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Molly:
The top of the hour at this time --  so I would like to introduce our speakers. Joining us today, we have Dr. Uchenna Uchendu. She is the executive director of the Department of Veterans' Affairs Office of Health Equity. Joining her today we have Dr. Susan Frayne who is the director for the VA Women's Health Evaluation Initiative and VW Women's Health Practice-Based Research Network at Ci2i in VA Palo Alto Health Care System and also professor in Division of General Medicine, Medical Disciplines at Stanford University. 

So at this time, I would like to turn it over to Dr. Uchendu.

Dr. Uchendu:
Thank you, Molly. Can you hear me?

Molly:
Yes.

Dr. Uchendu:
Okay, I am about to pull up my screen. Sorry, it is taking me a moment. Hello, everyone. We are glad to have you today. I am glad you could join us and hopefully this session will prove useful to you. We are going to cover today the following areas. There will be an introduction and some background information on rationale, methods, and data, findings with descriptive analysis very minimally. And then implications for research policy operations and the veterans, and then hopefully we will have a chance to hear from you.

Susan and I will tag team for this presentation. So we will turn over back and forth as we go through the process. In continuing I would like to acknowledge the Office of Health Equity using these series to bring the equity focus to an emerging issue, catalyze and engage all stakeholders to address disparities among veterans, to help us characterize veteran populations using data, Office of Health Equity partnered with the Women's Health Evaluation Initiative through an MOU. And the Women's Health Evaluation Initiative is abbreviated as WHEI as you can see. 
For this session, we will cover only a portion of the product of this partnership which yielded a ton of valuable information and data, many thanks to Women's Health and Services led by Dr. Patricia Hayes for being willing to share the WHEI expertise and resources with the Office of Health Equity. Thank you also to WHEI for taking on Office of Health Equity's challenge to expand the possibilities with the data sources and the Center for the Study of Health Care Innovation Implementation and Policy for consultation adn expert input as this effort intercepts with another project that will be coming online soon. So stay tuned.

Thank you to HSR&D-CIDER of course for the opportunity to bring the focus to health equity and action in this series. Before we continue, this is my reminder to thank all the veterans for serving our country and protecting our freedom. VA is committed 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 myVA Task Force by the VA Secretary, the Hon. Robert McDonald. These goals are intended to ensure that we are putting the veterans first through veteran experience, employee experience, support service excellence, performance improvement and strategy, partnership. 

Along the same lines, the VA Under Secretary for Health, Dr. David Shulkin set five priorities that are aligned with myVA and are specific to the health care delivery portion of the VA. These are access, best practices and consistency, development of  high performance network, and restoring trust and confidence in all VA via stakeholders especially the veterans. So on behalf of the Office of Health Equity, I assure all veterans listening today that the Office of Health Equity care and I care as you can see in our logo up there.

Just a brief word about the Office of Health Equity, the content of slide six is just a quick snapshot of the summary of the Office of the Health Equity scope. The charge of 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 outcome, diversity and cultural competence of the workforce, data research and evaluation. These key areas are the five areas of the VHA Health Equity action plan, abbreviated as the HE, developed by the Office of Health Equity with the Health Equity Coalition as VA's road map for achieving health equity for all veterans.

The health equity action plan aligns with the VHA Strategic Plan Objective 1(e) that is listed here. I would not read it to you but the Health Equity Action Plan is also flexible and a living document and therefore able to align with these to the new myVA strategies by the myVA _____ [00:05:10] and the Under Secretary of Health's priorities which I mentioned on the previous slide. This seminar advances the health equity action plan in multiple areas. For instance, awareness and _____ [00:05:22].

The partnership between Office of Health Equity and WHEI was driven by a need for data to informed strategy planning, policy adn opertions. The WHEI database is developed for Women's Health program office where previously in existence but our MOUs to partner allowed us to use this foundation to yield new data sets. The scope covered vulnerable veteran groups as much as possible. And those vulnerable veteran groups are shown on slide number eight with a caveat.

Here, the vulnerable veterans population are defined by healthy people 20-20 which Office of Health Equity adopted and modified with addition of the military era and period of service. With less than 2% of US population serving in the military, veterans are a minority by number. Additionally, the unique military exposures and experiences make veterans vulnerable. The population we will cover ont his presentation are depicted in bold. And so we speak the military era and period of service which I just made the case for. And then disability which in the VA we refer to as service connection. The one in Italics were not covered by the OHE-WHEI partnership because we did not have appropriate data. And so religion, socioeconomic status, sexual orientation and such. 

For race, ethnicity, gender, age, geographical location, and mental health, we will be sharing the information in the near future when we release the national health equity report. So there is more to come on that. 

The scope of the project, the intent was to create data tables with descriptive analysis of the key characteristics for target groups which I showed on the previous slide. The data included, what you see in many bullets here, the VHA Outpatient Utilization to include mental health, primary care, substance use disorder, emergency departments telephone use, care, and then non-VA fee med care. Cost of care outpatient, inpatient and fee med care and then diagnosis grouped into conditions and the data was based on fiscal year 2013 data.

Here I will pause and allow Molly [PH] to take us through the four questions. We have two back to back which you will see why.

f:  Thank you very much. So for our attendees, as you can see on your screen right now, we do have the first pull question up. And the -- sorry, I am having little technical difficulties. There we go. The first question we have, have you ever examined your research or clinical data by period of service? And the answer options are yes or no. Go ahead and just click the circle right there on your screen and that will submit your response. It looks like we have a very receptive audience today. We have already had 70% of our audience vote and the answers are still coming in. That is great. So we will give people a few more seconds to get their replies in.

It looks like we have capped off right around an 80% response rate so I will go ahead and close the poll and share those results. As you can see, we have 53% of our respondents replied yes and 47% replied no. So thank you for those. And we will go ahead and move on to the second poll question here. And as you can see, it is up on your screen at this time. This one you can select all your responses that apply. So the following are periods of military service area. And check all that you believe to be the case. And people are going to take a little bit more time for this one and that is perfectly fine, no rush. And this is not a great poll. So no worries if you think you might be guessing.

It looks like we had just over half of our audience vote. But responses are still coming in so we will give people some more time. All right, I see a pretty strong trend in the responses and we have had about two thirds of our audience vote. So at this time I will go ahead and close out the poll and share those results. So as you can see, 93% of respondents selected Vietnam, 90% selected Korea, 93% selected Gulf War, 55% peace times, and 76% World War. So thank you again to our respondents and at this time, I will turn it back to you, Dr. Uchendu.

Dr. Uchendu:
Thank you, Molly, and thank you everyone for your participation. It is interesting to see how that played out. So I am going to turn it over to Susan to -- I hope you can see the screen. There you go -- to take us through the timeline for your period of service era. Dr. Frayne?

Dr. Frayne:
Great. Thank you so much. This is Susan Frayne. So this slide is to remind everybody about the timeline of some of the major US conflicts including the World Wars, Korean conflict, Vietnam Era and then the Gulf War Era that started with first Gulf War One and then was followed by called OES, OIF, OND Era which is Operation Enduring Freedom, Operation Iraqi Freedom and Operation New Dawn and you will be hearing from things about those so we want to orient you to those eras.

So the next slide just to say that now we are going to be moving into, giving you a sampling of data but first we want to tell you about our goal for today which is to talk about how in key subgroups of veterans and today we are only going to be focusing on the two groups, the Period of Service and the Service Connected Disability Rating. Then within each of those groups characterizing sociodemographic characteristics, utilization, cost of care, the health profile, like the medical conditions and variability by facility. 

And the data sources for this that we were using was to take advantage of the work we do in the Women's Health Evaluation Initiative or WHEI where we have a master database. And then under Office of Health Equity we added some new variables that met specific needs. All these variables come from multiple sources that includes the ADUSH Enrollment File, the National Patient Care Database, the fee basis files, the DSS, NDEs, the data extracts, the PSSG Enrollment File, the VHA vital status file and the OEF/OIF/OND roster. 

We drew upon the denominator for the analyses you're going to see today, draws upon all veteran VHA patients in FY213. So whether they were inpatient or outpatient users. And to create variables from these different variable sources, we developed algorithms that draw upon multiple sources and multiple years of data in _____ [00:13:01] cases to create the variable. So now I am going to pass it back to you, Dr. Uchendu, to talk about the next section.

Dr. Uchendu:
Thank you, Susan, for helping us lay that background. As you just heard, we will be giving you more information about period of service. And you will get the information we are sharing with you will come with different breakdowns. And this cross section will go about sociodemographic, with period of service as the underlying factor. Presented as shown here, as you can see with my cursor for race, ethnicity data by war time era for patients in FY'13, true to the tenets of the Office of Health Equity, we made a concerted effort to have all the race, ethnic categories that count _____ [00:14:06]. And so you will see that on these bars, American Indian, Alaska Native, Asian, black, Hispanic, multi-race, Native Hawaiian or other Pacific Islander. 

I will use the Gulf War, Susan already mentioned the Gulf War section was represented into areas. So you see that here along with Vietnam Era, Korean War, and World War II. I will walk you through with the OEF/OIF/OND bar. So in FY'13, among Gulf War, OEF/OIF/OND veterans that were VHA patients, 1.9% represented unknown race ethniticity. And then coming down that bar, I hope my cursor can still be seen, okay, 0.9% were American Indian, Alaska Native, 2.2% were Asian. 17.5% were black or African American. 11.9% were Hispanic. 0.9% multi-race and 0.9% Native Hawaiian or other Pacific Islander and of course the largest population, 64% were white. And so hopefully this helps you get an orientation because some of the other slides will mirror this.

Just here, race, ethnicity by peace time, we broke down outside peace time and war time because it was going to be too busy to have all the periods represented all at the same time. And so here you are looking at race, ethnicity by peace time, other period of service era that was not represented -- I am sorry, I am clicking too fast -- on the war time slide. The first bar on the chart shows that in FY'13, a _____ [00:15:59] patient, again the same pattern, 7.2% were unknown racial ethnic group and then coming down that bar... 

Molly:
Do we still have you on the call?

Dr. Uchendu:
Yeah, can you hear me? Hello? Hello? 

Dr. Frayne:
This is Susan. I can hear you, Uchenna. 

Molly:
I apologize. It was my own speakers. Go ahead.

Dr. Uchendu:
Okay. I was scared there for a moment. Thank you. Okay, so I am on slide number 21 and I was just going over the bars. In FY'13, the top portion is unknown and then coming down the list just as shown here, the percentages I was mentioning but as you can see, again it allows us to look at the various period on the bar that you saw earlier. And there will be more discussion around this as I go along. 

On slide 22, rural/urban status by war time era among VHA patients in FY'13, showing here the proportions of rural/urban status in that period, I will again illustrate with the Gulf War on that category. If you remember that was the other section that was the OEF/OIF/OND in the patient Gulf War section. The N here was somewhere around 650,000 veterans. And the veteran VHA patients with non-missing rural/urban status, about 0.9%, as you can see that tiny portion, lived in highly rural areas and somewhere close to 30% lived in rural areas and about 20% in small urban areas. And then 50% lived in the urban areas.

I also want to remind people here that from the healthy equity standpoint, there are urban and rural challenges. And so understanding these aspects of demographics or geographic spread becomes necessary. Rural/urban status by peace time, again I am not going to dwell on that but it is sad to say here that in some of the areas, there is not as much of a variation. This is showing service connected status by war time era among VHA patients. Going from top to bottom on the bars again, the clear section here represents no service connection. The 0% to 49% is showing on the green bar. The greater than 50% and less than 100% is shown on the red bar. And then 100% service connection is shown on the blue bar. 

Overall, you can see that the Korean War era showed the least service connection here. Next the World War II veterans have a little bit more. And then followed by Vietnam Era vets then the Gulf War OEF/OIF/OND. And the Gulf War seems to make up the most of the categories with service connection. This service connection status by peace time and period of service here, the post-Vietnam pre-Gulf War era has the most service connection with about 43%. Um, the other peace time era were close to the same overall as you can see. 

And then giving you information on cost of care by period of service era, this is a little bit of a busy slide. But if you just bear with me, it is intended to give an overall picture of mean total cost by war-time era among veteran VHA patients in FY'13. Note that these bars represent mean, bodies and not percentages like we were seeing the previous chart. The blue as you can see is outpatient cost within VHA. The red is inpatient cost within VHA. The green is fee cost for care outside VHA and then the purple is the total cost. 
I just want to focus briefly on the total cost which is the purple bar. Higher total cost appears to be among the older veterans who served in the earlier war eras with Vietnam being the highest. Note also that the total cost in this case includes the outpatient and inpatient care, as well as the pharmacy. Like I said, the intent is not to overwhelm with this information on this slide. But we hope that this will inform further discussion and further analysis as well.

Here the post-Vietnam pre-Gulf War era have the highest cost for all the areas examined. Again, I am sorry. This is the mean total cost for peace time similar to the one you saw previously except this is the peace time. And as I started to say, the post-Vietnam pre-Gulf War era has the highest cost for all areas examined as you can see here. VHA outpatient, VHA inpatient, fee cost, and total cost are represented in that bar.

Among all veteran VHA patients, the mean VHA outpatient utilization cost in FY’13 for post-Vietnam, pre-Gulf War was about $6,960. And then for the post-Korean pre-Vietnam, it was $4,140 for post. And then for post-World War II veterans – I am sorry. I will take that again. I think I have my numbers mixed up. One more time.

Among all the veteran VHA patients, the mean VHA outpatient utilization cost in FY’13 was $6,960 for post-Vietnam, pre-Gulf War veterans. Then it was $4,800 for post-Korean pre-Vietnam veterans and about $4,100 for post-World War II veterans and then $3,500 for pre-World War II veterans. Again I think the number I guess may make it a little bit confusing. But more interestingly it is looking at the way they detect when they are plotted on the bar.
Here, we are looking at mean total cost by war time era among the subset. And so in this case, it is not all the veterans unlike where you had previously. In this case, it is looking at the veterans who received out care. And so this would be the care that was received outside of VHA. So among those who received out care and received care outside of VHA, this is the spread by military era until Gulf War OEF/OIF/OND seems to have the least. And then Gulf War other, and then followed by Korean and then Vietnam and then World War II. 

This also becomes particularly important as we navigate in the years that are followed. Remember this data was FY’13 but starting ’14, ’15 with access crisis, we have moved into the choice and more care than previously has been provided outside the VHA. So this spans the opportunity to set some level of baseline in that regard.

This is mean total cost by peace time or other periods. So similar to the last one you just saw but just depicting veteran periods within peace time. And then I think this is the last section on period of service, health profile. This is one of the things that drove the Office of Health Equity wanting to look at these areas, was also helping us set priorities for what are the top diagnoses that impact vulnerable populations. 

And here because of the volume of data, the diagnoses were grouped into domains. So what you see here are domain frequencies by peace time shown on this section, so infectious disease, cardiovascular, respiratory, gastrointestinal and so on. But within each of these domains, there are multiple diagnoses that feed the domain. And so what you are looking at here, the yellow highlight shows the top three diagnoses grouping for each period of service, not including the others.
And so the other you see at the bottom here is not included in the top three because it included a group of things. And so the domains as you can see at the top of that list were endocrine/metabolic/nutritional, cardiovascular, sense organ in the post-Korean, post-World War and pre-World War and also musculoskeletal in the post-Vietnam, pre-Gulf War. 
The next slide will give you a similar view except this time we are looking at domain frequencies by war time. And as you can see, if I go back for one minute and then come back again, the difference does not seem to be that much in the war time eras as far as what are the top diagnoses with some slide variation. 

Here again the yellow highlight shows you the top three excluding other. Similar domains make the top three just like we saw in peace time and then endocrine/metabolic/nutrition-related domain are the top, made the list for both peace time and war time. Cardiovascular is also here in all except in the Gulf War where musculoskeletal moves up into the top. Sense organ as you can see seems to be there for the Korean and World War II veterans and then mental health and substance use disorder move into the top four, the OEF/OIF/OND.

And the question might be why is this important. Typically people may not study all the war eras at the same time but if your work is focusing on OEF/OIF/OND or Vietnam era veterans, and knowing what the top diagnoses are in those groups allows you to use that information to your advantage in making the most impact. 
Condition frequency, this is again the diagnosis that is fed into the domains and what we have done is single out those domains that were in the top. So if you remember endocrine, metabolic, and nutritional were in the top domain. And within that domain, the top diagnosis was diabetes mellitus, the lipid disorders, overweight, obesity, and fluid electrolyte disorders. Again you see the variation when you look across, how the variation of cost between various eras and how the frequencies play out. 

So even though the top three might be the same in certain eras, which one is number one often varies. For instance in the Vietnam era vet, 57.8% for lipid disorders and not so close second, diabetes. But in the- when you look at the Gulf War veterans, again the order changes a little bit. The overweight and obesity seems to come higher in this group than in the other ones. I also wanted to highlight here the thyroid disorders even though they were not as high as the other ones but you see that in the percentage in Korea and World War II veterans was both to 10 which was the key for the highlighting yellow and also being bold. 

I am now on slide 35. Cardiovascular was also in the top three. War eras depicted here in more detail, hypertension across the board as you can see. And coronary, artery disease is also up there for World War II, Korean, and Vietnam era veterans and then atrial fibrillation move into the top for World War II and Korean veterans. Again, it is not that the other diseases that are not in the top do not count, but I think the frequencies again allows you to use that information appropriate. 

One more I think is this, the musculoskeletal domain. Again this is focusing on the war time era as well. Because as I showed you in the beginning, the war time and peace time differences were not that much. So I have used the war time era to show you this information in the more detailed breakdown of the conditions that made up the domains that you saw previously. And so again here we see the spinal disorders and then on joint and extremity are the top areas in the musculoskeletal domain, lower and upper extremity and then multiple joints or unspecified.
I think that was a lot of data but hopefully we can still hold your attention. So I will pause the monotony of my voice and also allow Molly to lead us through the next four questions.

Molly:
Thank you very much. So for our attendees, I am going to go ahead and put up that final poll here. So on your screen, you will see have you ever examined your research or clinical data by service connected disability status? Go ahead and click the circle next to your response. And it looks like we have just about half of our audience vote, more responses coming in so we will give people just a little bit more time. 

Okay, it looks we have capped off at our responses and I see a pretty clear trend so I will go ahead and close that out and share those results. So as you can see, we have 54% of our respondents reporting yes and 46% responding no. So almost a split there. And this time I will turn it back over to you, Dr. Uchendu.

Dr. Uchendu:
Thank you, Molly. That is interesting. I want to point out that it looks like the similar question for period of  service got similar percentages. There was 57% yes for period of service and 54% yes for service connection. And then for no, we have 43% in period of service and 46% in service connection. I am not a statistician. I do not know if that makes much more difference but I just thought it was interesting that both of them were close. 

So this point would be just walking you through similar data but this time with a focus on service connected status. Again starting with sociodemographic, this is the overall basically service connected status among veterans in FY’13 at VHA. And as you can see, among the veteran data that was reviewed, about 51% had no service connection, 23% has 0% to 49% service connection. 19% has 50% to 99% service connection and 7% have 100% service connection. 
And then looking at that from a gender perspective, I think this to some extent one might argue the overall gender proportioning in the VHA as far as that there are more men among our patients than there are women. But also the no service connection on the first bar – I do not know. My clicking is not so good. Sorry about that. This blue showing you the men and then the red is showing the women. And among the women with service connection, most fall within the 50% to 99% service connection category. But then the least within the 100% category.

Age by service connected status, again this is looking at service connection with an age lens. The younger groups are on top and so 18 to 44 here and then progressively as you go down the aging increase, this is 45 to 64 in the red and in the blue, over 65. The over 65 are the most with no service connection as you can see here. However, among those with service connection, most fall within 100% service connected as you can see here.

For this particular one, we are looking at race, ethnicity by service connected status among veterans again FY’13 VHA patients. For the last bar to your right which is 100% service connection in FY2013. Among veteran VHA patients with service connected status of 100%, 0.7% were American Indian, Alaskan Native. About 1% were Asian. 19% were black or African American. 6.2% Hispanic and 0.8% multi-race and then 1.0% Native Hawaiian or other Pacific Islander. And again the largest percentage 69.7%, the population at VHA or the breakdown of our demographics, 69.7%.
I did not intend to dwell on this slide but included here for information and for reference – sorry. Sorry, I think I skipped beyond – there we go. For rural and then urban and large urban, there is not much variation here. The bars are almost the same across as you can see from the no service connection all the way through the 100% service connected. And then I come to utilization. I included the utilization slide here just for completeness. It allows you, in your own spare time, to look at it more closely that zero encounters on the top in the clear and then it is cumulative as you go. 

So all the way down for all the encounters is what you see in the bracket here. For service connected, 100% to be 87.7% . For service connected 50% to 99%, 89.7%. And then on service connected, 0.49% will be 86.2%. And then this represents those with no service connection. Again as you can see, the number of encounters are cumulative as you go down. 

Similarly here but in this case looking at mental health, substance use disorder encountered by service connection, and again as you can see it is the same pattern that was used in all of them. But interestingly as the 100% service connection is the highest category here cumulatively with 46.4%, and very small in the no service connection and the other two in between.
This is the outpatient services by service connection. So these are cases in which the care was feed outside of the VHA and so other than this just representing the different category, the pattern is again the same as far as zero services, one service, two service, and the cumulative that you see is the percentage that was percentage of the group that were feed for outpatient services that fall within the various service connection categories and again the highest is within the 100% service connected.

Cost of care on service connected status is – this is similar to what you looked at for period of service except this time we are looking at this for service connection. The bars are the same key as far as VHA outpatient, VHA inpatient, cost, fee cost, and then total cost. And again remember the values here are not percentages. These are mean total cost. And as you can see 100% service connection in the purple bar has the highest of all, everything compared to the other percentages of service connection which I guess to some extent will fall into the fact that when people have 100% service connected for anything, the VHA would usually go whatever mile is necessary if you would to make sure that those things are taken care of. Not that the other things are not but it adds to the waiting at work.

This is mean total fee cost by service connected status. As you remember as I explained on a previous similar slide, this is looking at those whose services were feed out of the VHA, not the whole _____ [00:40:21] of everybody who was in the cost data for FY2013. These are just the people who had fee services provided and then broken down by the various service connections degrees. And again, the 100% service connected is the most represented within this group.

Health profile for service connected status is what I will cover in the next couple of slides. The domains are similar to what you saw previously. So these are domains that have multiple conditions grouped beneath them within them rather and then what you see in the highlights are the top domains. And it almost looks like déjà vu at least with regards to cardiovascular disease and endocrine, metabolic, and nutritional. Musculoskeletal more so here than in the period of service and then the 100% service connected, as you can see mental health is a large proportion of that.

And again in the prior section, looking across also gives you an idea of the level of impact on each of the various service connection areas with regards to whichever the diagnosis is. In the next couple of slides, I will be able to show you a little more breakdown in detail of the conditions feeding the top domains that you see in here. 

This, as promised, is one of them. This is looking at endocrine, metabolic, and nutritional-related disorders, diabetes is on top of that group, is within that group rather. It is not the highest but it is within the group. Lipid disorders, overweight and obesity and as well as – the other category is more of a group of things. So basically just like I said in the other ones, this is highlighted here simply because it is over the 10. But as you can see, these are even much higher. 

Thyroid disorders, if you remember the World War II veterans and the Korean veterans, there was a high prevalence of that when we looked at it in period of service. And here again, even though not as high as the other ones but their service connection at a 100% seems to be the highest within that group. 

I think this may be the last one on the domain, on the health profile, the cardiovascular domain. Again, hypertension across the board and then coronary artery disease with heart failure coming in on the 100% service connection. And this also has cost implications but that is not the topic of today’s discussion but part of why I mentioned it is the fact that using this information in other work and in informing operations policy and other activities would be useful.
Condition frequencies for musculoskeletal again that was another domain that was highly represented in the top three. And so here this is just giving you more details as to what the conditions are fed in. So the spinal disorders, the joint disorders, upper and lower extremity are in this group as well. 

I did mental health because if you remember in the domains, that was an area that was also high and was also in the 100% service connection was the highest area in terms of number. And so here it gives us more detail into what is feeding into those domains and so depressive disorders, stress disorders, and anxiety disorders in that group. And as you can see represents a whole portion of the highly service connected from 50 and higher and within the 100% range.

This last slide is just to basically drive home the point that every facility does touch service connected veterans, some more than others. As you can see the range goes anywhere from 30.7% to 91.9%. The facilities are not in any order here, are not identified on purpose but like I said, the intention was to drive home the fact that this touches every facility within VHA albeit at varying degrees. 

And so at this point I believe, Susan, you are back up. 

Dr. Frayne: 
Great, thank you so much. So before you get into the part about implications for policy and operation, I am just going to talk about implications for research a little bit. So based on the polls that you gave, it looks like many of you are examining data as a function of some of the patient characteristics that we were focusing on today. And then others may not be but might start thinking about the possibility of looking at those as variables to examine.

So just two things to think about, so for those of us who are researchers, I want to highlight a few points to think about. First is that as we are developing analysis plans, it is important to keep special populations in mind because some of these, as you can see, some of the key characteristics can vary in different groups. And when we are thinking about special populations, we have to think beyond the groups that we all know are really important like gender, race, ethnicity, and age group which we certainly want to keep looking at. But also think about some other groups like the ones that we have today as some examples like period of service and service connected status.

When we are looking at special populations, we also have to keep compounding in mind because for example let us say we are looking at the effect of OEF/OIF/OND period of service upon some outcome. It will be important to keep in mind that as you saw the racial ethnic heterogeneity was greater in that group of patients. 

The second thing is that there as well-known limitations for the quality of data in administrative databases which is what the source of data presented today was. So to the extent that is possible, we have to try to address those limitations. One thing we can do that is important to try to understand the data as much as we can and that might include looking at things like facility level variability and data completeness, doing careful checks for the scope of missing data, doing checks for discordance across records for single patients like whether for the same patient the date of birth changes between different records.

We also find it really helpful to talk with our local and national operations partners to understand how the data actually got input into the system in the first place. And that really helps us make sense of the data on the output side that we are analyzing. And then once we understand the data better, we can potentially address some limitations by developing algorithms that draw upon multiple sources or multiple years of data. So for example to address missing data in the race, ethnicity variable we pulled from multiple different databases and also looked across multiple years of data. And then we can also conduct some _____ [00:48:03] analyses as well as to examine the impact of different assumptions.

And then I would just like to emphasize how valuable it is to build partnerships between operations and researchers is going to produce many, many synergies and opportunities for us to share our expertise with each other and all in service to veterans. So I will turn it back to you, Uche.

Dr. Uchendu:  Thank you, Susan, will just follow that by saying that yes, we can slice data this way routinely for better understanding of veteran experience and outcome that might be intended to serve every veteran in a way that makes more sense to them and being able to understand the veteran not just the name, where they live, but also understanding all the other pieces like we are trying to show with these vulnerabilities help us make more informed decisions.

The clinician impact we talked about periods of service. I think VHA within and also for engagement outside have been pushing taking a good military history because there are implications for exposure. There are implications for what diagnosis might be top in that group and what might impact the group more than other because of the variation in experiences. 
And as you can see from my health profile, it is not that alone. Even though there were some common themes, there were some that we could see clear variations. The goal of this whole effort was to inform and to integrate health equity between informed efforts to integrate health equity into practice, policy education and research. And it is our hope that has come across. 

I was just going to put a plug that I mentioned that some of the other data points that were not covered here will be coming in the future report. And that is one the way and we will be telling you more about that hopefully or you will be seeing the final product not too long from now, the VA National Health Equity report. That effort involves a whole lot beyond this current partnership with people that as I mentioned earlier, there are a lot of players and a lot of subject matter experts that contributed to that work. And we are hoping to get it across the finish line sooner than later.

So this is just whetting your appetite and hoping you will be looking out for it soon. And in closing, I typically try to draw some posts. This particular one, I am not sure. I liked it but I could not find who said it. So I have here also known but it is my reminder that you cannot change what you refuse to confront. So that certain data elements might be difficult to not preclude us from including them in the work that we do or it is a new area and it may not make sense to everybody unless we engage more. We will not begin to get it to a place where it makes sense to everybody. 

And health equity tends to invoke some of those emotions or some levels of misunderstanding and so I guess that is part of why this spoke to me. I ask everyone to please get involved. The pursuit of health equity should be everyone’s business. It is a journey that takes time, sustained effort, and I keep asking what can you do today in your own area where you have some level of control to improve health equity. And I always ask to not increase the difference at a minimum. 


And so I thank everyone for joining us and we are not signing off yet. We will be turning it over to Molly shortly so that hopefully the questions or comments that she receives she will be able to share with us. And I wanted to just let you know that the series has been going on thanks to CIDER. I mentioned at the beginning, previous sessions have all been archived and this one will be joining the archives shortly after this session in a few days. And the next one is April 28th and last one for the series will be June 30, 2016. You can get more information on our website. Molly?

Molly:
Great. Thank you very much. That was a lot of wonderful information to take in. For our attendees, for those of you that joined us after the top of the hour to submit a question or comment, please use the GoTo webinar control panel that is on the right hand side of your screen. There is a question section down at the bottom. Just click the plus sign next to the word questions that will expand the dialogue box and you can then type your question or comment in there and we will get to it in the order that is received.

So the first question is, is there a central location where we can access all of this data to do further analyses?

Dr. Uchendu:
No I think is the fair answer at the present. The work was done as a prelude to another work that is in progress. So at this point, there is not a central location for the data.

Dr. Frayne:
This is Susan. If people have questions about the data and algorithm and things like that, they are also welcome to contact me, Susan Frayne, listed up there, happy to talk with you.

Molly:
Thank you. The next question we have, Dr, Uchendu, could you please go over the policy implications again?

Dr. Uchendu:
One second, I am trying to see. The policy implications are that when we collect, analyze or use data both on a national and local basis, that being able for people to look at data with different lenses from a health equity standpoint instead of whatever the usual is, we did not go into – I mean we went into a lot of different ways, racial, ethnic, gender, geography and so on, breaking items down on those vulnerable lenses allows you do get a deeper dive and a better understanding. Because human beings don’t come as monoliths. The people have different characteristics that make them up.

And so the policy implications from a health equity standpoint will be encouraging, seeking, reporting, using, and acting on data from the equity lens perspective. 

Molly:
Thank you for that reply. This next question is for Dr. Frayne. You mentioned the importance of getting in touch with operational partners. Do you have any suggestions of where to begin that search and make those connections?

Dr. Frayne: 
That is a great question. I think that often we have local partners who we know at our individual institutions is one place. And they then sometimes have regional or national partners who they work with. For researchers, a lot of times we are at centers or other places. There are other people who in the center who know other partners. And I think going to one of the things like when we go to HSR&D national meetings, very frequently there are people from the policy and operation side who are attending this meeting. 

It is really fantastic with all this communication and two-way dialogue going on and I think it enriches things in both directions. And so there is opportunities a lot of times to talk about your research work on posters and things to be able to then develop new relationships which can turn into additional communications over time. And I suppose also since I am serving on different committees that have diverse groups of clinicians and researchers, I think there is actually lots of opportunities for us to start to meet each other and get to know each other often through our social networks of other investigators and clinicians. 

Molly:
Thank you. 

Dr. Uchendu:
Molly, if I may add there also it is hard for operation and policy offices to know where the resources are. So sometimes I have also been contacted cold turkey by people who say I saw the Office of Health Equity information and I am interested because my work is related to A, B, C, D and E. I can tell you that all of that results in a partnership but it opens up the opportunity. And I do not say that just for health equity, I say that across the board. 
So people should actually not be shy to look up somebody based on information on their web pages within VHA, write them an email and introduce yourself and say you are interested in work in this area and you never know what might develop from that.

Molly:
Thank you, both. The next question, does the Office of Health Equity Research have research dollars set aside for projects specifically on health equity or with the more traditional path be to go through the HSR&D research funding and then collaborate with the Office of Health Equity?

Dr. Uchendu:
Budget is a very touchy topic right now but we do not have the bandwidth that HSR&D does. I can tell you that much by no stretch of imagination. We sometimes have small operation projects so they will not be your typical research like what we have just done with this is focus operation project. But we also partner through the query for projects. 

So whereas we do not have the large bucket set aside for it, we partner for instance to bring those angles and so the bulk of the funding will not be coming from the Office of Health Equity. It would be the traditional health services research for strictly research unless it is an operation project. But my office does partner to help that process. I mean it does not necessarily get your research collected by HSR&D or funded but it gives you the operational partner piece which I understand is becoming bigger and bigger in that regard. And there could be mutual interest there.

Molly:
Great, thank you. That is our final pending question at this time but I would like to give you each an opportunity to make any concluding comments. Dr. Frayne, we will just start with you. Do you have anything you would like to wrap up with?

Dr. Frayne:
I would just re-highlight that as intramural VA researchers, really tremendous opportunities to partner with operations and policy leaders to contribute to impact on practice and policy. So I think it is one of the most exciting and gratifying things I get to do.

Molly:
Thank you, and Dr. Uchendu?

Dr. Uchendu:
I just want to thank everyone who joined us and I wanted to thank Susan and her crew for embarking on this endeavor with us. And like I said, stay tuned. There are other people who are also involved with the other aspects that were not shared today and we will be sharing that work in the near future. That is all, thank you.

Molly:
Great. I want to thank you both very much for coming on and lending your expertise to the field. And of course thank you to our attendees for joining us. And as I mentioned, this has been recorded and you will receive a follow-up email with a link leading to the archived recording. I am going to close out the session now so please take just a moment and wait while the feedback survey populates on your screen and take just a moment to fill out those few questions. We do look very closely at your responses. It helps us to improve presentations we have already given as well as ideas for new sessions to facilitate.

So thank you once again to everyone for joining us and have a great rest of the day.
 [End of audio]
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