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Molly:		We are at the top of the hour so I am very pleased to introduce our speakers. Speaking first today is Dr. Uchenna S. Uchendu, she is the Executive Director of the Executive Director of the Office of Health Equity for the Department of Veterans Affairs and joining her today is Dr. Kenneth Jones who is a Program Analyst also at the Office of Health Equity for the Veterans Health Administration. We are very pleased to have them joining us today and at this time Dr. Uchendu are you ready to share your screen?

Dr. Uchendu:	I will be glad to [pause], can you see it?

Molly:		Yep.

Dr. Uchendu:	Molly?	

Molly:		Yes.

Dr. Uchendu:	Okay, great. 

Molly:		Thank you. 

Dr. Uchendu:	Greetings everyone and we thank you for joining us for this timely dialogue on this title in Veterans with Hepatitis C Virus as well as Advanced Liver Disease. We are excited to share this new tool developed by the VA Office of Health Equity to engage each and every one of you in tackling any identified disparities. 

The first few slides have my bio and the bio for Dr. Kenneth Jones who you will hear from shortly. We intended this to be just your homework so we would not bore you with trying to read it, but we will be glad to be in touch with you at the end of this dialogue for next steps. 

I want to pause for a moment and acknowledge the Veterans among you. I cannot see you, but you can raise your hand and take a bow if you are a Veteran. We thank you for serving our country and protecting our freedoms. Secretary McDonald has charged us to renew our I Care commitment and the MyVA information you see are areas in which we are trying to transform to make sure that we are putting the Veterans first. 

A little bit more about that transformation, is you will find that those items will be tied into our discussion today: improving the Veteran experience if we address societies among vulnerable Veterans, we will be improving their experience. Employee experience, if people are aware and can connect with what the issues are and have the opportunity and be empowered to deal with it we will be improving the employee experience. Support service and excellence, the issue barriers, we will be talking about how we can make those work to our advantage.  A culture of continuous improvement, finding a disparity does not mean anything is necessarily wrong but it gives us an opportunity to continuously improve our system. It has enhanced strategic partnerships, I know that most of you on the call may not be working at the VA, but you have a role as well because we want to partner with you to make our Veterans as healthy as they can be. 

I would like also to acknowledge a few people. I will not be reading the list but the brains behind these offices and the individuals know themselves. And I just want to say that the Office of Health Equity appreciates the work that you do and your continued support of our health equity endeavors especially in regards to this particular dashboard. 

This is what you can expect from today’s presentation and discussion. I will give you some key background and definition information. We will talk briefly about Hepatitis C among the trends and also you will get the demonstration for the dashboard which I think is what most of you signed up for. And we will discuss some next steps and hopefully get your input as well. 

Molly at this point, I am going to let you take us through the first poll question. 

Molly:		Excellent, thank you. For our audience members, I have launched a poll question on your screen and we are trying to get a handle on who is joining us today. I know many of you wear many different hats in the VA but please do select your primary role. The answer options are:  Veteran; researcher; clinician; management or policy maker or other. If you are selecting other, we will have more extensive list of answer options in the feedback survey at the end of the presentation so you may find your exact title there and be able to select it. It looks like we have a very responsive audience over eighty percent have replied. I am going to go ahead and close out the poll and share those results now. As you can see, we have thirty-eight percent researchers joining; seventeen percent clinicians; fifteen percent manager or policy maker; thirty percent other and it says zero percent Veterans but I know at least one Veteran has written in and said that they are joining so thank you. With that, I will go ahead and close out the poll and I will turn it back over to you Uche. 

Dr. Uchendu:	Okay, briefly give me a moment to take back the screen and thank you. This is just a quick overview to give you the scope of the Office of Health Equity. My office is championing the advancement of health equity and reduction of health disparities. We are taking a five focal area approach that lines up with the National Partnership for Action and also lines up with both the VA and the VHA Strategy Plan. On this particular slide, you will see those key areas in Leadership, Awareness, Health Outcomes, Diversity and Cultural Competency of the Workforce, Data, Research, and Evaluation. And in regards to the VHA Strategic Plan specifically Objective 1(e)—Quality & Equity that Veterans will receive timely, high quality, personalized, safe, effective and equitable health care, irrespective of geography, gender, race, age, culture or sexual orientation. It also links to the Blueprint for Excellence specifically Transformational Actions 2.2a, 3.2a and 7.2b and that particular document is linked in the news release. If you have not seen it, we will have those links towards the end for you as well. I think they help to underscore the importance of the issues and the support that is necessary to move that dial forward. 

I am sorry if you have seen this slide before but I have not felt the need to retire it yet because those questions keep coming up - what is health equity and what exactly does that mean? Basically, it is the attainment of the highest level of health for everyone. But societies do exist and we continue to bring this up because both equity and disparity are kind of intertwined so that is why you see the second definition as a particular type of health difference that is closely linked with social-economic disadvantage. I did not make these up, this is from the Healthy People 2020 and the links is included.

Additionally, I usually like to also bring up the socio-demographic definition. In this case, from the National Quality Forum which underscores income, education, occupation, demographic factors like age, race, ethnicity and primary language. The other question that comes up becomes who is vulnerable. There is a lot of definition for who is vulnerable or what is the vulnerable population. But with regards to health equality and health disparities, the vulnerabilities have been linked with groups who have systematically experienced greater social-economic off cycles to health or clean environments by their membership of the group.

The next which lists what those vulnerable groups would be, as you can see – racial, ethnic, gender, age, geographic location, religion, socio-economic status, sexual orientation, military era, disability whether it be cognitive, sensory or physical and so any other characteristics historically linked to discrimination. I always pause on this slide to highlight the military era because Veterans are unique in many ways. In addition to being less two percent of the American population serving in the military then within the Veteran population, there are various military eras and their exposures and experiences also create an added layer of vulnerability. 

I think we have one more poll for you to help me with here Molly. 

Molly:		Thank you. I will go ahead and open that up now. For our attendees you can see the second poll question on your screen now. This is a true or false question so select one or other. Treating everyone with HCV and ALD equally will eliminate any identified disparities. It looks like people are a little slower to respond but that is okay, we will give  you a few more seconds and these are anonymous responses so you are not being graded so you can make an educated guess. Okay, it looks like I see a pretty clear trend in the responses and about two-thirds of our audience have replied. At this time I am just going to go ahead and close the poll and I will share those results. As you can see one quarter of our audience says true and three quarters of our audience says false. Thank you again to those respondents and once again I will turn it back over to you. 

Dr. Uchendu:	Thanks a lot Molly and thank you each of you for responding to that question. It helps set the stage for the next portion of the discussion that I was hoping we would have. I will walk you through this image titled “Equality”. I am going to go from the bottom up; I think my brain functions better that way. The VA support, you see and that is underscored in the fact that Veterans irrespective of their membership of any group or their other background, have a baseline and foundation of VA support. Unlike in certain situations there is no insurance or everybody who comes through our doors gets the same level of care and treatment and that is at least what we shoot for, so that is the bottom. The boxes I will come back to in just a moment. The images are intended to depict Veterans and you might even say different eras of Veterans. The window which you see is a window of opportunity and in this case, since we are talking about Hepatitis C which now has a cure, the opportunity within the horizon is being able to reach a cure for Hepatitis C. But if you also notice the Veterans are differently endowed in terms of height and I will come back to that discussion shortly. One thing I want to underscore is that each one has the same number of boxes and as you can see their ability to get through that window of opportunity is variable based on the level of support, or the excess support with the boxes they have. We will say for the purposes of discussion that the boxes stand for intervention and I will get back to that shortly. 

The next slide looks about the just the same, the only difference is the arrangement of the boxes. As you notice the individual with the one box then the next has two boxes and the next has three boxes, but you also notice they have differences in height. So by adjusting the number of boxes we are able to get them to the same level of opportunity through that window in reaching the cure. 

Then I put them side by side to help hopefully put it in perspective. The question you answered earlier about if we treated everyone with disparities equally, they will obtain, we will be able to eliminate the disparity. If you look on your left, you can see that everybody having the same number of boxes some people did not get to where the others did. When you look on your right, you will notice that by adjusting the number of boxes to the level of need to adjust for the disparity we were able to get everyone to the same place. So that was the intent of that question and we will come back to a little more on this discussion after we have gone through the dashboard. 

In discussing Hepatitis C among Veterans this is information that is publicly available through the VA. The VA is the largest single provider of HCV care in the United States, that HIV, Hepatitis and Public Health Pathogens Program Office through our VA central office is tried to with clinical public health services to VHA staff and patients. VA currently recommends HCV testing for Veterans born between 1945 and 1965, the link is shown. The VHA also provided care to over a hundred and seventy four thousand three hundred and two Veterans with HCV in 2013. The chronic Hepatitis C in Veterans in VHA care is three times that of the general U. S. population. The last bullet you see percentage of Veterans screens for Hepatitis C has doubled over the last several years. Again, we have included the link on the HCV State of Care documents has more details about the data that I shared with you. The reason in sharing this is also to help us with the background for why HCV and why this whole discussion. 

The two publications, in one was evidence briefed out of the QUERI Evidence Invested Program contained information that informed some of the discussions around Hepatitis C which has been going on and also again, set some stage for background. Additionally, the HHPH supplement that was published by Office of Health Equity released in 2014 also contained an article research work that was specifically underscoring disparities that were observed in that work. Unfortunately the Lisa Backus  was not able to join us for this dialogue, I had hoped that she could be part of this discussion to also throw some more light on that, but that will be a future opportunity. 

On the next slide you will see this was taken out the new headline “VA Outsources Care for Over a Hundred and Eighty Thousand Veterans with Hepatitis C”. If you listen to the news over the summer as we go towards the end of our fiscal year, you may have heard a lot of buzz around Hepatitis C and VA budget and a few other things. This is again, taken on an emerging issue and casting an equity lens and that is part of the involvement of the Office of Health Equity in this dialogue. 

During that time, the VA we can almost say Hepatitis C broke our bank, Hepatitis C treatment broke our bank. And the VA reached out to Congress and some of the Choice Act funds were adjusted to allow us to meet the needs of Veterans in the last quarter of last year. But that was where this dialogue started also for the discussion with our office. There were ethical framework that was created and the VHA decided we did not have enough to take care of everyone but we can start with the sickest patients who will benefit from the treatment and receive priority and then those who are less ill. With that information the VHA pulled out a list of Veterans for various reasons and facilities based on the criteria developed or who had Hepatitis C virus with advanced liver disease. 

Tying this back into health equity, we talk about quality and equity and the Veteran’s will receive high quality of critical health irrespective of their membership of vulnerable group. That underscores the rationale for Office of Health Equity involvement. This cited in Hepatitis C treatment were reported, we showed treating everyone equally would likely perpetuate or even expand existing disparities as you can see from the images we discussed and the question you responded to earlier. Then opportunities to draw attention to disparities and advance targeted action as warranted. 

I come to this depiction of equality and equity again except this time to discuss what the “I’s” on those boxes would stand for. Again, I know that when we talk about intervention, there are so many different angles that could be to that equation. Outreach to the groups, awareness is a key element, advocacy, care coordination act now within the care realm, cultural competency being aware of the vulnerabilities and the impacts of it in parts of where people live, work and play, the demographics, the socio-economic facts, all of those things impact not just Hepatitis C but other conditions as well. Personalized treatment and health plans, patient activation, support, again reaching beyond the healthcare system, family, community, economic support and the VA is in unique position because we have benefits and we have health as well. Then policy, operations, resources and I intend to research there as well, but of course you know that that is a key component of any or all of these. 

I would like to ask you one more question except this time you will please type in your answers, we will come back to them at the discussion time. Molly do you want to explain that?

Molly:		Yes, thank you, let me throw that up there now. As you can see there is a poll on your screen but please do not select either of the options listed there, the system just makes me list something there. What we would like to do is use the Q&A section of your Go To Webinar dashboard to type in your responses. Again, the question section where you can write this in is on your Go To Webinar Dashboard, select the plus sign next to the word Questions if you need to expand it and then you can just type your responses in there. The question is – how can applying a health equity lens to an emerging topic improve population health. Again go ahead and open up the question section and type in your response. I do want to give people just a second to get some responses in because I am not seeing any at this time. Again, there is a Go To Webinar control panel on the right hand side of your screen, if by chance it is collapsed just select the orange arrow in the upper left hand corner and that will expand it. Then again, you just click the plus sign next to the word Questions that will expand the dialogue box and then you can type in your response and press submit. We will again, go back to these responses to prompt some discussion later on in the presentation. How can applying a health equity lens to an emerging topic improve population health? Okay so it looks like a few people have written in and others have as much time as they would like to because the question section is always open to you but at this time I am going to actually close the poll and let Uche continue. Again, feel free to keep typing in your responses. Okay it looks like we have a fair number so it got through. 

Dr. Uchendu:	It is an open ended question so people might need a little more time to think about it. The discussion about it will be towards the Q&A so you do have time if you want to think about it some more. Thank you everyone again and thank you Molly. 

I just wanted to underscore with this slide that first Office of Health Equity is not the Hepatitis C management expert; we do not claim to be. The role we are trying to play is in alignment with the goal and the vision, the mission set forth for our office which is bring focus to society vulnerable groups and Hepatitis C happens to be the hot topic and it happens to be disparities among Hepatitis C virus with advance liver disease patients within VHA. As you can see from prior research they had also been some identified areas of opportunity I would call them. I wrote it is a catalyzed action to bring the equity lens on this emerging issue proactively instead of retrospective studies. When we do it proactively we are in a better position to impact all of those items mentioned under intervention while the trail is hot if you will. The imperative is moral; there is a cure now for Hepatitis C, why would not anyone who has been disparately impacted get an opportunity to bridge the gap. It is ethical for obvious reasons. You can see the VA uses the ethical framework in determining where to start. Then cost implications the cost of the latest medication for treatment of Hepatitis C is very high and so we cannot afford missed opportunities, we cannot afford incomplete treatment because that means we did not get to where we needed to get to, the Veteran did not get the cure and we cannot recoup the expenses that went into it. If people do not get treated then we end up in end stage liver disease and liver transplant, which is obviously more expensive both in quality of life and in actual dollar costs. As you can see there is a lot of factors that make it necessary that we have this discussion in real time. 

At this point, I am going to bring in Dr. Kenneth Jones to take us through the next section of this dialogue. 

Molly:		Thank you Uche.

Dr. Uchendu:	Molly I am advancing the slide until the demo, you just took back control from me I think. 

Molly:		I am sorry; I thought you were prompting me to turn it over to him now. I apologize; I am really excited for the demo.  You should have the…

Dr. Uchendu:	I know, anyway Kenneth are you there?

Dr. Jones:	I am here, thank you so much Molly as well as you Dr. Uchendu and thank you for advancing my slides. 

Good morning everyone, it is still morning in most places so good morning. This portion of the presentation we will go over the dashboard as they said. Just to recap the dashboard was created to promote equitable diagnosis and treatment of underserved Veterans with Hepatitis C and advanced liver disease as well as identify those vulnerable patients who might benefit from targeted treatment. 

In terms of some background information you will see on the slide a few things I want to point out. That is where it was first launched in September of this year and Dr. Uchendu had mentioned or alluded to the list that was provided, the database of the list that was provided to the facility by the Office of Public Health in August of this year. That list contained a listing of those patients with advanced liver disease that should be targeted for treatment. To aid VA in the efforts to treat the sickest patients with Hepatitis C, the Office of Health Equity we requested the list of the examples of any of the vulnerable patient group were disproportionately impacted. I am not sure that many of you have gotten on this seminar before pretty much I think the corporate data warehouse VA’s administrative databases, we use the CDW to ascertain the age, gender, geographic service area as well as race and ethnicity for the cohort with advanced liver disease. For comparison we also obtained the same demographics for any patient who has at least one outpatient encounter during the Fiscal Year 2014 and as you will see in some of the slides we refer to those individuals as Unique Veterans FY14. I put data on the dashboard that had been deployed internally at the present, can be broken down by VISN, patient, patient within the VISN as well as the data can be viewed nationally. 

Next slide please. Thank you. Here is a screenshot of the dashboard that has been deployed internally. You can see from the tables that are generated from that dashboard. Now one OHE’s objectives as identified in the Health Equity Action Plan is to raise awareness and form partnerships in the pursuit of equitable health for all Veterans. Towards this goal, the office has worked with John Quinn the Director of National Data Systems and his staff would public release of the data that went into the dashboard. I am happy to say that these data have been identified as of yesterday and released publically on data.gov. if you are not familiar data.gov is a peer repository that provides increased public access to Federal data sets. 

Next slide please. I should probably mention about the publically released data. Due to privacy restrictions the VA does not release data where only ten or fewer patients are represented. For this reason the public data is going to be slightly different than the data that is within the VA. Now, for today’s presentation, we developed what I like to think of as an enhanced dashboard. This enhanced dashboard is what we hope to accomplish and that is a tool that can be used both within and outside of the VA. A tool that is informative and easy to use by Veterans, their advocates, as well as their stakeholders and three, a tool that the most dissemination of timely data that is actionable so in this case for Hepatitis C. The enhanced dashboard was programmed using our programming language and it is a SQL environment, ours is an open source product, which means it is free, it is free to use and is publically acceptable. The dashboard app uses our shiny app, which is a feature to create interactive we applications, and I will demonstrate that. Let us move forward to the demonstration. 

Dr. Uchendu:	Molly, let him take over. 

Dr. Jones:	Do you want me to take control?

Molly:		Excellent I will be turning over to you now Kenneth. 

Dr. Jones:	Okay so as I go through the demonstration I am going to point out some highlights from the data so you will have an opportunity to understand the impact of Hepatitis C among some of the vulnerable populations. 

Again, this demonstration is what we envisioned in a tool to promote action that can achieve equitable health for all Veterans. The main screen of the dashboard is both the bar graph as well as a table and both are based on interactive controls that you see here on your left. I will go over those controls shortly but of course let me go over the data sets very prominent in the screen. Here we see the percent of Veterans being in FY14 compared to the percent of Veterans with advanced liver disease based on birth cohort. We start with birth cohort because the VA screening recommendations for Veterans born between 1945 and 1965 that Dr. Uchendu was mentioning earlier. In terms of the representation of colors on the bar graph, the darker blue bars represent unique Veterans in FY14 and the lighter blue bars represent those Veterans with advanced liver disease. As you can see here, nationally about forty-six percent of the patients with at least on outpatient encounter in FY14 were born between 1945 and 1965. Compare this to about eighty-nine percent of Veterans in the VHA with advanced liver disease due to HCV. The absolute difference, the difference between these groups is forty-three percent. 

Now I mentioned controls earlier and let me just show you how they work. So, these controls allow you to interact with the data. For example, you can change the patient group by pulling down the dropdown menu and selecting a different slicer, in this case we will select gender. [wrong button, there we go]. By selecting gender from the dropdown menu the percent of Veterans at the National level for this particular slicer display and you can see about ninety percent of FY14 unique patient visits were among males compared to about ninety-eight percent of Veterans nationally with advanced liver disease. 

We will look at some more slicers. Geographic region or geography. About one in four Veterans nationally by geographic region you can see lives in a rural area. We will take a look at military era next. Looking at military era, you can see nationally that Vietnam Veterans make up the majority of VHA patients with advanced liver disease. About ninety percent of the patients with advanced liver disease were Vietnam War Era and compare that to about fifty-one percent of the patients usually seen in FY14. The last slicer that we provide is by race and ethnicity. As you can see as we make changes with the interactive controls the data on the display is updated automatically. I will scroll down a little bit so you can see the full table. I am going to point out; here we see that the percent of Black Veterans with ALD is more than two times greater than the percent of Black Veterans usually seen in the VHA during FY14. FY14 is about fifteen percent of Veterans were Black African-Americans compared to the rest that was about thirty-four percent. 

We also allow the data to be broken down to different observational levels – by VISN, the new MyVA Region. We also have you can select an individual facility as well as see the data for an entire state. 

I do not want to talk about those right now, let me talk about some of the other features that we wish to deploy. We created a data table if you click on the tab at the top; we created a data table that will display the data based on the inputs on the left. For example if you change this to VISN it will bring down a different dropdown and you can select the data from among the different VISN’s. We also wanted to make this data available to be shared so by clicking on the download data it will download a CSV copy of the entire data table based on your selection here on the left. 

We also created an interactive map with geo-coded facility data. The states are classified from a lighter to a darker gradient according to the number of Veterans with advanced liver disease. If you were to change the observational level you would get additional choices for viewing the data. For example, if we looked at facility the screen should be changing and it will actually go to the location of where the facility is located in the United States or in its appropriate geographic region. If you were to select the blue dots, it will bring up a pop up with additional information about that facility. We also included the number of Veterans with Hepatitis C and advanced liver disease as well as if you were to click on the blue hyperlink in this pop up bubble, it will open up the webpage for that facility.

Finally, the resource tab displays educational resources related to both viral Hepatitis and health equity. I am going to turn it back over to Dr. Uchendu for the last slide.  

Molly:		Thank you, just one moment and Dr. Uchendu you should have that pop up now. 

Dr. Jones:	This concludes the demonstration of the dashboard and the proof of concept of what OHE wishes to deploy. Let me conclude, this portion of the presentation with public news announcement the VA made earlier this month. Next slide. 

Dr. Uchendu:	I am trying to put it on the full screen. 

Molly:		It is on full screen now. 

Dr. Uchendu:	You can see my full screen?

Molly:		Correct. 

Dr. Uchendu:	Okay, sorry about that, now we go. 

Molly:		No problem. 

Dr. Jones:	This is a screenshot of a news release that the VA released earlier this month. What I want to point out is a quote that was included in the release from the Undersecretary of Health Dr. Shulkin. Dr. Shulkin described the dashboard as a powerful data toll to help VA identify Veteran groups disproportionately affected by advanced liver disease and to assure they receive appropriate healthcare. Towards this goal, Dr. Uchendu will now describe the next steps to ensure that all Veterans with ALD receive high quality appropriate as well as timely treatment in the VA among community partners and with the support of Veteran stakeholders. Thank you. 

Dr. Uchendu:	Thank you so much Kenneth. Can you hear me? Thank you for that demonstration and I am sure there will be more discussion around it and questions and hopefully we are working towards leaving enough time for that. If you notice the topic for these series stay focused on equity and action. So we have been talking a lot about the equity, we are about to transition into the action. 

First I will share some possible next steps and we know that after dialogue with you that many on this list will continue to grow. As you can see the first thing is outreach both internal and external and that means there will be a two way dialogue and we will be taking a lot of notes. Provide patient specific data directly to VHA facilities and POC’s. Some of the VISN’s have already reached out for that information and we are glad to continue the dialogue. I also want to acknowledge that certain VISN’s, Veteran Integrated Service Network have VISN level dashboards that were previously in existence but did not slice the data with the vulnerability lens like the Office of Health Equity has and we are willing to merge those efforts to make it possible, make it easier for people as well. To that end we are hoping to continue to refine the dashboard or collaborate with any other program offices, medical centers, researchers, any other stakeholders. If Veterans warm your heart you are in that group, to make this better and make it useful to reach the desired goals. We are working towards incorporation of treatment data; thanks to VINCI Services that effort is underway. Views at My State and MyVA region use all that demonstrated and we hope to make that more widely accessible. As Kenneth mentioned making aggregate data available on data.gov and Github.com, we were able to accomplish both as of yesterday evening and will be giving you a snapshot of that as well and we will have the links directly to the information included in this presentation. 

What can you do? We are asking people to learn the facts, there are fact sheets, there are VHA sites with a lot of information about Hepatitis C. Learn the facts relative to your area of influence. Share the facts. Outreach to increase engagement. Screening, linkage with treatments, support so that people achieve and complete treatment. Empower the Veterans and advocate for the Veterans and advocate for health equity for the Veterans. 

I tried to break it down a little bit in anticipation of our audience. If you are a Veteran or an advocate for Veterans, you can support the Veterans and support the VA. I alluded to the cascade because being screened is not enough and sometimes if we do not even get into the door for the screening because they are not aware. So we cannot underscore the awareness piece too much. Getting people screened, getting the diagnosis and after that are they linked appropriately at the right level for the right care. Do they quality for treatment? Is the proper one initiated? Do they complete the cycle? Do they actually get to the end? I mentioned earlier about we cannot afford incomplete treatment especially if we are using the newer drugs, as expensive as it is and the end goal is to get the Veterans the best possible health status, linking back to what we did, we defined at health equity attainment of the highest level of health for the individual. There is a lot of that family and community support can do. 

Clinicians, these are areas that have come up on different subjects and different diagnosis and cases. Cultural competency, dialogue free of unconscious biases. Patient activation. Informed and shared decision making, research has shown in the past also that if people do not have the right information, they might not choose the best treatment for themselves. Tailored care, case management where necessary, everyone is not really going to need it but as you noticed from those blocks we talked about on the equity window some people might need a block more than the others. Identify the barriers and seek solutions, raise the flag for those barriers. The Undersecretary is encouraging sharing of best practices. 

VAMC’s and academic affiliates one of five of the VA Undersecretary Dr. David Shulkin’s priorities is to identify and disseminate best practices. For a timely topic, a costly treatment topic you could not have a better intersection for an opportunity to create a challenge that can win that race for finding a best practice. Tackle Hepatitis C and advance liver disease disparities under those umbrellas and be in a position to also score the win for the Undersecretary’s priorities. We can narrow the gap and improve quality overall; identify and eliminate system barriers, I cannot say that enough, then partner for the Choice Act. I know that a lot of care for Hepatitis C is also going out through the Choice Act so there is a greater possibility there for VA medical affiliates through that partnership to make sure that the links are clear and the care coordination is in place as well so that Veterans do not fall through the cracks. 

For researchers I noticed you are the majority on this call today. Pose the question to fill the gaps in knowledge. Synthesize evidence and advise decision makers. Inform policy and operations, the work you do is powerful and with the right questions and the right insertions, move policy in the proper direction. Evaluate the progress of the care acceleration and impact of mitigating factors. Again this is getting on an ongoing issue and being in the middle of it. The dots I left at the end there is because every time when I read a research publication, the conclusion to the research paper, usually it includes the same phrase that more research is needed. I leave that to you. 

If you are not a part of the VA staff or if you are any other provider, we have the military history taking pocket card. Identify the Veterans that you come across, it is the beginning of that dialogue. Collaborate with VA, I already mentioned care coordination and partnership, going back to the MyVA goals that I shared with you earlier, goal number five was strategic partnership, it is being advanced by _____ [00:44:35] Secretary and we are drinking and breathing MyVA and what better opportunity again, on a topic that is timely. Outreach for everyone. Know the facts, share the facts for the Veterans and support the VA.

I have one last poll question which…

Molly:		Uche I can go ahead and launch the poll however, we do have over a dozen wonderful pending questions. 

Dr. Uchendu:		We are almost there. 

Molly:		Okay, no problem, I will go ahead and launch it now. For our audience members, we do have that poll on your screen now. The HCV-ALD disparities data identified disparities in the following groups of Veterans, select the most accurate answer. The choice options are: Vietnam era; racial/ethnic minorities especially Black; urban dwellers; those born between 1945 and 1965 or all of the above. It looks like people are a little slower to respond and that is fine, we have time for you to give it a little thought. It looks like I do see a strong trend and we are about a fifty percent response rate. At this time I am going to go ahead and close the poll and share those results. Three percent of respondents selected Vietnam era; eight percent racial/ethnic minorities; zero percent urban dwellers; eleven percent those born between 1945 and 1965 and a resounding majority selected all of the above. Thank you again to those respondents and I will turn it back to you one last time. 

Dr. Uchendu:	Thank you everyone. The intention was just to make sure you were listening to Kenneth but you totally got the message. Everyone on that list was impacted by disparities but also the most accurate answer would be all of the above. I just wanted to make sure that this take home point was pretty clear. Here I would just do a little bit of a quick commercial with regards to items that you can expect in the pipeline for VA Office of Health Equity. This action, this discussion you are already part of deploying the VHA Health Equity Action Plan. Hepatitis C disparities I am relying on a lot of you for some of those next steps. The Health Equity Environmental Scan we did previously, if you missed the news blog it will be on the links or the appendix later. Coming soon will be the VA National Health Equity Report. It is great foundational work involving the coins in both Palo Alto and Los Angeles with Becky Yano [ph] leading that charge in conjunction with the Office of Health Equity we will inform you appropriately when that is released. The Office of Health Equity also in partnership with QUERI launched a Partnered Evaluation Center this past year; we are expecting some great data and products from that. You are now part of the first focus on health equity and action cyberseminar series, there is more to come thanks to Molly, Ronnie Elway [ph] and the SEIDER group. Then the other project mentioned will be coming online later, the community health worker project, we are working with EES for Veteran patients, clinical cases on health equity, that should be very interesting. Next month the Health Equity Coalition Meeting will be focusing on non-traditional evidence of health and electronic health records and we will have a discussion around the final rule that recently came out on the social behavioral and psychological determinants of health incorporation and health records at that discussion. Again, I am inviting everyone to be a part of this, the VA is in a unique position with benefits and socio-economic status linkage of health and benefits and Hepatitis C is an excellent place to make a business case for health equity. Because of the cost implications we are hoping that we will see work popping up along those lines. Then currently I am representing the VA on the Institute of Medicine Roundtable for the promotion of health equity and elimination of health disparities. We are bringing Veteran issues square and center in that dialogue. The ultimate goal is equity lens on all policies, operations and emerging issues. 

If you have listened to me speak before you probably heard this, I keep saying it because we are not there yet. The pursuit of health Equity should be everyone’s business. It is a journey that takes time and sustained effort so we cannot afford to quit. What can you do today in your area of influence to improve health equity? If you continually ask that question you will find the answers, you can act upon them. At a minimum do not increase the disparity is what we keep asking. 

Here are some of the links, it will be in the final slide deck, and we will include in that final slide deck the links to the data.gov. By the time we sent the slides to Molly, the link was not available and I do not know if you can see the screen.

Molly:		We can, yep. 

Dr. Uchendu:	This is what it would look like on data.gov and we will have that link for you in the final slides. We will also include some of the snapshots from the demonstration session that Kenneth did because this is audio recorded but not video so the PCP showed will not be there so the final slide deck and the archives will have all of those. 

I think that brings me to the end of the official presentation and that is my contact within CDA. 

Molly:		Wonderful, you can leave that slide up just so people know there are some appendices after that, but let us go ahead and leave this up for the Q&A. Uche I may have misheard what you just said, but actually the demonstration will be caught on the video so people can watch the demo in our archive video. 

Dr. Uchendu:	I did not realize, that is great because I thought you were just going to have audio and not video, but if that is the case then that is great that is even better. 

Molly:		We do audio, video, transcript, audio only, we have all the options up there. Okay, well we have a lot of great pending questions. Before we get to them, I just want to ask if you and Kenneth might be available in case we run past the top of the hour because I would like to catch them in the archive recording if possible. 

Dr. Uchendu:	No problem. 

Molly:		Okay excellent, thank you. So for our attendees, if we do not get to your question by the top of the hour please note that it will be answered and will be available in the archive recording and you will receive a follow up email two days from now with a link leading directly to that recording. We also encourage you to continue to talk as well on VA Pulse, so at this time Uche I am going to take control while we do the Q&A. And I am going to show people our pulse slide as well as the link for the press release. So if you are not familiar with Link and you have a VA.gov email address, please do sign up today and you can join our HSR&D Cyberseminar group to continue this talk as well. 

After all that plugging I am going to go ahead and get straight into the Q&A now. Let me see the first question we have – what determining ADL are cybro-source results included in this? I am sorry – when determining an ADL, what cybro-sure results included in this?

Dr. Uchendu:	Okay unfortunately that will be a question that we can take for the record because health equity like I said is not the expert on Hepatitis C, advanced liver disease criteria was set by VHA through the ethical framework and all of that discussion which we mentioned. As a matter of background but we can take that question and direct it to the appropriate place to get an answer for the person. 

Molly:		Excellent, thank you. Many people wrote in saying thank you it looks like a fantastic dashboard. The next person writes – how do you differentiate home facility versus Vets who have traveled often to assign them a facility in this report?

Dr. Jones:	I can answer that.

Dr. Uchendu:	Go ahead. 

Dr. Jones:	In the report patients will be considered as they visit more than one facility they will be counted in each facility that they visited. So we will not account for a parent facility or a home facility.

Molly:		Thank you for that reply. How often are the data in the dashboard updated?

Dr. Uchendu:	We are currently not updating…what we have that is why it mentioned that this was data as of the time that the information was sent to the medical centers and VISN’s of who was in the cohort for Hepatitis C and advanced liver disease. The trending is a future state because these people are undergoing treatment and all of that. Also we are not updating the dashboard with newer information, what you see is what we had previously but that is a future state to see what is the new information and so on. But currently know the updates you are asking for are not there.

Molly:		Okay will you just answered six other questions so that should speed things up. Thank you for the very important work in this area, can you clarify exactly how an individual VA employee can find and interact with the dashboard. I am interested in knowing how I can reach the interactive site of the dashboard not just the static view of the data. 

Dr. Uchendu:	The dashboard link, which I believe, is also unboxed in new release slides and I believe it is on the appendix for these ones takes you to the intranet. It is live on the VHA intranet site, but you have to be within the system to see that. The app that was used for the demonstration today is not included in that piece but you have the ability to interact to the extent that we were. So it is fair to say that what we demonstrated today is advanced like Kenneth mentioned from what we have on the intranet. What we did today was just recently brought to that level and we are still working out the details for how to make it available for people and more will be coming on that. 

Molly:		Thank you for that reply. The next question we have – will there be ways to report patients who are not candidates for treatment or have declined treatment?

Dr. Uchendu:	Again, the tracking of treatment has been handled by the primary public health office, which we mentioned earlier and so that will not be a report for Office of Health Equity directly. Yes I would say that that tracking could be done through that avenue because they are following up on how we are doing in general for management. The piece that the Office of Health Equity was zeroing in on was as we move and accelerate care the impact on vulnerable populations. So if that information is updated appropriately and we do a next time, which we hope for, then the data would still come from the main office, which tracks this. Whatever you reflect there will be reflected. I hope that answers your question. 

Molly:		Thank you, they are more than welcome to write in for further clarification if they need to. The next question – does the Office Health Equity envision expanding this dashboard to include other specific medical conditions and if so, what are the next medical conditions they will be focusing on?

Dr. Uchendu:	We hope to use it for a lot of different things and obviously it is getting a lot of attention so it is definitely a tool that we could. The question about the next condition will be answered in the near future because as I mentioned, I put a plug in for the National Health Equity Report, which has looked at prevalence of various top diagnosis among Veterans cared for at the VA broken down, again by vulnerable populations or vulnerable groups. The things that rise to the top along with other agency priorities will determine what else gets on our dashboard. 

Molly:		Thank you for that reply. The next question we have – are quality of care metrics for obtaining appropriate care going to be added. I know you just touched on this. 

Dr. Uchendu:	Even if it is not on the dashboard itself, the other projects I mentioned, the Office of Health Equity QUERI Partnered Evaluation Center that Dr. Donna Washington is the primary investigator for will be looking at quality, mortality and all those related items for vulnerable populations moving forward. Based on what that work finds, it might be amenable to a dashboard display or will be amenable to other forms of displays and we hope to share it. 

Molly:		Thank you for that reply. The next question – do you have suggestions about, I am sorry this was a clinical question so we will address that later if we can. How does the dashboard help with screening since the data pertain to those who have the disease? We have known for many years that Vietnam era Vets were at highest risks for Hepatitis C. 

Dr. Uchendu:	The current dashboard does not address screening. Again, we lined up with an emerging issue and we lined up with a cohort that had been identified by VHA stakeholder’s as primary targets for treatment. So that is how we ended up with Hepatitis C virus and advanced liver disease. I am hoping by what is highlighted in this group, would heighten the awareness for all the other pieces. If  you noticed in one of the slides when I talked about what can we do I mentioned the cascade, the awareness, the screening so hopefully people know that there is overrepresentation in advanced liver disease in certain groups, there is that tracking backwards to are we screening appropriately. I will also say that according to VA records, we are head and shoulders above other health care agencies in screening for Hepatitis C. But it does not mean that we rest on those laurels, we need to continue. 

Molly:		Thank you for that reply. Is there a feature in the dashboard to cross reference Veterans homelessness with HCV-ALD? It seems like that might be useful. 

Dr. Uchendu:	No we do not have that current feature but as you can see has a GIS capability and there are many options so it could be explored in partnership with the Office that primarily is in charge of homelessness programs at the VA. Additionally, I believe there is one of the QUERI programs that has interest in both homelessness, justice involved and might be pulling in some work around that area and I do not want to steal their bubble, I just happen to be aware because it involves a vulnerable population. 

Molly:		Thank you very much. Just so you know we do have a lot of people writing in clinical questions trying to figure out how to get Vets their appointments; how to get them to report and for them I am suggesting that they contact you offline and hopefully you may be able to put them in touch with somebody, I hope that is okay Uche. 

Dr. Uchendu:	That is great, that is the intent we would be glad to connect the appropriate people to linking the dots. 

Molly:		Thank you. How do we get patient specific information and address numbers in the information presented? Will any data ever be pulled from the CCR? Will we be able to track treated patients? What are the expectations of use for the data?

Dr. Uchendu:	Yes patient specific information can be made available but you know those would require PHI and levels of clearance so that is why we said we can work with POC’s of the various facilities. If it is operational work we will make arrangements. We are trying to make arrangements for FTP sites to be able to do secure data sharing that way but you will not find patient specific information on the dashboard both internally and externally because those arenas do not have the level of protection for us to be able to do that. If you do not mind reaching me directly with what specific area you are looking for, we will make arrangements to get the information to you whoever raised the question. 

Molly:		Thank you. So we do have several more pending questions that we will get to, but I know some of you may have to drop off the call. When you do exit the session, please note that a feedback survey will populate on your screen, we ask that you take just a moment to answer those few questions, we do look at your responses closely and it helps us improve presentations we have already provided as well as gives us ideas for new sessions to support. Again, you can leave the meeting at any time and wait while that populates on your screen. The next question we have – will choices outsourcing VA care result in treatment by providers who really know how to treat Veterans and reduce disparities?

Dr. Uchendu:	I think the question is, let me make sure I understand it. It looks like the question is – whether the people who are non-VA providers will result in the same level of care or in people who know how to treat Veterans. I am not sure I am interpreting that accurately but what I hear there is whether people understand Veterans well enough to treat them. We are sending them out and I believe there is a lot of discussion around military medicine and people having a better understanding of military culture. I believe that information is out for non-VA providers, I referenced the military history taking pocket card in my presentation. I am also aware MES trained, the military cultural awareness training has gone public beyond VATMS. How can we assure that the quality is the same? It is a discussion we are taking to the Community of Care Group that is leading the effort on choice and it is not just for Hepatitis C, it is for everything health. 

Molly:		Thank you. Do you have, sorry wrong question. Any suggestions on how to engage these disparate patient populations into care?

Dr. Uchendu:	I think the beginning is being aware of those circumstances. And as I mentioned some level of cultural competency helps and again it is not just specific to Hepatitis C it is the same way you would be aware of the mitigating circumstances if you are a clinician treating a patient in their life that might impact their ability to respond to the treatment you are providing. It is also part of the reason we are calling for outreach because of family and community support sets the stage. There is stigma around Hepatitis C just like some other disease – mental health seems to be the one that people think of more than others. The level of engagement would not just be at a provider/patient level it is also why I mentioned in cases where case management might be appropriate, if there is a continuous linkage through the case management options that are available within VA. I am not the expert but those are pieces that have been identified as possible by previous others who have worked on patient engagement. 

Molly:		Thank you. Another question – in work with our state health department we have seen a new surge in HCV due to IV and needle sharing from heroin use. Any chance the dashboard could also include information on substance abuse as a way to monitor new emerging HCV cases?

Dr. Uchendu:	Everything we can wish for  probably a dashboard might be able to do but this particular data feeding this particular dashboard is not linked in with why the people are diagnosed with HCV which is whether the source is IV drug use or not. For new and emerging cases that could be another discussion for another set of data for tracking and I believe that if data is available then it can be set into a dashboard. 

Molly:		Excellent. I am going to go over a few other questions and that answer is applicable to them all. People are wondering if quality care metrics are going to be obtaining appropriate care and added to the dashboard. People want to know if precision medicine or access to precision medicine will be added to the dashboard. I am sorry this one is different – do you have plans to include a similar analysis on equity in access to precision medicine?

Dr. Uchendu:	We do not have immediate plans, but again that is why I had the dots at the end because I have a feeling that question is coming from a researcher. The dots at the end of the – what can you do as a researcher - was an opportunity for people to pose what possibilities that we can explore to make this even more useful for targeting the end result which is narrowing the gap. I would be glad to continue that discussion if someone has a proposal and again not necessary that the Office of Health Equity would take it on but we can bring the right partners to the table. 

Molly:		Thank you. We just have one more comment but before we get to it, a lot of people have asked if we will have a chance to discuss the replies to the open ended question we posed earlier. While I do not think we have time during this specific recording that will be an excellent use of VA polls. So after this session I will work with Uche and Kenneth to find a way to pose that question on there and get the conversation started using a lot of your replies. It was not all for not, we will get those out there and it is another reason to join VA polls so that we can continue the discussion. Does that sound like a good plan Uche?

Dr. Uchendu:	That sounds awesome except hopefully I will be getting some help for running that VA poll because _____ [01:09:51] [audio skipped] interesting if we can keep up with the discussion, but we will totally love to continue the dialogue. 

Molly:		No problem we can host it on our site for the time being if you like and I will be happy to help moderate and administer or be the administrator for that discussion. No problem. 

Dr. Uchendu:	Thank you. 

Molly:		I will not put you on the hook full time for moderating. Okay, we have a comment, be able to give some concluding comments and wrap up. I wonder if Dr. Jones will mention that the race/ethnicity data in CDW has historically been thought of as ‘soft’ and may not be a response by a Veteran during registration, it may be observation entered by the staff entering info into the computerized record. For example, for multi-racial an individual might say African-American/Hispanic on one visit and Hispanic or African-American on another. 

Dr. Uchendu:	Kenneth I will let you handle that because that has come up a few times on other different arenas. 

Dr. Jones:	I think that is a great question and there have been data quality issues expressed about the race data. We did follow some available guidance inside the VA from CDW as well as VINCI for constructing the racial category. I definitely understand the concern; we did pay particular attention to individuals who may have been classified with both the race and ethnicity for example Black/Hispanic or Black/Non-Hispanic. We did try to be very cognizant about that, but we are really cognizant of the data quality concerns about race as we are for any data that is collected. That is a good point and thank you. 

Molly:		Thank you. That does conclude the pending questions we have but of course I would like to give each of you the opportunity to give concluding comments. Kenneth we can go ahead and start with you if you would like. 

Dr. Jones:	I just want to thank you all for the opportunity and for being great participants and sticking around until the end. So thank you very much. 

Molly:		Thank you and Dr. Uchendu would you like to wrap up with anything?

Dr. Uchendu:	Just thank you again for everyone who signed up, for everyone who attended, I know some people probably will be viewing this on archives if they were not able to join us so thank you to you as well. I thank everyone because I know this is just the beginning of the conversation, I am looking forward to the flurry of activities that will come out of this and to the end result. I also want to thank the VA Undersecretary for Health who saw the potential on the dashboard when we first shared it with him and gave it the wings I would call it through the news release and some other activities. So we are hoping that this underscores what we can do if we have an equity lens on an emerging issue. That is actually all I have to say other than the people mentioned on the initial slides for the acknowledgments I want to again underscore how much we appreciate all the support and their help in this project, thank you. 

Molly:		Wonderful, well thank you both so much for coming on and giving the demonstration and for your hard work on the dashboard and for lending your expertise to the field. I think we all agree that there is a lot of work to be done and that we are excited to delve into health equity further. Thank you again to our attendees for joining us, I am going to close out the session now and once again the feedback survey will populate on your screen so go ahead and take a moment to answer those few questions and we will be reviewing them in detail. Once again this does conclude today’s HSR&D Cyberseminar presentation and we look forward to your future involvement. Thank you Uche, thank you Kenneth. 
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