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Kara:
All right everyone, welcome to VIReC's Partnered Research Cyberseminar Series. Today's session is Comprehensive Support for Family Caregivers of Post-9/11 Veterans:  Impact on Veteran Health Care Utilization and Costs. Thank you to Cider for providing the technical and promotional support for this series. Today's speakers are Dr.'s Courtney Van Houten and Valerie Smith. Courtney is a health economist with an interest in aging [inaudible] _____ [00:00:25] research. Her research focuses on how informal caregiving affects healthcare utilization, expenditures, health, work, and wealth outcomes of care recipients and to caregivers. She's also interested in understanding how to best support informal caregivers to optimize outcomes. She is currently leading this partnered evaluation for the VA Caregiver Support Program with a team from the  Durham VA HSR&D  and the VA National Caregiver Support Program. Our second speaker, Valerie, is a biostatistician investigator at the Durham VA. She has experience with the define and analysis of large database observational studies, and RCPs in several clinical research areas with a particular focus on applications to health policy. She is the lead biostatistician on the partnered [inaudible] _____ [00:01:16] evaluation of the VA Caregiver Support Program. Please type in any questions you have for these presenters in the chat box, and I will present them to them at the end of the session. And without further ado, I am pleased to welcome today's first speaker, Dr. Courtney Van Houten.
Dr. Courtney Van Houten:
Thank you very much. We're very happy to be here today to talk about some of the results from our partnered evaluation of the VA Caregiver Support Program. We're going to be focusing on how comprehensive support for family caregivers of post 9/11 veterans impacts veteran healthcare use and cost. Just a brief roadmap, first we'll describe the creation of the VA Caregiver Support Program, describe VA Caregiver Support Program partnered evaluation efforts, give a bit of motivation for why our center came about with our partners, talk about the methods, results, and conclusions of one particular question. That of how comprehensive support affects veteran utilization and cost, and then we'll talk about some data sources, and accompanying challenges that we ran into. Because that seems relevant to the audience signed on for the Cyberseminar with VIReC, and then we'll field questions. We're grateful for funding from the VA Caregiver Support Program from Query [?] and from our [unintelligible] _____ [00:02:39] in Durham. Then we wanted to get some background on you, so we have a couple of full [?] that we'll field. 

Kara:
Thank you, so for our attendees. As you can see on your screen, there is a poll question. And we'd like to know what your interest is in VA—I'm sorry. I am interested in VA data primarily due to my role as. And go ahead and click the circle next to your response. Those answer options are research investigator, data manager, project coordinator, program specialist or analyst, or other. And if you are selecting other, please note you can write your response into the question section, or you can wait till the end of the presentation. When we put up the feedback survey, there will be a more extensive list of job roles. And you might find yours there. It looks like we've got a nice responsive audience. We've already had three quarters of our audience vote, so at this time I'm going to close the poll out and share those results. So as you can see on your screen, one quarter of our respondents are research investigators. Eleven percent—data managers, 18%—project coordinators, 21%—program specialist or analyst, and also 25% specified "other." Courtney, do you want to talk through those results real quick, or should I move onto the next poll. 

Dr. Courtney Van Houten:
I think you can go ahead and move on.

Kara:
Excellent, okay. So for our attendees, we do have the next poll question up on your screen. How much experience do you have on researching informal, or family caregiving? Please select one of the following: you're new to a topic, one to three years, three to five years, five to ten years, or ten or more years. And it looks like people's answers are streaming in. We've had just about 70% responses so far, so we'll give people a few more seconds to get those in there. All right, I'm going to go ahead and close out the poll now, and share those responses. So as you can see on your screen, we do have 45% reporting that they are new to the topic, 27% have one to three years-experience, 3% have three to five years, and 12% each for five to ten years, or ten plus. So, again, thank you to those respondents and we are back on your slides now.

Dr. Valerie A. Smith:
Great. Thank you so much. It's nice to know the background of the attendees. Now I'm going to describe the creation of the VA Caregiver Support Program. Because family caregivers are the backbone of the long-term care within [?] the U.S., there's been great interest in ensuring that this caregiver supply meets the demand, especially with a lot of aging in the VA system with recent conflicts. Despite that, and before 2011, there have been very few policies that directly support family caregivers. There have been tax credits for qualifying low-income caregivers in a handful of states. There's been for 15 years, the National Family Caregiver Support Program that helped trained caregivers, but really was—$150 million had to be right across all 50 states. And then in about half of the states in the U.S., and as a part of the Medicaid Home and Communities Waiver Program. Beneficiaries are allowed to either choose to pay a family caregiver, or pay a formal care provider. So that is the closest program to ours that still differs quite a bit in that it's only for the patients to decide who to pay. In 2011, the most sweeping support for family caregivers ever in the U.S. was enacted and that's the policy that we are examining today. This new law is called the Caregivers and Veterans Omnibus Health Services Act and it was signed into law on May 5th in 2010. Title One is what created the VA Caregiver Support Program and it specified that new services be provided for caregivers of veterans. There are two specific programs and we'll be focusing on the first one today. I'll just briefly go over both of them. The first one is the PCAFC, or Program of Comprehensive Assistance for Family Caregivers. It's for eligible caregivers of eligible Veterans who are injured in the line of duty on or after 9/11 2001. The second program is a Program of General Caregiver Support for caregivers of all Veterans in need of a caregiver. This gives a handful of the program activities that are available to caregivers. And any caregiver can access these services, so these general program caregivers, number two that I had on the previous slide. So there are things such as building better caregiver training, a caregiver support line that's available to caregivers to access, self-care classes, peer mentoring support—the main point of contact for the VA Caregiver Support Program is the Caregiver Support Coordinators who are at least one in every medical center nationally. And these are also the main deliverer of training and one-on-one counseling. There's mental health services available, respite care, a travel reimbursement in [inaudible] _____ [00:08:00] instances. And there's also a really handy website and I listed at the website incase people are interested. So these I said, again, are for all VA caregivers. And then the next slide. I want to go into the PCAFC overview a little bit more. The PCAFC is a clinical program and it provides the following additional services directly to family caregivers of eligible veterans who were injured in the line of duty after 9/11. To be able to enroll in this program, the caregiver has to complete required caregiver training. And this program has an associated monthly stipend associated with it. If you are not covered under health insurance from another source, you can be eligible for health insurance through CHAMPVA. In the PCAFC, you have also access to additional mental health services and added respite care compared to the General Caregivers. In order to be accepted into the program, there must be a determination that the program registration [?] is in the best clinical interest of the Veteran and will support the Veteran's progress in treatment. I want to give you a snapshot of the current PCAFC data and current means April. Things have actually changed, because the program keeps growing and growing. But this shows what was true as of April 2016. At that time, despite the program office expecting there to be in the under 10,000 applications, over time there have been 37,000 files as of April of this year. The resulting registration in the program has been around 23,000 participating caregivers and Veterans. Around 5,500 obtained healthcare coverage through CHAMPVA as a part of participation. And then the turquoise circles in the top right here show the different tiers. These are determined by acuity of the Veteran as well as caregiver intensity, and they are—the higher tier means more intensity and more acuity of the Veteran. The stipend payments range between $640 per month, $1,500 for the second tier, to $2,400 for the third tier. And these are not taxable income. I want to give a brief snapshot of caregiver demographics as of April 2016. Ninety percent of the caregivers are women, 86% of them are spouses or significant others. And these are a very young group of caregivers compared to what we think of when we think of family caregiving. Fifty-three percent are between 26 and 40 years old, and 34% are between 31 to 64 years old. So this is a very young group of caregivers with different challenges than people who are at the end of their working career, or in retirement. Now I want to talk about why we came about—how our partnered evaluation came about. The Caregiver Support Program and VA Central Office really wanted to know about the short-term return on investment with such huge uptake of the program. In fact, $1 billion has been spent on the program by May of 2016. So a couple—a few years ago, the VA Caregiver Support Program worked with the Query [?] initiative to create a funding opportunity for a partnered evaluation center. There was a call for proposals and we were the ones selected in April of 2014. Now I'll talk about our evaluation and then we'll get into the particular research question of today. So our center, as the introducer mentioned, is called VA Cares. We began in June of 2014 and we just finished our initial effort at the end of May in 2016. We have luckily been extended and we will be pursuing other questions for the next three years with our partners in Central Office. I listed just a few of our members from the Caregiver Support Program. Margaret Kabat's the National Director, Margaret Campbell-Kotler has a lot of the training, and Jennifer Henius has a lot of the administrative tracking of the program. And they are our main points, but we also talk to all of their staff over time. And interact with them quite a bit over the last two years, and we'll continue to. We have monthly meetings, and we probably interact by email daily, I would say. We have a large team in Durham for this evaluation. These are all of the investigators and support staff listed here. Okay, the objectives were to examine the short-term impacts of the Caregiver Support Program on Veterans and caregivers. And to help the Caregiver Support Program's ability to refine or optimize services while they continue to meet the demands of the law. Some things they can take our results and change, and other things they really can't alter, because of the way the law was written. We had four AIMs in our initial two year evaluation. The first is, does caregiver support impact Veteran healthcare use? The second is, how does caregiver support affect caregiver well-being? The third, how do caregivers use and value different components of the Caregiver Support Program? And fourth, what's the value of services offered? So today we're really focusing on AIM 1. We can certainly share our results from those other AIMs. We'll put our contact information up at the end, or field questions about that. But today, the focus is on that first AIM, doesPCAFC impact veteran healthcare use and total healthcare cost? Before we go into the methods, we wanted to just describe some of the different avenues by which we think that the VA Caregiver Support Program might impact healthcare use. We just chose three here—the stipend, the training required and optional training as well that's offered, and direct counseling by the caregiver support coordinators. So with the stipend, it may facilitate caregivers being able to accompany the veterans to appointments to gain better understanding of the treatment plan. And this may impact utilization. The training components may allow the caregiver to better navigate the VA and or improve the quality of caregiving at home. And that may change utilization by avoiding undesired type of care such as ED visits or inpatient care, or facilitating more access with outpatient care that helps keep a patient treatment adherence. Direct counseling with the caregiver support coordinators may help caregivers match Veterans with needed care, so that may impact the amount of utilization. If the program increases more timely outpatient care, but avoids unnecessary ED visits, that would be the idea. It's not really clear what will happen overall, and the same is true for the impact on total VA health care cost. We're not sure how to project which direction that would go for cost based on these different hypothesis avenues for how things would change. For primary outcomes, we looked at 6 month intervals and we ranged this from 1 year prior to application date up to 36 months, or 3 years after. And for all the utilization outcomes that we're presenting, we looked at a binary indicator of whether or not they incur that type of utilization. So we looked at acute care, which was sort of considered undesirable looking at hospitalizations and emergency department visits. Outpatient care was generally considered desirable care looking at mental health care, primary care, and specialty care. We also looked at impacts on long-term services and support, and then total healthcare costs sort of wrapping all of that up together. And for most of these, you can see we looked at both VA and VA-Purchased [unintelligible] _____ [00:15:45] care except for Primary Care and Specialty Care, which was VA only. Our primary kind of core data source that we started with was the Caregiver Application Tracker, which was the data provided to us by the Caregiver Support Program. And this included the core information of the application date, whether or not the Veteran was determined to be eligible for the program. If they were, the date they were enrolled, and what the caregiver's relationship was to the Veteran. And then we supplemented [inaudible] _____ [00:16:18] with additional data that we were able to get from general VA data. We used the medical SAS files to get clinical information such as diagnosis codes to get an idea of the health status of the Veterans. We looked at the VA Vital status mini files to get gender, date of birth, and date of death. CDW tables gave us the NOSOS comorbidity scores, enrollment priority, whether or not the Veteran had insurance outside the VA, and then race and ethnicity of the Veteran. We also looked at distance to the VAMC that they were closest to at time of application, [inaudible] _____ [00:16:54] PSSG data, and of that be able to see what [inaudible] _____ [00:16:59] based on the VSSC guidelines. For our utilization outcomes, we used the MCA formally kind of known as [unintelligible] _____ [00:17:09] data sets as well as the medical SAS VA-Purchased care files, often referred to as Fee Basis. And then we supplemented those with the Med SAS inpatient and outpatient files to get for example, a primary [?] diagnosis, and for the inpatient file to determine whether that was for acute care versus an extended care visit. And for total healthcare costs, we used the MCA files and the Fee Basis files. Because we didn't have a randomized control trial, we needed to think a lot about how we wanted to design our study, so that we could kind of isolate the real effect of the program. And not just inherent differences between people who might apply to this program. And so we decided to use a pre-post cohort design with a non-equivalent control group to use this control group to see what happened to similar Veterans who ended up not enrolled. For our treatment group, we used Veterans whose caregivers were enrolled in PCAFC as of March 2014. And this was a total of 15,650. And now remember as Courtney said, our evaluations started in June 2014, so we do not have a full three year follow-up for everybody. So we only ended up being able to follow 2,056 people for three years, because those were the people who applied early on at the start of the Caregiver Program. For our control group, we decided to use Veterans whose caregivers had applied by March 2015, but were never approved. This was a total of 8,339. And in this case, we only had 325 that we were able to follow-up with for three years. So when we get into the results, we're really wanting to focus mostly on the one year short-term impact, because that's where we were able to [unintelligible] _____ [00:19:04] for everybody with the most confidence. And just a note on why we chose this control group. We put a lot of thought into how best to get a group of Veterans that were similar to those who were enrolled in the program. And we decided to go with this one, because this was the one way that we knew that the Veterans had caregivers. And that those caregivers had self-identified as seeking extra support. And we felt that that was a really important aspect to have in our control group. So now that we have a control group, we still need to address non-random selection. And the concern is that the [inaudible] _____ [00:19:44] groups might be inherently different at time of application. And we want to look that the estimated treatment effect is really due to being enrolled in the program, and not just baseline differences that already existed. So what we decided to use was propensity scores to construct "inverse probability of treatment weights." And for those not familiar with propensity scores, that's just the estimated probability of receiving treatment based on observed characteristics at the time of application. So we wanted to apply these inverse probability weights to create a pseudo population to make the two groups more comparable. And to give a better example of that to make it a little more understandable. So if there were more high-service connected Veterans in the treatment group, but we didn't see a lot of those high-service connected Veterans in the control group. We would give a higher weight to those we did observe in the control group, so that after waiting, baseline characteristics would look really similar between the two groups. And this allowed us to obtain the average effective treatment on those enrolled in the program, which we called an ATT. And we used this, because the primary interest was in the policy perspective of the decision maker. We wanted to evaluate how is this program working for those actually in it. And we also used an incentive to treat perspective, and intentionally did not consider whether the caregiver Veteran diad [?] remained in the program, dropped out, or graduated. Because, again, we wanted to see what's the effect of enrolling these people at that time when we don't know what's going to happen to them down the road. And so after we constructed these weights and weighted the control group, we used a couple different things to evaluate the performance of our approach. We looked at standardized differences and our general rule of thumb is that you want to see that those are less than ten. Those are just a way of using standardized units to compare differences in means and different baseline variables. And then we also looked at pre-application date trends of our utilization outcomes after weighting. We want to see that those look really similar, because they're not enrolled the program yet, so they should be. And that allows us to see what happens after program enrollment. For the Baseline Covariates that we included in our propensity score model [unintelligible] _____ [00:22:11] we were able to use a lot of different [unintelligible] _____ [00:22:14] for these Veterans. We used age, gender, marital status, race, ethnicity, whether or not the Veteran was homeless, their service connections, the caregiver's relationship to the Veteran, the means test status, enrollment priority group. Whether or not a Veteran had insurance outside of the VA, whether the caregiver themselves was a Veteran, utilization in the six months prior to application looking at number of mental health visits, the number of primary care clinic stops. And for health status indicators, which we thought were really important, we had a whole slew of mental and physical health comorbidities that we included as well as an overall comorbidity score using the NOSOS. For access, we looked at miles to the closest VAMC, the complexity level of that VAMC, and to control for regional differences, VISN of the closet VAMC. 
Dr. Courtney Van Houten:
Okay, Courtney again, and thanks Valerie. Now I want to go into some of the descriptive results, and then we'll show you the modeled results. So just to give you an orientation to this table, this shows the baseline characteristics, just the afflicted [?] ones. For the control group in the first data column, the treated group, and then the standardized differences, and this was in the unweighted cohort. So before we apply the inverse probability of treatment weights. And to just give you an idea, so focusing on the treatment group column. Around 7-1/2% of the Veterans were female. The age was young as we mentioned earlier. Thirty-six was the average age for the treated Veteran. Over two thirds of them were married. The race and ethnicity breakdown was that almost 70% were white, 18% were black, 6.8% were other and the rest unknown. Just under 14% were Hispanic or Latino. Service connection as you might imagine in the treatment group was quite high, and that was true also for enrollment priority group. The other thing to point out is that as Valerie mentioned, we controlled for mental health visits in the prior six months. And there's a lot of mental health use. Five and a half visits on average for the treated Veterans and then the NOSOS score was around 1.5 for the treated. Just turning your attention to the far-right-hand column, the standardized differences that are in bold show those that are above that standard cut off of ten. And you can see that there was imbalance across the baseline characteristics that we observed. Now I want to turn to the most common physical comorbidities. We included a lot more than this, but I wanted to highlight the most common ones. Again, focusing on the treatment group column, 65% have musculoskeletal disorders or diseases showing up in the ICD-9 codes. Almost half had pain, which did not include back or joint pain. And then almost 40% had join pain not including back pain. A couple of different chronic conditions did appear in that most common list. Twenty-eight percent have Hyperlipidemia, 24.4% have Hypertension, and then as many of you probably know. In the area of OEF/OIF/OND, traumatic brain injury is very common. Thirty-two point five percent have a code of traumatic brain injury in their file—in their electronic medical record. And, again, some imbalance on these characteristics between the treatment group and the controlled group prior to waiting. This shows the most common mental health comorbidities, again, focusing on the treatment group column. Almost three quarters of the treated Veterans have a diagnosis of PTSD in their medical record. Over half have a code of depression, 25.9% have anxiety. There was relatively high tobacco use, and alcohol or substance abuse coded in the electronic record, and then other conditions as well here listed. And, again, some imbalance with numbers above ten in the standardized difference for PTSD and depression, but not for the other most common mental health comorbidities in the propensity score model. This is a very busy slide, but I put it here just to indicate. In the left-hand side panel of data is the unweighted cohort, and then the right-hand side three columns of data show after we apply the inverse of probability of treatment weight. What you see in the red highlighted area is that we do achieve really nice balance, and that our standardized differences are far below ten, which is kind of the standard cutoff. So we feel really good about our ability to at least get balance across the treated and control group Veterans at least on the observable characteristics—that baseline that we had. And this just shows some of our characteristics, but this is true for all of the co-variants [?] that we mentioned before. We had low standardized differences. Okay. Now I'm jumping to the model of results, and I'll take a few minutes to orient you to the slide, because this is the way we'll present all of the modeled results. Just to look at the bottom axis here. This just shows the month—this application date. So as I said, we have two periods prior to the application date that we model, then we have the application date here marked on the vertical line. And then it shows the six month intervals that are modeled up to three years after application date. Up on the top hand half of the panel shows the estimated proportions of having any VA or VHA-Purchased hospitalization. And the bottom panel shows the odds ratios that are associated with purchased VA or VHA-purchased hospitalization. The triangle line shows the treatment group and the red circled line shows the controlled group. And then these bars show the 95% confidence intervals around the estimated proportion. And what you'll see from [unintelligible] _____ [00:28:26] is that 9-10% of Veterans in both groups had an inpatient stay in the first six months following the application. So this indicated here. But, yeah, there were no difference between those, so the odds ratio is not significant and those lines are basically overlapping. This is true over time for every time period, although the estimated proportion drops over time to around 7-10% out at 31-36 months. After the application date, there are no differences between the treated and control group Veteran. One thing I want to highlight is Valerie mentioned that we were quite concerned of getting a nice balance in utilization in the period prior to the application date. And we do see this in this graph that there are non-significant differences in the pre-application trends of utilization in inpatient care. But you can look at that part of the graph on all of these as we move along. And hopefully, you'll see that story repeated over and over that we were able to have pre-application trends that matched across the group. The next graph shows also that there were no differences in emergency department use between those Veterans whose caregivers and themselves participated in the PCAFC and the control group Veteran. So enrollment in the PCAFC was not associated with Veteran ED use. And here, we define our ED use as VA or VHA-Purchased here [?]. Both of the groups decrease in the proportion of Veterans having any ED visit over time for both groups. Starting at around 25% having an ED visit in the first 6 months and dropping down around to 20% at 25-30 months here, and there's a down trend over time for both groups. The story changes when we start looking at the outpatient utilization and I will go through several examples here of the different types of outpatient care we look at. But in general, just the overview is that the PCAFC was associated with increased use of VA outpatient care across all categories that we examined following the application, and enrollment in the program. This [?] [unintelligible] _____ [00:30:48] highlights what happened with VA Primary Care use. And at six months after the application, 85% of the treated Veterans, which is the turquoise triangle here, had an estimated probability of using VA Primary Care compared to 73% of control group Veterans in that first six months. And that difference is visibly significantly different. And that drop, the chance of having any type of utilization drops over time, [unintelligible] _____ [00:31:21] and specifically significant the differences between those two groups all the way out through 36 months. PCAFC is also associated with an increased probability of using VA specialty care. At six months, PCAFC Veterans had an estimated probability of—VA specialty care had a 75% estimated probability of VA specialty care compared to a 64% estimated probability for control group Veterans. And by 31-36 months, this difference was no longer visibly significant. This graph shows the combined use of any mental health care VA or VHA-purchase. And if shows that the PCAFC was associated with an increase in mental health care. For treatment group Veterans, there was an 85% estimated probability of use in the first 6 months post application versus 77% for the control group Veterans. And these estimated probabilities fell over time in the subsequent two years, but the difference of about 10-13% or so depending on the time period did remain between the two groups. We also don't present it here, but we looked at the count of mental health visits, and the count of outpatient care. And we found that there were differences in intensity of outpatient use that reflected these general changes and the chance of having any. There was also an increase associated with the program of long-term services and support. And what you can see from this graph is that first of all, there's a very low utilization. Only 6% of treated Veterans or so use LTS of any type either in the community or in an institution compared to 4% of the control group Veterans. And while that's very low, the relative difference across groups was quite large given how low the actual probability of having any of this type of use was. And that was significantly different up through 24 months—2 years after the application date. Finally, our last modeled results are the total health care costs to the VA and we find that the PCAFC participation is associated with higher total cost of healthcare for treated Veterans. In the first six months after the application date, the estimated total healthcare cost to the VA of participation is $13,000 compared to around $10,700 for the control group Veterans. And even though total costs fall over time for both groups, they remained significantly higher for treated Veterans versus control group Veterans up to three years, so over that time period. I want to just point out, again, one of our markers of success in our approach was that we did have nice pre-application date trends and no difference in the utilization prior to the application date. So just in summary, we asked how did PCAFC effect Veterans enrolled compared to similar Veterans not enrolled to get the average treatment effect among the treated. We found no significant change in Veteran ED visits or hospital use in any time period after [inaudible] _____ [00:35:00]. But we did find increased use of outpatient care across several settings—all three that we examined as well as increasing the chance of having any long-term services and support. Correspondingly, we found an increased total cost to the VA from program participation 0-36 months after the application date. I want to point out some key limitations in our paper, in our evaluation. As we mentioned, we had varying observation periods on the Veterans whose caregivers applied later on in the time period. This is a very new program, so for those later application dates, we did not have full three year follow-ups. So focusing on the first year post-enrollment and application is best. They make a lot of policy decision or conclusions. There were issues of coding of the utilization for these participants. The program requires home visits for eligibility and also quarterly visits to assess the Veteran and caregiver in the home. And although we attempted to remove codes that were associated with these types of program required utilization, there was a great standardization in coding of this type of utilization. So we may be overstating our findings on the increase in outpatient care if we couldn't remove all of that program required type of utilization. There may be unobserved characteristics like education that could be imbalanced across the groups. We controlled for everything that we could in our data sources, but we know that there are potentially some things missing. It's also possible that there may be unobserved differences that would lead to confounding and bias. We just consider instrumental variables estimation, but we couldn't come up with a valid instrument. And really, the relative balance in utilization prior to the application period suggests that unobserved differences may not have been present at baseline. But really, we can never test whether the estimated associations were caused by PCAFC or associated with PCAFC due to such external factors impacting both outcomes and selection into treatment, or selection into the PCAFC. This is a limitation in all observational studies [unintelligible] _____ [00:37:15] designs. In conclusion, the comprehensive caregiver support yields higher outpatient utilization, which could signal improved access to outpatient care, or higher needs of treated Veterans. One of the goals of the Blue Print for Excellence is increasing access for vulnerable Veterans, so this could be seen as a very positive sign if it is indeed an improved access story. Increased outpatient care could also lead to better outcomes and future work needs to look into this more to see how other important outcomes may have changed from the change in utilization. So now I want to turn it back over to Valerie whose going to talk about some of the data sources that we used, and accompanying challenges in our evaluation for the same [?]. But first, we wanted to ask a poll question. I'll turn it back over.
Kara:
Thank you. So for our attendees, we do have one last poll question here. I'm going to go ahead and get that up on your screen. And the question is, have you faced challenges using any of the following data sources—and please feel free to select as many options as applies to you. Those answers or options are:  MCA/DSS data, CDW data, Caregiver Application Tracker Database, Fee Basis Files, or Other and you can specify "other" by writing into the question section of the control panel. And it looks like responses are still coming in, so we'll give people a few more seconds. So, again, just click the circle next to your responses right there on the screen. Okay, it looks like we've stopped with the answers coming in right around 50%, so I'm going to go ahead and close the poll and share those results. It looks like 32% of our respondents selected MCA/DSS data, 48%—CDW data, 12%—Caregiver Application Tracker Database, 36%—Fee Basis Files, and 20% replied "others." So thank you to those respondents, and I'll turn it back to you now. 
Dr. Valerie A. Smith:
And so, as Courtney said, we're going to talk about challenges to [unintelligible] _____ [00:39:43]. From the poll question it seems that you guys have also faced similar challenges, so we thought sharing our experiences might be helpful. And we might learn something. So to start off with challenges using caregiver application tracker database. This was created to collect data prior to day-to-day operations. It wasn't intended to be used for research. And just in any case, this could have an impact on data quality and completeness. As an example, this is rolled out nationally being used at a lot of different centers. That can lead to a lack of standardization that we often like to see in research. So for example, somebody using it at one center might evaluate a Veteran and see why they're not [inaudible] _____ [00:40:32] might put in a different denial reason than somebody at another center just depending on how they viewed the category. And we also ran into, denial dates were not always recorded. Also, since it's being used in the field, it's being updated with current data, which makes sense, but also makes us unable to rely on it for historical baseline data. As an example, address fields get updated, so we weren't able to see where the Veteran was at the time of application, which is why we did the best we could to get at that with PSSG [?] data. Using the MCA or DSS data, we had decided to go with this data to begin with for all of our utilization outcomes. Because we knew we were also going to be looking at total cost. We thought that would be consistent to use a data SAS that had cost in it for everything. But getting into it a little bit more, we discovered some issues with more limited clinical data in the MCA data SAS. They had fewer diagnosis and procedure codes. This led us to meaning to actually link back to the Med SAS files to get some additional information on these secondary diagnosis codes, and to identify sometimes what type of inpatient visit it was. Whether it was acute, or respite type care. In particular, if there were multiple visits on the same days, this was very difficult to figure out which record in which file corresponded to which. And sometimes it wasn't always consistent. The primary diagnosis in the MCA file may not be the primary diagnosis in the Med SAS file, which just left us not loving the discrepancy. Because we're research, we like everything to be exact. We also ran into some data cleaning issues with the cost data using MCA. We found some negative costs that we weren't sure what to do with. We might have expected these with pharmacy or prosthetic SAS [?] codes, but when you see an outpatient or inpatient encounter with a negative cost. We weren't really sure how to interpret that and we just had to make some judgement calls. We also ran into some challenges trying to accurately identify mental health visits. Because the VA often provides mental healthcare outside of the standard mental health clinic, that Veterans may receive mental healthcare in primary care clinics, or specialty care clinics. So we ended up using a fairly complex algorithm that required additional clinical information other than just what was in DSS leading to us linking back to Med SAS to get additional diagnosis codes. We also use diagnosis codes in the Fee Basis files, so this just was a fairly complicated process to identify. We also found we weren't able to use SAS codes in VA data. That some Veterans may have as many as 1,000 or more stop [?] codes in a single day, and we had a hard time believing that that was really 12 unique visits to mental healthcare professionals individually. So we were suspicious of maybe a group session and not actually multiple visits, but it was hard to determine that from EHR [?] data, which led us to decide to use "days with mental health care" as a visit instead of the number of unique stop [?] codes. Finally, we had some challenges using CDW and Fee Basis files. We were one of the first groups when we transitioned over to Vince [?] and all the CDW became available to us. And so, it was a real learning curve to identify the best sources to use for data with that transition. There were so many tables out there. At that time, there was also not a whole lot of documentation on what those data sources were and how reliable they were. VIReC has been putting out very helpful user guides since then that would ameliorate that problem now. And then also, there's a time delay for Fee Basis files. As we mentioned, we were doing this evaluation, and every shortly after the endpoint of our study time. And so, there can be several months and up to years of delay for claims to be processed, and put into the Fee Basis files. So we had to decide when we felt comfortable doing our last call for the Fee Basis data to update that. 

Dr. Courtney Van Houten:
Great, so I want to just take a step back to think about the relevance of our findings for the health services research community. As I said in the beginning in the introduction, the policy that created the VA CSP, the Caregiver Support Program, is the most sweeping national support of family caregivers the U.S. has seen. And the findings that we present and name [?] one are the first step in understanding how broader health outcomes could be impacted by comprehensive family caregiver support. We think that these findings are useful for the VA, but also other healthcare systems, and decision makers who are considering support for family caregivers. We also think our methods can be of interest to the broader research community, because we use rigorous comparative effectiveness methods. We worried a lot about the non-randomized nature and tried to find the best design. And this may be of use in other efforts since there's actually caregiver legislation that's been passed on the state level—this CARE Act and also paid family leave is in a lot of the proposals for the presidential election. So this may be a way to apply these same methods to look at caregiver policies, or other policies. And I just want to point out a great new resource that's been published by Institute of Medicine called Families Caring for an Aging America. The VA—our operational partners were involved in this report in the background, and also, this sets a stage for the policy agenda for family caregivers. And it may be useful for those of you interested in the topic area. These are the resources for the QI/PEI researchers here that if you download the slides, and resources about caregiver support. There's the HSR&D resources as well as the caregiver support page there. It has [unintelligible] _____ [00:47:00] that you can look at for different resources and that. And VIReC resources as well for working with VA data. And we're happy to field questions. 

Kara:
All right, thank you. We do have a few questions forwarded from the audience, so I'll just get right to it. The first one, do you know the types of reasons why caregivers who applied were not approved for the CSP?

Dr. Courtney Van Houten:
Yes, we have information in the CAP [?] tracker for that. So common reasons for not being accepted would be, for example, if the Veteran was needing a caregiver due to illness. So illness was not covered. It was only if you were injured in the line of duty, so that would be a disqualifying condition. So if it wasn't based on an injury. Often times, caregivers also were not from the proper era, so the injury may have occurred prior to 9/11. That's another reason that you would not be accepted. I'm trying to think of other—there are lists of reasons that people put down. It may be that what happens, it happens at different stages, so it's a very multi-tiered eligibility process that could be that in the home visit it's determined that the program is not in the best interest of the Veteran for saving, or recovery, or it may be determined that the caregiver isn't providing hands-on care, or enough care. It really ranges quite a bit. Sort of administrative reasons for denial as well as kind of in the assessment of the DIAD [?]. 

Kara:
All right, thank you. And next question, so some of the control group did not get treatment. Was there exclusion, a reason that they are different from the control group, and therefore not comparable in another way than getting the treatment arm [?]?

Dr. Courtney Van Houten:
So no one in the control group got treatment, but can you repeat the question?

Kara:
Oh, was there an exclusion—a reason that they are not different from the control group, and therefore not comparable in another way than getting the treatment arm [?]?

Dr. Courtney Van Houten:
I see. Yeah, there is a concern that for example, one of the reasons that I talked about if—assessed that the caregiver isn't providing intensive care. But that's just something that we don't know. We don't know whether that's some unmeasured thing that we haven't—that creates imbalance, and therefore they're not appropriate. But that's why we decided to use our weighting approach to try to ensure that because a caregiver thought that they needed—that they would qualify for this program and sought out an application to the program, that we felt like they were a good candidate for a control group. But it could be that, yes, that they aren't comparable in all questions. You want to answer that Valerie?

Dr. Valerie A. Smith:
All right. Yeah, I completely agree that there is a huge possibility that they're not comparable and that was why we did the weighting to account for that as much as we could with the data we had. But the fact that those utilization outcomes in the pre-period are so close to each other between the two groups, indicates that whatever differences they may have, after waiting on those characteristics that we have. That those inherent differences were not effecting their utilization patterns at the time they applied, which sort of lends to suggesting that we were able to control for those differences pretty well. 

Kara:
All right, thank you. A couple more questions. Can you define long-term services and supports?

Dr. Courtney Van Houten:
Sure, so we lumped together two different kind and they're not that clean. But one was institutional care, so any institutional care that was observed in the claim [?]. So that could be care in a community living center, a community nursing home, so that's the CNH, right. It could be a medical foster home. That was not [inaudible] _____ [00:51:29]. There are a whole bunch of—if you—medical foster home was included in institutional care as well, so that was sort of any institutional care that we observed that the VA either provided in the CLC, or was reimbursing. And then, we also added in any of the sort of the standard benefit of home community based care to define a long-term services and support that occurred in the community. We included unskilled home health care, respite care, adult day health care, and hospice care. We excluded home based primary care and skilled home health care, because those were common codes that were describing program required utilization. So even though normally that would be considered a community based long-term care, we did not include it in the definition. 

Kara:
All right, thank you. What were the most common Veteran conditions associated with enrollment in the CSP? Can we interpret the list of comorbidities in your presentation as a list of conditions for which the Veterans required a caregiver?

Dr. Courtney Van Houten:
So these just show the most common, which isn't that helpful. And we didn't look at the predictability of the conditions and why they got into the program. We can't really say that—what the primary condition was that led them to be accepted. We don't have that level—yeah, unfortunately. I think you can just make some conclusions based on how high the—we know that there was a lot of caregiving that you think of as traditional assistance with ADLs. You had to have ADL limitations or have need for supervision based on your injuries, and some of the supervision qualifications could be due to mental health conditions, or TBI. 

Kara:
Okay, we still have a couple more questions that are coming in. Were there more Veterans in the hospital setting at the time of application? Would they have stayed in the hospital without PCAFC?

Dr. Courtney Van Houten:
I can't really recall how many people were really long stayers in the hospital. I don't know. I'm sorry. I just don't know the level of detail on how many people applied while they were in the hospital, for example, and then were able to get out earlier because of the program. I don't think that that would be a very high number, or that being in the program would impact a shorter stay, for example, if you were in prior to application. The applications had quite a long range of variation of how long it took between an application date and acceptance. There's supposed to be a certain time period, but we had applications that took like 45 days to process, and have a determination. I'm happy to follow-up with that person to give more detail, but I can't remember how—I don't think that there were a lot that came from in the hospital setting. We didn't really check whether they applied from inpatient or outpatient. We think most come through the contact with the primary care provider, but more typically through the caregiver support coordinators who are as a part of social work generally.

Kara:
Okay. You had mentioned wanting to examine whether the CSP program impact outcomes. Do you have a sense of what outcomes you will focus on?

Dr. Courtney Van Houten:
So Veteran outcomes are really hard to look at in claims as everyone knows. One of the things that we've thought about doing is looking at continuity of care as one potential outcome, and another idea that we've had is to look at, for example, avoiding—stay is undesirable like psychiatric—long stays—psychiatric visits. But, again, in the claims it is limited what help [?] outcomes we can look at. We definitely have more caregiver outcomes in terms of caregiver emotional well-being and feelings of financial strain that we've pursued in other AIMs of this. But it is quite limited what we can look at in the healthcare claim. Any other comments on that?

Kara:
Okay. One more question for you. What changes of health status were observed among the PCAFC Veterans?

Dr. Courtney Van Houten:
We don't know the health status per se. We could have mapped out sort of changes and diagnosis rates over time, but we haven't done that. Again, our outcomes here are kind of these process levels of utilization and cost. But we haven't matched—for example, we didn't have any access to self-rated [?] health, or quality of life measures, or health utilities, independence, homelessness. Those kinds of things you would want to give a really reach analysis of outcome since it was the claim space. 

Kara:
Okay. Those are all the questions we had. Thank you so much Courtney and Valerie for taking the time to present today's session. To the audience, if your questions were not answered during the presentation, you can contact the speakers directly at their email addresses, which they've provided in the _____ [00:57:33]. Our next session for our Partnered Research Cyberseminar Series is scheduled for Wednesday, September 28th at 12 p.m. Eastern. This session is titled, Lessons Learned from the Partnered Evaluation with the Office of Specialty Care. And it will be presented by Dr. Michael Hoe [?] and Thomas Schlorioso [?]. All right, thank you once again for attending this session. Molly will be posting the feedback [?] evaluation shortly. Please take a minute to answer those questions. Molly, can I turn it over to you?

Molly:
Yes, great, thank you Kara [?] very much. And of course, thank you to Dr. Smith and Van Houten for presenting for us today. And thanks to our attendees for joining us. And I'm going to go ahead and close out the session now. So take just a moment to fill out today's feedback survey and we appreciate you joining us. Have a good day.
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