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Heidi: Since we are just a little bit past the top of the hour here, I’m going to go ahead and introduce today’s presenters and then we can get things started.  Our presenters for today -  Dr. Evelyn Chang is a physician and investigator with the VA Greater Los Angeles Healthcare System and the HSR&D Center for the Study of Health Care Innovation and Implementation Policy, and an assistant professor Division of General Internal Medicine with the UCLA David Geffen School of Medicine.  She’s joined by Donna Zulman, MD, who is a staff physician with the Center for Innovation to Implementation VA Palo Alto, and an assistant professor Division of the Primary Care and Population Health with the Stanford University School of Medicine.  Evelyn and Donna can I turn things over to you?

Dr. Evelyn Chang: Thanks so much, Heidi.  We’re pleased to be here today to share the results of the PACT Intensive Management Demonstration on behalf of the PACT Intensive Management Demonstration Group.  The PACT Intensive Management Demonstration is a five-site quality improvement project funded by the office of Primary Care to improve outcomes for patients at the highest risk for hospitalizations in the VA.  Both Donna and I are members of the evaluation team that have had the privilege of evaluating the PACT Intensive Management Program or (PIM) for the past four years alongside the staff at these five demonstration sites: Atlanta, Cleveland, Milwaukee, Salisbury and San Francisco.  And we’re very fortunate today to also be joined by two of the PIM staff team co-leads: Melissa Klein at Cleveland, and also Nate Ewigman at San Francisco.  So, if you have any questions specifically about the clinical interventions they’ll be happy to answer any questions at the end of the presentation.  

Today we’re going to be sharing the rationale for the Office of Primary Care’s PACT Intensive Management Demonstration Program.  We’re going to describe the five PIM Programs and then we’re going to describe the 12-month outcomes; including the patient experience, PACT experience and cost and utilization.  And then we’re going to end with lessons learned and next steps for the PIM demonstration.  So first we wanted to start off with a poll question: What is your role in the VA?  Heidi?

Heidi: Yes, I’m just getting this pulled up, give me just a moment here.  So, our options here … and, for this here … please do select all that apply.  The options are: PACT staff, provider, nurse or clerk, non-PACT clinical staff, administrator, clinic manager, researcher or other.  And responses are coming in.  I’ll give everyone a few more moments to respond and we’ll close it out and go through the results.  And it looks like things are slowing down so I’m going to close this out.  What we are seeing is: 24 percent of the audience is PACT staff, provider, nurse, or clerk; 0 non-PACT clinical staff; 22 percent administrator or clinic manager; 32 percent researcher; and 27 percent other.  Thank you everyone.

Dr. Evelyn Chang: Thank you.  So, we want to start off sharing a clinical vignette from one of the PIM teams.  It will give you a flavor for what kind of patients that the PIM team consults with and also the kind of services that they offer.  So, Mr. A is a 65-year old Vietnam Veteran with a history of hypertension, chronic lower back, shoulder pain and polysubstance abuse who lives with his family.  He enrolled into the PIM program during a hospitalization with a new diagnosis of multiple myeloma.  His goal was to re-gain independent living within six months and to beat cancer.  The PIM team goals were to assist the patient with maintaining his sobriety, and adhering to the medication, and Hem/Onc treatment plan.  We’re going to come back to this clinical vignette in a bit.  I’m going to turn it over to Donna.

Dr. Donna Zulman: Hi everyone.  Thanks so much for having us here today.  So, the issue of how to best care for high-need patients is one that has drawn national attention in recent years with a number of high-profile papers in New England Journal and JAMA report from the National Academy of Medicine - describing the demand to transform care for this patient population.  On the next slide we’ll be showing trends for high-cost patients in the VA.  So within the VA we’ve found that 5 percent of patients account for nearly half of total VA cost.  Among those high-cost patients, two-thirds have chronic conditions affecting three or more body systems, creating demand for medical services and also increasing need for intensive care coordination. 

On the next slide we have some characteristics of those high-cost patients in the VA.  These high-cost patients sometimes referred to as high-utilizers or super-utilizers, or high-need patients typically have high rates of hospitalization and housing instability.  And, many do not have adequate social support to address their health and healthcare needs.   Next slide please.

Soin trying to address the needs of this population the VA has turned to innovative work that has been implemented around the country over the past decade.  Many of you may be familiar with Atul Gawande’s “Hot Spotters” article from the New Yorker in 2011 in which he profiled the work of Jeffrey Brenner in Camden, New Jersey.  Dr. Brenner pioneered the use of local data to identify high-cost patients and provide intensive outpatient care to reduce patients costs and improve the quality of their care.  Unlike the VA, however, the patients in Camden were generally not connected to primary care, so they were frequently using the emergency room for basic medical and social needs.  So that’s a different context than what we are dealing with in the VA, where patients are already tied into PACT and have access to a number of social services.  There have been a number of other programs that have been tested for patients who are frequently in the ED or hospital outside the VA, but the evidence about these programs is when the highest-cost or highest-utilizing patients are studied, many will experience decreases in utilization and cost over time, even without intensive intervention - making it difficult to interpret findings for programs that are studied without a control group.  And, as I said, another challenge for the VA in trying to interpret the evidence outside the VA is, most programs are not implemented in an integrated healthcare system with a medical home and social resources. So it’s not always clear whether the findings from these programs that have been tried outside the VA will transfer to the VA environment. 

So on the next slide we have another poll for you.  Before we continue we thought we’d hear from you, what your experience has been working with high-risk patients.  So, if you can please select all that apply.  You have experience with direct clinical care for high-risk patients.  Do you have a leadership role in programs for high-risk patients?  Have you done research involving high-risk patients?  Or, do you have other experience with high-risk patients?  Or no experience yet?

Heidi: The responses are coming in.  We’ll give everyone a few more moments to respond before we close it out. [Inaudible 0:08:51.3] It has slowed down so I’m going to close that out. Experience with leadership role [inaudible 0:08:58.0]; 28 percent research on high-risk patients; 13 percent [inaudible 0:9:09.0] other experience.

Dr. Evelyn Chang: Thanks so much Heidi.  In this patient [inaudible 0:9:14.3] through leadership, [inaudible 0:09:18.3] in the interest of those who haven’t had experience yet, so that you can also help with contributing to that research or clinical practice for these high-risk patients.  The VA already has the ability to predict Veterans risk for hospitalization. They have, actually, a risk algorithm [inaudible 0:10:05.1] called a CAN score.  And, many of you who are [inaudible 0:10:07.4] the bottom risk in percentiles.  So the patients with the highest [inaudible 0:10:13.7] risk for hospitalization. [Inaudible 0:10:21.2] very high risk for hospitalization.  And this risk algorithm works. 

What we’ve found, what the VA primary care services found, is that most of these high-risk patients with the high CAN scores are actually cared for in general PACT.  When you look at the pie chart here on the bottom right, the blue represents the patients who are cared for in PACT team.  Most patients, 82 percent are cared for in PACT; you have seven percent in Women’s Health-PACT, and only one percent in Geri-PACT, Homeless-PACT, and HBPC.  These patients who are at the highest risk for hospitalization or high-risk, require prompt, frequent, and comprehensive coordination.  And we know that even the highest performing [inaudible 0:11:14.9] PACT team can struggle when [inaudible 0:11:32.2] and primary care [inaudible 0:11:33.5] services to intensively [inaudible 0:11:44.9] managing these patients. 

VHA primary services goals for PIM include: Improving quality of life, [inaudible 0:11:56.3], wanting to reduce ER visits and urgent care utilization, [inaudible 0:12:04.5] in high-risk patients, [inaudible 0:12:05.0] and to improve provider satisfaction. 

[Audio cuts out 0:12:08.5-0:12:14.4] the competitive they selected; San Francisco VA and it’s two CBOCs, and one of its CBOCS, Salisbury VA, and also one of the Atlanta CBOCs, Ft. McPherson.  Not only were these five PIM teams geographically diverse, they were also very heterogeneous in their services, and were adjunct to PACT teams.  Whereas, the fifth one was a separate PACT team, which would mean that the patient would transfer in [inaudible 0:12:53.1] that specialize in high-risk or other adjunctive PACT teams.  Two of them are modeled after GRACE which is a collaborative care model for geriatric patients; it stands for the Geriatric Resources for Assessment and Care of Elders.  And that’s an evidence based model out of Indiana.  So, in San Francisco they’ve adapted the GRACE model and added more mental health resources.  In Atlanta, they also adapted the GRACE model and had more telehealth resources for disease management.  In Cleveland, they adapted their PIM model based on Camden, which is the model that Donna had mentioned earlier.  And, also Milwaukee, when they wanted to work on decreasing readmissions they adopted more of a Transitions in Care Model from [inaudible 0:13.56.1]. 

So, what did these PIM teams do?  They met regularly as an interdisciplinary care team and these care teams, usually nurse, [inaudible 0:14:11.3] using CAN scores per month they would notify PACT providers, triaged patients, and then finally engage the ones they had identified as being appropriate for the PIM to engage the patient.  So they would implement one of the PIM team members who would actually accompany the patient to a specialty care [inaudible 0:14:34.2] visit, or any other kind of visit which would help with care coordination.  They would also visit the patient.  [inaudible 0:14:51.8] They performed a number of care coordination activities including health coaching, [inaudible 0:14:54.1] they would communicate [inaudible 0:14:57.0] with other providers, or in the VA order transportation [inaudible 0:14:59.8] for appointments, assisted with medication refills [inaudible 0:15:.01.2], education, [inaudible 0:15.07.3] and working with them on adherence.  And, at least four sites included: Home visits [inaudible 0:15:25.8] which would help to gain patient’s trust [inaudible 0:15:34.5] purposes.  


[inaudible 0:15:40.7] We had to set up [inaudible 0:15:46.7] a rigorous evaluation design.  So we chose a randomized program evaluation design where the evaluation team provided lists within from the target PIM.  And, this is over the years 2014 to 2015.  We targeted patients with high CAN scores of greater than or equal to the 90th percentile and with a six-month history of ED visit or hospitalization in a VA setting.  Sites also had [inaudible 0:16:43.1]  patients or to the intensive outpatient management or to the PIM; and also 1102 to usual primary care or PACT.

We also had a PIM evaluation which included the following components: We assessed program activities and clinical outcomes, standardized templates.  We also assessed patients with a survey of patients in PIM and PACT [inaudible 0:17:21.5] and PACT team members who were in the survey team. 

We also [audio cuts out 0:17:24.7-17:59.2] the patients who were [inaudible 17:59.5] PIM and to the very right other patients who were assigned to PACT and there was no major [inaudible 0:18:12.6-0:18:25.1].  As you can see here most of the patients were male.  We actually oversampled for [no audio 0:18:29.3-0:18:42.7] because [inaudible 0:18:45.6-0:18:49.2] fastest growing population in the VA.  Generally, there were quite a few - almost 40 percent had [inaudible 0:19:10.1] hypertension, [inaudible 0:19:13.7-0:19:15.8]

The lessons learned by the PIM team was that not all [inaudible 0:19:18.7] high-risk patients need intensive management. [inaudible 19:22.2] Thirty-five percent of patients weren’t even contacted by the PIM team. [Inaudible 0:19:25.8] They were considered outside the eligibility area for home visits. The PIM team from working with these patients, [inaudible 0:19:39.6] or, some of the PIM teams felt that because they didn’t have good ambulatory care [inaudible 0:19:54.4] they didn’t want to focus their resources on the few patients. [Inaudible 0:20:14.1] feel like they [inaudible 0:20:16.4] and the patient list [inaudible 0:20:18.5], half of them [inaudible 0:20:18.8].

Back to the vignette on Mr. A.  Again, recalling he was newly diagnosed with multiple myeloma. So the nurse practitioner and social worker on this PIM team assisted with the patient’s discharge.   [inaudible 0:20:41.3-0:20:59.7] And, interventions also included co-attending specialty visits and providing support and education in the home, and [inaudible 0:21:07.3]over the telephone.   He continues to adhere to the HEM/Onc plan of care. [inaudible 0:21:08.0] His WBC count improved and he has been sober for six months. 

So, as you can tell, the [inaudible 0:21:26.7] and they report positive experiences of being in the PIM program.  “My health has [inaudible 0:21:32.5] gotten a little better since they took over because [Inaudible 0:21:35.9] they got me on the [inaudible 0:21:39.0] right medication, and they showed me the proper foods that I needed to eat for my diabetes.  They sat me down and clearly made everything so understandable… I never got that before.” [Inaudible 0:21:44.8] “I know I can count on them.  I  know I can call them if I ever have a problem or anything like that, and they have given me courtesy calls, and I like that too, just in case… We work well together.” [Inaudible 0:22:01.4] Donna?

Dr. Donna Zulman: Okay.  Thanks Evelyn.  So in order to obtain more information about how PIM influenced patient experience our team also conducted a patient survey in 2016.  We surveyed the high-risk patients assigned to PIM and those in the control group that were receiving PACT care.  We sent the survey by mail with follow up phone surveys for those who didn’t initially respond to the mailed survey.  We had a response rate of approximately 60 percent in both groups.  The primary outcomes we examined were patient satisfaction, [inaudible 0:22:35.7], patient experience, access, care coordination, and patient-centered care. 

So here you can see the PACT results [inaudible 0:22:52.0] in green.  In general, we saw [inaudible 0:22:55.3] unequivocally higher ratings for all measured among the patients in PIM.  Including ratings about getting needed services and getting them easily, having an easily accessible provider, feeling respected by providers, having a trusted provider, and getting [inaudible 0:23:20.5] help with [inaudible 0:23.22.2] a trusted provider. 

On the next slide, here you can see that in dark [inaudible 0:23:33.2] blue the survey [inaudible 0:23:39.5] for all the patients engaged, and the PIM in light blue, and the PACT in green. [inaudible 0:23:42.0-0:23.54.5] The differences between PIM and PACT were moderate [inaudible 0:23:55.7-0:24:04.6] and a trend towards improved patient-centered care among the PIM patients.  We talked about prescriptions.  And, on the next slide you can see similarly modest, nonsignificant ranking across all measures of care for chronic illness.  With a higher portion of PIM patients stating that they were always asked -  How visits with other doctors [inaudible 0:24:40.5] were going?  Told how visits with specialist helped with your treatments; referred to a dietician, health educator or counselor; encouraged to attend [inaudible 0:24:51.1] community programs; and contacted after a visit.   

So, [inaudible 0:24:57.6], back to you Evelyn.

Dr. Evelyn Chang: Thanks Donna.  [inaudible 0:25:04.7] We invited our primary care [inaudible 0:25:06.2] providers in Cleveland, Milwaukee, Salisbury and San Francisco. We invited them all at the VAMC, CBOC and ambulatory care centers.  They had to be attending level or they couldn’t be [inaudible 0:25:19.6] a resident or trainee.  And, they could also include providers and clinicians who were not exposed [inaudible 0:25:31.1] to PIM.  Wave 1 fielded 2014 to 2015 with a response rate of 45 percent; and the second wave [inaudible 0:25:49.3] fielded with a response rate of 34 percent.  So we actually learned a lot.  [Inaudible 0:26:01.8] Overall, I am satisfied with the help that I received to receive the care for my high-risk patients.  Most of them said that my job would be better if I had an interdisciplinary team to help care for my high-risk patients. 

Specifically, PACT staff, they needed a high level of assistance outside of PACT to manage patients with… these rather difficult patients, and they may seem very familiar to you if you’re in clinical practice now.  The top of the list were patients with chronic pain.  Next were patients with frequent walk-in visits, and then, also, poor self-management for problems, symptoms or illnesses.  Those with comorbid [inaudible 0:27:05.3] psychiatric disorder and medical conditions.  

Why do high-risk patients require so much time and resources from the PACT team?  Well, it’s not really because of the medical conditions.  Because, it’s something that generally, I think that  PACT teams are pretty good at doing already. They’re very well-versed with taking care of medical conditions… chronic medical conditions.  It’s the patients with psychosocial and behavioral issues and learning deficits which might make them a little bit more complex.  And, also the patients with a lot of specialists, a lot of chronic conditions, so that there’s more problems with coordination and communication. 

When we look at the outcomes for those in PIM versus not PIM we found that PACT providers were more satisfied with the help that they received for high-risk patients if they were at a site that [inaudible 0:28:00.1-0:28:13.7] offered PIM. [Inaudible 0:28:15.0]  The blue represents the providers who are at a PIM site.  The green are the providers who didn’t [inaudible 0:28:24.3] have a [inaudible 0:28:31.3] to work in PACT for the next two years.  Among all the patients, [inaudible 0:28:41.6] sorry… among all the PACT [inaudible 0:28:46.0] providers who were at the PIM sites they were generally more satisfied [inaudible 0:28:52.6] with the help [inaudible 0:28:58.7] received for high-risk patients.  And this was almost statistically significant [inaudible 0:29:08.3] with a level of .06 after adjusting for covariates.  And, when we [inaudible 0:29.21.6] understand Veterans in their community environments.  And what we have here [inaudible 0:29:28.2] because, pretty much, it is invariable to do things that tend to be involved.  

Top reasons for why PCPS wanted PIM involved Include the following. [inaudible 0:29:43.3].  And here is one of these [inaudible 0:29:48.3] where they have high no-show rates [Inaudible 0:29:51.2].  They or [inaudible 0:29:55.9] didn’t know what else was going on so they wanted a comprehensive assessment of medical and psychosocial needs, also, to assist with care planning.  They wanted help with the patients to self-manage and to do any lifestyle changes,   [inaudible 0:30:18.6] and for illnesses.  And sometimes, they just wanted help when they didn’t think appropriate [inaudible 0:30:24.2]care was being given, abuse by the caregiver, hoarding, fall risk, difficult personality, transportation resources, driving safety, cognitive screening, anger and pain management, and lastly transgender resource. 

And finally in terms of the results that we’ll be sharing today we’re going to share about cost and utilization analyses.  We did an intent-to-treat analysis using differences-in-differences comparing [inaudible 0:30:58.4] to the 12-months following the randomized [inaudible 0:31:03.1] assignment.  When we look at hospitalizations, ER visits, and outpatient visits by type, as well as VA costs [inaudible 0:31:34.4].  And then, we used Ordinary Least Squares for regression [inaudible 0:31:38.4].  See the patients who are in [inaudible 0:31:43.0] PIM.  You see  [inaudible 0:31:49.7] there is a decrease in hospitalizations and [inaudible 0:31:54.2] maybe, look again, [inaudible 0:31:56.9] PACT [inaudible 0:31:57.4] while increasing [inaudible 0:32:02.1] significant those in PACTs.  Made no [inaudible 0:32:07.8] overall difference in total costs. [Inaudible 0:32:14.3] The PIM [inaudible 0:32:17.3] and I’m going to turn it over to Donna for a bit more discussion. 

Dr. Donna Zulman: So, one question that commonly comes up is why the program did not have a bigger impact on cost, when we did see the benefits to patients when we talked to the patients themselves and the PACT team.  So there are a couple of reasons that might explain this.  One is that the evaluation was limited to one year and it’s the first year after the program was implemented.  The benefits of intensive management may require more time.  So for example to build trust with patients, change their behavior in chronic condition management, and decrease complication rates.  All of those things take quite a bit of time, and we may not manifest as cost changes until well after a year.  In addition, the program may have been effective for certain patients, but the selection process for this demonstration program included a fair number of patients who didn’t really need the program or didn’t benefit, many didn’t engage in the program. Others engaged but didn’t really have modifiable issues for the program to work on.  So, for some patients, at the same time the program may have… may not have benefitted them.  For others, it may have actually led to an increase in utilization.  Particularly as the PIM team started addressing previously unmet needs. The PIM team may also have led patients to seek care within the VA.  For example, If they were previously getting care from non-VA providers, but now had access to the terrific multi-disciplinary teams, that might increase the likelihood of the patient coming to the VA for specialty services or hospitalization.  That also could look like an increase in cost for patients in PIM where it’s actually a shift of care from outside VA to inside VA.  And, finally, this was the first year of PIM’s existence and the programs may not have had all of the… may have not been fully staffed or had the ideal staffing to meet patient’s needs in that first year.  So, as the programs mature we might find greater impact on certain acute care outcomes and costs. 

On the next slide, we just described some of the other lessons learned from this demonstration program in terms of key PIM features.  Many of these come from in depth discussions with the team, and observations about how the programs have evolved and converged over time.  So, first, one thing that we heard from the teams was that it’s very beneficial to include both a social worker and a mental health provider given the high demand for these services among these high-risk patients.  The team should meet at least weekly to discuss high-risk patients and their treatment program.  The team found that it was critical to do a comprehensive assessment of patients that included an evaluation of their goals and their needs across physical, psychological and social domains.  And finally, both advanced care planning and care giving education and support were central to the team’s activities to provide holistic care for patients. 

 So finally some lessons learned from this overall demonstration program and evaluation effort.  We found that a rigorous evaluation has been critical.  Without the control groups we would have observed a pretty dramatic drop in emergency room visits, and could have mistakenly attributed this to the program.  But, as it turns out, the high-risk patient’s impact also increase experience decreases in emergency department visits.  And that may speak to the effectiveness of PACT already in addressing many of these patient’s needs.  So, having that comparison group was really important for us in really understanding what was happening with this high-risk population over time.  We also found that implementing intensive management programs take time.  So, hiring and training the staff, refining the programs, building relationships with primary care providers and specialists, and the PACT teams, engaging patients and building trust.  This doesn’t occur overnight, and it requires intensive, long-term commitments from very dedicated front-line staff.  We also saw that a one-size-fits-all approach to high-risk patients is likely to be ineffective.  This is a very heterogeneous patient population and the program needs to be nimble in assessing and meeting patient needs; not every patient will benefit.  One conclusion we came to after the first year and with a lot of input from the PIM teams, the PACT teams and facility leadership was that provider referral could be very helpful in identifying patients who are most likely to benefit from PIM.  That’s something we plan to explore in the next phase of this demonstration program.  And then finally, with such a complex intervention, iterative improvement and evaluation are really key to the design process.  So we’re thankful to VA leadership and our operations partners to have supported this long-term commitment to trying to figure out the right model of care for VA high-risk patients.  Turn it back over to you Evelyn.

Dr. Evelyn Chang: Thanks Donna.  So, just in summary of our presentation today, the PACT Intensive Management initiative is an opportunity for the VA to learn about how to better manage high-needs, high-cost patients as a learning healthcare organization.  And, these five demonstration sites have developed innovate care coordination strategies and have served as an expert resource to their PACT teams.  So, we found that the patients and PACT teams have appreciated the help that PIM teams offer and that the PIM program has actually paid for itself. 

Because of these lessons that we’ve learned, they actually have had a big impact on the future of the PIM demonstration.  We call it PIM 2.0.  We’ve actually moved now from such a heterogeneous five-site model to a more standardized model, which consists of now, it’s going to be a referral program of these five demonstration sites.  So, if you are at one of these five demonstration sites you now have the ability to refer any of your high-risk patients on your patient panel up to September 2018.  The standardized model also consists of an interdisciplinary team with a physician lead, nurse, social worker and mental health provider.  Because, as Donna was saying we found that having both a social worker and mental health provider was critical to really help the patients with their psychosocial needs.  Also, we found that it would be valuable to have them be an adjunct to PACT model, rather than a stand-alone PACT model.  This would mean that the PIM teams actually collaborate with PACT teams to help them care for their high-risk patients, and they would also be helping them to perform population-level intervention and PACT-level intervention.  We also anticipate that the PIM teams will be developing tools to assist PACT teams in caring for their high-risk patients which will be released on 2019.  And, we hope we’ll be on a centralized SharePoint so that all PACT teams will have access to this and we’ll have more resources, so that they’ll be able to better manage their own high-risk patients, whether they’re at a PIM demonstration site or not. 

So, to conclude, I want to just acknowledge the members of the PIM initiative, the PIM demonstration sties, the executive committee, and the national evaluation team. And, of course, we want to acknowledge the five PIM teams who really have been the subject matter experts of these high-risk patients. So we have: The Atlanta PIM team; the Cleveland PIM team; the Milwaukee PIM team; the Salisbury PIM team; the San Francisco PIM team.  And, if you have any questions Donna and I would be very happy to take them now.  Not only if they’re evaluations, but if you have any clinical questions, we do again have two PIM clinical co-leads on; Melissa Klein, from Cleveland and Nate Ewigman, from San Francisco.  So, we’d be happy to take any questions that you have. 

Heidi: Wonderful.  Thank you.  We do have several pending questions.  So I’m just going to start with the first one that we’ve received here and start working through.  We do still have plenty of time for questions.  So, for the audience please take this opportunity to send them in.  We will get to them.  We will get to as many as we have time for.  The first question I have here from the PIM pilot. Describe a Veteran who is beyond the resources of PIM; for this kind of Veteran was there easy to access non-PIM resource with your facility?

Dr. Evelyn Chang: I think that’s a great question.  I think we have both Nate and Melissa on. Would either of you guys like to tackle this question about a patient that may have outstripped PIM resources?

Dr. Melissa Klein: Hi, this is Melissa from Cleveland.  I can think of two patients, perhaps three, that were particularly challenging for our team.  And, all three of those patients shared active substance abuse so they were medically complicated.  Each of them had either… two of the three had insulin dependent diabetes that was very difficult to manage and created risk for frequent hospitalization.  The third had a propensity to a dangerous cardiac arrhythmia.  And no amount of outreach to check on them in their homes, to connect them to their care, to ensure that their medications were organized, to ensure that their medications were simplified.  No amount of resources we could offer ended up getting them engaged in a meaningful way because of their active substance abuse.  One of the three we did end up finding resources in the community, because for him it was difficult to engage in the VA’s Suboxone Program.  Getting him engaged in a community resource ended up being very helpful to him.  And, that was something that our social workers facilitated, I think in a way that a PACT team perhaps wouldn’t have been able to facilitate.  But, the other two patients, unfortunately, we didn’t end up being able to help them in a meaningful way.  And with their active substance abuse there weren’t community resources that could overcome that barrier.  So I think the PIM teams have shared a difficulty engaging patients who are struggling with substance use and not quite ready to work on their sobriety. 

Dr. Evelyn Chang: Thanks so much.  Thank you.

Nate Ewigman: This is Nate Ewigman_

Dr. Evelyn Chang: Oh Nate, go ahead. 

Nate Ewigman: I was just going to second what Melissa was saying.  From our experience in San Francisco, I would say generally when people show up to PACT, Veterans show up to PACT, they often do pretty well.  Sometimes it can be really challenging.  I think there are some diagnoses, personality styles that contribute more to burden than burnout on PACT when they do show up.  But the people that are kind of beyond that are often disconnected.  And as Melissa was saying, substance use and other mental health concerns, diagnoses are major drivers of that disconnection.  Sometimes it’s trust issues, sometimes it’s educational and needs for [no audio 0:43:58.8-0:44:07.8] the advantage of those resources. Figuring out why they’re not, what resources we can bring to help them get connected.  So, we’re often a bridge even if the resources are there to connecting them successfully in the community or the VA.

Dr. Evelyn Chang: Thank you guys. 

Dr. Donna Zulman: Great. Thank you. 

Heidi: The questioner did send in a follow-on question regarding increasing awareness of pain and opioid risk. [No audio 0:44:38.3-0:44:54.5]

Dr. Evelyn Chang: I’m going to ask Melissa and Nate again if they want to comment on this question and respond.

Nate Ewigman: Sure.  I’m happy to start.  In San Francisco we are very lucky to have so many pain resources.  And, I think, and I’ll describe this very briefly, but part of what makes this demonstration project interesting and unique is that we’re filling system gaps.  We’re not really picking low hanging fruit.  It’s really just within the system whose complex based on the needs that they have and then the resources that our system has.  So, in San Francisco we have at least six pain specialty programs, but I’ve talked to a psychologist at Milwaukee and they don’t have those resources.  I don’t know the percentages, but they end up doing quite a bit more pain counseling and coordination around those issues.  But I would say that it’s a very high percentage.  Even in our… I see it kind of as bimodal distribution of traumatized substance using people in their 40s and 60s, and then a geriatric high-risk population.  But in both populations pain is a huge issue and opioids.  And a recent case with someone on morphine who was very constipated and had some cognitive issues, we were able to get him on suboxone and reduce his ED use and hospitalization use.  So it’s a very common presentation, but it also depends on what local resources there are. 

Dr. Evelyn Chang: Thanks Nate.  Melissa did you want to comment as well?

Dr. Melissa Klein: I would say that in Cleveland we’re similarly lucky in that we have great pain management resources here.  But similar to what Nate said previously, I think we end up helping to connect people and maybe help to rework some relationships that might have broken down in the past.  So, that’s where we end up helping in that area.  I can’t think of many patients where we had chronic opioid use for chronic pain as a major thing that we worked on with them.  But chronic pain we certainly have in a lot of our patients.  And connecting them to the resources that maybe they’ve been offered in the past or maybe even they’ve had in the past.  But reimagining the basket of options for them and maybe helping them to get some meaningful relationships in the pain management team is something that we work on. 

Dr. Donna Zulman: Thank you guys.

Heidi: Okay.  The next question that we have here.  If the CAN score is a trigger for offering Veteran enrollment into PIM, then how sensitive and specific is CAN to select right Veterans for PIM?  I.E., how often did CAN select Veterans that were too stable for extra PIM services?  Or, how often did CAN select Veterans who were too sick for extra services?  Even in PIM?

Dr. Evelyn Chang: That’s a really interesting and thoughtful question because we actually struggled with this for months before the evaluation began as we were trying to figure out who the right target patient population was.  Initially we actually set it at CANs greater than or equal to 95, but we even thought those patients were a little too far down their trajectory where there was less that we could do that was modifiable, just clinically, and Melissa and Nate can comment a little bit as well.  But, we actually settled on CANs greater than or equal to 90.  And we actually added the six-month history of ER visits and hospitalizations because we found that generally there’s just a CAN score by itself.  You actually do get a lot of patients who are quite stable, but when you get somebody who has had a recent ER visit or hospitalization you get patients who tend to be a little bit more ready for intervention.  But the ER visit and hospitalization also usually signals that there’s something that happened; some change in their health status that might have made them go to the ER or get hospitalized.  So we actually found that that was a critical part of adding to that target patient population.  I don’t know if you guys want to comment Melissa and Nate. 

Nate Ewigman: I would just add that a CAN score of, this is totally clinical front line observation, but someone with a CAN score of 90 feels very different than someone with a CAN score of 99.  And again, totally anecdotal, well in the sense of complexity, it really, it feels different.  And then in terms of the question, my experience is that, just based on a randomized list of patients from the CAN score over 90, I would guess around a third, maybe 30 – 40 percent, maybe don’t really need us.  I think our team’s culture is that there’s always something we can do.  So even if it’s not reducing utilization with our clinical, non-modifiable people, I think we try to do something to improve their care. 

Dr. Evelyn Chang: Thanks.  Melissa, did you want to comment as well?  I know that you guys had a slightly different way of stratifying patients.

Dr. Melissa Klein: When we got our list of patients that had the CAN over 90, I would say that we probably ended up reaching out to about, it depended, but over time between a third and half of the patients on the list.  So I’d say about 50 percent of the patients  when we looked at their charts the reason that their CAN looked high was that they may have had appropriate hospital utilization for a medical condition.  But were well-engaged in care or they had something that will require on-going care, but they’re well-engaged.  So I’d say about half of the time we needed to take a deeper look at their chart and see where we could be of help.  I think in our current phase that allows us to accept referrals from clinicians we get the perspective of the providers who know them best.  And combining that with a CAN probably makes it a lot more specific in terms of the patient crop that we’re getting.  But I think as our teams look back on the way that we got those patients pulled with high CAN scores we found value in having them pulled for us.  Because not every patient who could benefit from PIM is immediately on the radar of the PACT teams.  And so I think we’re hoping to move toward a world where we’ll use a combination of case finding with CAN as sort of a broad sweep and then combine that with other factors.  And, then of course, also the perspective of the providers that know them best. 

Dr. Evelyn Chang: Thank you. 

Heidi: Okay.  The next question that we have here.  Most of the structure of PIM aligns to the Camden Coalition Model.  How did the structure between the Camden supported group, Cleveland, vary from the others?  And, how did the Camden support aid or hinder their development of their model?

Dr. Evelyn Chang: I guess I might direct that to Melissa since you’re the co-lead for the Cleveland team and have modeled itself after the Camden model. 

Dr. Melissa Klein: I think that, and it’s funny to me, that when we would review charts we would often refer back to the Camden criteria, and those are one of those things that stick in your brain and then fall out of your brain.  But, we would often use them to think about if a patient truly needed the interdisciplinary attention of our team.  And I think similar to what Evelyn referred to earlier, someone may have a medical condition that is in need of better management.  But does it really need an interdisciplinary team to get to what it needs?  Or, someone might be using the ER inappropriately.  They might use the VA ER as an urgent care because maybe VA doesn’t have as much urgent care access as some private health systems.  So do we need an interdisciplinary team to modify overutilization of the ER in someone who’s otherwise low risk, without perhaps, without an ambulatory care sensitive condition.  So I think we sometimes use that as a guide toward helping us narrow that large list of patients who could potentially benefit from our resources to say who really needs the full complement of our team staff to help get their care plan in line, understand their goals and perhaps get them best engaged with the care that they need.  I don’t know if that answers the question as precisely as maybe I could.  But it helped us to discern I think.  For me it was helpful because I joined our team partway into the process, about maybe six or nine months into the process, and I know that from early on our team was using the Camden criteria to help best pick patients.

Dr. Donna Zulman: Thanks Melissa.

Heidi: Okay.  The next question that we have here.  Are PCP notified that their patient is included to PIM?  How are the recommendations to the patient’s treatment plan delivered to the PCP?  And is this documented in CPRS?

Dr. Donna Zulman: So, definitely.  We haven’t had a lot of discussions about notifying and making sure that primary care providers and PACT teams were aware of the PIM resources, especially when a PIM patient, where a patient was assigned to PIM or not.  So, I’m going to actually ask Melissa and Nate as well if they want to talk a little bit more about options that they’ve had with their PACT teams and the responses that they’ve received. 

Nate Ewigman: Happy to.  It sounds like this is a specific question.  So I’ll get a bit into some detail.  What we’ve done at our site is handed out actually paper forms; it’s just kind of the culture of our largest clinic to do it that way.  And it asks what specific goals that they would have, if they’re even appropriate in the first place for PIM intervention?  And, what types of things would be most helpful from the PCP’s perspective?  Then we would often have a conversation with the PCPs.  But, not just the PCPs.  We would reach out to truly, whoever the most important people were to that Veteran in the VA.  So we get a sense of how to approach them and how to develop a plan of care that everyone is happy with.  The plan of care is absolutely in CPRS.  It occurs from an in-person home visit with a social worker and RN.  And they get their goals, the Veterans goals with that and the PCP’s goals.  We’ve created, kind of cultivated a list of most common S.M.A.R.T. goals for our Veterans based on different categories that are particularly relevant for complex populations.  And we try and triangulate all of that. We track the goals systematically and see how we’re doing every few months.  And so, there’s often Lync or Skype, instant-message or even text or phone or certainly view alert type of communication about that as well. 

Dr. Evelyn Chang: Thanks Nate.  Did you want to add anything else further Melissa?

Dr. Melissa Klein: I think that we’ve grown and grown in terms of collaborating with the PCPs and getting their insight before we ever reach out to the patient.  There were times early on when I think we thought a patient was absolutely appropriate, and we would be getting involved with them and then start working with the PCP part way into the process.  But I think similar to what Nate’s describing we’ve tried to grow.  And at the point of initial evaluation and goal setting have the PCP’s input before we begin our engagement.

Dr. Evelyn Chang: And I think it’s actually a really interesting question of how PIM teams work with the PACT because I think it varies as well by PIM team.  Like the quote for the provider: There is a little bit of workload that’s added when the PIM team is involved initially because it brings so much more information to you.  There’s more things to co-sign.  So I think over time the processes that the PIM teams have used to communicate with the PACT teams have evolved.  It’s something that facilities work out with the facility’s PACT leaders, like what are the kind of notes that are best to co-sign?  What are the things that do not need to be co-signed?  So I think that it’s going to be more specific for facility to facility.  I hope that makes sense. 

Heidi: Great.  Thank you.  So we actually are just past the top of the hour here.  We do still have several pending questions.  But, it looks like we’re not going to be able to get to them.  For anyone that has pending questions, Evelyn and Donna do have their contact information on the screen here.  Please feel free to contact them if you do want a follow-up for your question.  I just want to check if anyone has any closing remarks you’d like to make before we close the session out here?

Dr. Donna Zulman: We just really want to thank everybody who has been in this presentation, who has listened.  We are happy to take any questions that you have.  We can always direct them as well to the clinical leads if you have a clinical question, and we’d be very happy to also collaborate with any other efforts in the future for high-risk patients.  I think it’s been a really great area of learning for all of us; and we think for the VA.

Dr. Evelyn Chang: Thank you guys so much for participating.

Heidi: Wonderful.  Thank you.  For the audience, when I close the meeting out here you’re going to be prompted with a feedback form.  Please take just a few moments to fill that out.  We really do appreciate all of your feedback.  Thank you everyone for joining us and we look forward to seeing you at a future HSR&D Cyberseminar.  Thank you. 

Dr. Donna Zulman: Thank you. 

[ END OF AUDIO ]
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