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Michele Spoont, PhD:		So, briefly, what I want to say is that a health disparity is when people of a minority group are in some was disadvantaged in terms of their medical or psychiatric abilities relative to the majority group. A healthcare disparity, on the other hand, and I think these things are often conflated in the literature, which is why I wanted to clarify this, really has to do with the receipt of the healthcare services. And certainly, healthcare disparities can contribute to health disparities, but they are really about what happens within the medical system, itself, and that is going to be the focus of this talk.

And the IOM, Institute of Medicine, defines a healthcare disparity as the difference in the quality of healthcare received or really, in some cases, it can be the quantity, if that is appropriate, that is not due to differences in treatment need or patient preferences. And this is kind of a schematic that is often seen, really defining a healthcare disparity, and I am not really going to go through this, but you can see in the top box that clinical need and patient preferences are not considered contributors to disparities. But I think that now people are beginning to question whether patient preferences should automatically be assumed to not be a contributing factor, since you can only prefer that which you are aware of. So, patients who have lower levels of health literacy and are unaware of treatment options may have preferences that are limited by their awareness. And so, perhaps, a modified definition might be difference in the quality of healthcare received, given that the patient holds those preferences with knowledge and understanding of all the options that are available.

So, this is a schematic that I am going to use today about the phases in mental health treatment. I mean, first, people have to decide what they are going to do, whether they are going to get treatment. They have to decide that the symptoms that they are experiencing reflect a problem that needs help. And then they have to know how to and be able to access the mental healthcare system in some way. 

In VA, there really doesn’t seem to be evidence for a disparity in access to care. I don’t know that the studies have been done fully, but I don’t think there is currently any evidence. And largely, I think that is due to the fact that it is a safety net facility and in that way, the factors that are operative in community settings really are happening much less so here.

And then they come in for an intake evaluation of their problem. And actually, in the VA, that may end up being two or three evaluations, which is a whole separate systems issue. And once providers gather enough information to figure out what is going on with the patients, they really have to come up with a case conceptualization, just as you would in any other area of medicine, and formulate a treatment plan. And then patients are either initiated in treatment in that initial session or referred to other providers for additional treatment in the coming time period. 

And assuming that all of that goes well, the patients follows through with the treatment referral, initiates care, then through the ongoing treatment management, their treatment may be tweaked, other treatments may be added, shifted, sort of personalized to how that patient is experiencing the care. And if they stay in care long enough, there is a minimal trial of treatment that can be achieved, where you can think that their patient might experience at least some clinical benefit. And that is the goal. This is really not a linear process in the way that I have it outlined here. It is really just more a way to help us talk about it. But these steps do, in fact, occur even if they do so in a less linear fashion.

So, for this first analysis, I am going to talk about a study that was recently published in the Journal Depression and Anxiety, and we were looking at whether patients who are racial or ethnic minorities received a minimal trial treatment to the same extent that White veterans do. We were interested, basically, in factors that might be associated with receipt of a minimal trial of treatment. And we chose patients who were at the beginning of an episode of care, and that was defined by they were diagnosed by a VA clinician. We updated that list every two weeks as the data stats were updated from the administrative databases. And then we looked back a year and made sure that they did not receive any mental healthcare or didn’t receive any medications that are psychoactive, like antidepressants or antipsychotics in the previous year. So they were really kind of at the beginning of a possible episode of care. They may have had treatment for PTSD or other mental health diagnoses prior to that, and it is possible that they may have had them outside of VA. But the vast majority of these folks were ongoing VA users. We excluded very few people. They were mostly people who we couldn’t access through mailing address, since it was a mailed survey. And we only excluded people with severe cognitive disorders, who had schizophrenic spectrum disorder of some sort. And this was the basic study design. 

We followed them for six-months. So we surveyed them immediately after we identified them as having been diagnosed with PTSD and then we followed them for six-months, and looked at all their service utilization and pharmacy information for that six-month period. We ended up with a sample of over seven thousand people. We over-sampled women in minorities because we were interested in the possibilities of looking at disparities in the differences in care. And for the analysis I am going to be presenting today, we are only going to include veterans who received this diagnoses in mental health clinics, PTSD clinics or primary care clinics. In other words, places where they may have had access to treatment, and that was the vast majority of patients.

Now, when we start talking about racial/ethnic differences, we have to categorize people in these groups and there are generalizations which obviously then occur, which is by default. But we used as self-report measure of racial and ethnic identification. Basically, the patients, we gave them a list of options and they could check all that applied. All of the groups were fairly large. There were some multi-racial groups that were small. Usually, most of them were less than 70, that we did not include in our analysis because we wouldn’t be able to do anything with that, statistically speaking. So we ended up with 95% of our patient population being categorized. And I just wanted to make a note that the vast majority of people who identified as Hispanic or Latino did not endorse a separate race category of any kind. And so this is the actual distributions of the patients that we then included in the analysis that I am going to present today. And so we have a sample of approximately 7600 patients.

And the outcomes for the study is we looked at whether patients got a minimal trial of psychotherapy during that six-month period, between diagnoses and the six-month sampling period, where we looked at their appointment information. And they had to have at least eight sessions. Most of the evidenced based treatments are ten to twelve sessions. And PTSD is a very chronic illness. Very few people actually get better, even within that short period of time. At the time, I believe the performance measure was eight sessions in fourteen weeks. So we really expanded that significantly to allow for scheduling issues and also potentially late onset of treatment. 

We looked at minimal trial of pharmacotherapy, which we defined as four months’ worth. And the reason why we chose four months was because in VA, patients can get 90-day prescriptions of medication. And we wanted to make sure that they refilled at least once so that we could say that there was retention, since we were not looking at actual ingestion, and we did not ask patients. We were really looking at pharmacy information. And then the third outcome was whether they received a minimal trial of either of the treatments.

In this slide, I am just showing you, just to kind of give you general idea as to what percentages of veterans, both in our sample, which is in the middle column. Here it includes all of those, not just those who were seen in the primary care clinics, or in the whole eligible population of veterans from which we sampled what the rates of treatment received were. And actually, they are not really very impressive. About two-thirds of patients got something. That may be not even quite -- a little over half. But what is most important and most impressive, I think, is the lower half of the slide, where you can see how few people really got a minimal trial of something in the six-months after diagnoses, and particularly is the minimal trial psychotherapy, which is hovering around seven or eight percent.

So we modeled receipt of these outcomes by doing a hierarchical regression analysis, within a medical center with VISN and medical center within VISN as random effect. Blocks of variables were entered in the order shown, with the order shown, with the idea that we could then see if there were racial or ethnic differences in treatment receipt. And then see if by adding additional blocks of information whether that affected any group differences that we initially observed. 

And so, in the first block, our basic demographic age, gender and veteran race/ethnicity, per self-report. And then our treatments need variables. Because if you recall from the IOM definition, no differences in treatment need shouldn’t really have -- that is an admissible difference, if you will. And then the second block is access barriers. And in the third block we look at beliefs in treatment. 

We ran these analyses in two ways. We looked at both, just looking at observed data, and we also used adjusted analyses using multiple imputation to address item missingness. We used survey weights to deal with stratified sampling and propensity scores to deal with response bias. And, actually, I have to say the results of the two analyses are almost identical. Today I will be presenting the adjusted models.

So if we look at a minimum trial of medication, you can see that for African Americans and Latino veterans that even after entering demographic factors, treatment need and access factors, that there are clear differences in the odds of receiving a minimal trial of medication. When we add the block of belief variables, the values, the odds ratios for Latino veterans are no longer significant but they remain significant for African American veterans.

For psychotherapy trials, really, we didn’t find anything that was significant, but remember that the rates were pretty much low across the entire population. And if we looked at a trial of either modality, we can see that for African Americans having lower rates of pharmacotherapy retention or minimal trial of pharmacotherapy actually led to reduced odds of receiving a minimal trial of anything within six-months. In other words, there was no compensatory increase in psychotherapy services for this population.

We then thought well, maybe it is because, you know, there were more medication changes. So we looked at that and actually found that there were no differences across groups in the odds of any medication changes. So we thought well, maybe what if pharmacotherapy were initiated later in that six-month sampling period, then you would have reduced rates. Well, that wasn’t true, either. In fact, almost everybody initiated pharmacotherapy within, many on the day that they had their intake diagnoses and certainly within two-weeks, mostly within five-days. 

So what did we conclude from this? We concluded that African American and Latino veterans are less likely to get a minimal trial of pharmacotherapy. These differences are between groups within the same facility, and that is kind of an important factor, because we used VISN and medical center within VISN as a random effect, so that we are saying that if you have African Americans and Whites within the same facility that the odds of one group, in this case African Americans, receiving the minimal trial pharmacotherapy is lower. And this led to a lower likelihood of African Americans receiving a minimal trial of any treatment.

For Latino veterans, beliefs appeared to be contributory. But it is really hard to know whether that reflects a true preference or not. I have to say that we did sort of look at sort of in a post-type analysis that I don’t have here, whether holding negative beliefs about medication was relation to prior use of medications. And, actually, it was not. And so, in a way, this population might hold preferences that may or may not be based on knowledge. I think that really needs to be explored further. 

And, also, the disparity may also exist for some of the smaller demographic groups, particularly Hawaiians and Pacific Islanders. But we had too few people from that group to really be able, I think, to show. If we look back, the odds ratio is really about .5 or .6 for that group. So I think we were just really simply underpowered. There probably was a difference.

You know, we don’t know about non-VA sources of care, but it think studies basically show that minority veterans, particularly African American veterans, and those with mental health problems, especially PTSD, prefer to get treatment from VA. So, if we were to have that information about non-VA sources, we may find that this disparity is actually an under estimate.

We don’t know about the quality of services. And services can be lower quality in a number of different ways, and so we may, you know, we are looking at sort of a gross estimate. And there may be multiple ways in which there are disparities. And in that sense, we could be underestimating by not having those more proximal indicators.

Unfortunately, we didn’t have enough women of many of the racial/ethnic groups to be able to look at race by gender interactions.

Rosenheck and colleagues, where they looked at retention in specialized outpatient PTSD programs,  you know, they found that African American veterans were much more likely to terminate treatment than White veterans. And that wasn’t true if the provider was also African American. And so, you know, I guess I -- the literature and I also believe that that suggests that communication is probably a very significant factor. And, also, there is a potential, a less potential for racial stereotyping that might influence factors related to treatment retention. So our results are consistent with that.

And so I am willing to say at this point that I think that according to the IOM definition, that we can say that there is a disparity in the odds of getting a minimal trial of PTSD treatment.

So for the next study, what we wanted to do is we wanted to look like what is going on with the psychotherapy issue? And these are my colleagues who helped with this particular assessment. And it came out of the fact that the first analysis, in the first study, we combined both individual and group psychotherapy. And it occurred to us that, you know, well what if there were differences in what kinds of psychotherapy people received. And, unfortunately, we didn’t have permission to look at chart notes. And I understand that that may not have been helpful, anyway. But if you were to look at whether people received individual psychotherapy versus group psychotherapy, I think that could be informative, because individual psychotherapy is so much more resource intensive. And there is an insufficient number of therapists in VA, even now, even after we have expanded our mental health workforce to the extent that we have, which is significantly so since these data were collected in ’09 and 2010. We still have trouble, which is why there are an increased number of studies trying to find whether evidence-based treatments for psychotherapy can be done in a group setting.

And then, you know, providers make decisions as to whether patients are appropriate for therapy, whether it is evidence-based therapy or individual therapy, there is kind of an informal triage. And actually Cook and colleagues, mostly from their center for PTSD, they looked at this appropriateness evaluation for at least the evidence-based psychotherapies. And they found that there was a whole, it was a qualitative study, and they found that providers really said well, you know I kind of see whether the patient is motivated, or if I think that they have the ability to benefit. And, you know, even if they had psychiatric comorbidities or other problems, kind of generically speaking, and these were not directly assessed in the vast majority of cases. And so, you know, clinical contacts for which there is that degree of ambiguity, really, I think, are at a great risk for there to be the effects of implicit bias to influence how clinicians make determinations.

So the first question we had is whether there are differences in the odds of receiving individual versus only group psychotherapy. And if there were disparities, were these due to differences within facilities? In other words, was it due potentially to this kind of appropriateness determination? Or were they between facilities, which would really speak to a resource issue, or both.

So, our outcome was receipt of any individual psychotherapy. For this analysis, we have combined those patients who identified as Latino and White with Latino, and those who identified as Native American and White, with Native American, because so few patients initiated psychotherapy, we wouldn’t have been able to do the analysis. 

And because we are sort of interested in whether this trying to identify where this might occur, we compared mental health versus primary care clinics, most of the treatment occurs within mental health clinics. And so we wanted to make sure that we were looking at where treatment was mostly provided. And so we look at -- I say ethnicity. It is really race or ethnicity by clinic types, in this case, mental health versus primary care; mental health combining both PTSD and general mental health clinics. And what we found was if you just look at demographics and treatment need, you can see that there are differences for African American and Latino veterans and even Asian and Pacific Islanders and the odds of getting any individual psychotherapy.

And adding access factors doesn’t really change that a whole lot. We added VISN. We didn’t use a random effects model for this. We sort of looked at it individually because we were interested in the between facility effect. And found that for Asian/Pacific Islanders and for Latinos, really most of the difference was between facilities for the odds of getting individual psychotherapy. But for African Americans, that was partially it, but really not most of it.

And then we just looked at it within the mental health clinic setting. And we found that that is actually where the problem seems to be. The problem seems to be base values are almost identical as in the previous slide, and so, most of the disparities are occurring within mental health clinics. In primary care clinics, actually there were no differences across racial/ethnic groups. But I have to say that the rates of psychotherapy, particularly at this time, when the integrated care teams were just really being rolled out, was fairly low across the board. But if there were any differences, there was actually a slight, though non-significant advantage for African American and Latino veterans. So even if there were higher rates, I don’t think it would have occurred there.

And then finally, we looked at whether there were differences in the receipt of therapy of any modality within mental health clinics, because we hadn’t looked at that before. We had looked at it at the entire system. And we found that for Latino veterans, that there were lower odds of getting therapy of any kind, really, across the system for PTSD. Adding, it seems to be somewhat of a between facility effect but not entirely. I have no idea why this is. I know that there are some between facility factors, in terms of that Latino veterans are concentrated in facilities in different parts of the system, particularly in certain VISNs. And I know that upcoming at the HSRND Conference, that Leslie Hausmann and others at CHERP are going to be talking about patient center care and different kinds of facilities where Latino veterans are concentrated. But I don’t have that information for this. And really, it is not entirely a between affect anyway.

So, what do we conclude? Well, it seems that veterans of minority race and ethnicity are less likely than Whites to receive individual versus only group psychotherapy. And for African American veterans, this is due to both with in-between facility factors, mostly in medical health clinics. For Latino veterans and for Asian/Pacific Islanders, it seems to be mostly in-between facility affect. But for Latino veterans, they are actually less likely to get any kind of psychotherapy, if we look just within the mental health clinics themselves. And we still need to really understand that further. 

You know, I can’t really say anything about the quality of either type of -- either modality of treatment received. I don’t know if it is evidence-based or not, again, because we couldn’t look at chart notes. I don’t know why these disparities occur. They really need to be understood further. But give the degree of within facility contributions for the African American veterans, I think we really have to say that there has to be some provider contributions. So, I am going to go ahead and say that I think that there is a disparity in treatment referral and initiation.

And the important thing to think about here is that other people have found similar kinds of things. Mott and colleagues found that minority -- this was a regional study. They only looked at admin data. They found, really, something quite similar. And Hunt and Rosenheck really looked across all mental health diagnoses, not just looking at PTSD. And they also found a lower likelihood of individual psychotherapy and actually psychotherapy of any kind in African Americans, relative to White veterans in the VA system.

So, this is not due to preferences. And I really want to underscore this, because we did -- and I’m not going to present all the data here. It is really kind of a separate analysis. But we did do complicated adjusted models, looking at the odds of perceiving a need for care, wanting trauma focused therapy, positive or negative beliefs about psychotherapy. And actually, African Americans hold beliefs that would suggest that they should be more likely to get psychotherapy than White veterans. And, actually, in part that is true for Latino veterans, as well. So, we couldn’t, even if we wanted to say it is preferences, there is really no evidence to support that in this population. And I would like to also point out that these preferences were collected at the baseline, before they really would have begun treatment.

And if you look at, you know, this is an IOM model of how implicit bias can affect clinical decision-making, and really, the patient comes in. They have their story. And there may be differences in how people present that story, whether it is due to socioeconomic differences, cultural differences, or just expectations of providers. I think there are probably a multitude of reasons, prior experience with a healthcare system or whatever. But they present their information, their story. And it is really up to the provider to try and sift through that and decide what is going on. And they bring their expertise and other kinds of information, what might be in the chart. Maybe they do, in this case, for PTSD psychometric testing. And they come to some kind of interpretation of what is going on with the patient. They conceptualize the case. And you can see in the bottom half of the slide that they also bring to that their implicit biases and racial and ethnic stereotyping that might influence that interpretative process.

And in that interpretive process, they decide okay, I conceptualize this patient’s problem as being this particular way that I think about it. And, therefore, I am going to recommend these interventions, because I think this patient has these problems and can make use or has these resources to do this treatment. It is reliable, but not reliable. And they make a determination. And so I would suggest to you that if there are differences in what patients are referred to, that there are probably differences in how they are being assessed and how their problems are being interpreted. And so, my guess is that there are differences in actually how the case is formulated. We don’t have information about that directly.

For the last study, these are preliminary findings. And I am going to talk about some information we have on patient/provider interactions, looking at a minimal trial of treatment. These were -- the analysis was done with help from colleagues, both here and outside of the VA system. And we are just really beginning this. I am only going to talk about the pharmacotherapy models. The psychotherapy models still are undergoing validation. So I am less comfortable talking about those at this point.

So, going back to the design of the study, we also did a followup survey six-months after patients had their initial survey. The response rate for the rate for the initial survey was, I think, about 66%. And of those people who responded to the initial survey, the followup survey had a response rate of closer to 70, between 72 and 75%. I think it was 72%. And so, that is what I am going to talk about, are the results of these followup, the followup survey.

And the sample I am going to talk about are really only the African American, Latino and White veterans, because those are the only veterans for whom we have a large enough sample to do this particular analysis, given the restriction that they had to have initiated treatment and had to have also responded to the followup survey, and there too few in the other groups to make the models reliable. 

And in the followup surveys, we asked a number of things. But for this analysis, what I am really going to talk about are the ratings that patients made of their medication providers. And these were specific to those providers who gave them medications for PTSD, because that was the instruction. These include questions about expertise and interpersonal communication. I’ll show you what they were in a minute. And also, we asked them about their degree of distress related to medication. We also, in these models we controlled for baseline measures, such as treatment need, and age, gender, that kind of thing. 

Outcome was a minimal trial of pharmacotherapy. So we wanted to see whether provider ratings or degree of medication distress really accounted for some of the group differences in receiving a minimal trial of pharmacotherapy. 

So here’s my second poll question. How different do you think the ratings of medication providers are across the racial/ethnic groups? The first option is completely different, very different, somewhat different or no different.

Operator:	Thank you, Michele. Through no fault of your own, we are receiving an echo only when I speak. So while the audience does this poll, can you please call in the number on your cellphone and hang up with your land line?

Michele Spoont, PhD:		Sure.

Operator:	Thank you. Thank you to our audience for your patience with my echo. This is a fluke, but it does happen with technology. I do appreciate your patience. Michele should be back on the line in just a moment. 

Michele Spoont, PhD:		So do you need --

Operator:	Just moot your computer speakers and we’ll be fine. Oh, perfect. Thank you so much. Okay. So we do have the poll results up now, so I’ll just go ahead and speak through those real quick. So, 6% responded completely different, 36% responded very different, 48% somewhat different, and 9% no different. So thank you to our audience for responding. And now, Michele, I am going to turn the screen back over to you, so you’ll see that popup again. 

Michele Spoont, PhD:		Okay. Are we all set?

Operator:	Yep. Thank you so much.

Michele Spoont, PhD:		Okay. So, for the first slide, I’ll get to the answers here to the question in just a moment. But first, I’m going to show you what the differences were in reported distress related to side effects, which is the top half of the slide. And you can see that there are group differences that White veterans experience, were less likely to experience moderate to severe medication side effects than were African American or Latino veterans. But if you look at the beliefs about antidepressants to treat PTSD, you can see in the bottom half of the slide that, actually, there was quite a bit of variability between groups. And I’ll give you a moment to sort of look through that. 

So going to the ratings about medication providers, I guess the people who said somewhat different might be correct. That was probably the [_____00:35:28] of that, I have to say. Really, they were remarkably similar. We were sort of surprised to see this, because it wasn’t really what we expected. And even those cases in which they were different, it was minorly so. I don’t always feel comfortable asking my medication provider questions; very minor differences between groups. Really, the bigger difference was in terms of concern about what the medication provider put in the chart. And that was primarily African American veterans who expressed greater concern. And I think this probably reflects the finding that others have already identified, which is a lower trust in the system.

All of these other factors, being able to talk about personal things, perceived expertise, whether they feel that the provider listens, getting control of the treatment, feeling cared about, getting help with side effects, being told what to expect from treatment, all of those were almost the same across groups.

But then what happened when we modeled a minimum trial of treatment? Well, it was somewhat different. We did find that there was a main effect of side effect distress. Patients who experienced a moderate to severe distress related to medication side effects were less likely to get a minimal trial of treatment. I will tell you that the interaction was not significant, so there was only a main effect of that across the population. We see the mental component score from the SF12 really reflects mental health quality of life. So basically, what this tells me is that people who are more disabled are more likely to get a minimal trial and treatment. And that makes sense because if you’re disabled from your condition, you’re going to want help with that more. But he main finding here, we found is that African Americans who did not get help with their side effects, that they were just, they were so much less likely to receive a minimal trial of treatment. And this was kind of a surprising effect. We didn’t really find that for Latino veterans. 

And the thing that was surprising about that is we didn’t see any difference in the odds of getting a reported help with side effect management. And so that may be the difference in the terms of how people responded to that item. Or it might be the way that -- a lack of conversation about particular side effects. It could be a communication factor. It could be that they felt like they were offered help, but it wasn’t quite the right help. We have no idea exactly what was going on. But we do know that when African American veterans felt like they could not receive adequate help with their medication side effects that they just simply dropped out of care. It may simply have been that they entered in with more ambivalence, and so that was just kind of one more reason to not take it. But, in any rate, there were differences in the ongoing treatment management in some way, or at least that whatever management was offered, it differentially affected a particular group of people, who were there to receive treatment. And that, too, can contribute to a disparity. And we may think, as providers, that if we treat everybody the same that that’s going to eliminate disparities. But perhaps that is not exactly the right answer. Perhaps a more simply patient-centered approach is the way that we need to think about it so that we meet the need of the patients as they come to our clinics. 

We looked at the number of medication appointments. There were no differences. We looked at the timing from the PTSD, the timing from the initiation of pharmacotherapy to the first followup appoint, thought maybe that contributed, thought maybe they were on it too long. Even though they got help, it was too late, that didn’t contribute at all. And I think we should also be aware that there were other differences that we found between the groups, but that those may not have contributed to disparities. So, cross-sectional studies may not really be able to identify causes of disparity, even though they do find differences between groups in a number of measures. And again, I want to reiterate that really, we need to focus on a patient-centered approach.

You know, some of the things that we know about disparity, these are just a handful of studies that examine racial and ethnic disparities in mental health treatment. Most of them are done outside of VA. There have been relatively fewer studies in VA, and these are the ones that have looked at more sort of process factors that could be contributing. And what studies like these and some of our own data suggests is that culture, loosely defined, perhaps by the intersectionality of culture, socioeconomic status. It could be education. There are probably many different factors that come into play here. They influence the way people interpret their symptoms of distress, how they talk about them with providers. Providers bring to the clinic their own implicit biases and assumptions about people, given their own histories and backgrounds, and whatever they have gotten from society at large. And that what patients present is sort of filtered through these assumptions. And in some cases, as you can see in some of the studies listed here, it actually, when they’ve audio recorded the intake assessments, that they are done differently. Different questions are asked of people from different racial/ethnic groups. Whether that happens in VA, I really don’t know.

And it’s only through talking with patients, and being sensitive to what is said or not said, that we can know how they feel about what we’re saying to them. You know, there is a group of patients who come in and they are ambivalent. We need to know that, but we won’t know that without that conversation.

Facility contributions, you know, they may reflect resource limitations, but there may be other kinds of processes that contribute to facility factors; whether it is due to less patient-centeredness in terms of how the whole facility is run, differences in what kinds of treatments are available, how people get appointments. It could be any number of things. And again, really, that needs greater explanation.

So in summary, we found racial and ethnic disparities in pharmacotherapy retention, receipt of individual versus group therapy, in the case of Latino veterans, any psychotherapy for PTSD, and then the management of pharmacotherapy. 

Now, patients bring different beliefs and expectations, knowledge to treatment. These are probably contributory. But it is really incumbent upon providers to sift through that and bring the patients up to give them enough knowledge to make an informed choice. And these disparities likely begin in the intake evaluation because of differences we found in referring patients to mental health treatments, individual versus group psychotherapy. And the disparities seem to be caused by both with individual and facility factors.

To address these disparities we really need to understand what is going on before we can make a good intervention, or series of interventions. And really, I would like to say that the presence of these disparities suggests that care is not sufficient patient-centered. And I think that healthcare disparities are in some ways a much more sensitive indicator of patient-centeredness than some of the other measures that we tend to use, like number of telephone calls that are made to patients. I think that that is probably a much less significant or relative factor to having patient-centered care.

So, what are the clinical implications? Well, there’s really no evidence that the treatments for PTSD are less effective for any group of patients. So, when we start making assumptions about appropriateness, we need to keep that in mind. We used to assume that patients who were using drugs or alcohol could not do any psychotherapy. They had to be completely sober and do so for a period of time before we would let them get psychotherapy. But recent evidence suggests that that is not true and probably is, in many cases, unless we are talking about very severe substance abuse, probably contraindicated. So we need to wonder if want to identify patients who are appropriate. Is there really any evidence [_____00:45:09 - audio fades]. 

In medicine, we tend to make categorical diagnoses. We tend to use, you know, evidence-based practice. And I think that is very important, but it can lead to assumptions that all patients who are given diagnoses are the same. And they are not. That is not necessarily patient-centered care. There have been some very good papers that have really talked about the evidence-based treatment and patient-centered care sort of dialectic. And I think there is something to consider in there, that those things need to be incorporated into any kind of treatment plan.

And now I’m open to questions.

Operator:	Excellent. Thank you so much. For attendees that joined us after the top of the hour, to submit your question or comment, just use the question section of your GoToWebinar dashboard. If you need to expand that, just click the plus sign next to the word questions. And you can submit any questions or comments you may have. And we will get to those in the order that they are received. We do have a couple of pending ones at this time.

This first one came in early during your presentation, but the submitter is wondering if you looked of lack of clinical, I’m sorry, if you looked at lack of clinic access to any psychotherapy due to staff shortages. “For example, I’m booked two-months in advance, as are all therapists. So I usually get to see a given veteran only once every months, for a total of six times per year.”

Michele Spoont, PhD:		We didn’t look at that specifically, although, I know that that is actually a system wide problem. But the main thing I think that is, and that could contribute to some of the between facility affects. And that is what I meant by resource limitations. There aren’t clearly enough therapists in your clinic to see all of the patients. But the differences that we found for particularly the African American veterans were occurring within the same clinic. So you would expect that those staff shortages would be true for all of the patients seen there. And yet, we are finding one group of patients to be [_____00:47:31]. 

Operator:	The next question we have, well, it begins with a comment. Thank you for this excellent presentation. And goes on to ask is there any intention of doing a followup nationwide survey concluding these results?

Michele Spoont, PhD:		Well, that depends what reviewers want to do with what we just recently submitted so, yes, we would like to do that. And we have recently put in a grant to try and understand more fully what is going on. And it would be a mixed method study.

Operator:	Thank you for that response. The next person writes, “You may have covered this earlier, but have these results been published yet? And if so, where?”

Michele Spoont, PhD:		The very first analysis was just published in a journal called Depression and Anxiety. The other two analyses have not yet been published.

Operator:	Thank you. The next submitter writes, “You mention patient-centered care being an issue. Do you expect this to improve now that the patient-aligned care teams, known as PACT, have been launched?”

Michele Spoont, PhD:		That is a very good question. And I am not sure that they will. Most of the findings that we presented here, a lot of it happened in mental health clinics. And so I don’t think so. You know, whether the spillover effect of patient-centeredness from PACT teams, and quite honestly the evidence of that also shows a great deal of variability in terms of how patient-centered the PACT teams are. You know, whether that spills over to mental healthcare, I don’t know. I know there are initiatives in mental health to establish kind of an analogous structure called the -- they are calling them the BHIP Teams. Whether that really can achieve that, I think, is still something we have to wait and see.

Operator:	Thank you. We do have a comment. The person writes, “Thank you for this cutting edge and new research. As a psychotherapist, I do appreciate results and we hope to make improvements, as we know they are needed throughout the VA.”

Michele Spoont, PhD:		Well, that is really nice to hear.

Operator:	Thank you to that submitter. We are currently waiting for any further comments or questions to come in. So, at this time, I do want to give you the opportunity to make -- I’m sorry, while we wait for any more questions or comments to come in, I do want to give you the opportunity to make any concluding comments that you’d like.

Michele Spoont, PhD:		I probably have said most of what I want to say, so if anyone has any additional questions, you know, they should really feel free to e-mail me and I’d be happy to get back to them.

Operator:	Thank you for making yourself available after the session. We do have one more question that came in. “Were you able to look at gender related factors?”

Michele Spoont, PhD:		No. unfortunately, you know, there are a significant number of African American female veterans. But for the other racial/ethnic groups, there were too few women to be able to look at race by gender interactions. So we did not look at that. I mean, we would be able to compare just men versus women, but not the race/ethnicity by gender interaction, unfortunately. 

Operator:	Thank you for that reply. The next question that just came in -- oh, it looks like we’ve got a couple. “Did you see any differences with the OEF, OIF, OND veterans?”

Michele Spoont, PhD:		The main thing that we found is that they were more likely to drop out than the older veterans. But I think everybody has found that. And we didn’t find anything in terms of racial and ethnic differences unique to them. A larger percentage of the Latino veterans were OIF, OEF veterans, which is why we also wanted to control for age. We did, in our excess measures, did include OIF/OEF status as one of the access factors because of the performance measures trying to get those people into care.

Operator:	Thank you. A couple more questions are coming in. “Did you see any geographical clusters in your between facility analysis?”

Michele Spoont, PhD:		You know, I have not looked at that. But I did do sort of a quick assessment, looking at census regions. And that doesn’t align exactly with how physicians are organized. And there do seem to be differences across the country, in terms of what treatments are provided. But it is very complicated, because the distributions of minority veterans are uneven across the country. And then, also, the provision of treatments are uneven across the country. So --

Operator:	Thank you. Oh, I’m sorry, go ahead.

Michele Spoont, PhD:		It is a good question, and I hope to look at that going forward.

Operator:	Thank you. The next question, I’m not sure you addressed this in the previous one. “Will there be a followup survey about the perceptions that veterans have of their therapist?”


Michele Spoont, PhD:		Followup survey about that. We did ask about, I’m not sure -- I’m wondering if the person is asking whether we asked about -- if we had ratings of therapists in the same way that we did of medication providers. And we actually do have that information. It just has not yet been analyzed. So, that would not require an additional survey. I think that to really understand what is going on requires probably something more in-depth than simply a rating scale, truthfully, to understand what may or may not be going on or contributing to these kinds of disparities. 

Operator:	Thank you for that reply. That is the final pending question at this time. Several people have written in thanking you for presenting this information. So, as we are approaching the top of the hour, I just want to mention that Dr. Spoont has made herself available for followup. And you can see her e-mail on the screen at this time. Michele, I’d very much like to thank you for presenting for us today and additionally, for your patience, while I had audio issues on my end. Also, thank you to the audience members who contacted me during seminar to let me know I was having echo issues. We do have one more question that just came in. I’m sorry, I keep bouncing back and forth on this. “Did you look at perceptions of healthcare for African Americans when you looked at disparities?”

Michele Spoont, PhD:		Perceptions of healthcare. I’m not sure I understand exactly what construct that would be. What we did ask them, and perhaps this is relevant, partially relevant. We did ask about whether their expectations of whether they thought mental healthcare would be helpful or not. And, actually, both Latino and African American veterans are more optimistic about potential benefit of mental health treatment than were White veterans. We did not ask about perceptions of healthcare, in terms of other things people have looked at, like trust and that kind of thing. We, unfortunately, didn’t think to include that at the time.

Operator:	Thank you. Well, at this time, I will encourage any of our participants with followup questions to contact Michele offline. So, Michele, thank you so much again for lending your expertise to the field. And we look forward to any followup outcomes that come from this. And, of course, thank you to our audience members for attending this presentation. I’m going to close out the session in just a moment. And when I do, please wait just a second while the feedback survey pops up on your screen. There are just a few questions that we’d appreciate your responses to. We do look very closely at your answers to help us improve the sessions we’ve already had and, also, to find out which sessions we should try and coordinate next. So once again, thank you, everybody, for your participation. And this does conclude today’s HSRND Cyber Seminar presentation.

[End of audio]
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