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Moderator:	At this time I am going to introduce our speakers. Speaking first we have Dr. Uchenna Uchendu, she is the Chief of the Office of Health Equity; joining her today is Dr. Scott DuVall, he is the Director of VINCI and also joining us today is Dr. Julie Lynch, she is a Research Scientist also at VINCI. At this time Dr. Uchendu are you ready to share your screen?

Dr. Uchenna Uchendu:	Thank you Molly, yes let me know if you see the screen. 

Moderator:	Yes we are good to go thank you. 

Dr. Uchenna Uchendu:	Okay that is great, that was a smooth transition. Hello everyone, thank you for joining us today. This seminar will provide an update of Veterans Health Administration Hepatitis C Virus Treatment Among Vulnerable Veterans with Advanced Liver Disease. We will start with some background information and key definitions including defining the cohort we will be discussing today. Then we will share the data on treatment and apply the equity lens in order to help us identify challenges and opportunities for eliminating the disparities observed. We want to hear from you and therefore plan to have time for discussion during the second half of the hour. Molly will give us the instructions once we get to that point. 

The role of Office of Health Equity in this session is to bring the equity focus to an emerging issue and catalyze and engage all stakeholders to address disparities among Veterans. To help us understand the VA data regarding treatment of Hepatitis C Virus, Office of Health Equity reached out to VINCI for expert input. VINCI in case you do not know stands for VA Informatics and Computing Infrastructure. VINCI supported the Office of Health Equity effort with initial guidance that allowed Office of Health Equity to produce a Hepatitis C treatment data you will be seeing. Many thanks to Dr. Kenneth Jones for distilling the data. The Office of Clinical Public Health provided the original list of Veterans with Hepatitis C Virus and Advanced Liver Disease from their Clinical Case Registry as of August 7, 2015. The list fed the Office of Health Equity HCV Advanced Liver Disease cohorts was featured at a prior Cyberseminar. Office of Health Equity distilled the data to show breakdown by vulnerable Veteran groups, typically imparted by health disparities. For this session we added the treatment information for the same cohort. Thank you also to HSR&D CIDER for the opportunity to bring focus to health equity and action in these series. 

I would like to pause and thank all the Veterans for serving our country and protecting our freedom. As depicted on this slide, you can see that the VA has the commitment to care for Veterans who depend on us to reach their highest level of health and well-being. On the left are the goals of the MyVA set forth by the VA Secretary the Honorable Ronald McDonald. These goals are intended to assure that we are putting Veterans first through Veterans experience; employee experience; support service excellence; performance improvement and strategic partnerships. Additionally the VA under Secretary for Health Dr. David Shulkin set five priorities that align with MyVA and are specific to the healthcare delivery portion of the VA. These are: access; employee engagement; best practices and consistency; development of the high performance network and restoring trust and confidence in the VA by all our stakeholders, especially the Veterans. I want to assure all the Veterans listening to day that the VA cares and I care. 

Molly you take back control for here to get us through the first poll question. 

Moderator:	Excellent, thank you. So for our attendees as you can see on your screen you do have the first poll questions so we would like to get an idea of what your primary role is at the VA. We understand that many of you wear many different hats in your position but what is your primary role. The answer options, well lit does not even have to be at the VA necessarily. Are you a: Veteran; Researcher; Clinician; Management or Policy Maker or Other. For those of you that are selecting Other, please note that at the end of the presentation I will put up a feedback survey with more extensive list of job titles so you might find your specific job title there to select. It looks like we have a nice responsive audience, we have already had seventy-five percent of our attendees vote and we have a pretty clear trend so I will go ahead and close the poll out and share those results. As you can see we have just over half our audience, fifty-five percent are Researchers; eighteen percent Clinicians; fourteen percent Management and Policy Maker and also fourteen percent selected Other. Thank you for those responses and I will turn it back over to you. 

Dr. Uchenna Uchendu:	Thank you so much Molly and thank you to everyone for your responses and getting back on the wide-deck I am turning it over to Julie to take us through the next section. 

Dr. Julie Lynch:	Thank you Dr. Uchendu. The purpose of the first few slides is to discuss the historical context in which we are analyzing delivery of equitable HCV care in Veterans with Advanced Liver Disease. There have been several studies, which document disparities in disease progression and success of treatment in patients with HCV. Historically in real world settings less than twenty percent of patients achieved sustained viral response to treatment. This number varies based on several patient and clinical characteristics including viral genotype; patient genotype; race and other medical conditions the patient may have. So I think it is important to emphasize here that while there are structures and process improvements that can be made to reduce barriers to success HCV care, biological factors have contributed to differences in health outcomes. 

On top of the historical differences in outcomes we have had rapid innovations in treatment. From 2001 to 2011 weekly Interferon injections and twice daily oral ribavirin was the standard of care for HCV genotype 1. In 2010 it was discovered that the response to Interferon treatment differs based on patient genotype. This got into the HCV treatment guidelines but it became obsolete almost immediately due to the new treatments that were coming down the line. In 2011, two new protease inhibitors were approved, yet at the same time there was anticipation of more effective direct acting anti-virals. These innovations contributed to patients waiting for treatment. In 2014 only one in four Veterans with Hepatitis C were getting treatment. When the new drugs were approved there was a backlog of patients wanting treatment. Some of the direct acting oral anti-virals were Solvadi, Harvoni and the Viekira Pak. Then just last month a new treatment came online in January 2016. As we know the newer drugs were very expensive and the VA did not have the resources to treat everyone, therefore patients were prioritized based on the evidence of liver disease. I think we can go to the next slide right now. 

It was uneven dispersion of patients with Advanced Liver Disease so resources were allocated to sites by known number of patients with ALD. There was variable capacity for treating patients across VAMC’s, some VAMC’s had treated all the Veterans who had been identified as having Advanced Liver Disease and wanted to expand treatment to non-Advanced Liver Disease patients. Yet it is unclear whether anything has been done to determine whether there are Veterans with Advanced Liver Disease who have not been identified. Have all Veterans with Hepatitis C seen a hepatologist or gastroenterologist? Then on top of all of that chaos there was rapidly changing political environment in which patients who wanted care were then being referred to Choice providers. I think it is just important to understand that given the context in which HCV care is taking place, there are substantial challenges in delivery of equitable care and measuring whether that care is equitable. 

I will turn it back over to you Dr. Uchendu.

Dr. Uchenna Uchendu:	I think you had one more slide on the variations in care with the references. 

Dr. Julie Lynch:	This is the slide of the references of some of the information we talked about. 

Dr. Uchenna Uchendu:	Okay, great, thank you Julie. For the next few slides I am just going to praise your indulgence to provide some basic information about the Office of Health Equity and our approach to achieving health equity for all Veterans especially the most vulnerable. 

If you have heard me speak before chances are you have seen this slide or heard the content. The charge for the VA Office of Health Equity is to champion the advancement of health equity and the reduction of health disparities. We are doing so through the five key areas listed here: leadership; awareness; health outcomes; diversity and cultural competence of the workforce; data, research, and evaluation. These key areas are the five areas of the VA Health Equity Action Plan, which we also call the HEAP developed by the Office of Health Equity with the Healthy Equity Coalition as VA’s roadmap for achieving health equity for all Veterans. The HEAP aligns with the VHA Strategic Plan Objective 1(e): Veterans will receive timely, high quality, personalized, safe, effective and equitable health care, irrespective of geography, gender, race, age, culture or sexual orientation. The HEAP is also flexible and a living document and therefore able to align with ease to the newer VA strategies like the MyVA Connect and the Undersecretary priorities which I mentioned earlier. 

The slide here is intended to be a reminder that equality and equity are not the same. Equality is depicted on the left, everyone gets the same treatment or intervention or attention and so on irrespective of their starting point. Notice that the individuals on the boxes are not equally endowed in terms of height. With each of them getting the two boxes shown is their ability to reach the window of opportunity is not the same despite equal treatment or intervention, the highest level of health is not possible for all of them. Equity is depicted on the right, everyone gets a box for starters and then the ones who are not as tall get additional boxes. One more box for the individual in the middle and two more boxes for the individual on the far right. By so doing, all are able to reach the window of opportunity. Since this module was _____ [00:11:39] by the Office of Health Equity about the time of a prior Cyberseminar focusing on the Hepatitis C virus and the new one that drove to cure it we used the cure as the example of what each of the individuals is reaching for. Many thanks to the VA Center Office Broadcasting Center Staff who worked with the Office of Health Equity to produce this image. 

This next slide is showing the equity portion alone. The “I” on the boxes is intended to be intervention in whatever form that is necessary in order to bring each person to the highest possible level of health. The terms listed here are some of what those interventions could be: Outreach; Awareness; Advocacy; Care Coordination; Cultural Competency; Policy; Operations; Resources and so on. Note that the list is not exhausted and I am sure you can add to it. Notice also that not all of the interventions are dependent on the healthcare system but the healthcare system has a key role in advancing the health of the individual and the community at large. For the VA that would be the Veterans, hence the VA support you see as a basic foundation for all the Veterans depicted on this slide. 

Here you will hear from Molly again for the second poll question. 

Moderator:	Great thank you Uche. For the next poll question we have up - Did you attend the November 2015 Cyberseminar on the Office of Health Equity HCV- ALD Disparities Dashboard or have you seen the dashboard or the data on data.gov. The answer options are: Yes or No.

Dr. Uchenna Uchendu:	I guess if you viewed the archives that would qualify as a Yes as well, if you viewed the archive Cyberseminar. 

Moderator:	Yes we will count that. Excellent. It looks like about two-thirds of our audience have loaded and the answers have stopped coming in so we will go ahead and close the poll out and share those results. It looks like just over half of our audience did attend or have seen the dashboard and/or data – that is fifty-five percent and forty-five percent report no. [pause].

Dr. Uchenna Uchendu:	Thank you again Molly and thank you to each of you. I am trying to show my screen again, please confirm that you can see it Molly. [pause] Hello. [pause].

Unidentified Male:	I can see it Uche. 

Dr. Uchenna Uchendu:	Okay, great. Here the slide is the focus of the Cyberseminar and actually we are turning it over to VINCI Director Scott DuVall to take us through that. Scott.

Dr. Scott DuVall:	Thank you very much Dr. Uchendu. This is now getting into how we created this data that you will see a little bit later. To start instead of coming with a definition for the cohort and we will talk about what that means in that just a minute, OHE was given a cohort based on a specific definition and what that ended up being was Veterans who do have Hepatitis C that also have Advanced Liver Disease. And I will talk a little bit more about that. It ended up being about thirty-nine thousand Veterans who fell into this category of Hepatitis C with Advanced Liver Disease. We used data from the Corporate Data Warehouse to pull out information about demographics and other characteristics associated with possibly the vulnerable Veteran groups that we are dealing with. We looked at: age; gender; geography; military era and service; and race and ethnicity as they are recorded in the Corporate Data Warehouse. We then used the information in the Corporate Data Warehouse to pull treatment information for people who had been on any of these direct acting anti-virals – Hepatitis C, these new Hepatitis C treatments within this cohort. We looked at the cohort as it was defined and as existed in August 2015 and we followed that cohort for a series of six months. So the information that you will see is accumulative approach of this cohort tracking over a six month period of time once treatment was received and when that treatment was received. 

As Uche mentioned this is the same cohort that had the previous Cyberseminar that the information was available in the dashboard to explore. What we are looking at is the treatment that has happened in that cohort. We are consistent in how it has been defined, the definition was provided by the Office of Clinical Public Health and we have identified this cohort as of August, 2015 and we tracked that for a six month period. 

Next slide. This is how the cohort was defined, used the Clinical Case Registry to determine if our Veterans were infected with Hepatitis C. They had to have some sort of viral load and LOINC codes were used to identify tests for viral load, laboratory tests for viral load. They had to be alive at the end of the six month period and they had to have VHA care during the past three hundred and sixty-five days, which again was defined, through the Clinical Case Registry as an outpatient visit in the last three hundred and sixty-five days. Then to look at the Advanced Liver Disease, we looked at a Fibrosis score and if the Fibrosis score was a four they counted it as Advanced Liver Disease.  This was either pulled from the Clinical Case Registry as defined as that is their Fibrosis score or calculated from AST/ALT and platelet labs that also were in the Clinical Case Registry. One small note is that there may be differences in what VA considers the cohort of interest versus the cohort definition that was delivered from the Office of Public Health. 

The second piece is to get the drug data. We did go into the Corporate Data Warehouse but as you may be familiar with, many drugs; especially newer drugs do not have a national code assigned to them. So they were was a mapping process where we looked at all of the treatments for this cohort; looked at both coded information for these medications but also we looked at the medication names and classified the different medications into our different treatment groups. Next slide please. 

One of the reasons why this project came about and you have heard some of the background for that but it is VA’s goal to provide high quality, safe, effective care to our Veterans that have Hepatitis C. It is a priority, there are many initiatives right now looking at this and trying to figure out the best way to proceed as was mentioned by Dr. Lynch. Next. 

This is a teaser. This was information that was put together to start a discussion involving multiple different groups; involving different offices looking at this problem both top down approaches and bottom up approaches in research projects and clinical priorities and others allow our objectives to give high quality care to our Hepatitis C Veterans it allows that to come together. When you use these different groups and they have different approaches you get a different perspective. This is supposed to start that discussion. VINCI is what the Office of Health Equity reached out to and we have the ability and there are other ways you can get access to this data; analyze the data and get expertise to know how to define the cohort and how to define the treatments and the other variables of interest. Uche next slide please. 

Julie gave an overview; Dr. Lynch gave an overview of how treatment changed from 2001 to just recently. What I would like to point out is that the groups that we looked at for treatment included the sofosbuvir or Solvadi, Harvoni and Viekira Paks. Those are the group’s treatments that were identified as treatments that were provided these direct acting anti-viral new HCV drug classes, treatments that were provided within the cohort of patients that we were discussing. Uche back to you. 

Dr. Uchenna Uchendu:	Thank you so much Scott for helping us define the cohort and set that background beautifully. At this point we will transition in to looking at the data we have been talking about. On this slide we are showing the treatment for the cohort broken down by period of service otherwise known as military era to derive the box showing percentages that you see on the slide. The numerator is the number of Veterans in the cohort within the era who were treated with the newer drugs we showed earlier. The denominator is the number of Veterans in the cohort shown as “N” under each bar. The percent and the denominator are both shown on the slide. The first bar which is in dark blue represents the overall proportion of Veterans within the cohort of thirty eight thousand seven hundred and ninety-seven who received treatment between August 2015 and January 2016. The proportion was 17.7% overall. The subsequent bar has represented the proportion of Veterans for each period of service in the cohort who received treatment in the same timeframe. For example the 18.3% shown for the Vietnam era Veterans in the cohort means that out of thirty-five thousand and fifty-two Vietnam era Veterans in the cohort sixty-six thousand four hundred and twenty-one received treatment to make up the 18.3% that you see. Similarly the 17.3% shown for Gulf War Veterans means that out of the one thousand six hundred and twenty-one Gulf War Veterans in the cohort two hundred and eighty-one received treatment to make up the 17.3% and so on for the rest of it. So I think you get the idea. 

On this next slide we are showing the treatment for the cohort broken down by birth period and the periods are – before 1945; after 1965 and then the period in between that. Again, we derived the bars showing the percentages the numerator is the number of Veterans in the cohort within the birth period that were treated. The denominator is the number of Veterans in the cohort shown as “N” under each box, both the percent and the denominator are both shown. This first bar in dark blue is the 17.7% you saw previously; we are carrying it over on each slide to give you a frame of reference. The subsequent bars represent the proportion of Veterans for each birth period in the cohort who received treatment. For example 11.6% shown for Veterans born before 1945 represents four hundred and two out of three thousand four hundred and seventy-nine who received treatment. Similarly the 18.4% shown for Veterans born between 1945 and 1965 represents six thousand three hundred and seventy-six Veterans out of the thirty-four thousand five hundred and sixty-two in that group. The next bar with 13.2% represents seventy-seven out of the seven hundred and forty-nine born after 1965. 

Again, this is now slide twenty-four showing treatment for the cohort broken down by race and ethnicity. Again the bars were derived the same way as I previously described except this time we are looking at race/ethnicity. The first bar in the dark blue is again the overall at 17.7%; the subsequent bars represent the proportion of Veterans for each racial or ethnic group in the cohort who received treatment. For example the 17.9% shown for American-Indian, Alaskan-Native Veterans accounts for forty out of the two hundred and thirty-three of them in the cohort who received treatment. Nineteen percent on the third bar depicts the proportion out of the fifty-eight Veterans classified as Asian who received treatment then it goes down the line – 17.5% for Blacks; 17.2% Hispanic or Latino; 17.7% Hawaiian and Pacific Islander; 18.4% White and then we have 17.3% reported as multiple races and the 14.1% unknown. 

This slide now number twenty-five shows the trend for all the Veterans in this cohort on a month to month basis from August 2015 when the cohort was identified through January 2016. Note that the Veterans were counted once _____ [00:27:03] [lost audio] had higher percentage than the following months. Remember that the cohort is a static number of Veterans that we trended. This trend does not include all Veterans that were _____ [00:27:18] [skipped audio] treated for Hepatitis C virus and Advanced Liver Disease in VHA during these months. Additionally the first two months also coincide with the period where the funds approved by Congress for expediting treatment for Hepatitis C virus among Veterans had to be expended. The approval was sometime in late July and the five hundred million was to be expended by the end of the Fiscal Year which was September 30, 2015. I am sure this slide will generate some further discussion, I would like to get some input and other people’s take on it in the discussion part of dialogue. 

Here this is just showing you the trend for select groups. Based on the vulnerable groups that had large differences in comparison to the usual population of the VA we identified from the first Cyberseminar that Veterans born between 1945 and 1965, Vietnam era Veterans, Black Veterans and in some regions Hispanic or Latino Veterans had disparate impact in this cohort with Hepatitis C virus and Advanced Liver Disease. The White Veterans were numbered most in the cohort but had no disparities, I will explain further in a moment. 

Here I will give you that additional explanation and moving into bringing in additional data overlaid with the treatment data. I will walk through these three selected slide where the large differences existed within the cohort in comparison to VA population with an equity lens. First here is the period of service. The “N” which is a total number in the cohort and again under each bar as I explained before gives you the “N” for the particular group. The FY14 data in green gives you the percent of the particular population or group that had FY14 encounters. The cohort is shown in blue is a percent of the particular population within the Hepatitis C virus/Advanced Liver Disease cohort. Then in red would be the percent of the population or group in the cohort that was treated at the VA from August 2015 through January 2016. I will focus for a moment on the Vietnam era Veterans in the cohort since the group had disparate impacts of the Hepatitis C virus and Advanced Liver Disease. While the FY14 encounters indicated that fifty percent of the Veterans in the VA healthcare system served in the Vietnam era you can see that 90.3% of those with Advanced Liver Disease as a result of Hepatitis C virus as of August 2015 were Vietnam era Veterans. That is a whopping 39.4% difference between these bars. When you look at the treatment data however, 93.4% receive treatment, which is good. 

On the next slide, applying the same approach to look at birth cohort. Again the bars are coincided and explained here so I will not go through that again, but I want to highlight that the Veterans born between 1945 and 1965 while the FY14 encounters indicated that they made up 45.9% of the Veterans in the VA they were 89.1% of those with Advanced Liver Disease. You see the large difference again 43.2% in this case. The good news is the treatment data shows that 92.7% received treatment so the VA recommendations for screening and treating for this birth cohort was a positive enabler for this progress that you see. 

Finally, again applying the same approach on race/ethnicity, note that the populations that are smaller like for instance the Asian population that means that a tiny difference in the numerator would skew percentages. But note that both this depicts that the White Veterans are having the highest number and therefore percentage among those with Advanced Liver Disease compared to the other groups. But in comparison with the FY14 demographics, White Veterans were under represented in the Hepatitis C Advanced Liver Disease cohort with 50.4%. I just needed to point this out in context of what we are discussing. When you look at the Black Veterans however, 14.7% of FY14 numbers but they make up 33.5% of the cohort with Advanced Livers Disease and then with treatment 33.1%. Additionally if you take a look also at the Hispanic group you would see there is not as much difference as with the Black Veterans, but in some regional areas of the VA as shown in our dashboard, there were wider variations. The treatment data indicates that the percentage treated for Blacks and Hispanics matched closely the percent of each group represented in our cohort. This illustrates equality but not necessarily equity. I will explain on the next slide. 

I hope I can still hold your attention to walk through this last piece of it. If you remember the equity lens depiction in order to narrow the gap we would need to give additional boxes to those who started off at a disadvantage. In this case it would be the Veterans who had disparate impacts on Hepatitis C and Advanced Liver Disease, which we already identified. Within the period of service it would be the Vietnam era Veterans in the cohort and these are the numbers – 19.3% but among treatment they were 93.4% so this is good. In race/ethnicity we mentioned the Blacks 33.5% and treated 33.1%. For the Hispanics again, 7% represented and 6.8% treated. Then for those born between 1945 and 1965 represented 89.1% and 92% treated. The Office of Health Equity hypothesis is that the two areas where the treatment percent is higher than the percent of the particular group in the cohort the disparity gap is narrowing, hence what you see here. The extra percentage is the extra box or two we discussed earlier. This result as an outcome from VA priority to target Veterans born between 1945 and 1965, which also largely coincides with the Vietnam era Veterans. I would like to add also that since the other areas with disparities had percentages in treatment matching the percentage in the cohort, the gap is not widening. That is also a good outcome. But in order to achieve health equity we will need to do more. 

Final thoughts on that, additional charts and tables show you the comparison with FY14 data alongside the treatment to draw out the points that are necessary I hope. It made the crucial connection to the previously observed disparities that we had discussed on a previous Cyberseminar. While treatment appears equal and no disparities were observed in the distribution of treatment the comparison would be a proportion of the vulnerable Veterans groups strengthen the fact that action is still needed so that we do not perpetuate the disparities observed. Achieving the highest level of health for all would require that we narrow the gap and these linkages underscore the importance of this work. 

So the question I ask very often is – what can you do within your area of influence? These words of Martin Luther King, Jr. are pertinent to this dialogue in my opinion about addressing health and healthcare disparities. “Our lives begin to end the day we become silent about the things that matter.” 

This concludes the formal presentation; we want to hear your thoughts so next I will turn it over to Molly to get us to the questions that will hopefully stimulate the discussion. 

Moderator:	Thank you very much. For our attendees I am going to put up anther screen and actually Uche I am going to leave yours up because I do not actually need this as a poll question in order to write in their responses. You can go ahead and click Show My Screen again then just pull up the one, yep there we go. For our attendees we would like to start a discussion with these open-ended questions so please go ahead and take a moment to review them and then you can type your responses into the question section of the Go To Webinar control panel. Just click the Plus [+] sign next to the word Questions and you can then type your responses in and press submit. I will just read these aloud. The first open-ended question: Are there regional variations in access to new HCV treatments? 2. Are there variations in access by patient demographics? 3. What are some of the current challenges delivering equitable HCV care to Veterans? 4. Do you have a best or promising practice in engaging vulnerable Veterans for HCV treatment that you would like to share?

We will go ahead and leave these discussion questions up and we will also start the formal Q&A portion. If you have any other questions or comments you would like to submit you can also use the Question section of the Go To Webinar control panel. Just type those into the dialogue box and we will get to them in the order that they are received. 

Uche while we wait for some of those responses to come in is there anything else that you wanted to wrap up with?

Dr. Uchenna Uchendu:	We had a few more additional slides so I will just show them for a brief moment and then I will put it back on the question just in case people are still mulling over it. 

Moderator:	Perfect. 

Dr. Uchenna Uchendu:	This is the Q&A; this is the charge that I give very often, again, I sound like a broken record but I will stop when I feel like we have gotten there. I think the pursuit of health equity should be everyone’s business; it is a journey that takes time and sustained effort so it is not a one time and you are done; what can you do today in your area of influence? It is not just other people’s problem it is all of our problems and what can each of us do in the area that we have control. At the minimum let us not widen the disparity and I am glad to say that recent ethnicity data and some of the populations shows that at least treatment is not contributing to widening but then we need to up the ante to get to narrow it. 

This is information for all the people you heard today and it is on your final slide as well. Then I cannot resist the opportunity for marketing and free advertising. So these are future Cyberseminars on these series March 24; April 28 and June 30 and if you missed the prior ones thanks to CIDER they are all archived and you can access them and the Office of Health Equity website has a page that is dedicated to Cyberseminars. It is a simple address to remember:  www.VA.gov/healthequity and once you get to that page you will see the rest of the information including the series of Cyberseminars and background information as well. That was really all I had to add but I will have a few more things to say when people come in with their comments. We are all standing by and I put the question of the discussion back on the screen. 

Moderator:	Excellent, thank you. For those of you that would like to sign up for the upcoming monthly Cyberseminars on health equity all you need to do is go to our Cyberseminars registration catalogue online and you can sign up there for the futures sessions that will be coming up. Or you can keep an eye on your email for future marketing emails that will come in. 

We do not have any pending questions at this time but we can give people a little bit more time to get those in. You can also always continue the discussion by going to the Cyberseminar VA Pulse page or I believe Uche isn’t there an entire Health Equity Pulse Page as well?

Dr. Uchenna Uchendu:	No we have not graduated to that, we post periodically but if anyone starts a conversation we will be glad to continue it. 

Moderator:	Excellent, thank you. While we wait for any questions to come in Julie or Scott did either of you have any plugs or free advertisement or concluding comments you would like to make?

Dr. Julie Lynch:	This is Julie I guess I would just like to say that I think that this is a rough analysis of the data and that I think it is more of a hypothesis generating activity. I think that we need to look at this data and think about how we can better engage Veterans into getting treatment for Hepatitis C. But also I think there are clinical reasons why some Veterans are not getting care and identifying those reasons would be important so that we can demonstrate that it may not actually be a disparity there may be clinical reasons. 

Moderator:	Thank you. 

Dr. Uchenna Uchendu:	Interesting you bring that up Julie because I recently became aware of some work that was done in VISN 21 through the Pharmacy Management Group led by Jan Murphy. Sorry did I say Jan Murphy? I am getting my John’s mixed up I am sorry. That particular work looked at barriers to treatment is my understanding and I do not know if any of them are on the call I might want to type in unfortunately if you are not on the speaker panel you will not be able to speak. [Pause]. I bring that up to say that it is an approach of looking more closely within your area, identifying barriers to treatment and then hopefully breaking them down to the extent where you are able to see what those barriers are especially in vulnerable populations and then make the necessary adjustments to be able to rectify that. I meant to say Jan Carmichael; she is the pharmacy lead of VISN 21 and the work in question I believe was also done including the Pharmacy Resident Janice Sanders. I do not know if any of them are on the call and would want to make a comment. 

Moderator:	Thank you we did just get a comment from Janice Sanders who says “I agree with those comments, in an analysis we did in VISN 21, the most common reason Veterans were not eligible for treatment were due to ongoing alcohol use.” Thank you Janice. Also uncontrolled comorbidities. [pause]. 

Well, as I said if you would like to continue this conversation please do join VA Pulse and come to the HSR&D Pulse page and you can mention health equity or Uche or myself and we will be sure to get on and continue this conversation with you. And Uche if you want to put up that email slide again real quick we will give people another way to get ahold. Also feel free to email our presenters offline and there are their addresses there. Uche do you want to give any concluding comments before I close out the session?

Dr. Uchenna Uchendu:	No, I am glad we were able to have this discussion and I am a little disappointed that the audience participation for the open ended question was not as much as we had anticipated. We specifically set time towards the end to be able to do that and  hopefully maybe people just needed more time to give it a thought and I hope we can continue the dialogue in other formats – direct email; on Pulse or any other methods you deem appropriate or you are comfortable with. 

Moderator:	Excellent. I want to thank each of you very much for your time and for coming on and lending your expertise to the field. Of course thank you to our attendees for joining us. When I close out this session in just a moment I would like you to wait for just a second while the feedback survey populates on your screen. We do ask just a few questions, I will not take but a minute of your time but we look very closely at your responses and it helps us to improve sessions we have already done as well as gives us ideas for new topics to have presenters come on and share. Thank you to Drs. Uchendu, Lynch and DuVall, we really appreciate your time and thanks to our attendees and we hope to see you March 24 same time, same place. Thank you everybody have a great day. 
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