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Unidentified Male:
At this time I would like to introduce our speakers for today's session. Dr. Lisa Burkhart is a Health Scientist in the VA Center of Innovation for Complex Chronic Healthcare, CINCCH; and Associate Professor in the Marcella Niehoff School of Nursing, Loyola University Chicago.  Her area of research is in patient centered care and interprofessional collaborative practice using qualitative methods, as well as program evaluation using secondary data.  

Our other speaker is Dr. Neil Jordan, a research health scientist in the VA Center of Innovation for Complex Chronic Healthcare, CINCCH, at the Hines VA. Neil is also an associate professor with an appointments in psychiatry and behavioral science, healthcare studies, and preventative medicine at the Northwestern University Feinberg School of Medicine. Neil's research focuses on identifying high value services and systems of care for persons with complex chronic illness, with a focus on improving care for persons with mental health disorders.  

Without further ado, may I present Dr. Burkhart and Dr. Jordan?
Lisa Burkhart:
Thank you. Thank you again, Andre and Heidi. Welcome to our presentation, "A Tale of 4 Cities: Using Operations Data to Evaluate Patient-Centered Care in the VA".  Just making a note, this material is based on work supported by the Veterans Health Administration Office of Patient Centered Care and Cultural Transformation. This is a quality enhancement research initiative. Our group included not just Neil and me, but we also had Min and Elizabeth as part of the team. Sherri is the PI. We have no disclosure.  

Okay, we are going to start with getting to know you guys. Let us – we have a poll question. In what context are you primarily involved with patient centered care? If you could….

Unidentified Female:
The options that we have here are research, acute care clinical practice – 

Lisa Burkhart:
_____ [00:02:13].

Unidentified Female:
– Ambulatory care clinical practice; administration, or not involved with patient centered care. The responses are coming in. We will give you all just a few more moments before we close that poll question out. It looks like things are slowing down. The results we are seeing are 58 percent saying research. Zero saying acute care clinical practice. Two percent saying ambulatory care clinical practice. Twenty-nine percent saying administration; and 11 percent not involved with patient centered care. Thank you, everyone.

Lisa Burkhart:
Okay, then thank you. It looks like we have a lot of researchers and some administrators. That is great to know. Thank you for participating in that. Okay. Let us just put this within historical context. In 2010, the VA moved to patient aligned care teams. That was a system redesign for the VA. The focus of the PACT was to create a team approach to care providing continuous and coordinated care throughout the patient's lifetime. That happened across all sites. The VA, at the same time in 2010, the VA established the Office of Patient Centered Care and Cultural Transformation to guide transformation towards patient centered care, actually more specifically.  

The focus of these initiatives are to provide holistic individualized respectful care, and to also empower PCC practices. What I wanted to make a point of is that these were two different things that were happening at the same time. Okay. The Office of Patient Centered Care and Cultural Transformation in 2010 identified four centers of innovation to pilot some of these new initiatives. That happened in 2010.  

Then in 2012, HSR&D identified two other sites, two other points to evaluate those initiatives. The two sites are Hines and Bedford. We are from Hines. The work that we are going to present today comes from Hines.  

Let us look at what we did. There were four overall aims. Aim one focused on implementation and evaluating what actually happened at the site. Aim two focused on outcomes. Now that was a really big aim. That was broken out into two sub-aims; primary data focusing on quantitative for primarily survey data and qualitative analysis. The other group, which is our group is secondary data. Now, secondary data are data that are being collected for other reasons. The VA loves to collect data.  

We had many opportunities to identify different data sets to evaluate these innovations. Aim three looked at financial perspectives of these innovations. Aim four looked at reliability and validity of the assessment tools that are being used to measure patient centered care. Now, just to focus down and to drill down on what this presentation is going to focus on outcomes using secondary data.  

Okay, so when doing this, and when we are taking a look at patient centered care, I wanted to just conceptually describe what patient centered care is from the Office of Patient Centered Care and Cultural Transformation's view. Patient centered care focuses on personalized proactive patient driven care. If you look at the center, there is me. Well me is really the patient. Everything that is being done is focused on the patient. That includes the experience of care that the patient – what the patient is experiencing. That includes healing environment and healing relationships.  

On the other side, the focus is on healthcare practices. It is not just focused on chronic disease management but also looking at components of proactive health and well-being. It is more holistic in its view as well as personalized, a personalized health approach. Because it is individualized. If the patient has both an experience and is affected by the healthcare practice. Now to accomplish this, there needs to be a support structure that embraces the values of integrity, commitment, advocacy, respect, and excellence. This is the conceptual framework for what we are looking at or what we are evaluating.  

Okay, so what are these innovations? The innovations are different for the different sites. Because they need to be individualized. Just giving you a few examples that some of the innovations at some of the sites focused on physical changes, and making it more aesthetically pleasing for the patient as well as decreasing the noise levels at the sites. Some examples for experience of care is embracing complementary and alternative therapies as well as focusing on nutrition. Another is health coaching to engage the patient to participate in their care and to inform the process of care as well as engaging – incorporating pharmacy services and dispensing centers to make it easier to access or to receive prescriptions.  

These are just examples of what was happening at the different sites. Okay, so this is a big slide. Now, when you are trying to do an evaluation study on patient centered care, patient centered care is huge. What we did is we started with going to the literature. We identified what are the variables that should be affected by patient centered care? If you look at some of these hypotheses, we were looking at appropriate, providing care in the appropriate setting so that patients would not be turfed into a lot of different areas. Looking at clinical indicators, are we actually improving the health for people with chronic illness?  

We are also looking at satisfaction, both provider satisfaction as well as patient satisfaction. We are looking at continuity of care. Do patients have a primary care provider? Or, do they see just anyone in the clinic? Do they run to the Emergency Room when they need help? Or, do they have access to a primary care provider? Are they receiving care in the appropriate settings? Or, do they have access to appointments? How easy do they have access to these appointments? How engaged are they? Do they show up to their appointments? These are the variables that we found in the literature.  

With secondary data, because it is already collected, the power of secondary data is that we can look at things longitudinally. We were able to cut the data, if you will from three different dimensions. We could look at it at the Veteran level, so at the patient level where what we did, we identified a cohort of patients in 2008, and followed them across time. Now these Veteran level indicators, the strength of that is that these are the people who received the greatest impact from these innovations. They did not come in 2010 or 2011. They were established patients who were affected across time.

We were also able to aggregate those numbers at the facility level, too. We could look at it from a Veteran cohort or at a facility level. At the employee level, we were able to look at practices and satisfaction in different aggregates of employees as well as at the facility level. We were able to look at these data in different ways.  

Neil Jordan:  Hi everybody, Neil here. I am glad to be with you this morning or this afternoon depending on where you are. What we have been laying out for you is how this evaluation evolved looking back on it, this was like a two year project. As Lisa mentioned, we had a very large group of people working on it. There were many challenges in developing the evaluation plan. In particular, as you heard Lisa start to describe it, with the charge that Bedford and Hines had as the evaluation and evaluators, was to really make sense out of what appears to be a lot of chaos.  

Four centers of innovation across the country; each had proposed a different set of patient centered care and innovation. Again, every context being different, and so the first question we have had to grapple with was how do we go about evaluating what is happening at four different places? You could think there are lots of different ways to go about this. Again, given that patient centered care is something that has been in the VA for a while with the presence of a PACT, would we want to look for global trends across all of the sites combined? I mean, so there is some reason to do that. But on the other hand, because this is really four separate implementation, maybe we want to focus on trends within each site. Maybe we want to do both. We spent a lot of time really trying to think about how to design this evaluation to answer questions that were both more specific about what was going on in a particular context. But we were also charged with trying to draw some conclusions about the patient' under care innovations more broadly. The other real challenge was to – and we started to talk about this – was to really think about how to capitalize on the tremendous existing administrative data within the VA. It could be used to evaluate patient centered care. I am a health services researcher and health economist who for a long time, and like many people I am sure in the audience have been accustomed to using the tremendous health encounter data that are now available within VINCI to study all sorts of questions like these.  

But one of the things we came to realize was that while those databases were very helpful to us, it would not be able to answer all of the questions that we cared about; so, things like patient satisfaction and provider satisfaction. We had to begin to explore the landscape to see what other sorts of databases were available within the VA that could be used in this evaluation. Taking on additional data sets, as we will show – we will talk about those a little bit more in a moment. Then as Lisa said, the other real innovation here is really thinking about patient centered care at multiple levels of analysis. As she started to say, some of these – some of the questions of interest sort of vary by _____ [00:14:19] level of analysis. But there also issues in terms of data being available at different levels. Lots of interesting challenges and we had a big team. We spent as much time as we could with folks who have done evaluation research who know that you never have enough time at the beginning to really formulate the plans. But that is – those are some of the challenges we face.

Again, it seems funny here. We are 17 minutes into the hour. But just to sort of give you and sort of lay out the goals for what we are going to talk about the rest of the time. I know the slide says describe databases novel to many folks who do health services research in the VA. I think we could not sort of do justice in an hour. But we are going to talk a little bit about the PACT Compass, the All Employees Survey, and the Survey of Health Experiences of Patients, SHEP. We are going to talk about the ways that they were very useful, these databases were useful in the evaluations we did.  

Then we are going to talk. The other really interesting thing here is that the methods that we use to map these data sources to our evaluation hypotheses. We are going to talk about some of the specific indicators or measures within these data sources. Again, this was really a kind of a big juggling act for us. Because we – it is sort of an embarrassment of _____ [00:15:34] – really at least, it is a tremendous data within the VA to look at patient centered care; and trying to figure out how to do that most parsimoniously. Then I think the final point that is going to come out of these discussions is to really talk about how the PACT Compass, and the AES, and the SHEP really complement the Patient Treatment File and the National Patient Care Database, and other really commonly used VA health encounter data.  

Back to and more about the evaluation design. Again, I started to sort of introduce the complexity, or we both have in thinking about this. What we ultimately decided on was to do at least for this aim – this was really our, a retrospective approach. We used an observational design with a matched comparison group. That is to say that we have four centers of innovation across the country. We very early on identified for each of those VA facilities a comparison site. Those comparison sites for the sort of decision rules were that we had to find something that was in the VISN; and then something that had the same complexity rating. Every day the facility has a complexity rating, which is the function of the size of the facility and the sort of average acuity of the Veterans' treated at that facility.  

We were able to identify a comparison site for each of the four CRIs. Then so that really gave us the ability to do – to compare each center of innovation to a comparison site. But it also allowed us the possibility of aggregating across the four COIs. We could look at it. We could look at innovations more broadly against the four comparison sites. One of the things that is also as we have been working on the manuscripts for this work. It has also become clear to us that there is a value in expanding the comparison to the rest of the VA. We will not show you any of those pearls today. But again, I think the folks who have done this kind of work sort of understand the trade off in terms of how you figure out what the right comparison type is.  

Again, the sample here is really multiple samples as Lisa mentioned; a cohort of Veterans. We also had employees from the four facilities and the four comparison sites. Then, it just really means – we mean this to say facility. This sort of gets at we draw distinctions between Veterans who are inpatients and Veterans who are outpatients. _____ [00:18:09] be able to see why we did it that way.

The analytic framework, so this is really kind of a classic interrupted time series approach for those familiar. That is the idea here that if you want to evaluate the impact of an intervention, what you want to really think about is what was happening before? What was happening after? There are a couple of components to do with that. One real question in this sort of evaluation design or analytic framework is what was the trend in the measure? What was happening with the particular measure or indicator before the implementation occurred? Then that intervention is implemented. There is some period of time there where it occurs. That is why the dotted line – we have not sort of delineated the time very carefully here. But there very clearly was a lengthy intervention period.  

Then once implementation period, and once that period occurs, there are really two things we wonder about. One is was there sort of an immediate impact? Such that there was a sort of an immediate change in the level of any particular indicator? Then did the intervention or the implementation affect the trend of each indictor over time? That is that sort of right-hand segment.  

Now just to talk a little bit more some of the more novel databases that we used in this evaluation. The PACT Compass, it is an instrument that gathers information on the performance on an outpatient basis. By performance again, we are really talking about quality of care. But there are particular performance metrics that outpatient facilities for the VA are held to. The VA Central Office generates monthly administrative summary reports that are again, used by leadership to assess performance. We were able to use those data here. We used the SHEP, the Survey of Health Experiences of Patients. This is a patient satisfaction measure. It is delivered via the Internet every month to samples in Veterans who use inpatient or outpatient services.  

Then finally, the All Employee Survey, which anyone on the line who is a VA employee is familiar with. Because once a year we get asked to participate in this one. Again, a web-based survey, or full-time VA employee; it is, historical it has included a couple of other things. But it is largely focused on individual level job satisfaction and workgroup level organizational climate. Those are the areas that we are going to focus on today.

To show you a little bit how we use these databases across the different levels; and remembering the very big slide that Lisa showed you that had the hypotheses. Again, it is mentioning one of the Veteran level hypotheses where we wanted to assess whether, after the implementation of patient centered care, were Veterans getting treated by the right kind of provider and the right sort of setting? Again that was something that we were able to do with the traditional VA encounter data that many folks are accustomed to using. Studying provider satisfaction with the work environment, so that really comes out of the AES. That is really the only place you can get that sort of information without collecting it in a primary way.

Some of the facility level hypotheses that we were interested in, we really had to draw from some of the different databases. Continuity of care is something that is measured in the PACT Compass. The two patient satisfaction items, both with experience of care and environment of care, those are both in the SHEP. Then provider satisfaction with work environment; that one is found in the AES. Again these are just – these are the ones we are going to show you in the rest of the presentation. But as you saw, there is a much lengthier list of things that we have looked at.  

Lisa Burkhart:
Okay, so Lisa here again. I am going to talk about patient access and utilization measures. What is interesting here is that we were able to look at the data from the Veteran level cohort by 2008 cohort; and look at change over time. We were also able to look at the facility level looking at different variables for each of those. At the Veteran level, we were able to look at the percent of all outpatient clinics that went – that were to a primary care provider or to a primary care setting, so a clinic, a primary care clinic. If people went to a clinic, how much percentage were to primary care?  

We were also able to look at what percentage that went to a specialist because we looked at that cohort sample, we were able to control for covariates that are affected by patient centered care and utilization. For those that are listed here; so age, sex, race, race/ethnicity, marital status, number of co-morbidities, VA copayment status, and distance to facilities. That was kind of neat. We were able to control for that. At the facility level, and this came from the PACT Compass, we took a look at the percentage of primary care visits or to the primary care provider. When people did come to the primary care site, what percentage of times went to – did they actually see their doctor, so somebody who knows them? We would anticipate that going up.  

Actually going back to the Veteran level, so the percentage of outpatient clinics, the research shows that we should be seeing an increase in use of primary care services. That should be increasing. Percentage of outpatient clinical visits to the specialists, we would anticipate based on the research that would decrease. Because would be triaged better or managed better in the primary care site. They would not see to the specialist as frequently. Back to the facility level; again, they should be seeing their primary care provider. If they see somebody who they know, they probably will not be running to the Emergency Room as much. The ratio of the ED visits to primary care encounters should be going down. This is what the research shows. This is what we would anticipate seeing.  

Neil Jordan:
Turning to provider satisfaction, the AES is the data source that we used to test many hypotheses, the two in particular here. Provider satisfaction with work environment; and again, this may not be totally clear from the slides. But what we are – I think what we are trying to say here is that the AES has an overall job satisfaction. _____ [00:25:12] has another dozen items that get at different components of job satisfaction.  It is, these items are all on a five point scale. The measures that we used was to look at again, at the employee level. We were looking at workgroups. For example, the proportion of nurses, or docs, or nurse practitioners who answered a four or five on that five point scale on the overall satisfaction item. Again, compared to what you think it should be, what is your current overall level of satisfaction with the job? Our hypothesis was that over time in those centers of innovation, we would see a higher proportion of – and our hypothesis was this would go up for all of the workgroups and for all employees in general. That is the F9 hypothesis. We expected that would happen over time with the implementation of patient centered care.  

With regard to patient satisfaction; so this slide lays out the inpatient and outpatient survey items that we used. Again, you can see sort of highlighted in bold what makes the items different. This, the items of interest here really get at things like showing respect for what Veterans have to say. Again, they asked separately with regard to encounters with nurses and docs. If providers asked which choice you thought was best, if you had more than one choice for your treatment? If providers talked with you about the pros and cons of each choice? These items for the most part mapped. They are asked about patients who have hospital stays. Then separately these items are asked about patients who have only received outpatient services and the look back period is in the last 12 months.  

Again, our sort of globally speaking, our hypothesis was that for all of these different elements, we would see a higher proportion of patients being satisfied with regard to these items. By the way the patient satisfaction items are on either a zero to ten scale or a one to five scale. Our practice was largely to dichotomize those making logical break points. I think it was a ten point scale. We were typically going into ten. Then usually four on a five point scale, a four or five would be something that would indicate a higher level of satisfaction. The next slide shows some of the environment of care variables. Again, this is just to sort of give you a flavor for the kinds of things that the SHEP captures. Again, looking at things like characteristics of the room, right whether _____ [00:28:03] privacy in the event _____ [00:28:04] inpatient stay; and cleanliness, and privacy, and noise level for an outpatient stay.  

Again, you can see that there is a lot of overlap in the kinds of things that are asked about. Again, our hypothesis was and it could _____ [00:28:20] because all four of the centers of innovation included in their implementation plan addressing the actual treatment facilities. There were visible improvements _____ [00:28:33] again from other folks on our team who went out and did more qualitative assessment; and were able to report back that there were improvements. Again, it is sort of interesting to think about the ability to triangulate a qualitative assessment of what we saw with using the SHEP data to see if there was an actual improvement in satisfaction.  

Lisa Burkhart:
Okay. When we are pulling all of this together, because there is just a lot of information, we put together a model to try to figure out how to interpret these findings. If you are implementing something, that has to happen first before you see an affect. You have to have the cause and the effect. On the one hand side, we aggregated some of these indicators around patient centered care provider behaviors. Did the patient – could the patient access primary care specialty care services appropriately? Were they able to see their primary care provider? Did they use the Emergency Room as a primary care site? Or did that decrease?  

The initial immediate outcome would be the behaviors, these locations and provider behaviors. Well, first we have to look at that. Because if that does not happen, then the rest of the stuff does not matter, right? Okay, so we were looking at that. Then given these changes, are we seeing a change in provider satisfaction? Change can affect people. How are the providers affected by that? How is that effected over time? Are the patients satisfied over time? We were looking at that. Again ultimately, we are hoping that people are not just happy, but they are physically healthier.  

We were also looking at clinical indicators. Of course, a lot needs to happen for that to be effective. We were looking at more immediate outcomes, intermediate outcomes, and longer term outcomes. This model kind of organizes that. Okay, so let us take a look at some findings. Okay, we are _____ [00:30:53]. We have got time. Okay. I am going to talk about the four different sites. _____ [00:30:58 to 00:31:00] the findings for site one. But I wanted to add the other sites too so you can kind of see the differences in the storylines.  

The first one is primary care and emergency or percentage of primary care visits with their primary care provider and emergency utilization. Alright, so if you look at site one, this is like a really wonderful – this is what you – we want to see. Over time, if you look at the control sites, there really was not a whole lot of change over time. At the bottom, the X axis is per month. Then the Y axis is percent. We were looking at the control site, you are not seeing a whole lot of change. But the innovation site, it actually started higher. They probably chose sites that were doing pretty well to begin with. But they also increased. That is what we would want to see. That was perfect.  

We also, on the right-hand side, we would want to see a decrease in emergency utilization. At the control site, we see an increase. At the innovation site, we saw a decrease. That is perfect. This is exactly the kinds of stuff that we wanted to see. Okay. This is at the facility level. Now, at the Veteran level with the cohort, this is kind of interesting. If you look at the numbers, the first number is the average mean. The middle number is the percent change over, since the innovation. What we would have anticipated seeing is the number of primary care per visits. We would anticipate that increasing. At this site, we really did not see that. We saw a decrease by four percent. That was a significant decrease. At the comparison site, we saw no significant change. That was kind of interesting. What was happening with these at the facility level?  

We also an increase in specialty care utilization. At the COI, it was an eight percent. At the comparison site, we saw 25 percent. This was the question. We kind of scratched our heads on this. What was actually happening? Once we pulled the information together – we are going to kind of show this at the end of the presentation. But, this is one of those things that we need to take back to the sites for them to also interpret these changes. This was against our hypothesis.  

Okay, now let us look at sites three. Because this was sort of the opposite. What we saw here is that in a decrease in primary care visits with the PCP; although it started higher than the control group, which is on the left-hand side, we saw a steady decrease. That was a significant decrease. At the control site, we saw an increase, although it started lower. This was again not consistent with our hypothesis. On the right-hand side, we are seeing again a very similar trend in that we should be seeing a decrease. But we are seeing an increase at the innovation site, or not much change at the innovation site, and a decrease at the control site. Although they are all – they are very low, but the trending is inconsistent with our hypothesis.  

Now, here with the Veteran cohort, we are seeing also an increase in – we are seeing a decrease of primary care services. It is a negative 22 percent decrease since the innovation. That is inconsistent with our hypothesis; and as a comparison site, a slight increase. The number of specialty care visits are decreasing; and as a comparison, or actually the specialty care visits are not significantly changing. That is pretty consistent; but the primary care visits are decreasing. Again, that is inconsistent. Why are people not going to primary care sites? This is that Veteran cohort who is established within the VA system.  

Okay now, site two, what we are seeing here is both are increasing. They are accessed in our primary care provider although the innovation site, a much steeper increase. It started lower. But it ended much higher. That is an interest. That is something that we would have anticipated that is consistent with our hypothesis. The ER, we are not really seeing a whole lot of change at this site. There is not much to say about that one.  

Okay, so utilization, we are seeing an increase in primary services at both sites with the COI, it is increasing. That is wonderful. Specialty care however is also increasing. That is a question mark. That is inconsistent with our hypothesis at both sites, but both are much higher at the COI site. At site four, we are seeing not much difference in the percent of primary care visits with the PCP, but a huge change in ER use. At the innovation site….  How do I go back? Well, at the innovation site that went down very steeply. That is what we would – that is what is consistent with our hypothesis. Taking a look at the Veteran cohorts, we are seeing a decrease in a number of primary care visits, which is inconsistent with our hypothesis. The comparison site was increasing. We are not seeing a real consistent view of what is going on across all sites. It depends on the specific sites. I guess the take home message on this is that this is a tale of four cities. Each of these sites are different. They are contextual. They need to go back to their sites to fully understand and contextualize these findings into the variables that are affecting each site. Okay.  

Neil Jordan:  Turning providers' satisfaction and patient satisfaction; so the story with provider satisfaction was that there were not very many differences in the COI's comparative and comparison sites post implementation. But here is one again, a modest difference. This has to do – I talked about how with the satisfaction, there are several items in this, what is called job satisfaction index within the AES. One of them is satisfaction with the amount of work.  

What we found was when we looked at the data just by aggregating up to – or looking at all advanced practice nurses in the COI and comparison sites, we saw a modest _____ [00:38:10] trend. In the COI sites, there was about a three percent decline from 2009, but before the implementation of patient centered care and before facilities into 2012; and about a three percent decline. The scale here on these items; and folks may remember from the AES, it is a one to five scale. It says that COI, APNs had an average satisfaction of 3.91. That fell to 3.78. At the same time in the comparison sites, there was about a ten percent increase in the average _____ [00:38:48] among APNs going from 3.65 to about 4.04. Again, contrary to what we hypothesized and one that is certainly something that warrants a little bit more qualitative _____ [00:39:02].  

With regard to patient satisfaction, again, and not….  We did not see a lot of dramatic differences. But there were a couple of areas with interesting findings. With this particular analysis, we were rather than looking at it over the years, we were looking at it by quarters. We took, I mentioned before that the surveys are done monthly. We aggregated them up to quarters to be consistent with some of the other analysis that we are doing. You can see here that there was a modest improvement in satisfaction without patient care among COI Veterans that rose from 0.47 to 0.49 during the 16 quarter period that we looked at.  

While it is during that same period, the proportion of Veterans so that the Y axis here is proportioned with a favorable response. The proportion of Veterans who were satisfied with outpatient care at the comparison sites dropped from 0.58 in the first quarter to 0.51. Again, then that is a significant difference. That one is again in the direction we would have hypothesized. Now Savvy folks might say well maybe this is regression to the mean because if you look at these kinds of things over a long enough period of time, we might see things sort of meet in the middle. But again, an example of the kinds of analysis that we were able to do here.  

Lisa Burkhart:
Okay. Now, let us pull this all together. I am using site one as an example to pull all of our findings into the story. Remember site one it had the behaviors. The way we, that was consistent with our hypothesis, which is great. What we saw there is increased primary care provider access. When patients, when Veterans went to their primary care provider, they saw their doctor. That was great. We saw a decrease in emergency use, which is what we would anticipate. Now the bugaboo, the odd thing is that we saw a decrease in primary care use and an increase in specialty care use. That was a question mark. Hold on to that. Then during all of this, again there was a lot of change going on.  

What I find kind of interesting is that providers were not dissatisfied. When you are talking about change management, the status quo, we use change for breakfast. It is hard to change your ways. The good news on that is that we are not really seeing a whole lot of dissatisfaction. We are seeing some patient satisfaction, which is good. Even during the change process, which is a good thing. One of the things that I did not bring up in this presentation because we only have so much time is the clinical indicators. We really did not anticipate a whole lot of change in the clinical indicators. Because it takes time for that to happen.  

Specifically, if you look. What we saw in site one that there was better diabetic management and coronary artery disease management. The way we measured it is the per diabetic management is the percentage of diabetics whose glycosylated hemoglobin or A1C was greater than nine. That measurement means that the patients are out of control. Their blood sugar is out of control. That went down significantly, which is interesting.  

We also saw a decrease in the number of patients with coronary artery disease with an elevated LDL cholesterol level, which is the bad cholesterol level. Basically what we are seeing is some numbers that shows some good clinical indicators. Now, what is interesting is that those clinical indicators are for chronic care management.  

Chronic care management in the VA does not happen as much in the primary care sites. It happens in the specialty care sites. You have got the diabetic clinic. You have got the congestive heart failure clinic. You have got these clinics that have these PACT teams that are addressing some of these chronic disease management. What is also interesting is that the indictors that were effected were the ones that are best treated medically. LDL is treated primarily pharmacologically. Diabetes is pharmacologically but also lifestyle.  

Clearly lifestyle issues, which is associated with that engagement in that connection to your primary care provider access to healthcare facilities. It is interesting. Now what we are seeing, a little bit of the light on why we are seeing possibly a decrease, at least an increase in specialty care use. Because they are targeting the folks with chronic disease management. Now the story is unfolding. The story is a little clearer on why some of these numbers may be moving in those directions. How it is associated with better clinical indicators. That is our story.

Neil Jordan:  We are sticking to it.

Lisa Burkhart:
We are sticking to it. Only time will tell. These clinical indicators take a long time. People, it takes a long time to change behavior. It will be interesting to see what happens over time. These findings need to go back to the sites to evaluate what they are doing to improve. Because this is quality improvement. The notion here is that hopefully this will continue to improve VA healthcare.

Neil Jordan:
Just before we open it up to questions; so we have…. There is a final report that is available. Of course, I would say available. I cannot tell you exactly where it rests. But we would be happy to share a copy of it. There are several manuscripts in progress that have grown out of some of the data that we have shown you. We thank everyone for your interest and participation. Now, can we open it up for questions?

Unidentified Male:
Yes, thank you. We have some questions. The first question, are we able to use operations data for the research proposes?

Neil Jordan:
The answer is usually probably. But with – well, of course, everything is with conditions. One thing to note is that we, with this particular evaluation, we submitted this as quality improvement so we were – not as research. We were able to bypass. Well, I hate to use the word bypass. But the way that – we did not face the same IRB issues that you would with research. Now, that, if that made it. Right, well it was exempt. But I think the point and back to the question. You can but you – we had to…  There were data use agreements. Again, even though we are internal for the VA, there were certain – there were each of those data sources had a particular set of arrangements we had to meet in order to get the data and in order to use them.

Lisa Burkhart:
There was a lot of processing before we jumped into the data. It was also interesting to extract the data and clean the data. There was a lot in the process and the methods that made secondary data analysis a little bit challenging. But that is the nature of secondary data.  

Unidentified Male:
Alright, thank you.

Lisa Burkhart:
Does that answer your questions?

Unidentified Male:
Well, thank you. Alright, the next question is, is this evaluation _____ [00:46:59] research QI. If research, what process do you use…?

Neil Jordan:
Yeah, De'Andre, are there other questions?

Unidentified Male:
Yes, there are other questions. This other question is, is this evaluation considered research or QI? If research, what process did you use to gain access to the PACT Compass data for research purposes?

Lisa Burkhart:
This is the challenge of assessing data in the VA. Well, it was QI. We had to go through an IRB application. It was identified as exempt because it was QI. If you wanted to use this for research; I mean, research is based on what your question is. If you wanted to use it for research, there are processes within the VA to have permission to access. There is the permission. Then there is the process of accessing it. We had help with that.  

Unidentified Male:
Okay. I can move to the next question. It said how is the sheet delivered via Internet? My understanding is that it cannot be done within a VA for privacy information security reasons. The follow up said there are interested in SHEP. Do all VAs use this measure? How is this sample determined?

Neil Jordan:
The SHEP is used. It is used across the VA. It is an anonymous survey. I think with first part of the question, it was how is it administered? Yes.

Unidentified Male:
Through the Internet – 

Neil Jordan:
I mean, our understanding is that it is administered online; so through a secure website.  

Lisa Burkhart:
But it is anonymous. That is one of the reasons why we could not aggregate the data at the Veteran level. We could only identify what facility they received care. It was aggregated at the facility level.

Unidentified Male:
Okay. Are you ready for the next questions? The next question is I note that percentage of visits to primary care can be guided both from the encountered source and from PACT Compass. How did you combine or _____ [00:49:25] findings on related topics from different sources? Could you include one that was more valid than another metanalysis?

Lisa Burkhart:
A good question – we had to choose where we received the data from. For the percentage of patients who received care from their primary care provider, we took that from the PACT Compass. We were able to use different statistical methods where we could graphically see the change over time. That just provided an easier way to evaluate what was happening over time. That is why you were able to see the picture.  That was the choice for using those findings. For that – for the primary care utilization, we could have gone either way. But we chose to use the encounter data. Because we thought it was a little bit more accurate. We did not compare the two. We made the choice.  

Unidentified Male:
Okay, the next question. Did the innovation involve more than PACT implementation?

Lisa Burkhart:
Yes, the next question.

Unidentified Male:
Okay. How were control comparison sites defined and identified?

Lisa Burkhart:
Can you repeat that, please?

Unidentified Male:
Did the innovation involve more than PACT implementation? How were control comparison sites defined…?

Lisa Burkhart:
Yes. Can you just repeat that…?

Unidentified Male:
Should I…? What was that? Okay, the next one is what percentage of…?

Neil Jordan:
We are not hearing you very well.

Lisa Burkhart:
Yes. It is getting a little choppy.

Unidentified Female:
Okay, the question that De'Andre was asking. Did the innovation involve more than PACT implementation? How were the control comparison sites defined and identified?

Lisa Burkhart:
That is a really good question. Okay, so the innovations were over and above PACT implementation. That was in the initial design. The PACT implementation focused on creating teams to focus on providing continuous and coordinated care throughout the patient's lifetime. That was a system redesign. These additional innovations were over and above the PACT focusing on more holistic measures and engagement, and individualized care. Is there an overlap? Sure, but the focus of the innovations were more around patient centered care innovation than they were on team redesign. The second part of that question….

Neil Jordan:
Let see. It was about how did we choose? I think comparison sites….

Lisa Burkhart:
That is right. The comparison sites needed to be comparable, right?

Neil Jordan:
Yes.

Lisa Burkhart:
It needed to be geographically near the sites. We were looking at are there geographic issues versus site issues? That is why we were looking at the comparison site. Was there an historical phenomenon happening geographically that would explain maybe some of the differences? That is why we chose the sites that were geographically closer, so in the same VISN as well as similar complexity ratings. You would look at, if you had a large health system with – if there was a tertiary care center. We would compare it to a similar type of facility. We would not choose a smaller facility. We would – we kept it within the complexity rating. The VA categorizes sites using this complexity rating, which made it a little bit easier for us to identify a site.  

Unidentified Male:
Alright, thank you.

Lisa Burkhart:
Okay. This is the next question?

Unidentified Male:
The next question, what percentage of eligible Veterans complete this survey?

Lisa Burkhart:
 That is the SHEP?

Unidentified Male:
Yes, the SHEP – 

Lisa Burkhart:
Those that receive SHEP…?

Unidentified Male:
It did, yes.

Lisa Burkhart:
I guess those who received care and agreed to fill it out because it is voluntary. Neil, I am not sure.

Neil Jordan:
Yeah. No, that is right. I do not know off hand what the….  I mean, we have it some place. But I do not remember what the percentage is.

Lisa Burkhart:
Okay. What is the response rate? Yeah, I do not have that information.

Unidentified Male:
Okay.

Lisa Burkhart:
It is a good question.

Unidentified Male:
Alright, the next question – were the control sites also implementing PACT at the same time?

Lisa Burkhart:
Yes. They were. PACT was happening across the VA. That is one of the reasons also why we chose a comparison site. We can look at change between PACT only and PACT only plus innovation.

Unidentified Male:
Okay, the next question. As far as using PACT data, was it from only regular PACT or did it include specialty PACT such as Geri-PACT, HBPC, et cetera?

Lisa Burkhart:
I believe just the general PACT. Because we were looking at primary care sites. We wanted it to be comparable.

Unidentified Male:
Okay. The last question back to the percentage of eligible Veterans that complete SHEP. Was non-response bias an issue at any time?

Lisa Burkhart:
Well, that would be – that would come out of the response rate. Neil?

Neil Jordan:
Yeah. That is just something I have to look up.

Lisa Burkhart:
I think one of the things with the secondary data is that the beauty is that we have the data. It is longitudinal. But it is also really important to understand the limitations on what – on how the data can be used and the conclusions that you draw from the data. Those are all really good questions.  

But again, we have longitudinal data. It will suggest change. This was a quality improvement project not a research study. The power of this is that you take the findings. You give it back to these sites. Because they can interpret it better and understand what change needs to happen to improve care. That is part of the risk in using this for research.

Unidentified Male:
Thank you. Well, at this time we would like to tell everyone to please forward any remaining questions to our presenter or VIReC HelpDesk at VIReC at VA dot gov. I want to thank you Drs. Burkhart and Jordan for taking the time to develop and present this talk. Our next session is scheduled for Thursday, July 17th. The speaker will be Dr. Anne Sales entitled Nursing Staffing Data Sources. We hope you can join us. Now will you please remain on as Heidi has a few last things to tell everyone?
Unidentified Female:
Yes. We will be closing the session out in just a moment here. When I do that, you will be prompted for a feedback form. We really do read through all of your feedback. We use that to make changes and implement new things in our sessions and series. We really do appreciate your feedback. Thank you everyone for joining us for today's HSR&D Cyberseminar. We look forward to seeing you at a future session. Thank you.

[END OF TAPE]
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