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[bookmark: _GoBack]Moderator:	We are at the top of the hour now, so I would like to introduce our speakers today. We have Dr. Uche Uchendu. She is the Executive Director of the VHA Office of Health Equity. Joining her, we have Dr. Leslie Hausmann. She is a core investigator at the Center for Health Equity Research and Promotion, also known as CHERP that is located at the VA Pittsburgh Health Care System. She is also an assistant professor of medicine at the University of Pittsburgh. Also joining us, we have Dr. Chanita Hughes Halbert. She is a research health scientist at the Ralph H. Johnson VA Medical Center, Health Equity/Rural Health core leader at the Charleston VA, HSR&D coin at the Health Equity Research and Rural Outreach Innovation Center, known as HEROIC and the Associate Dean for Assessment and Valuation at the College of Medicine, a professor in the Department of Psychiatry and Behavorial Sciences, and endowed chair for Cancer Equity at the Hollings Cancer Center Medical University of South Carolina. So, we are very privileged to have these three ladies speaking for us today.
And, at this time, I would like to ask Dr. Uchendu, are you ready to share your screen?
Dr. Uchendu:	Good morning, thank you. 
Moderator:	There you go.
Dr. Uchendu:	Can you see my screen? Okay. I am having a little… 
Moderator:	Perfect. 
Dr. Uchendu:	Okay. Thank you, everyone for joining us today. And, greetings to all of you. It is a pleasure to have this opportunity to bring focus to minority Veterans health equity. We are going to start off by putting you to work right away. Please let us know who we have with us today by responding to this poll question, and Molly will guide us through that.
Moderator:	Thank you very much. So, for our attendees, we understand that you may wear many hats in your roles here at the VA, but we are trying to establish what your primary role is. So, please select one of the following: student, trainee or fellow; clinician; researcher; manager or policy-maker; or other. And, please note, if you identify as other, at the end of the presentation when we put up our feedback survey, we will have a more extensive list of roles for you to choose from. So, hold tight. It may be specified on that list. And, we will wait for the votes to come in now.
Dr. Uchendu:	Thank you, Molly. And, while all of you are working on that, I will give you the order for today’s presentation. First, you get an overview of the Office of Health Equity, then our partners in CHERP and HEROIC will highlight the VISN4 HTN Racial Disparity Project, and the Racial/Ethnic Data respectively. Finally, we plan to have time towards the end for questions and your comments. And, I will pause and see if Molly has the poll results for us.
Moderator:	Absolutely. We have got a very responsive group. Thank you. We have had 82% vote and it looks like the results are 10% identify as student, trainee or fellow; 18% as clinicians; the majority of 35% as researchers; 7% manager or policy-makers; and about one-third, 31%, identify as other. So, thank you for those responses and I will turn it back to you now.
Dr. Uchendu:	Great. Thank you, Molly, and thank you, all of you, for participating in the exercise. I already covered this slide in giving you the order while Molly was doing the poll, so I will go ahead and move on.
On slide #4, the mission of the VA is shown in the picture here. This inscription at the corner of our central office building here in Washington, D.C., has the quote from Abraham Lincoln, “To care for him who shall have borne the battle and for his window, and his orphan.” Thank you, Veterans, yes, thank you for serving our country and protecting our freedoms. The new Sec VA, Honorable Robert A. McDonald, has asked all of us at the VA to renew our commitments with the I CARE. The letters of the I CARE stand for integrity, commitment, advocacy, respect and excellence. These represent VA core values. We ask all of you to join us in this renewed effort to care for our Veteran heroes.
On slide #6, this slide is courtesy of the Center for Minority Veterans. It gives a breakdown of the current Veteran population by race: 79% white; 12% black; 6% Hispanic; 1% American Indian/Alaska Native; 1% Asian alone; and 0.15% Native Hawaiian/Pacific Islanders. Other on this slide represents 1% that indicated being more than one race.
On this slide, the point I want to make here is that the population of minority Veterans is expected to continue to grow. According to the VA Office of Actuary, where this slide came from, you notice the length of the end, at the bottom of the slide for more information.
On slide #8, minority Veteran challenges, noted by the VA Center for Minority Veterans is shown. As you can see, these challenges are related to health, some more directly and others indirectly as we consider the socioeconomic determiners of health, which in turn impact health equity and health disparities. The challenges of over representation among chronic diseases, health disparities, lower patient satisfaction, greater than 48% of homeless population, education gap, unemployment, and incarceration. 
On slide #9, it brings me to the connection of the history of the VHA Office of Health Equity with the Advisory Council on Minority Veterans, the ACMV. In the 2010 ACMV report referenced here, recommendation #10 for action by VHA was the request to establish an Office of Health Equity by direct minority Veteran health issues. The VHA responded with a Health Care Equality Workgroup in 2011, and subsequently established the Office of Health Equity in 2012. All approved positions for that office were filled by February of 2013.
Moving on to slide #10, the VHA case a wider net for the Office of Health Equity and incorporated health equity in the VHA strategy plan as you can see on this slide. Veterans will receive timely, high quality,  personalized, safe, effective and equitable health care, irrespective of geography, gender, race, age, culture or sexual orientation. It is a statement that indicates willingness to cast an equity lens on decisions, policies, action plans, resource allocations and so on.
On the next slide, I will bore you with a few definitions. Apologies if you have seen these before. I feel the need to reemphasize the definitions of health equity and health disparity, and the definitions here are taken from Health People 2020. Health equity is attainment of the highest level of health for all people. A health disparity is a particular type of health difference that is closely linked with social or economic disadvantage. The third definition is from the National Quality Forum, socio-demographic refers to a variety of socioeconomics. Examples: income, education, occupation. And demographic factors, for example, age, race, ethnicity, primary language. 
And, finally, this will be the last slide with definitions. These are the identified vulnerable populations, usually impacted by health disparity, and therefore, the focus of VHA Office of Health Equity. The groups include racial or ethnic, gender, age, geographic location, religion, socioeconomic status, sexual orientation, mental health, disability and other characteristics. And, you will notice here that military era has an asterisk. We acknowledge that there are unique challenges related to military service and era and exposure. Note that this is not unique to VA only as Veterans receive care within and outside of VHA.
On the next set of slides, I will highlight some activities within the Office of Health Equity. The first bullet here, Health Equity Coalition, is the steering, the VA setting committee for health equity with Office of Health Equity Executive Director as chair. The Officer of Health Equity works with the Health Equity Coalition to produce the first ever Veterans Health Administration Health Equity Action Plan, which we call the HEAP for short. I will share some key features of that on another slide. The Office of Health Equity is also a business owner for the equity goal and the VHA Strategic Plan I mentioned earlier. This involves developing strategies, tactics and high-level milestones for realizing this goal throughout the organization. We aligned the Health Equity Action Plan to this goal for synergy. 
On this slide, I highlight the HEAP for you. This is a busy slide and is intended for you to take a closer look later. On top is the VHA Strategic Plan, which I referenced earlier. It is in white. Then, the strategy we developed for implementation is in black. VHA will develop an understanding of where health and health care inequities exist and identify factors that contribute to inequity in Veteran populations and intervene to eliminate the inequities. On the body of the slide are the focus areas. You are all part of the awareness piece on the first bullet. I want to draw your attention to the fifth bullet in red, Data, Research and Evaluation, capturing of race data, stratification of quality measures to address health disparities. The presentation from Dr. Leslie Hausmann and Dr. Chanita Hughes Halbert today will be in relation to both of these. Again, I encourage you to come back to this slide. Also, the full rollout of the Health Equity Action Plan with a communication plan will be coming your way soon. So, please stay tuned.
Moving on to some more highlights from the Office of Health Equity, also coming your way soon will be further dialogue on the Clinical Look at Unconscious Bias project done in partnership between, in a partnership between Office of Health Equity and the Center for Health Equity Research and Promotion, CHERP, with participants from patient alliance care teams in VA Medical Centers in Houston, Texas, Pittsburgh, Pennsylvania, and Martinsburg, West Virginia. The CLUB here stands for the Clinical Look at Unconscious Bias. The next bullet is about and education tool, which was recently launched by the Office of Health Equity, which contains short videos with a user guide designed for use at meetings, clinical team huddles and so on. The content highlights unconscious bias and its impact on healthcare disparities from the standpoint of cultural competency. The link is currently limited to VA only. The last two bullets here indicate the many ways that Office of Health Equity is supporting and encouraging work related to health equity and elimination of health disparities. Stay tuned for the report of the Evidence Synthesis Program on primary care access for mentally ill Veterans, currently in its final stages, with the Durham HSR&D Evidence Synthesis Program Center.
Moving on to the next slide, a few more highlights. I will skip the American Journal of Public Health here for a moment, since I have a couple of slides with a little more detail coming shortly. Healthcare Equality Index, that is the HEI, a survey by human rights campaign that VHA voluntarily participated with unprecedented outcome in 2013, and very promising results so far for 2014. Another effort led by the Office of Health Equity, results I expect to be published in October or early November. Also happening within the Office of Health Equity is a transgender protocol, which is led by Dr. George Brown and Dr. Kenneth Jones and has yielded multiple papers, including one which discusses the racial ethic breakdown and disparities among transgender Veterans in VHA. Both Dr. Jones and Dr. Brown were recently at the GLMA conference to share some of their work. 
The last bullet on this slide is on the VA Health Equity Themed QI Project, which Office of Health Equity launched this year. We funded nine projects. Here, I am going to tell you a little more about the QI projects. This summarizes what the intent was when we requested proposals for the QI projects. The overarching goal was addressing health or healthcare disparities. I think that would be expected. The target was QI projects in a subject that is pertinent to the VISN/facility demographics. This is our own expressing an understanding that no one size fits all. The action or implementation of intervention should be on a vulnerable population, and the inserts you see here—I believe you can see my cursor, has to do with the vulnerable populations which I shared with you earlier. And, then we encourage partnership wherever possible for evaluation, and we also encourage to do projects that added value to the Veteran and the facilities. And, the range could be anywhere from health outcomes, process measure, resource allocation, access, or implementation initiatives. 
And, one might ask the question, “What does equity have to do with quality?” And, this slide is taken from the Institute of Medicine, Six Domains of Quality. Notice the section in red highlight. The section in red highlights the fact that equity is important in achieving quality healthcare. Equitable: providing care that does not vary in quality because of person characteristics such as gender, ethnicity, geographic location, and socioeconomic status. The link to the full document is also shown, and of course, the other aspects of the six domains include the safe, being safe, effective, patient-centered, timely, and efficient.
On this slide, I am attempting to give you a summary of the sites, the nine sties that were funded for our QI project that I mentioned. I want to highlight that some of these projects are focused on minority Veteran populations. This is another slide I encourage you to review at your leisure and feel free to reach out to me or anyone in the Office of Health Equity for more information. We hope to share best practices and explore expanding those with good results to benefit a larger population. Office of Rural Health partnered with us on one of the projects as shown with the asterisk. And, we are seeking more partners in 2015. And, I will say again, stay tuned. This is, the projects will be concluding and I will have opportunity to share more details about them with you.
On this next slide, I would like to round up the Office of Health Equity highlights by drawing your attention to the America Journal of Public Health special supplement dedicated to VA Health Equity. The Call for Papers shown here occurred late 2013 through early 2014. We received over 70 submissions. This was another joint effort between Office of Health Equity, the Center for Health Equity Research and Promotion, and the Health Equity and Rural Outreach Innovation Center as you can see from the guest editors on the lower part of the slide. Dr. Said Ibrahim and Dr. Michael Fine are co-directors of the CHERP, Dr. Leonard Egede, Director of HEROIC, they all served as guest editors with me for this supplement.
On this slide, this shows the product of this project one year in the making. It was released online on August 6th, 2014, with immediate open access to all. I thank all the contributors and everyone who played a role in getting this to the finish line. If you have not seen it, I encourage you to do so. One of the articles made the top seven most read American Journal of Public Health articles list in less than two weeks of the online release. That one article is currently number four on that list. I will not say which during this cyber seminar. I do not want to spoil the surprise for all of you who will be visiting the links on this slide to find out more. I hope you will check out all the articles in the supplement while you are there. The first link is VA Intranet, and the second is the AJPH link and can be accessed outside of VA firewalls. Both will lead you directly to the supplement. Please identify those articles applicable to your work with Veterans in particular and gaps in health equity you can work on in general.
Before I turn it over to Dr. Hausmann, I want to make the following plea. The pursuit of health equity should be everyone’s business. It is a journey that takes time and effort. What can you do today in your area of influence to improve health equity? At a minimum, in all your actions, do not increase the disparity. I also want to acknowledge Office of Health Equity partners beyond those you will hear from on this cyber seminar. Thank you to all of you out there. For this cyber seminar, we are focusing on minority Veterans as part of the Center for Minority Veterans 20th Anniversary Event. 
I will turn the controls over to Dr. Leslie Hausmann for the VISN4 Hypertension Disparity Project. I will be available for questions at the end.
Moderator:	Thank you very much. And, Leslie, we can see your screen now, so go ahead.
Dr. Hausmann:	Fantastic. Thank you so much for letting me tell you a little bit about the work that we have done in partnership with VISN4 and the Office of Health Equity. Before I launch into the details of the project I am going to be sharing with you, I have a quick poll question. And, that question is, should appear in an interval model very soon. The question is are racial and ethnic difference in patient care or health outcomes systematically monitored at your VA facility? And, the response options are yes, no, or I am not sure.
Moderator:	Thank you, Dr. Hausmann. We do have the poll up and the answers are streaming in. So, please just take a moment. These are anonymous answers, and completely up for your real response. It looks like people are a little more gun shy on this one, or maybe they are just a little less sure than their primary role. But, we do have about 70% voted so far, and answers are still streaming in. So, I am going to give people a few more seconds. The responses are now fluctuating. All right. Looks like we have got almost 80% of our audience has voted. I am going to go ahead and close the poll now and share those results. Looks like 16% say yes, the racial and ethnic differences in patient care or health outcomes are systematically monitored at your VA facility. 23% report no, and 60% report I am not sure. Thank you for those responses.
Dr. Hausmann: 	Okay. Thank you so much for sharing your knowledge about whether or not racial and ethnic differences are monitored at your VA. The reason I bring this up is because I am going to be sharing details of a project reflecting VISN4’s effort to systematically define, monitor and intervene on racial and ethnic differences in our VISN.
The origins of this project really go back to the VISN4 FY13 performance plan, in which we included an objective to reduce disparities. Now, the specific objective that was written into that performance plan was to develop a VISN-wide health equity dashboard, which I am going to be referring to as the HED or just the dashboard through the rest of today’s talk. And, so the goal was to develop a dashboard that would allow disparities to be quantified and to distribute that dashboard to VISN4 facility leaders. The idea is that such a dashboard would identify, enable us to identify the specific opportunities to intervene on disparities, and hopefully, to implement some initiatives to reduce disparities and provide the equipment needed or the tools necessary to monitor the impact of initiatives aimed at reducing disparities. 
I want to say a little bit more about the data source upon which the dashboard is based. VISN4 previously had developed a tool to calculate adherence to clinical guidelines for chronic disease management and prevention. And, all of the guidelines that they monitor using this tool are for recommended evidence-based practices carried out in the outpatient setting. So, things such as screenings for tobacco use, alcohol misuse, depression, various types of cancers. The provision of health-related counseling as needed, things like tobacco cessation or weight loss. Age appropriate immunizations, and then also several measure that are monitored are for preventive measures or maintenance or treatments of chronic diseases such as diabetes and hypertension. So, the VISN had already put in a lot of, many years of developing this tool and it is very powerful. But, they wanted to take it a step further to use that tool to monitor race and ethnic disparities in VISN4. 
Now, to create the dashboard based on the existing tool, several things had to happen. One is that the preexisting tool did not have race as a patient characteristic. So, we needed to get that added to the mix to allow those race comparisons to be made. Then, additional programming was necessary to set up race comparisons for all the different metrics that were tracked in the performance tool. This led, because race and ethnicity varies in numbers and there are certain facilities that do not have a large number of ethnic or racial minorities, there was some discussion and decisions needed to be made regarding how many people were needed to make sense of the data. Were there enough minorities at a given facility to interpret and really take home meaningful messages from the race differences as they were identified. We needed to really examine all of the race differences across all of the different measures to identify the largest and most consistent disparities, and then also some work was needed to develop reporting tools that would facilitate action and monitor progress that we are specifically targeting race disparity. 
 
And, so this is where the VISN4 CHERP partnership came into play. So, CHERP was asked to partner with the VISN to take their prior existing tool and help them transform it to enable the development of this health equity dashboard. And, we provided expertise to the VISN to help them achieve many of the steps that were listed on the previous slide. CHERP investigators have quite a bit of experience grappling with identifying patient race and ethnicity from administrative data. So, we helped them overcome some of the challenges of that. We provided quite a bit of statistical consultation, helping them set up the race contrast and making sense of the data. We advised them on the construction of spreadsheets and charts that would display the race differences in easily interpretable way. I want to just mention that the two largest race and ethnic groups in VISN4 were white and African American, and we therefore focus on white/black differences, that those are the differences we have focused on so far. And, we provided some guidance on interpreting the race differences to help the VISN identify best targets for disparities reduction. 
What I am showing here is the baseline snapshot. When we finally got all the tools in place so we could actually start looking at the magnitude of race disparities across the different measures, this is what we found. So, as of last April, what we have here are all of the outpatient quality metrics. I am not going to go through each one of them individually, but I put all of them up here, because I wanted to show that almost all of them are positive. And, what positive means in this chart is that these specific performance measure is achieved more frequently for our white Veterans than for our black Veterans. And, there are a handful that are in the other direction, but most of them were above zero, indicating that there were indeed some race differences in VISN4. Because we could not address all of these differences right off the bat, we chose this red bar to focus on initially. And, what this is, this is a measure of among our hypertensive patients in VISN4, is their blood pressure controlled at a level of less 140/90, which at the time that we started this, that was the target level for the definition of controlled blood pressure if you have a diagnosis of hypertension. 
Another reason we focused on that disparity in particular, was because this was the most consistent disparity across our facilities. So, on this slide, you can see that of the 10.7% difference was in all of VISN4, but then these other bars reflect the disparity within each facility and almost all of the facilities have a difference of at least five percentage points or greater between hypertension management for whites versus blacks. So, we decided moving forward we would initially try to tackle race disparities in hypertension management. 
The health equity dashboard was announced to the VISN4 facility leaders in June of 2013. So, basically, this entailed announcing the availability and purposes ahead orienting all of the individual facility leaders to all of the work that CHERP and the VISN4 leadership had been investing in the development of this tool. And, it was also announced that in FY14 another race disparity performance goal was going to be included in the VISN4 performance plan. The specifics of the FY14 goal was to launch workgroup, a workgroup to determine strategies to reduce hypertension disparities, with a particular focus on African Americans with severe hypertension. And, then also it was not just to launch a workgroup, we really wanted to make a meaningful difference and significantly reduce the number of Veterans with severe hypertension in VISN4, again focusing mostly on African Americans with severe hypertension, recognizing that by focusing our efforts on that group, the disparity should be decreased.
The VISN4 plan to carry this out included several components. One was to appoint project leaders for the VISN and at each of the facilities identify factors contributing to the local blood pressure control disparities at each of the facilities, creating and implementing local action plans to address the factors contributing to those disparities, using the dashboard to generate a number of different types of reports to allow facilities to monitor their own disparities at various levels over the course of the fiscal year. And, then also to provide a forum for discussing challenges, successes, exchanging ideas on the project on VISN-wide and facility conference calls over the course of the year.
And, so all of what I have described so far was really initiated by VISN4 leadership. And, CHERP was aiding them in their effort to try to address disparities at the network level. But, we really saw an opportunity here to learn and apply what we are doing here on a broader scale. And, that is where we brought in the Office of Health Equity to partner with us to plan and carry out a rigorous evaluation in which we would document the process and impact of this network-wide effort to reduce disparities. 
Aims of the evaluation are to document the development and rollout of the dashboard itself. Also taking it a step further by describing the nature and intensity of specific interventions that get implemented at facilities, because those interventions are different, depending on the facilities’ needs and how they can go about addressing this in a way that is responsive to their patient populations. And, identify implementation barrier and facilitators, ultimately with the hope that we are going to assess the impact of interventions on VISN-wide and facility-level HTN disparities.
There is a qualitative and a quantitative component to this evaluation. Qualitatively, we are documenting the implementation of the project across all of the VISN4 facilities. We are doing this primarily by observing as many calls as we can tune into that take place at the VISN level and at specific facilities, and taking copious notes about strategies they are trying and the challenges and how they overcome the specific challenges at their facility. We also recently completed semi-structured telephone interviews with facility project leaders at each of the ten VISNs or facilities. And, this allowed us to fill in some of our gaps in knowledge and understanding about the individual activities that facilities have tried in the effort to reduce hypertension disparities.
On the quantitative side, our goal is to identify successful intervention strategies for reducing racial disparities in hypertension. First and foremost, simply by examining changes in the VISN and facility-level hypertension disparities over the course of this project, but also it is our hope to combine the qualitative details, or details from the qualitative component with the quantitative date to examine how specific intervention strategies then translate into changes in the hypertension disparities.
Now, we are still in data collection mode and have much work to do before a final report is ready. But, what I wanted to do today is offer signs of hope and early signs of progress. So, what I am showing here, the blue bars are basically the same bars you saw earlier. This is the difference in the achievement of adequate blood pressure control in our hypertensive patients in our white Veterans versus our black Veterans at the outset of the project. And, you can see almost all of the facilities have experienced a decrease in the black/white disparity over the course of the fiscal year thus far. So, again, this is not the final word, but it is showing signs of progress, which we are very excited about.
The remaining steps for the project include finishing up the qualitative and quantitative evaluation components. Ultimately, I hope to disseminate the findings via a final report. I hope to someday be able to share with you in a webinar all my own all the details of the project and answer everybody’s questions that they have about it. We hope to develop a resource guide at the end of this project that describes how to develop a dashboard like the one we are using in VISN4, summarizing lessons learned from the project, presenting effective strategies our VISN facilities have used to reduce race disparities in hypertension. Ultimately, having this serve as a resource for identifying and addressing other disparities that affect vulnerable Veteran patient populations.
All right. With that, I want to thank you for your attention and I will turn it over to our next speaker.
Moderator:	Thank you so much, Dr. Hausmann. And, Dr. Hughes Halbert, are you ready to share your screen?
Dr. Halbert:	Yes, thank you. 
Moderator:	All right. We are up and ready to go.
Dr. Halbert:	Thank you so much. I just wanted to start by thanking the Office of Health Equity for organizing this webinar, and for the opportunity to participate. Also, we are very appreciative of the support provided by the OHE to our center for conducting this project on obtaining race and ethnicity data in the VHA. I do want to mention that this is a new project. We just started it this summer in July, June or July of this year. But, as described in the first two presentations, understanding health disparities and developing health equity interventions and solutions has been a focus in the VA for some time.
So, I did want to start with a poll question, and it is shown here, which is how important is it for the VA to collect race, ethnicity data from patients. 
Moderator:	Thank you. We do, I am sorry, we do have that poll page up now, so the answer options are not at all important, a little important, somewhat important, or very important. And, we have had about almost two-thirds of our audience respond thus far, but the answers are streaming in. So, we will give people a little bit more time to get that in. For those of you, if you have just joined us, just simply click the circle next to your response. All right, it looks like the answers have stopped streaming in. We have had over 80% of our audience vote, so thank you for your responsiveness. I am going to go ahead and close the poll at this time, and we will review the responses. Looks like 2% say it is not at all important, 1% say it is a little important, 8% says it is somewhat important, and an overwhelming 90% say that it is very important. So, thanks again for your replies.
Dr. Halbert:	Thank you. And, I wanted to start with a polling question because race and ethnicity are one of the ways in which disparities in health and healthcare are conceptualized and measured. But, as we think about these types of data, questions have been raised about whether or not race is the most effective way to understand, measure and address disparities. And, specifically, arguments have been raised about the value of collecting or capturing race in healthcare settings, especially in which, those in which access is less of an issue. 
So, at the same time, counter arguments to those points have been raised, and several important reasons for obtaining race and also ethnicity in healthcare are shown here. The first one of which is because race reflects historical practices and policies in the United States. It is also an important principle for how we organize ourselves in society. In addition, race is still one of the ways in which social and economic progress is measured, and then lastly, the effect of race on healthcare and outcomes, studies have shown that the effect of race is independent of socioeconomic characteristics. 
So, we have, and one of the things that I think has become an important issue is the extent to which race/ethnicity data is complete, reliable and collected in a consistent way. And, one of the things that has been emphasized repeatedly more recently is that the complete, reliable and consistent measure of race/ethnicity is critical to intervention efforts. And, without this information, it is difficult to determine if the interventions and strategies that are developed and implemented across health, within and across healthcare systems while having their intimate effects, are having their effects on insuring equity in health and healthcare. And, has a process that contributes to disparities being mitigated in a meaningful way. 
So, our center, here at the Ralph H. Johnson VA Medical Center, has been actively engaged in leading research throughout the entire trajectory of health disparities research. And, our previous, as you can see here, our previous and ongoing studies have a focus on determining where and how and why disparities exist in chronic disease management and treatment, as well as developing interventions to address these determinants. And, our work, as you can see here has focused on racial and ethnic background, because it is one of the most important determinants of healthcare and outcomes. But, we also realize that the policies and interventions are important for not just only how patient care is delivered, but also for how information is obtained from patients and how it is maintained and how it is ultimately used to improve health outcomes across the board in all patient and patient groups. 
For instance, we know that collecting race and ethnicity is mandated by federal regulations, and at the VA, the preferred method for obtaining race and ethnicity data from patients is by self-report. At the same time, we also know that it is not uncommon for data to be missing on race and ethnicity in the VHA. And, our experience mirrors that of others where about 20% of Veterans are missing data on race and ethnicity from national and local VHA settings. So, our group has been working to address this issue, first by identifying the most precise ways to impute for missing race/ethnicity date using simulation studies. And, some of our recent work is shown here in this slide. But, it is also important to understand the reasons why data on race and ethnicity are missing, so that strategies can be developed, implemented and tested to improve the quality of obtaining this information from patients. 
So, this brings me to the objectives of our project, and we are really excited about this work, because it is an opportunity for us to apply the principles of stakeholder engagement and community-based participatory research to develop quality improvement strategies around obtaining race and ethnicity data in a complete and reliable way from patients. So, as part of this, we are defining community stakeholders in terms of the patients who are being asked to provide information about their race and ethnicity, race and ethnic backgrounds, and also the providers and staff who are being asked to obtain this information from patients as part of their healthcare. So, together with these two stakeholder, with these diverse stakeholder groups, our first step is to determine the reasons why this information may not be provided based on the perceptions of and concerns among patients. And, also we are interested in identifying clinical issues that may hinder or facilitate obtaining this information as reported by providers and staff. And, lastly, since we recognize that there is still a possibility that data on race and ethnicity may be missing despite the development of and implementation of patient and provider derived strategies, it is also important for us to develop and validate statistical methods for imputing this missing information. And, so that is the third objective in our project.
So, as you can see in this next slide, we are conducting this work here at the Ralph H. Johnson VA Medical Center in Charleston, South Carolina, which I think is a really important point, because Charleston is in the south. It has a unique history with different experiences that patients have living just in a southern state. We are reaching, we are including a diverse patient population in terms of their racial and ethnic backgrounds. But, we are also including healthcare providers and clinic staff, and I think it is important to point out that, and within our provider group, we are being really encompassing in our definition in terms of including clinicians, medical doctors, physician assistants as well as nurses. So, we are using a mixed methods approach to understand the perspective of patients and providers on obtaining race and ethnicity. And, so, and as part of that, we are interested in understanding the reasons why they do or do not obtain this information from patients, and the experiences that patients have with providing this information and the experiences that providers have with asking patients to obtain this information as part of providing and obtaining healthcare at the VA.
So, what I would like to do now is share with you some of the preliminary results from the interviews that we have conducted with healthcare providers. And, as I so this, I just would want to remind you that this is a new project, which we just started over the summer, so June and July. But, to give you a little bit of background about the provider groups, so it has been diverse in terms of the individuals who have been included in our provider interviews that we are speaking to, and using a semi-structured guide to understand their perceptions of importance and their experiences and concerns with obtaining data on race and ethnicity. So, just to remind you, this is a provider group that includes both physicians, nurses, physician assistants in that group. So, what have we learned? Well, so the first thing is that providers have said that it is really important and consistent with the first presentation that we have heard that all Veterans should get equal care, regardless of their racial or ethnic background. But, they have identified some instances where it is particularly important to know a patient’s race, and this is often, has been when that is relevant for clinical care and making decisions about treatment or management. And, consistent with that, they have, providers have identified specific diseases such as hypertension, where, that are more prevalent and where there is evidence to show that the effect of different pharmacological approaches vary on patient groups and so on their racial background. But, I think, and at the same time, there is also a strong theme and believe that healthcare providers should be colorblind and that a patient’s race and ethnicity should not matter. 
So, when we have asked providers about their perceptions about obtaining race and ethnicity, a couple of themes have emerged at this point. First, is that it can be awkward to ask patients about his or her racial background, and so that leads to the process of asking, sort of using one’s clinical judgment which is mainly observation of physical characteristics to determine race and ethnicity when it is deemed to be clinically or medically relevant. The other thing when we have asked people what is, how do you think this information should be obtained, related to the point of it being awkward, they sort of see this as a social determinant or a psychosocial factor, not one of the ways in which I think many of us would see it. And, so they view it as, providers have indicated that it is information that should be obtained and when it should be obtained as part of sort of a psychosocial, social determinant assessment. It have been interesting to hear providers describe that this information that they really think should be obtained by someone else, and when we have asked, we have said who that someone else should be, there have been suggestions of the individuals who determine eligibility or someone who is in more of a supportive role within the clinical setting. The other interesting sort of process point for us has been that when many providers often do not—have not expressed—they have sort of shared with us that it is not possible to correct missing data on race and ethnicity when it is noted that it is missing from the clinical file and the information systems that exist in the VA. So, a lot of points, I think, and opportunities for developing strategies to address and enhance the quality of collecting patient self-reported race and ethnicity information. 
And, what I want to conclude with are a couple of ideas and potential ways in which we are thinking about the development of quality improvement strategies. One is just to create a systematic template that includes… that can be spread, that can be used by patient registers to help standardize the collection of patient self-reported race and ethnicity. Along those lines, in cases where patients do report that, you know, they are reluctant to provide this information, it is also useful to, maybe useful to develop ways to provide information to patients about why it is important to collect information about their racial and ethnic backgrounds, so that they feel more comfortable with providing this information. We also have ideas and are thinking about developing strategies that focus on alerting providers and alerting the appropriate clinic staff when information is missing and to implement reminder systems to update this demographic information annually among patients. And, then lastly, related to that, related to our sort of our statistically aim within our project is to really develop the methods for validating race and ethnicity information, and to develop strategies for imputing this information in cases where it is missing. And, some of the things that we are really excited about is developing the process and procedures along with concrete statistical codes and information that can be used to handle missing data on race and ethnicity in VA administrative databases.
So, we are really excited about the work that we will continue to do. This is, as I said earlier, this is a new project and so we are in the process of collecting, conducting focus groups to identify from the patient perspective about their experiences, comfort and the reasons why they would or would not want to provide their race and ethnic background as part of obtaining medical care. And, also working to develop those statistical methods. 
And, so with that, I would like to turn it back over to our organizers. Thank you.
Moderator:	Thank you, very much for that portion. We do have a lot of great questions that have come in. So, we are just going to jump right into them. Chanita, can I get you to move to last slide, please? Thank you. So, for those of you—I know a lot of you joined us after the top of the hour—to submit your questions and comments, please use the question section that is in your GoTo webinar dashboard on the right-hand side of your screen. The first question that came in, Dr. Hausmann, this is for you, is HED data source available in VISNs outside of VISN4?
Dr. Hausmann:	Thank you for that question. Not to my knowledge. The tool that VISN4, that the VISN4 HED is built on, as I mentioned, it is based on a performance tool that has been coded using VISN4 data warehouse information. And, so a lot of the information is available in the central data warehouse, but all of the coding, to my knowledge, has been really focused on the VISN4 data warehouse. So, it is my hope that someday we can kind of translate the work that we have done here into a broader scale that will allow other facilities to do this kind of thing on the national level. But, right now, I am only aware of this going on within our VISN.
Moderator:	Thank you for that reply. The next question, it has been over a decade since the Institute of Medicine’s report on health disparities came out. Why, in your opinion, have we not made more progress on decreasing health disparities, and this is open to any of our panel members.
Dr. Uchendu:	Hi, Molly. Uche. I will take a stab at it. The reason why there is now an Office of Health Equity at the VA, it is the reason why there is a Center for Health Equity Research and Promotion and the HEROIC. Because, it is, unfortunately, getting everybody on board is not as quickly as we would all want to have it. And, then part of making those, making the move forward is building a body of evidence, which is part of why we are having this call on a predominantly research arena. Because, building that body of evidence within the various organizations and getting everyone to agree that it is important to give both time and energy resources towards reducing health disparities. And, again, the other part of it is it is sometimes a difficult conversation to have. You saw the section from the presentation that Chanita Hughes Halbert just finished, that people felt like physicians should be, are colorblind. And, so when you come at it from that angle, then people assume there is nothing that is wrong. So, part of it is creating the awareness and getting everyone on the same page and willing to address those issues.
Moderator:	Thank you for that reply. Would either Dr. Hausmann or Chanita, would you like to reply as well?
Dr. Halbert:	Sure, I would just echo the comments and response that have been made thus far. I think that one of the questions that we ask, and we mention to providers when they [inaud.] it should be colorblind. And, I think we all agree with that belief and that value about patient care. But, we have asked if they are surprised to know that there are disparities in health and in health outcomes, and many are not surprised. And, so there is a disconnect between the value of providing care that it colorblind, but also knowing that there are disparities in outcomes. And, so it is, I think, sort of creating a comfort level and a willingness to talk about things that are really awkward and difficult to talk about.
Moderator:	Thank you for that reply. Dr. Hausmann, do you want to add anything?
Dr. Hausmann: 	No, I think that our other two speakers have addressed that very well.
Moderator:	Excellent. Good answer, because we have got a lot of pending questions. The next one, do any of these studies take into account recent research suggesting that self-reported race and ethnicity data change over time?
Dr. Halbert:	This is Chanita. I can take a stab at answering that one. I do think that one of the quality improvement strategies that we would want to, that we have thought about as a potential opportunity to develop is developing a process for annually, for updating this information annually. Because, we do realize or anticipate that there could be some changes. It is interesting that if you were to ask this question about five or ten years ago, it is something you would not think that would change, that it is sort of like a static characteristic. But, I do think as we grow in terms of society and our diversity, that there is a possibility that once perception and sort of their self-identification could fluctuate and could change. And, so we do see a need and the potential value for developing a system for updating that information annually among patients.
Dr. Hausmann:	And, this is Leslie. I just want to say that the fact that we do see changes across visits and across years in terms of when we look at the administrative data that goes into defining patient race in our VISN4 health equity dashboard. And, I had to really make tough decisions about how to handle that. And, I really look forward to Chanita’s work and learning from their efforts and hopefully taking some of that and applying and possibly refining what we are doing here. So, I really hope that that is an opportunity to learn from that.
Moderator:	Thank you for that reply. The next submitter asks are any of the presenters aware of Trepagnier’s book on silent racism, and if so, do you have any thoughts on that?
Dr. Uchendu:	This is Uche. I have not read the book, so I would refrain from commenting. But, I will take a note to look it up.
Moderator:	Thank you.
Dr. Halbert:	I share that response as well.
Moderator:	Great. I think I will take a look at it as well. The next question, this is for Dr. Hausmann. What kinds of local action plans were developed? What were some of the different ways individual VA centers approached how to reduce healthcare disparities?
Dr. Hausmann:	This is why I said a whole webinar all to myself to go into these details. But, the sneak peek, the predominant method that was used really took advantage of the tools that we developed in the health equity dashboard that would allow facilities to generate reports at a monthly basis as of identifying their patients who we defined as outliers, meaning those with extremely blood pressure and uncontrolled blood pressure. And, that gave facilities the power to identify their highest risk patients. What the facilities then did with those patients varied. Some, one of the preferred methods was to find a way to get those patients to come back more frequently and to reduce no-show visits among those patients. Setting up specific blood pressure clinics, identifying alternative ways to obtain blood pressure readings in between visits with the primary care doctor, such as having a nurse run blood pressure clinics or connecting when patients come in to talk to their pharmacists, having the pharmacist take measurements and deliver counseling as needed. So, that is a just a snapshot of the types of things that we have seen going on. But, I know I am not mentioning all of them now, nor have the time to do that, but I think those are the highlights.
Dr. Uchendu: 	And, Molly, I hope you got that clue in there. In case you did not, we plan, would like to see a future cyber seminar when this work is complete.
Moderator:	I did make note of that. Thank you. So, I am going to take just a quick minute. We have reached the top of the hour. I am hoping that our three presenters, do you have a few minutes to stay on and finish the remaining questions so we can capture them in the recording?
Dr. Uchendu:	I am staying on. This is Uche.
Dr. Hausmann:	Yes, I can stay. This is Leslie.
Dr. Halbert:	I can stay as well.
Moderator:	Thank you. So, I know some of our attendees have to drop off. When you do leave the session, please hold on just a moment and the feedback survey will populate on your screen. Take just a moment to fill out those questions as it is your opinions that help guide which sessions we are able to support with this program. So, thank you.
And, back to our Q&A. Okay. So, this is a comment that came in. Too much of my time as a clinical social worker in the VA was spent on documentation, emails, meetings, and too little of my clinical skills were used with Veterans. Yet, most of the Veterans on the addiction unit were minorities. Documentation should be streamlined and not duplicated. And, I think everyone on this call, presenters and attendees can agree with that. But, feel free to make any comments, ladies.
Dr. Uchendu:	I will speak from a program office standpoint and also from the background of having been on the receiving end of being a clinician myself and worrying about view alerts and all of those pieces. And, yes, we all agree, and believe me, the VA is revisiting some of those things on a bigger scale in terms of who should be doing what. And, with the implementation of the PACT teams, I know that it is not seen exactly as written, but the idea of who, which member of the team at the top of their certification is best to collect which data as part of that process.
Moderator:	Thank you, Dr. Uchendu. This question is also for Dr. Hausmann. Can you give an idea of the type of disparity interventions for HTN that were implemented in VISN4?
Dr. Hausmann:	I think that would be redundant with the question that I answered earlier.
Moderator:	Oh, my apologies. It may have come in before you answered the one prior to that. They are welcome to write back if they need further clarification.
Dr. Hausmann: 	Sure. And, I do want to encourage, if there are people on the call who want more information and have specific questions, feel free to email me and I am happy to fill in some of the gaps as well as I can offline. 
Moderator:	Wonderful. And, let me know, Dr. Hausmann, if you already touched on this one as well. I do recall blood pressure being mentioned. Please tell us a little about what was found as the basis for higher BP in black versus white Veterans, and what had to be done to reduce the disparity.
Dr. Hausmann:	So, basically, we looked at a number of things to try to determine what was going on with regard to not only disparities in blood pressure management, but just blood pressure management overall. And, we looked things like was it clinical inertia, meaning that hypertension was not considered a high concern. Was it not, providers not adhering to recommended guidelines for how to treat blood pressure? We also looked at if it was things like patient adherence and to recommendations. There was one other thing that I think I am, is escaping me at the moment. But, what was done was each of the facilities took it upon themselves to kind of—we gave them an outline of these are the kinds of things, all of which can contribute to disparities in blood pressure management or just overall lack of blood pressure management. And, they did audits on a subset of their patients to try to identify what could be going on. And, that is, in part, why the different strategies, or why the strategies that facilities took looked a little different, because we had some facilities that, the patients just were not showing up. And, so the intervention needed to really find a way to reach out to those patients, and all of the facilities underwent additional provider education about how to take proper blood pressure measurements, how often to take them and when to intervene and how and what classes of drugs to prescribe and in what order. And, so all of the facilities, I think, recognize that there could be a good application or good need for refresher on just the basics of blood pressure management. And, that education happens among providers at some, you know, doctors at some facilities. Other facilities targeted nurses in their education. So, that, hopefully, will give people a little bit better idea of what was contributing to the disparities. It really was not one thing, one particular thing across the entire VISN. It varied by facility.
Moderator:	Thank you for that reply. We do have just three questions left. This is a good one. What type of funding is available within the VA for researchers interested in identifying and addressing health disparities?
Dr. Uchendu:	Okay. I will, this is Uche. I will take that one, at least I will go first on it. There is multiple ways. Within the Office of Research and Development, the health services research and development arm, funds a lot of research activities. And, I know based on dialogue there has been additions in their requirements of having a health equity lens or health disparities angle, or targeting vulnerable populations. And, of course, the centers that you heard from today have a lot of researchers working in that arena. But, the Office of Health Equity does not per se fund research, but we facilitate it. You noticed on one of my slides, I talked about supporting efforts and so on, is in that regard. So, if the person who asked that question needs specific information, please feel free to reach out and part of our role in the Office of Health Equity is to make the necessary connections even if we do not hold the money bag.
Moderator:	Thank you for that reply. The next question, what should be done if some of the disparity is biological, such as possibly more drugs being required to control blood pressure in black individuals compared to white Veterans?
Dr. Hausmann:	I should have complete disclosure that I am a social psychologist and not a clinician. And, so I would have to say that I have no doubt that there is a biological component that underlies resistance to, resistant hypertension. And, I believe, I think that there is research showing that African Americans are more likely to have biological reasons for having resistant hypertension that may not be as responsive to certain drugs as quickly or easily as white patients might respond to them. And, I am unaware of what protocol is exactly for, if a biological resistance to hypertensive medications is the reason. I do not know what all of the options are, so I will just have to make that full disclosure.
Dr. Uchendu:	Leslie, I can weigh in there a little bit.
Dr. Hausmann:	Oh, thank you.
Dr. Uchendu:	Again, I’m two hats from the standpoint of the Office of Health Equity and from background in internal medicine. The JNC-8, which usually makes recommendations on high blood pressure management, the latest version, the JNC-8 was released. And, I know that there was reference made in there with regard to African Americans and hypertension. I also know that the documents currently out through VA and DOD that we can comment on what VA needs to do in terms of adjusting protocol for management of hypertension in lieu of JNC-8. And, some of the dialogue around it includes should there be specific, a line item addressing the fact that certain racial/ethnic backgrounds have not only higher prevalence, but certain medications do not necessarily work as well as others. And, some of it has been spelled out and some not completely. But, yes, for the person asking the question, those are taken into account and VA and DOD are working together for the latest recommendations for VHA and DOD for management of hypertension with attention to special populations. Thank you for the question.
Moderator:	Thank you for the response. The final question we have starts with a comment. It is very discouraging that physicians want to be “colorblind” and not view patients as individuals and how their individual culture impacts their health and healthcare. This is a discriminatory view that denies differences in culture. How does this correlate with a patient-centric, patient-driven model VA is moving toward?
Dr. Halbert:	This is Chanita. I will start with a response. I think that the responses that we have had thus far from providers is actually from the perspective of being patient-centered and not wanting to focus on only one aspect of that person’s, sort of who they are as a patient. So, I think it was, I do not think that what we have heard from providers thus far is inconsistent with a patient-centered approach to medical care, although I can understand how one can interpret it in sort of not paying, not aligning to it. I think the concern that providers have is that if you focus on race, then it becomes like the thing that you focus on and it should not be, should not sort of define care based on only one characteristic. I do not think that we have heard providers say that you want to completely ignore the patient or not attend to sort of a patient, use a patient-centered approach. Because, they also talked about sort of understanding the patient’s experience in other ways that are, that I think are still consistent with a patient-centered approach.
Dr. Uchendu:	This is Uche. If I might, things also point to the discomfort or awkwardness in having certain discussions, because people come to it like if you are saying, “I haven’t taken their race into account,” or “I did,” one way or the other, am I doing something wrong. It is a defensive kind of approach, in terms of not that people are trying to do anything different because someone is of a particular background or other. And, so I think that is part of the creating awareness of the place that these demographics have on the overall health of the individual and getting to a place where we can comfortably have those discussions without the awkwardness.
Dr. Hausmann:	Yes, and if I may just add one other comment. I think that the comment from the attendee is capturing something that I have seen at work in the unconscious bias project that Dr. Uchendu mentioned earlier, where we actually tried to develop an education opportunity to engage PAC members in a dialogue about the kinds of unconscious biases we can have, whether it is about race or gender or sexuality or religion. All of those things are always operating in everyone’s background, and so the danger of being steadfast to a colorblind perspective is—on the one hand, it can be interpreted as patient-centered as Chanita pointed out, because you want to treat the person like a person and not a member of some stereotyped group. But, at the same time, it denies that there are unconscious ways that these things affect us all the time. And, being aware and embracing that that is going on in the background is, I think, really important to getting us to the level of comfort so we can talk about these things openly and do we what we can to prevent biases, unconscious or conscious, from interfering with providing the best care to every Veteran.
Moderator:	Thank you. I think those were all wonderful responses. We do have one more comment, and then I would like to give you ladies the chance to make any concluding comments yourselves. The final comment from an attendee is “One of the harder dimensions of our role as providers is helping patients understand what they need to know to improve their own health.” Thank you for that. So, at this time, I would like to open it up to our presenters, if you have any including comments. I guess we will just go in order of speakers. Uche, would you like to begin?
Dr. Uchendu:	I was going to reverse order.
Moderator:	Sounds good. Chanita, you are up.
Dr. Halbert:	Okay. Thank you. So, I do just want to conclude by saying that I am really excited about this opportunity and working with the Office of Health Equity on this project. I do think it is really visionary to support this type of work, where we ask people and ask patients, providers, staff about their perceptions and concerns, so that we can develop more effective approaches for obtaining sort of a basic information that we need to develop and monitor and disseminate health equity interventions. So, thank you very much.
Dr. Hausmann:	So, thank you once again. I want to echo Chanita’s gratitude for being included in this webinar specifically, but also in the broader efforts being devoted right now in the VA to shedding light on disparities, especially as they affect race and ethnic minorities, but also to vulnerable patients more broadly. I am extremely proud of the VA. I know we catch a lot of flak now and then, but I do believe the VA is extremely proactive and it is an exciting time. Because, through the establishment of the Office of Health Equity, the VA has really shown that this is an important area to address and it deserves attention. And, I am really excited that the Office of Health Equity is now available to partner with researchers such as myself and others in making a difference. And, really, the IOM report was too long ago and we have not make enough progress since the time it was released. But, we will get there and I am just excited to be a part of it. So, thank you again for including me.
Dr. Uchendu:	And, I guess I get the last word, maybe. I just want to thank Chanita and Leslie for excellent work and excellent presentations. I want to thank you, Molly, for making it so simple for us. I also want to thank all the people in the background who participate in the work that you have heard of, and all the partners that we have out there. And, for those who are now partnering with our office, yes, this is just a taste of what you are missing out on. I would also like to say happy 20th anniversary to the Center for Minority Veterans, and we did this with a focus on minority Veterans as part of the 20th anniversary event. And, my salute to all of the people who do that work on the ground and everybody who makes it work on a daily basis. Interaction with Veterans, interaction with policy and research, it all comes together in the end for what we see as a product. And, hopefully, we will have fun doing it. So, thank you, everyone.
Moderator:	Excellent. I really enjoy working with your group and thank you very much to all of our presenters for lending your expertise to the field. And, of course, thank you to our attendees for joining us. And, a large portion of you stayed on until the end, so thank you very much. As you close out of today’s presentation, please note that a feedback survey will pop up in your web browser after just a few seconds, so please take a moment and provide us your responses. It helps us to get some feedback from you. Thanks again to everybody and have a wonderful rest of the day.
[End of audio]
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