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Office of Health Equity 

 

Created in 2012 

Vision: To ensure that VHA provides appropriate 

individualized health care to each Veteran in a way that: 

• Eliminates disparities in health outcomes 

• Promotes health equity 



   

 

  

 

 

What is VA doing to promote equity? 

Equity 
for 

Veterans 

Staff 

Social 
Supports

Providers 

1. We work with the Office of 

Resolution Management, 

Diversity and Inclusion and other 

partners to ensure Staff work in a 

diverse and inclusive 

environment. 

2. We work with Social Supports to 

address social needs. 

3. We work with Providers to reduce 

health inequities in health care. 



Veteran Populations 

 

 

 

Veterans who experience greater obstacles to health related to: 

• Race or ethnicity 

• Gender 

• Age 

• Geographic location 

• Religion 

• Socioeconomic status 

• Sexual orientation 

• Mental health 

• Military era 

• Cognitive /sensory / physical 

disability 



Office of Health Equity Website 

https://www.va.gov/healthequity 

https://www.va.gov/healthequity


 

 

 

 

Objectives 

1. Introduce relevant concepts and definitions including equity, social determinants of health, 

social risk factors, and social needs 

2. Review the importance of addressing social determinants of health in healthcare settings 

3. Provide an overview of the ACORN initiative and recently released ACORN Dashboard 

4. Discuss opportunities for integrating ACORN into clinical settings to improve identification 

of social needs and access to relevant resources among Veterans 



 

 

BOTTOM LINE UP FRONT

Systematically identifying, comprehensively 

assessing, and addressing social risks and needs 

is critical to advancing health equity among 

Veterans. 



Equality vs. Equity 

  

Equality means 

providing the same 

resources to everyone. 

Equity means getting 

people what they need, 

so no one is left behind. 



 

Social Determinants  of Health (SDOH) 

Artiga, S. Health Disparities Are a Symptom of Broader Social and Economic Inequities. Kaiser Family Foundation. 2020.  



 

Social determinants 

have a greater 

impact on health 

outcomes than 

clinical care. 

Remington PL, Catlin BB, Gennuso KP. Popul Health Metr. 2015 Apr 17;13:11. 



 

 

  

Social determinants 
The conditions in which people are born, grow, work, live and age, and 
the wider set of forces and systems shaping the conditions of daily life. 

Social risk factors 
Specific adverse social conditions associated with poor health, such 
as food insecurity and housing instability. 

Social needs 
A patient-centered concept that incorporates a person’s perception 
of their own health-related needs. 

Alderwick H, Gottlieb LM. Milbank Q. 2019 Jun;97(2):407-419. 

Green K, Zook M. Health Affairs Blog, October 29, 2019. 

National Academies of Sciences, Engineering, and Medicine. Integrating Social Care into the Delivery of Health Care, 2019 

World Health Organization. 2010. www.who.int/social_determinants/sdh_definition/en. 

www.who.int/social_determinants/sdh_definition/en


  

   

 

 

 

 

 

 

 

      

ACORN can help meet Joint Commission and CMS Equity Standards 

Joint Commission 

Leadership Standard 

Element of Performance 2: 
The organization assesses the 

patients’ health-related social 

needs and provides information 

about community resources 

and support services. 

Centers for Medicare 

and Medicaid (CMS) 

Equity Standards 

Attest that your hospital 

engages in: 

▪ Data collection of patient 

demographics and social 

determinants of health 

(SDOH) 

▪ Training of staff in culturally 

sensitive data collection 

▪ Inputs demographic and 

SDOH data into EHR 

The Joint Commission R3 Report: New Requirements to Reduce Health Care Disparities CMS Framework for Health Equity 2022–2032; CMS MLN Connect Newsletter: Special Edition 

https://www.jointcommission.org/-/media/tjc/documents/standards/r3-reports/r3_disparities_july2022-6-20-2022.pdf
https://www.cms.gov/files/document/cms-framework-health-equity-2022.pdf
https://www.cms.gov/outreach-and-educationoutreachffsprovpartprogprovider-partnership-email-archive/2022-08-01-mlnc-se


  

Healthcare organizations can address social 
risks and needs in multiple ways. 

Activities 

focused on 

individuals 

Activities 

focused on 

communities 

Adjustment Assistance 

Alignment Advocacy 

Awareness 

Integrating Social Care into the Delivery of Health Care, 

National Academies of Sciences, Engineering, and Medicine2019. 
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VHA screens for certain risks and offers well-established 
interventions for needs. 

VA  Social Risk Screening 

VA  Social Needs Interventions 

(just a few of the many!) 

▪ Food security 

▪ Housing stability 

▪ Intimate partner violence 

  

▪ Robust integrated Social Work 

▪ Novel housing and vocational programs 

▪ Food programs 

▪ Social groups 

▪ Peer Support 
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VHA does not have a systematic screening program for 
identifying social needs more broadly. 
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How can we better identify 

social risks and needs 

systematically, and connect 

Veterans with existing VA 

and community resources? 



 

(Assessing Circumstances & Offering Resources for Needs) 

ACORN aims to systematically identify and address 

unmet social needs among all Veterans to improve 

health and advance health equity. 



 

 

 

 

   

Identify Risks in 

9 Domains Using  

ACORN Screening

Tool 

 

Address Risks 

through 

Resource Guides 

and Referrals  

Food Security Housing Utilities Transportation Legal 

Social Risk Domains covered in the ACORN Screener: 

Education Employment Social Isolation Digital Needs 

& Loneliness 

*VHA has safety screening processes (e.g., intimate partner violence, suicide risk, elder mistreatment) independent of ACORN 

https://www.va.gov/HEALTHEQUITY/docs/ACORN_Screening_Tool.pdf


Modes of Administration Used: 
▪ Veteran self-administered via paper-based 

screening 

▪ Staff-administered via CPRS template – 
responses linked to Health Factors 

Link to ACORN National CPRS Template Materials 

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdvagov.sharepoint.com%2Fsites%2FVACOVHAOHE%2FSiteAssets%2FForms%2FAllItems.aspx%3Fid%3D%252Fsites%252FVACOVHAOHE%252FSiteAssets%252FSitePages%252FNational-CPRS-Template%252FACORN-National-CPRS-Template-v1.3---Educational-Materials.pdf%26parent%3D%252Fsites%252FVACOVHAOHE%252FSiteAssets%252FSitePages%252FNational-CPRS-Template&data=05%7C02%7C%7C1c25b908348a4f8b223e08dc11331e18%7Ce95f1b23abaf45ee821db7ab251ab3bf%7C0%7C0%7C638404158452548184%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=3DLW6ZDsppztQLFNpBkC%2BplLSvTujpIf0PizV%2BPVnqY%3D&reserved=0


ACORN Model: Resources and Referrals 

Veterans who express needs 

receive geographically-tailored 

resource guides, 

support with navigating 

resources, and/or 

social work assistance. 
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ACORN Resource Guides 

Overview: 

▪ Clinic staff can provide resource guides as 

a supplement to other supports such as 

social work and case management 

▪

▪

ACORN resource guides are one-page, 

geographically tailored lists of VA and 

other federal, state, and community 

services 

Guides are short and comprehensive, with 

a focus on highest-yield over quantity 



Select ACORN Implementation Sites 

ACORN 
Community 
of Practice 

(ACORN CoP) 

General Primary Care 

PACT Social Work 

Emergency Department 

Geriatrics 

Women’s Health 

Whole Health 

Specialty Care 



ACORN Community of Practice  (CoP) 

All Sites CoP 
(monthly 2nd Tues) 

Knowledge -sharing 
across  all participating  

ACORN sites 

National -level ACORN 
data and updates 

“Site Spotlight” to share 
lessons learned, 
challenges,  and 

successes 

New Sites CoP 
(monthly 4th Tues) 

Start -up su pport as New  
Sites plan  and  implement 

ACORN 

Workflow development 
and refinement 

Office Hours 
(monthly 1st Thurs) 

Individualized  start -up 
support and  workflow 

refinement 

Technical  assistance  to 
troubleshoot barriers 

ACORN Basics 
(monthly 3rd Thurs) 

Introduction to ACORN 

Discuss next steps for  
sites  interested  in  

implementing  ACORN 
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Data:  ACORN Screens 

12,066 
ACORN screens 

completed* 

68% 
Positive in ≥ 1 

domain 

Newly Launched: ACORN Dashboard 

37% Digital Needs 

29% Social Isolation/Loneliness 

18% Food Needs 

15% Transportation 

13% Housing 

13% Utilities, 8% Education, 6% Legal, 
6% Employment 

*Data collected between July 1, 2021 – January 8, 2024 

https://app.powerbigov.us/groups/me/reports/74eaea34-2e22-4764-aff1-0a89e49c494d/ReportSection4caf4e1a535bb5b342b1?ctid=e95f1b23-abaf-45ee-821d-b7ab251ab3bf


Developing the ACORN Dashboard 



The ACORN Dashboard 



The ACORN Dashboard: Overview Data 
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The ACORN Dashboard: Demographics 
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The ACORN Dashboard: Domain Trends 
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The ACORN Dashboard: Resources and Referrals 



The ACORN Dashboard: Co-Occurring Social Needs 



The ACORN Dashboard: Co-Occurring Social Needs 



The ACORN Dashboard: Resources and Referrals by Domain 



9 sites in Pre-Implementation 

19 sites  in Implementation 

8 sites in Sustainment/Maintenance 

36 
ACORN 

Partner 

Sites 

43 



Geographic Distribution of ACORN Partner Sites 



 

 

Demographic Characteristics of Veterans Screened (N=12,066) 

Total Screens 

n (%) 

Age (years) 

18-34 704 (5.8%) 

35-49 1172 (9.7%) 

50-64 2647 (21.9%) 

65-79 5565 (46.1%) 

≥80 1978 (16.4%) 

Sex Assigned at Birth 

Female 1352 (11.2%) 

Male 10714 (88.8%) 

Race/Ethnicity 

American Indian or Alaska Native 119 (1.0%) 

Asian 37 (0.3%) 

Black or African American 3507 (29.1%) 

Hispanic or Latino 375 (3.1%) 

More than one race 109 (0.9%) 

Native Hawaiian or Other Pacific Islander 61 (0.5%) 

White, non-Hispanic 7212 (59.8%) 

Unknown/Missing 646 (5.5%) 
*Data collected July 1, 2021 – January 8, 2024 



 

 

Demographic Characteristics of Veterans Screened (N= 12,066) 

Total Screens 

n (%) 

Marital Status 

Married/Partnered 5252 (43.5%) 

Non-married/Non-Partnered 6336 (52.5%) 

Unknown/Missing 478 (4.0%) 

Rurality 

Rural/Highly Rural 4338 (36.0%) 

Urban 6579 (54.5%) 

Unknown/Missing 1149 (9.5%) 

Sexual Orientation 

Straight/Heterosexual 8842 (73.3%) 

LGBQ+ 233 (1.9%) 

Choose not to disclose 669 (5.5%) 

Missing 2322 (19.2%) 

Enrollment Priority Group 

1-4 7320 (60.7%) 

5 2927 (24.3%) 

6-8 1780 (14.8%) 

Unknown/Missing 39 (0.3%) 
*Data collected July 1, 2021 – January 8, 2024 



 

 

Prevalence of Positive Screens, by Demographics (N=12,066) 

Positive Screens 

n (%) 

Age (years) 

18-34 505 (71.7%) 

35-49 865 (73.0%) 

50-64 1933 (73.0%) 

65-79 3608 (64.8%) 

≥80 1301 (65.8%) 

Sex Assigned at Birth 

Female 973 (72.0%) 

Male 7230 (67.5%) 

Race/Ethnicity 

American Indian or Alaska Native 90 (75.6%) 

Asian 29 (78.4%) 

Black or African American 2612 (74.5%) 

Hispanic or Latino 283 (75.5%) 

More than one race 76 (69.7%) 

Native Hawaiian or Other Pacific Islander 47 (77.0%) 

White, non-Hispanic 4640 (64.3%) 

Unknown/Missing 425 (66.0%) 
*Data collected July 1, 2021 – 

January 8, 2024 



 

 

Prevalence of Positive Screens, by Demographics (N= 12,066) 

Marital Status 

Positive Screens 

n (%) 

Married/Partnered 

Non-married/Non-Partnered 

Unknown/Missing 

3129 (59.6%) 

4740 (74.8%) 

334 (69.9%) 

Rurality 

Rural/Highly Rural 

Urban 

Unknown/Missing 

2844 (65.6%) 

4630 (70.4%) 

729 (63.4%) 

Sexual Orientation 

Straight/Heterosexual 

LGBQ+ 

Choose not to disclose 

Missing 

6014 (68.0%) 

185 (79.4%) 

450 (67.3%) 

1554 (66.9%) 

Enrollment Priority Group 

1-4 

5 

6-8 

Unknown/Missing 

4843 (66.2%) 

2264 (77.3%) 

1073 (60.3%) 

23 (59.0%) 
*Data collected July 1, 2021 – January 8, 2024 
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Positive Screens, by Birth Sex* 
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*Currently unable to report gender identity due to a large number of missing data. 

Gender identity will be added as the number of missing responses decreases. 
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Positive Screens, by Rurality 
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Examples of ACORN in practice 

Robert J. Dole VA Medical Center – Wichita, KS 

 Setting: Women’s health primary care clinic 



 Workflow

ACORN Target Population: Women Veterans across the age spectrum 

: RN Clinical Navigators administer ACORN as part of routine preventive screening 

discussions; maternity care coordinators administer ACORN with pregnant Veterans 
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Robert J. Dole VA Medical Center – Wichita, KS 
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

 Workflow





ACORN Target Population: Women Veterans across the age spectrum 

: RN Clinical Navigators administer ACORN as part of routine preventive screening 

discussions; maternity care coordinators administer ACORN with pregnant Veterans 

Central Virginia Veterans Healthcare System – Richmond, VA 

 Setting: Emergency Department 

ACORN Target Population: All Veterans presenting to the ED 

Workflow: ED social workers administer ACORN 



Examples of ACORN in practice 

Robert J. Dole VA  Medical Center – Wichita, KS 

 Setting: Women’s health primary care clinic 

 ACORN Target Population: Women Veterans across  the age spectrum 

 Workflow: RN  Clinical Navigators administer ACORN as part of routine preventive screening 
discussions; maternity  care coordinators administer ACORN with pregnant Veterans 

Central Virginia Veterans Healthcare System – Richmond, VA 

 Setting: Emergency Department 

 ACORN Target Population: All Veterans presenting to the ED 

 Workflow: ED social workers administer ACORN 

Joseph M. Cleland VA Medical Center – Atlanta, GA 

 Setting: Primary Care 

 ACORN Target Population: Veterans with A1c ≥8 living in high poverty  areas 

 Workflow: Eligible Veterans identified using VA  Primary Care Equity Dashboard; social 
workers outreach to administer ACORN 



Key Fiscal Year 2023  ACORN Accomplishments 

Developed Community of Practice (CoP) model for implementation and 
sustainment phase sites 

Developing and refining tools to support dissemination, including the ACORN 
Dashboard, ACORN National  CPRS Template, Implementation Toolkit, 
SharePoint site, and processes for electronic self-administered screening 

Convened ACORN Partner Engagement Group (APEG) comprised of 
representatives from programs and offices across VA to guide ongoing  
dissemination 

Continuing  work with VA and external partners to ensure alignment 
of ACORN with national data capture and interoperability standards​

Centralized ongoing evaluation across sites to determine barriers,  facilitators,  
and optimal  strategies for implementation 



ACORN National Template 



ACORN National Template 



ACORN National Template 



ACORN National Template 



  

 

 

 

Future Directions 

• Moving from proximal process- and social-risk related outcomes to more distal outcomes 
including connection with services, if needs are addressed, and 
health and utilization outcomes. 

• Continuing to develop and refine standardized clinical workflows across a range of 
settings, specialties, and populations that maintain core ACORN elements while allowing 
for fidelity-consistent tailoring and adaptation 

• Developing a multi-site, pragmatic hybrid implementation-effectiveness trial of ACORN 

• Building out process for Veteran self-administered electronic screening 

• Collaborating with field-based partners to develop communications and training materials 
to support clinical care team members in feeling comfortable screening for, assessing, 
and addressing social risks and social needs 



Broader Questions for the Field 

• Are social risk instruments measuring what we think they are measuring? 
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Broader Questions for the Field 

  

 

 

• Are social risk instruments measuring what we think they are measuring? 

• How often should we be screening for social risks? 

• How can we improve equitable uptake of and access to offered social care 
assistance? 

• What are best practices for meaningfully engaging in cross-sector collaborations 
and support rather than overwhelming the capacity of community partners? 

• How do we build capacity at the state-level for addressing social risks and social 
needs? 

• How to best leverage current funding and reimbursement opportunities to ensure 
sustainability? 

• How can we leverage technology to sustain screening, referral, and navigation 
efforts? 



ACORN SharePoint 

ACORN SharePoint 

https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Social-Determinants-of-Health.aspx


ACORN Community of Practice 

Questions: VHAACORN@va.gov ACORN SharePoint: tinyurl.com/ACORN-Initiative 

Becoming an ACORN Partner Site 

Obtain Social Work 

Chief buy-in and 

engage with your 

team 
Including social work 

colleagues and other 

VHA  staff who will 

support ACORN  

implementation  

Complete an 

ACORN  Partner Site 

Interest Form and 

return to 

the ACORN Team at 

VHAACORN@va.gov 

Attend the ACORN  

Basics call  

(every 3rd Thursday 

at 2:00pm ET) 

to discuss ACORN 

implementation  

logistics at your site 

Join the ACORN  

Community of 

Practice Teams  

Channel 

mailto:VHAACORN@va.gov
https://tinyurl.com/ACORN-Initiative
mailto:VHAACORN@va.gov


  

  

 

Addressing 

individuals’ social 

needs is just one 

piece of the puzzle 

in achieving health 

equity. 

Castrucci B, Auerback J. “Meeting Individual Social Needs Falls Short Of Addressing 

Social Determinants Of Health, " Health Affairs Blog, January 16, 2019. 

DOI: 10.1377/hblog20190115.234942 
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ADDITIONAL RESOURCES AVAILABLE ON SHAREPOINT 
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx 

▪ Email: VHAACORN@va.gov 

▪ ACORN Screening Tool 

▪ ACORN SharePoint 

▪ VHA  Office of Health Equity 

▪ VHA  Social Work 

▪ Annual Report 

Presenter Contact Information: Alicia  Cohen  (Alicia.Cohen@va.gov); Sarah Leder (Sarah.Leder@va.gov), and  Lauren Russell (Lauren.Russell3@va.gov) 

▪

▪

▪

PCED SharePoint 

Introductory Tutorial (CE credit available) 

Guide for Facilitating Implementation of 

PCED 

▪ Webinars, case examples, and links to 

other equity resources in VA 

https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Primary-Care-Equity-Dashboard-Orientation-Materials.aspx
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SiteAssets/Forms/AllItems.aspx?id=%2Fsites%2FVACOVHAOHE%2FSiteAssets%2FSitePages%2FTest%2F1320005595PCED%20Facilitator%20Guide%20ver%207%5F508%2Epdf&parent=%2Fsites%2FVACOVHAOHE%2FSiteAssets%2FSitePages%2FTest
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx
mailto:VHAACORN@va.gov
https://www.va.gov/HEALTHEQUITY/docs/ACORN_Screening_Tool.pdf
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Social-Determinants-of-Health.aspx
https://www.socialwork.va.gov/
https://www.va.gov/HEALTHEQUITY/docs/ACORN_Annual_Report_FY2023.pdf
mailto:Alicia.Cohen@va.gov
mailto:Sarah.Leder@va.gov
mailto:Lauren.Russell@va.gov
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