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Molly: 
We are at the top of the hour now, so I would like to thank Dr. Tamára Box for joining us today. She is a Clinical Scientist and Health Informaticist with the VA Office of Informatics and Analytics, and Health IT Lead for the VA clinical assessment, reporting, and tracking program known as CART, the national clinical quality program for VA cardiology. She is also the National Project Manager for patient-care-assessment systems know as PCAS. It's part of the VA-VHA Office of Informatics and Analytics. We are very thankful for Dr. Box for lending her expertise to the field today. At this time, Tami, are you ready to take control?

Dr. Box:
Yes. I am. Thanks. 

Molly:
Okay. You should see the popup now. 
Dr. Box:
Okay. Are you able to see my slides?

Molly:
Yes. We're all set. 

Dr. Box:
Alright. Perfect! Well, thank you so much Molly. It's always great to do presentation with this group. I appreciate being able to speak to my colleagues this morning, which may be afternoon for you. If you're on the East Coast, I hope that you are enjoying your lunch. We're going to talk about software, so it's a good idea to grab a cup of coffee or something to eat. I'll try to keep it light and interesting despite the topic of software. This morning I wanted to talk with you all about the second release of PCAS, the patient-care-assessment system. We had the first release that came out throughout last year. We've been working very hard to incorporate over a dozen probably two dozen different requests and changes that we've pushed into the second release. The release structure has changed just a little bit. We're actually ahead of schedule, so I'll walk through that as well. For those of you who are not familiar with PCAS, as I said PCAS is the patient-care-assessment system. This was an effort that came out of building the care assessment need scores, the CAN scores helping the Office of Nursing Services and Primary-Care Services in the PACT' office, really to find a way to support team-based care coordination and also care management. PCAS is a web-based application. It's a web-based clinical application. It's for PACT teams. I'll talk a little bit about who gets to get into PCAS and how you are able to access it. 
We do most importantly give special emphasis to our high risk patients. High risk can be defined in a number of different ways. I will give some examples of that as well. Importantly PCAS is not intended to be a replacement for CPRS or the next evolution of CPRS. PCAS is intended to help provide a little bit different perspective on your patient panels and your patient information again using a team-based approach. In order to do that though one of the real hallmarks of PCAS is that we're able to pull in data through relationships and collaboration and support from a lot of different places in the VA. This is a simplistic little diagram. It doesn't really give a great example of all of the tools that we bring into to PCAS, but for example we bring in a lot of information on a nightly basis from CDW the Corporate Data Warehouse, and then we also work with other colleagues to bring in data from registries where available and from other administrative sources and underlying CPRS type data as well. 

Now there were originally five releases scheduled for PCAS. As I said, we released the first one about this time last year. We spent 2014 really working with champion sites and learning if the application we put out was of use, how we could improve it, and being very responsive to the needs of the clinical users. I'm not going to go over this slide too heavily because it's really just been out for a while; however, for those of you who are new to PCAS, I will walk through the components that were part of this first release to get you caught up to release two.

Now release two is kind of a two-plus. As I said, we had five initial releases planned. As we started to build everything on this slide, which includes TASA [00:04:41] notifications for team-based care, we bring in outpatient and inpatient data both VA and fee data, which I'll show you examples of, and we've implemented some really tremendous one-click panel filters, so that you can quickly look at your panel in terms of high-risk subpopulation. We also made robust production in test environments, so that we could have a live application up. As they always say in the internet world, 99.9 percent uptime, but it also has a test environment where we continue to build and improve on what we've done. 
This was the original 2.0, and we got down in the weeds to do this one, we realized that the things that were in 3.0, we could put into 2.0 as well. That's why I said we're ahead of our game right now, so instead of a 3.0 release or a 5.0 release, you will not see this. This is all rolled into the second release. At this time we are going to have three releases of PCAS that encompass all five of the original planned releases. It probably just sounds like a lot of gibberish to most of you, but it makes a lot of sense to our development team. I'm going to show you a lot of these things that are on this slide and the previous slide in release two, and then just for your radar to keep an eye on things for 2015 calendar year, we are going to be implementing full-care management. This will include care planning, patient-centered care planning, and some query tools. As time permits at the end of this presentation, I'll show you a couple of rough-draft snippets of what we're doing for this last 3.0 release. 


The nice thing about having a fully functional and robust test environment is that it allows us to push things to test environment, get them cleaned up, sometimes have champion sites look those over, and then we can push things to production throughout the year. I can't give you specific dates on when you're going to see a whole new front end on the production site. When we have things available we will add them as appropriate. 

Before I go any further I wanted to quickly ask all of you just to engage who's on the call. I'd like to know what your primary role in the VA is. Are you a member of a PACT as a physician a nurse or any other clinical staff, or are you an investigator or research staff or something else that I haven't covered in the response options?
Molly:
Thank you. We do realize that people wear many hats in the VA, so we're looking for your primary role. I also see a lot of our audience is checking other. At the end of the presentation we will have a feedback survey popup with a more extensive list of roles. You might find your particular job on that list and be able to specify that for us. We do have a very responsive audience today, which we appreciate. We've already had 87 percent of our audience vote. We'll give people just a few more seconds. We actually might be breaking our record for response rate, so thank you to this audience. It does help you to talk towards our audience. Okay. I'm going to go ahead and close the poll--We've had 90 percent response rate--and share the results. As you can see, we have 2 percent PACT physician, 25 percent PACT nurse, 15 percent other clinical staff, 14 percent investigator or research staff, and almost half of our audience 43 percent is identifying as other. Thank you to those respondents. Tami, I'll turn it back to you now. 

Dr. Box:
Alright. I think I have control again. Welcome to all of you; especially a shout out the PACT nurses who are on this call and other clinical staff. I think that in part of my life as a researcher, I recognized that if you have a category called other, and half of your respondents are in that category, you probably didn't put up the right response options. Just to let you all know, I will try to make this talk as general as possible to capture all of the different people who are on the call. If you have questions or feedback on PCAS though I am always more than interested to say please feel free. I'll have my email at the end of the presentation. Feel free to email me with any feedback or questions or suggestion.
I’m going to jump right into our release one review and release two demos. These are mashed up together to hopefully go with the flow of the application. As I said early PCAS is a web-based application, so you type in your URL, and you will come to the PCAS production site. This is the current production view. The only difference here on the slides I'm showing is that you'll see an administration tab at the top. That's for me because I get to be special, but you will not see that one. Otherwise this is the view that you would see. Now this is the release one view. Release two adds some things on the right-hand side, so I'd like to walk you through particular page. To access PCAS you must be a member of a PACT and registered through PCMM. That's very important to us because we don't manage our own security access profile, nor would you want us to. 
We drill up to the PCMM folks to manage, which people are a part of which team? If you enter the PCAS URL, and you don't see this screen, which means that your patient panels are loading in the background, you'll see something else that let's you know that we don't see you in the PCMM profile and some instructions on how to fix that. Now there are a very, very small percentage of providers who may bump into that other screen, but are on PCMM, and that usually has to do with some funky entries related to your VA login and things like that. You're always welcome to just contact us. We'll try to work with you and figure out what's going on. When you get to this page, this is the managed-patients tab, and the manage-patients tab is loading all of your patients in the background that are part of whatever team to which you are registered in PCMM. If you're a dietician, for example, and you're on five teams, all of those patients are loading in the backend. Much like CPRS on the left-hand side, you can filter your panels based on those common things like name or FSN. 

You can also search by appointment dates to load up a view of the patients who are coming in within a specified date range. Now, on the right-hand side of this screen are a lot of the new things that we have added in the second release. The top three were already there. Many of you are familiar with the CAN score or the care-assessment-need score. Clicking on that will give you the top 100 CAN scores based on the dual model at one year, success or admission model. Now the bottom, I think we have six links here, are high risk, subpopulation, one-click filters, so if you click on receive homeless services in the last month, you'll see your panel limited down just to those patients who received homeless services. We also have suicide risk, home-based primary care, home telehealth, palliative care, and then we have a filter that we created based on one of our champion sites that was interested in their readmission rate for heart failure patients. We created essentially a watch filter clicking on this will show you any of your heart failure patients based on specific criteria who had an admission to the hospital in the last 30 days. Those are one-click panel filters that quickly let you drill down panels that sometimes are a 1000 or 1200 and up patients, and especially if you are one of those ancillary team members who manages many teams. These panel filters will be very helpful I believe. 


Once you click on those, you'll have a view of a table of all of the patients who meet that criterion. I've cut this off to protect some PHI, but I will blow it up really quickly, so that you can see what the different headings are. Typically you'd see the patient names, and you can click on those to go directly to the patient. You'll see CAN scores and several other types of columns. Any of them that are underlined you can sort ascending or descending toggles by clicking on the column names. You'll see last appointment, next appointment. This slide is based on some old data that we have sitting on our test site. 

New to release two there are two columns that are rather nice, one called task, and if this is lit up in blue or teal as it is right here, that means there are tasks related to this patient for the team to address. If this were gray, that would mean that the patient doesn't have any pending tasks. The next column, which is the second column to the left, is active and pending consults. This tells you that this patient, for example, has five consults that are still listed as active or pending. You can click on that and go straight to those consults and review them. That's a new view for release two. I'll come back to that briefly at the very end. Once you click on a patient's name, you come to the risk characteristics page, which is the centerpiece of our first release because our first release was really focused on hopefully letting people know that they can start thinking about their patients and their panels in terms of delivering the right care to the right patient at the right time. 

President Obama even echoed this in some of comments last night in the state of the union address when he said that one of the goals for his last couple of years is in the VA to make sure the right patients are getting the right treatment. This risk-characteristic page is actually a foundational component of PCAS. We list as much data here as we can that might relate to the patient's overall risk whether it is a statistical risk, a manual risk score--I'll give some examples of that--clinical risk factors, and also cost risk factors. 

Just briefly to orient you to the applications. At the very top you see tabs underneath where it says PCAS and there's a circled or a square box in red. These tabs are all panel-level tabs or global level for the application. Once you have clicked on a patient then, you'll see the left-hand menu bar the vertical bar. Those are all of the patient-specific menus. I'm going to blow this up very quickly. I have these highlighted, so that you can see the difference between release one and release two. Everything in blue was in release one. All of those things in red are all of the great tools that we put into this second release. There is one change here in that the diagnoses page will not be a separate page. We've rolled that into the other pages. I'm just mixing up with that as we go through. 

First of all in the risk-characteristics page at the top, you will see the care-assessment need scores. We have all four models that are listed here, and we list them chronologically, so that if you click on one of these to try to get the chronologic view of their risk score, you'll see a graph. This is the 90-days admission over time for this particular patient. Going back to this I want to briefly before I come off of the CAN scores. The CAN scores are a predictive model that's been validated through 5.3-million active primary-care patients in the VA. It was developed through the office of analytics and business intelligence. They are in the throws of getting ready to release the second version of the CAN scores. If you do have CAN-score questions, I'm happy to try to answer those or refer you to a person who can answer them. No pun intended there. 

The CAN scores, the second version just as a little bit of a teaser will include and SES socioeconomic status index, which is derived from CDW data, so that gives us a little more wealth of understanding how socioeconomic status plays into risk prediction. And then also hopefully we'll include some regional effects on outcomes as well. They're looking to improve the display for CAN as well to have a more complete display of mental health data. We're doing that in PCAS as well. Mental health is a key area for our veterans, and we're trying to understand the best ways to present that data, so we're always interested in your suggestions and ideas on that as well. 

Below the CAN scores, moving on, you'll see three fields, clinical priority, which is a score of one to ten, manual high-risk flag, and risk-flag reasons. We know that the CAN scores are reliable predictors for the events that they predict; however, these are statistical models based on epidemiological data. We know that the experience of a provider at the point of care may differ a little bit, or you may be well aware of all of your patients who have a 99 on their CAN score and doing everything you possibly can for them. Understandably if you have a 99 on a CAN score, that is a very sick patient. A 99 on a CAN score, I believe is a 72 percent probability on a combine even score for one year. Those risks styles, if anyone is interested in those, just let me know, and I can give you more information on those. Because we know that statistical models don't always perfectly correlate to what's going on a the point of care, we've put in some manual tool for teams to work with. Those are the clinical priorities, manual high risk flags, and risk flag reason. 

When you click on button at the top of this, "assign clinical priority and high risk flag" that gives you the option to set these yourselves. I've give an example in this screen where we have set a clinical priority to nine. You can rank your patients based on these if you want to rank them different from the CAN scores, or another example of how this is being used. I've seen some teams who are working on a specific outcome like reducing readmissions for CHF. They may highlight all of those patients as a specific clinical priority or label all of your patients who due for a goals-of-care conversation as a specific clinical priority number. There are a lot of different ways that you can use this, either on a phone, or in concert with this manual high-risk flag. The options on the manual high-risk flag are yes or no. Those could be patients who you're watching right now. You can set those to yes. 
We give you the ability to check off quick reasons why those people are on your high-risk flag watch list. Those reasons as your check them off auto populate into this text box, but you're also aloud to put in free text as well. 

Now in addition to that manual level of tracking the other nice thing is that we track the history of these fields. This is just based on dummy data of course. This is me playing with this. You can see that I've changed for this particular test patient their risk flags or their clinical priorities. I think I only changed their risk flags twice. It give you the dates and time since you changed it, and then you have the reasons. This may someday be interesting to compare with the CAN-score changes or just to be able to track the care amongst your teams. 

That's an overview of what's going on with the risk indicators at the top. Also on this page you'll find clinical risk factors for the past 12 months. Most of the data that we pull in a PCAS covers the last 12 months. We do that, so that in your mind you have some of the denominators that can remain static and don't have to flip back and forth between different time periods. In the first release of the PCAS, we gave you a lot of these at the top of this list, but I'll just walk through the quickly. Number of ER visits, the number of hospital discharges, national bed days of care, polypharmacy count, pain scale, OEF, OIF, and OND participation, suicide risks, received homelessness services in the last 12 months, home-based primary care, palliative care, home telehealth, heart-failure diagnosis with an admission in the last 30 days.

And then as an example of reaching our and collaborating with registries, we've linked to a registry in the Northeast that tracks cancer patients, and so if this patient who we're being show here had records in their registry, we would put a yes with a link to their registry, so that you can link out to their clinical application for more intensive case management and see what's going on with those patients. As you can see when a threshold is reached, we do highlight these in red. Now another thing you might be noticing is these little question marks. We implemented with release one tool tips. 

And so I always think that good software if you've used an iPad or any software that you think just makes a lot of sense, shouldn't have huge instruction manual to which you must refer. What we've done in PCAS is to try and make it as obvious as possible. If you're curious how we are defining for example homelessness, you can click on that little question mark and it'll let you know in brief that we get that data from the PCP panel queue updated every night. That includes patients who have received homeless services in the last 12 months. If you're interested in more information on how a particular field is calculated, by giving you the source, you'll be able to go to their information and find more details about the data itself. Those are clinical risk factors. 

And then also on this page, we include cost risk factors that we bring in from other areas of the VA and administrative data. We bring in the DSS costs for the last 12 months, beneficiary travel costs, any fee costs disbursed or paid if they are there, and then the error classifications for the current and last fiscal year. You can see some of that on the sample patients. 
Moving on in release one, we did have the full team information as well. Now before I talk about this page, I want to point out that on the left-hand side, I've skipped patient demographics and secondary contacts pages just in the interest of time to show you some other features of PCAS. In release two of the app, the patient demographics have, I think, five or six new fields that are helpful. Secondary contacts, again you can enter a patient's primary-care givers, family members and things like that in secondary contact, but now we are also bringing in some secondary contacts from the VA data sources as well, so it's a little extra in those sections. The team information page shows you everyone who is on this PACT. It gives you as good of information as was entered into PCMM. A major difference here is the far-right column. We've implemented tasks and reminders within the team. This column let's you know if individual team members have opted in to receive notification. The default is to opt in; however, you are able to opt yourself out if you would not like to receive email notifications. The emails notifications come to your Outlook inbox. 

What those are is if you have any tasks required of you to do for your patients, you will receive one email a day if there's a task that you need to address. There's no PHI in those emails, and because of the way we run our security model and some of the other tricks we have in the background, all you have to do is click on that link, and it'll take you directly to the task page for PCAS. You don't have to log in or do anything extra. We do all of that security stuff in the background. The yes on this line is an example to indicate that this is my fake profile on this team. If I click yes here, I can change to opt out if I would like. If a team member has opted out, you'll see the no and then the date that they opted out. Also on the team page that was in release one, you can add in home and community providers. Sometimes that's important if you're patients are going to Cbox, and you're trying to understand who in the community is providing their regular normal care. They're just coming to the Cbox for periodic care. You can enter in additional home and community-provider information. 
I'm very sorry. We didn't realize I had blown the table up, but hopefully that makes sense, and you were able to see it in the previous view.

Alright. In release two we've also brought in the entire outpatient encounters in the last 12 months. This include the VA and C [00:27:16] data. I'm going to pull this up a little bit bigger, and hopefully your able to see this fairly well. This gives you a table that is sorted by date. If you look at the far right, you'll see that the type column shows you whether an outpatient encounter was a fee encounter, somewhere in the community, or it was at the VA. We put these in chronological order because sometimes it's good to see the context of where the patient's traveling in and out of their care. Some of this data is of course made up, and I've taken out a lot of the PHI. I'm not aware if there's a Smith Hospital in Connecticut, but that's an example of the C data. We are not obviously going to have primary-care stop codes or clinic names; however, we do have the facility name, and we will give you the primary diagnosis with ICD. That's useful as well.

At the top you're able to filter this data in any number of ways. These filter, I'm going to show you these on a number of screens in release two. Keep those in mind because they're going to roll into a component that we will release this year 2015 for querying your panel. You can filter these outpatient encounters based on a single date-- you can enter a single date here--or a date range. Then you can also look up based on the primary diagnosis key words or ICDs if you're looking for a specific one. This select box, which is type-o-ed this is from our test site. The select box actually shows all of the primary diagnoses that this patient has, so it's preloaded with those. You can also look up based on stock codes [00:29:01] or the type VA or fee, to those are our outpatient encounters. 

In release two we also included something very similar for our impatient discharges. We allow you to again search based on a single datum or date range, diagnosis, or ICD, and then whether it was VA or fee. Now an interesting this with our fee data into which we are looking because we're going to be building a query tool as I mentioned. [With] the fee data, you can have multiple discharge diagnoses listed there, but we're working on the best way to make sure that that data is easily queried. Also in release two, we bring in all of the VA lab and its immunization data available. Now I don't have immunization listed here, but there are two sections on this page. There's a little dropdown next to where it says hide patients labs. If you click on that, this whole table hides, and you would see the immunization data. 

When you look at this data, this is real data for patient labs. We bring in the entire different test, so you'll see lots of different pages through which you can scroll in this table. Again we have a variety of filters. You can search by whatever you know of the test name or again this combo box right here will pre-populate with all of the tests that this particular patient has had. You can also look at the test type, whether it was VA or community. Down here at the very bottom in the bottom left of this picture, you see at a community lab. We don't have an automated way in the VA to bring in community-lab data; however, you are able to enter it for your patients here using the same fields that are shown in the table. You can also look up based on lab results, so if there was a high lab or a low lab or something that was out of the norm, you can search your lab results based on that. Again like everything in PCAS, these columns that have underlined names are all portable based on toggling them. 
Now with our medications page in this second release, we are again bringing in non-VA medication. For discharges, outpatient encounters, and medications we show non-VA components where possible. 

Before I get into this medications page, I did want to mention that again I've skipped two pages in the interest of time. 

If you look at the far left, patient information menu, you'll see that we are bringing in health factors that will its own page and it will have some filtering and search capabilities and also vital signs. Health factors is important to us for a lot of reasons. I think you all use them for a lot of reasons. One thing that we are doing is working with the National Ethics Office, and we'll be helping them make sure that patients who qualify are receiving their goals of care conversations, and so that goes into health factors. We'll be able to display all of that. 

Getting back to medications on this page, it's very similar to outpatient and inpatient information. You have a table with portable columns again that are underlined. Again all kinds of filtering and search capabilities [exist] here. You can search by a full medication name or a component of it. You can choose the name out of the select box, or you can look at the prescribing date, prescribing-date range, or status, which is whether that medication is active or discontinued, expired, and those different categories. Now we do bring in non-VA medications as well. I believe that they are not showing on this page, but they're in a separate table for now. If we get feedback from all of you that you would like it all embedded in one table like we've done with inpatient and outpatient, we'll absolutely do that, but for right now, they are in a table below this VA-medications table. We have a fair amount more information obviously on the VA medications. 
In release one we had patient consult, and we continue to have those in release two and looking into 2015, we have found a few ways we think that we'll be able to improve this, but for now release one and two, you can view all of your patient. This is the patient level view of consult, and when you click on one of these individual consults, you get a little bit more information. This is what we're hoping to improve. We're hoping to get to this by the end of this year because we understand that there may be some better chronological tracking we can show you for consult, how a consult moves from being a request and exchanges hands through different people. We'd like to be able to dig into that a little bit by the end of the year, but for now, we give you as much information as we're able to bring in. Some of this has been scrubbed for PHI, so it may not make a whole lot of sense. 

Now consults can be viewed per patient or also up here in the consults tab for the entire panel. This is the release-one view of the panel-level consult. For this I have filtered the view based on only active consults. This is similar to all of the other tables we have in PCAS. You can select a row and get more information, or you can select columns and sort by them. We're improving this filter capability at the top as well looking at services and things like that. On the right-hand side in release two, you'll be able to filter by risk indicators, a few of them, or by consults within the last 30 days. We're adding a few things to this particular screen, but this is your panel-level view of active consults. Obviously, this looks like the same patient on each line. It could be the same patient if they had this many consults too, but for the most part it's probably a series of different patients and maybe couple consults listed, multiple consults for a single patient. 

Now this is a cornerstone for release two. This is the tasks and notifications page. This is team based, so you see a task tab at the top. That will show you all of the tasks that are assigned for you entire panel. This patient who I'm showing you right now is the patient-level view. You know that because the patient information menu is on the left in display. This is all dummy data that probably doesn't make a whole lot of clinical sense. This is just our team testing things out. We continue to improve this, so in the next couple of weeks this will change a bit. 

At the very top in the far right, you see "check your team notifications settings." That's to go back to that team-information page, and see who's receiving those emailed reminders. The task can be filtered by a number of things. We'll probably expand this, but for now, we have it based on status. That would be whether a consult is completed or pending. We have it set to all right now for testing to whom the task for which team member. In the future we hope to work with Connected Health and potentially be able to have some patient-assigned tasks. Those would be things like as a team, if you want to make sure that patient is doing some sort of care instructions before their next visit or interacting with the patients, [then] that would be a great thing to do down the road. We've had some early conversations with Connected Health in looking at that and then also the types of consults. A task type, which is this first column over, would be things like call a patient, check labs, send an email, send a letter to a patient or look at a service for followup. There are tasks types. You can also enter your own specific one. 
In this initial view--and let me just check here. Yeah. I did blow it up--hopefully…

Molly:
Dr. Box. 

Dr. Box:
Yes. 

Molly: 
I apologize for interrupting. I just wanted to let you know. We'll need to wrap up in the next 10 minutes for questions. 

Dr. Box:
Yes. We are on time. In this box you can see a lot of dummy data, but you can also see that you can check off a completed task right here from the screen, and not have to go in and select it and view any additional information. You can also delete tasks if you need to from this screen. That's just a quick overview of the tasks and notifications. As I said, if you have--I'm looking at the followup-date column. I'm not sure if you can see my mouse or not, but the followup-date column is about five over from the right. If you have something that's due or a task, and it is assigned to you, you will receive an email notification that says you have tasks assigned to you that are due. You'll click on that link, and you'll go directly to this page. No other login, no PHI exchange. You'll just come to this page. All of our security works in the background to see who you are and to what teams you're assigned.

Going back to the manage-patients page, I just wanted to remind you as I showed you at the very beginning. In release two we have these tasks column, and the active and pending consult column. When you quickly go to your manage-patients page, find a list of patients who you want to view either by filtering on the left, or through a subpopulation risk filter, you can quickly see who has tasks if this little icon is lit up under the task column, or who has active and pending consults. That's all available on that first screen when get to PCAS. 

At the top we also have a news tab. This is our way for me to give you information about the new releases or provide you with some tips that users have sent in, or as we are implementing and working towards clinical adoption of PCAS, you might see best use cases here or a link to a community forum. We're looking into a lot of those different options. Whatever will help you in your use of PCAS. And then also as we work through the second release and moving to the third release, we want to make sure you are aware of when things are updated. PCAS will have 99.9 percent up time, which sounds silly. It means that we're going to keep this application up as much as we possibly can, barring some kind of physical failure at a server form I would guess. If something else in the stream goes down, a database that stores data somewhere else, we've built in a whole pile of safety nets, so that the data will still be there. It just may not be updated the night before. We're working on a way that the end user will see when each of the data components was updated, so that you'll know how recent that data are. 

Right now we are working with the office of nursing services and patient-care services on the implementation of PCAS and also working on clinical adoption and understanding how end users are best going to use PCAS as a complement to their care delivery. We are also working on specific clinical goals with some groups trying to understand; for example, those of you who are trying to improve your readmission rate for heart-failure patients, which is a performance metric. How are you using the different informatics tools available to you to do that? We're trying to understand how some of that takes place. We are of course interested in any suggestion you have. I'm always open to emails. I'm happy to do team-based demos and training. We can do it on the live application as opposed to slides. We always have slides available if something's going on with the networks, but we are interested in getting you started on this. I'll put my email up at the end, and feel free to email me if you or your team would like to get rolling on this. 

The roadmap, this is the roadmap from the beginning of PCAS. We released release one this time last year. Right now we're getting ready to put out release two. That should be out pretty soon. We're almost done with that. We still have some validation testing to do on it. Then this year in 2015, we're putting out release three, which if you remember the original five releases, release three is not the combination of four and five. I can't tell you if it's going to be two separate releases as depicted on this roadmap. It will be in the full care-management suite. The care-management suite will do a number of things. 

Very quickly since we have a couple of minutes, I wanted to show you a couple of those very rough drafts. First of all one of the first things you'll see this year that will come out after the second release will be a query tool. It will look very little like this, almost not at all. What we're going to allow you to do is query your panels based on appointment-date ranges, diagnosis lookups, ICD-9, CPTs, whether you have tasks due for specific groups of patients, query based on risk characteristics, and then be able to combine queries. I showed you a lot of filtering capabilities per page, but the ability to combine those types of filters to drill down to a specific set of patients in your panel and then save a few of those queries. It's something that you always keep tabs on--be able to save those. This query functionality used in concert with the manual clinical priority score and high-risk flag gives you a multitude of ways to track specific groups in your patient panel. And then as I said, the care-management components are the key components that we're rolling out this year. 

There's a green square at the bottom left of this screen that shows you the individual pieces of our care management modules. This is just an example, but in the care-management modules we will have patient-centered situation background, patient-centered learning preference, assessments and goals information and planning and implementing of the care management with the patient. You'll be able to evaluate and monitor. And then there will be a couple of care-planning notes and care-management notes that will go directly back to CPRS by the end of the year. That's the key components we're putting into that. This is an example of one of those modules, the assessment and goals modules. Each of these pages has additional information on them. This page includes things like functional status assessment and problem identification. 

And then this is a very, very, very rough draft of what a care-plan note would be. As you can see here, you can check off the sections you'd like to include and any additional supporting information. That care-plan note will be dynamically created based on what you've checked out and then sent back to CPRS after you've included anything else that you want to include on it. That's just a quick view of that release three stuff that we're working on this year. 

To finish up today, I wanted to find out. Now that you've seen a lot of the things that PCAS can do, I wanted to know what are the functions you're most interested in using? Is it that you're interested in identifying your high-risk patients or looking at subpopulations of patients, or are you most interested in facilitating team-based care coordination perhaps using those tasks and notification tools? Is it that you want to understand all of those different risk characteristics, costs and clinical and statistical risk information? Are you interested in consult monitoring, or are you most interested in the patient-care-management modules, which will be coming out this year. I know I'm probably not being fair by letting you choose one, but choose the one in which you're the most interested in using. 

Molly:
Thank you. It looks like our audience was a little more redescent to answer. That's okay. There is no right or wrong answer. We're just getting your opinion. We've had about 55 percent of our audience vote. We'll give people a little bit more time. Alright. It looks like we've capped off at about 60 percent. I'm going to go ahead and close the poll and share the results. It looks like about a quarter of our audience is interested in identifying high-risk patients. About a quarter of our audience is interested in facilitating team-based-care coordination. Seven percent are interested in understanding the universe of risk character risks for patients, six percent monitor active and pending consults quickly, and about thirty-six percent are interested in support, patient-centered-care management. Thank you very much to our attendees for your response. I'll turn it back to you Tami.

Dr. Box:
Great! I'm thrilled to see that. It's a relief because I can tell you that the things that you've listed as high value are things on which we are keenly focused. If there's something not on this list, please let me know. I just wanted to thank our team. There are a lot of people who have worked on this application for the last few years. In particular the four people listed on the top right, have been the stall works. We have a very small but might team that works on this application each week and incorporate your changes. I'll stop there.
Molly:
Thank you so much. We do have a very engaged audience. We've got about 12 pending questions, so we'll go ahead and get right to them. If you joined after the top of the hour, simply use the question section of your control panel to submit a question or a comment. The first question, how is suicide risk determined? 

Dr. Box:
Suicide risk comes to us from the send for data. I believe that we bring it in on a nightly basis. 

Molly:
Thank you. The next person writes. I am in Anchorage, Alaska, and we do not have our own inpatient facility. We have a joint venture with an air force hospital. Also many vets around the country to do not live close to a VA inpatient facility. Are non-VA ER and hospital discharges included in the counts because if not the CAN score is not applicable?

Dr. Box:
I think there are two parts to that question, but let me address each of them that I'm hearing. First of all PCAS will be accessible no matter where you are. If you're able to dial into a VA account, you can get into PCAS if you're on a PACT. PACT can take a lot of different forms. They are working on a second release of PCMM. I think they've had a few roadblocks, but we're keeping tabs on that. We'll stay in line with that as well. For PCAS we bring in the non-VA inpatient and outpatient and medication information as I showed on the screen. I suspect that that won't be comprehensive for every patient, but I'm not sure, so we'll need to have feedback from you. If you're using it, and you know that a patient has been in another facility and we don't see it in our fee data. If it's paid for through fee data, we should be showing it. I think that some of the new regulations that came out this year for the VA will also-- A nice side note is that it might improve our data in fact. Now related to the CAN score, I believe they do bring in fee data for that, but I can't give you a conclusive answer on that. If you want to email you individually, I can link you up to someone who can answer that question. 
Molly:
Thank you for that reply. The next question, when will this be on the UAT in VSSC?

Dr. Box:
On the UAT in the VSCC? That's a great question. UAT to me means user-acceptance testing. I'm not quite as familiar with what they're doing over there. I can ask some of our VSSC colleagues. I can tell you this is co-developed by some folks who worked in VSSC, so I can probably get that question answered for you. What I can tell you however is that we will be having PCAS links on the primary-care almanac just as the CAN scores are. You'll see a link to PCAS from there very soon.
Molly:
Thank you. Is the data in PCAS real time, and how often is it updated?

Dr. Box:
Great question! PCAS is not a real-time application. PCAS is updated for most things nightly. One of the last slides I showed, I mentioned that we wanted to give you a view of all of the data sources and how frequently they're updated. Not everything in PCAS makes sense to update on a nightly basis because some data are calculated quarterly or annually, so that if you look at VEER [00:51:24] classifications or DSS costs, those are rolled up because they're administrative data. All of our clinical data however are updated nightly. As I said at the very beginning, we're not a substitute for CPRS and a real-time electronic health record. We are an adjunct to provide you a team-based view for care management. If there's something that you need to see that is a real-time use. If you're patient is in the hospital, your best data will always be in CPRS.

Molly:
Thank you for that reply. The next question, can PCAS be used for reviews? Would it require GPM or ops managers to be on each PACT in their C box, and all others will need to be on all PACTs for division-wide reviews? 

Dr. Box:
I think it's kind of a loaded answer. The answer is yes to all of that. If you are a non-clinical care member, and you need to look at PCAS, you need to be added to a PACT team or teams. That has happened in a number of facilities--some different leadership folks who need to be able to view patient data as well. I should mention; however, it's very important that PCAS is a care-delivery application. It's not a tracking application per se. We will have querying and reports, but all of the clinical data that we support, we don't store that longitudinally. We do store the CAN data longitudinally, so you can see a view over time. Importantly as CAN 2.0 is coming out, we're going to work with that team to look for a risk side we can set when a patient has a statistically significant or more importantly clinically significant change in CAN score. There are some things that we look at longitudinally, but we are a day-to-day healthcare-delivery application, so if you're looking to do reviews, yes, that is the way that you would be able to do it; however, it might not be the best application to use. There are a number of other dashboards and analytic tool that the Office of Analytics and Business Intelligence and other in OIA put out that might be a little more helpful to you for long-term outcomes. 
Molly:
Thank you for that reply. The questions are just streaming in. This is great! This person writes. I missed the first portion of the presentation. Where can I access the PCAS?

Dr. Box:
Just send me an email if you or your team would like to access PCAS. Then we can decide if you'd like to do some training on it, or if you just want to dive in. I'll let you know that I'm not going to be doing any more trainings probably for the rest of January, which there's not that much left of January. The reason I'm not is because we're working very intensely on getting the second release out in the next few weeks. As soon as that's out, I will be more than happy to schedule time with your teams and walk you through it and do individual trainings. All you need to do is send me an email.

Molly:
Thank you. If PACT adds data, is it auto recorded into CPRS or replacement?

Dr. Box:
That's a great question. Most of the data that you see in PCAS, because we're not a replacement for CPRS, most of our data is view only. You're not going to go in and change, for example, medications data or an inpatient line of data; however, there are a lot of things you will be entering in PCAS like care management reporting the modules I showed you at the end. You can also enter some supporting patient information other caregivers that they have or community labs and things like that. All of that is stored in PCAS. When we get to the care-management component, those pieces will be written back to CPRS as unique notes. Hopefully I answered that reasonable well and clarified that. If you have extra questions about that, just email me. 

Molly:
Thank you. A lot of people wrote in saying thank you for the clear presentation. It covered a lot of useful information. The next question, is there an option for administrators/analysts who are not assigned to a panel in PCMM to view this data?

Dr. Box:
I kind of answered that earlier with one of the other questions. There is an option, but you'll have to ask your PCMM coordinator to add you to a panel. For an analyst or an administrator, you'll want to look at some longitudinal outcomes based on some things. This may not be the best interface to do that. There are other ways to get at that data through other dashboards and analytics tools through ABI. I do want to say that we are working with a couple of program offices to do some specific targeted interventions for care management. There will be more to say about that later in the year, but with some of those, we will work with program offices to help them. Not to be so vague, but if you're a program office and you have a specific outcome, you're hoping to improve on or track, and you want to use PCAS as some component of an intervention, so maybe it's that you're trying to help out on your homeless veterans and understand who is at risk to becoming homeless. We work with program offices like that. We are working with HPACT to do some of that tracking. For the most part this is not a longitudinal tracking and reporting system. We work with the program offices to help with the implementation and intervention side and then connect them to the sources where they'll be able to do the outcomes piece. 
Molly:
Thank you for that reply. Next question, what discreet data will be available for researchers. For example, will the information regarding palliative care be available in a dataset form? 

Dr. Box:
That's an excellent. As you introduced me earlier, I am a clinical scientist and have worked for many years in research. I understand that we all need access to the data, and there should be transparency. Once we have clinical adoption and we're up and running and things are going well and we're not so focused on development, we're going to work with our partners in CDW and other places to send some of the data from PCAS that we collect back to CDW and make it available through tools like _____ [00:58:16] and things like that. For the most part though, the PCAS data isn't really going to be the kind of data that's probably going to help you answer a lot of clinical questions. I mean. 
I can't predict everything you might be interested in. If you're recording it in PCAS, eventually we'll find ways to make that available. CAN-score data as you all probably know are already available and downloadable in the CAN dashboard. If you're interested in that or concerned about that send me an email, and I'll link you up to the right people to help walk you through that. Freddy Kirkland is a great resource for understanding how to get to your CAN-score data for your patient. The question that was asked was palliative care. That's already available through CDW. That's where we get it. Some of the registry data that we have, if it's something that you can't find in CDW to use for research, feel free to shoot me an email, and I'll try to connect you to the right program office or the right contact that might be in charge of maintaining those data sources. 

Molly:
Thank you. We have about seven pending questions. Regarding the quote tasks, will that info be in the electronic chart to view, or would it be available to review for audits?

Dr. Box:
I am going to answer this in two ways. First of all, that information will live in PCAS unless you delete task. I am not familiar with the audit process, so if there's a regulatory reason to have things archived and just not appear on a screen but still keep them in the system, we can do that. Whoever sent in this question, if you'd like to have a different conversation about that let me know. The tasks and notifications will be stored in the PCAS database. Ostensibly it would be available to be queried later on. 

Molly:
Thank you. Will the care-management suite be available to all sites, or does the facility need to request access. Similarly someone said, when is this going national?
Dr. Box:
PCAS is already national. You can already access release one. The tools I showed today in release two will be available shortly on that same exact site. With respect to the care-management modules, anyone who's on a PACT is able to view anything in PCAS. There are no restrictions. The only restrictions we might have eventually-- We have built in, and some of you who are researchers might be interested in this. We have built in a few mechanisms to work with our program office operational evaluation groups, so that we could roll things out in a little bit more of a roll out that would allow for specific research methodologies, randomized viewing of certain things. We're obviously focused on getting out our business requirements and the things we've asked to do by end users first; however, there are some mechanisms where we could roll out in stages to answer specific operation and evaluation questions. The ultimate answer is, if you're on a PACT and you're caring for patients, you have access to PCAS. It doesn't matter where you live or whether you're in the hospital or not. 

Molly:
Thank you for that reply. I do realize we've reached the top of the hour. I understand some of our attendees may need to exit. When you do, please wait just a moment because our feedback survey will populate on your screen. We do carefully look at the feedback you provide us to help guide our presentations. Tami, are you able to stay on and answer the remaining questions?

Dr. Box:
I am.


Molly:
Okay, great! The next question, will surrogates receive the email reminder for tasks?

Dr. Box:
Will surrogates receive the email reminder for tasks? I think you mean patient surrogates perhaps. If that's the case, the linkage to patients for tasks or notifications is not something that is…
Molly:
Sorry to interrupt. They're specifying surrogates for staff.

Dr. Box:
Oh, okay. I don't know. I don't think so. I think that's something-- Honesly I don't know. I think [01:02:45]… pass the test. 

Molly:
That is okay. 

Dr. Box:
That often you would prefer their email be the one that's entered in PCMM. That would automatically make that happen. If not, what you could do is set up an auto forward to your surrogate through your Outlook. That's another option. That'd be something fun to test. Good question. 


Molly:
Great! This goes back to how you evaluate risk, suicide-risk determination. Somebody would like you to specify. What is sensor data, and where does it come from?

Dr. Box:
Oh. It's CMTRA. There's probably not enough to time to go into the details of their methodology. I think that they would be better-- I'd rather link you up to those folks. If you would like to, whoever sent that question in, just sent me an email, and I'll hook you up with them, so that you can get a little more information about that. 

Molly:
Thank you. Next question, what are the available applications to improve the management of ambulatory-care-sensitive conditions? 

Dr. Box:
Can you say that one more time?

Molly:
Yes. What are the available applications to improve the management of ambulatory-care-sensitive conditions? 

Dr. Box:
I don't think I'm the right person to answer that. Through PCAS, we want to facilitate tools to allow you to monitor specific things like, for example, a group of patients that you're trying to improve their diabetes care, something like that. We are always open to creating tools like that. I think that possibly the answer to that question will come with our work with the office of nursing services and the PACT office as we implement this even more nationally. We want to understand how people are using it to do that or ways that we could augment the application to support standards of care and best practices. I don't think that's a very good answer, so feel free to email me separately.

Molly:
Thank you. Is PCAS working on anything that has to do with coordination for dual-use patients; that is, patients who use both VA and non-VA providers, or do you have insight on how PCAS is being used to help with coordination with non-VA provider care?

Dr. Box:
I think that's an excellent question. That is one of the thing about which I care deeply. My late father-in-law lived in a rural part of Nebraska, but he was a veteran, and so most of his care was in the community. He did go to a Cbox, but as a family, I wished that there was a tighter coordination that existed. I can tell you what we can do now and what we would like to do. First of all in PCAS if you have community providers involved in the care, you can enter their information and keep track of the community providers that are involved in the care of a patient. That might be helpful if the patient shows up at a VA hospital, and you're trying to understand what went on with this patient out in the community. 

You'd be able to look up PCAS and see, okay. There's a community provider. We can see these fee encounters and that sort of thing. You can also enter manually some limited information from the community related to labs and things like that. We do bring in the fee data, so that gives you another community linkage. Now there are dealer pilot sites, where VA and community data are attempting to be shared. I haven't checked in with them in probably a year. My understanding was that as a group in the VA, we're reasonably able to submit and transmit health information in those pilot sites. It's more that we're waiting on the community side for them to get their data into an appropriate format to send back to us. That's my last best understanding of it. On our radar and will stay on our radar, and on our hope-to-do list is that we would be able to automate those linkages and bring in information on a nightly basis, so that if you're patient shows up in an outside hospital, you would be able to see that in PCAS. That will remain a goal. It is currently not something we can do, but if we find out that that is workable through our dealer sites and that sort of thing, absolutely we want to automate that! The less you have to enter manually the better. 


Molly:
Thank you. How are HF polled. For instance only particular HS or can the user choose the HS. Can it be made available on CPRS tools? 

Dr. Box:
Okay. I'm going to take a stab on this one, and think that HS is heart failure, perhaps. Is that what we're talking about you think, Molly?

Molly:
They can specify. The person is still in the meeting, but that was my understanding. Oh, I'm sorry. It says health factor. 

Dr. Box:
Ah! Health factors, okay. Sorry. The other half of my life is in cardiology, so I kind of defer to their terms. Health factors, we're bringing all of them in. You'll be able to filter them in much the same way I showed you filters on the other pages.

Molly:
Can it be made available on CPRS? Oh, I'm sorry. She said, can PCAS be available in CPRS tools?

Dr. Box:
Yes. PCAS will be available on the CPRS tools menu. It's coming to a tools menu near you. One of the challenges we have on the tools menu is that it's full. At many facilities it's overfull. We'll be putting a link to PCAS. You can either get directly from me and bookmark it, or if you're Internet Explorer is like mine, and just deletes your bookmarks randomly, we'll also have a link on the primary-care almanac through VSSC, and we will have it on the tools menu as soon as we are able to do that. Getting stuff on the tools menu is a hospital-by-hospital, region-by-region kind of thing though, and it's a little laborious. 
Molly:
Thank you. These next two questions, I believe you already covered them, but maybe you can give another short synopsis. Have you been approved for version 12 use [01:09:40] of PCAS, and does the info from PCAS carry over to CPRS?

Dr. Box:
The first question is yes. PCAS is available anywhere. The second question is we will have notes that go back into CPRS. We do not write discreet data back to CPRS. This gets into a highly technical area, but the long and the short of it is, we'll be writing the care-management notes back to _____ [01:10:10] by the end of this year when we roll those out. There are some other approved methodologies that allow other things to be written back to CPRS. Anything that has been approved through ORNT should be written back to CPRS we will do as soon as we are able. 

Molly:
Thank you. This is the final question. Do the risk flags only apply to PCAS, or would you see that in CPRS too?


Dr. Box:
Those are only in PCAS. That is one of the reasons we built PCAS because we wanted teams PACTs to have-- Really the foundation behind PCAS is the same as a PACT to move away from looking at healthcare delivery in a single-patient, single-provider, episodic-care model to a team-based, coordinated, long-term care and planning model. And so one of the big things is helping teams and providers identify those high-risk patients. That has been one of our primary objectives with PCAS is to understand the various clinical _____ [01:11:27] and cost risk factors associated with patient care and create quick and easy ways for you to be able to drill down to find your patients in the panel who have those risk characteristics, so no. That's a PCAS only thing. 

Molly:
Thank you. That is the final question, but I'd like to give you the opportunity to make any concluding comments if you'd like. 

Dr. Box:
Just that if I didn't answer a question satisfactorily or I didn't understand your question, feel free to email me. I appreciate you all being on the call. I appreciated the questions a lot. They give me a good frame of reference for other things that all of you on the front lines might be looking for. And so as always, I'm interested in your feedback. I'm sure I'll talk with many of you this year as we train people on how to use PCAS.

Molly:
Excellent! Well, thank you Dr. Box for sharing your expertise and for also making your available after this presentation. I just want to remind our attendees a couple of things. We do have PACT cyber seminars every third Wednesday of the month at noon EST, so be sure to check our registration catalogue and announcement emails, so that you can sign up for those. Also I do appreciate our audience joining us. As I mentioned, when you exit out of the session, please wait just a moment while our feedback survey populates on your screen. We do review those carefully, and it is your suggestions that help guide which subjects and topics we support. We do review those carefully. Once again, thank you to our presenter and to our audience. This does conclude today's HSR&D cyber seminar. Have a great day! 
[End of Audio]
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