Today is November 14, 2012 at 2:00 p.m. ET.

>> This meeting is now being recorded.

>> Thank you all for joining us.

We have a good group online.

I hope you can see each other.

I can't, there are four people, I can't tell who you are, and so I would like to be able to call on people and you want to speak up.

So I think there's a gizmo on yours where you can actually put your arm up so you can see like, well press on it right now.

You can see down at the bottom, if you want to say something, put your arm up and we can, with that little button and I can call on you.

All right.

So if you're unknown, two, three, four, five, six, I call on you by your unknown name and we'll find out who you are as the meeting goes on.

That will be part of the excitement.

I want to welcome you all again.

Thank you for taking the time out of your schedules to spend some time with us.

We've been doing this series now, this is the third call and what we're trying to do is get opinions from three sectors from providers, researchers and healthcare purchasers.

And administrators.

We are identifying research topics, I sent out a sorry a hope you had a chance to look at and see, get a sense where we're going, get a little bit about that.

What we're trying to do in a big picture is focus our research agenda and expaneled it over our traditional focus which has been cancer screening.

Next.

So we hope that you guys are getting to hear little bit from each other, a little bit more about some current topics and current issues in cancer care.

We think that, we hope there are some conceptual, analytic and practical approaches you're also learning and we certainly know you're contributing and I hope you feel good about that, you're contributing to the direction we're taking within my branch within NCI.

The progress we've made is in this, this is our third so we'll see if we continue to make the progress, but we're also working outside of the set of cyber discussions and looking at our own internal processes so we have 14s working on irareas of emphasis within what we're doing now that include teams.

Emphasis on team research.

Emphasis on transition in care, the points where information and responsibility can pass from one group to another.

Shared decisions, really fundamental process within care and we've got a group beginning to define what is that, what's rent search agenda in that area and then our traditional look, traditional questions about screening, perhaps refocus a little bit on multilevel effects on screening.

So we're making progress there.

We're certainly getting reinforcement with our interestth transitions from the discussions with you.

You're raising new areas.

We hadn't really thought about coordination as a term but it really does meet or does intersect with the issue of transitions.

Also the issue of patient centeredness, how the patient make other through transition and how we begin to think about the effect of the process on the patient.

Appropriately it's come up many times.

I think there's some challenges, cost consequences when you bring the administrative people in and also the physicians, some of the physicians on here necessarily brought up the cost consequences, how we focus that within our branch or whether that's part of the province of our branch is something we need to think more about.

But also research versus service issue as we start to get closer to applied kinds of issues, distinguishing between what are service issues and what are actually science issues I think is really important and we of course are headed toward the scientific side so we want to reinforce and think hard what are the fundamental issues and the micro system and providers and teams and patients.

So what's a service issue.

I think that will continue to be challenged as we move forward with our consideration.

So I think we are making progress, it is making us uncomfortable.

That's exactly what I want to do and we'll keep doing it.

Next.

So as we have before, we want to present a case.

This is a case that was written up in the supplement on the interfaces of care, case of a 32 year old woman on vacation with her family when she was acute onset of rectal bleeding.

She went into an emergency room near the beach community where she was stake and was evaluated there immediately.

They immediately recognized that she had a large bleeding polyp and an area that looked cancerous.

She ended up with hemecollect me and went on home.

She did not have primary care physician in her original home community.

She did find one but she didn't really let him or didn't ask him or her to manage her colorectal cancer.

She was somebody from an institution that was an IC and she was pretty intellectual and she was pretty driven and she pretty well organized all of her medical records, created her own binder and became the center of management for her cancer.

A theme we heard I think in an earlier case of the woman with breast cancer.

So she at the time the case was written up, was colon copy every one to two years and seeing her primary care doctor for other thing not really for colorectal cancer.

Of note, she'd had a recurrence since this case was written up and how that was affected by the way she was taking care of something that I hope to explore with her later.

But at this point, she's back in the hospital being treated with recurrence of her colon cancer.

She has two children now, two young children both which she had after her diagnosis.

And she did not have chemotherapy so she had just a heme COLECTOMY.

This is a 38 year old woman with three young children and recurrence of colon cancer.

So comments from the group on this case and what kinds of issues it brings up from your perspective.

Donna maybe you could start off.

I don't know whether you want to start off but I'll call on you anyway.

You can always pass the baton.

>> I think what struck me was the fact she didn't have a primary care physician who could help her in had regard.

I think that was a big missing element.

You have the missing pieces but obviously there was a recurrence.

It seems like that was a point where a different approach could be recommended.

>>> I wondered about that too.

Other comments from the audience.

>> Steve Arnie here.

Participated in any care group, not care group but support group of post procedure?

>> To my knowledge, no, she was not.

>> That becomes a variable in this whole business, I suspect.

Whether she did or not.

It can be either positive or negative.

>> This is Becky.

Also I was struck with two issues.

One is it's wonderful when someone takes on ownership of their healthcare and has that information but it's really rare for someone even as educated as she is to be able to be the sole holder of continue occupies information, detailed clinical information that allows her to be a really accurate communicator and translator of clinical information from different locations, different providers.

So that the next provider has the information necessary to make good clinical decisions about that person's care.

And that you know, while we generally like patients who are, you know, some of this could be seen as patient‑centered.

It's kind of like unintended consequence of someone being this patient centered and focused is that she really lacks clinical input, probably too much because of that lack of training had self about herself to make the information transfer work.

There's clearly not an electronic medical record here where someone can go after the original reports and the original clinical documents that would be really useful.

Especially in the situation of a recurrence.

>> It's another case of patient centeredness by default.

>> Right.

>> This is ingrid.

I wondered in this example whether she felt the need to take on this role because she wanted to have control, and/or because she had a previous experience that led her to believe that this is the way she needed to manage in this situation as well.

>> Well I think it was a little bit of both.

She doesn't have a lot of healthcare experience.

There was the earlier breast cancer case was precisely because she had a prior breast cancer diagnosis.

So I think there was an element of her capability to control it but also an element of concern.

This was a different city, a different place.

She had a fight with a hospital where she had the heme COLECTOMY and overcome the problem of lack only inoperability and lack of access to the medical records.

She made sure she had a copy when she went.

>> That's not entirely interoperability.

We have this issue we have this remarkable electronic medical record but whenever we do care with anyone in the community, sure, we get the information and it's PDS and thrown in and makes it non‑searchable.

Each VA puts it in a different location.

So having a hard copy or even having a scanned copy doesn't necessarily make the information accessible in a system's perspective.

Other comments from the group.

>> Can I make a comment?

Well, the way it's phrased in the case study it says she eventually found one, a PCP.

And so the question I had was whether there was first of all a lack of family care doctors in the area.

And secondly was whether there was history that was taken when she was taken on as a patient by the PCP, and if in the obtaining of the history, the cancer did come out and there was some lack in communication from the physician to the patient based on the history that he might have taken regarding the cancer, diagnose previously.

>> Well at that time she had written up the case, she had a change in insurance and so she was able to get a primary care doctor and she had other things she wanted to deal with him.

But she actually said that she saw the doc and he didn't ask and he didn't volunteer.

Hadn't seen the primary care doctor for a while without actually revealing she had colorectal cancer.

I don't know what happened.

She was pretty active and healthy and didn't have a need for one.

>> Is Tom still on the phone?

Tom?

I mention it only because I would be interested to get an oncologist's perspective on this scenario that we're talking about.

>> I don't see him listed here but there are a lot of unknowns.

>> This is Amy Abernathy.

I'm on the line.

I don't see Tom is.

In particular what aspect of this are you most curious about because there are a lot of different pieces as an oncologist I'm scratching my head.

Certainly she had early stage disease in the beginning and this is about making sure she's got well managed follow all, well koashed nated and her interaction in all of this.

What in particular are you thinking about?

>> What do you do when the person presents now in the second phase?

What do you do?

Well you know, in terms of what do I do.

My job at that point is really to figure out where we are and how we're going to move forward.

So I tend to focus on who are you, how are you considering what's happened up into this point and you're doing your care and how together are we going to move forward.

I think that some of the issues here have been, she does feel the need, she's young, she's got lots of things going O she feels the need to be able to find some place of control in all of this.

Really what you see is a huge part of this is her need to be her own manager and have control in the system.

So as an up ‑‑ oncologist I try to figure out what I need to do to partnership with her on that issue.

If I try to go head o it's not a very useful way forward.

Is that the part you're asking about or are you speaking asking about how am I now going to make a clinical decision.

>> I was interested in the initial reaction.

The next question is the process of going through to make the clinical decision.

>> Well Amy, Steve, I would be interested at how at the beginning we focused on the recurrence but at the beginning in the ideal world how would you want to be connected to primary care as this having, assuming she completed a hemicolectomy, how would you want to be now connected afterwards if at all?

>> I think that if at all is a critical question here.

I see myself as a resource in that and not really a person who is directly and routinely involved in her care.

She had predominantly surgical management in the beginning.

I'm a medical oncologist but above and beyond that, at that point it's making sure somebody is shepherding her preventive care, making sure we do have a place that's a repository for her story in case it is ever needed again in the future.

And with whom she's communicating with things like how she's going to manage her pregnancy, etcetera.

And I don't really see that as what is my role to be doing as an oncologist.

>> Okay.

>> It's Donna O'Brien.

We're talking about processes of care and there are lots of things that can be improved like the primary care.

But the fact a patient not checking on a checklist and having a history of cancer and not disclosing that on the history part is just a whole different category.

>> Yes, totally agree.

>> I am curious about what happened in this case as it progressed and how she found her recurrence.

>> Right.

>> So well that's great.

That's a good opening.

Maybe we can move ahead now.

Brian, with that opening, Brian weiner who we're glad to have from UMC, whose done a lot of work in cancer, whose taken over, not taken over but following up Arnie in the organization of I think the textbook that is sort of the cornerstone of organizations and how we deliver healthcare.

I'm very happy to have him participating and want him to focus now on, if you start to think about testing ways to address this kind of a problem and look at it from the stand point of there are factors that affect the patient, there are factors that affect the team that are caring for them and there are factor that affect the organization as a whole, how do you do that.

And so Brian is going to help us begin to think about that.

>> Well thanks.

I like to say that I stand on the shoulder of giants, Arnie.

>> Thank you very much.

>> It's nice to see so many names in the attendee list that I know and I hope to get to know some of the unknowns a little better.

Several materials were distributed in advance of today's Webinar and I encourage you to take a look at them.

This is a fairly abstract and calculated concept which was described more clearly in the paper.

There's a 15 minute or so YouTube video in 2011 outin Las Vegas as part of the multimultilevel conventions.

I tried to tailor to that today and really just try to present this less as a talk about social ecological model and how it can be used to more about how do we encourage multilevel intervention designer or people who are going to propose them as well as those who are going to review and fund them ‑‑ such that we're likely to get two plus two equals four or five kind of effect out of it.

We know quality of cancer care that patients receive and the outcomes that they experience as they move through the cancer care continuum and own clination for interventionists to develop and deploy multiple interventions, that is interventions that target determinance at multiple levels.

The good news is ‑‑ interventions at various levels to choose from.

Obviously our evidence is the strong es at the sort of valid or interpersonal level of influence.

As we move up into higher and higher levels of influence it's harder and harder to generate this society of randomized control trial evidence that we tend to give greater weight to.

Nonetheless we have a growing menu of evidence‑based intervention, a very promising intervention.

But at the history of the community prevention trials suggests and were done by the Cochran collaboration reinforce more interventions does not necessarily translate into more effect.

And so the question that we face is this.

How do we avoid the kitchen sink approach or more positively how can we select and combine intervention that are going to work together in complementary or synergistic ways two plus two equals four or five kind of effect we want.

In the article we wrote we used a quasi modeling framework to think through the framework of multiinterventional design.

As we note in that article the social ecological perspective gave us a very important clue, namely we should be focusing on the interdependence among the interdependentance of the problem ‑‑ in a multilevel intervention.

I think this is really important because as we wrote that paper and tried to find guidance in the literature or selecting and combining interventions in multilevel intervention context, we really found very little guidance for investigators or even reviewers if we are going to review and fund these thing.

We saw a fair amount of guidance about how to identify leverage points or those levels in the system at which an intervention is likely to push the biggest bang for its buck.

You want to intervene at the high level points in the system or high level levels.

And we also saw some great criteria or guidelines for selecting evidence based interventions.

They obviously should have evidence behind them, they should be eerie based and cost effect it was.

They should be community or provider acceptable and so on and so forth.

So the good criteria again for selecting some of those components, but neither focusing on the high leverage intervention points or applying these criteria to winnow down the menu at any given level of interventions to choose from really gives you much guidance with whether or not package A which includes intervention XY and Z or package B which includes intervention J, K and L represent a better package and more likely to be as successful.

So it's that interconnectivity or the interdependence among the components where we did not see much guidance.

From that we went and looked at article that described multilevel interventions.

There aren't as many that you can find that focus on three levels which is what Steve Kaplan and company had asked us to focus on back in the conference.

But nonetheless when you do find those articles, again you see the rationale for the intervention design describing the logic and the theory and the evidence for the selection of interventions at any given level.

But not much discussion about the logic for combining intervention is at different levels or how those intervention peas were going to work together or complementary or synergistic.

We focused on two types of interdependence framework, mediation and moderation and we identified these for identifying multilevel interventions which emgoing to describe briefly.

In the article we illustrated these five strategies with multilevel interventions to improve the quality of rectal cancer treatment.

But today at Steve's request, I'm going to try and illustrate these five strategies with multilevel interventions through care coordination for patients like Ms.V.

Ms. V has the confidence and the socio‑economic status and health literacy and so forth to serve as her own quarterback for her care but it may not be desirable or reasonable to expect all patients to be able to do that.

It would be at least from my perspective desirable to build care coordination into our system rather than to expect the partials to be the glue.

That's just my personal opinion.

So advance the slide for me, please.

I'm going to walk you through these five lodgics for combining interventions.

The first one is the accumulation strategy.

In this advantage interventions at different levels produce a cumulative impact on a common mediating pathway or set of mediating pathways.

The interventions exhibit what the organizational scholars would call pooled inter dependence ‑‑ without being dependent upon the other intervention.

You can think of this as sort of an additive model.

In this example the patient centered medical home target the organizational level for determinance of care coordination by assigning responsibility for quarterbacking the care that a patient receives to a single provider or provider team.

And for the sake of this illustration, I've just assumed that the care quarterback is going to be a primary care provider.

The survivorship care plan component improves interpersonal communication among providers by supplying the primary care provider with a treatment summary and recommendations for follow up care.

And then finally, provider education with CME credit attached improves the primary care provider's knowledge of current surveillance guidelines, potential late effective treatment and other clinical issues that might require some care coordination.

I should stop for a moment and say all of these interventions listed on the left handset of boxes are complex interventions.

They probably work on multiple determinants and they can even be somewhat multilevel in and of themselves.

I'm simplifying things just for the purpose of exhibit here.

I recognize the patient have very complex intervention and probably it affects more than one determinant to the problem here.

But for the sake today's exhibition I'm pointing out the intervention instead of thinking of the logic of each intervention component.

Would you please advance this slide to the amplification.

This is in counterdistinction to the accumulation strategy.

Specifically one intervention increases the target audience's sensitivity to or receptivity to the other interventions in ways analogous to mediate moderation.

Yes you can combine those two things.

One intervention amplifies the effect on a me ating processes or pathways.

So in this example the audit and feedback intervention is added to boost the signal of survivorship care plans by providing credible individually tailored information to physicians or whoever is together to help produce the survivorship care plans about the completeness of the survivorship care plan and the timeliness of its delivery.

If you added a paper performance element to that audit and feed pack intervention, it might boost the signal even further.

Next slide, police ‑‑ next slide, please.

One is conditional on another intervention.

However here instead of boosting the signal on the amplification strategy here the traditional intervention clears the Meadateing pathway to produce the desire the outcome.

In other words one intervention removes the barriers or facilitates the effects of other interventions.

But to continue the example, this slide depicts a multilevel intervention in which a community health information, change is added to facilitate the care coordination that's produced by PC and H and PCP's.

This indicated that care coordination, the care coordination that becomes possible with TCMH and SCP's is inhibited by the inability to move information electronically among desperate healthcare providers to pick up on the point Becky just mentioned.

Facilitation strategy is useful when the interdependence against multiple determinance of a problem is defined by necessary but not sufficient relationships.

And the same is true with the intervention components.

One might argue that these may be necessary to improve care and patient outcomes but they may not be sufficient without means of sharing clinical information accurately and quickly across providers using perhaps different electronic health record systems.

Next slide, please.

>> Brian before you go to the next slide, would you consider something like adequate coverage, health insurance coverage as a facilitating mechanism.

>> Absolutely.

And we might argue over what level of influence that intervention is targeting, either primary or maybe multiple levels.

But yes, that could certainly be facilitating intervention.

The idea is these other interventions are having an effect on the mediating pathway but there's a blockage that prevents the transmission of that effect if you will to the outcome you're looking for.

The facilitation strategy you're using another intervention component at a different level of influence to clear that pathway so you can actually get the signal through.

That's the metaphor.

in this case the intervention in one level affects the desired outcome in and through one or more interventions at other levels of influence.

Here are the interventions demonstrate what we organizational scholars would call sequentialal interdependence meaning that the outputs of one intervention at one level puts it at another level.

By linking multiple mediating processes into an integrated causal pathway, cascading interventions creates a circuit through which the effective interventions combine and thereon.

And I'm sure anybody whose worked in a complex multilevel healthcare system and I'm thinking about the VA is a good example but one doesn't necessarily have to restrict it to the VA, you often need changes to the higher level in the hierarchy ordered system in order for changes at a lower level of that system to take effect.

And vice versa.

So in this example, advocacy which we would say is targeting a policy level determinant prompts professional societies to change their accreditation standards to require S.

P's which stimulates hospital managers and physicians motivation to implement them.

SEP's in turn improve interpersonal communication between specialists and primary care providers by providing primary care providers with the treatment, summary and representations for follow up care.

And I hesitated to label this strategy cascade because it implies a flow from higher levels of influence to lower levels of influence.

But this approach can actually be applied in reverse from earlier work I did with community health coalitions.

I know that many of them felt very stymied in the communities in which they were working in because change happened at the state level or even at the higher levels in order for some of the interventions that they were applying in their communities to really work.

The last slide, please.

>> Brian on the cascaded strategy you're just saying the sort of figure make it look like there's a direction but it's not necessarily true.

>> Oh goodness, I just, I just lost power on my computer.

>> Oh, no.

>> In the final strategy and you'll have to forgive me.

We just had a blink in our power system here.

In the convergent strategy, here we have a pattern of interdependence among the causal factors and the interventions to be similar to what scholars call reciprocal inter dependence.

They become the inputs of one another and that's what sort of distinguishes it from the cascade where it's more of a sequential process.

Here it's sort of a passing back and forth.

Interventions like this work really well when a design like this, when what you really need to have happen is a change in sort of the communication or interaction among usual interdependent parties.

So you can see in this example, you can see, I can't because my computer is off.

You can see the intervention components affecting sort of the cared for nation on the provider's side being matched with a patient‑directed intervention to create a different kind of doctor/patient relationship or interaction which would improve both care coordination and the kind of out comes that the patients receive.

I'm sorry I can't be more specific than that but that's all I can remember what I said on that slide.

Let me just see if I can summarize in the last slide.

These are some of the discussion questions that we had posed at the multilevel intervention conference back in March of 2011.

I think the broader point that I would just emphasize here is that if we want folks to, if we want to encourage researchers to move in the direction of creating and testing multilevel interventions, I think it's really important that we encourage them, if not require them to think through and rationalize the logic or collecting the intervention components that they do.

I think that will be very helpful on the reviewer and funder side of things when they're faced with multiple proposals for doing multilevel interventions to be able to think through which of these proposal is likely to generate a two plus two equals four two plus two equals five error if he can.

These multilevel interventions of course are very time consuming.

They're very expensive.

And they also can burn through a lot of in the provider community or in the community in general.

I think it's very important we not just take our favorite pairs or favorite sets of interventions and simply combine them and hope they will work together in synergistic ways.

We need to do more than hope we need to plan that synergy or complementary to what we do.

There's a uniquely valuable role to be played in dynamics modeling simulation where we can try out and play with some of these multilevel intervention packages in a safe environment without putting our system at risk or burning through some of that goodwill is a lot cheaper to do as well.

You see how these intervention components are likely to combine both in the complementary and synergic ways we desire but also to be attendive to delayed effects or unintended consequences of our components that we may not anticipate in our enthusiasm to post them.

I'll stop there to work through my log in to start this back up.

I think we can open it up.

>> Thank you, Brian.

Once again Brian presented so clearly you can almost believe you understand what he's talking about.

>> I thought this is very good and very helpful, Brian.

My question is, have you given any thought to looking at contingency relationships to which one of these strategies would be more appropriate under certain conditions than others.

>> This is a very demanding multiintervention I think are very demanding on both evidence and theory.

And I think it's a discussion question sort of signal at the very end of the talk.

We actually need a lot more.

I think there's a lot more work that needs to be done to make sure that one, we understand how these interventions actually work.

I mentioned at the multilevel intervention's conference that audit and feed back has been around a long time but there's not a whole lot of clear thinking about how that intervention actually works.

People have different ideas about how it works, and there are other kinds of interventions as well.

So I'm not sure that I can really answer your question other than to say I think the determinence of the problem should be guiding the selection of the intervention components and that might be the society contingencies that you're talking about.

>> Let me follow up with one question.

Do you think the case we presented was a multilevel problem?

>> Good question.

Well, I saw it as problematic because from my perspective the cared for nation should be built into this system than put it on the shoulders of the patient, even an willing one.

I think it's great to be patient centered and I think we certainly want to support consumer‑directed healthcare.

But I do think it's a lot of weight to put on the shoulders of patients to put our humpty dumpty system back together again.

So I would see this as an issue where there are care transitions that could be better managed.

And whether they would be better managed through a multilevel intervention or say a multicouldn't intervention at the individual or interpersonal level.

I don't know.

There weren't enough held in the case and I don't know enough about sort of what the science has to tell us about the determinence of this particular set of issues.

Is that vague enough for you, Steve.

>> That's pretty good, pretty academic.

At her level she had some control issues.

I think there's the question what are the consequences, was there a lack of coordination.

We could be asking is there a lack of coordination and would it have been affected by an intervention for example at the provider level that looked at how you make the pass off between the emergency room and the hospital and the primary care docks and would that have improved her care down the line compared to her own coordination by sheer force.

I think you could conceive of the problem as a multilevel but I don't know for sure if it is.

>> If I may, this is Becky.

I think it is but I think the issue with consumer‑directed patient centers, however you want to label this is that she is so much the source of information that it squashed what's multilevel issue into her being a single data source.

And so in a way it becomes single level when in fact I think it represents a very complex multilevel set of issues for which you now have extraordinarily limited data.

>> I think many people by default take that position simply because there's alternatives.

>> It's Donna O'Brien.

The other piece that factored in that I think makes it multilevel is the fact that her health insurance changed.

So the one that knew what she had and was paying for it suddenly wasn't involved in the picture anymore when she moved.

As pairs are morphing to become like providers.

That's another source.

Brian it doesn't really appear on your models.

>> I'm sorry say that again, Donna.

>> The payer doesn't really appear on your model.

Like the knowledge that the payer has and that's payers are becoming more connected.

I'm wondering how the payers might fit into this strategy.

>> Donna that was my question about the facilitation strategy.

Here Brian has it under health informationing change.

But I think the payment mechanism is the mitigating factor.

>> This is more of a nuance than necessary but the way in in we were thinking about the level of influence in the article we wrote and it's here about causal factors at different levels of influence in our system is the post actors in the system.

The guiding multilevel framework that Steve Kaplan used that appears in the paper and so forth, the social model has the levels defined by the levels of a system, individual patients, family, provider teams, organizations, local teams and so forth.

That's an equally plausible and useful way of thinking about multilevel or what a level is.

Ours is more abstract because it didn't look at the actor in the system but the factors that are at the different levels of abstraction.

>> John?

>> This is John Matthew.

I'm the academic who was in last time.

I've been listening to this case and I think it's been very well done.

Just to piggyback on what Brian has laid out here is that he's laid out sort of the health care nested arrangement.

I appreciate that the patients are also in their other environment, the community, workplace, multilevel modeling language they talk about this as a cross classified kind of arrangement.

So there are multiple simultaneous just nestings to which the patient is responding.

It's not always neat cascading through one chain there are other chains with other cascading influences and you get the intersecting between those as well.

>> I just had an extextive conversation with Doug ‑‑ from Minnesota for tactical purposes he would summarize he's given up on the provider system and is focusing on trying to develop teams and coordination outside the provider system.

That provide the kind of support that the patient needs.

In mental health he recently got a fairly large grant to do this for cancer patients in combination with ‑‑
>> Are those parallel screens going to be synergistic and reinforcing one another or work across purposes and really counteract one another.

That's probably the biggest question that's working out there.

>> They could be very unproductive, you know.

That interaction being negative as opposed to facilitating.

>> One thing that's not discussed in this model but I think it's still relevant especially with the care transition focus that he's asking to address, this model sort of doesn't reflect where in the continuum of care or the different claims of settings in which these interventions might take place.

There might be multiple interventions at the oncology practice, targeting the oncology factors, targeting the primary care process factors and community factors and so forth.

This is about an abstract causal logic for how you wanted to combine these things but it doesn't necessarily reflect a different way of thinking about multiple, multicomponent interventions which is more setting space.

>> Exactly.

Those, the phases could be the contingencies which certain configurations under these five different models would be more appropriate in one phase versus other phases.

>> If there's care coordination issue that is within the same step or type of care in Steve's model you might think about teams bringing in specialists and surgeons and others involved in the acute stage of treatment.

I didn't put that in here because I was thinking of care coordination across the transition.

That's another way could enhance the care coordination that goes on.

>> Great.

>> Brian, this is Amy.

I would like to kind of follow on with what you were saying, that it struck me all the way through this information which is as you're thinking about youth cases or scenarios and trying to figure out how to follow and put things together you need to have the right people at the table.

This particular case needs surgeons and primary care providers for example.

It's critical that they provide input and it also would be useful to get the input of patients in what thing should look like.

That's the first thing I wanted to comment on.

I got something else to comment on but I'm just struck by the importance of having the right people at the table.

>> I think that's really important.

It's a question of why we have those there.

Ingrid, you wanted to speak up.

>> I did.

I thought one of the things that most struck me of Brian's comments was one of the computing points that the appropriate strategy is essentially likely depend on the problem.

I was curious whether or not Brian you found any framework for labeling problems in the same way that you see with these strategies.

Have you found anything in the literature that helped think about types of problems so we can begin which problems and which strategies might be effective there.

>> Good question.

I don't, and I think that would be great to allow to the overall group.

In reference to that, in teaching this class that I've done, Amy's been kind enough on disseminating interventions in cancer care, I had a chance to look through a lot of collaborations of the reviews and looked at the one on audit and feedback.

It's probably not surprising that the average effect of a lot of these interventions is about 10% behavior change.

It's not always clear to me how or why the sites were selected in any of these studies for these interventions.

Was it the case of the study authors knew that, for example, acute action was a key determinant of the reason why care wasn't better than it could be in that particular set of practices participated in this or that the provider simply didn't know how well they were doing.

And therefore, didn't realize there was a gap between actual and desired practice.

So it wasn't always clear to me when they deployed the audit and feedback intervention of the clinical mind intervention or whatever that folks were working with practices where there was actually the biggest problem as to why the care wasn't being improved and therefore if you selected cases for your randomized control trial where you realize awe excuse action is a major issue, you would be maturing the intervention with the problem rather than sort of assuming this intervention's going to work in all circumstances regardless of whether that's the most problem or not.

He'll not sure if I'm expressing that well.

That's sort of what struck me is there wasn't a good matching between the problem and the solutions we were finding.

And then there's no surprise that everything is kind of oh, it sort of works.

>> I think it's been just a huge question in my mind can we or do we or is there an existent frame work for about types of problems instead of taking each problem as a special incident.

Do they fall into some category of framework and if we thought about them that way then we might get a little bit more traction in finding or matching an appropriate solution.

That's a question I've been wondering.

>> That's interesting.

Lynn, you wanted to jump in?

>> I was just going to say as I think about this multilevel intervention, apply to care coordination.

My clinical experience with Kaiser and also in a hospital that two layers got missed with its patient.

One of the things I learned at Kaiser is care coordination doesn't start at discharge.

It starts on admission.

Or by diagnosis.

So from a payor perspective, when this patient was diagnosed initially outside her usual catchment area, that's two flags to the payor.

She's got early disease and being treated for her, catchment area.

For the hospital system, the flag is is they're going to have some more sort of demanding discharge issues with this patient because she's not in the catchment area.

And so what I notice is that none of the organizational interventions, we think a lot about providers thinking about case manager if we're together to look at care coordination.

There are systems out there for determining risk upon admission, like Internet and some of the other ones that have been shown to identify high risk patients.

And then that doesn't change, those patient have control issues.

That's a whole separate thing.

But I think looking at the systems and how they flag patients early is one of the things that contributes to better care.

>> It's interesting.

It builds a little bit on ingrid's comments and makes it you sort of jumped on this as a typical kind of problem.

It's going to be a transition problem we better know that in the beginning and start planning.

>> This is Amy.

Can I make one more comment.

>> Sure, come on in.

>> So you know Brian when you were talking about the Cochran reviews in this space and what happens with audit and feedback and other essentially evidence‑based strategies to implementation, one of the most compelling reviews I've seen coming out of Cochran suggests that just like it's multilevel interventions and there's multi‑pronged and approaches hit it in different places.

It rile needs to be A multipronged approach towards evidence implementation and delivering the healthcare system.

I think that's part of what you've been saying.

The other part of what you've been saying which is striking to me especially as I've been watching your models go by is that these are all data points.

And as we're improving our data system, systematic collection of the right data points will help to feed this event simulation and other models as you highlighted.

And so if we matched the academic approach of how we thoughtfully developed health systems and try and positively impact care coordination with our data collection approaches of making sure the right data elements are there when we need them hopefully will add another method to that bundle what can help reinforce understanding and implementation.

We've been testing this in terms of how to revive our simulations model.

It's possible but you really have to get the entire system involved like they've done at other places.

>> That's a great comment.

Steve again.

Amy, so what data, if we're going to talk about the care in this case and you were an accountable care organization, you wanted to make sure you got this right, what data do you think you'd want.

It's so hard.

Really what I want is a closed system where even if a person moves from one spot to the next I at least have the imprint of that person and their movements across this system in there.

And one of the challenge is that we don't really ‑‑ as this highlights we don't have the system.

What I think is so powerful is we've got an information manager on our page.

And while some of her information management control issues have been to her detriment, I've been wondering whether or not reinforcing with patient held medical records and with patient reported outcomes at the right time points may be one mechanism through which we could have had the right data points in the system.

I'm not sure if I answered the question of the discreet data element.

I want to know provider problem they're having.

The time they interact and subsequent interactions from there.

>> I think I heard you say you want to know they got to another provider.

>> I want to know the chain of events.

>> Yes, yes.

>> [Indiscernible] I think a closed system, there are some that I think maybe we ought ‑‑ this branch out to be targeted ‑‑ in that setting.

I'm thinking [Indiscernible]

>> That's a good idea.

We were thinking about making some contacts with some good examples and exploring a little bit more these transitional issues.

>> It's Donna O'Brien.

It might be nice to think about not a closed system but a provider that's committed to achieving the same goals.

>> Do you have an example.

>> I would argue that I think you got to get a better understanding of these causal links and that could be developed web that laboratory framework a lot easier than an open system.

>> I tend to agree.

We've been looking at some of these.

One of the places to look on the CMI projects.

>> Do you want to explain what those are?

>> CMS is center for innovations, a series of projects really looking at different APR models for the most part.

And there are a few that are oncology care focus.

So the oncology medical home model that's originating out of New Mexico that may be worth looking into although I don't know that it's truly a closed system the way that I think we really need it to be for this kind of picture.

And ‑‑
>> You AB had another interesting one with multiple providers.

>> If that was Steve asking, I can put you in charge, in touch with the project officer who is responsible for that part of the portfolio at CMS.

>> That was Steve asking and I would love to hear from him.

Thank you.

Once again we're coming to the end.

It's been a very rich discussion with some really great points.

I think helpful insights.

It's stretching a little bit.

I think what we're doing and that's exactly what I wanted to do.

We look forward to another session in the early part of next year.

We'll sort of put this together, update you at the beginning of the year and look forward to fourth session.

The next session is on shared decision‑making.

Again thank you all for taking the time and being so active and articulate in your presentations.

Thank you Brian for bringing back that presentation.

>> Thank you Steve and I'm so glad this call worked out well.

Thank you Everett for the technology.

>> Everett is glad too.

>> See you all later.

Have good holidays.

