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My HealtheVet: Improve Healthcare and Cost Outcomes
David Douglas:  Good morning everyone.  Welcome to My HealtheVet 127.  I'm David Douglas.  I'm the CIO of the Portland, Oregon VA Medical Center.  My partner today here is Belinda Dalton and this is Improve Healthcare and Cost Outcomes with My HealtheVet.
Here's our agenda.  We're going to introduce the topic of Consumer Informatics and a Personal Health Record, we're going to review some of the literature about using Personal Health Records and the internet to deliver Healthcare interventions, we're going to review the functionality and set-up of My HealtheVet and the My HealtheVet pilot, we're going to talk about a study design that we did in Portland to look at outcomes and utilization, we're going to present the outcomes, discuss some of the implications and next steps of our study, and then at the end we'll have time for your Q&A.  There should be 3x5 cards that you all have access to, because this is being recorded we want you to write your questions down on the 3x5 cards, we'll collect them at the end, and then I'll read the questions here from the podium so that they can be recorded and heard by people who aren't in the room.

So let's get started.  First of all we're define Consumer Health Informatics.  It's a branch of Medical Informatics that focuses on consumer, analyzes their needs for information, studies their use of various media and models, and integrates their preferences into medical information systems.  A couple of points about Consumer Informatics -- Medical Informatics initially focused on providers and institutions.  If you think about the way we've deployed CPRS and some of the gains we've realized in efficiency, safety, decision support.  Well Consumer Informatics takes some of those same principles and applies it to consumers.  Another point that's made by Eysenbach in his journal article year 2000 is that expert systems would provide the greatest benefit to those with the least previous knowledge.  So to the extent an electronic system provides expert information to a doctor and gives them some benefit, you would expect such a system to give even greater benefit to patients because they have less previous knowledge.

So what is a Personal Health Record?  Personal Health Record is an internet-based set of tools that allows people to access and coordinate their lifelong health information.  There's a number of Personal Health Records available.  Most of them give people access to expert information, allows them to self-enter information, and has various communication functionality.  The VA's personal health record is unique in that it gives access to some information from the medical center's legacy electronic medical record.  Personal Health Records connect each of us to the incredible potential of modern health care, and gives us control over our own information.  

So let's review an article by Griffiths in the Journal of Medical Internet Research.  Why are we doing this?  Why are we using the internet to deliver healthcare interventions?  There's a number of reasons.  A big one is to reduce cost and increase convenience for users.  If users don't have to travel to the VA medical center, find a parking space, wait in line, if we can meet their needs using the internet then that's more convenient and less costly for them.  Another one is reduction of Health Service costs.  The institution itself can save money by using the internet as a means of self service for things like prescription refill.  It can reduce isolation of users, many of our veterans live hundreds of miles away from a VA medical center, some of them are paralyzed, have other medical conditions that makes it difficult for them to travel to the medical center, to the extent we can connect and engage with them using a Personal Health Record it reduces their isolation.  Another is a need for timely information.  Personal Health Record allows veterans to access information on their time and their schedule.  Another reason is reduction of stigma.  For some people accessing information over a Personal Health Record is less stigmatizing than coming into the hospital to discuss it in person.  And finally, it gives the potential for increasing user and supplier control of the intervention.  Education is a good example of this.  If you take ten different providers, each providing education on hypertension, the quality and the nature of the education could vary across the ten providers.  However, you can standardize that in the form of an internet-based medium and have better control over the education that you're giving.  So still there are some possible drawbacks.  One is the potential for reinforcing the problem the intervention was designed to help.  If you're trying to overcome isolation yet you're providing care in the person's home, you could reinforce the problem of getting them out of the house and being involved with other people.  Personal health records may overcome isolation of time, mobility and geography, but may be no substitute for face-to-face contact.  So Griffiths concludes by recommending future evaluation, that we incorporate the cost not just to the health service but to the user and their social network, and that we be alert to unintended effects of internet delivery of health intervention.  And we'll find out later that issue of unintended consequences of internet delivery of healthcare was a major concern as we rolled out the My HealtheVet pilot.
There's not a lot of literature on personal health record evaluation.  There's a few articles we can go over.  This one in the Journal of Palliative Medicine looked at an intervention based on completion of a health care proxy.  It didn't increase the completion rate, but did improve the knowledge of the users.  In another article Wang looked at Personal Health Information Management Systems where both patients and providers reported enhanced communication via a Personal Health Record.  Another article found that access to online medical records for congestive heart failure patients was feasible and improved their adherence to treatment regimen.  And finally, Kim looked at application and evaluation of Personal Health Information Systems and found providers satisfied with the content of the patient's personal health information and they used it for triage of referrals.  So there's some encouraging data in the literature, but actually not a lot.  
The VA is in the midst of a large scale deployment and evaluation of a Personal Health Record.  There's a national version of My HealtheVet and also a My HealtheVet pilot.  Here's the log-on page for the national version.  It's all about empowerment, you see the words there My Health, It's Living My Life, filling my prescriptions.  Here's another log-on page, has information of interest to veterans such as aid for amputees, patients with vision and hearing limitations, major focus on educational resources available to our veterans.  So the national program is already extremely successful, over 400,000 users, has a variety of features that you would associate with Personal Health Rincluding a very popular prescription refill functionality.  There's 11 million visits to the website as of June 31st.  3.3 million prescriptions refilled online since August 31, 2005.  So if you think about this whole issue of increasing convenience to the user, decreasing costs for the healthcare service, 3.3 million self-service prescription refills is an incredible amount of money.  

Here's a steady increase in registrants to the national website.  Steady increase in the number of prescription refills.  

Here's the median age distribution of 60, which is exactly the same as was reported for the entire VA population in the keynote address yesterday.  

Here's some other My HealtheVet statistics.  92% of those enrolled are veterans, 60% patients, 5% VA employees, 3% care providers, and 3% advocate or family.

So onto the My HealtheVet pilot.  There's 7,365 veterans who are pilot participants at nine VA Medical Centers.  What's unusual about the pilot program is it gives veterans internet access to progress notes, lab values, appointment information, and other key extracts from the VistA system.  This represents really an interface between our hospital's electronic medical record and the patient's Personal Health Record.  So the patient doesn't have access to VistA, instead they get copies of their information from VistA that they extract to their Personal Health Record for their review.  The veteran controls access and delegation.  So the pilot project allows veterans to access Personal Health Records over the internet.  For two years the Portland VA where I work has been one of nine sites to participate in the My HealtheVet pilot.  And over 5,000 veterans at our medical center access their own medical records using My HealtheVet.  Initially many of our staff opposed the pilot because of the fears of unintended adverse consequences if patients have online access to medical records.  So here's the motion that was before our medical staff council September 2004.  We were asking for permission to participate in the pilot to allow our veterans to have electronic access to their medical records.  And we have a very argumentative medical staff council, they're all excellent debaters, and the resistance to this pilot was fierce.  Their concerns were that this was going to increase their workload, that patients would misunderstand and overreact to the content of their medical records, they would come in complaining about what they had read, they would call telephone care, they would come to the emergency room, they would complain to the patient advocate or their congressman.  Additionally providers felt the medical record would now be censored, that if patients had ready access from their home or even their lawyer's office, that it would censor what providers were willing to put into the medical record.  And the best comment was this will ruin the practice of medicine.  So we had heard all this before and here was our strategy.  We said nope, you know what?  You're right.  This actually might ruin the practice of medicine.  And here's how we'll stop it.  We'll engineer a very slow enrollment process for My HealtheVet, we'll allow only a few patients in, we'll carefully quantify all of these terrible things happening, we'll report it back to VA Central Office, and then we'll save the rest of the country from My HealtheVet.  So the other side then was scratching their heads, we yelled checkmate, and we were in business.
So here was our compromise.  The My HealtheVet pilot was going to be allowed, but we would require a CPRS consult where the primary care provider would be a gatekeeper.  We would allow in a maximum of only 30 patients per month.  We'd require the patients to have classroom training.  There would be a 3-4 week turnaround, and we'd carefully monitor provider workload, complaints, chart amendment requests, and ROI backlog.  So the initial impact was the providers were very unhappy and their workload went up.  But it wasn't because of the content of the record that patients were reviewing in My HealtheVet, it's because they didn't want to be a gatekeeper and the patients were very unhappy with the delay.  In addition, Mental Health Providers reported that limiting their patient's access added no value.  Patient's complaints went up because of a 2 to 4 week wait for access, quotas limiting enrollment to 30 per month, and the clinics where the provider opted out.  There were only three complaints about the content of the medical record, and one CPRS chart amendment request.  Six months later resistance had evaporated, providers did not want to be a gatekeeper, the hold for review requirement was waived for most Mental Health Clinics, the patients were highly satisfied, we were told that the enrollment process must be streamlined, and we needed to eliminate the classroom requirement, and then we engineered the "One-Hour Photoshop Model"of My HealtheVet pilot enrollment.  So here's the kiosk that we designed where the veteran walks up and fills out the My HealtheVet enrollment application.  So this process that was taking 30 days was streamlined to only 15 minutes.  And you can see what happened.  Our enrollment was very slight, over the course of the next six months it skyrocketed up to over 5000 enrolled veterans. 

But the question was which veterans signed up.  And there was a concept called the Inverse Care Law, which had been around since the 70's.  And the Inverse Care Law argues that the availability of healthcare is inversely proportional to need, or another way of stating it, those in the worst health are the least likely to receive services, and as we applied this concept to My HealtheVet, the sickest veterans are least likely to have access to or know how to use a computer.  So we presented some of our preliminary data to a conference last December "Connecting Americans With Their Healthcare".  The VA presentation on My HealtheVet was very well received, but followed by numerous questions on evaluation.  We were urged at that time to further evaluate our experience with the My HealtheVet pilot.  Here are some of the questions we were asked.  The first one was related to the Inverse Care Law.  Are My HealtheVet pilot enrollees healthier, younger, and more affluent?  The next one was related to patient satisfaction.  Did the My HealtheVet pilot enrollees disproportionately utilize telephone care, emergency department, or voice complaints related to My HealtheVet?  The next was to mental health notes.  Did the lack of hold for review requirement for Mental Health Clinics lead to dissatisfaction?  And the next one on draft evaluation metrics.  Did access to appointments and treatment plan affect utilization measures such as clinic cancellations or no-shows.  And then finally the concept of expert systems providing benefit.  Did access to information, especially wellness reminders, improve patient outcome?  So there had already been some limited evaluation of the My HealtheVet pilot.  We had had an IRB approved masters level research project, and we'd also done our own studies on ROI office utilization and chart amendment requests.  So a masters student, Michelle Lee, had done an IRB approved research project.  She surveyed those who got classroom training with those who got hard copy manual training.  There was no significant difference in how useful the veterans rated classroom versus paper based training.  There was no significant difference in ease of remembering information, and no difference in their perception that My HealtheVet was easy to use or their degree of satisfaction.  There were a number of empowerment statements that were very useful.  I'm better prepared for my office visits, I can better understand the instructions from my doctor, and I have more control and power to manage my healthcare.  I would recommend My HealtheVet to my friends, and I believe all veterans should use My HealtheVet.
In addition we looked at the amount of paper we were printing from our Release of Information Office.  We looked at paper-based ROI both before and after My HealtheVet enrollment, and found a huge decrease.  These veterans were able to get their medical records over the internet and no longer had to travel to the Release of Information Office, stand in line, and ask that the pages be printed.  It also reduced the visits the patients made to the bricks and mortar release of information office.  So these veterans no longer had to drive to the medical center, stand in line, go to the counter for a window transaction to get their patient records, because they could get them from home.  And finally, we looked at whether access to the Personal Health Record increased the requests for a Chart Amendment.  Now Chart Amendments are relatively rare.  We've had only 36 in fiscal year 2005/2006 out of 4 million clinical documents.  Of those 36, 23 were not enrolled in My HealtheVet, 13 were, 3 of them pre-dated My HealtheVet enrollment, 10 after they were enrolled.  Another way of looking at this, 14% of our patients are enrolled in My HealtheVet, and they accounted for 28% of chart amendment requests.  So Chart Amendment requests appear to slightly increase with My HealtheVet enrollment, but it's still a relatively rare event.

So we got permission to do an IRB approved research project, Impact of My HealtheVet Pilot on Utilization.  Here's our research project.  The objectives were to conduct an electronic chart review to better understand the demographics of the My HealtheVet pilot population, and then to see what effect enrollment in the pilot had had on outcomes and utilization  So our plan was to write a MUMPS routine to gather demographic, utilization, and outcomes data on veterans enrolled in the pilot.  Here was our justification.  There's many Personal Health Records in the U.S. and around the world, but the My HealtheVet pilot is unusual in that it allows internet-based access to electronic progress notes from the EHR.  Kaiser Permanente by comparison has several hundred thousand patients enrolled in a PHR, but does not provide access to electronic progress notes.  In particular there was intense interest in the following question . What impact has the pilot, and in particular, the ability to view content from the EHR had on utilization and patient outcomes?  Now our statistical methods were going to be limited, we hadn't set up control groups when we started the project, so we were going to just report descriptive statistics only and then set the stage for a subsequent controlled study.

So here was our methodology to identify those veterans with two or more downloads who'd enrolled prior to April 7th, 2006, to allow us a year before and a year after comparison, and then write a MUMPS routine to extract data on demographics, utilization, and clinical reminders.  So you might ask why do downloads matter?  The way the pilot works is veterans have to request a download of their information.  When they sign up for the pilot they don't automatically get extracts from their VistA system.  In the beginning we encouraged veterans to update frequently, if they updated on a certain date then they have ten appointments after that, if they don't request another update they're not going to get more information.  

Here's the process that veterans go through to request updates.  Here's a history of updates to their record.  But there was a wide range of download frequency.  Some veterans downloaded once, some veterans signed up, never downloaded at all, other veterans like Mr. B downloaded practically every day.  And so we didn't want to include veterans who had less than two downloads, we wanted those that at least used it on that frequency if we were going to draw any conclusions about what effect access to information from the electronic medical record had.
And so now I'm going to turn it over to Belinda, who's going to explain how she wrote the MUMPS routine to gather the data, and then I'll come back to show you some of the conclusions.

Belinda Dalton:  Good morning.  It's my first time using a PowerPoint, so I hope I don't hit any wrong buttons.  Dr. Douglas gave me the criteria that he wanted to use to determine if a My HealtheVet participant should be included in the data gathering: a. was had to have active entry in the national file healthy vet register.  I apologize, on this first slide and the second slide I have the date April 6th.  That should actually be April 7th.  I did some last minute editing on my phrases and forgot to change the date to match.  b.  But they had to be enrolled prior to April 7th.  This would allow us to have one full year of data gathering prior to a veteran's enrollment, and one full year after they had enrolled.and  c. they had to have at least two downloads recorded in the national file HealtheVet download summary.  And no test patients were included in the data gathering.

One primary routine is used to gather veterans that meet all three criteria, and specific report routines are called from within that primary routine.  All reports are called from within the primary routine to ensure I always gathered the exact same veterans no matter what report is asked for.  The kind of veterans that are active and enrolled prior to April 7th was verified by a Fileman report that searched for active entries that had enrolled prior to April 7th, 2006.  That ensured my routines were gathering the same data that the system Fileman routine would find.

The first enrollment date in our HealtheVet register file is April 25th, 2002.  All reports except for the demographic reports gather data for one year previous to enrollment and data for one year after enrollment.  Reports generated is based on what menu option is selected by the user.  For example, when a person selects a demographic report option, a variable is set to indicate demographic.  Below is a menu option I created for Dr. Douglas so that he could run the reports as he wished.  
For the demographic data, all data is gathered from the national patient file unless otherwise indicated on the slide.  The number found for each component had to match the number of veterans that were found in their primary routine as meeting required criteria.  This was part of my verification process.  

This is a summary of the demographics that were gathered.  As you average age, I did learn a valuable lesson, do not number your points of interest until you make sure you're done copying, pasting, and moving them around.  That's why number 3 is gone.  The count of veterans with the date of death entry, we did want to include those veterans so that we could be sure our data was complete.  Covered by insurance, the national file expects the answer to be yes, no, or unknown, but I included a variable N/A which is my indicator that no answer was found for the veteran.  I used N/A throughout the program to always represent that no answer was found for the veteran.  I have Primary Eligibility, this field looks at the eligibility code file.  An example is service connected, less than 50%.  Enrollment Priority, I found the national VistA programming which calculates a veteran's group and sub group, and I copied that into my program to ensure it was calculated the exact same way as national.  An example would be group 1, group 7C.  The Type of Patient field looks at the type of patient file, an example is the service connected veteran.  We gathered a combat indicator, if the veteran was unemployable, their period of service which looks at the period of service file.  For the vesting status I copied the program we have from Reno VA medical center, which calculates a veteran's current status at the moment you look at them, like in the patient inquiry, so that it works the same way.  We looked at the race, which looks at the race file, and a veteran can have multiple answers, and all those were included on the report.  Ethnicity is the same as race, a veteran can have multiple answers, and they were all included on the report.  For OEF/OIF, the choices are either OEF, OIF, or unknown.  It just looks at that field in the patient file.  A veteran can have multiple answers, and they were all included in the report.  For the appointment data I reviewed each veteran's appointment history data which is contained in the patient file.  I create two reports under the one routine.  Report one will display a count of appointments by status, such as checked out, cancelled by patient, and cancelled by patient with rebook.  Report two displays the count of appointments compared unscheduled to scheduled appointments.  This is a sample of the first report, you can see we have the total checked out, and we compared the year prior to the year after.  For instance, total clinic cancelled you compare year prior to year after.  Report two we compare unscheduled versus scheduled, and there are many ways you can look at this report.  You can compare your year prior total scheduled to your year total unscheduled, or you can compare your year prior total scheduled to your after total scheduled.  Also under the unscheduled appointments you can see there's a breakdown of the clinics that were included, the MH5 had 19, the ECU neuro had 9.  As part of the verification process these subtotals for the clinics, if I added all the 19 plus 9 and the ones that were not displayed, it would have equaled the 1,545.  That was another way you could compare you clinics, the MH5 prior to your MH5 after.

As part of the verification for the appointment data I ensured every veteran was reviewed.  I selected two veterans at random and generated appointment data for them using the national Appointment Management Option.  I compared their data generated by the national option with my report to ensure they were calculating the exact same.  I ensured the total number of appointments in the year prior had to be the same for report one and report two.  The total number of appointments in the year after had to be the same in both report one and report two.  And my subtotals for like the MH5 clinic and the ECU clinic added up to the appropriate unscheduled number.  Those were all separate counters to ensure I didn't accidentally -- so I had a varied comparison.
For the compare unscheduled to scheduled, the clinics that allow unscheduled appointments at our facility either have the ECU in their name, "Emergency" in their name, or the phrase "Unscheduled" in the name.  I ran a Fileman report on our hospital location file for clinics that contained those phrases, and I reviewed them for any that should not be included.  I found two clinics that included ECU in them, the program automatically counted those two clinics as scheduled.  As I found an appointment for the status report, I would review the clinic name to ensure that it had one of the three phrases above, and then appropriately either count it as scheduled or unscheduled.

For our patient advocate data I use the national file Consumer Contact, which is part of the national Patient Representative Software.  This is prior to the national move of that software to the web-based.  All data was gathered for both the year prior and the year after, and two reports were generated.  A, the number of veterans with at least one entry, and the number of veterans with no entries.  And the second report is data was sorted and counted by the field contact made by.
This is an example of both reports on the one screen.  As you can see at the top it's the number of veterans with at least one entry, and number of veterans without an entry, and we combine the year prior to the year after.  At the bottom is a report of summary by contact made by.  We did a breakdown of who made the contact with the patient relative, we did find several entries that there was no designation of contact made by, the field was blank, and those were included on the report, they're not on the screen.  As part of the verification process, the number of veterans, for instance under the at least one entry and the number of none had to equal the number of total veterans that met the original criteria.  In the second report the total number you see at the bottom, the 322 for year prior, that number was calculated separately.  As I would find a veteran who had an entry for the 'Contact made By' I would count it either as year prior or year after.  If you added all the year prior subtotals for instance from the patient and the relative, that number had to equal at the bottom.  Again it was just a double check on my numbers.

For the TIU notes Fileman was used to create a report of all TIU titles that contain the phrase 'tele".  All titles were included in the programming except for the phrase 'Telehealth'.  I used the TIU document file, as a veteran is found that meets the original criteria for the two downloads before April 7th, the program would look through that patient's progress note file entries in the TIU document file to see if they had a title that contained one of the 'tele' phrases.  Two reports were generated at the same time.  Report one is the count of notes found for each of the 'tele' phrases, and report two is the summary of number of titles per veteran.  As an entry was found, the appropriate report one sub-total counter was adjusted and once all data gathering was done for the particular veteran, report two was adjusted.

This is a sample of the first report, you can see it's just notes contain telephone, notes contain tele with a hyphen, and it is counted year prior and year after.  

For report two where we had the number of titles per veteran, I counted zero titles one title two title three and four up through five.  After that I had to group them together.  And see we did actually have a veteran who had more than 21 titles that contained the tele phrase.  The separate verification process at the bottom, the total for year prior, that was again a separate counter to ensure as I found them everything matched correctly.  This just restates my verification process.  And now I'll turn it back over to Dr. Douglas.

David Douglas:  So we'll review our selection criteria.  There were 5,360 veterans who signed up, when we limited it to those who'd enrolled only prior to April 7th of '06 it went down to 4,202.  We limited it further to those who had two or more downloads and active per national field, and that reduced our n to 1423.  So right out of the gate we see some very important information.  You know, there's wide variation to how much veterans are using this.  Now we're allowing veterans to sign up, but it's uncommon for our providers to actually tell them to go ahead and use it.  So on their own it looks like only about a third of veterans are actively using this.  So back to the Inverse Care Law.  Are My HealtheVet pilot enrollees healthier, younger, and more affluent?  Well the average age was 60, so it doesn't look like they're any younger than general population.  Most of them are covered by insurance.  62% have some degree of disability, and so this is definitely not a healthier population.  42% of them are greater than 50% disabled.  Period of service, there's disproportionately less World War II related to the VA as a whole, and they're more likely to be Vietnam era veterans.  Priority groups as a measure of income, you can see again most of them are in priority group 1 or priority group 2.  Those veterans with lower incomes.  And disproportionately less of them in priority group 7 or 8, those with higher incomes.  So this actually suggests it's not the younger, more affluent, and healthier patients who are signing up for an internet-based personal health record.

So My HealtheVet pilot enrollees, they're less likely to be priority group 8 compared to the whole VA.  So at our VA at least, these were the patients who were sicker, who were making less money, or reporting less money.  Another question.  Did My HealtheVet pilot enrollees disproportionately utilize telephone care or unscheduled walk-in clinics?  And if you recall, this was the major unintended adverse consequence that was predicted when we were trying to get permission to use My HealtheVet.  So for the fiscal year prior to enrollment, the fiscal year after enrollment, again we're using these people as their own control group because we didn't set up a control group ahead of time, you see telephone care calls drop, 2228 to 2050.  Primary care visits go up, 2327 to 2501.  That's what we want, we want them to use scheduled primary care visits and not unscheduled walk-in clinics.  The unscheduled visits dropped from 1540 to 1358.  And so again without having set control groups up ahead of time, we're limited in the conclusions we can draw here, but for sure the tidal wave of problems that were predicted did not happen.

So were My HealtheVet pilot enrollees more likely to keep appointments and less likely to no-show?  You can see here My HealtheVet, here's access to appointment information, the idea was if veterans have access to their appointment information over the internet, are they more likely to keep them?  If they see that they can't keep an appointment, are they more likely to call in on their own for patient-cancelled appointment rather than no-showing?  So here's the data on the total checked-out year prior year after, there were more appointments total for the year after, the number that the patient cancelled increased, however, the number of no-shows also increased.  And so the no-show data is one that has got us a bit mystified.  The patient cancellation increase would be consistent with them having more access to their appointment information and taking action on their own rather than letting the clinic cancel the appointment.  Did My HealtheVet pilot enrollees react negatively to what they read?  So the question was were My HealtheVet pilot enrollees more likely to contact the patient advocate?  This was another prediction that was feared when we asked for permission to do the pilot.  Now Sufferers of Iatrogenic Neglect is a group in England that publishes a website that has examples of inappropriate documentation, things that providers write about them in the medical record that they then get access to and object to.  So this definitely is an idea that's been described, if providers are not careful they can put things into the medical record that would upset the patient, lead them to complain, ask for a chart amendment request, or in the case of the VA, potentially contact the patient advocate.  So we looked at the patient advocate utilization year before and year after, and it dropped.  322 patient advocate entries the year before drops to only 277 the year after.  So we did an exhaustive chart review.  We pulled up every single one of those patient advocate entries and we read to see what it was about.  Very few of them had anything to do with the My HealtheVet pilot.  There was one entry that found the word somatization in a primary care note offensive, one entry reported that My HealtheVet had documented prostate cancer but when the staff sat down to go over My HealtheVet with him the report read prostate normal.  Patient had misinterpreted prostate normal as prostate cancer.  One entry indicated the veteran had used the My HealtheVet feedback option to try to get a sooner appointment.  Now that's an option where you would request that your password be changed or report some problem with the website, and this veteran was trying to use it to get a sooner appointment, so nice try.  One entry indicated a veteran's ex-wife was reading his medical records via My HealtheVet, which that alarmed us greatly, but when we investigated we found out that the veteran had never enrolled in My HealtheVet.  None of the patient advocate notes referenced the content of mental health, and so that's a pretty interesting question.  There's this issue of hold for review, should you wait with mental health notes for the psychiatrist to sit down and meet with the patient to go over the content, for fear that they would overreact?  Our psychiatrist decided in all but two clinics to give the same easy access to the progress notes for mental health patients that we gave to patients with other conditions, and as it turned out not a single patient advocate entry referenced mental health.
So now the next question.  Will expert systems provide the most benefit to those with the least knowledge?  Here's an example of a wellness reminder that's available to veterans in My HealtheVet.  They can see when it's time to have their cholesterol checked, they can read up on why it's necessary, it's synched with the clinical reminder that the provider would use to decide when it's necessary to order another blood test.  So we ran the reminders due report, which is a VistA option, to look at some key clinical reminders related to the outcomes of diseases that we treat.  So the diabetic A1C, those who have a hemoglobin A1C that's greater than 9.  The number was 30 as of March 15th, 2005, by July of this year it had dropped to 27.  So a slight decrease of three veterans who no longer have a hemoglobin A1C greater than 9.  Similarly with the blood pressure greater than 160/100, the number dropped from 98 to 66.  IHD LDL-C greater than 120 had gone from 3 to 23.  And those requiring influenza immunizations, 326 up to 417.  So this is the part of the study where it's hardest for us to conclude whether or not My HealtheVet actually improved adherence to clinical reminders because there were other interventions going on in this time frame, other things that the medical center was trying to do to increase adherence to clinical reminders, so we can't really conclude that the My HealtheVet pilot was responsible for some of these moves, but it definitely suggests a trend in the right direction. 

Here's a few more.  The number requiring Pap smears had dropped from 33 to 17.  The number due for colorectal screening had dropped from 301 to 245, and the number who needed a mammogram had dropped from 26 to 18.

So what are the conclusions?  The biggest one is only one-third of our enrollees had two or more downloads, and if we're really going to realize the full benefit of the My HealtheVet pilot, we're going to have to get them using the application more often.  Just like making clinical reminders available or putting information available to our providers, that alone is not going to get them using it.  We have to be more assertive, more prescriptive in the ways that we ask them to use these resources if we're going to realize the full benefit from it.  But the other conclusions, My HealtheVet pilot enrollees are disproportionately service-connected, with fewer priority group 8's compared to all veterans.  So the idea that sicker, older, or less affluent veterans wouldn't sign up for My HealtheVet wasn't supported by the data.  They were less likely to be World War II and more likely to be Vietnam Era Veterans.  The unintended consequences feared as a result of internet-based access to electronic medical records did not materialize.  There was no evidence of increased utilization of telephone care, unscheduled clinic visits, or patient advocate contacts.  There was no evidence that veterans objected to the content of mental health notes.  The My HealtheVet pilot status was associated with a decrease in reminders due, but again this wasn't a controlled study.  

So going back to the questions asked at the Markle Foundation presentation, are My HealtheVet pilot enrollees healthier, younger, and more affluent?  I would say no.  Did My HealtheVet pilot enrollees disproportionately use telephone care or voice complaints?  The answer is no.  Did access to appointments and treatment plan affect utilization measures such as clinic cancellations or no-shows?  Veterans appear to be more likely to cancel their own appointments, but definitely didn't show an improvement in no-shows.  And do expert systems provide the greatest benefit to those with the least previous knowledge?  Well access to wellness reminders was associated with some movement in the right direction but we really can't draw much beyond that because of the lack of a controlled study.

So the initial fears about the My HealtheVet pilot are not supported by our data.  Veteran utilization of the Personal Health Record is highly variable.  Controlled studies are now needed to compare the effectiveness of My HealtheVet with more traditional modes of care delivery, and our next step is to engage specific provider clinics to serve as an intervention and control group.  And we're just now talking with our HSR&D about how we're going to do this, one idea would be to take the primary care providers at one of our CBOC's and have them be very prescriptive about the way they ask their patients to use My HealtheVet for accessing education information, for using trackers, for taking advantage of prescription refill, and also to drive the percentage of their caseload using My HealtheVet up to a higher number, and then compare that with one of our other CBOC's as a control group.  So we're hoping to get permission to start that study next year.  

And here's my home away from home, the Portland VA Medical Center.  And now it's time for the Q&A.
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