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Moderator:  And we are at the top of the hour now.  So I would like to introduce our speaker.  Presenting today we have Dr. Edwin Wong.  He’s a core investigator at the VA HSR&D Center of Innovation for Veteran-Centered and Value-Driven Care that’s located at the VA Puget Sound Health Care System.  He’s also a research assistant professor in the Department of Health Services at the University of Washington.  Joining him today as our faculty facilitator is one of his mentors, Dr. Steve Pizer; he’s the chief economist at the Partnered Evidenced Based Policy Resource Center known as PEBPReC located at VA Boston Health Care System, and he’s an associate professor of Health Economics at Northeastern University in the Bouve College of Health Sciences and the College of Social Sciences and Humanities.  So we’re very grateful to have our speakers today.  So at this time, Dr. Wong, I’d like to turn it over to you. 

Dr. Edwin Wong: Thank you, Molly, for the introduction.  [Inaudible 0:59] slides up here.  Okay.  So I’m happy to be present today presenting my CDA research entitled Health Care Reform and Veterans’ Dual Use of VA and Non-VA Outpatient Services.  So I’d like to, before I begin I’d like just first acknowledge sources of funding from the VA Career Development Program as well as involving some of my mentors and collaborators, in particular my primary mentor, Fen Liu, as well as my secondary mentors, Matt Maciejewski and Karin Nelson.  

So I’d like to start off today by just getting a sense of the composition of the audience, and I wanted to pose the following poll question.  So do you conduct research or work in the following areas, and please select all that apply.  These are 5 sort of key words that “characterize” the research I’ll be presenting today.  And not to worry if you don’t conduct work in this area; this is going to be geared toward a general audience, but I’m curious to kind of see what the composition is today.  So please take a moment to reply. 

Moderator:  Thank you.  So for our attendees, as you can see up on your screen, we do have the first poll question, so please select all that apply.  Do you conduct research or work in the following areas:  Health economics, health policy, mental and behavioral health, access to care, care coordination.  Looks like we’ve got about 60% response rate so far.  We’ll give people just a few more seconds to get their replies in.  Okay, it looks like we’re up closer to 75% now, so I’m going to go ahead close out the poll and share those results.  So as you can see, 9% of respondents replied health economics, 35% health policy, 26 mental and behavioral health, 56 access to care, and 44% care coordination.  So thank you to those respondents.

Dr. Edwin Wong:  So thank you.  So that was quite, for science,  I know those often add up to 100%, but it’s great that we have such diverse expertise on the call today.  So let me, let me get started with some of the research in itself, and so this is about healthcare reform and in particular the healthcare reform that we’re going to be analyzing in my CDA research in Massachusetts Healthcare Reform.  And so I suspect that most folks on the ends are pretty familiar, but just to kind of review the key components.  

So this was an April 2006 law in Massachusetts enacted substantial health reform, and there was three key components, notably for the individual mandate which was essentially the requirement that everyone have a minimal level of health insurance coverage.  And VA enrollment was such that it counted as credible coverage under the individual mandate.  The second key component is the expansion of the health insurance market, and for the [inaudible 3:48 to 3:52] establishment of the Commonwealth Health Insurance Connector for the precursor to the health, the ACA health insurance exchanges, and alongside of it the subsidies to low income households for purchases on the open market.  And thirdly the Medicaid expansion changes in the income limits as well as increasing the enrollment caps.  

So a key takeaway here, and rollover to the research date is that VA in itself is a healthcare system and its enrollees were not directly affected by the healthcare reform law.  And we’ll sort of dig under the hood.  I have to cite directly and we’ll sort of dig under hood a little bit more in the subsequent slides.  

So not surprisingly since this enactment there’s been a pretty substantial literature that’s examined the effects of MHR, Massachusetts Healthcare Reform, in particular within the general population its effects on the general population.  And in particular and not surprisingly, MHR has been associated with more insurance coverage, specifically lower rate of un-insurance particularly among non-elderly adults, a lot of that coming through greater private insurance enrollment, and in particular employer-sponsored coverage, and again not surprisingly, greater Medicaid enrollment, again, which was the explicit target of the healthcare reform. 

So turning our attention to not just insurance coverage but specifically outpatient use which comes into greater alignment with today’s research.  Again, I think most folks won’t find these results particularly surprising, but MHR being associated with greater use of primary care, for example, a three percentage point increase in the probability of having at least one primary care visit in a given year.  Alongside of that, greater use of preventative care, for example, greater colonoscopy rates. Subsequent work sort of after the initial, after the initial research push, there was some investigation of wait times that stemmed, I guess the answer is stemmed from the fact that there were concerns about new, previously uninsured individuals that really gained coverage that were, in essence, taking up capacity and reducing wait time, or excuse me, extending wait times for those that were already insured and had access to care.  So the descriptive data by Leighton Ku found that the average wait times for an appointment with an internist increased from 33 days in 2006 to 50 days in 2009.  So this is summary.  In spite of all this pretty wide literature examining the Massachusetts reform, there’s been pretty limited data, limited studies that had [inaudible 6:42] essential impact on, via the system and Veterans as a whole. 

So with this concept in mind, just to explicitly state the roles of this research.  It was to examine whether or not Massachusetts Healthcare Reform, MHR, affected Veterans’ use of VA and non-VA outpatient services.  And in this particular case, so my CDA actually does examine sort of a broad array of outpatient service types.  But the research I’ll be presenting today, we’re going to be looking at specifically outpatient mental health services.  And when we’re looking at, when we describe dual use, we’ll be looking at the population of Veterans dually enrolled in VA and fee-for-service Medicare with the advantage that we’ll be taking advantage of linkages with Medicare data to be able, in essence comprehensively measure health service use among those dually enrolled Veterans. 

So you know, this is, you know [inaudible 7:40] to our study [inaudible 7:41] an interesting question, but you know, I think it really, really [inaudible 7:46] to sort of highlight the question of why is [inaudible 7:49] Veteran impacts from healthcare reform and MHR in particular.  So there are at least three reasons which I want to highlight today.  So the first and kind of alluded to this a little bit is that key components of the Massachusetts law are present in the Affordable Care Act, the ACA, and in essence MHR served, did serve as sort of a model for the development of, the subsequent development of ACA.  

So, potential lessons learned from analyses that we can conduct using MHR could be potentially extrapolated to ACA.  So a second key reason for presenting MHR is the fact that it represents what economists call a natural experiment, and we’ll talk a little bit more about this later, but in essence it’s what we call an exogenous change in law policy where the enactment of the healthcare reform was not in essence in direct control or wasn’t directly influenced by the individuals who were affected.  That’s what we mean by exogenous.  And thirdly, analysis of the Massachusetts law provides well-defined treatment and control groups, particularly in relation to analyses around ACA in that we can identify a group of VA enrollees that were exposed to the healthcare law after April 2006, and we can identify comparable set of Veterans who were not exposed to any component of those, of the Massachusetts law throughout the proceeding and preceding, throughout the preceding and proceeding years. 

So again, this research is about dual use.  So I want to just point out a couple of key facts for those individuals who may not be as familiar with the body of research that currently exists.  So VA enrollees, once enrolled in the system, they’re in fact not precluded from having other sources of insurance coverage and seeking care through these other non-VA sources.  And they can do this completely independent of the VA.  So there’s no restrictions, and in that sense it preserves Veteran choice.  So, dual use is, there’s, again, been a pretty wide literature that has, that has highlighted the prevalence of it and some of the key characteristics of non-VA use, and I think the key fact to take away from this, from this presentation is that dual use is quite common.  Dual use of the VA and non-VA is quite common.  

And to sort of highlight this point, I’m going to pose the following poll question.  So this is a little bit of trivia.  So approximately what percentage of VA enrollees were dually enrolled in at least one other health insurance source in 2015?  And just for clarification, by ‘other health insurance source,’ this could be any private or public source.  This could be Medicare, Medicaid, Medicare Advantage, Indian Health Service, so at least one other source other than VA.  So the responses being 30%, 40%, 60%, 80%, so please take a moment to reply. 

Moderator:  Thank you.  Looks like people are slowly getting their responses in.  These are anonymous replies.  You will not be graded, so feel free to take an educated guess.  And it looks like we’re up just over 70%, so I’m going to ahead and close this out and share those results.  Looks like we’ve got about 9% estimating 30%, 26% of our respondents said 40%, just over half said 60%, and 14% said 80%.  So thank you again to those respondents.  And I’ll turn it back over, oops, pardon me.  Give me one second. 

Dr. Edwin Wong:  Yeah, so I appreciate the responses.  Again, I thought this was just kind of a nice way to, me telling folks what the percentage, sort of a nice way to engage you all.  So this are based, so the correct answer is actually D, 80%.  So, quite, quite, quite, common and the source of this is the 2015 survey of Veterans, Veterans Health and Reliance upon VA.  And there’s some descriptive data available publicly online, and I encourage folks, it’s just a great source to get sort of the general facts about the VA population and not just dual use but other sort of demographics and characteristics of Veterans all together. 

So the follow-up question, and again this is about, this presentation is about VA and Medicare dual enrollees.  So again, if folks could sort of answer this one.  So taking into account the previous answer, so approximately what percentage of all VA enrollees were dually enrolled in Medicare in 2015?  And again, for clarification, so by ‘VA enrollees,’ this is all VA enrollees irrespective of age.  So this is everyone in the VA.  So what percentage were enrolled in Medicare in 2015?  Is it; 30%, 40%, 50%, or 60%.  So please take a moment to reply. 

Moderator:  Thank you.  We’ve got just about a high enough response right now.  I’ll give people a few more seconds.  Okay, much more varied replies this time around.  I’m going to go ahead and close this out.  So option one was 30%; 12% of our respondents selected that one.  Option two, 28% of our respondents selected that.  Option three, 13, I’m sorry 17% responded that, and 43% of our respondents said 60%.  So thank you for those. 

Dr. Edwin Wong:  Yeah, thanks, Molly.  So that’s just quite a varied response with those.  So the answer to the question is 50%, five, zero, C.  And among those dual enrollees, so among those that are, have both VA and Medicare, it’s about two-thirds to one-third, two thirds being fee-for-service, one-third being Medicare Advantage.  So again, just, you know, some fun facts that I think, but the point that this highlights that dual use, dual enrollment and subsequent dual use is quite common among VA enrollees. 

This is some descriptive, next I have some descriptive data that we collected as part of the first [inaudible 14:38] MCA research that looks at the elderly population.  I’m going to go over this.  This will be in the slides for distribution, but again just emphasizes that the dual use is quite common. 

So turning our attention to the conceptual, conceptual framework and conceptual mechanism that we’re trying to capture in this research, and I want to just take a moment here and kind of highlight what economists call spillover effects.  And I suspect this is a term that’s less familiar to folks in the audience.  And what we mean by spillover, what economists mean by spillover effects are when a policy or law or intervention gets enacted that there’s often a target population, so for example, Medicaid targeting low income uninsured, young uninsured adults for example.  So policies that target a given group and then there’s going to be some effects among that target group and those who [inaudible 15:41] direct effects.  But there’s also some subsequent indirect effects that sort of what we call spill over or that indirectly influence a non-target group.  And we’ll get to apply this definition here in the next slide, but again, the key here is that spill effects are some of these indirect effects that influence a non-target group.  And what’s also key to know is that these spill effects often occur simultaneously with any direct effects, so there’s these effective spill effects that occur at the same time as [inaudible 16:14] direct effects.  And what’s really interesting, why economists tend to really enjoy studying these is that they often represent where the unintended consequence, and I suspect that’s a little bit more familiar to the audience, and that they’re often not anticipated or will often come, some of the effects are not, are not thought of when a policy or intervention is being derived.  So that’s why it’s, they’re surprising in essence, and that’s why they’re interesting to economists. 

So I’d like to just kind of apply the following definition and pose the following poll question and select one answer.  So which of the scenarios represents a spillover effect?  And I do apologize.  I was limited by character count, so I apologize that the responses are a bit terse, but I’m going, let me try and kind of clarify the words.  So the first option would be a law raising the minimum wage and has a resulting effect of increasing income among low income, low wage workers would be the first option.  The second one would be an airport law that, it’s targeting airlines and would in essence limit the hours in which they could land planes at an airport, and we would observe effects [inaudible 17:34] being a reduction in noise, subsequently increasing the wellbeing of locals, and that’s option B.  And the final option is the Medicaid expansion which would have, and the effect here would be greater access among the previously uninsured, greater access to care and greater utilization among the previously uninsured.  So let’s take a moment, if I could please get some, get you all to respond in A, B, or C which one is the spillover effect. 

Moderator:  Thank you, Edwin.  So it looks like the responses are 13% said raising minimum wage increased an income of low wage workers, 58% law limited plane landing hours increased wellbeing of locals, 29% Medicaid expansion increased access among previously uninsured.  So thank you for those responses, and I’ll turn it back to you for the last time. 

Dr. Edwin Wong:  Thank you.  Thank you for the responses. Then most folks, most folks responded with B which is the answer that I was looking for.  So B, I tried to give it away a little bit.  So B, an airport law.  So this one, [inaudible 19:06] think this law actually does exist in Irvine, California, actually has a curfew on landings, Irvine, California.  So a law limiting plane landings that is targeting, so targeting airlines, but would have some spillover effect on the wellbeing of locals.  And there are some potential direct effects.  I just didn’t, direct effects in terms of the airlines, that they might have lower revenue, lower revenue, lower profit margins, but I didn’t look [inaudible 19:35] effects here.  I’m really trying to kind of hone in on sort of that indirect effect on the locals.  So B is sort of the example that, of the spillover effect that I was hoping to get focused on [inaudible 19:46].

So let’s apply that idea of a spillover effect to the current study.  So how could spillover effects happen or influence VA Medicare dual enrollees?  And our hypothesis is that it’s going to operate through the individual mandate.  And the individual mandate in essence didn’t have a direct effect on VA, on enrollees of the VA that were already in the system in the sense that VA counted as, VA is counted as creditable coverage, and Veterans once enrolled in VA are enrolled for life.  So in essence the individual might, it didn’t have any direct effect on those already enrollees.  However there are some potential indirect effects that operate through, that potentially operate through outpatient capacity.  And the story would sort of look like this.  If we do observe that there’s greater VA enrollment among, greater VA enrollment and subsequent use among those that were previously uninsured; so for example, some younger previously uninsured Veterans.  If they’re now coming into the system and using, using services, this would subsequently result in fewer appointment slots for those that were already enrolled and would potentially lower those Veterans’ use of VA outpatient services and increase use of Medicaid outpatient services.  And the key here is, the key caveat being all other factors being held positive.  And economists really try and emphasize that.  So on the margin, we might see some, if Veterans are experiencing, for example, longer wait times due to less capacity, you might see some substitution out of the VA and into Medicare at least on the margin. 

So the key, so part, the part into my CDA research and some published work can give us some insights as to the, as to the first component.  And what we did is we examined how Massachusetts Healthcare Reform influenced VA enrollment.  And the key takeaway from this part of research is that the effective MHR enrollment was, in essence, contingent on the state of the economy.  And what we mean by that is that we found that there were market increases in enrollments among Massachusetts Veterans during years co-listed in with the Great Recession, so 2008 and 2009 in particular.  And what we concluded was that Veterans, so in a bad economy Veterans were more likely to lose their job, and those that were losing their jobs and any health insurance or any employer-sponsored insurance coverage along with it were more likely to come to the VA, enroll in VA benefits in order to meet the individual mandate. 

So there is some evidence from our prior findings of some evidence of this first point here.  So taking that conceptual mechanism, I want to just kind of take a step back here and highlight some of the relevance to current policy and planning.  I mean one question is that, you know, MHR was enacted about 10 years ago or so, and you know, there was subsequently ACA, but you know, what’s the policy relevance to VA and in particular limited to VA today.  So certainly know that, you know, VA has been challenged in providing timely access to care and receiving greater attention, not just to the peer reviewed literature, but the also the general media.  And [inaudible 23:26] been initiatives, and the responses have been seeking to increase Veterans enrolling, VA enrollees access to care, specifically in the community, supplying these non-VA options.  And again, those first two points along with what we believe that today’s research can help reform is in regards to recommendation number one on VA’s Commission on Care, which in the long run calls for the establishment of high performing integrated community healthcare networks.  So the key question that we hope to address is to what extent do VA enrollees seek non-VA, seek out non-VA options available in the community, including those that they came from the community on their own independent of VA or the Choice Program but also those that are contracted through VA.  And we’re particularly, and what we hope we can reform is not just the direct effects but also some unanticipated indirect effects that have influence on how Veterans seek, how Veterans make that decision between VA and non-VA care on the margin.

So let’s just keep that in mind.  I want to kind of bring our attention back to the specific research today.  I kind of want to present the mechanics of our study.  So let me first present our data sources.  And this is an observational study, and we’re relying on comprehensive administrative data from VA including the CDW, Corporate Data Warehouse.  We also used the MedSAS files, the outpatient care files, along with the VA national enrollment dataset.  And we linked these VA administrative data with claims data from fee-for-service Medicare, in particular the carrier and outpatient files.  And these were used to ascertain encounters, mental health encounters in Medicare.  We circumvented these data with aggregate data from the Area Health Resource File and the VA site tracking system which provide characteristics of Veterans [inaudible 25:40] county as well as [inaudible 25:41 to 25:44] care where, the facilities where they would seek care at. 

So the study design, and I alluded to this a little bit earlier, is that we’re trying to exploit Massachusetts Healthcare Reform in treating it as a natural experiment whereby Massachusetts Veterans were subject to the reform starting in June of 2006.  And we talked a little bit about how MHR represents an exogenous change in health policy. 

So to think about this, I’ll present this a little bit differently, if you can look at this in terms of a study timeline.  So Massachusetts Veterans comprised our treatment group and were subject to the reform starting in June of 2006, represented by the blue shaded box.  And we’re going to be comparing utilization patterns of Massachusetts Veterans with a comparable population of Veterans from other non-Massachusetts states who were not subject to reform in all study years.

And again, putting in the [inaudible 26:50] study line more formally, I think I mentioned this in the previous slide, the treatment group Massachusetts Veterans, control group were Veterans in all other states.  So our primary analysis focuses on, it doesn’t make any restrictions on the states in which you choose controls from.  We did conduct sensitivity analysis using a control group comprising of Veterans exclusively from other available states, those being Connecticut, New Hampshire, Vermont, Maine, and Rhode Island.  Our results were quantitatively similar to those I’ll be presenting today, although the significance, the P values did differ because we tended to have less power in these second sets of analyses.  The results of these sensitivity analyses are presented at the, in the slide deck at the end of the presentation is done, the slides show distribution today. 

So how do we identify our study population?  So we started off with all VA enrollees in 2004, and we further restricted them to both having two VA outpatient visits or one VA inpatient visit in fiscal year 2003.  And the idea behind this inclusion criteria was to identify the Veterans that were more, more reliant or those that were active users of the VA.  Furthermore, we included only those Veterans who were enrolled in Medicare, dually enrolled in fee-for-service Medicare.  That is a typo there.  It’s been all years between fiscal ‘04 to ‘08 and not just the two years, and not just ‘04 and ’08.  It’s actually all years in between as well.  

So we did apply three notable exclusion criteria, particularly excluded those Veterans that lived in Massachusetts and at least one other state.  So that’s with those that crossed between groups during the follow-up period.  We excluded those who died between, or died before 2008, and we excluded a handful of Veterans who had missing covariate data and mostly incomplete, incomplete data on area of residence.  So this resulted in a study sample of 1.2 million VA enrollees.  For our analysis, what we did is we retained all VA enrollees that were in, that resided in Massachusetts, and we subsequently took a 10% random sample of Veterans in all other states with, and this was done in order for computational feasibility, to keep the, to get the model to run, in essence, in a timely fashion.  And our unit of analysis are Veteran-year observations.  So in essence we’re going to have a panel or longitudinal datasets, repeated measures for Veterans.

Our definition of outpatient use, so what we sought to identify were face-to-face office visits [inaudible 29:58] that occurred in an outpatient setting.  And additional cohort, my CDA actually encompassed quite a broad range of outpatient categories.  So we’ll look at mental health use today.  And the way we identified visits that were considered mental health was by leveraging an algorithm that was developed by two of my mentors, Dr. Liu and Dr.  Maciejewski, in a prior IAR.  And what they did was they took combinations of provider specialty codes and evaluation and management CPT codes, and in the prior IAR what they did was they took all possible CPT codes, all possible specialty codes, and put them into various buckets.  Definitely a labor intensive task for sure.  So what we did was we leveraged, we leveraged this algorithm to identify visits that were mental health, some sort of mental health.

And using those visit measures, or using that visit data, we defined five outcome measures that we analyzed [inaudible 31:05] in the research I’ll presenting results for today.  We looked at the overall number of visits per year in VA.  We did the same thing for Medicare.  We subsequently defined a binary measure denoting whether a Veteran had at least one visit, one mental health visit in the VA, and subsequently and similarly Medicare.  And finally to hone in on dual use, we defined a categorical measure denoting whether mental health users received all their care in VA, all their care in Medicare, or some combination in between, dual use. 

Triple strategy relied on a difference-in-difference approach.  And the advantage of this is that it counts for, and in common and secular trends in Veterans that occurred throughout the follow-up period.  And functionally what this requires is taking pre-post changes in outpatient use, so looking at before and after, taking the difference, doing that for Massachusetts Veterans, repeating that for other non-Massachusetts Veterans, and then taking the difference of those two differences, so a difference-in-difference approach.  And we calculated standard errors and we applied clustering by state.  And this is a conservative approach that has been advocated in the economics literature.  And in essence it is intended to account for the fact that when you have repeated measures or you have a longitudinal data for patients that the observations tend to be auto-correlated or they tend to be correlated over time.

For our statistical analysis, so the models that we ran are, again, some math in here, but I think that the key takeaway I want the audience to take away is that we applied two-part models.  And the advantage of these two-part models is to account for, economists typically use this when the outcome distribution tends to be highly skewed, and in this case the distribution of mental health has a large [inaudible 33:11] zero.  So as the name suggests, the two-part model requires estimating first a logistic aggression, estimating the probability of a Veteran having mental health use in a given year, and subsequently the second part requires estimating the number of visits among the sub-population of Veterans who had any mental health use.  And to come up with a total effect that we can generalize to a whole population, we in essence combined the two parts of the model together, the one and two here.  And finally to calculate standard errors, we applied a bootstrap procedure. 

The statistical analysis for the dual use for that sort of categorical outcome was we applied ordered logistic regression.  And the idea here is to estimate the change in the probability of using all Medicare, all VA, or being a dual user that we could attribute to MHR, or Massachusetts reform.  In all analyses we controlled for a number of characteristics including demographics; comorbidity; characteristics of Veterans’ residence county; provider supply, so the number of mental health providers per capita; and state fixed affects. 

So turning to our results, first let me present some descriptive data starting our study sample.  Excuse me, so the characteristics tend to be pretty representative or pretty indicative of VA Medicare dually enrolled population in that average age was around 72 to 73.  Nearly all of patients were male and of white race, about two-thirds were exempt from VA co-payments.  There were some differences in terms of geographical access to care, notably that Massachusetts Veterans tended to live closer to VA facilities compared to non-Massachusetts Veterans and Massachusetts Veterans had a slightly higher comorbidity burden.

So looking at healthcare supply, we find that a number of mental providers per 1,000 Veterans, and this was the number of providers per Veteran, per 1,000 Veterans at, as Veterans at a particular Veterans nurse facility.  So the number of providers, 5.1 per thousand among Massachusetts Veterans compared to 2.1 per thousand among non-Massachusetts controls.  There were, there was a similar pattern in the general population in terms of the number of mental health providers [inaudible 36:09] greater supply in Massachusetts, and a similar unemployment rate of around 5.5% between the two groups.

Looking at contending with some results.  First we’re going to look at results in terms of VA mental health use.  And what we find is that trends over time, and this is trends in the probability of using any mental health care, tend to be pretty parallel over time.  Another key fact to note is that the probability of having any use tended to be higher among Massachusetts Veterans compared to non-VA, to non-Massachusetts controls, likely respecting the fact that, again, there’s better, in general better access to care for Massachusetts enrollees.

Looking at the number of visits, trends in the number of visits over time, again, a larger level for Massachusetts Veterans compared to other non-Massachusetts controls.  Average was about 1.5 visits per Veteran throughout the follow-up period for Massachusetts compared to about 0.8 throughout the sample, throughout the follow-up period for other non-Massachusetts controls.  One key thing to note is that there’s some, at least to my eyes there’s a little bit of a convergence that’s starting to happen between 2007 and 2008, and you’ll see the trend coming down a little bit, and we’ll, and so this is potentially important.

So turning to our adjusted results, looking at VA mental health use from our difference-in-differences model, and note that there’s three rows representing, the first two rows representing the two parts of the two-part model and the third representing the quantity that generalizes to the full population by applying the first two parts together.  And what we find here is that in terms of mental health use, MHR was not associated with the probability of using any mental health care.  MHR had no effect on whether a Veteran used VA for mental health or not.  But among users we found what I would consider a modest decrease of 0.44 visits per Veteran per year, and when combining two, we combined these two parts together, we come up with a net effect of a decrease of 0.06 visits per Veteran per year attributable to MHR.  And so the point of note is how does this compare relative to the level of use among Massachusetts Veterans?  So if we look at the 0.06 and we compare it with average use of about 1.5 visits throughout the follow-up period, it translates to about a 3% to 5% effect, that 0.06.  So again, the small decline in mental health visits attributable to MHR. 

So turning our attention to Medicare use, perhaps more interesting results here in that we found that trends were pretty parallel before the enactment of MHR but diverged somewhat following the enactment, and we see that the probability of having any mental health use in Medicare from Massachusetts Veterans increased, particularly between 2007 and 2008.  And again, this is potentially reflective of some of that substitution at a VA and into Medicare resulted from a spillover effect.

Looking at the level  of mental health use, so the number of visits among the full population, and you see that the trends are largely parallel, but again, largely parallel, a greater level of use from Massachusetts Veterans, but at least to my eyes the modest divergence is in the post period.

So looking at our adjusted results, we find that MHR was associated with a greater probability of using any mental health from Medicare, an increase of 0.36 percentage points, but was not significantly associated with the number of visits from Medicare, both among users and when extrapolated to the whole population overall.  So again, greater probability of any Medicare use. 

And final [inaudible 40:53] to dual use or reliance.  So by reliance here, when I’m presenting this slide is the proportion of mental health visits that were obtained from the VA, so one being 100% and zero being 0%.  And what we find is that the lion’s share of Veterans get all of their care, all their mental health care from the VA, nearly 80%, versus approximately 15% that get all their mental health in Medicare, and the rest of the folks being somewhere in between. 

I’m going to skip this next slide here [inaudible 41:32] of time and jump to the, just jump to the adjusted results.  So looking at dual use, so looking at the three categories for our dual use analysis, we find that Massachusetts Healthcare Reform was notably associated with a decrease in the probability of getting all your care from VA minus 1.1 percentage points.  And that was accompanied by an increase in the probability of getting all your mental health from Medicare, a 0.8 percentage point increase, and being a dual user, a 0.3 percentage point increase.  Again, I do want [inaudible 42:09] surprising, sort of compare it with the magnitude of the lion’s share that [inaudible 42:17] effect of most significance I would consider relatively small in magnitude. 

So I’m going to take a minute here and kind of rectify with some of the prior literature that have tried to assess these similar effects.  And in general these spillover, evidence of spillover effects have been fairly mixed in the literature.  And these spillover effects have been examined primarily among the population of Medicare enrollees who were enrolled in Medicare, who were already enrolled in Medicare prior to the healthcare reform.  So at first I looked at outpatient use overall, Joynt and colleagues in a 2014 health services research paper, and didn’t find any significant effects.  But a subsequent paper by Bond and White found that, and this one looked at, specifically at primary care, and they found heterogeneous effects that differed by level of un-insurance.  And in particular what they found is that there were some potential spillover effects, so 6.9 percentage, excuse me, a 6.9% decrease in visits among Medicare beneficiaries that were already in the system in areas that had the highest un-insurance rates, and that’s potentially suggestive again of those spillover effects. 

Skip the key findings here.  I think we’ve mostly gone through [inaudible 43:39].  I’m going to sort note the limitations of our study, again this being sort of observational nature.  We did apply difference-in-difference approach to account for any common trends, although it should be acknowledged that [inaudible 43:53] approaches and completely bullet proofing, in particular sort of the lives and the quality of the control group.  

Additionally, we found that Veterans that, we want to know if, that Veterans living in Massachusetts, because that’s the data that we had, [inaudible 44:08] legal residence of another state and may in fact not be subject to the healthcare reform.  Furthermore, we looked at VA and fee-for-service Medicare use.  We did restrict it to enrollees in both of those two systems, although the extent to which Veterans are using sources of the care outside of these two systems we wouldn’t be able capture those in data and would bias our estimates.  And finally, when generalizing our results from the study to other populations or other reforms [inaudible 44:38], but the results should consider the unique character of VA, and in particular, we found that supply tends to be better.  Again, I wanted to sort of emphasize the fact that Veterans in particular had better access to care relative to other non-Veterans, other non-Massachusetts controls.

I’m going to skip this for the sake of time and actually just jump for, jump to the conclusions.  So the key findings here that I sort of want to emphasize is that we did find some modest evidence of spillover effects influencing VA’s capacity to deliver mental health services that were effecting those that were already enrolled in the VA system that in particular had access to care through fee-for-service Medicare.  So there’s some implications that I want to point out in terms of their care coordination, particularly as we introduce more and more options to Veterans [inaudible 45:39] through the Choice Program in that, if you find that dual use is increasing particularly for the population that we’re studying here today, it’s going to introduce some challenges in terms of care coordination.  And I think hopefully the results here sort of highlighted unintended consequence of the healthcare reform that has some impacts on [inaudible 46:07] extra coordination.  

And finally, again, MHR had a large part in the design of the ACA.  And as VA or the public pair other health systems all looking to extrapolate from the [inaudible 46:27] budget impact perspective that [inaudible 46:30] and demand projections and fiscal planning that it’s important to account for these spillover effect, even if they’re small.  So I’m going to kind of conclude my talk there.  And I think, Dr. Pizer I think is, will provide some sort of discussion and provide some commentary on our research today. 

Dr. Steve Pizer:  That sounds like my cue.  This is Steve Pizer.  I’m the chief economist for the Partnered Evidence-Based Policy Resource Center in Boston and have been supposedly serving as one of Edwin’s kind of career development mentors, although Edwin just doesn’t ask for very much.  So when he asked for this, this was, you know, something I could do.  I should say by way of introduction a little bit that our group has some done some work on related things.  And so I’m going to talk briefly about some of the policy implications of work in this area and why this is interesting and important from a VA perspective as well as from a national policy perspective and talk a little bit about some results that we’ve gotten that bear on these a little bit.  And then just because I probably can’t help myself, I may dive into some of the modeling we used, very briefly, because it’s what I do.  So, and I was a little late joining so I’m not sure exactly what the ground rules are for questions, but there’s an opportunity to at least type questions in, I believe.  Is that right, Molly?

Moderator:  Yeah, that’s correct.  People can type in question or comments at any time, and we’ll get to them in just a few minutes. 

Dr. Steve Pizer:  Okay.  So I’ll keep my comments brief, and then we can engage in a more free-ranging discussion.  So just a few comments on things that Edwin did and choices that he made in the context of the Affordable Care Act.  One of the, why do we care about Massachusetts Health Reform.  Well, those of us who live in Massachusetts care, but it’s the early test case for the Affordable Care Act, and it’s not exactly the same, but it’s pretty close.  So one might think that the experience in Massachusetts pre-stages what VA would experience more broadly under the Affordable Care Act, and some of the work that Edwin did earlier was very helpful in, for VA policy makers in trying to anticipate that. 

But there are some differences between Massachusetts and the country as a whole that are very important.  So in particular, Medicaid benefits, Medicaid eligibility in Massachusetts was already quite generous when mass health reform passed.  So I believe there was some expansion, but compared to the national average under ACA, the Medicaid expansions that occurred under ACA were much bigger.  So, and we know from other work that we’ve done, that when Medicaid expands in a state where it didn’t have broad eligibility before that that attracts Veterans who otherwise would have gone to the VA.  It attracts them to go to community providers.  So the Medicaid expansion part of the Affordable Care Act draws demand away from the VA and in some real measurable way reduces congestion at the VA.  

What Edwin is measuring here, I think, is the impact of the individual mandate part of the legislation that requires people to have some kind of coverage.  So people who otherwise wouldn’t have had coverage when the law passes, there’s a reason for them to get some kind of coverage.  And theory tells us that they’ve, some of those Veterans will come to the VA to get creditable coverage from the VA because it’s cheaper than buying insurance or paying the penalty.  So I think the story that Edwin is telling is that that mandate pushed otherwise uninsured Veterans to come to the VA and that those Veterans who then came to the VA in Massachusetts crowded out some other Veterans who would otherwise have gotten care at the VA, and some of those people went to Medicare.  That’s a very interesting story.  It’s plausible.  And it’s particularly interesting in Massachusetts where the Medicaid expansion had a negligible effect, and so maybe you can see the impact of the mandate.  The penalties for the mandate in Massachusetts were not very large, just like the penalties for the mandate nationally were not very large to begin with.  So it’s not clear that the impact of the mandate by itself was really very big. 

Another, just point out to observe from other work is that when the economy turns down and unemployment goes up, Veterans come to the VA in greater numbers.  So one of the challenges to this particular study is that there was an economic downturn that roughly coincided a little bit later with the health reform, and so it’s a little hard to say whether this is really the effect of the health reform and not the effect of economic conditions.  So in what Edwin presented, he presented the contrast between Massachusetts and the rest of the country.  I believe he’s also got results from Massachusetts and a smaller set of neighboring states.  That might be more robust to that kind of potential confounding due to regional economic fluctuations.  And I believe from looking at the slides that the results are pretty similar, but I haven’t actually seen those results.  So I, personally I would find those regional results more compelling than the national ones.  And since he had to take a 10% sample of the nation anyway, I’m not sure why he would do that instead of taking the neighboring states, but we can talk that some more. 

Another thing to emphasize about why this is important for the VA is something that was just implied by what Edwin was saying, which is that if there’s an influx of new patients and they crowd out existing patients, that implicitly means that the VA is capacity constrained.  Now those of you around the county may, may or may not think that [inaudible 54:04 to 54:07] local facility is capacity constrained.  And when I say capacity constrained, I mean they’re serving as many patients as they can serve, and as additional patients come along, those patients have to wait or they can’t get in at all or the facility has to expand, maybe go to the Choice Program or something to serve those additional people.  This question about whether the VA is capacity constrained, how much, when, and where is an enormously relevant policy question because the implications are what do we do if we have growth and demand for VA services.  Do we have to build new hospitals?  Do we have to expand the Choice Program?  Do we just have waiting times go up?  Do we just place existing patients?  Do we have to refigure our priority system?  This is something that VA planners do not have a good handle on.  And this kind of analysis is interesting and has potential for shedding some light on where the capacity constraints are, when and where, under what conditions.  And then the implications for that in terms of budgeting are very large. 

I don’t want to take, I don’t want to preclude other conversation, so maybe I will skip the weedy analysis stuff except to say one of the challenges with doing difference-in-differences policy evaluation like this is that polices don’t usually happen like the flip of a light switch.  So in this modeling framework, 2006 comes along and you go from the pre period to the post period.  But the way it really happened was that some of the stuff was phased in, the penalties gradually increased, the word got out slowly, and this is the way it happened with the Affordable Care Act.  So you don’t get this sharp binary contrast between the pre and the post period.  And that makes it harder to identify the effects that you’re trying to measure.  Sometimes it’s the best you can do, but it’s a challenge.  So I’ll stop there and see if there are questions and general discussion. 

Moderator:  Excellent!  Well, thank you both very much.  We do have lots of great pending questions, so we’ll get right into them.  What about, sorry, in addition to VA versus non-VA care, are you going to look at physical/medical versus behavioral healthcare within the same binary, VA versus non-VA? 

Dr. Edwin Wong:  Yeah.  I think one key thing to note is some, the CE research actual does propose to analyze a wide array of outpatient categories.  I had originally presented, I think I’m presenting on more, broader range of outcomes, but this is the second time I just didn’t have enough time to present that.  So I folded it into the more interesting results here in terms  of mental health use. 

Moderator:  Thank you.  What about the waste of funds of Veterans using both VA and non-VA services?

Dr. Edwin Wong:  Not sure the context of the question.  I will speak to one thing that does come to mind, and this would be sort of outside the scope of, what we’re looking at is that there’s some pretty good literature out there that, if I [inaudible 57:53] looked at dual use of VA and Medicare Advantage, you’d have a really nice dataset.  And in that case, Medicare Advantage insured are, receive sort of one payment from the government with the idea that they provide all their care for a given individual.  So to the extent that Veterans are using, there’s [inaudible 58:31] in Medicare Advantage are dually using VA as well, reflect in essence from a duplicated payment or duplicated use of resources.  And to the extent, that’s been sort of highlighted in the literature a little bit.  And certainly that does exist.  [Inaudible 58:51] sort of outside the scope of, this study in Massachusetts [inaudible 58:54] population of those that [inaudible 58:56] Medicare and not Medicare Advantage. 

Moderator:  Thank you. 

Dr. Steve Pizer:  I think there are other issues. 

Moderator:  Oh, go ahead Steve. 

Dr. Steve Pizer:  Yeah.  There are other issues about duplication of services that this dual use and fragmentation of care between different systems that raises questions of actual duplication of services.  It also raises questions of coordination of care and sometimes having costly outcomes because care isn’t optimally coordinated.  And then there’s the other concern that the fee-for-service environment like Medicare has an incentive for providing more services as opposed to, like a salaried system like the VA.  And so the total bill for the government may end up being significantly higher.  And then if VA is paying for the non-VA care, for the community care, either through the Choice Program or through pCare or something like that, then those fee-for-service incentives can hit the VA budget as well. 

Dr. Edwin Wong:  Yeah, that’s, I actually spoke [inaudible 1:00:05] a little bit more.  I mean to speak [inaudible 1:00:06] that a little bit more, and Steve, this was actually one of your papers as I recall.  The health, Journal of Health Economics paper that looks at how wait times, greater wait times increases for that duplication of care between VA and Medicare, so the extra services that Veterans get in Medicare in this case don’t actually serve as substitutes but actually serve as sort of duplicated services [inaudible 1:00:30] that are in the VA.  So again, that gets sort of further, kind of highlight that point.  

Dr. Steve Pizer:  Yeah. 

Moderator:  Thank you both.  I know we’re at the top of the hour.  We do have three pending questions.  Are you able to stay on and answer those or should I have the people get to you offline? 

Dr. Edwin Wong:  I can stay. 

Moderator:  Alrighty.  If our attendees do need to drop off at the top of the hour, please, when you exit the session wait just a second while the feedback survey populates on your screen.  It takes just a moment to fill those questions out. 

This presentation was so informative.  Thank you for sharing.  Edwin, I know of, I know for your analysis that you presented today you focused on Veteran Medicare users.  I was wondering if any of your analysis for your CDA focused on the growing population of women Veterans, especially women of reproduction age and their characteristics of being dual users of care, especially women living in areas where the local VAs may not have a lot of women’s health PCPs on staff.

Dr. Edwin Wong:  Yeah, that’s certainly, the short answer is that we were unable to, that wasn’t something we [inaudible 1:01:45] done.  Certainly there are, in our COIN we have, there were other investigators that had experience with issues and access to care, particularly for women’s health, and you know, this is certainly something that’s on my bucket list of things to do.  You know, as part of the data measurement issue, I mean because of things like reproductive services, I mean we just, you know, we really haven’t been able to get a good, sort of a comprehensive dataset that can sort of measure non-VA use very well.  But you know, hopefully with some of the new data or some of the new, some of this new choice here that we can maybe, be able to answer, address these question a little bit more in the future.  So certainly, I just totally agree with the key area of interest and importance for the VA, but yeah, it’s just something we haven’t been able to do quite yet. 

Moderator:  Thank you.  Do your regression results condition on Veterans having mental health disorders?

Dr. Edwin Wong:  No, they do not.  And that’s a good point in that we look at the whole, we looked at the whole VA, dual VA [inaudible 1:03:01] population.  I would say that we kept it that way in the sense that we wanted to capture what health concerns for potential demand [inaudible 1:03:12] that a Veteran, that a patient would seek or need services sort of in the absence of any previous indications.  And that’s why we kept it sort of a more general population to capture that potential, potential demand. 

Moderator:  Thank you.  I wonder if there is a significant difference between the 1.5 mental health visits a year in Massachusetts and the point zero, I’m sorry, 0.8 in other than Massachusetts states in the U.S.?

Dr. Edwin Wong:  Yeah.  I didn’t test that formally.  I suspected in relative terms it’s certainly a big difference.  I will say for the key to the model, the key to that difference-in-difference model, it’s not necessarily the level, but it’s the fact that the key assumption is that the trends in the pre period is that they’re parallel.  And that seemed to hold, my assumptions seemed to hold [inaudible 1:04:13] we used a comparison group of the comprised, the whole U.S. 

Moderator:  Thank you.  And do you know what types of mental health services are Vets receiving in the Medicare setting?  Are they using it more for depression care, substance abuse counseling? 

Dr. Edwin Wong:  That’s a really good question, and that’s something we really have [inaudible 1:04:39 to 1:04:43] under the hood too much.  We’ve been [inaudible 1:04:47] economist [inaudible 1:04:48] and then we’re looking at this with sort of a, sort of that policy, that broad policy perspective, but you know [inaudible 1:04:55 to 1:04:58] certainly an important critical question that I think, that I hadn’t thought of, but I think it’s actually, I think [inaudible 1:05:04] would be an important question to answer. 

Moderator:  Thank you.  Well, that is the final pending question, but I’d like to give you an opportunity to make any concluding comments if you’d like.

Dr. Edwin Wong:  You know, certainly I will say, you know, [inaudible 1:05:20] follow up with this.  It’s been really interesting work for us as a group.  Certainly it’s [inaudible 1:05:27] the results of the [inaudible 1:05:27] have been, you know, at least the project to us.  And you know, I mentioned [inaudible 1:05:33] being, covering or analyzing more broad range of utilization of categories.  So you know, hopefully be on the lookout for future results and because we’re certainly eager to get them out there. 

Moderator:  Thank you.  And Dr. Pizer, are you still on the call?  Would you like to make any concluding comments? 

Dr. Steve Pizer:  [Inaudible 1:06:00] and so just very quickly for Edwin’s benefit.  When you’re doing your dual use analysis and you’ve got an order, logit I guess you’re using with your three categories.  Most of your data is in the middle category.  It’s people who are using some VA care and some Medicare services, and that’s all lumped together in one categorical class.  So an alternative to doing that analysis is to preserve that variation, you know, how much the, how much non-VA care people are using and how much VA care are people using and sort of model the percentage.  But of course the percentage split is limited at the bottom by zero and at the top by 100.  So it’s a different kind of model, and you might get other results.  The model I’ve used for that is a two-limit Tobit in the past.  And it’s just a different way of, you, right?  It’s using a different portion of a distribution to identify the effect, to justify it. 

Dr. Edwin Wong:  I think I know what model you’re talking about.  Yeah, I definitely appreciate that.  

Dr. Steven Pizer:  Yeah, I think we could probably chat offline too as well.  [Inaudible 1:07:26] we talk for another [inaudible 1:07:28] thanks, everyone. 

Moderator:  Thanks.  Well, thank you so much for coming on and sharing your experience as a Career Development Awardee.  And thank you, Steve, for joining.  And thank you, of course, to Barb Elspass and the whole CDA Enhancement Initiatives team for making this series take place monthly.  Please do join us next month on the second Tuesday of the month at 1 pm Eastern.  Keep an eye on your emails for the next announcement.  Thank you to our attendees for joining us.  I’m going to close out the meeting now, and please take just a second to fill out the feedback survey that populates on your screen.  Have a great day, everyone!

[ END OF AUDIO ]
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