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Moderator: Hello everyone and welcome to Using Data and Information Systems in Partnered Research, a Cyberseminar series hosted by VIReC, the VA Information Resource Center. Thank you to CIDER for providing technical and promotional support. This series focuses on VA data use in both quality improvement and operations research partnerships. This includes QUERI projects and partnered evaluation initiatives.

This slide shows the series schedule for the fiscal year. Sessions are typically held on the third Tuesday of every month at 12:00 PM Eastern. You can find more information about this series and other VIReC Cyberseminars on VIReC’s website, and you can catch up on previous sessions on HRS&D’s VIReC Cyberseminar archive. 

Another quick reminder to everyone who registered for today’s session, slides are available to download. This is a sample screenshot of an e-mail you should have received earlier today, before the session, and in it you’ll find the link to download the slides.

Today’s presentation comes from the Partnered Evidence-based Policy Resource Center, better known at PEPReC. Based in Boston, PEPReC uses rigorous data analytics to evaluate and improve the quality and efficiency of VA health care. 

The session today is titled Using VA Data to Inform the Design of Partnered Randomized Program Evaluations. Dr. Melissa Garrido and Ms. Taeko Minegishi are here to present the session.

Dr. Melissa Garrido is a health services researcher at PEPReC and the VA Medical Center in Bronx, New York. Her research focuses on improving methods for causal inference from observational data, and on mental healthcare access and quality.

Our second presenter, Ms. Taeko Minegishi is a data analyst. She is currently a PhD candidate at Northeastern University.

Melissa and Taeko will describe the design of a design of randomized evaluations being conducted in partnership with the Office of Mental Health and the Office of Geriatrics and Extended Care. Thank you both for joining us today. Melissa, can I turn it over to you?

Dr. Melissa Garrido: Certainly, can you hear me okay?

Mollyf: Yep, we can hear you and see your screen, thank you.

Dr. Melissa Garrido: Perfect. Alright, hello everyone and thank you for joining us today. Today we are going to describe ways in which we are using VA Data to Inform the Design of Partnered Randomized Program Evaluations. And as [unintelligible 02:36] mentioned, these randomized program evaluations are being run through PEPReC, the Partnered Evidence-based Policy Resource Center. 

So PEPReC is funded by both HSR&D and QUERI and our roles are really to provide timely and rigorous data analysis to support the development of high-priority policy, planning, and management initiatives, and also to conduct quantitative evaluations of programs with really strong potential to improve the quality and efficiency of VA health care. So one of our activities is to design and conduct partnered randomized program evaluations and these projects are part of the VHA Learning Health Care System Initiative where the VA is working to facilitate timely and rigorous evaluations of health care delivery innovations and really to speed the uptake of evidence based practices across the health care system.

So two of our inaugural partnered evaluations are the evaluation of Vet-Directed Home and Community Based Services, this is a program meant to maximize the independence of Veterans with functional and cognitive limitations, and also the evaluation of the Stratification Tool for Opioid Risk Management, or STORM. So I’ll be talking about the Vet-Directed partnered evaluation and then Taeko will talk about the STORM evaluation. But first, I’d like to get a sense of how many members of the audience have previously been involved in a partnered program evaluation.

Molly: Thank you. So we do have that poll question up on the audience screen now. So have you been involved in partnered program evaluation? Yes; no; or not sure. It looks like we’ve got a very responsive audience, already 85% have voted so we’ll go ahead and close this out and I’ll share those results.

30% of our respondents replied yes, 66 replied no, and 5% replied not sure. Must have caught them in-between some answers. Thank you, and we are back on your slides Melissa.

Dr. Melissa Garrido: Alright, great. Well it sounds like we have a good mix of people so hopefully if you haven’t been involved in one of these before, the examples we share will give you some ideas of the opportunities that are available when you partner with operations. Or if you are an operations person the opportunity’s available when you partner with researchers. 

Before I talk about our evaluation let me tell you a little bit about the Vet-Directed program and the different groups involved in its day-to-day operations. So Vet-Directed enables Veterans with functional or cognitive limitations to purchase care services in their homes. In general, patients are referred to this program when they need more than 20 hours of homecare, that they are eligible for nursing home level care, or have three or more dependencies in activities of daily living, or significant cognitive impairment. But sites have flexibility in choosing who they refer to the program. So the program is meant to help Veterans maintain independence and reduce risk of placement in a nursing home or other long-term care facility, if those are not places that the Veteran wants to reside. Clinicians within the VHA can refer patients to Vet-Directed and then the VHA provides a monthly budget to cover services coordinated by Aging and Disability Network Agencies, also called ADNAs, and these are overseen by the Administration for Community Living. So within these agencies options counselors work with Veterans to identify and monitor care needs, facilitate purchasing of appropriate services or equipment to meet those needs, and to monitor spending. So Veterans receive a monthly budget dependent on their needs and geographic location, and they can use this allotment to pay for personal care workers of their own choosing, including family members, or they can use the budget to purchase medical equipment or supplies, or home modifications. The single medical center might work with one or more of these agencies, but before providing services each agency must complete what’s called a readiness review. And these reviews are completed with our technical assistants lead, which is the Lewin Group, and through this process they receive education on self-directed home and community based services, development of manuals and policies outlining allowable purchases, education on Veterans’ rights and responsibilities, and identification of a financial management services provider. So once this whole process is completed the agency and medical center enter into a provider agreement and then the medical centers can begin referring patients to Vet-Directed. So the VA’s early experience with this whole program suggests that it might increase the number of days a Veteran can remain safely at home, and it may also improve patient and caregiver quality of life. But the evaluations of this program, so far, have not included a randomized control group or systematic data on health care use and costs associated with the program. So that sets the stage for our current evaluation, which includes the 77 medical centers that did not have an operational Vet-Directed program as of this past March. 

I just wanted to list all of our evaluation partners here. So to evaluate the impact and value of this program we are very excited to be partnering with Geriatrics and Extended Care, Administration for Community Living, and researchers at the Providence and Durham VAs. We are also partnering with experts in caregiving and participant directed care. So this is a really large engaged group, we have regular calls every other week in which we have been hashing out the details of evaluation design and troubleshoot any roadblocks that occur.

So our goal of this evaluation is to rigorously evaluate the effects of Vet-Directed on health care use and cost. We think that availability of this program will be associated with an overall reduction in hospital admissions, emergency department visits, nursing home admissions, and reduce costs associated with avoidable health care utilization. And so really one of the goals of this partnered interagency evaluation is to produce evidence that will help our partners in geriatrics and extended care make decisions about the best ways to prevent unnecessary institutionalization of older Veterans.

So to do this evaluation we are doing a cluster randomized step wedge trial. As I mentioned before we are, our potentially eligible sites are those 77 medical centers that did not have an operational Vet-Directed program as of March of 2017. So we have been working with GEC and ACL, the Administration for Community Living, to systematically stagger the timing of when each remaining site will begin enrolling patients. The goal is to include as many of the remaining sites as possible over the next three years. And by staggering patient enrollment we’ll be able to systematically evaluate the impact of this program’s availability on Veteran outcomes while simultaneously rolling it out nationwide. There may be a few cases where we exclude a medical center, that might happen if they have recently or nearly completed a readiness review right when we’re doing the randomization. So that means the site either can’t or won’t be able to wait to begin referring patients. Also there may be cases where there is just insufficient buy in from medical center stakeholders. But from the rest of the sites we’re going to randomize them to a start time. So each 6-to-10 month period we are identifying about 14 sites that could be ready to refer patients within the first half of that 6-to-10 month period, if they were given a green light to start offering the program. So these will be sites that will be in the process of creating contract agreements with the local agencies. So they are nearly done with their readiness review, but not so far done that they want to just start referring patients. So we can’t simultaneously roll this program out across the nation because that readiness review process is so complex, it takes a long time. So what we are doing is going from the list of available sites who are nearly completed with that process and then we are doing the randomization within waves. So all eligible sites will receive the intervention and the random portion is the time at which sites refer patients, either right away or halfway through the wave. So we are currently in the very first wave with the earlier sites told that they can begin referring patients. 

One other way to look at this is on this slide. So this diagram just illustrates how medical centers will have staggered times when it may begin referring patients. The blue shaded blocks indicate that the Vet-Directed program is operational for a given group of sites. And this is kind of an idealized diagram, the exact number sites and exact timing are going to change. So stepped wedge designs allow us to rigorously evaluate programs like Vet-Directed because we have control and treatment data on each medical center, but it still allows for every eligible site to receive the intervention. So this is a really great design for this study, where we have enough preliminary data where we think the benefits will outweigh the harms, but it’s not really feasible to roll out the program simultaneously across all sites. So we can take advantage of the staggered timing in order to get really systematic information on the impact of this program on both health outcomes and costs.

So I am going to talk about two unique data considerations for this Vet-Directed evaluation. The first is covariate constrained randomization, and that refers to the way in which we assign medical centers to begin referring patients in either the first or second half of the wave. 

So first on this slide, this is simple randomization. So covariate constrained randomization is an alternative to simple randomization, which, you know, think of a flip of a coin. So remember along with geriatrics and extended care we have decided to randomize start times every 6-to-10 months for just a limited number of sites. And we want these early and late enrollment sites to be as similar as possible, except for assignment to early or late enrollment. So if we were to do a coin flip, do a simple randomization, like what’s depicted on this slide, we might get imbalance in site characteristics by chance, especially when we are only looking at 14 sites at a time. So for example, if the blue triangles on this slide represented more severe case-mix at a medical center, a single simple randomization may lead to nearly all of the sites with more sever case-mix assigned to early referral. So then if we did not find any differences detected between early and late referrals we wouldn’t know whether the treatment didn’t have an effect or whether it was due to these case-mix differences across the two intervention groups. 

So instead, covariate constrained randomization lets us evaluate all potential combinations of sites across the intervention groups. So we take these combinations and then we rank them according to site-characteristic balance. And then among the combinations that are in the top quartile of balance, from that group we randomly choose one combination of start times. So that way we still have random assignment, but it’s from a restricted list of potential assignments that will lead to reasonable balance in characteristics across treatment groups. So this will help us ensure that treatment groups are as similar as possible, other than the timing of the program start. So again, if you think of the blue triangles representing case-mix, we can see how the distribution changes with several different random assignments. So with covariate constrained randomization we would randomly select from distributions that look more like option 3. So that’s where the distribution of color triangles is relatively equal across both groups. So the nice thing about covariate constrained randomization is that it helps us achieve better balance on more potential confounders than we could with other more typical methods such as [inaudible 15: 27] or stratification. But this method requires really good knowledge of baseline characteristics, which is why this is a great study to do within the VA and all of the data that we have. 

So our goal was to achieve balance on several variables that we think might influence a patient’s likelihood to be referred to Vet-Directed, as well as their level of health care use and costs. So the variables that are listed on this slide were identified via those regular calls with GEC, ACL, our research partners at Providence and Durham, and also through literature review. And they fall into three categories; so we’ve got Patient Case-Mix, so things like the size of the patient population, CAN scores that predict mortality or other adverse events, frailty index scores, comorbidity scores; we also have the category of Medical Center patterns of Caring for Older Patients, so things like spending on other types of home and community based services, whether there’s a community living center or nursing home on the medical center’s campus, and just with the overall market penetration of home and community based services is; then the third category was State or County Access to Home and Community Based Services, so is a medical center in an urban or rural location, does the state have some earlier experience with participant-directed care, how much does the state’s Medicaid budget, how much of that goes to home and community based services? So through our regular calls with our partners we were able to get a better idea of which of these variables were important to the program office, and what GEC uses to inform other program planning efforts. We had a much longer list, but even with this type of randomization you still need to focus on the confounders that you think are most important, that are most likely to affect your ability to detect a treatment effect. 

So collection of some of this information was made possible thanks to our partnership with GEC through GEC-DAC, which is the Geriatrics Data and Analysis Center. So for instance, through the discussions of the group PEPReC learned that the JEN Frailty Index correlates highly with limitations and activities of daily living. And that’s one of the triggers for patient referral to the Vet-Directed program. So through GEC-DAC we were able to get facility level averages of the JEN Frailty Index among older Veterans, and that helped inform our randomization process. We also consulted data from the VSSC to get data on GEC services available at each site, and the percentage of GEC dollars that go to home and community based services at each site. And then we also looked at published reports on statewide Medicaid spending, and journal and Administration on Aging reports on those early state efforts to provide participant directed care.

So the second unique data consideration for this project is with the Analysis Plan. Because of the nature of this partnered program evaluation we want to make sure our analysis plan is informed by the programmatic data on activities of those aging and disability network agencies. 

But first let me back up just a moment and describe the outcomes a little bit more specifically. So the main outcomes that we are analyzing in this evaluation are any hospitalization, any emergency department visit, any residential or post-acute care nursing home admission, and then total health care cost per patient per month alive. We’ll also look at traditional Medicare and Medicaid health care use and expenditures among the Veterans that are enrolled in those programs. We also have a long list of secondary outcomes. We’re interested in hospitalization frequency, hospital and nursing home length of stay, ambulatory care sensitive hospitalizations, both incidents and frequency, and costs attributed to home and [inaudible 19:37-19:44] utilization outcomes into one measurable [inaudible 19:49-19:55] 

Primary strategy is an intent to treatability in who they refer to the Vet-Directed report on data for sites that already have this evaluation. So regarding patient likelihood of the enrollment in Vet-Directed [inaudible 20:21] likelihood that the patients have to meet these to be included in the [inaudible 20:25]. So our hypothesis is that patients will primarily be age 75 and older with a JEN Frailty Index of five or higher, and at least one VHA inpatient or outpatient visit in the past year. So by intent-to-treat analysis I mean that once a facility has been randomized to begin offering the Vet-Directed program, patients in our analytic cohort and associated with that facility will be considered as part of the treatment group. So because we are doing that covariate constrained randomization that will minimize the influence of site level characteristics on our treatment affect estimates, but there still might be site specific variation in program execution. And so the observations with insights also may be correlated. So we’ll be using generalized linear mixed models with random affects for medical centers for our primary analysis. So all of this helps us answer the question; among patients potentially eligible for Vet-Directed, what is the average change in outcomes that occurs when these services are available at the facility? But it’s also important to remember that we are unable to allocate start times for every medical center right now while we’re still at the beginning of the study. So we are going to control for time period in our analyses, but there still might be unobserved differences between the sites that start the program this year versus start it in year three of the study. So we want, we can still take advantage of the study’s randomized structure by treating within wave randomization to either early or late referrals as an instrumental variable. So within wave randomization to early or late referrals should be associated with Vet-Directed program receipt, but not with outcomes. But because of our partnered evaluation we have access to some other potentially stronger instrumental variables, such as agency readiness to provide services at the time medical centers are randomized to begin referring patients. So those are the things, like completing a financial management services contract, that agencies have to do before they can refer patients to the, or before medical centers can refer patients to the program. So this agency readiness should only influence patient outcomes through its impact on service provision timing. So the secondary analysis is going to allow us to estimate the effect of Vet-Directed receipt on health outcomes and costs among patients whose chance of receiving the program varies with both random assignment and agency readiness. And this analysis would be very difficult, nearly impossible to conduct without that data on the agency characteristics from our partners. 

So all of our analyses are going to incorporate the data that we used to inform the randomization process, but the instrumental variable analysis will also include program data from our partners. So our current challenge is making sure we systematically capture standardized data and when each piece of those agency readiness reviews are completed. It really took us a while for us all to understand all of the different steps that comprise a readiness review, including the education and self-direction and Veterans rights and responsibilities, the development of manuals, and then that identification of a financial management services provider. It also took quite a few conversations to understand which of these steps were likely to have the greatest impact and when Vet-Directed services can actually be provided to eligible patients. So it’s been really great to have our partners engaged on these regular project calls. 

So just to wrap up the Vet-Directed evaluation piece, you can see how data from our partners has really informed our study design and it’s going to be critical to our evaluation. GEC-DAC’s partnership, the regular calls with the GEC and ACL leadership, those have all allowed us to design a really rigorous evaluation that should inform the VA’s decisions about how to best provide care to individuals who might be at risk of nursing home placement. Now I am going to turn it over to Taeko who is going to talk about our partnered work on reducing opioid related adverse events.

Taeko Minegishi: Thank you Melissa. I am going to show my screen.

Molly: Perfect

Taeko Minegishi: Okay, great. So thank you Melissa. So I will start talking about our randomized program evaluation for STORM. But before I jump in I’d like to start with a little bit of a background. So we hear about the opioid crisis on the media on a daily basis and the issues deeply concerning to our Veterans as well. Nearly half of all Veterans have suffered from some chronic pain which in many cases are treated with opioids. So CDC’s national statistics show that 91 Americans die every day from an opioid overdose, including prescription opioids and heroin. Nearly half of all opioid overdose deaths involve the prescription opioid. And nearly half a million opioid prescriptions were written to treat pain in 2013, which is enough to supply every single American adult with a bottle of pills. 

So I like to go on to this poll question, which I can turn over.

Molly: Thank you. So for our attendees, as you can see on your screen we do have a second poll question up at this time. Approximately 9 million Veterans are enrolled at VHA. What percent of Veterans are prescribed opioids? Less than 1%; 1 to 5%; 5 to 10%; I’m sorry that should have said 20 to 20 as the fourth option; and over 20%. It looks like our audience is a little bit slower to respond, that’s perfectly fine, take your time. We’ve got just about 70% response rate and we’ll give people a few more seconds. Okay I’m going to go ahead and close this out now and I’ll share those results.

So 8% of respondents believe that it is between 1 and 5%; 26% of our respondents believe that 5 to 10% are prescribed opioids; 28% believe it is 10 to 20% of our Veterans are prescribed opioids; and 38% believe it’s over 20%. So thank you to those respondents, and I’ll turn it back to you.

Taeko Minegishi: Alright great, thank you. So we have about over a million patients who have some short or long-term opioid prescription, so the answer is 10 to 20%. So it seems like a lot of people are aware of the abundance of opioid use in VHA. 

So in order to mitigate the opioid risk VHA’s Office of Mental Health and Suicide Prevention have developed a web dashboard tool called STORM, Stratification Tool for Opioid Risk Management. So this is just a screenshot, and I have redacted some personal information, and the dashboard is based on the predictive model which takes into account a patient’s demographics, comorbidities including mental health issues and opioid prescription information to calculate a risk score for each patient and risk mitigation intervention that the clinicians and our providers can implement. The dashboard rank orders the patients based on risk score and shows the highest risked patients first. The dashboard is updated daily with the most current data. The dashboard also has the capability to search the patient using their social security numbers. And for patients who do not have any opioid prescription but if the clinician or prescriber is considering an opioid prescription and the hypothetical risk score is calculated using a high morphine equivalent dose of 90 [unintelligible 29:09] 

So as for the randomized program evaluation, in, I guess the summer is almost over sadly, so in fall of 2017 a VHA policy memo will be released that mandates case review of patients identified by STORM as being very high risk for an opioid-related adverse event. PEPReC and its partner will randomize a roll-out of the policy memo and risk threshold at a facility level, and will evaluate two aspects of the program. One is to evaluate the policy, there will be two version of policy memo which will be prepared and be randomly assigned to VHA medical centers. We will also evaluate their risk threshold, where we evaluate the impact on patient outcomes when facilities are required to review patients who fall under an expanded risk threshold. For today’s presentation I’ll focus on the policy evaluation. 

So first I’ll also like to introduce our partner organizations that are collaborating on this program evaluation. Office of Mental Health and Suicide Prevention, formally known as OMHO, are the creators of STORM dashboard and responsible for implementation of the policy memo. We also have Center for Health Equity Research Promotion, also known as CHERP, is conducting a qualitative and quantitative analysis of strategies used for implementation of STORM used at different VHA facilities. And PEPReC is responsible for coordinating the partnership collaboration and quantitative analysis of clinical outcome rates to evaluate the effectiveness of VHA policy and STORM dashboard. And our group has been meeting over conference call on a bi-weekly basis since 2015.

So for the policy evaluation, as to why we decided to put policy evaluation as one of our main objective of our program evaluation, VHA’s policies have been identified within the high risk list in GAO’s report, where GAO’s assessments included that VHA’s policies are inconsistent in care processes across facility and has weak accountability. In response, VHA’s Veterans Engineering Resource Center, VERC, has developed a framework to address these issues, where they concluded policies should be consistent, complete, feasible, verifiable, validated, unambiguous, and concise. Specially focused on the completeness: justification for requirement, identify responsible party, describe implementation process, and specify how it will be verified. So we have since the earlier stage of the construction of the policy memo we worked with VERC and we were very mindful of the language used in the policy memo. 

So then toward the policy evaluation we have two versions of the policy memo. The memo mandates case review of patients identified by STORM as being very high risk for an opioid related adverse effect. The facilities randomized to the treatment group will receive a memo stating that if case review rate is less than 97% facilities may receive facilitation. And in the version for the control group, the memo will not mention facilitation. The outcome that we will be measuring for this evaluation is opioid-related serious adverse events rate, and these outcomes will be compared between the control and treatment group. Our hypothesis is: VHA facilities randomized to facilitation who receive the treatment memo, will achieve lower opioid-related SAEs, relative to facilities not randomized to facilitation for the control group.

So prior to any project, power calculations must be completed to see if evaluation is feasible. So to evaluate, do you have enough power, do we have enough large, do we have enough sample size? We use data to collect our sample size [unintelligible 34: 16] conduct the power calculation. We have 140 facilities with 2,112 patient-months, with a baseline risk rate of 2.9% of any opioid-related SAEs. Baseline are pilot studies. The difference in risk rate of 20% between the treatment and control group can be detected with an alpha of .05, and 80% power among patients with a risk level of top first percentile. So the chart that I have here, on the y-axis shows the power, and the x-axis shows the difference in risk rate that can be detected between the treatment and the control group. So I have tested, individual dots are the difference in risk rates that I have tested for power, and the black line is indicates that 80% power. So as you can see, just around the 20% difference you can see the blue and the black line crosses.

So the data types that we will be collecting for this program evaluation includes the random assignment that we impose to each VHA facility; the patient STORM risk score, the risk score when a patient enters the study and the posture of your risk scores overtime, because the STORM itself is updated on a daily basis; case review notes from the clinician indicating that they have case reviewed a particular patient, and its date; patient demographics; patient clinical outcomes.

For the data sources we will use our facilities randomization, so this was completed using R, using block randomization package, this information was exported into Microsoft Excel files; the STORM dashboard calculates the risk score for each patient on a daily basis and the clinicians activity, case review or not, will be collected within the dashboard, which is a SharePoint page, and the backend of the SharePoint page is connected to the SQL database; and patient demographic and clinical outcomes will be collected in CDW.

So the data challenges that we have and anticipate are: some of the data tables that we will be using are owned by our partners, particularly OMHO, which requires a data use agreement between PEPReC and CHERP and OMHO, so this isn’t necessarily a challenge but it can take some time. So we had, I would say we had a few weeks of wait time in order to get access to the data tables. And also the process that we use here at VHA and the experience that we have is we have to set up Basecamp, and getting access to the shared SQL tables. And that was something that was new to us and we are still kind of learning the processes. Also for this particular project we’ll be collecting the daily STORM risk score for all patients in SQL tables, which means our SQL code needs to run every day, so we set up a timer, or in Windows you would use a task scheduler, to run the SQL code every day. And this means that your SQL code needs to be executable and [unintelligible 38:32] data storage [inaudible 38:34] and considering that we’ll be running this project for approximately two years, and continue to collect the risk scores we need to be cognizant of how much data we will be storing. So we made sure that we trimmed the table on data table columns to the minimum that we needed. And at the end of this study we’ll be creating a cohort data set which includes data from STORM dashboard, the risk scores and case review information, patient demographics and comorbidities, patient clinical outcomes, and also the randomized which facility patients belong to and if they were randomized to the treatment group or the control group.

So in summary for the randomized program evaluation of STORM. The policy memo is planned to be released this fall and the program will continue until late 2019, then the evaluation will be conducted in winter of two-thousand-nineteen. The goal of evaluation will include enhanced understanding of strategies for writing an effective VHA policy, and rigorously evaluate how the policy affects serious adverse events. As the project proceeds we are already learning some of the challenges but we hope to be able to share the lessons learned on challenges of implementing a randomized evaluation on real ongoing programs. 

And as the summary of our entire presentation. There are unique data considerations for each partnered evaluation, Veteran-Directed Home and Community Based Services, and randomized program evaluation of STORM, we raised these two programs as an example today. Also partnership between researchers and operations stakeholders facilitate rapid, rigorous evaluation of relevant data and evidence-based decision-making about how to best sustain or improve delivery system interventions.

With that, I would be happy to take any questions, comments. Should I turn it back to you?

Moderator: Hi, yes, I’ll take over from here. Thank you Melissa and Taeko for your presentation. To the audience, we still have about twenty minutes left for questions, so if you would like to ask the presenters anything please send your questions in using the questions tab on the go to webinar menu. We do have a couple questions in so I’ll get started with those. Melissa and Taeko, has the VA produced a heat type map distribution of the prevalence of medications by Veterans by county of residence, and Veterans who have gotten into trouble as a result of becoming opioid dependent?

Taeko Minegishi: I guess that would be related more to STORM. So the question was a heat map, if we have produced a heat map or if the VA has produced a heat map?

Moderator: Yes

Taeko Minegishi: I have not seen a heat map specifically, I know there has been other papers, I can’t remember the specific paper that I’m thinking about right now, but all of the difference in geographic variations of opioid prevalence, I know CDC and maybe even Dartmouth might have some geographic variations of opioid use, but I don’t think those will be VA dependent, specific actually. So I guess the question is I’m not sure but there may be some resources that we can inaudible [42:57].

Moderator: Okay, thank you. Is there more information on these randomized program evaluations available online?

Dr. Melissa Garrido: Yes there is, I’m not sure if our slide is still up, it looks like it is. So we have registered both the Vet-Directed and the STORM protocols online at isrctn.com, the Vet-Directed one is also registered at clinicaltrials.gov. Also, if you’re more interested in just generally what PEPReC does there is a separate website that just went live about a month or two ago, so you can check out the other projects that we’re involved in.

Moderator: Thank you. Next question, how is the risk score in the STORM dashboard determined?

Taeko Minegishi: So the risk scores and the STORM dashboards are determined by this predictive model, the predictive model itself was developed by OMHO, Mental Health and Suicide Prevention Group. The paper specifically that talks about STORM can be found [inaudible 44:16] the first author is Elizabeth Oliva, published in 2017. I’ll be happy to share that information, I apologize I forgot the name of the journal that the paper is published right now, but I’ll be happy to distribute that information.

Moderator: Alright, thank you. How are you accounting for safety of effectiveness of memo, given the potential severity of SAEs for high-risk opioid users?

Taeko Minegishi: I’m sorry I have, I missed the very beginning of the question. So how is the policy memo…

Moderator: How are you accounting for safety of effectiveness of memo, given the potential severity of SAEs for high-risk opioid users?

Maeko Minegishi: So what I guess if I understand the question appropriately, so the memo walls specifically say high risk patients, and what the STORM dashboard, or what the program will actually do is will always show the high-risk patients on the STORM dashboard. So these essentially the clinicians and providers are responsible for reviewing all of their patients that shows up within their facility. And then that high risk is determined by just randomized program evaluation.
[bookmark: _GoBack]
Moderator: Alright, thank you. Let’s see, I think we’ve got another question, unless anyone else in the audience would like to ask anything else. So last question. For the Vet-Directed evaluation could you say more about why covariate constrained randomization was chosen rather than alternatives such as pair matching?

Dr. Melissa Garrido: Sure, so there is a couple different ways we could’ve done matching for randomization. One is just matching on precise values of the covariates, but we had too many potential confounders to do precise matching. What we could also do is use that same score that we used for Covariate Constrained Randomization and then pair match by that balancing score. The problem with that is when there is a limited number of sites there is still a decent chance of getting imbalanced randomization with pair matching. So within each pair you might still have each unit with the highest balancing score assigned to one of the treatment groups. And then you also would have some issues with getting good estimates of variance if you are interested in a treatment effect conditional and covariates. When you just have a pair there is not enough information within the pair to get good variance calculations.

Moderator: Alright, thank you so much Melissa and Taeko. We do not have any more questions from the audience, but to the audience if you do have additional questions you can contact the presenters directly. Their contact information is included in the slide deck. Melissa and Taeko, thank you once again for taking the time to present today’s session. Everyone, you guys can tune in for the next session VIReC’s Partnered Research Cyberseminar Series on Tuesday, September 19th, at 12:00 PM Eastern. This session will be presented by Dr. Megan Vanneman and she will be presenting on Iraq and Afghanistan Veterans use of VHA and purchased care, before and after Veteran’s Choice program implementation. We hope you can join us. Thank you once again for attending.

[ END OF AUDIO ]
