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Molly:	All right and we are at the top of the hour, so at this time I would like to introduce our speakers. Speaking first we have Dr. Katherine Hoggatt. She is a CDA and Research Health Scientist at the Center for the Study for Healthcare Innovations, Implementation and Policy at the VA Greater Los Angeles Healthcare System. She’s also an Adjunct Assistant Professor of Epidemiology at UCLA. Her research interests include the improvement of care for women veterans and substance use disorders, the epidemiology of substance use disorder and related behavior and mental health conditions in military and veteran populations and the improvement of substance use disorder care measurement to enhance quality care and promote accountability. 

Joining her today we have Dr. Kimberly Hepner. She’s visiting us from RAND. She’s a Senior Behavioral Scientist and Licensed Clinical Psychologist, as I said, at the RAND Corporation and Dr. Hepner’s research focuses on approaches to assess and improve quality of care for mental health and substance use problems and she has extensive expertise in assessing quality of care for veterans, service members, and their families, so we are grateful for both of them joining us today. Dr. Hoggatt, are you ready to share your screen? I should probably un-mute you both so you can speak. There we go. Are you ready? Okay – you’ve got that pop-up now. 

Dr. Katherine Hoggatt:	All right – so it should be broadcasting my screen.

Molly:	Mm-hmm.

Dr. Katherine Hoggatt:	Okay, great. So, should I just get underway then?

Molly:	Yeah.

Dr. Katherine Hoggatt:	Okay, great. Welcome, everyone. Today, as Molly mentioned, we’re going to be talking about some results from the RAND/VA AQUAL study. In addition, partway through this hour we’re going to pivot to talk some about the lessons learned on VA/non-VA collaboration as part of the career development award experience. When we get ready to make that pivot we’re going to take questions and we’ll also alert anyone who’s watching the cyber seminar, so if the CDA part is not of interest you’ll be able to ring off at that time.

I wanted to acknowledge upfront our funding on this project, which came from NIAAA. In addition, this work was supported by my career development award listed there and also by the local coin here in Los Angeles, our CSHIIP. I’d like to acknowledge the collaborators on this project, including VA’s own Dan Kivlahan, some local collaborators Susan Rosenbluth and Lisa Altman, and most of all to the AQUAL study participants, without whom we would not be able to do this work and who were very generous in giving their time to completing patient surveys as part of this work. All right – I think we’re ready for the poll.

Molly:	Okay, thank you. So far attendees, as you can see on your screen you do have the poll question here. We’d like to get an idea of who’s joining us, so please indicate your primary role in VA. We understand that many of you hold many different hats within the VA, so we’d like to get your primary role and those answer options are: CDA, clinician, researcher, other, and non-VA. If you are selecting other feel free to type your exact job title into the question section so that we have that on record or you can always wait until the feedback survey at the end of the session. There’s a more extensive list there to choose from.

It looks like we’ve got a nice, responsive audience. 80 percent replied, so I’m going to go ahead and share those poll results. We have six percent CDA’s joining us, 25 percent clinicians, 31 percent researcher, and 31 percent other, and six percent non-VA. Thank you to those respondents and I’ll turn it back to you know, Katherine.

Dr. Katherine Hoggatt:	Great, thank you. All right – to give a little bit of background and to frame our discussion for today, we’re going to be talking today about the development and evaluation of quality measures for the treatment of alcohol-related misuse and alcohol use disorder. To give you some background we’re going to talk briefly about unhealthy alcohol use assessment and treatment in the VA. We’re going to give you some background on alcohol quality measurement and the motivation for designing the AQUAL study. Dr. Hepner, Kim, and I are both going to present some preliminary findings from this research and then, as I mentioned before, we’re going to switch to talking a bit about non-VA collaboration as part of the CDA experience.

So, for those of you who may not be familiar with unhealthy alcohol use and its measurements, the diagram on this slide is intended to illustrate that unhealthy alcohol use actually reflects a range of behavior from drinking above recommended limits, which is sometimes called risky drinking, all the way to more severe alcohol abuse and alcohol dependence, which are collectively called Alcohol Use Disorder. The majority of patients with unhealthy alcohol use are not alcohol-dependent. Alcohol use has been associated with many direct harms due to either intoxication or the symptoms of physiological dependence as well as with social or physical health consequences.

Although a lot of the most severe harms are primarily found among patients with Alcohol Use Disorder, including more severe symptoms of dependence, because the majority of patients with unhealthy alcohol use are less severe, the majority of patients experiencing consequences will also be at the less-severe end of the spectrum.

So, the VA clinic has clinical practice guidelines for the treatment of alcohol misuse in VA. The guidelines cover treatment that’s appropriate in both primary and specialty care settings. As some of you know, these guidelines have recently been revised and those are available for download. VA uses quality measures to track the delivery of alcohol-related care and to ensure accountability for delivering this care to patients who need it. However, only a few of the measures used to track alcohol-related care have been evaluated for predictive validity, which is to say the ability for the quality measure to predict relevant patient outcomes like changes to drinking. 

So, it was this gap in the research on alcohol quality measures that the RAND/VA AQUAL study was designed and funded to address. I’m going to turn it over to Kim now to give some background and preliminary findings on the AQUAL study.

Dr. Kimberly Hepner:	Excellent. Thank you, Katherine. Can you hear me all okay? 

Dr. Katherine Hoggatt:	Yes.

Molly:	We can.

Dr. Kimberly Hepner:	Okay. Good morning, everyone. The AQUAL study, as Katherine mentioned, was funded by NIAAA and the goal really was to address this lack of available measures to assess quality of care for the full range of alcohol misuse. There are a few of what are often referred to as the Washington Circle measures that assess initiation and engagement, but that largely focuses on care for a specialty-care diagnosed population and there were really very few, and no validated, measures to assess the large proportion of patients that are seen in primary care that may not have a diagnosis. So, we really were interested in developing a broader spectrum of potential measures for unhealthy alcohol use which really focused on outpatient care and then across those primary and specialty care settings and to deem to evaluate these measures in terms of their ability to predict decreases in drinking, so their predictive validity. Next slide?

So, we don’t have too much time today to focus on this today, but here’s just a brief overview of the methods. We first facilitated an expert panel process to develop 25 quality measures to assess outpatient care for unhealthy alcohol use. These really covered screening, assessment, initial treatment in terms of offering different types of treatment that might be relevant to the patient, and then follow-up treatment. This process involves taking the VA DOD clinical practice guidelines for SUV’s to translate those into what we called measured concepts, which are really fairly simple statements about for a particular patient group what process of care should happen for that set of patients.

And then we pulled together our panel and they rated these measured concepts and we conducted a two-day panel meeting where we refined those measures and re-rated them. That resulted in this set of measures that we then applied in this study and tested. It was a fairly extensive process to move measures from measured concepts all the way to the detailed application of these measures involving specifications for a medical record review and all of the various administrative data codes that are involved. It’s a fairly detailed process. 

I would direct you if you’re interested to the Hepner et al and press which I’m happy to send to those if you email me afterwards, document our expert panel process and then also the thematic of all of this here is a tech manual with full technical specifications for the quality measures that we included. 

So, we then enrolled 919 patients across 11 greater Los Angeles VA medical centers and CBOCs and who screened positive for unhealthy alcohol use on this routine screen. So, the VA uses the AUDIT C in annually tracks and incentivizes that. The cutoff is five or greater. It is actually the same for men and women and so that was the primary enrollment criteria. Then we conducted a telephone interviews at baseline and at six months with these patients and we had fairly limited exclusion criteria. We wanted them to be client representative and so really the primary one to make note of is that the patients could have no alcohol use disorder diagnosis on their visits within 90 days before this positive screen. We’re really looking for patients who are started potentially a newly-identified new episode of treatment for their unhealthy alcohol use.

We had about a 54 percent response rate at baseline or engagement rate and then for those that we followed up with at six months, 82 percent. We then applied the quality measures based on administrative data and a medical record review and we described the quality of care on these quality measures and then we evaluated whether increased quality of care as described by these measures predicted decreases in drinking at six months’ follow-up. That was an analytic sample of 719. I should mention that we enrolled from 2013 to 2014 and that the care that we are assessing covers February, 2013 to July, 2014 so a bit of time has passed since then. 

Here is an overview of the patient characteristics. You’ll see predominantly male as we would expect in the VA, but it’s actually even higher than we might expect given that we used this AUDIT C cutoff of five or greater across both men and women as opposed to different cutoffs. That decision was made by the VA for more clinical simplicity. It’s also the point where follow-up intervention, like a brief intervention is incentivized for patients who screen positive.

I also want to highlight our outcomes at the bottom there. You’ll see percent heavy drinking days out of days available and mean drinks per week at both baseline and follow-up. I think what’s important to notice here is that there’s very little change over time from the baseline to six months for the group as a whole. Next slide?

I just wanted to briefly highlight the results on the quality measures. There are too many of those to present today, but just highlighting where there were particular strengths and where there was the worst performance, so these were the measures that had over 50 percent Pass Rate. You’ll see that the denominator here on this slide, which is the end is the number of applicable patients. So, 719 is the full group of patients receiving a brief intervention. It was recommended for everyone who screened positive, whereas some of the others that have lower denominators are focused on assessment. 

So for example on screening for depression, which was a particular strength that we identified, 93 percent of patients received the screen for depression among patients with high-risk alcohol use it was recommended, so not for everyone but for those who an eight or greater on the AUDIT C of the index visit or who had an alcohol use diagnosis show up within 30 days of their index visit. This is a subset of patients that we’ve identified as being more severe and we think that it’s important to screen for that concurring depression.

You’ll also see that brief intervention was an area of strength. This was a measure that the VA tracks as well. We coded this with medical record reviews looking for elements of brief intervention including advice and feedback about their drinking. It including housing services receipts just to highlight – you’ll see that low end there – one of the challenges in doing this kind of work to describe quality of care and then evaluate these quality measures, is that you’ll see that the denominators for the applicable subgroup of patients is bouncing around quite a lot. So even though we have a population of 719 patients here that we are characterizing their care, we only had seven people for whom the medical record review indicated that they should receive housing services and then we’re looking to see if they actually received those housing services.

So, actually we’ll pull this out and not report this in the manuscript but I just wanted to show this here today to illustrate some of the power issues that can come up as you evaluate these kinds of quality measures. Next slide?

And now just to highlight the lowest areas of performance; the common theme here that we see in these measures is that several of them have to do with downstream treatment for a diagnosed population. So, four of the six of these are for a sub-population of patients who have an AUD diagnosis; their referrals to community support or AA; offering pharmacotherapy and actually receiving pharmacotherapy and treatment initiation, which is receiving at least one visit within 14 days after they received that diagnosis. These are all on the lower side in terms of performance. We also saw in terms or re-assessing alcohol use that that was nearly 23 percent but certainly could improve. Next slide?
Now we get to the model results: we fit regression models looking to see how overall care – which was the composite of all of the quality measures that applied to that particular patient – and then a two-composite model which separated the assessment quality measures from the treatment indicators to look at the relative contribution in predicting decreases in drinking outcomes that those might have. 

We looked at two different outcomes that I had mentioned earlier in terms of percent of heavy drinking days to days available and mean drinks per week and we adjusted all of the models for baseline characteristics and severity. The bottom line here after several models run is that really none of the models show that increase receipt of recommended care was associated with reductions in drinking, so a bit of a disappointing result there. Next slide?

Just to provide a summary – and these are preliminary results, so we’re still working through these – but, this study represents one of the most comprehensive efforts to develop and evaluate several process-based and quality measures for unhealthy alcohol use. Unfortunately, despite the breadth of the care that we characterize for these patients higher quality of care was not associated with decreases in drinking six months later. For us this raises real questions about a couple of issues. The first is the validity of the quality measures that we are using. The quality measures that we evaluated in this study, some of which are being used by the VA, raise questions about whether we’re accurately capturing what we want to capture as we track these aspects of quality and potentially the need to do better there in terms of improving our measurement strategy. 

Secondly it also raises questions about the effectiveness and intensity of what we’re able to do for these patients or what we are doing for these patients with unhealthy alcohol use. It may in fact be that we did accurately capture the care that was delivered, but it wasn’t enough. So that could suggest then better interventions are needed for these patients in order to decrease their unhealthy alcohol use. We’ll stop there.

Molly:	Thank you. Give me just one second while I get Dr. Hoggatt un-muted. There we go.

Dr. Katherine Hoggatt:	Great – so just a reminder for people who may have joined us late; we’re spending the first part of this cyber seminar talking about results from the AQual study and we’re going to take some questions at the end of my next presentation. Then we’re going to switch to talking a bit about the CDA experience with non-VA collaboration. So that may not be of interest to everyone who’s on the call. For anyone who is not involved with the career development award program or is not interested, please feel free to ring off at that point.

All right – so moving on to the next set of results: another analysis that we did with the AQual data was to evaluate the concordance between medical record documentation of alcohol brief intervention, which Kim has already mentioned, and then patient-reported receipt of brief intervention. So the key contrast in what we’re going to be talking about coming up is between documentation of brief intervention in the electronic health record versus patient-reported receipt of brief intervention on a patient survey.

As many of you know, the VA has annual alcohol screening that’s supported with the clinical reminder tool. The recommended follow-up for a positive alcohol screen is a brief intervention. For patients who have more severe alcohol misuse sometimes it’s referral to treatment, so the SBIRT acronym up there refers to Screening Brief Intervention and Referral Treatment. We’re focusing on the brief intervention part of that. To track delivery of BI, VA has implemented a quality measure that tracks the proportion of patients who screen positive for alcohol misuse, who have documentation of brief intervention in their medical charts. The quality measure for brief intervention is currently populated using medical record review data from the VA external peer review program. This is manual chart-review data that is collected by a contractor. It is very expensive and labor-intensive to collect these data, which reflects the importance that VA puts on tracking the delivery of this preventive health practice.

However, recent evaluations that some of you may have read looking at whether brief intervention as implemented is associated with changes to drinking have raised some real questions about whether the positive results for brief intervention that were seen in clinical trials actually translate into screening and brief intervention when it’s implemented as part of clinical practice in a real healthcare system.

For those of you who may not be familiar with the instrument that most providers use to screen for alcohol misuse, it is the AUDIT C. The AUDIT C is a three-question screen. I have the three questions up here on this slide. This helps identify patients with alcohol misuse. The AUDIT C comes from WHO’s audit instrument. It’s the first three questions, and you’ll note that the AUDIT C assesses only alcohol consumption but not consequences of drinking and not symptoms of dependence. The AUDIT C is scored on a scale of zero to 12 points, where zero reflects no alcohol use in the past year. Generally speaking the higher the AUDIT C score the more likely it is that the patient’s drinking is affecting his or her health and safety. Within VA brief intervention is incentivized and tracked for patients who screen positive at a score of five or greater on the AUDIT C. 

As mentioned previously, VA’s annual alcohol screening and brief intervention is supported by a clinical reminder that guides providers through the screening and brief intervention process. Completing this clinical reminder will result in structured texts that have called a health factor being dropped into the electronic health record. Those data are at least in theory accessible from CDW. However, completing the clinical reminder also results in clips of standardized texts being dropped or added to the progress notes in the electronic health record. It’s in these progress notes that we typically go to look for evidence that brief intervention was delivered.

Delivery of brief intervention is tracked through the EPRP-based measure. Although most patients who screen positive for alcohol misuse do have documentation of brief intervention, the quality measure is only as good as the brief intervention documentation in the electronic health record. In addition, the documentation the medical record indicates whether or not someone received a brief intervention as part of their clinical care, but it does not say anything about the quality or the intensity of the brief intervention that was delivered, or whether the brief intervention that was delivered was consistent with guidelines on how it should be delivered. That gap in quality may be one of the reasons that we aren’t consistently seeing the association between documentation of brief intervention and patient outcomes that we would expect based on the clinical trials.

An alternative to medical record-based quality measures is that some have suggested using patient-reported receipt of brief intervention possibly as a way to better-reflect the quality or the “stickiness” of the brief intervention being delivered. However, the added value of patient-reported BI is still unclear. There is only one study to our knowledge that has evaluated directly the concordance between documented brief intervention and patient-reported brief intervention.
So, the objectives for this analysis were to assess the concordance between documented and patient-reported BI and to examine the patient characteristics associated with concordance, documentation, and patient report.

This analysis used data from the baseline patient survey that was conducted as part of the AQual study. To be included, patients had to be engaged in care at a Greater Los Angeles VA facility. They had to recently screen positive for alcohol misuse in a primary care clinic. We made some exclusions: we excluded any patients who were less than 18 years old, had no valid telephone number, had a diagnosis of Alcohol Use Disorder in the past three months, had a diagnosis of cognitive impairment, or for this analysis, who had an interview date before or more than 30 days after the date of documented BI. That restriction was put into place to ensure that when patients were reporting brief intervention it was over the same period of time that we were looking at their medical records for documentation of brief intervention.

Because guideline-concordant brief intervention requires documentation of both advice and feedback about drinking we operationally define documentation of brief intervention as any documentation of advice on safe limits or advice to reduce or abstain from drinking. Patient-reported brief intervention was defined as a report of receipt of advice to drink less or to abstain from drinking in the past three days. Those definitions mapped to what was used in the one previous study looking at concordance between documentation and patient-reported BI.

The patient characteristics that we examined as being associated with concordance, documentation, or patient report are listed on this slide. All of the characteristics with the exception of AUD diagnoses were obtained through the patient survey. AUD diagnosis was obtained from MEDSAS [PH] and CDW data, which reflects the diagnoses that were put into the electronic health records.

The analysis that I’m going to present is very simple. We computed concordance statistics and then we tested for differences in the distribution of patient characteristics between groups of patients with either concordant or discordant BI, documented or no-documented BI, and reported or no-patient reported receipt of BI. This slide, I think presents the most important take-home message. In the table what you see are the counts and the percentages for the joint distribution of documented brief intervention and patient-reported brief intervention. So, out of the total of 667 patients who were included in this analysis 585 or 88 percent had documentation of brief intervention in the medical record. Out of that same 667, 415 or 62 percent reported having received advice about their drinking, which again was our operational definition of BI, in the past 30 days.

Even though the simple percent agreement, which is the count of the percentage on that main diagonal – in other words, people who were yes/yes or no/no for brief intervention – was 64 percent. The agreement accounting for chance was not good. The Kappa was only .14 and the Phi coefficient was only .18. We also, in trying to understand that result a little bit better, one of the things that we examined was the conditional distribution of documented BI and the conditional distribution of reported BI. So, when we examined only those patients who had reported receiving BI in the past month, we found that 92 percent of them had documentation of brief intervention in their medical record, so almost everyone who reported receiving brief intervention had a concurring documentation in their medical record.

However, among patients who had documentation in the medical record, only about two-thirds reported receiving brief intervention in the past 30 days, so there was a bit of a discrepancy there. 

In examining the characteristics that were associated with concordant versus discordant measures of brief intervention you can see up top some of the demographic characteristics that were associated with concordant versus discordant results. Those percentages reflect the percentage of patients in that co-variant category out of those who were concordant in red or discordant in blue. So, among patients with concordant reports of brief intervention, 68 percent had at least some college education whereas among patients with discordant results about 74 percent had at least some college. That gives you an idea of how to read these other percentages.

In addition to the characteristics I’m showing up in the bullet points, we found that concordance was also positively associated with more severe, unhealthy alcohol use, with more or more severe drinking consequences, with patients’ readiness to change their alcohol use and their drinking; concordance associated with worse mental health and physical health functioning – however it was not associated with age, gender, race, ethnicity, marital status, employment, or drug use in the past month.

When we examined the characteristics of patients with and without documentation, again we saw some differences with demographics. As with the results from concordance on the previous slide, we found that documentation was associated with more severe unhealthy alcohol use, worse drinking consequences, greater readiness to change, worse mental health functioning, and also probable depression or anxiety. It was not, however associated with either physical functioning or drug use.

I contrast that with what we found when we examined the characteristics of patients who did or did not report receiving brief intervention in the past month. Again, we saw associations with age and some other demographics, however in contrast to what we saw for documentation of brief intervention here physical health functioning was associated with patient report of brief intervention and notably patient-reported use of non-alcohol illicit drugs or illegal drugs in the past month was associated with increased patient report of brief intervention in the past month.

To summarize what we saw, our analysis revealed that although the simple agreement between documented and reported BI was about 64 percent the concordance accounting for chance agreement was not high. We found that concordance was positively associated with the severity of unhealthy alcohol use, worse drinking consequences, greater readiness to change, and worse functioning. This is maybe not surprising because many of these factors are thought to be related to more severe alcohol misuse and patients who have more severe alcohol misuse may be more likely to disclose their drinking and to have their drinking identified. Though almost all patients who reported receiving BI had concurring documentation in their medical chart, the converse was not true. Only about two-thirds of patients who had documented brief intervention reported having received it.

There are some important strengths and limitations to this analysis that are listed here. As with any survey the response rate and quality of information is a concern. Although we did evaluate systematic differences in responders and did not find strong evidence of systematic differences between responders and non-responders, we also use validated measures for the patient characteristics and a relatively short timeframe to assess documented and reported brief intervention.

We focused on a single healthcare system, which may limit the generalized ability of our results, but it did have the benefit that within a single healthcare system the documentation of brief intervention is expected to be more uniform. So we did not have to account for differences in the implementation of the clinical reminder across healthcare systems. That’s an issue that does come up in other nationwide studies of alcohol screening and brief intervention.

In conclusion, most patients apparently received brief intervention at least from what we can tell in medical record documentation, but many did not recall or did not report having received it. The reasons for the lack of concordance aren’t clear, but it does raise some interesting questions such as whether patient-reported brief intervention may reflect in part the quality or intensity of brief intervention being delivered and that’s not reflected in our brief intervention quality measure. We also have planned follow-up analyses to examine whether patient-reported brief intervention, unlike documented brief intervention is associated with drinking outcomes at follow-up.

So, we’re about to make that pivot that I mentioned at the top of the call. Before we move on to talking about non-VA collaboration as part of the CDA I was hoping to take any questions.

Molly:	Absolutely – thank you. We do have pending questions. I know a lot of you joined after the top of the hour, so if you have any questions you want to get in now, just go to the question section on your control panel, click the plus sign next to the word questions; that will expand the dialog box and you can type them in there.

The first one came in when Dr. Hepner was speaking: could it be that the six months are key, say the end of the program was at a holiday where there is more drinking?

Dr. Kimberly Hepner:	Well, actually we had a rolling enrollment that covered a year, so they were – the index gate where they screened positive – covered February, 2013 to January, 2014 and from that point where they screened positive that was considered their index date or baseline point where we assess their drinking just shortly thereafter. And then we assess the six months of care that happened after that index gate and then checked on their drinking again at the end of that six months. And so it really is rolling so I don’t think that that’s a factor. One of the things that may be a factor is that the six months is just not a long-enough time to see decreases in drinking.

Molly:	Thank you for that reply. The next person writes: forgive me if you’ve already covered this. I did come in a little late. Is it possible that the difference between the patient reporting having received BI and the record having reported it; is it possible that patients drop out partway through or was that accounted for?

Dr. Katherine Hoggatt:	Whether patients dropped out partway through – well, the assessment of patient-reported brief intervention was done on the baseline survey. So, completing the baseline survey was one of the criteria for including them in this study so there wasn’t loss to follow-up or dropout that would have impacted that necessarily. 

Molly:	Thank you and that is the final pending question on that portion of the content, so we can go ahead and move forward to the next.
Dr. Katherine Hoggatt:	Great – and we have another poll question to kick off the next question.

Molly:	Excellent. 

Dr. Katherine Hoggatt:	So, for our attendees you do see the second poll question on your screen at this time. We’d like to get an idea if you’ve collaborated with non-VA researchers as part of your CDA. Please select one of the following options: yes, I have collaborated, but only before my CDA; yes, then it was planned as part of my CDA; yes, during my CDA time, but not as part of my CDA research; no, but I’m interested in doing so; or, I do not intend to pursue non-VA collaboration or I do not have a CDA. I had to truncate that last one a little bit.

Molly:	Okay – it looks like people are responding a little bit slower, but that’s okay. We know only a small portion of our respondents are CDAs. All right – let me go ahead and close that out and share those results. It looks like 11 percent reported yes, during their CDA but not as part of the CDA research. One-third of respondents said; no, but I’m interested in doing so; and 56 percent do not intend to pursue non-VA collaboration or do not have a CDA. Thank you for those responses, and I’ll turn it back over to you now.

Dr. Katherine Hoggatt:	Okay – let me just take back control of the screen. All right – so it sounds like for over half of you this next part of the conversation may not be directly relevant, but you might find it interesting or you might be able to engage in some Schauden Freud. I don’t know. I wanted to highlight some of the specific milestones as part of the AQual collaboration. The next few slides are really going to represent my personal experience and Kim’s personal experience with this collaboration. I think we’re going to speak briefly about some of the issues that came up and for any CDAs or potential CDAs who follow-up questions or want more details please don’t hesitate to contact us.

In the interest of time we have to keep this brief, but I think that we’re both very interested in helping people who are interested in having successful, non-VA collaboration, so we’re very happy to take questions.

I joined the team in 2012. This was close to the beginning of my career development award. At the time the AQual study had a VA PI who was a clinician. She was not primarily involved in research, so one of the reasons I came on board was to function as sort of a COO on the VA side, where I was doing a lot of day-to-day operations on the AQual data collection. I was managing the VA team on behalf of the clinician who was the VA PI. The idea in my joining this project was not only that I would be able to collaborate and learn from measurement experts at RAND – although that was the primary motivation – it was also that I could contribute my sweat equity as a CDA in exchange for a sort of apprenticeship to a very experienced PI and access to AQual for data for writing papers down the road.

Some of the issues that came up, some of the highlights: because this was an NIH-funded study we had to run the VA funding through our local VA non-profit. So this ended up adding additional administration and bureaucracy on top of the VA bureaucracy that you face with any VA project. I’m sorry; I’m not sure why that happened. And in addition to the oversights on behalf of the NIH and that was dealing with that administration and bureaucracy was an ongoing challenge because the needs of the non-profit did not always exactly reflect either the needs of VA or RAND.
We had another stakeholder to work with on that. Working through the VA non-profit was; it should have given us some flexibility when it came to staffing, but in order to work on the VA side we still needed staffers without compensation or a walk appointment and it took us months to get people cleared through that process. So we gained some flexibility in staffing, but we didn’t gain a lot of flexibility in our timeline for bringing people on board. That was an ongoing struggle and I know a lot of people in the field face that.

For the patient survey, partway through the project we ended up having to change survey vendors. We had initially gone with a reliable vendor and there were problems as part of putting the patient survey into the field that led us to search for and find another survey research vendor; this time a firm that was local here in Los Angeles, which made it easier for us to do training and oversight because they were local. We also, around the time that we changed survey vendors, had to make some modifications to the survey instrument which meant going back to the IRB, and again this added to the timeline for data collection. 

I think that our work with the second survey vendor actually ended up being an example of a good partnership not only for the AQual study, but for other subsequent studies that have been conducted both here at Greater Los Angeles and at RAND, so I think a lot of the work that we did to foster that partnership and that relationship has paid dividends even for other projects. Admittedly it took a lot of effort on our part, but I think that really yielded some good success.

Data access: VDW to Vinci [PH] to CDW – so, over the course of this project we have obtained patient data initially from the Vision [PH] data warehouse because at the time CDW wasn’t online; two, medical SaaS data sets obtained with the help of a Vinci data provisioner; finally to CDW data that are being pulled on our behalf by a Vinci programmer. The project had to be updated to reflect these different changes in data sources and data provisioning. When we moved from getting data from VDW to Vinci in particular we needed to explain this to local regulatory authorities which again added delays to our data collection.

Remaining in compliance with the data access protocol is an ongoing challenge. Ours was a very complicated study with a lot of very specific details to our protocol that we had to be mindful of. Staying on top of all of those very specific details was an ongoing struggle for all of us on the VA side. Partway through this project VA Greater Los Angeles had a visit from ORO, which is the Office of Research Oversight, and as a consequence we had to go back to a lot of our study documents and revisit what our data access approvals and the different processes that we were approved to engage in. When we went back and looked of course we found some wording that seemed to be inconsistent with our current protocol. We had to go back to the IRB to inform them of that, which again led to some delays.

Coming to the IRB: at Greater Los Angeles I think we’re very fortunate to have a good relationship with the IRB coordinators and in particular the lead of our IRB coordinators. I think that they genuinely try to be genuine research partners. They’re not an authority that looks to smack you on the hand for getting out of compliance. They’re really trying to work with us to make this project a success.

That said we did face some IRB challenges. One of the particular issues that arose was that because we were administering the PHQ9, which assesses among other things thoughts of self-harm, we needed to have an emergency protocol in place for any patients who responded affirmatively to some of the questions on the PHQ9 or who spontaneously disclosed intentions for self-harm or to harm others. We had initially implemented that using local clinicians who were on-call during the time we were doing the patient survey. That ended up not being logistically a very feasible way of handling an emergency protocol because it required us having staff people essentially on-call during nights and weekends.

So instead we ended up partnering with the Veterans’ Crisis Line to have an emergency protocol that basically involved a hand-off to Veterans’ Crisis Line operators and that met with a lot of success. This is now a standard emergency protocol that’s used by other surveys at the center. So again, the work that we put in ended up paying dividends for other researchers locally. 

For the medical record review: the medical record review we had initially intended to make use of some natural language processing tools, but in the end we did sort of a search-assisted manual chart review. This reflected in part the fact that the natural language processing tools that exist were not quite evolved to the point where we could deploy them for this study, which was why we ended up doing more manual chart review. As we found in the course of collecting these data, data and CDW do change. As a consequence there is a lot of responsibility on the part of the research team to ensure the data quality completeness and the agreement between the abstractors who are collecting the data out of the medical chart. So, even though we had hoped to gain efficiency and control our costs through the use of NLP, the fact that in the end we did still have to do manual medical record review resulted in a challenging, labor-intensive, time-consuming, and expensive process.

My personal opinion is that right now with the exception of certain very special applications NLP is not a replacement for manual chart review even if you’re getting the chart data from CDW. Chances are you still need someone with expertise going in there and reading through passages in the medical record to determine whether or not patients have certain types of care documented. Before I move on to the next slide, which is really about my experience I wanted to see, Kim, if you had any thoughts to add.

Dr. Kimberly Hepner:	No, that’s a good summary of our challenges.

Dr. Katherine Hoggatt:	This is the tip of the iceberg of the challenges, so for those of you who are interested get in touch and you can hear the real deal, the inside scoop. So, what did I get out of the AQual collaboration? First of all, so much; it was a lot of hard work on my part and it was a lot of hard work I think on part of my RAND collaborators and particularly Kim to keep this very complicated project and collaboration going. From my point of view as someone who now has funding for my first merit review project – which is going to help me transition off the CDA – I am so grateful that I essentially served a PI apprenticeship to Kim as part of this project.

I functioned as the site lead on a very complex project with multiple different types of data collection and multiple waves of survey data. I had to negotiate budgets. I had to work with the survey vendor. I had to manage our team on the VA side all for a project on which I was not the official PI. So in some ways I was getting the best hands-on training you could ask for while it was still up to Kim to keep everything going on on-track. So in that sense, I felt like I had a great opportunity to learn about the ins and outs of practical PI-ship, where essentially you’re functioning as the leader of a team and the leader of a project while at the same time not having all of the difficult choices and difficult management fall on my shoulders.
So, that was invaluable. I was able to have a deeper collaboration with non-VA partners and subject matter experts. Many of the members of our team are leading authorities on alcohol-related treatment and alcohol treatment quality measurement. Those are just valuable collaborations and relationships to have in general. And then of course papers, which are kind of the final measure of productivity and those are the things that make it onto the CV, but what I hope that I’m communicating is that the things that don’t go on the CV are often the most valuable parts of the collaboration. No matter what comes out with the papers I think it’s those experiences that really are what I’m going to take away from having worked on this as part of my CDA.

Making this collaboration a success I think required a lot of work from all members involved. Some of the things that I learned as part of this process are that you really need to set expectations as a CDA working on a non-CDA, non-VA project. You have to set expectations up front. During different points in my work on this project I think that I had some uncertainty about whether my role was more one of co-investigator, staffer, or project leader or mentee. I think that the role that I was probably serving did change over time. I think having conversations upfront to set some of the parameters are important and then building trust with your non-VA collaborators so that adjustments can be made if necessary is really critically important.

Be aware that if you work with non-VA partners there will be differences in culture. Luckily Kim has worked at the VA and there were members of our team that had worked at the VA, so there was some cross-cultural communication that we did. However, RAND is a very, very different type of institution with different staffing models. They are much more agile when it comes to hiring and staffing, but they’re endlessly accountable for time spent on specific projects in a different way than VA analysts typically are.

In addition there’s a very different regulatory environment for VA versus RAND, so for example the Office of Research Oversight visit that I mentioned, that was a huge concern on the VA side. On the RAND side there were different levels of regulatory scrutiny. Challenges happen, and one thing that I took away from this experience is that how you handle the challenges that arise is probably more important that the solution to any specific problem because you don’t solve problems only to have them go away for the duration of the project, Problems tend to recur. Figuring out a way to work through that as a team I think is one of the key challenges and one of the key elements to making this collaboration a success.

You absolutely have to build trust among your team members. I think you need to promote a culture where people can put their hands up if they see an issue or a problem without inadvertently fostering a culture of Gotcha, where people who raise these issues get blamed for the fact that problems arise. Developing some good judgment and maturity around that I think has definitely been part of this process.

Resilience on the part of the PI and investigators is so key. We had so many challenges over the course of this project. I have to give a lot of credit to our leader, Kim who kept the project moving forward despite setbacks that would have left lesser PIs probably curled up in a fetal ball, but we persevered. We got through it and we’re now coming to the tail end of what has been a successful project. Begin resilient, facing challenges, not getting discouraged was all part of that. 

I think it’s important to talk about norms around communication and conflict resolution and to talk about expectations when you’re in meetings talking about who the decision maker is, and to have a lot of communication about communication. Some people I think are more comfortable with this than others. I think that I may have been a bit less comfortable when I started and I became more comfortable with it, but sometimes those uncomfortable conversations are not only necessary but they can actually lead to stronger team unity if you’re able to work through them as a team.

If I haven’t said the word team enough let me say it one more time: it does take a team. Effective communication between the CDA, non-CDA, investigators, your CDA mentors, and your leadership if you’re affiliated with a center of innovation like I am is all critical. You need buy-in from all of these different stakeholders to ensure that a collaboration with non-VA investigators as part of your CDA goes off successfully. I call it the Care and Feeding of Collaborators, and of course sometimes we mean that literally. We had a chance to get together in more social settings which I think really helped us develop and grow as a team.

In addition I think it’s about checking in and making sure that you’re catching problems a very early stage, you’re fostering communication so that people who are working on different aspects of the project understand what’s going on and what the priorities are, and also just that you’re checking in. People’s work lives are just a fraction of where they spend the rest of their time as we all know. How you’re working with a particular member of your study team on a given day is a function not only of where you’re coming from and what the project is doing, but everything else that’s going on in their lives. 

VA people and I think RAND people are often split across multiple projects, so keeping people up to speed on what’s happening on this single project is an ongoing challenge. Again, I think the best way to handle that is with regular communication, supportive communication, and I think that’s a competency that one can definitely build. I certainly know I did. So, we can have any other questions or discussion on the latter part of this, but while those are coming in I wanted to check in with Kim and see if she had anything else to add.

Dr. Kimberly Hepner:	Sure. Thank you, Katherine. That was a great summary and just from my perspective as the non-VA collaborator Katherine’s contribution to this project was really invaluable from RAND’s perspective and from my perspective. She really held this collaboration together, so it was really an incredible contribution to the project. Katherine highlighted some of the challenges along the way. I will say that we’re in our third no-cost extension for our NIAAA grant, so that gives you some idea of the length of time that this project has taken. What that actually allowed is for Katherine to really evolve in this role into now a great PI herself.

So I guess, Katherine you really framed some of our challenges as what we’ve learned and the benefits from them, so I think that’s certainly one of them as well that I really observed and appreciated.

Dr. Katherine Hoggatt:	Thanks – questions?

Molly:	Thank you. The first one; Katherine, you mentioned that Kimberly had worked at the VA prior and that helped a lot in the cross-cultural differences. Similarly, did you have anyone at your local VA or at a VA you had access to that also has affiliations with RAND and did you find that helpful or different from that side?

Dr. Katherine Hoggatt:	Yes, we do. There are a number of people at Greater Los Angeles that have joint appointments at RAND and that was enormously helpful because I wasn’t aware of how different the cultures were when I started. Being able to talk to people at the center who were able to give me some of the background even before I started on the project was very helpful. I think that in a lot of ways I’m envious about the agility that they have in terms of their staffing for sure. Working with RAND is just an amazing experience, but there is a learning curve there. I would say that for people who are looking to do this type of collaboration at your local sites definitely try and find other people that have worked with a non-VA partner so you can get a sense from others who have a foot in each world what some of those cross-cultural challenges are going to be.

Molly:	Thank you for that reply. That is the final pending question. Several people have written in saying thank you for presenting this. It’s been very helpful and they intend to share these slides with their colleagues. With that, do either of you have any concluding comments you’d like to make?

Dr. Katherine Hoggatt:	I’ll give a short one and then I’d like to give the final comment to Kim. Thank you guys, very much, for joining us – I know that there are a lot of people here locally that are traveling to D.C. and weren’t able to make this. So if you have colleagues that might be interested in either alcohol measurement or non-VA collaboration please pass this information along. Again, we are very happy to take any questions offline if you want to email us. Our contact information is here on this slide and then we also have some references and other resources relevant to the VA and addiction, et cetera. Thank you guys so much for joining us, and for a last word, Kim. 

Dr. Kimberly Hepner:	Thank you. We really appreciate your joining us today and for Katherine, who largely led this effort and whom I think is a good example of further collaboration. So Katherine, thank you.

Dr. Katherine Hoggatt:	Thanks, Kim. It has been an amazing journey. Someday I think that we have to sit down and really have a recap over probably drinks at a conference, but yeah.

Dr. Kimberly Hepner:	Thank you.

Molly:	Great – well thank you both for coming on and lending your expertise to the field and thank you to Barbara Elspass [PH] for the CDA enhancement initiative, who organizes this monthly cyber seminar, which happens the second Tuesday of each month at 1:00 p.m. Eastern, so keep an eye on your emails for those announcements. Thanks to our attendees for joining us. I’m going to close out the session now. For our attendees, please wait just a moment while the feedback survey populates on your screen and answer those few questions for us. It does help our presentations and our program as a whole.

Thank you once again everyone and this does conclude today’s HS90 cyber seminar. Have a great day.
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