December 28, 2005 Meeting Minutes

We spent most of the meeting going over the code book that Sharon has been working on.  If possible, I think it would be helpful if Sharon can email a copy of the code book in its most recent incarnation to help everyone better consider the predictors; this with the understanding that the book is going to change as time goes on.

Acceptance of referral:  There was some controversy about the second to last item on page 4 of the health screen, the item we were intending to use to determine whether or not a patient accepted referral to treatment.  The item actually asks whether the patient accepts referral assessment, meaning the remainder of the survey instrument and not necessarily a referral.  We need to determine how good a proxy this item is for accepting a referral, i.e. what percentage of the patients who answered yes actually got an appointment.  Bill may know the answer to this or Jen may.  I will plan on contacting Mike Clay or Jen Smith about this and Sharon said that she would ask Bill.

Children: In looking at item C6 on page 1 of the referral assessment, Sharon found that the wording regarding children was not ideal to our purposes.  We agreed that we were most interested in whether or not responsibility for the care of children predicts making it into treatment.  The item asks if you “how many children do you have?” which could imply grown children.  It then goes on to ask if the children are living with someone else due to court order, when in fact many children may be living with someone else for entirely different reasons.  We considered the possibility that a combination of answering yes to “do you have children?” combined with a no to “are any of your children living with someone else due to a child protection court order?” may act as a proxy to whether the patient is caring for children, but acknowledged that this is a highly imperfect proxy.  We are considering scrapping the predictor all together. [The following content is not from the meeting: another possible viewpoint to consider is whether retaining the custody of lost children might serve as a motivator and a predictor for making it into treatment.  This would be all those with an affirmative answer to C6b]
Employment:   item D3 on page 2 of the referral assessment.  We decided that we were most interested in whether someone is full or part-time employed v. unemployed for any reason.  We thought that the best way would be to code the responses 1-10 and then to dichotomize it to </= 2 for employed and >2 for unemployed.  This way we retain the ability to compare subgroups, such as unemployed due to disability.
Crime and criminal justice: section E on page 2 of the referral assessment.  The group decided that we would be interested in investigating recent criminal history as a predictor as well as looking at whether current probation or parole predicts making it into treatment, with the caveat being only if we actually have a reasonable subgroup to whom this section applies.  Joe said that he would be curious to look at the database to see how many people this applies to while Shari objected that this might compromise clean investigative practices.  It might still be worth a query to Jen as to whether this is a large subgroup and Joe will do this.  Specifically, the group is interested in items E1, 2 & 6.

Which admission?  The group again raised the question of which admission will we use for subjects with multiple admissions.  Should it be the index admission?  What if the patient is re-admitted during the window period?  Is the SBIRT assessment done in full for every admission?  What if a patient makes it into treatment following one admission but not another?  Obviously, the particular admission is necessary to establish the window period for making it into treatment. [it strikes me that we should use the index admission and exclude those who are readmitted during the window period.  However, this is imperfect because the reason for readmission may be that they did not make it into treatment.]

The other option is examining admissions rather than individual patients.  We would have to ask the state for all data on making it into treatment for the entire year, rather than a two month window period for each subject.  We would need to correlate the DARTS dates with discharge dates.  Again, we need to decide how to handle readmissions during the window period.  
DARTS: it is unclear to Bill, Sharon, and Joe what item in the DARTS intake best correlates with initiation of treatment.  Bill and Joe will need to sit down with Richard Sherman or someone else familiar with the database to decide this before we submit a request to the state.

TASC: In the next week, Pilar will make a time to meet with Bill and head over to view the database.  

Charlson co-morbidities: given that Deyo’s ICD-9CM-based adaptation of the Charlson co-morbidity scoring seems the most oft-used and thoroughly validated, we will attempt to use this version.  We have yet to see the CARP database so we are unsure how complete the dataset is.  Also, we need to clarify that the ICD-9CM system is currently employed in CARP.  The consensus of the group is that we think so.  


If Charlson mapping is impossible, LOS can serve as a proxy of disease severity.  Shari mentioned the importance of death while in hospital as an exclusion criteria.  
