do we mean by non-ambulatory. So, in this example, if there’s a notation that the patient is on bedrest, or the patient is only out of bed to get up to a bedside commode, or only can get up with the assistance of another person. These are all things you see documented in the chart, and that we’ve decided count as being non-ambulatory. So, some definitions with common things that the chart reviewers will see when they’re reviewing the chart are very helpful. 

Then we often have some, kind of, what-if scenarios. So, if there’s no documentation in a given place, what can you assume, or where else can you go and look for the information. And then, here’s some site-specific information in this particular project, we were involving the Nashville VA, and they have a satellite VA called Murfeesboro, and so we were letting the chart abstractors know that they could look at this other site for some other information, as well. And then finally, we have what are some of the possible locations in the chart that you might look for this information. So, what notes to use as another piece of this manual chart review. And sometimes, we think that in research we set things up at the beginning of a project and then they never change, and of course sometimes, that’s the right thing to do, but chart review manuals are one of the things that really shouldn’t be that way. A chart review manual should be live, especially if it’s a chart review that is spanning time. This particular project was a prospective project, and so as facilities changed their processes of care, we had to adjust our chart review, and so the chart review manual was dated so that we could keep track of versions and keep the most current manual easily accessible by everyone. And then, if there were things that only were relevant at specific sites, at specific times, we could also note that in the chart review manual. So, in this example, Nashville patients between 2011 and 2012, there was a particular place that they had to look for this dysphagia screening in the record. But then, they changed their process, so after 2012, we didn’t have to do that. So, the chart review manual just keeps, helps you keep track of that. And again, especially if you have multiple chart reviewers, it helps everyone stay on track and do the chart review in a similar manner as possible. 

Okay, let’s move on and actually show you some of these tools, then, that are available. So, if you are thinking about doing this and you haven’t done an Electronic Health Record, or an electronic chart review record before, the most important thing to know is that your request to use the tools will have to be obtained first, and that’s done through the data access request tracker. And again, the VHA Data Portal is a website that you’ll want to become very familiar with. If you’re just requesting access for your local CPRS system to do chart review, of course that’s done locally. So, if you’re on the VA Data Portal, there is a tab called Tools and Applications, and there is just tons of information there about these different tools. There’s information about the DART process overall, how you apply for access to use these tools. These are, so this is sort of your one stop shop that you’ll want to become very familiar with. When you are requesting access to access remote sites using the National EHR Review, this can be for specific sites if you have a project that’s only involving 5 or 10 sites, you can ask for those specifically. Or, if you’re doing a large national project, you can ask for full national access. There’s also, on this site, you’ll see there is a separate request process based on whether your project is a research project or an operational project. And so, both of those types of projects are supported. They just have slightly different application materials. So again, this is your place to start by submitting a special user access form. An important thing to remember, especially for your research projects, is that one thing that’s going to have to be submitted is your IRB protocol, and so it’s very important that that IRB protocol actually mentions using the National Electronic Health Record in it, or using the National Electronic Health Record to access these specific sites. That’s something that the folks who do the approvals are going to look for. In other words, they’re going to want to make sure your IRB approval includes the approval to use these tools to access the data. So, your IRB-approved protocol and/or your HIPAA Waiver document has to have explicit mention of using these tools. To reduce delays, you may want to be especially conscious to include the terms VistAWeb, CAPRI, national Electronic Health Records in all of these documents so there’s no confusion about what you’ve been given permission to use. If you’re doing an operational project, you don’t have an IRB, but then what is important is that you’re very clear about the operational partner who’s sponsoring your project, and to also be clear about what you’re requesting access to. Is it a specific site, or is it to all sites nationwide? 

So, one of the tools that we have available for National Electronic chart review is called CAPRI, which stands for Compensation and Pension Record Interchange, and this was a tool that was developed to facilitate coordination between the VBA and the Veterans Health Administration when they’re considering Veteran benefit determination. So, it provides read-only access to the EHR for an individual patient at one specific site at a time. And that’s important because that is going to be different than the other tools that I talk with you about. So, you request access to CAPRI through the data portal, and the DART process, like I just mentioned. This is what is looks like when you have access you look a patient up, you will click on the Clinical Documents view, which is a tab at the top. And then, for example, you can see all the tabs at the bottom, a common one that you’ll be looking in would be Notes, so that’s the first tab that I’ve shown you down there, and so you can see there’s a chronological display of notes at this one particular site that you can scroll through, you can use text searching, you can look for notes, you can restrict it by date, so you can do all kinds of things to look through notes using CAPRI, but it’s only at this one particular site of care. 

There are other tabs at the bottom. Very similar, if you’ve used CPRS locally, they’re pretty similar, although not quite identical, but things like a problem list, medications, imaging studies, those kind of things. As I mentioned, the notes are searchable, so if I were looking to see about carotid stenosis for a patient, I might want to type in the word carotid, and then it filters all the notes that I’m looking at, and it will show me only the notes that contain that word. So, that can be a very useful feature within CAPRI. And then, within the note, that word would be highlighted. So, for your short reviewers, it’s a nice visual clue; it’s very easy to find where that particular word is mentioned in a long note. The other tool that’s currently available that you request access for in the exact same way and at the same time is called VistAWeb. And so, VistAWeb was developed for a different purpose than CAPRI. It was really developed to facilitate sharing of patient data across VA’s. So, recognizing that Veterans sometimes go to multiple VA’s for care, it allows you to see one Veteran’s data from whatever VA facilities they may have received care. So, again, it provides read-only access, just like CAPRI, but it provides it at all sites where the Veteran has received care, and then the data are shown chronologically. So, that’s really the big difference between VistAWeb and CAPRI. You can access VistAWeb from within CAPRI, so if you happen to be looking up a subject in your research in CAPRI, and you want to see if they’ve had care at other sites, you can click on the VistAWeb tab at the top of the page, and that might help you if you’re looking to see if there were transfers of care, or if they, perhaps, received primary care in a different VISN then they were hospitalized. All of those kind of things are things you would need VistAWeb to help you identify. 

So, there are these two current VHR data portals, or ways of looking at Electronic Health Record. They’re very similar in that they require access to a real Social Security number, they provide read-only access to the Electronic Health Record, they both can allow you to access one, many, or all VA sites, and they all get requested through the DART process. So, the main recommendation is that when you’re applying for this access, you just apply for access to both. That gives you maximum flexibility, and you don’t have any additional DART application requirements, if that’s happening. So, that’s certainly the recommendation. It doesn’t take you any extra paperwork. You just have to check an extra box that says, yes, I want access to both CAPRI and VistAWeb. So, that would definitely be the strong recommendation that you do that. 

Okay, so I’ve been telling you that these are the two current tools, and there’s a very specific reason because just when you thought you had it all figured out, and for people like me who’ve been using VistAWeb, the VistAWeb tool is going to be transitioning away. And so the VA is retiring VistAWeb, actually, at the end of this fiscal year, and they are replacing it with something called the Joint Legacy Viewer, or JLV. And the JLV is very similar to VistAWeb. The access gets requested the same way. It also tracks a Veteran across sites, just like VistAWeb, and then importantly, it has some real advantages to VistAWeb. They’ve actually done some usability testing of JLV, and people using it definitely preferred it over VistAWeb. They thought it was easier to use and was faster to load data. There are some additional search features I believe that are not part of VistAWeb currently, and so I don’t think this is going to be a big issue for us. It’s just going to be getting used to something that’s a little different if you’ve used VistAWeb before. JLV is a little bit of a different system. There are a couple of folks, as Cheryl mentioned at the beginning, on the call from JLV, so if you have specific questions for them about that, I know they’ll be on at the end of the call and able to answer any questions. 

So, those are the chart review tools that I wanted to mention, specifically. And I just wanted to end with some, some brief, sort of, lessons learned as we and our QUERI have done chart review projects over the years, and then hopefully, we’ll end up with at least 8 to 10 minutes for questions at the end. So, chart review projects are definitely projects where the devil’s in the details, and sometimes they seem simple in terms of their methodology, but hopefully as, maybe, I’ve shown through some of these examples, there’s really quite a lot of detail to think about, and the results are only as good as the effort and the thought and the timing put in to setting up your chart review correctly. So, some of the things that I feel like we’ve learned that have helped us through the years is to designate one person from your study that’s really submitting and staying in communication and tracking this whole DART review process where your chart review personnel, your research staff, are requesting access and obtaining access, and making sure that the CAPRI software has gotten loaded on their computer and that they have access to what they need. That process, it’s not a difficult process, but it’s just one where you need to make sure you have somebody who continues to pay attention to that throughout the project. Compared to doing local chart reviews using CPRS, in our experience, if you’re saying which one is faster, it’s a little bit faster to use local CPRS, simply because of page-load issues, and having to switch views. It just takes a little bit longer when you do it nationally. It’s not a huge amount, but to the extent that you’re trying to figure out how many chart reviews people can do, and what the correct expectations are for your staff, that’s something to take into account. Again, another lesson learned as I tried to highlight here is that a detailed chart review manual is really the foundation for your chart review study. It’s hard to get accurate and reliable data unless you are really preparing people to use a detailed chart review manual. And, part of that is then having regular team meetings where you can have chart reviewers bring their questions, resolve any differences, sometimes that leads to any decision, or something that needs to be updated in the chart review manual. So, typically in our large projects where we’re over time going to be reviewing thousands of charts, we would be having a weekly meeting just with people doing chart review with myself, or Dr. Bravata, or whoever the PI is, to go over those kinds of questions and make sure that we’re all staying on-track, and getting these complex cases, or unusual cases where something strange has happened, getting those adjudicated properly. And then, I think it’s very important to remember that it’s really hard work doing chart review. It can be kind of mind-numbing to sit at the computer and look at these records 8 hours a day, day-in-and-day-out, so keeping people who are doing chart review happy is really important, and that can involve trying to job-share, so that no one is doing chart review 100% of the time, unless that’s what they really love, but other project activities. Making sure that they take a little bit of extra time to do other kinds of project activities; they get a break from chart review. We’ve even done things like where we have the best story of the week award, and people get prizes, because when you start reading thousands of charts, there’s always something interesting that’s happening. But anything that kind of keeps the camaraderie, and keeps people engaged and not feeling like they’re just stuck starring at a screen 8 hours a day can be helpful to really keeping your team together. And it can minimize the number of new hires and turnover, which can be very difficult and slow down a chart review project quite a bit. 

So, I’ll end with just some additional resource, and then we’ll go into question and answers. So, Joint Legacy Viewer has a lot of training resources on the VHA Data Portal that I showed you earlier. In addition to the data portal, there are some other JLV resources on the share point, and on VA Pulse, so there’s lots of places where you can find information about JLV and about that transition. VIReC, itself, of course is a tremendous data resource, so on that webpage, which I’ve shown you here, there’s all kinds of information about data sources, there are data tool information there, data topics. VIReC has several options if you have specific questions about VA data. There’s an HSR&D Listserv that you can subscribe to, and then of course there’s a help desk for individualized support. So, lots of good opportunities there if you’re looking for additional information about data, especially as it applies to chart review or chart review tools. And then, here’s my contact information if you have questions about chart review studies, I would be happy to try to answer those. And the JLV team’s emails are also here, as well to answer questions about JLV itself. So, I think that’s our, my last slide. The next cyberseminar session is shown here, but I think at this point, we can go to the Q&A. Is that right? 

CIDER Staff: Yes, yes. I wanted to mention, Linda mentioned there’s a cyberseminar on August 10th on e-Hosted Chart Review Tools. This is hosted by VINCI. It’s, if you’d like to register, please go to the HSR&D website and look up the cyberseminar catalogue, and you will find a link to register. Okay, questions. First question: Can chart review be installed on a VA server? And I think the person is referring to a specific program, because it’s capital C for chart and capital R for review.

Dr. Linda Williams: So, that may be one of the VINCI tools that’s been developed, which I have not used, so I don’t know the answer to that question. I would say that’s something that that cyberseminar in August will hopefully answer. 

CIDER Staff: Okay, great. Next question: If you iteratively change your chart review form, do you go back and re-review finished charts, searching for the newly identified type of data.

Dr. Linda Williams: That’s an excellent question. If it’s a data element that is particularly important, if it’s part of a primary outcome, or if it is, you know, a piece of some very important covariate, we may do that. If it’s simply reflecting a change over time because of something that has changed at the site, then we wouldn’t try to go back and do that. So, it does depend on how important that data element is. It’s one of the reasons why testing your tools first is important, because obviously you don’t want to have to make any changes in primary outcomes definitions, or other key variables, and so we would try to minimize that if at all possible.

CIDER Staff: Okay. On slide 13, you listed causes of error from the administrative data. How often in your analysis do these occur?

Dr. Linda Williams: So, I think that slide probably was the one about the assessing for rehabilitation consult, and so in that example, those were extremely unusual. The, or maybe, I’m just looking back at my slides now, maybe that was the venous thromboembolism prophylaxis. If, if you look at the proportion that matched in terms of venous thromboembolism prophylaxis, it was about 85%, so that would tell you that 15% of the time, there’s an error. And most of those errors were caused, in that particular example, by unconventional, sort of, naming or unstandardized naming. So, you might find, it really just depends on the data element that you’re looking at. If venous thromboembolism devices cause errors in 15% of cases, we have other things like a rehabilitation consult, which only caused about 25 errors out of almost 2,000 charts, so it really just depends on the individual data element you’re looking at.

CIDER Staff: Okay. Next question: How do you request national data for research preparatory purposes since there is not an IRB approval? I know that VIReC has a cyberseminar specifically on this. It’s the 2nd in our series, but maybe Linda has some comments, too? 

Dr. Linda Williams: Yeah, my understanding is that you’re not able to access Social Security numbers to do a chart review nationally, preparatory to research. That that might be something that you might need to do locally. And typically, that may not even be, I’m just thinking at our own site, so we don’t usually get permission to go into the charts and randomly look at things. Often our data managers are doing that and giving us estimates. So, I’m not sure that this kind of national chart review is something that you’re able to get access to for data preparatory to research. 

CIDER Staff: We have a comment: TIU documents in CDW have an associated date. So ordering by date is not a problem.

Dr. Linda Williams: Okay.

CIDER Staff: Okay. Another question: What does CAPRI contain that is not contained in the patient’s CPRS record at his local site? 

Dr. Linda Williams: So, there are some different, within CAPRI, there are some different, sort of, administrative reports that are sometimes put together. But by-and-large, CAPRI is drawing mainly on information that’s in the EHR. So, whether there are additional benefits related administrative, sorts of data, that, I’ve never done a project looking specifically at benefit information, so that is part of the CAPRI system that you might not see from your local CPRS. 

CIDER Staff: Okay. And we just got a comment from a VINCI concierge: You can get CAPRI access through prep to research. I think that’s referring to the previous question. Here’s a question about JLV: what is included in VistAWeb that will not be available in JLV? 

Dr. Linda Williams: I think I’ll let our, see if our JLV experts want to answer that since I haven’t used JLV. 

CIDER Staff: Let’s see. 

Jerry Rutherford: Hi, this is Jerry Rutherford from the JLV team, I can take that. Currently there are a few things that are, what we would call data gaps between the two applications. But we can assure you that even though the timeline as stated before for decommissioning of VistAWeb is the end of this fiscal year, the clinical community is committed, as well as VA leadership, is committed that no decommissioning of this VistAWeb will occur until all of the data and functionality that is in VistAWeb has been put into JLV. There may still be some functional differences in the applications, obviously, but as far as the data quality between the two applications, they will be equal, and in most cases, JLV will exceed the data quality that is available in VistAWeb now before it is ever shut off. So hopefully that answers the question.
CIDER Staff: Okay, one more quick question about JLV: Is there an easy way to seek care teams in JLV? 

Jerry Rutherford: It depends on what level of detail of care team you’re interested in. What JLV shows right now is the primary care team assignment for a patient, and that information comes along with the rest of their demographics. In JLV, but if it’s other teams that I might not be aware of, or the individuals who are part of that team, that information is not currently available in JLV, although we have had a request to enhance it to include that. 

CIDER Staff: And Jerry, since you’re here, do we still ask for both CAPRI and JLV access? 

Jerry Rutherford: The question, I think, is one which is a matter of timing and preference and need. And the reason I say that is because VistAWeb is actually embedded within CAPRI, so you could launch VistAWeb from within CAPRI. So, if you get national CAPRI access, you automatically have access to VistAWeb. And JLV is a separate application now, so the request for CAPRI is a separate request from the request for JLV, and you must have CAPRI access before receiving JLV access. So that, it’s sort of a complicated web, and the reason there’s an issue of timing there is that our intent is before VistAWeb will be decommissioned, CAPRI will then have a direct link to JLV from within it, versus that direct link to VistAWeb. So, the short answer is, in the current situation, if you need access to JLV, the steps would be that you’d need to request national CAPRI access, and once you have that, then you can make a request for JLV access, which will give you national level, basically, view access into Electronic Health Records using JLV.

CIDER Staff: Okay, I think that’s all the time we have right now. Thank you to our audience. And again, I want to remind you that the next database and methods session is August 7th at 1:00pm, and the topic will be Applying Comorbidity Measures using VA and CMS Data, presented by Dr. Denise Hynes. Thank you very much. 


[ END OF AUDIO ]
