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CIDER Staff: Paul Barnett is the health economist in the Health Economics Resource Center and in the VA HSR&D Center in Menlo Park, California. He has conducted economic evaluations of a wide variety of medical and behavioral health interventions, resulting in more than 100 publications in the peer-reviewed press. Paul is the director of emeritus of the Health Economics Resource Center. He received his graduate training in economics at the University of California, Berkeley. Paul, can I turn it over to you?

Dr. Paul Barnett: Thanks, Rob. If you’re in the Pacific coast, good morning, in the East, good afternoon. I’m going to talk today about our comparison of VA to the Community Care hospitals that, for how they differ in providing coronary revascularization procedures. We’re interested in assessing the value of care that was given in each system, and we’ll talk a little bit about how we define that value. I thought, Rob, first should we just get some idea of who the people who are attending the cyberseminar today, you know, what their background is? It’ll help me a little bit in fashioning what I say, and so if we would run that poll that we set, that would be great. 

CIDER Staff: Poll question is up. I’ll go ahead and read the question: What best describes your primary work assignment? Paul would like to know if you are a VA clinician, VA operations, VA research, other federal government, or outside of the government. The answers are coming in. We have about 50%. I’ll give people a few more moments to go ahead and answer. We like to make sure we have as many people vote as possible. And things have slowed down, so I’m going to go ahead and close the poll. 

Dr. Paul Barnett: Okay, thanks. 

CIDER Staff: And share it out. And in terms of answers, 13% answered they are VA clinicians, 33% answered that they are in VA operations. 20% in VA research, 7% in other federal government, and 27% clinical research operations outside government. I’ll turn it back over to you, Paul.

Dr. Paul Barnett: Great. Well, I appreciate people’s interest in the project, and I first, just to open by acknowledging the co-authors, Juliette Hong, who’s a very talented analyst here at HERC, who was instrumental in doing the work, Gary Grunwald, a biostatistician in Denver, and Evan Carey, another biostatistician, who also did our spatial analysis, our travel analysis, Tom Maddox, who’s my co-principal investigator, and of course we need to acknowledge our support that we got from the VA Health Services Research and Development Service Investigator Initiated Research Program. And I failed to put on the slide, but would be remiss not to mention the help that we got from VINCI staff, Scott DuVall, Oliver Pearson, in doing some natural language processing of some data in the VA National Data Repository. We’ll mention that as the talk goes on, but appreciate their help, too.

Very briefly, background is that VA has had, for many years, a program that we used to call Fee Basis Purchased Care, but is now called Community Care, is expanded. Essentially, we contract with community providers for care that VA can’t provide in a timely or accessible manner, or just services that it doesn’t have, essentially. And that program has grown to nearly 6 billion dollars in 2014. About 10% of the appropriation for the Veterans Health Administration. There’s been a lot of talk about expanding the program as a way to improve Veterans’ access. One recent panel was convened by the Veterans Choice Act, which expanded Community Care, recommended that most Veteran healthcare ought to be provided by non-VHA health networks. More recently, Secretary Shulkin testified in Congress of his plan, proposed plan to expand from what the original Choice Act, to do away with the Choice Act criteria of, for travel distance and waiting time, and just not have those restrictions, expanded program. So this is very much on the mind of policy makers. Our question was to addressing the cardiac revascularization services. And the question is, could VA improve the value and the accessibility of those services if it used more contracted care, care at contracted hospitals. And then a related question, could we improve the contracting system, improve the value of care, if we selectively chose hospitals, and we would select them on basis of measures that might be associated with quality, the quality proxies that we can find in national datasets. 

So what we looked at were the coronary revascularization, Percutaneous Coronary Intervention, or PCI, commonly placing a stint in a coronary, or one or more stints in coronary artery to provide more blood flow to the heart. Or Coronary Artery Bypass Graft, CABG, or bypass surgery, which is to graft arteries, excuse me, veins, to replace arteries, sometimes arteries to replace arteries, coronary arteries. This was an observational study. We decided that at the outset, we would exclude patients who were older than 65, because of the complication that they also have a Medicare benefit, and they frequently use that. And it’s just too many moving parts to decide, you know, how the contracting affected outcomes. So we focused on the under 65. And we also excluded emergency services, because in the case of an acute coronary episode, the patient has to seek care at the nearest possible hospital. There’s no policy choice about arranging care. 

So, the main, from the epidemiologic kind of point of view, we were looking at the exposure to VHA care versus Community Care. We control for differences in cardiac risk factors, and used a statistical method, propensity adjustment, to try to adjust for potential referral or selection bias. It’s possible that VA sends the most difficult cases out to Community Care, and we wanted to consider, if that effect was true, we wanted to try to control for that. Our proxy measures for quality were hospital volume and performance in the Hospital Compare Monitoring dataset. So, the specialty organizations recommend that a hospital’s have a minimal annual volume of 200 PCIs, or 125 CABG to be considered adequate volume to provide quality care. And so, those are the recommended minimums that we considered, whether that, meeting that recommended minimum was a way to select a better quality hospital. And in the Hospital Compare performance measure, there’s no measure specifically about cardiac revascularization. There is a measure that is mortality following hospitalization for acute myocardial infarction, heart attack. And that, Hospital Compare, is a system that Medicare has created that is, essentially, voluntary, but there’s strong incentives to participate. And VA does participate and reports, even though it doesn’t, isn’t required to, but wants to make itself comparable to other hospitals in terms of being transparent about quality measures. So, we decided that if a hospital was not in the best 90%, then we would consider that as a proxy for a hospital that we would not select, or we would select those that were in the best 90%. 

So, the outcomes we evaluated to assess value were the 30-day mortality following procedures, 30-days readmission, that is, did they get readmitted to the hospital following their procedure, the distance traveled by the Veterans, and the cost of that travel, the cost of providing that procedure and of the readmissions. And so, and thus, the total cost including that travel readmissions procedure cost. So those were how we assessed value. I’ll just mention that we used the Community Care data that VA has. It did allow us to identify procedures. We looked for hospital readmissions in, for all patients in the cohort, regardless whether their index procedure was at VA or at Community Care, we looked to see if they were readmitted at a Community Care hospital, and vice versa, the Community Care procedure, a patient receiving their procedure at Community Care hospital might have been readmitted to VA. 

We used the cost data in the Community Care, which is the VA reimbursement, and also information about the location of care. This was a little bit tricky at times when a national contract is involved, the Community Care claims data gives a provider identifier of the master contract, not the specific hospital. But with the help of the Community Care program, looked up those locations where the service was actually provided for those cases. Now, the question of travel cost is an interesting one, and what we considered was, hypothetically, what would happen if the VA reimbursed patients fully for all the costs they incurred in the additional travel they needed to undertake in order to utilize VA care, or the arrangements that VA made for them. So, what we decided was, we would take that actual distance that they traveled and then we would compare it to the distance to the nearest hospital offering that procedure. And so, what we’re looking at is the extra cost that the arrangement required. So, the travel distance and travel time were determined using the ArcGIS software we obtained from the National Data Repository. The Veteran’s residence at the time of the procedure, and we obtained from various other datasets the locations of all the hospitals, and were able to find road distance and travel time on the road to the locations, to both the location where care was obtained, and the hypothetical nearest location where care could have been obtained. We also considered  reimbursing the Veterans 41-and-a-half cents per mile travel, which is actually the current rate that, sort of, the contemporaneous rate that VA paid, reimbursed Veterans who were reimbursed for travel. And we also valued the time that the Veteran and a caregiver would have spent in traveling at the Federal minimum wage. And if the Veteran traveled more than 40 miles, then we considered the cost of lodging, and that would be 1 night of lodging for each night of hospital stay when the patient was hospitalized, or 1 night of lodging for patients who received ambulatory PCI. That is, they weren’t admitted to the hospital, but it seemed reasonable that they would have at least 1 night, to have to stay away from home for 1 night, even so. 

For our proxy measures about hospital quality, the volume data we simply tabulated the rates of, the numbers of procedures in VA data. We obtained from the National Cardiovascular Disease Registry information about hospital, non-VA hospital volumes. Leapfrog and Medicare data had information about CABG volumes although that, some observations were missing and we did our best to impute that with other information about hospitals. For the AMI mortality from Hospital Compare, that’s just available on the web. It’s pretty transparent, and so we identified hospitals with the lowest 90% risk-adjusted mortality rates as being good performers that we would select.

For the risk factors, the patient-level risk factors, we used the standard measures that have been previously identified in national studies of procedural risk, separately for PCI and CABG. And, with the caveat that those measures had to be available in the VA National Data Repository. And they also had to be relevant for the low-risk patients, those that were undertaking elective procedure. So, for example, cardiogenic shock was something for high-risk patients. Somebody’s having an acute event, but it really doesn’t occur and is not in elective patients. So, these are basically on the milder end of the risk factors. I mention, as I mentioned, we use propensity weighting to control for referral bias. The idea of this propensity weighting is this is a observational study. People are not randomized, but we can try to simulate a randomized trial by taking people who got the unlikely care, and weighting their observations more heavily, and the people who got the likely care, their observations are weighted less. And this way, simulate a control group, simulate a experimental group as if it were a clinical trial. And we noticed that before we did the propensity adjustment, there are actually relatively few differences in case-mix. After we did the adjustment, the differences in case-mix, standardized differences, were less than 10%, which is a frequently used criteria for evaluating the adequacy of the adjustment. 

Now, to study mortality and readmissions, we used log binomial models, and the reason we did that is we wanted to generate estimates of relative risks. A logistic regression would yield an odds ratio, it doesn’t have a very natural interpretation, so that’s why we use these log binomial models. For costs, we used the standard generalized linear regression model, gamma regression model to account for the skewness in cost data. We accounted for correlations that are within hospitals by using sandwich estimators to adjust standard errors. In essence, if you don’t account for the correlation of observations within hospitals, you might overstate the statistical significance of findings. And so, this adjusts for that, sandwich estimator. 

So, on to the results. First, we’ll just talk about our process of selecting a cohort. So, for the PCI, we looked at nearly 60,000 procedures over the 3 years ending in 2011. These data are quite stale because of the lag in processing the claims data in the, it’s about a 2-year lag before all the claims are processed. And then our IRB required us to do a retrospective analysis. So, at the time we applied for the IRB, we could use the data up to that point. So, in reflection, we could have opened another IRB protocol and updated the data, but we did not do that. So, we have this data that is in this 3-year period ending in 2011. Sixty thousand procedures. We excluded a little over a third because they were patients over 65, about exactly a third that were non-elective, and after we eliminated people who had a second PCI, so we used the first PCI that they had, or data that were missing hospital characteristics or patient characteristics. We ended up with about a quarter of PCIs in our cohort. So, the people without hospital characteristics, that was largely Department of Defense hospitals, where we had no information about volume or they don’t participate in Hospital Compare. The patient characteristics were patients who got procedures who were not recently seen in a VA hospital. So there were no information about their case-mix characteristics. 

CABG is a very similar portrait, actually more elderly patients, but a larger, in the end, a larger, fewer non-elective procedures, but a larger percentage; almost 31% of the CABG procedures ended up in the cohort. And then, these procedures, approximately, well, 79% of PCIs were provided by VA, 84% of the CABGs were provided by VA, so the balance by the Community Care providers.

Then, I would briefly say, what are the, what were the differences between the patients in these 2 arms in the PCI versus patients? What was the differences between the VHA and the Community Care patients? So in, for PCI, the VHA patients had some measures that were indicating of high-risk. First is CHR. Heart failure. VA patients were more likely to have heart failure. They’re also more likely to have a multiple vessel procedure, either 2, 3, or 4 vessels, than the CC patients. The Community Care patients. And, VA patients were also much more likely to have received their care in a low-volume hospital. Forty-two percent of VA patients received their PCI at a low-volume hospital. That is, one that did fewer than 200 procedures a year, but only 4% of the Community Care patients were in a low-volume hospital. Now, by contrast, the CC patients had some measures that were higher risk factors. A very low body mass index, but still in both arms of less than 1%. They had worse kidney function in the category, the most severe category of kidney disease. They were also the, more in the lowest cardiac output group, that is with an ejection fraction of less than 30%, although this deserves a big asterisk. So, this is the, ejection fraction data we obtained by natural language processing of texts, largely of studies, heart studies that were done in VA. We didn’t have information on heart studies done outside of VA. So, about 60% of the Community Care patients had had a workup that allowed us to know their ejection fraction prior to their procedure. But it’s important that 40% of the Community Care hospitals we didn’t know the patients’ ejection fractions, so that’s the asterisk on this low cardiac output, and really a limitation of the study. And then the, again, PCI patients, and the Community Care patients were more likely to get care in a hospital that was, had high AMI mortality. That is, they didn’t meet our quality indicator in Hospital Compare.  

Now with CABG, the VA patients were more likely to have atrial fibrillation, and again, more likely to have care at a low volume hospital. There’re really two-thirds of VA patients who are in a low volume hospital. Whereas, the Community Care patients were more likely to have had a prior PCI. This is among people who had a CABG now, they had a prior PCI, which is a risk factor. More likely to have insulin-dependent diabetes. More likely to have a 3 or 4 vessel procedure, which is indicative of more occlusion. And more likely to have low cardiac output, again, with that asterisk that we didn’t have complete information. 

So, we use these case-mix measures to do the propensity adjustment, which is, and essentially what that involves is a logistic regression to predict the propensity to use Community Care. And when we find the predicted values, we found substantial overlap. And that is the predictions for the VA cohort and predictions for the Community Care cohort were largely overlapping. And so that says, okay, it’s reasonable to do this propensity adjustment. And as I mentioned, after propensity adjustment, the standardized difference in risk factors had an absolute value of less than 10%. 

I wonder, Jean or Rob, if we generated any questions yet, before I go on to the results? 

CIDER Staff: Yeah, can you hear me? 

Dr. Paul Barnett: I can.

CIDER Staff: Yeah, there’s one question about slide 17. You show that your study has about 30% PCI in CABG. Can you say anything about the generalizability of these selected cases, versus the excluded cases? 

Dr. Paul Barnett: Well, so, I think the ones that would be most of concern were the ones that have missing data. We don’t have anything to say about the older patients, so that, our, that maybe we should return to that when we’ve got our results, about generalizability. I think that’s a good question, right when we get to the end of the talk, because I think, so we’ll keep that in mind. 

So, let’s turn to the outcomes. First, in 30-day mortality for PCI, here is the relative, measures of relative risk. And what you see here is that Community Care, the relative risk of mortality after 30 days, within 30 days was more than 2 times, that’s 2.4 times the relative risk in the Community Care hospitals, which is remarkably high and was surprising to us. And this pattern of higher risk in the Community Care hospitals was true, regardless if we looked at the low versus high volume hospitals, or the high versus standard AMI mortality hospitals. The Community Care was consistently, had higher mortality rates. Now, we don’t really, well, we’ll get to about what’s this actually mean about Community Care, or is it about the whole system of care that VA uses to get, refer patients to Community Care. But in any case, the Community Care had higher, much higher mortality risk. And, the absolute value, though, so these are adjusted 30-day mortality, so this was a 1.5% of patients getting PCI in the Community Care, versus .65 in VA. So, that’s the absolute. It’s about a percentage point. And again, you can see these absolute values for the subgroups of hospitals. Same, same relative risk of more than 2 times, but about a percentage point or two extra mortality risk. 

And after CABG, however, the relative risks were all without statistical significance, with 1 exception. So, there was no difference between a CC and VHA. You can see that the 95% confidence interval spans a relative risk of 1. No significant difference in mortality risk. The 1 exception was that there was in the low volume hospitals, the relative risk was actually lower in the Community Care hospitals, which is a quite surprising finding, but there just simply weren’t very many deaths in that setting, the low volume Community Care hospitals. You know, what we were expecting was just the opposite, of course, that the low volume hospitals would be risky place. But by-and-large, there was no significant difference between Community Care and VHA for mortality risk, 30-day mortality risk after CABG. And, the absolute risks here, you can see, they’re quite similar, with that 1 exception, that in the small volume, Community Care hospitals had very low mortality rate.

Now, we looked at readmission. 30-day readmission, readmission is often used as a quality indicator, because if the patient has to go back to the hospital, it could become, because some complications of the procedure or the procedure didn’t have its intended benefit. And what we found here was no differences between VA and Community Care. And I’ve just listed the relative risk here, they’re all right around 1 for the relative risk of Community Care versus VHA. And this is after PCI and the same picture after CABG. No difference in the risk of readmission. 

Now we turn to this question of travel distance and cost. And what we’re looking at here, first for PCI, how did the patient actually travel, how far could of they traveled if they just went to the nearest hospital, and what was the extra travel distance? All of these, everything is significantly different here. You could see that the VA patients traveled further, even though they actually lived closer to the nearest hospital. So it sort of makes sense that the CC patients have a significant greater distance to travel to the nearest hospital, because the fact that they live far away from any hospitals suggests they live far away from VA, and that’s why VA contracts out for their service. But the extra travel distance is significant, that VA patients are traveling an extra 70 miles, on average, to get to VHA care. The Community Care patients are traveling an extra 20 miles, so they don’t necessarily go to the nearest hospital. And one reason for this is that VA sometimes uses Community Care, not to shorten patients’ travel, but because the VA hospital doesn’t have the ability to take care of the patient on that particular day, or that they use the university affiliate, because they don’t offer the service. Or are not able to offer the service on that day. And we look at the travel cost of the, so these costs are relatively minor, because the, compared to the procedural cost, as we’ll come up to. So, the patients are incurring some extra cost of travel, about $187 for VA, an extra $31 for Community Care, over the cost that they would have incurred had they just gone to the nearest hospital. So, there was a substantial extra travel cost imposed by VA care arrangements, especially in the patients who got care at the VHA hospitals. 

For CABG, the travel distance are even much greater. The extra travel distance, and it gives this same pattern that the CC patients lived further from the nearest hospital, but that said, the VHA patients, on average, travel a little bit more than 100 extra miles to get their bypass surgery. CC patients, about 30 extra miles. And they, much more significant, was the extra travel cost incurred by VHA patients. And, of course, a lot of this, much of this cost has to do with our assumption that lodging needs to be provided for the caregiver for every night the patient is in the hospital. And that added up, and is $750 for VHA, not so much for the CC patients, because most of them lived within, well, most of them got care from a hospital that was close to the nearest one. Now, if we add all these together, including the cost of readmissions, what’s striking about PCI is that VA provided the PCI for quite a bit less than it cost it to contract for PCI with the Community Care providers. And even when we consider the extra travel costs, readmissions, and the readmissions, the total cost of the PCI episodes were significantly less in VHA than they were in Community Care. I should mention that the VHA costs are from the activity-based cost allocation system that VA uses to determine its healthcare costs. The management cost allocation system, formally called DSS. The CC’s costs are from the actual reimbursement on claims, for not only the hospital, but also the provider. We break the PCI costs down by the hospital measure. We note that the same pattern is true, although the hospitals that didn’t meet the minimum volume requirement didn’t rise to the level of statistical significance, partly because there are so few such CC hospitals. But all the others, the VA, was significantly less costly, in terms of PCI. 

For CABG, we had exactly the opposite result. VHA was significantly more expensive than the Community Care hospitals, and when, of course, this is exacerbated by the higher travel costs, so it’s less costly for VA to provide CABG at a community provider, at least in these observations that we looked at. And we broke this down by the proxy measures of quality. This pattern was similar for the hospitals that were below minimum volume, so that’s about two-thirds of the VA. But for the one-third of the VA hospitals that met the minimum volume criteria, that difference was no longer statistically significant compared to CC hospitals that met the minimum volume criteria. In the mortality, the standard AMI mortality, which is most of the hospitals that met the Hospital Compare performance measure, as we defined it, there was still that significantly higher cost for the VA facilities. 

So, are there, before I recapitulate these findings, are there questions, Jean, about any of these, mortality, cost, travel?

CIDER Staff: There are not any questions in the queue, although did you want to, you know, offer some explanations [unintelligible 35:08] about why the VA might be cheaper in terms of PCI, but higher for CABG? 

Dr. Paul Barnett: Well, let’s look at this. So here’s the summary of these findings. So, the summary is that the CC hospitals had worse mortality and higher costs, so that would suggest that VA has the higher value. The 30-day mortality CC hospitals had 2.4 times the relative risk, and those are the absolute mortality rates, and the cost was 37% greater. So VA had lower costs, the VA is using the Medicare reimbursement rates to pay the Community Care hospitals, and in itself seems to be able to produce care for cost that is lower than that. Why that is so, we could really only speculate, why VA’s able to do it. We didn’t see any differences in readmission. In the CABG findings, we found that the CC hospitals had equivalent mortality, but lower costs. And the cost in the CC hospitals about 14% less, and we noted that that was especially true in the small volume hospitals, and so it seems like because there are, and there were quite a bit of the procedures were provided by VA in small volume facilities, so it suggests that the fixed costs of CABG are not being distributed among enough patients, and that’s part of the reason for the high VA costs. But it involves some greater exploration. 

And this, to summarize, we didn’t find any difference in readmission rates. The quality proxy measures really didn’t identify hospitals that were higher value, and the patient caregiver costs were, no doubt, are represents significant cost to patients and caregivers, but relative to the procedure costs, they’re relatively small, so it raises the point that had VA compensated the  patients and their caregivers for their time and extra out-of-pocket expense, it still would not affect the findings with respect to cost. 

Now, I’d like to spend a few moments here talking about some of the limitations of the study. The most significant of these is inherent in using observational data. We didn’t have a randomized trial, so there’s a possibility that there’s some sort of a selection bias, or referral bias. Now, that said, the VHA and CC patients were quite similar in the things that we did measure, but we didn’t have every case-mix measure that we would have liked, and the most significant of these was the ejection fraction, which was not available for about 40% of the CC patients. So, that’s an important risk factor. CC patients were among those we did observe, we didn’t, we saw that there was a more, slightly greater number of patients, proportion of patients, with low ejection fractions in the CC. But because we had so much missing data, we really couldn’t, we couldn’t use ejection fraction in our propensity model. So, that’s a main limitation. It’s a function that we don’t have, we don’t get all of the clinical details back from the CC program. And then the other thing that just observed, the propensity adjustment really had very little effect, so even if we had reported raw data, we would have come to pretty much the same conclusions. Another limitation of the study is that the only really, we had mortality and readmission as our outcomes. Mortality is problematic as a way of assessing quality of care because it is a rare event. There may be other differences, for example, in CABG, that are differences in quality that are, don’t result in fatal outcomes, but are, represent lower quality, and we didn’t have a way to measure that from the claims data we used. 

I mentioned our dissatisfaction with having the data stale, but we’re, sort of, pushed into that corner by the lag in processing claims data and the rules set down by our IRB, that would allow us to only get approval for a retrospective study. And, it’s, this is not unique to our IRB. This seems to be common in IRBs. For those who are health services researchers, I have since learned that it is possible to ask the IRB to update that retrospective period, as kind of a crazy regulation, and so you could make your retrospective period creep forward. We excluded patients over 65. This is the question of generalizability. We did this because it would be very complicated to include the whole, if we included patients who were 65, we’d have to start thinking about patients who got their care from Medicare, as well as Community Care in VA. And this becomes a very complicated 3-sided problem to try to figure out, and I think even gets even bigger problems with this referral bias. So, we decided well, let’s limit it to the low patients. I’ll note that about a third of the patients who got these procedures were over 65. So, we did account for two-thirds of the population, at least in terms of the age distribution. But again, that’s looking at VA-provided services. So, I think that the reason why only a third of the, two-thirds of the patients are under 65 is because so many people over age 65 get their revascularization procedure from a Medicare-funded provider. It’s not that people over 65 don’t get the procedures. I think the other limitation is, and an important limitation is, we did not look at the rates at which people who were recommended to get a revascularization procedure actually got those procedures. So, that is a hard analysis to do, to try to find out people who were recommended to get a procedure. How far did they have to travel because of the VA care arrangements, and did those interfere with actually getting the procedure. So, that would be an interesting and important study, but was beyond our scope. 

Now, here’s where I want to take up the implications and invite questions, especially about these. We found that the VHA quality was good, despite the fact that there were many small volume hospitals. So, perhaps this is because VHA does a great job of insuring quality, even though it has small volume. It may be that VA is becoming skilled at referring out patients who are at greater risk, but we really didn’t see any profound differences in the risk profile of the patients who were, got Community Care. But, the bottom line is we see the VA care quality is good. The, we, and of course, we notice the VA, actually the costs were lower for VA for PCI and higher for, in VA for CABG. 

Shifting from VA to a contract hospital, then, would decrease the value for PCI because we’d be increasing cost, and potentially increasing mortality rates, so we’d be better off having those patients getting care at VHA, even if we pay for the Veterans inconvenience, travel inconvenience. Now I’ll turn to CABG, the value is on the CC side, because CC hospitals, Community Care hospitals produce CABG at a lower cost. No difference in quality. Now, the implications are a little hard to, we can’t really implement this because having bypass surgery in the hospital is something that supports PCI quality. If the PCI procedure does not go well, the patient could require emergency bypass surgery, and so having the bypass surgery in the hospital is, supports PCI quality, so we, if we try to contract out for more CABG surgery, we might be compromising the PCI quality. And then, the other implications is, is the available measures were proxies for quality. We really didn’t succeed in identifying hospitals that were of lower quality or lower value using these measures. So, pretty, those indirect tools were pretty a blunt instrument. And, this may not be too surprising, in that recent literature shows that that volume-outcomes relationship has been weakened over time as mortality rates have declined. And the Hospital Compare measure, you know, we, it’s about AMI care and not really about elective surgery, so, it’s the best we could do, you know, from available data. Our idea was that we would use something that operations could just essentially pull off the shelf and use to choose hospitals, but it’s not so easy to select the best hospitals. And then finally, we found there were measurable differences in the quality, cost and accessibility of cardiac provided between, there were measurable differences between VHA and Community Care hospitals. And this suggests that other research is needed to look at other services, and perhaps the policy proposals that assume that VA is the best, the best provider, is a strong assumption in our particular case, or that CC is the best provider, and we found this mixed result, and it could be different for every service that we would consider contracting out. 

Any questions or suggestions? We’re just about ready to submit this for publication, and I’d actually hoped to submit it by the time of this presentation, but we’re going through last, few revisions. And so, your comments could be helpful. 

CIDER Staff: Thank you for that interesting presentation, Paul. So, I want to encourage the audience, if you have any questions for Paul, or any comments you want to make, if you could please type that into the Q&A panel, and then I can read them off for him. So, there are currently a couple questions in here. Someone asked: There seems to be an interesting story about facility volume, which you touched on. Can you say more about that, especially given the push to use Choice? Should VHA be using selective contracting for the Choice care?

Dr. Paul Barnett: Right, that was what we wondered when we got into it, was that maybe VA by Veterans who live far from a VA hospital, we say, “well, you don’t have to come to the VA. You can simply go to your local community hospital for care”. And this is important because there are many Veterans, Veterans disproportionately live in rural areas, and so maybe we would be doing them a favor by reducing their travel. But maybe it wouldn’t be such a favor if what we ended up doing was sending them to a bunch of low-volume hospitals. Well, what we found is that there is not much use of low volume hospitals by, in the Community Care program, and among those that are low volume hospitals that are used, we didn’t see any evidence that Veterans were being harmed by getting care at those locations. But, you know, those 2 things are kind of in conflict. If VA doesn’t use low volume hospitals, then it’s probably not a problem, and if we now expand Community Care to use more low volume hospitals in the interest of improving access, it could become a problem. So we just, it doesn’t exist as a problem now in terms of quality. Those hospitals that are low volume in the Community Care program seem to do fine. In VA, it is interesting question, if we do more Community Care, then VA volumes are going to get even lower, so a substantial number of patients are, currently in VA, are getting care in facilities that are low volume. So, if we now lower the volumes further, that could be a problem. And I think this is part of the concern of the people in surgical service, is they’re worried that if we start using more Community Care, it’s going to be, make the surgical service be able to, their cost per patient are going to go up even further, and it’s going to be even more difficult to have the volumes that are needed to sustain a quality program. Other questions, Jean?

CIDER Staff: Jean just reported that she just got disconnected, so I’ll go ahead and read some of the questions. 

Dr. Paul Barnett: Okay, thanks, Rob.

CIDER Staff: Do you think, as we move forward and have less Veterans, the quality will stay high for PCI? 

Dr. Paul Barnett: I, you know, I’ve been in the VA for, what, 20, almost 24 years now, and I have heard over the years that we will, the crash of the World War II Veterans, the VA was going to be a smaller agency, and there would be very few Veterans, and somehow, world events keeps making more Veterans. So, and VA has about 9 million enrolled Veterans right now. There’s, returning Veterans have added to our caseload, so I’m not sure the need for Veteran healthcare is going away, if that’s what’s implied by that. It’s simply a question of how do we arrange for it. Am I missing the thrust of the question here, though, Rob? It was will small volumes be exacerbated by dwindling number of Veterans. I don’t think so. 

CIDER Staff: That’s my understanding.

Dr. Paul Barnett: There, probably somebody else has got better information about the demographic trends, but I’ll just observe, it seems like, we continue to have a large number of patients, basically by improving access. I think, one thing to observe is that VA actually serves a minority, has served a minority of Veterans. That is, most Veterans don’t come to VA for their healthcare. But, the fraction of Veterans who do come to VA for healthcare has increased over the years. So, VA has got a bigger share of the market for Veteran services over time. 

CIDER Staff: We have a few more questions here. One person makes more of a statement than a question: A lot going on here that could confound your results. Do you think that poor coding from VHA is a concern? 

Dr. Paul Barnett: We addressed some of the poor code, we did find some coding issues in terms of identifying procedures. And, the most important of these is we saw outpatient visits that were coded as having CABG surgery, which is clearly an inpatient procedure. And we think that what that was about was that they were coding these because they were the outpatient visit that was the intake for bypass surgery at the university affiliate. So, we addressed some of those. We did look carefully at the data we’re using. There may be a larger question about, there is an incentive to code well in the private sector, because it affects your reimbursement, and no such incentive, I don’t know well, but extensively, code extensively, and not in VA, so there could be some differences like that. But, I don’t think that would affect these results because, largely, most of the case-mix variables we were getting at, out of outpatient visits and other services that they got prior to their surgery. So, I think the main problem is that in all of this kind of research, we have claims data, we have procedure codes, and diagnosis codes in claims data or in VA, what we call administrative data, because we’re not paying ourselves, but it is, essentially claims dataset. And we lack the kind of, we really need to gather data at the time of intake, really to get the detailed view of this. But that would result in a study that would either have much smaller numbers of patients or would cost considerably more than this one. So, the better, more accurate answer would be considerably more expensive than one that’s based on these data sources. So, we do the best we can with the data we have. I actually think the problem is not so much that we need to delve deeper by gathering data by hand outside these data systems, but we need to make better use of the data that we have. That is, let’s look at joint replacement. Let’s look at back procedures. Other things that we could conceivably make a choice to make or buy. There are these elective procedures. If they are very expensive, it makes sense to compensate the patients for traveling to VA, if we can do it better and cheaper. And if we can’t, then we should use the contract providers. The tricky part is, is for VA as a healthcare system, is, if we start contracting out major programs, we begin to lose the economies of scope that makes it possible to operate a healthcare system. If we contract out CABG, what happens to the general surgery program. This is, this is the tricky part. 

CIDER Staff: Great. Thank you. We have a few short minutes left, and a couple of questions, so I think things are going to work out perfectly in terms of timing. Paul, did you address the question that came up earlier about slide 17? 

Dr. Paul Barnett: The generalizability. 

CIDER Staff: Yes. 

Dr. Paul Barnett: Yes, so I think the exclusions, we excluded emergency procedures because those, we really, there’s no choice about make or buy. The patient simply needs to go to the hospital that’s closest, because they’re having a life-threatening illness. So, we don’t, that’s not really a question of generalizability. The ones that we lost, we lost the people over 65. I think that the make or buy question for patients, for Veterans over 65 is quite complicated, because VA has, many Veterans use their Medicare benefit in preference to VA, so that’s a more complicated and, sort of, beyond the scope. In the under 65, I think we’re pretty generalizable. We lost only small numbers of patients because of lack of data. So, I think in that group, elective surgery under 65, that we do have adequate, a representation. It is generalizable because we looked at, you know, everybody, pretty much.

CIDER Staff: Great, thank you. This last question, the questioner is asking you to compare ejection fraction to [patent C? 57:16] angina as related to the main issue. 

[bookmark: _GoBack]Dr. Paul Barnett: To, sorry, the ejection fraction, compared to, well, I’m just going to say right off, I’m not a cardiologist. The cardiologist on the study is Tom Maddox. If you send us a message, I’ll be sure to have him address that question. But I think there, ejection fraction is a measure of cardiac output, and obviously if someone is having anginal pain, they’re, it’s related to the fact that their cardiac output is low, but that’s my view as an economist. I’m not a cardiologist, so they’re related, but not the same thing. 

CIDER Staff: Thank you. That was the last question we had, and it’s just about time to wrap-up. Dr. Barnett, do you have any closing statements you’d like to make? 

Dr. Paul Barnett: Just that I look forward to seeing maybe some of the people who are students and attendees of this seminar doing some of their own research on some of these other topics about comparing VA and Community Care. 

CIDER Staff: Thank you, and thank you very much for taking the time to present, prepare and present today. And thanks, also, to Dr. Jean Yoon for helping to moderate. Thank you, everyone, for joining us for today’s HSR&D cyberseminar, and we look forward to seeing you again at a future session. Thanks, everyone. 

[END OF AUDIO]


