vpr-031715audio


Cyber Seminar Transcript
Date: 3/17/2015
[bookmark: _GoBack]Series: VIReC Partnered Research
Session: SHEP survey data
Presenter: Steven Wright

This is an unedited transcript of this session. As such, it may contain omissions or errors due to sound quality or misinterpretation. For clarification or verification of any points in the transcript, please refer to the audio version posted at www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm or contact: steven.wright@va.gov


Unidentified Female:	At this time, I would like to introduce our speaker for today's session. Dr. Steven Wright is Director of the Office of Performance Measurement within the Office of Analytics and Business Intelligence. He has been with the VA for 30 years. First as a health services researcher; and since 2000, with VACO Operations as Director of Epidemiology. He directs the staff of nurse measurement specialists, survey experts, and physicians, and analysts devoted to performance measurement in VHA. Without further ado, may I present Dr. Wright?

Steven Wright:	Thank you very much. Can you hear me, okay?

Unidentified Female:	Yes, we can. 

Steven Wright:	Thank you. Hi, everybody. Happy St. Paddy's Day. It is a pleasure to present this new series with _____ [00:00:51 around partnered research. My office has actually a long history of partnered research with the health services research community. I think that would be reflected in the talk that I provide today; and hopefully generate some new opportunities and new thoughts about partnership. The slide deck in front of you now should be the agenda. 

I would like to provide a little background on the Office of Performance Measurement that is going to get you grounded on what we do. What is the basis of all of the data that we do collect and report in the system? The specific data that we will be talking about will be the SHEP survey data, the EPRP clinical data; and a new area for us, the Electronic Quality Measurement platform data source. Then, I will just provide some general comments about partnership opportunities and how to frame them; and how to get additional questions about what we do. 

I always like to ask folks whether they understand what goes on in Central Office and how we are organized. This is going to be a polling question just to ask you if you know where the Office of Performance Measurement is aligned within the VA organizational chart? Is it with VA Operations and Management (10N)? Is it with the VA Office of Quality, Safety, and Value (10G)? Is it with the VA Office of Informatics and Analytics? Or, is it with the VA Office of Performance and Measurement? Select one of those, if you please.

Unidentified Female:	Responses are coming in slowly. I will just give you all a few more moments here. I will close the poll out. We will see, if the results that we are getting in…. I am just going to wait for the responses to slow down a little bit. Then I will close it out. It looks like we have gotten in what we are going to get. We are seeing up around 12 percent saying VHA Operations and Management; 17 percent saying VHA Office of Quality, Safety, and Value; 50 percent saying VHA Office of the Informatics and Analytics; and 21 percent saying VHA – VA Office of Performance Management. Thank you everyone for participating.

Steven Wright:	Well, thanks everybody. Well, it comes as no surprise that there is confusion about exactly where we are aligned. The correct answer is the VA Office of the Informatics and Analytics; so, 50 percent of you did get that correct. That as you see in the organizational chart here, it is a labyrinth of organizations in the Central Office that are aligned ultimately under the Secretary for Health. Sometimes it is very confusing even among my colleagues at the various program offices about exactly where we were aligned. I certainly imagined it would be lots of confusion in the field about exactly where we reside. 

I have just highlighted here. You will see the red box is highlighted. That first box, the ADUSH for informatics and analytics. That is OIA. That reports to the Deputy of the Secretary for Health for Policy and Services. Within that group are four entities. You can see the second red box. That is Analytics and Business Intelligence. That was the direct choice. That is where our alignment is within OIA. Within OIA are a variety of structures; again I have highlighted it in the red box with Analytics and Business Intelligence, and so, the second column. 

But within that second column are groups that focus on administration and operations support. There is a group that does Clinical Analytics and Reporting. That is basically my parent organization. That is where Performance Measurement is located. It is also where this Inpatient Evaluation Center or IPEC is located; and Clinical Program Support, which is aligned with the DSSC. It does a lot of different supporting functions. 

The other major group is really the bulk of what people remember as the DSSC. That is the Operations and Analytics and Reporting section. Quite complex and I am not surprised we had a little bit of confusion there. Let me talk for a moment about the function of the Office of Performance Measurement. We provide expertise in measurement theory and methods while promoting alignment and standardization within the VHA. We support VHA offices with measured development, and piloting, and implementation. 

A new function that we picked up in the last year was to serve as the VHA liaison to the Departments at the VA Department level under management of VA Agency Performance Plans and Goals. The terminology here that you may hear from time to time is the APP, the Agency Performance Plan or the APG, the Agency Performance Goals. But you also, you have other terms such as PAR, Performance and Accountability Reports; or the MPR, the Monthly Performance Reports. I could go on, and on, and on in terms of high level reporting systems that incorporate a lot of our data. 

Another important function is that we manage and measure specification. We do that via the Electronic Tech Manual, which is something this field is quite familiar with. It has detailed information about specifications for each measure. Finally, we manage a collection of core VA performance data. Those datas I hinted in the agenda were the external peer review programs, or EPRP, and SHEP data. Third, we have the Electronic Quality Measurement data. 

Some of our statistical and specific analytic functions include establishing appropriate measure targets for measures. That can extend out to multiple years and be built off of baseline data. System and network performance summaries and reports; one of them, the more significant reports we do is actually for the network directors and facility directors. That is used as part of their SES performance evaluation plan. We are very much involved in that process. Sampling design and management, a lot of things associated with EPRP and SHEP. 

There is statistical modeling and adjusting of performance scores. Some of the specific analytics topics that we look at are gender, race, CBOCs, and rurality. Many of these have been based upon the collaborations and working relationships with the research community. Many of the Centers of Excellence who focus on these things, we have worked with in the past and continue to work on these specific analyses. We do survey development in consultation. We do lots of data preparation for other VA and Non-VA data sources such as SAIL – is our internal one, and CMS Hospital Compare as an external one. We do lots of database development and reporting. 

As we talk about performance measures, I always find it is a bit of confusion about how to classify them. What is their type? What is their scope? I just wanted to provide this highlight. Basically there are VHA accountability metrics. These are the ones that are principally used in the Senior Executive Service. Performance template and the Network Director's Senior Executive Performance Plan as I have mentioned earlier. Where there are very specific targets and goals established that are linked in the ultimate evaluation of this particular leadership group. 

Most of the measurements however fall into the quality indicators category. Those are the ones that are used for monitoring, and tracking, and performance. Some of these can have targets as promoted by the program office. But they do not necessarily have targets. Some of them are just used again for monitoring and tracking purposes. Then there are operational metrics. These_____ [00:09:31] support measurement, and evaluation, and the budgeting at the Department level. They are associated again with some of those high level reports that I mentioned earlier in this slide and in the previous one. 

It just helps to understand the partners in the measure of management process. There is our office and what we do, which is to provide the technical measurement to support the subject matter experts in the course of developing, refining, and maintaining, and reporting measures. But we have other partners. The program offices, they serve as the owners of the measures. They sponsor its development and its use throughout the system. They serve as the subject matter experts and are accountable for keeping track of the measurement and the measured content. 

Data sponsors are the hands on people who actually manage the data. They serve as our primary point of contact in terms of the data that we collect and report into our systems. Then we have our operational metric partners. That is VSSC, which provides the expertise in the VA data systems, data management, and reporting services. 

Just to kind of wrap this up then in terms of the overall function of the office. You might think of what we do as that arrow in the middle, the measurement oversight. This process is influenced by many different things in terms of identifying priorities. You will see in the pink or lighter red shaped boxes, those priorities are influenced by many different things both internal and external. Sometimes they are imposed by external priorities of the OIG, or OMB, or GAO. They are mostly and should be mostly influenced by VA strategic initiatives in our goals. 

The clinical metrics in particular are largely evidenced based, or clinical guideline based, or emerging practices. But we also have other external requirements to follow that are related a variety of associations like Joint Commission, NCQA, CMS, NQF, and AHRQ. All of those are factors that influence measure prioritization, and alignment, and ultimately what gets reported. Then we go through a measure development process with priorities get assigned. We identified clinical sponsors. There is a final review, and validation, and approval process. That measure gets identified as being specifically an accountability metric. Or, is it just for quality improvement? Is it just a quality indicator? If their targets are appropriate, then we go through the process of the steps or targets. All of that is part of the metric development process for prioritizing work to the development process, ultimately to get to implementation.

Let me now actually move to talking a bit about individual data sources starting with EPRP. Let us do a polling question. Have you used EPRP data in either our research operations or a QI project? 

Unidentified Female:	Responses are coming in. We will give you all just a few more moments to respond. I will close the poll out. I am just waiting for things to slow down a little bit. Okay, it looks like we have. Right now, we are seeing around seven percent saying that they have used it in a research project; 22 percent for an operational project; 19 percent for a QI project; and 53 percent saying none. Thank you, everyone for participating. 

Steven Wright:	Well, thanks everybody. We definitely have a few folks that have used it for varying purposes. But we also have an opportunity for the rest of you to learn more about our data and hopefully develop opportunities for a partnership and specific use of the EPRP program. EPRP has been around since the late '90s. We have worked with external contractors to abstract data on ambulatory and inpatient clinical care for medical records. 

In the old days, it literally was the paper records. It mostly is drawn from VISTA sources right now, and electronically by the abstractors who are a combination of on-site and this extraction remotely. We collect information from all VA Medical Centers. We abstract over 500,000 records yearly. The abstraction protocol that is followed by the trainers results in the collection of standardized data elements. Everybody thinks that the value of the EHR, which is really terrific. But there is lots of information in EHR and VISTA systems that are not standardized. It is very difficult to extract in a way that you can have valid and appropriate measure. 

The program uses sophisticated sampling and scoring methodology. We do sampling and waiting adjustments of our results. It is a pretty efficient process. Ultimately it leads to reliable and valid measurement in process system. If we did not take this sophisticated approach, we would not have this unbiased comparison of performance across organization hierarchies that we do now. Logically much of these measures we report have a confidence that dip below plus or minus about five percent joint. The estimates are pretty reasonable and pretty efficient for collecting a of small number of samples and reporting them for the entire population. 

The key things that EPRP is used for is to extract clinical quality measures. These are principally the outpatient ones. The HEDIS individual measures that are generated by NCQA. We do our HEDIS life measures as well. For example, they are typically around prevention, screening, and the process in the ambulatory care setting. Inpatient ones are largely driven by the Joint Commission ORYX measures. ORYX, by the way does not stand for anything. It is just four letters. But that is the name that Joint Commission gave to its performance measures. 

We report the individual measures as well as the roll up of these measures into composites. They used to be six core measure sets per hospital. I just wanted to note that there are significant changes that are occurring this year. More measures sets are required. There is some change in actually the measures that are being collected midstream or midyear; which is going to add a little bit more complexity to the ORYX measures that are reported this year. The EPRP data is used for testing and piloting measures. It is used for validation of other data sources. This is particularly relevant for the development of electronic quality measures in validating that process to our abstraction process. We use it for lots of special operation and research projects. 

This is again where the collaboration comes in. Sometimes it is use of the data as it is collected. Other times, it is actually developing special studies for extraction of just the right information for evaluation purposes. What is in the actual data is measure level scores from the national level to the division level. Question level data that is abstracted by the abstraction tool. This is very detailed. It is a standardized data element. It is the beauty of the whole system is that you – because you have an abstraction tool, and you have trained clinicians in this case abstracting information, it gets normalized. It can be used for_____ [00:18:06] a whole variety of purposes. It is patient level data with patient identifiers, multiple years of data, a variety of formats; SAS, SQL, and spreadsheets, which is how it can be provided. Plus, there are many reports on our website that actually have various representations of the data. 

This is our web page, drilling down in one page to performance measurement. Within performance measurement on the left you can highlight reports. That is what is here. There are a variety of reports. Under performance, which is where much of the EPRP data is, I will just highlight one measure master. It is probably the one that is one used most frequently by the field. It is updated regularly. It has all of the measures that are collected via our EPRP. It has the historical information as well. 

Singularly, it is the most users_____ [00:19:11] in terms of quick access to results. But there are a variety of other views that are looking at the information; and run charts that go back many years that are available for all of the measures; specific reports for HEDIS measures. We are looking at CBOCs. In particular, the comparisons between a contract, and a staff of CBOCs, and on, and on, and on. 

Moving on to the next data source, SHEP. Lots going on in SHEP, which I am going to enjoy talking about. But I want to ask the group first. How many of you have used SHEP data in any of your research, operation, or QI projects? 

Unidentified Female:	Again, we will give everyone just a few moments to answer that. I will go through the results and wait for things to just slow down just a little bit here. We will close things out. We are seeing at six percent saying that they have used it for a research project; 27 percent saying for an operational project; 16 percent for a QI project; and 50 percent saying they have not used it. Thank you, everyone.

Steven Wright:	Thanks everyone. Well, it looks like we have pretty much the same break out that we had with EPRP. The largest group of users are driven by the operational group as opposed to pure research; which I am happy to hear. Because the stronger and more frequent beliefs are with operations_____ [00:20:48]. But we still have a large group out there that actually does not have any direct experience in using the data. 

A background on SHEP; it is the single most important system wide effort to assess patient experience within VA care. It is very important right now given what you are hearing from the Secretary and the Deputy Secretary about how important it is to evaluate how well the system is operating from the perspective of the Veteran. Here I am thinking the MyVA program, and all of the activity that is going on through refocusing. Measurement orientation and the measure of our success is from the patient's perspective. 

We have been doing surveys since 1994. In 2010, we switched to the consumer assessment and healthcare providers and systems with the CAHPS, family of survey instruments and data collection protocol. This is the health care industry standard at this point. It is a voluntary patient response. We do a mail mode administration. Currently, we are sending about 80,000 to everybody each month. This provides facility-specific results. It is updated monthly. 

We have an excellent contractor at IPSOS, Medicare certified and has extensive Quality Assurance. This whole process, this whole mail out and mail back process, we have a return rate of an astonishing 40 percent; which is 10 points higher than any other industry standard and way above what often gets collected in polls that you see dealing with the politics and the like where those numbers in terms of return rates are more in the order of three to five percent. We have a very robust response and a very loyal following in terms of the survey products. 

The CAHPS is supported in the public domain. There is a CAHPS Consortium. Many federal agencies that are involved in the development of CAHPS, the wide base of it is the industry standard. The work that has led to the variety of instruments that we use are based on studies of what matters the most to patients. The VA has participated in these processes. We are actually very much involved now in the process of developing the appropriate adjustment model for ambulatory care instruments. Right now, the only adjustment model, industry standard adjustment model applies just to HCAHPS and hospital based. 

Here is the core activity for SHEP. We have the outpatient instrument, which is really at this point our legacy ambulatory care survey. It is currently only based on a small sample. If we continue to do this, at least for this year_____ [00:24:05] we can continue to the trend our high level national and _____ [00:24:09]. But there is no facility level of information that we would report for this_____ [00:24:14]. I am not sure we will be continuing with this instrument in future years.

The Patient Center Medical Home combines the CAHPS Clinician and Group survey with PCMH items. This is our – most of our _____ [00:24:31] instrument right now. Currently, we have 60,000 surveys, available each month. It assesses those patients with experience with primary care over last 12 months. Under review right now by the industry – is actually changing that look back period to six month. I anticipate that starting next year. 

Our surveys will make that modification. The look back will be six months and make it more specific. The data is updating reported monthly in the national, network, facilities, and the division levels. The other instrument is the Hospital CAHPS. We do 15,000 surveys of those each year. This one that I had mentioned earlier, it does have the patient-mix adjusted methodology. It does_____ [00:25:16] provide us_____ [00:25:18] to compare with Medicare hospitals. That is not yet the case for outpatient, but we soon hope to be able to do that. 

Just so you know what the core metrics are for our – for particularly high level reporting for those reports that I mentioned earlier. The newest access metrics are the appointment for immediate care and appointment for routine care. The third one is ease of getting a specialty care appointment. The first two come from PCMH. They are robust. They are reported at the facility level. The ease of getting specialty care is high level. It is just reported at the_____ [00:25:59] national. But these make up the core of the new access metrics for our system to complement wait time measures and a variety of other measures that are more quantitative and _____ [00:26:12]; and have been taking on a lot of very special emphasis. Because they are self-reported and represent the perspective of Veterans. 

Other metrics that are also reported on these high level reports. The overall rating of the provider. I should mention that the PCMH instrument does just that. It actually has the provider name. We see_____ [00:26:35] provides primary care provider for patients. All of the evaluation of the patient experience is anchored in that provider and the _____ [00:26:42] team. The other metrics are the overall rating of healthcare; and the overall rating of hospital and self-management typical of composites.

Now, we are just going to flash through highlights of the different composites. I will not spend a lot of time on this. But I just wanted you to see that from the PCMH instrument here on the composite. I let you know how many questions are associated with each of the composites. On the right-hand side, you see the column that is labeled Top-Box. This represents the response categories for the questions. You can see one of them is highlighted in the deep blue. That represents what is called the Top-Box of scoring. We report the percent that respond always to the question. Our targets and goals are associated with that. 

This is the industry standard approach to measuring this. You can see associated with each of these, which respondent category represents the Top-Box. PCMH has this, what are called both composites and reporting measures. Reporting measures, it just they are individual questions. These represent other themes that comes from the instrument and the overall rating along with information; the questions about information and questions about clinician and care. The inpatient composites, very similar themes in communication with nurse and doctors; things about medication and responsiveness. 

We have a couple of different reports. We have some history of reporting Top-2 Box, which would be the percent usual and always for_____ [00:28:35] reports; and for the industry standard ones that we do comparisons to. The actual environment, we do stick with the Top Box. Again, it needs to be individual items, reporting measures that are associated with it. The things associated with cleanliness of hospital environment, and the quietness of hospital environment, and other global measures. 

In addition to this, and not highlighted here are two other composites that have to do with care transition, and one also to do with shared decision making. The outpatient composites, I will just highlight the getting needed care, and getting the care quickly. Again, these are the high level legacy questions that we still ask on the outpatient instruments. 

Now, I want to just highlight where SHEP is going and the work that is happening this year. I have highlighted the service that we do. But there are many deficiencies in the current scope or the last year's scope. There has been a lot of expansion activity that is going on now. Many new instruments that are being brought on board; and already administered or soon will be administered this year that I wanted to let you know about. They are designed to cover other populations and other themes that we do not currently cover in our PCMH and_____ [00:30:02] hospital maintenance. 

The first one is expansion of specialty care. This is that kind of step one and step two. The first one is we have added specialty care access items to the PCMH _____ [00:30:19]. These questions address comparing the ease of getting VA and Non-VA specialty care appointments; the overall rate of a specialist, both VA and Non-VA. That one, a limitation is that is not specific to a clinic type. Because we are tagging this along the PCMH instrument, which is a sample based on primary care decisions. The update to this is this one hit the field in September. We have preliminary test results. 

This will be the only time I actually share results with you. Because it is just such new and interesting stuff. I wanted you to be aware of it. The PCMH sample, as I mentioned is based on visits to PC providers during year. But we asked a question about whether they have tried to make an appointment with a Non-VA specialist; and 19 percent indicated they had tried to make an appointment with a Non-VA specialist paid for by the VA. Now remember, this is September. This could be some combination of standard fee care program and some also to do with the choice factor. 

This particular _____ [00:31:31] has been not capable to tease that out. Seventy-three percent of the respondents to the PCMH survey reported a most recent visit to the three categories below; 52 percent to a VA specialist, and 11 percent to a Non-VA specialist, and 10 percent to an other Non-VA specialist that they saw on their own. Most of the specialty care is happening in our system. But now, we are going to be able to track the growth or expansion of Non-VA specialist to care use over time since we will be asking this question in our monthly survey. 

The other key result is the questions about ease of getting an appointment. Forty-two percent responded always, that is our Top-Box to ease of seeing a VA specialist. It is a little bit harder for a Non-VA specialist, 50 percent. That compares roughly to, sliding down that column, to primary care questions and surveys – that 53 percent for routine primary care. The second column provides the same results, but now use the Top-2 Box. You can see the differences actually look a bit smaller. They are smaller than if you used the higher threshold with just the Top-Box one. 

The questions about our important information. As specialists, we have important information about medical history. It is 65 percent for VA specialists, much higher than Non-VA specialists. We will be looking at that much more closely over time. The overall rating of the specialist, not much difference actually from the Veterans perspective between the VA specialist and a Non-VA specialist. Although, it is significantly higher for other specialists that are not paid for by the VA. This is going to be the beginning of a new source of information that we will be reporting to the field very soon. 

I mentioned that those specialty field questions were tagged on to the PCMH instrument. But we also have started a specialty care instrument, which is now specifically focused on specialty care. We will sample specialty care clinics to assess patient experiences. Actually, we are focusing on how…. 

… Specialty interest clinics through a very robust sampling. We will have good estimates at the facility level each quarter. The survey is developed. It is in the field. We started with encounters that occurred in January. We are going to have our first results in May. 

Another area of focus is on Non-VA care. Here we do not have a good instrument. It is not a much standardized approach to do it. We are going to be developing a VA – a Non-VA care survey. We are going to start with online focus groups to identify items most important to Veterans. We are already collaborating with our sister offices, CBO, and VSSC, and others to help understand current processes, and flow, and potential problem areas. 

The invitations are actually, hopefully are going out today. The focus groups will actually start in April. The future plan is to use that information to develop the instrument; and add something in the field probably in late Spring with a sufficient sample size to make reliable estimates each quarter for each facility. Here we will also be expanding our mode of administration to not only mail, but website and e-mail invitation as well. 

The third area is a developing a Veterans insight panel. This is going to be an established panel of Veterans for ongoing engagement. We can have some real-time feedback, directed surveys, secret shopper volunteers, survey testing, and development. A whole variety of things that we can engage our Veterans with. It helps in terms of developing instruments, but also getting direct feedback about things that are going on throughout the system. 

Here it is really essentially a_____ [00:36:02], a representative panel of Veterans. We are very high on systems. It is a very skilled contractor in terms of their previous work doing this. This is just getting off of the ground. We have the VSO engagement. We have finalized their endorsement. We expect invitations to go to Veterans shortly. They will be sent in stages. But ultimately, we will be building this panel of roughly by 5,000 Veterans. We_____ [00:36:32] that as need be to continue our engagement. 

The fourth area is new enrollees. This is using the similar process as with the Non-VA care. We will be doing online focus groups and collaborating with appropriate offices to try and understand the business processes and flow; and get patients' feedback and get Veterans' feedback. From there, the development of appropriate instrument. I get that in the field this year. In summary, here is from the SHEP standpoint, here are all of the instruments that – and ways we will be collecting information. 

You see you have it all on one page. Quite an expansion of instruments. We are doubling our number of instruments. Lots of new information that is going to come in that are going to inform access to care and the Veterans perception to that access as well as care overall. You could go to our website. This is the patient experience section on reports in their – a whole host of reports that you can examine to get familiar with the different views of the data. 

Now, I am going to move on to our newest area, electronic quality measurements. This is our current effort. We are constructing, an Electronic Quality Measurement Platform that can dynamically extract CDW data, score measures; and can report provider and patient results to quality managers and clinicians. We are developing the measure specifications and business rules for how all of this gets calculated and standard standardized in electronic quality measure system. We have a great team that combines our expertise in measurement methodology, standardization, ability and integrity with OI&T's knowledge of electronic data sources, database development, and the SQL, and coding, and reporting. 

It is really a great SHEP. The key features are this is the first nationwide electronic performance measure and reporting system that employs the standardized and nationally recognized specifications. It helps consolidate a lot of great work that is going on throughout the field, but fragmented. Everybody is not using the same measurement rules in terms of how data has been getting collected. 

This platform will extract, and score, and store, and report systemwide quality measures at the provider and the patient level. It is very granular. It provides a new opportunity to identify the patient status on quality measures daily. Because we are doing a daily dynamic extraction. It helps the field, clinicians, and the quality managers to track where they need to focus their time. 

Some of the current project activities; our initial focus is on HEDIS and ORYX conversion; reducing our dependency on the EPRP extraction process. Focusing on those measures to incorporate the standardized measurement, and specifications, and principles into the CDW environment. We have created a portal, a creation of a portal; which has announcements and links on it. That is the link there. I am actually going to show you the page in a moment. We can get information about the work that we are doing. 

Then, we actually have a beta release of the eQM report that has selected measures on it with patient level results for population of Veterans using the VA. The ones we have there now are things related to diabetic control and blood pressure control. That is the link that I am going to actually show you some examples of the report right now. This is the eQM portal. This is based upon announcements. It has boxes down below and very similar to the announcement pages of the CDW with links to get to or reports and other specific information about this new system. 

The way you actually get to the Electronic Quality Measure data is through this bottom box on the left that is highlighted red; which is the Performance Measurement Report, or PMR. This is the report that kind of is the one stop shopping for quality management and systems. It has all of the accountability and quality indicator; T21, and MPR, and PAR metric all in one place that you can go to. It is used as the hub for lots of other reports and evaluations. But it is through this report that you drill down to the electronic quality measures and get the more granular patient update. 

My computer is slowing down. I am going to wait for this and flip to the slide 41. Are we still stuck on slide 40?

Unidentified Female:	Yes, that is what I am seeing here. 

Steven Wright:	Let me just see if I can break out of this. Now unfortunately my computer is frozen on this slide. I cannot break out of it. I cannot not advance.

Unidentified Female:	Okay. Let me try and pull it up on my screen here.

Steven Wright:	Thank you.

Unidentified Female:	I am sorry for the delay, everyone. Okay. You want to start it back up on 41?

Steven Wright:	Yes.

Unidentified Female:	Okay.

Steven Wright:	Since I cannot see it, I am just going to assume that is what you are looking at now, slide 41?

Unidentified Female:	Give me five seconds, I will let you know when I have got it.

Steven Wright:	Okay, thank you.

Unidentified Female:	Okay, there you go.

Steven Wright:	Great. I have got a copy on another screen here I can look at. This is the PMR report. I have highlighted it in red on_____ [00:43:40] arrow where you indicate the report type. Here you would indicate the eMeasurement category with that. Then you get a list of measures that are just the electronic measures. The triangle box that is down below highlight the scores. When you see the underlying – that is a hyperlink to more detailed data. You only see that hyperlink in this report when you see that underlined. 

But just so you know, this is again the report that has so much information in it. It has over 300 measures. The data comes from 60 different data sponsors. This is all tied together with the specification management process. 

The next slide, this is where_____ [00:44:39] drills down to the OABI Electronic Quality Measures Report. It is a variety of parameters in there for selecting different reporting periods. Whether you want to just look at the patients who were passed, or failed measures, or all; and selected measure data. It is a variety of options for drilling down. 

I started with an example of looking at the Providence VA Medical Center. It now provides the scores for each of the divisions. If we could go on to the next slide; you get this view, which is a more detailed patient level data. It provides the provider name, and the patient's name, identifier, or date of birth and date when the closeout date, and when the measure does close out. This is very granular. It has highlights in it to indicate the patients are currently passing or failing measures or are still in the evaluation period. There is still time to make improvement. It is a very powerful report in terms of the granularity of it and the basis of the eQM platform. 

The next slide; so, next steps for the eQM process is where you have been working with multiple focus groups to process feedback. That will help us with Phase II reporting, which is more direct access to reports that will provide clinicians and managers the kind of information they need and the functionality they need. We have got this exciting and interactive algorithm for users. This should be very helpful to the research community. You will be able to actually go up and see the measure and see an algorithm that shows you the flow and the decision point _____ [00:46:29]. But it will actually provide you with the numbers of how many cases went through each of them. You can actually see where patients kick out or where they stay within the algorithms. You finally get the final eligible denominator. It is a very exciting product. 

We are going to use both development and_____ [00:46:50] something to help the users understand how measures are calculated. We are going to be developing data cubes that will reside in CDW and used to do pyramid based product for access and reporting. All of this is just to provide a better pathway for innovative, and efficient clinical, and management that will bring together a bit of a disparate system right now in terms of how things are done by different regions and different networks. It should create that standardization that we hoped for. 

The next slide; just a quick highlight. PITA, you will hear this. I said PITA, and not Peter. It is my accent kicking in – as a Performance Integrated Tracking Application. It is the tool that we use to manage measure specification. What you see is the_____ [00:47:44] manual. That is what all users see. That is the product that has all of the very specific information about each measure.

The next slide…. Our data use agreement process, we have a longstanding history of sharing data with a variety of program offices and researchers. This just highlights our current count. You can see roughly this, and last year leading into this year. We Data Use Agreements. We have 27 new Data Use Agreements. Those agreements where we are sharing either SHEP, EPRP, or IPEC data. The bottom rows represent open, and updated, and ongoing DUAs that we have now. We have over a 100 of those where folks are continuing to use our data and asking for updates, and more data.

The next slide, the partnerships with research, the themes I think are obvious, and hopefully at this point. Lots of work can be done around measured development. I just highlighted a few areas where we had done that already. The disparity analyses, and that I had mentioned, we had been doing this. It has a good ongoing relationships with folks. 

Evaluation and measurement methodology, here we are working with the subject matter experts to help us with some new exciting areas; and some measure development around risk based measures, and measures of underuse, and measures of overuse. 

We have been dong a lot of exciting correlation and analysis with other data sources. If you take – you are looking at how patient's perception of care correlate with employee's perception of care and satisfaction. We have very interesting results there. But also from the access perspective and looking at SHEP and wait time scores. The partnership models fall into a couple of different categories. Sometimes it is just a release of the data. You are working on your own. Other times, it is a working partnership. Other times, it is more subject matter expert, and operational, or consultant where we need certain expertise to help us with something that we are developing. All of those are applicable in terms of gaining access to our data. 

The next slide; so, this is our website. This is actually the first page. The web address is at the bottom there in the blue box. You can access a whole variety of information in this fashion. The red box highlights the data use agreement page. If you do that, and now go to the next slide, please. 

You will go to this page where you have information and about the DUA application process. There is a form. There is a document which describes the policy. There are also code books here that you see on the right-hand column where you can drill down to_____ [00:50:55] the performance or SHEP databases. There are code books available for all of these data for a variety of different years. You can use that as a basis for determining what information you might be interested in requesting from our office. 

The final slide is our DUA mail group. If you are interested in any of these data SHEP, EPRP, and part of our IPEC data, because we manage that in DUA process as well; this is the mailgroup to use. The key staff for my office, including myself will respond to this. If you have questions about the data and how to access it, use this e-mail group. Somebody will get back to you right away. Thanks very much for your time. That concludes the talk. I am happy to address any questions. 

Unidentified Female:	Thank you so much for presenting. I do have multiple questions that have come in. We may not have time to answer them all. But I will be sure to forward the questions to you. Perhaps we can answer some of them offline. The first question, what is the advantage of using EPRP to study clinical quality measures? First as using outpatient or inpatient encounter data from VINCI.

Steven Wright:	Well, I think the most important element is the fact that when we are collecting the data through the EPRP process, we are standardizing the data elements. A lot goes into that. A lot of it_____ [00:52:25] measured is in a qualitative field and very hard to extract, even through NLP kind of approaches to get the precise information that you would need for measurement. I think that is probably the most important thing. 

Having said that, we are migrating to electronic measurement and taking advantage of the electronic data that is out there, and making modifications to measure specifications where we can and as appropriate to still measure something even though there are some imperfections concerned, imperfections in all measurements. But the advantage of being able to measure something for the entire population outweighs the advantages to get to and with greater precision. We have been doing it for a much smaller subset of the population.

Unidentified Female:	Okay. Thank you. Steve, these next two questions are regarding SHEP data. Is there any plan to use Press Ganey nationwide instead of SHEP? This person finds the data much more useful as it is available in real-time. Patients can add specific comments.

Steven Wright:	Let me just say and clearly that SHEP is the industry standard approach that the VA system has adopted. It, in my mind is unquestionably the best way to collect information so that you can in a valid way make comparisons across this system. Press Ganey has a lot of pluses and minuses. I know it is used throughout the system. 

I think its greatest strength is actually helping at the local level develop quality improvement efforts in getting more direct real-time feedback. It is very – I think it is appropriate for that purpose. I do not think it is appropriate as the nationally standardized tool to collect information that you evaluate hospital and clinic performance across the system.

Unidentified Female:	Okay. The next question is where can we find reliability and_____ [00:54:35] information for current SHEP data?

Steven Wright:	Many of the reports themselves actually have a methodology section. I would start there and in terms of that. Then I would request – I would use the mailgroup to request more specific information. There are a variety of papers that have been published that use SHEP data. They do speak to some of the sensitivity and specificity rates in terms of the data collection process. That applies for both SHEP and for EPRP data.

Unidentified Female:	Okay. What is the sampling strategy for the new SHEP specialty surveys and focus groups? 

Steven Wright:	The sampling strategy for the specialty survey is high volume specialty clinics. The top ten volume clinics with the addition of a few other clinics that are special interest to leadership. Maybe because they – for example, because they represent maybe capacity issues in the VA and the VA wants to evaluate the patient's perceptions of those issues. It is largely based on volume. The data will be reported for those specific clinics. The second question was about the focus groups. There we are just trying to get good representation. Some of the key attributes there are morality, age, gender, and intensity of current DAUs. 

Unidentified Female:	Okay. This person would like to know if they are able to access a raw data. To this, I am not sure which one they are referring to. Or, do they only have access to the results?

Steven Wright:	All of the raw data is available. That is patient level data for both EPRP and for SHEP. I believe that is also the case for much of the IPEC data. As granular as we collect the data, that is also available through the DUA process.  

Unidentified Female:	Okay. Then I believe the last question. Have you partnered with the VHA survey of enrollees managed by_____ [00:57:13]?

Steven Wright:	We are well aware of the work that they do. We do not partner with them. We keep each other informed. The survey questions that are used, and we have done some analysis to do some comparisons. But that I managed out of a different office. It is principally used for a different purpose; which is mostly a demand analysis and a projection analysis as opposed to the purposes we have it, which is to evaluate in an ongoing fashion, the patient's perception of a variety of care.

Unidentified Female:	Okay. Well, we thank you very much for your time in presenting today. That concludes the questions for today.  

Steven Wright:	Well, thank you very much.

Unidentified Female:	Yes, thank you everyone for joining us for today's HSR&D Cyberseminar. We hope to see you at a future session. If the audience, if you can hold on for just a moment. When I close out the meeting, a feedback form will pop up on your screen. We really do read through all of your feedback. Please do take a few moments to fill that out. With that, we are going to close out today's session. Thank you everyone for joining us.

[END OF TAPE] 
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