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Using Data & Information Systems in
Partnered Research Cyberseminar Series

Presentations from the field focusing on VA data use
in quality improvement and operations-research partnerships.

Sessions cover...
* Use of VA data and information systemsin QUERI Projects and Partnered Evaluation Initiatives

Operational data resources and Ql-related data
Challengesin using and managing multiple data sources

VA resources to support data use
Experiences working within operations/research partnerships

¥ Partnered Research Series (VIReC
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VA Health Systems Research

SEMINARS

SAMPLE EMAIL

A Practical Approach to Working with VA-Purchased Community
Care Data

Where can I
download a Thursday, October 13, 2022

2:00 PM | (UTC-04:00) Eastern Time (US & Canada) | 1 hr

C O py Of th e ( Please dt?wnload today’'s slides ) _
slides?

More ways to join:

Join from the webinar link
https://veteransaffairs.webex.com/veteransaffairs/i.php?
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Poll #1: Poll #2;

What is your primary role in How many years of experience
projects using VA data? working with VA data?

* |nvestigator, Pl, Co-I

. : * None — I’'m brand new to this!
* Statistician, methodologist,

biostatistician * One year or less

e Data managet, analyst’ or * More than 1, less than 3 years

programmer * At least 3, less than 7 years
* Project coordinator * At least 7, less than 10 years
* Other — please describe via « 10 years or more

‘ the chat function ‘

I.' Partnered Research Series
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Outline

* Describe the Surgical Pause
* Origin story
e Conceptual Framework
e Data--it works!

e Step 1: Measuring Frailty

* Step 2: Do Something About It (Prehabilitation)

e Clarify goals
* Increase physiologic reserve, if possible.

e | essons Learned

I'i' Partnered Research Series
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Disclosures: Blessed by Robust Funding

 HSR&D CDA 2010-2015 (Surgical Ethics)

 HSR SDP (IRB Quality and Efficiency)

 RR&D Spire (Prehabilitation)

* VISN4 CPPF (Frailty Assessment)

 CHERP COIN CPPF (Patient Centeredness of Care and Satisfaction)

 SAGE QUERI (Preoperative Goal Clarification)
* Rapid Response Projects (Frailty Dashboard and Perioperative LSTI)

* HSRIIR

e PAUSE Trial (Multidisciplinary Conference)
* LOI (Long-term Loss of Independence after Surgery)
* SDoH (Social Determinants of Surgical Outcomes)

* NIH UO1 (“Jail-breaking” ACS NSQIP)
« UPMC (Enterprise Wide Adoption)

I'i' Partnered Research Series



& & 4 -NOT goingto tell you
CAUTION who should/should not

have surgery.

*But if | could identify the
patients you'd be rounding
on in the ICU 25 days after
surgery, would you want
to know?

*Culture change is hard

|lil Partnered Research Series
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Please forgive me, I’'m a surgeon

* My remarks are surgeon and surgery specific

* But we surgeons can’t do our job without the army of
other allied health professionals on whose excellence
we are interdependent.

* So for the nurses, physical & occupational therapists,
administrators, financial wizards, anesthesiologists,
internists, geriatricians and all y’all:

* Please volunteer how we can help each other best
care for the patients in our charge.

I'i' Partnered Research Series
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Case Study: Mr. B

* 97 year old male.

* Multiple comorbidities.

 Risk Analysis Index score: 52, consistent with severe frailty
* Impending renal failure.

» Referred to vascular surgeon to create an arterio-venous fistulain
preparation for eventual dialysis.

e Surgeon identified frailty, called a Surgical Pause, and referred the
patient to a palliative care clinician for preoperative goal clarification.

I'i' Partnered Research Series
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Case Study: Mr. B

Vascular surgeon to Palliative Care Clinician:

“Patient is still relatively independent though considering getting
himself into assisted living and has insight into that his dementia is
becoming a problem for him. Patient says his goals are about quality of
life, not quantity of life and would be willing to go on dialysis if he has
to, but doesn't seem to know the implications of being on dialysis and
how it will change his life. Please discuss goals of care for surgery vs.
no surgery and implications of being on dialysis.”

I'i' Partnered Research Series
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Case Study: Mr. B

* Goals clarified:
* Maximizing time with grandchildren
* Minimizing reliance on healthcare institutions
e Concern about complications of A-V fistulas.

e Recommended treatment:

* Delay dialysis as long as possible

* |finitiated, give short term trial through temporary catheter to assess
patient’s experience.

* Only then consider establishing AV fistual

I'i' Partnered Research Series
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Case Study: Mr. B

Vascular surgeon to Palliative Care Clinician:

“Thank you! This particular patient...is really the classic example of why
we should be doing the surgical pause program! | owe you and your
team so much gratitude for all that you do...I can’t tell you how many
times I’'ve been so relieved to see you [or your colleagues] when | go in
for one of those really heart-wrenching discussions and we are still able
to leave with...peace of mind and clarity of what their goals are, how
we can best support them, and understand what’s really important to
them...I’'m so proud and grateful to be part of such an amazing team.”

I'i' Partnered Research Series
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Origin Story & Conceptual Framework
Omaha: We've got a problem

Observed/Expected Mortality at the Omaha VAMC
(Red points are > 90% Confidence Interval)

Mortality O/E Ratio
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Silver Tsunami

Unated Seates pogmalatess in malligas

¥ Partnered Research Series (VIReC
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» 1/3 of patients had surgical
interventions in last year of life

* Majority occurred in month
before death
e Surgery associated with
* More admissions
* Longer LOS
* Greater ICU LOS

Lastyear ~ Last3Months  Last Month Last Week
Kwok AC. Lancet. 2011;378(9800):1408-1413.

(VIReC

¥ Partnered Research Series
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We know some patients don’t do well

Figure 2. Survival Curves for Risk Deciles, Excluding Patient Mortalities Prior to Postoperative Day 30

100
95
-
-E 90
= Decile 1
i; Decile 2
:3_: 85 Dec?le 3
= Decile 4
I Decile 5
Decile 6
80 Decile 7
Decile 8
Decile 9
Decile 10
75 | . . |
30 90 180 365
Smith T, et al., JAMA Surg. 2016;151(5):417-422. Postoperative Day
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Now how accurate is your eyeball?
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Figure 2. Survival Curves for Risk Deciles, Excluding Patient Mortalities Prior to Postoperative Day 30
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But surgeons are optimists!
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LA I\ }< \\'()] }* 10.1\

| WHERE IT" s ALWAYS PLEASANT

-

ILake Wobegon pllNngEklbk\ rds!

”Where aII the surgeons are strong, all
the anesthesiologists are good looking,
and all the patients are above average.”

(VIReC

¥ Partnered Research Series




05/24 | 21

Risk score versus physician-rated KPS to predict
chemotherapy toxicity

A High B
100 - 100 -
9%
— 80~ . 80-
E E B39, 57%
©» 60+ b
= | =
2 4o- &
M m
O 0.
20 -
0 -
3 45 67 8% 10-11 12-19 M0 90 80 70 <70
Total Risk Score MD-Rated KPS (%)

Hurria A, JCO 2011;29:3457-3465

©2011 by American Society of Clinical Oncology JOURNAL OF CLINICAL ONCOLOGY

¥ Partnered Research Series
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Systematic, multifactorial, risk assessment

* “Foot of the bed” assessments of cardiac risk not reliable due to

disagreement between clinicians.
* Hii TB, et al. Heart Lung Circ. 2015;24(6):551-556.

* Multifactorial tools are superior to single-item assessments.

» Afilalo J, et al. Circulation. 2017;135(21):2025-2027
* Hurria A, et al. J Clin Oncol. 2011;29(25):3457-3465.
* Fried L, et al. The Journals of Gerontology: Series A, 2004; 59(3):M255-M263

* Vascular Surgeons effectively estimate mortality, but underestimate

complications and long-term disability compared to multifactorial tool.
* George EL, et al. JSurg Res. 2020;248:38-44.

* Modified Geriatric Assessment (mGA) effectively identifies frailty among

patients that oncologists considered non frail (e.g. I* sensitivity).
» Kirkhus, et al. Br J Cancer 117,470-477 (2017)

I'i' Partnered Research Series
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Frailty is the Best Predictor of Postoperative
Outcomes....

-
o
-—

* Mortality

ASA + Frailty

N  Complications
* Failure to Rescue
-
é%_ ASA alone * Length Of Stay
c o e Readmission
w)

* Loss of Independence

0.25

0.00

I | |
0.00 0.25 0.50 0.75 1.00
1 - Specificity

Area under ROC curve = 0.8694
Makary MA, et al., J Am Coll Surg. 2010;210(6):901-908

'.' Partnered Research Series
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Why F ra | Ity? Figure 1: Frailty as Measure of Physiologic Reserve

A clinical syndrome of decreased Fr3
physiological reserve Death.__ [~

e process whereby small deficits 1%+ I A
accumulate in multiple adaptive /
systems, any one of which might be Stress of Surgeny -
clinically insignificant, but together )
they produce significant vulnerability Avwvailable
to stress that can lead to catastrophic cgag | Physiologic
decompensation. Reserve

* multiple causes and contributors

* characterized by diminished strength, Eﬁﬂ:;ﬁm
endur_ance, nutrition, and cognitive Desarye
capacity 0%,

* Morethan just age or the sum of 0 10 20 30 40 50 60 70 &0 90 100

comorbidities (not captured by Age in Years
standard risk stratification tools like

ASA or Eagle criteria). Robert, C. M., & Sean, M. B. (2014). Physiological Reserve and Frailty in
Critical lllness. Oxford, UK: Oxford University Press.

Pysiologic Reserve

'.' Partnered Research Series



The
Surgical
Pause

Usual
Care
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—

SURGICAL PAUSE (Make No Promises)
* Further Risk Assessment & Mitigation
* Risk-informed Shared Decision
Making Process

Prehabilitation

Surgery

¥ Partnered Research Series
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So what happened in Omaha?

* Modified an existing frailty measure (MMRI) for use in surgery
e RISK ANALYSIS INDEX (RAI)
 Made it mandatory to book OR time

* Conducted weekly review of all surgeries scheduled on frail patients.
* Spoke with surgeon to review operative decision making.

* Spoke with anesthesiologists to optimize anesthetic plan.

e Spoke with intensivists to encourage post-operative rescue from near certain
complications.

» Aggressive referral for preoperative palliative care to clarify goals.

I'i' Partnered Research Series
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Outcomes: Decreased Mortality

Observed/Expected Mortality at the Omaha VAMC
(Red points are > 90% Confidence Interval)

lStart Frailty Screening Initiative
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Omaha Frailty Screening Initiative (FSI)

e 180-day mortality among frail fell from 23.9% to 7.7%
(p<0.001)

e 3-fold survival advantage after FSI implementation
(OR 2.87 [95%CI 1.98-4.16]), controlling for:

* Age
* Frailty
* Predicted mortality based on VA risk-adjustment

Hall, DE. et al. JAMA Surgery 152(3) doi:10.1001/jamasurg.2016.4202 (Nov 23).

I'i' Partnered Research Series
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FSI Changed Perioperative Palliative Care

* Changed Pattern of Perioperative Palliative Care Care Consult
* Rate increased from 32 to 56 per year.
* More often ordered by a surgeon (56.7% vs 24.4%; p< 0.05).
* More often ordered before surgery (52.0% vs 26.3%; p< 0.05).

* Controlling for age, frailty and whether the patient had surgery, Preoperative
Palliative Care Consult reduced risk of death when:

» ordered by a surgeon (AOR 0.50[95% CI 0.30-0.83], p=0.007).
» ordered before surgery (AOR 0.52[95% CI 0.30-0.90], p=0.02).

 ordered by surgeon before surgery (AOR 0.27[95% Cl 0.11-068], p=0.006)

Ernst, K. F.,, et al(2014). JAMA Surg, 149(11), 1121-1126.

'.' Partnered Research Series



Decreased Mortality at VA Pittsburgh
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Decreased Mortality at UPMC

Interrupted Time Sequence Analysis Interrupted Time Series

* with segmented regression. 365-Day Mortality Rates and Predictions
50,463 patients July 2016-May 2019 :

e 22,722 before BPA Implementation

e 27,741 after BPA Implementation
e Overall 365-day mortality reduction

e aOR0.82[95%Cl0.72-0.92]

* Age, sex, race, ethnicity, BMI, Frailty, RVU, OSS
e Survival advantage greatest among frail.

* 4.2% (95% Cl 2.4-6.0) reduction in adjusted mortality
e Cut adjusted mortality from 20.2% to 16.0% 2017 2018 2019

* Replication of original findings from Omaha 365-Day Mortality Rate  ————- ———
s cantral 0 LT Counterfactual
* Even more robust confounding control ounterfactua

W = i <D
| | | |

365-Day Mortality Rate (%)

M
|

Varley PR, et al Routine Preoperative Frailty Assessmentis Associated with a Decrease
in One-year Postoperative Mortality. JAMA Surgery. 2023
https://doi.org/10.1001/jamasurg.2022.834 1

'.' Partnered Research Series
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Decreased Mortality & Morbidity at VA Gainesville

Gainesville Rolling 12-Month 30-Day ALL SERVICES Mortality Gainesville Rolling 12-Month 30-Day ALL SERVICES Morbidity
O/E 90% CI Low Value in Bar Graph O/E 95% Cl Low Value in Bar Graph
3 o 1.10
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Bottom Line: It works

* High quality, longitudinal data with robust confounding control
* Replicated in multiple sites

I'i' Partnered Research Series
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COMPETITION
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Montefiore ey I
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Surgical Pause adopted by VHA National Surgery Office

T . ;p-o% .-_-":DD o io ot
o® % UNITED-STATES Lae™ 226
g ia SR
@ b o sy
T e
[15] .-GD O
®°.
— SURGICAL PAUSE

35 Sites Exploring Adoption of RAI

Y &
/7 \
Over 135k Unique Veterans Evaluated /O/\/A B PRP\C‘

Over 24k Unique Veterans with RAIl > 37 triggering a “Pause”
VIReC
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Path to National Implementation

JAMA Surgery | Original Investigation | ASSOCIATION OF VA SURGEONS
Surgical Palliative Care Consultations Over Time
in Relationship to Systemwide Frailty Screening

JAMA Surgery | Original Investigation | ASSOCIATION OF VA SURGEONS

Association of Routine Preoperative Frailty Assessment
With 1-Year Postoperative Mortality

2012 2014 2016 ' 2018 2019 2021 2023 2024

Omaha VAMC Chiefof  FSI concludes Replicated A study of >50K The practice wins RAI becomes VHA NSO and |E Release of
Surgery observed a with a >3x at 5 UPMC patients found the VHA Shark accessible in cohost Surgical Surgical Pause
significant increase of  decrease in 180- Hospitals in | the practice Tank CPRS througha  Pause interactive
mortality rates day mortality PA significantly Competitionand national Symposium Dashboard by Q1
between 2010-2012 rate (23.9% to reduces 1-year is recognized asa reminder attended by more of FY24

and launched the 7.7%) of frail post-operative Promising dialogue than 150 VA and

Frailty Screening patients!and mortality infrail  Practice by the template. Private Sector National Surgery

Initiative (FSI) usingthe increased patients3 VHA Innovation clinicians Office adopts
RAIl in collaboration palliative care Ecosystem’s Surgical Pause as
with clinicians from consults by Diffusion of a national
surgery, anesthesia, nearly 2x? Excellence practicefor

ongoingsupport
and development

criticalcare,and
palliativecaretoacton
pre-operativeoptions
to improve patient
outcomes?

JAMA Surgery | Original Investigation
Association of a Frailty Screening Initiative With

Postoperative Survival at 30, 180, and 365 Days

':F Partnered Research Series
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JOHN M. EISENBERG
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[ ]
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"'t'.r-l % Driving measurable health
improvements together

PATIENT SAFETY AND
QUALITY AWARDS

National Award Winner ' : T'hE Jﬂint Cﬂmmissinn

Veterans Health
Administration
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Caveat: No randomized trials

e But 2 are pending:
* SAGE QUERI:

* Routine, frailty-triggered preoperative goal clarification
* VA Pittsburgh, Philadelphia, Wilkes-Barre, Lebanon and Wilmington, DE

e PAUSE Trial (HSR IIR)
* Routine, frailty-triggered multidisciplinary review & optimization
* VA Palo Alto, VA Nashville, VA Houston

e ....More Later....

I'i' Partnered Research Series
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Measuring Frailty

I'i' Partnered Research Series
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No consensus regarding definition of frailty

* Consensus on 6 domains
* Physical Performance

Gait Speed

Mobility

Nutritional Status

Mental Health

Cognition

* Proliferation of available measures

Rodriguez-Manas L,. The journals of gerontology Series
A, Biological sciences and medical sciences. Jan
2013;68(1):62-7. 10.1093/gerona/gis119

I'i' Partnered Research Series



Frailty Conceptualized o
(A) (B)

Physical Desability
Activity
Waight Loss L Ethhajra 2 ;.- - )
r o . { CUMULATIVE', Gurmulativa
[ PHYSICAL | Mutrtan . DEFICIT | Madical
| FRAILTY | Conditions
/ ., FRAILTY
Walking
Spead :
Ensrgy Lavsl FE'E:;'E] 5
rirtive
Dacline

Figure 1. Bepresentation of conceptual framework of two major theories on frailty. (A) Physical frailty, also termed phenotypic or
syndromic frailty, is hypothesized to have a specific age-related biological basis that drives the appearance of signs and symptoms
(outward pointing arrows). {B) Cumulative deficit frailty 1s hypothesized to be driven by cumulative nonspecific health, functional,

psvchological, and cogmitive deficits (inward pointing arrows). Both concepts of frailty predict vulnerability to adverse outcomes
and have led to multiple derrvative frailty detection toaols.

Walston J, et al. J Am Geriatr Soc. 2019;67(8):1559-1564.

'.' Partnered Research Series
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Which Frailty Index is Best?

* THE ONE YOU HAVE

* At the bedside & ready to inform decision making
* High quality and conceptually sound

* Introduction to Risk Analysis Index (RAI)
e Conceptually Sound—Deficit Accumulation Model
* Thoroughly Validated
* Proven feasible at the bedside in median 30 seconds

* Available in a suite of tools that operationalize a consistent model

» Surgical Registry Data (VASQIP/ACS NSQIP)
* Patient-facing Survey
* |CD-10 Codes

I'i' Partnered Research Series



Risk Analysis Index (RAI)

Functional
14 Variables; weighted scale Activities
of Daily
Grouped into 4 categories Living
with increasing frailty severity Social Physical
Robust: 0-29 /;ge g::;
ex .
Average: 30-36 Living il ‘ Dyspnea
: Location Risk Cancer
Frail: 37-44 Analysis
. Ind
Very Frail: > 45 naex
Most thoroughly validated o
measure of surgical frailty, \':'V”t”:"z"a Cognitive
. ight
and only shown feasible for SIETEROSS Mental
Appetite Status

point-of-care testing?

'Arya et al. Ann Surgery 2019; Shah, et al, J Am Geriatrics 2020; Varley, et al, Ann Surgery 2020
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Frailty Screening

RAI Survey
Online RAI
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RAI Implementation at UPMC: Feasible

100%

90% —
70% -
N /

50%

40%

=Nore tiran /50,000 Assessments to Date
Time to assess: 30 seconds (IQR 23-53)

Proportion of Patientswith RAl Score

10%

0%

Jul-16 Aug-16 Sep-16 Oct-16 Now-16 Dec-16
we Overall Summary across (9) Depts = Otolaryngology = Orthopedic Surgery
Cardiothoracic Surgery ——\Women's Health

Varley PR, et al Ann Surg. 2020 10.1097/SLA.0000000000003808.
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Including me!
5/20/2021
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Czlinical&‘?-‘”:w;a.v )
Programs

Working together to improve outcomes

Successfully Integrated into
multiple EHR platforms
DIC

Ce ner ‘QEDCa Screening for Frailty in

CP %S ~ Pre-Op Patients with the
Risk Analysis Index

[ Q)

Surgical Pause Risk Analysis Index (RAI)

The RAl is an assessment of frailty-a global syndrome of physiclogical decline and loss of reserve marked by diminished cognition, strength, balance,
and coordination. It can be used to predict the risk of postoperative morbidity and mortality. )

Patient Demographics

L . n the past 3 months, has the patient lost 10 pounds or more
: b g QB

Sacial History Is the patient's appetite currently poor? a No
Prompe: “Do you aryour fomily members matice thot pou aren’t eoting @5 much®
Doas the patient live in a nursing homa, skilled nursmg () Ho ¥ » your family » '

facility or anather assisted living amvironmant?

_Il P — During the last 3 manths has it bacome difficult for you o a Mo

ramamber things or arganize your thoughts?

i

Has the patient ever seen a nephralogist kidney doctor) or
have a history of kidney problams? C’ i Activitios of Daily Living
Does the patsent have chroni: (long-term) congestive haart e L.
ORACLE Cerner Doesthepe o N Wy
S i No Eating
Tesdating
Persanal Hy
In the past 5 years, has the patient been diagnosed with or o Ho b

treated for can
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Step 1:
Measure Frailty

You can do this tomorrow

Every Patient. Every Time

If you’ve scheduled (or even offered) surgery, it’s too late
Hard to get that horse back in the barn

I'i' Partnered Research Series
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Step 1:
Measure Frailty

You should do this tomorrow
...because RAI>37:

 Riskiest 10% of population;

* At least twice the average 6-month mortality
* 12% vs 6%

* Twice the rate of 30- and 90-day readmission
* 22% vs 12%

e Twice the rate of long term ICU stay >5 days
* 6% vs. 3%

I'i' Partnered Research Series



Step 2: B 1
Do Something About It

Interdisciplinary Review ll,Mortalitv

e
25% to 8% (6-month Mortality)
*3-Fold Survival Advantage
IF Goal Clarification Changes Care Plans
FRAIL % 10-20% declined surgery

MFunctional Performance

Exercise Training MEndurance
M Gait Speed
M Respiratory Pressures

‘?K 3-6 Weeks Before Surgery
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|

Changed Care Plans
UPMC
Feb 1- Sep 20, 2018

~ 1 Day Reduction in LOS compared to historical
controls
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Baseline to Day of Surgery

Significant Changes in Physical Performance

(ceconds) zl.gz(izz.S) 17I.\|8=(3j6) _2_'3 °Y oo 24
?naqiettgrpsiicelcond) 1.1N1=(£(;.232) 1.22??)?30) 0100 0002 UALE
?ng‘jr‘{dii)se 13'.\';?: 2 . 1'.\'8?; 6) -1.6 (0.6) 0.007 2.3s
Six Minute Walk _ _

Ir%’;t:: a 2185 (189.1) 3505 (igz.z) +29.3(15.6) | 0.060 o
SPPB Score . O'.\';?ll. o) . 0'.\';?13. 3 +0.6 (0.3) 0.068 1 unit
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RAI & Cost: Direct and Net Hospital Costs

Univariate Analysis:

Mength of stay (0.8 v. 2.1 days) | .
M total cost ($6,934 v. $13,319) 00 I I I I I I I

Odds Ratio

J, net hospital income (55,447 v. $3,129)

Multivariate analysis: T e s s e s
. & 0&0 3° & Oo\ﬁ ° @o\ <
1 direct cost (OR 2.2) & & & & & ¢
o(" ) éeé &
. . (&
/]\ indirect cost (OR 1'9) Total cost odds ratio (with 95% Cl, as demonstrated
I total cost (OR 2.2) by box plot) on logarithmic scale. Calculated as
\l/ net income (OR 0.8) odds of S|gn|f|.cantlyfrall patler)ts costmg greater
than the median cost for inpatient elective
(all p<0.001) operations stratified by service and Risk Analysis
Index with unfrail patients (not depicted) as the
Wilkes JG, et al. J Am Coll Surg. 2019;228(6):861-870. reference value (*p < 0.05).
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UPMC Benefit Amounts normalized to 'Normal 30-36' total
Robust Normal30 Frail37 to Very frail

Category <29 to 36 44 245
Inpatient Surgical DRG 0.34 0.34 0.35 0.34

- ER to Inpatient Surgical DRG 0.03 0.05 0.07 0.08
GC_, Inpatient Medical DRG, General, Specialist and Observation 0.06 0.11 0.14 0.19
"';’_U Inpatient Rehabilitation 0.00 0.00 0.01 0.01
= Inpatient Behavioral Health 0.00 0.00 0.00 0.00
- Ambulance from Facility to Facility 0.00 0.00 0.00 0.00
Subtotal Inpatient Charges 0.43 0.51 0.57 0.62
Outpatient Surgery 0.04 0.07 0.05 0.06

o Outpatient Hospital and Specialized Facility 0.09 0.28 0.21 0.24
GCJ Outpatient Office, PCP and Other 0.01 0.02 0.02 0.03
'-lg Therapy Service (Is this like Outpatient Rehab/PT?) 0.01 0.00 0.00 0.00
o Outpatient Behavioral Health 0.00 0.00 0.00 0.00
8 ER Discharged to Home 0.01 0.01 0.01 0.01
Observation, from ER or Office 0.01 0.01 0.01 0.01

Subtotal Outpatient Charges 0.17 0.39 0.32 0.36

- 9 Nursing, Skilled and General 0.01 0.02 0.05 0.07
8 8 Home Care 0.03 0.05 0.06 0.07
S < subtotal Post Acute Charges 0.04 0.08 0.11 0.14
= Other (e.g., Lab, OB/GYN, Maternity, Urgent Care) 0.00 0.01 0.01 0.00
S Shock Claims 0.04 0.01 0.05 0.04
O Subtotal Other Charges 0.04 0.02 0.05 0.04

Total Charge 0.69 1.00 1.05 1.17
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Surgery
Alternative surgical approach
o Palliative vs curative surgery
Palliative Care = Anesthesia ®
Goals of care discussion = ﬁ Genejral vs regional vs MAC anesthesia
Advance directives & ﬁ tlmodal analgesia
Rehabilitation @# -\scip““aw care for VE o' Geriatrics £ ® o
- e - . * - o —
Prehabilitation | * | 0\&.\6 o "aqs f . Medication deprescribing =
: o «© 00 Functional & cognitive disability =
Post-surgical rehabilitation 06 % S
"&t re % assessment g
S % w
< tenfennfunn ) -
Ca;e management . qc.. ﬁ i H i @\r i Nutrition g
Social needs assessment || ¥ < PAUS E = S q k-
Discharge plannin o= g ® [£8) Pre-and post-surgical| ‘g
ischarge p 8 Q &"' ® = assessment = o
- 2 = S —
A
ﬁ
Aim 2: Moderators i
; <
Aim 1: Clinical effectiveness Specialty _
4 Frailty [RAI] .
Risk status [CAN scores] ;’ o2 3:::1
- Y P
Primary Outcome 180-day mortality w,—ﬁ v
1 fapr - :
Secondary outcomes Non-home discharge, 30-day mortality and rehospitalizztion, = :

180-day rehospitalization, and 180-day home-time.

Adverse events Time-to-surgery, hospitalization for urgent surgery.

VA HSR&D [IR 20-077: PAtient-centered muUItidiSciplinary care for vEterans undergoing surgery
PAUSE): a hybrid 1 clinical effectiveness-implementation intervention trial. Pl: Dr. Shipra Arya
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Implementation and Progress focused FE
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SAGE QUERI

P RO GRA M

Safer Aging Through Geriatrics-
Informed Evidence-Based Practices




SAGE QUERI's O

fectiveness-Implementation Trial

Type Il Hybrid E

0jective

Ensure VISN 4’s older
Veterans age safely in
their homes for as long
as possible by
implementing
practices of an Age-
Friendly Health System
(AFHS)

What
Matters
®a

M

Mobility Medication

® 4Ms
s Framework @, ﬁ

Mentation

"
Age-Friendly 6 &

Health Systems

An initiative of The John A. Hartford Foundation and the Institute for Healthcare
Improvement (IHI) in partnership with the American Hospital Association (AHA)
and the Catholic Health Association of the United States (CHA).

For related work, this graphic may be used in its entirety without requesting permission
Graphic files and guidance at ihi.org/AgeFriendly
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What Matters

Know and align care with each older adult’s
specific health outcome goals and care
preferences including, but not limited to,
end-of-life care, and across settings of care.

Medication

If medication is necessary, use Age-Friendly
medication that does not interfere with What
Matters to the older adult, Mobility, or
Mentation across settings of care.

Mentation

Prevent, identify, treat, and manage
dementia, depression, and delirium across
settings of care.

Mobility
Ensure that older adults move safely every

day in order to maintain function and do
What Matters.
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I S

urgical Pause
What Matters

Preoperative risk
assessment
program capturing
what matters most
to the patientto
increase shared
decision-making
between patient
and care team
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Why Clarify Goals?

“Fix my hernia”

Or‘

“Stabilize my fracture”
IS....

not enough information

I'i' Partnered Research Series
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Best Case/Worst Case Scenario Planning

Best Case: Best Case:
‘ V\/.alking'day 1 Surgery Supportive Pain controlled
with assistance care

Avoids surgery ris
Never walks
Lives 6-12 months

* 4-6weeksrehab
* Home ‘ *

Lives 6-12 month

Most Likely: s Most Likely:
. . * Pain Controlled and mild after 2 weeks
* Worsening delirium . Immobile

* Longer hospital stay

* Never returns to living
independently

* Lives 3-9 months

* No delirium
* Dementia persists, but not worse
* Lives 3-9 months

Worst Case: Worst Case:
LongICUstay Persistent Pain
Confusion Bedbound
Breathing Machine | Bedsores

Never walks
Death in hospital 3/6 weeks

Given what I've told you about these options....
WHAT IS IMPORTANT TO YOU (YOUR LOVED ONE) NOW?

Open fracture
Death in home_of hospice in in 3-6 weeks

'.' Partnered Research Series
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Veterans' Experience with Surgical Pause

"[Palliative Care Physician] put it in a way in which | could make up my mind... | made

my own decision whether | wanted the surgery or not. | optioned not to..."
(Philadelphia Veteran 501)

“One thing that came up was, what are my goals, what do | expect to accomplish, what

were my expectations. And that was the first time I'd ever been asked that question...”
(Pittsburgh Veteran 301)

¥ Partnered Research Series (VIReC
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Providers” Experience with Surgical Pause

“[Veterans] have said to me, if | had known, if somebody had told me, | wouldn’t have

done this. | think we’re preventing that."
(Philadelphia Provider 44)

"I think it's very valuable, and | think the patients deserve to have this pause, so that

they can hear other options, not just the surgical management of their problem.”
(Pittsburgh Provider 39)

¥ Partnered Research Series (VIReC
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Documenting Goals of Care

D

90%
Chipos , ,
BO% . 67% 57%
o 53%

Fusn 5?.::_16
6%

Gy

0

35%

33% 33%

=
i oL
3-—-'":

-
3-\.--":

p—
8 g

2% 0%
| —

0% Lk
S -

o0

.
0%

.
0%

Prognoses Treatment Goak & Values  Justification Cver all Rating
Options

m Mot Documentedy Minimally Lisefu Low Quality /Somewhat Useful m High Quality/ Very Usefu

(VIReC
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Provider perspectives on assessing older patients’
oriorities in pre-operative clinics (pre-implementation)

* Support for having goal clarification discussions with high-risk older adults
considering elective surgery
* 44% positive attitude, 26% negative, 30% mixed

 Lack of consistencyin how these discussions happen or are documented

* Barriers
* “Fix it” mental modelin surgical clinics
* Clinicians’ concerns about overwhelming patients with too much information
* Time constraints

* Facilitators
* Leveraging performance metrics

* Designing effective documentation and referral systems
* Additional training

I'i' Partnered Research Series
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Provider perspectives on the impact of SP (post-

implementation)

* RAI quantifies risk

* And | really love the fact that this is centered on a validated tool. So rather than saying, “oh, he doesn’t look good [for
surgery],” we’re able to say, “well, the validated tool says that they’re at high risk and this is why.” So that’s very helpful.
Because then you come at it with a perspective of evidence into the conversation. — Palliative Care MD

* Value of the pause for providers to take time and consider the Veteran’s whole situation (beyond immediate
surgical consideration)

* QOur surgeons love to operate, so they’re ready to offer a surgery to anybody who walks in that door. [Surgical Pause has]
made us more cognizant of the fact that although we want to operate and we think that this may provide a benefit to the
veteran, does that benefit really outweigh the risks of them undergoing the surgery? So it has made us stop and think and
maybe take a close look at things as a whole, rather than just the surgical process or the condition that we’re looking at to
treat with surgery.—Physician Assistant

* Helps set realistic expectations for Veterans to make an informed decision

* [Surgical Pause is] showing them, okay, so they might think that they want to have this surgery done or whatever, but just
kind of giving them a moment to think about, okay, so if I'm on crutches—1'm already starting out and | can't really get
around that well, or | can't make my own meals and then I'm adding crutches and I'm not able to put weight on my foot... it
probably tells them, too, like, okay, maybe | need to at least — I don't know — get some resources at home before | even think
about [having surgery]. —Podiatry Surgeon

* An opportunity for Veteransto establish a relationship with palliative care

* | also think that if things don't go well and the patient really wants to go through [with surgery], they kind of get to know
palliative care, even if it's just that one touch point. And we can always follow up with them if there's issues later and they
need a palliative care consult. — Palliative Care NP
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QUERI Rapid Response Project
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VISN-8 Data

) 85,268 new consults screened
Frailty Groups
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Surgical Risk Analysis Index (RAI) Report » @) US. Departmen

’ A of Veterans Affairs
Simgnca, PR C
VISN, Facility, Staba Location Name RAl = 36 RAI w/out > 36
4 (VISN) + (646) Pittsburgh HCS (Pitts...\ Multiple selections . LY Ly N
@ Back to Terms & Conditions
Surgical Stop
Primary Stop Code CHAR4, CHAR4 Description NSO Complexity Visit Date

By 9/1/2021 8 2/1/2024

Al ~ Al d Al O O

Visits w/ RAIl Score

Facility Division  Patient Visit Date | Primary Stop Code RAI RAI Score | Location Name
Score | Without 331

Cancer

Uniques w/ RAIl Score

4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/29/2024  401-GENERAL SURGERY 29 UNV VVC SSL KIDNEY TX 326
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/29/2024 401-GENERAL SURGERY 29 UNV SSL KIDNEY PRE TX M(
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/29/2024 401-GENERAL SURGERY 24 UNV SSL KIDNEY PRE TX M( Visits w/ RAl »36
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/23/2024 401-GENERAL SURGERY 29 UNV SSL KIDNEY PRETX TU 8 5
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/23/2024 401-GENERAL SURGERY 49 UNV SSL KIDNEY PRETX TU .
= Uniques w/ RA| Score >36
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/23/2024 401-GENERAL SURGERY 30 UNV SSL KIDNEY PRETX TU 84
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/22/2024  401-GENERAL SURGERY 34 UNV SSL KIDNEY PRE TX M(
4 (b46) Pittsburgh HCS (Pittsburgh PA) 646 1/22/2024 401-GENERAL SURGERY 38 UNV SSL KIDNEY PRE TX M( Visits w/ RAl w/o C >36
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/16/2024  401-GENERAL SURGERY 33 UNV SSL KIDNEY PRETX TU 8
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/16/2024 401-GENERAL SURGERY 25 UNV SSL KIDNEY PRETX TU - =
= Uniques w/ RAl w/o C 36
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/16/2024  401-GENERAL SURGERY 35 UNV SSL KIDNEY PRETX TU 8
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/12/2024 401-GENERAL SURGERY 25 UNV SSL LIVER CLINIC
4 (646) Pittsburgh HCS (Pi hPA) 646 /12/202¢ 401-GENERAL SURGERY 38 24 IV SSL LIVER CLINIC =
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/12/2024 401-GENERAL SURGERY 4 UNV SSL LIVER CLINI Urban = H. Rural
4 (646) Pittsburgh HCS (Pittsburgh PA) 646 1/12/2024 401-GENERAL SURGERY 24 UNV SSL LIVER CLINIC 240 63 4

Surgical Pause Dashboard - Power Bl (powerbigov.us)
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Lessons Learned

* |t's not a math problem
* Maximizing c-statistics is a distraction
* No algorithm can determine what we should/should not do
e RAI signals need to shift from fast to slow thinking

It’s about insight not technique
* Shared decision makingis really challenging, but it is the next frontier
* Focusingon all-cause mortality creates opportunity

The RAl works because it is simple, fast, and guides intervention
* Phenotypical frailty may be more “pure” but not feasible for wide screening
 Don’ttry to triage the triage tool

Light, flexible touch—not too much structure
* With a gentle nudge, surgeons stepup
* So adapt to your site’s requirements
e 1-2 hours/week of surgical champion

'.' Partnered Research Series
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Many thanks to growing Research network.
. Health Systems with RAl « Team Hall/UPMC/VAPHS « Team Arya/Stanford/ VA« Team Johanning/

Qtlanta Emory/VA « Ada Youk Palo Alto/ VA Atlanta/ UNMC/NWICHS/
* Nashville-Vanderbilt VISN 23
* Phoenix-VA * Andrew Bilderback Emory
. PitltsbLIJrgh—UPfI\/ICéyA « Jacob Hodges « Sebastian Perez  Tom Lynch
* Palo Alto-Stantord/VA _ . d
+  Omaha-UNMC/VA * Jeff Borrebach * Amber Trickey 53%3
* Richmond-VA * Mary K Wisniewski * RuiChen e Kaeli Samson
* Houston-Baylor/VA . e s Kellv Bl ,
«  Salt Lake-Utah/VA Tami Minnier el Bium * Georgia Lyles
* San Antonio-UTH/VA * Steve Shapiro * Elizabeth George * Krishna
° Indiana-University ° Mark Wilson e Kara Rothenberg Chaitanya
. Unllersny of New Mexico . Joel Nelson e Jordan Stern * Karen Taylor
* RAI Workgroup . : * Tom Edes
* Jason, Dan, Shipra * Bob Arnold Arden Morris e Richard
* Ricky Shinall  Johanna Bellon * Mary Hawn Allman
* Nader Massarweh . e Ronald Dalman .
« Rupen Shah Da|r|1 Folzman i Tick Scrc:tt Shreve
* Kelly Allsu * Faula lucker * Jahnigen
. VQI workgroup Y P . Scholgrs
Philip Goodney « Jonas Johnson Luke Brewster
e  Matthew Mell * Stephen Esper * Theodore Johnson ’ :giar:;hPiﬂgy
* Benjamin Brooke . Jenn Holder-Murray » Jason Hockenberry Fellowship

* LarryKraiss
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Risk Analysis Index (RAl) and the Surgical Pause
Changes Lives

Surgeon Quote: “This brings the [patient] into it
[the decision-making] more than anything I've ever
seen. It makes me feel like it gives the [patient]
power, regardless of how they use it.”

@uhiihrt
Veteran Quote: “If | had known; if somebody had T h a n k yO u !

told me [l could choose nonoperative
management], | wouldn’t have done this [surgery].”

hallde@upmc.edu

'& Partnered Research Series
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THANK YOU!
Questions?

SURGICAL PAUSE

NI

&
Lionar prrC
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CONTACT INFORMATION

Daniel E Hall
Staff Surgeon and Core Investigator

Daniel.Hall2@va.gov
hallde@upmc.edu
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Resources for VA Data

Select image to visit page

archer's Guide to VA Data

Q ) VHA Data Portal formation Resource Center

INTRANET

VIReC » VIReC Cyberseminars

10N RESOURCE CENTER (VIReC)
VA Mil ium EHR Data ion & Resources

VIReC Cyberseminars

Welcome to the VHA Data Portal

The VHA Data Portal promotes a knowledge-sharing culture that
supports the needs of VHA data users. The Portal integrates

The COVID-19 Shared Data Resource i
related to COVID-19 in and outside of Vi

Overview

VA Millennium slectronic health record (EHR) data documentation and resources help new and

information from multiple sources into a single location to promote
VIReC Home ifomaton ol uces oo sinl ocaton o oo Souroes and ses case defitons,conc Sessaned e srs. i aerecanig he st an cotet of Cow il s an | 1430
P v P information that are collected, validated, provide information on VA's transition to the Cerner Millennium elsctronic health record (EHR). AL
About Us user experience. -
COVID-19 nformation and resources fo sign- .
<ton- . ign-up for VIReC product news and updates. Email the VIReC HslpDssk to receive o
VA/CMS Data for Research The one-stop-shop for data users’ needs. and staffincluding funding opportunities natification of VIReC's new Milennium Data products and product updates. =
\Eiiatadortal Our home page is designed to help get you the information you available from the or t . . - . o ochte about e u0ata
ata Portal o oo e ot 20d COVIDAB Re . . ow are wa deing? Take our shrt survey to share your thoughts about the Millannium
nieed. 1he badgss Below fink fo access Information and omher Cyberseminar Series resources below. We value your feedback. e
New Users of VA Data relevant resources for a particular data use need. Check e
top navigation menu to locate resources by category. Te! demand Cyberseminar A . —
g tp navig wae‘ch Sl available as archived y ata Documentation —
p rom the rchive.
Ce—— VIReC hosts severa Expand sach upe o documtation beow ta view the respunces. =
A o =
Hell V I H ‘
A Information Resource Center *

. ] . VA Millennium EHR Data
(VIREC) (VA Intranet) VHA Data Portal (VA Intranet) VIReC Cyberseminars Documentation (VA Intranet)

P search this site

Quick Guide to Frequently Used @ viINcl Central
VA Data Resources

US. Department

@ B I s L Business Intelligence Service Line of Veterans Affairs

Applications .~ My VINCI Dashboard -~ VINCI University ~  Services

— Health Benefits  Burials & Memorials  About VA Resources | MediaRoom | Locations
0 s seeal  Welcome to the VA Informatics : . . . . s Hone
Anedicements “ ¢ Business Intelligence Service Line (BISL) e )
VINCI. Health Economics Resource Center (HERC)

Announcement

Resource Center (VIReC) is funded by the VA o o We are here to assist you in all your Preparatc HERG Home
aarch & Development Service (HSR&D) to Visit Our Website - 2 A /O ! A » VA Cost Data Sources
to use data effectively for research and vaww.virec.research.va.gov Subscribe To BISL Training Workgroups Search This BISL Weekly Service, » DataFAQS
t programs, and to foster communication BISL News (BaseCamp) site Bulletin Interruptions
i Events See AT

ata users and the VA healthcare community. Visit the VHA Data Portal *ed

. . R R » Seminare
ed

Health Economics Resource
Center (HERC) (VA Intranet)

N

4 Quick Guide: Resources for Using VA Informatics and Computing
VA Data (VA Intranet) Infrastructure (VINCI) (VA Intranet)

i 2

BISL/CDW (VA Intranet)
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https://vaww.virec.research.va.gov/Index.htm
https://vaww.virec.research.va.gov/Index.htm
https://vaww.vhadataportal.med.va.gov/Home.aspx
https://vaww.vhadataportal.med.va.gov/Home.aspx
https://www.virec.research.va.gov/Resources/Cyberseminars.asp
https://www.virec.research.va.gov/Resources/Cyberseminars.asp
https://vaww.virec.research.va.gov/EHRM/Documentation-and-Resources.htm
https://vaww.virec.research.va.gov/EHRM/Documentation-and-Resources.htm
https://vaww.virec.research.va.gov/Toolkit/QG-Resources-for-Using-VA-Data.pdf
https://vaww.virec.research.va.gov/Toolkit/QG-Resources-for-Using-VA-Data.pdf
https://vaww.vinci.med.va.gov/vincicentral/
https://vaww.vinci.med.va.gov/vincicentral/
https://dvagov.sharepoint.com/sites/OITBISL
https://dvagov.sharepoint.com/sites/OITBISL
https://vaww.herc.research.va.gov/
https://vaww.herc.research.va.gov/
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HSRData Listserv

o Community knowledge sharing
o ~1,800 VA data users

o Researchers, operations, data stewards,
managers

o Subscribe by visiting

vaww.virec.research.va.gov/Support/HSRData-L.htm (VA Intranet)

about using
VA Data?

VIReC HelpDesk

o Individualized support

o Request Form:
varedcap.rcp.vaec.va.gov/redcap/surveys/?s=KXMEN 77 LXK (VA Intranet)

(irec
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