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OFFICE OF HEALTH EQUITY

Created in 2012

Vision: To ensure that VHA provides 
appropriate individualized health care to 
each Veteran in a way that-

• Eliminates disparate health outcomes 
and

• Assures health equity
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OFFICE OF HEALTH EQUITY GOALS

1. Leadership: Strengthen VA leadership to address health 
inequalities and reduce health disparities. 

2. Awareness: Increase awareness of health inequalities 
and disparities. 

3. Health Outcomes: Improve outcomes for Veterans 
experiencing health disparities.

4. Workforce Diversity: Improve cultural and linguistic 
competency and diversity of the VHA workforce. 

5. Data, Research and Evaluation: Improve data and 
diffusion of research to achieve health equity.
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OFFICE OF HEALTH EQUITY POPULATIONS

• Race or ethnicity

• Gender 

• Age 

• Geographic location 

• Religion 

• Socio-economic status 

• Sexual orientation 

• Mental health 

• Military era 

• Cognitive /sensory/ 
physical disability 

• Justice-Involvement
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Veterans who experience greater obstacles 
to health related to:



OFFICE OF HEALTH EQUITY TEAM
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https://www.va.gov/healthequity
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Racial/Ethnic Disparities in 
Mortality Across the Veterans 
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• Product of Office of Health Equity - QUERI National Partnered Evaluation 
Initiative, whose aims include to: 

• Systematically monitor health and healthcare equity for vulnerable 
Veteran groups

• Improve understanding of mechanisms underlying VA disparities, to 
inform interventions to achieve health equity

• OHE-QUERI PEI sites: VA Greater Los Angeles HCS, VA Palo Alto HCS 
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Background: Healthcare Access and 
Racial/Ethnic Disparities
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Healthcare 
Access

Racial/ethnic 
Mortality 

Disparities 

VHA initiatives
• Financial barriers
• Non-financial 

 

Beyond Black-White 
disparities?? 



Specific Aims

To characterize racial/ethnic disparities in all-
cause, cancer, and heart-disease mortality 
within VHA

To compare racial/ethnic mortality disparities 
among Veterans receiving VHA care vs. 
within the U.S. general population

1

2

Aim 1
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Aim 2



Methods – Data and Sample

• Data: VHA electronic medical records + CDC
National Death Index (NDI)

• Sample: national sample of Veterans 

– 1+ VHA ambulatory care visit in fiscal year (FY) 
2009 

• Observation period: 10/2008-12/2011
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NH/OPI = Native Hawaiian/Other Pacific Islander

Aim 2Aim 1: within VHA



Measures

Variables Specifics

Dependent: All-cause
Time to mortality Cancer
(hazard ratios): Heart disease

Independent: American Indian/Alaskan Native (AI/AN)
Race/ethnicity: Asian

Non-Hispanic Black
Hispanic
Native Hawaiian/Other Pacific Islander (NH/OPI)
Non-Hispanic White (reference) 

Control: Age, sex, medical comorbidity, mental health 
comorbidity

Aim 2Aim 1: within VHA
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Statistical Methods

Cox regression models 

• Adjusted for age, sex, medical and mental 
health comorbidities

• Statistical significance: p<0.05
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Aim 2Aim 1: within VHA



Results: VHA Sample Demographic & 
Health Characteristics

Overall sample: 
• >5 million Veterans observed for 14,000,000+ person-years

– 516,540 deaths observed

Racial/ethnic differences: 
• Racial/ethnic minorities vs. non-Hispanic Whites: 

– Younger (mean age 56-60 vs. 65)
– Higher % female (6-10% vs. 4%)
– Similar/less medical comorbidity

• AI/ANs, non-Hispanic Blacks, Hispanics, and NH/OPIs had 
greater mental health comorbidities vs. non-Hispanic 
Whites and Asians (36-42% vs. 25-29%)

AI/AN = American Indian/Alaskan Native
NH/OPI = Native Hawaiian/Other Pacific Islander 16

Aim 2Aim 1: within VHA



VHA Mortality Disparities among 
AI/ANs and non-Hispanic Blacks

* p<0.05

VHA racial/ethnic 
disparity vs. non-
Hispanic Whites

*
*

*
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AI/AN
Black

Black

Aim 2Aim 1: within VHA



Methods: Data & Sample

• Data: 

– U.S.: National Center for Health Statistics (NCHS)’s 
detailed Mortality files + 2010 U.S. Census annual 
population estimates 

– VHA: VHA electronic medical records + NDI 

• Sample: Adults 

– AI/AN, non-Hispanic Blacks, Hispanic, non-
Hispanic White
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AI/AN = American Indian/Alaskan Native
NH/OPI = Native Hawaiian/Other Pacific Islander

Aim 1 Aim 2: VHA vs. US



Measures

Variables Specifics

Dependent: All-cause 
Mortality proportions Cancer
(count/population) Heart disease

Independent: AI/AN
Race/ethnicity Non-Hispanic Black

Hispanic
Non-Hispanic White (reference) 

Control Variables Age, sex

19

AI/AN = American Indian/Alaskan Native
NH/OPI = Native Hawaiian/Other Pacific Islander

Aim 1 Aim 2: VHA vs. US



Statistical Methods

Direct standardization Method

• Sex-stratified, age-standardized mortality risk 
ratios 
– Standardized to non-Hispanic White male and female 

VHA patients

• Compared racial/ethnic minority group vs. non-
Hispanic Whites

• Statistical significance: non-overlapping 
confidence intervals
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Aim 1 Aim 2: VHA vs. US



Mortality Disparities Differ in the VHA 
and U.S. General Populations

Age-standardized mortality ratios
Veteran VHA users vs. U.S. general population: MALES

Disparity in 
VHA, but not 
in U.S. general 
population 

Disparity in 
the U.S., but 
not in the VHA 
population
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Aim 1 Aim 2: VHA vs. US

AI/AN
AI/AN



Mortality Disparities Differ in the VHA 
and U.S. General Populations

22

Age-standardized mortality ratios
Veteran VHA users vs. U.S. general population: FEMALES

Disparity in 
VHA, but not 
in U.S. general 
population 

Disparity in 
the U.S., but 
not in the VHA 
population

Aim 1 Aim 2: VHA vs. US

Black Black Black



Conclusions

VHA racial/ethnic disparities present for some groups
• AI/AN disparities in all-cause mortality
• Non-Hispanic Black disparities in cancer and heart disease 

mortality 

Patterns of mortality disparities differ between VHA and U.S. 
general populations 
• AI/AN disparities in male VHA users not in U.S. general 

population 
• Non-Hispanic Black disparities in both male VHA and U.S. 

populations, but smaller in the VHA
• No non-Hispanic Black disparities in VHA women

23



Implications

Need to address disparities in AI/AN and non-Hispanic Black 
populations

• More research to understand drivers of AI/AN and non-
Hispanic Black disparities in VHA
– Social determinants of health 
– Differences in health behaviors 
– Healthcare services

• Efforts tailored to AI/ANs and non-Hispanic Blacks
– Use and acceptability of behavioral risk factor reduction 

programs 
– Address non-health care risk factors
– Different social context: AI/ANs vs. non-Hispanic Blacks
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Social & Behavioral Determinants of Health (SDH)

SDH Factors: Personal circumstances and 
environmental factors that shape an individual’s 
conditions of daily life

→ Contribute to meaningful variation in clinical and 
economic outcomes

In 2014, IOM recommended a battery of SDH 
measures that should be universally incorporated into 
EHRs

Given the unique patient population served by VA, it 
may be valuable to incorporate additional SDH factors 
into EHR
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IOM-recommended SDH Domains
Structured Data 

in VA EHR
Race/Ethnicity X
Education
Financial Strain
Stress
Depression X
Physical Activity
Tobacco Use X
Alcohol Use X
Social Connection/Isolation
Intimate-Partner Violence
Residential Address X
Census-Tract Median Income

Adler N et al. NEJM, 2015



• Concise and useful in clinical practice

• Validated

• Perceived to be valuable by clinical stakeholders

• Predictive of outcomes important to Veterans and the health system

• e.g., hospitalization, mortality, others
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Criteria for Selecting SDH Measures for EHR



Zulman DM, et al., BMJ Open, 2015 (based on national VA data for Fiscal Year 2010)

Role of SDH Factors in High-Risk Veterans is Unknown

• 5% of Veterans account for 
nearly half of VA spending

• Understanding the needs 
and care improvement 
opportunities of high-risk 
Veterans is a VA priority

• SDH factors may be 
important (non-medical) 
driver of outcomes in this 
patient population
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National Survey of High-Risk Veterans

• Study Objective
• Identify meaningful SDH factors in high-risk Veterans (possible candidates for EHR measures)

• Are there survey measures that can help predict patients’ risk of hospital admission?
• Which measures improve prediction of hospitalization beyond model with available EHR factors?

• Study Population
• Nationally representative sample: 10,000 high-risk Veterans
• Inclusion Criteria: PACT visit in previous year, 1-year hosp risk in top 25% (VA CAN score, March 2018)

• Survey
• Validated measures of SDH factors (e.g., physical function, social support, life stressors, health literacy)
• Mailed to study subjects April-July 2018

• Analyses
• Describe common SDH factors in high-risk Veterans
• Identify SDH factors associated with 90-day hospitalization
• Analyze predictive ability of models with EHR only vs. EHR + survey characteristics



Zullig, et al. JGIM 2016. Cycle of Complexity

Conceptual Framework: Cycle of Complexity



Domain Construct Source

Work load

Health Status SF-1

Physical Function – ADLs and IADLs OARS

Symptom Burden Duke EPESE

Tobacco Use WHO 3-item

Transportation Barriers Shook

Loneliness UCLA Loneliness

Sleep PROMIS

Chaotic lifestyle Matheney CHAOS

Capacity/Resilience

Health Literacy Chew

Employment Status Durham HSR&D

Finances Financial Stress Inventory

Income Durham HSR&D

Education Durham HSR&D

Social Support MOS-8

Patient Activation CHAI

Resilience Smith Brief Resilience Scale

Grit Duckworth 8-item

Acute Shocks & 

Medical Events
Life Stressors in Past Year Duke EPESE

Access/Utilization VA/non-VA care Modified from HERC

Preferences/Expectations Self-Determination Kelly

Survey Measures



Respondents 
(4,685)

Non-respondents
(n=5,315)

Standardized
Mean Diff 

Age, Mean, (SD) 70.3 (11.5) 65.0 (15.0) 0.396

Male, % 94 90 0.13

Race/Ethnicity 0.25

White, % 74 63

Black, % 16 25

Hispanic/Latino, % 4 6

Rural, % 37 30 0.147

JEN Frailty Index, Mean (SD) 4.3 (1.8) 4.4 (1.9) 0.034

Gagne score, Mean, (SD) 1.64 (1.93) 1.61 (1.96) 0.015

Chronic Conditions 
# out of 18, Mean (SD) 4.0 (1.9) 3.9 (2.0) 0.041

Hypertension 73 63 0.211

Diabetes 44 37 0.151

Heart Failure 14 12 0.071

Depression 26 35 0.202

PTSD 18 24 0.136

35

All differences 
statistically 

significant at 
p<0.05

Characteristics of Survey Respondents (47% response rate)



Workload                               %

Fair/Poor Health Status 52

ADL, mean (SD) 0.8 (1.5)

IADL, mean (SD) 1.5 (1.9)

Food insecurity 15

Transportation barrier 19

Tobacco, daily use 18

Access & Utilization                      %

Source of Health Care

Mostly at VA 84

Non-VA ED visit in past 12 mo 44

Non-VA hosp in past 12 mo 25

N=4,685 Veterans at high-risk for hospitalization

Capacity & Resilience                   

%

Finances “okay”/”good” 59

Health literacy “confident” 60

Social Support

Married/Partner 58

Family/friend involved in 

care
74

Help if confined to bed 62

Resilience – mean 3.3 out of 5

Life Stressors in Past Year

Mean (SD) of 13 items
3 (2)

%

Illness/injury prevented usual 

activities 51

Family/friend with illness/injury 46

Finances worsened 24

Retirement 20

Moved location 13

Legal trouble for self or family 10

Death of spouse/significant other 7

SDH Factors in High-Risk Veterans



AIC
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• AIC (Akaike Information Criterion) – estimator of the relative quality of statistical 
model, with penalty for overfitting. 

• Lower AIC = adding survey covariates improves prediction of 90-day hosp

SDH Factors Improve Prediction of 90-day Admission 

• At 90 days, 5.6% of respondents had VA admission

• Multiple imputation to account for missing data

• Logistic regression of 90-day hosp in 3 models 



Workload OR (95% CI)

ADLs (sum) 1.1 (1.1, 1.2)

Tobacco use, daily 1.9 (1.3, 2.9)

Tobacco use < 

daily
1.3 (0.7, 2.5)

Tobacco use, past 1.5 (1.1, 2.1)

Capacity & Resilience 
OR (95% 

CI)

Social Support 

(Married)
0.8 (0.6-1.0)

SDH Factors Associated with 90-day Admission 

Explanation for Modest 
Number of SDH Factors 
Influencing Hosp Risk? 
• Low rate of 90-day hosps
• Missing non-VA hosps
• SDH drivers may have 

greater influence on 
longer term hosps and 
other clinical outcomes



• This nationally-representative survey of Veterans at high-risk for hospitalization illuminates common 
social and behavioral factors that may influence health care navigation and clinical outcomes.

• Integrating patient-reported SDH data improved prediction of 90-day VA hosp

• Only functional status, tobacco use, and active marital/partner status were independently 
associated with 90-day hosp

• Findings are currently limited to VA data and VA hosp

• For predictions of 90-day hosp, existing EHR data may provide most of what we need, while 
limiting data-reporting burden to patients

• Additional factors may predict hospitalizations and other meaningful clinical outcomes over longer 
time periods (Next Steps…)

Summary
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Overview

• Background

• VA Health-related Social Needs eScreener

• Resource Guides

• Bedford VA Pilot

• Next Steps



45

Background

Schroeder, et al   NEJM   2007;357:1221-8.  

Adapted from McGinnis et al    Health Aff 2002;21(2):78-93
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Background

• VA currently screens all non-institutionalized Veterans for 
homelessness and food insecurity

• No infrastructure to systematically screen for health-related 
social needs (HRSN) more broadly

• Aims of this project are to: 

– Screen for health-related social needs 

– Document this information in the VA EHR

– Provide tailored resources guides to help address identified needs
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VA Health-related Social Needs Screening Instrument

• VA-designed electronic screening platform
– Veterans able to self-administer questions 

– Direct integration with VA EHR, data instantly available to care team

• HSRN screening instrument developed by interdisciplinary team of 
content experts 
– Boston Medical Center 

– Health Leads 

– VA Intimate Partner Violence Assistance Program 

– VA National Center for Post-traumatic Stress Disorder 

– VA Office of Care Management and Social Work 
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Electronic Screening Instrument 

Domains

Food Insecurity 

Housing Instability

Utility Needs

Transportation Needs

Exposure to Abuse and Violence

Legal Needs

Social Isolation

Employment Needs

Educational Needs
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Sample Resource Guide
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Pilot at Bedford VA 
Mental Health Evaluation Center

• October 2018 – Present 

• Screener embedded in larger panel of intake questions 

• Results synced to VA EHR and available for immediate review 

• Relevant resource guides given to Veteran during visit 



51

Prevalence of Health-related Social Needs (Total N = 141)

Domain Positive Screen N (%)

Food Insecurity 18 (14.0)

Housing Insecurity 24 (18.8)

Utility Needs 16 (11.4)

Transportation Needs 13 (9.3)

Exposure to Abuse 
and Violence

14 (10.1)

Legal Needs 21 (14.9)

Social Isolation 65 (46.1)

Employment Needs 67 (48.2)

Educational Needs* 59 (41.8)

*Question quite broad, asks about a desire for 
information regarding educational benefits/resources for 
Veterans. 
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Prevalence of Health-related Social Needs (Total N = 141)
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Lessons Learned

• Technology challenges with eScreening

• Tailoring clinical operations integration

• Development of site-specific resource guides 
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Currently Underway

• Multi-site evaluation of screening and referral process 

– Expansion to two additional sites in VA Boston Healthcare System

• Evaluation aims

– Examine feasibility of integrating HRSN eScreening into clinical care

– Determine prevalence and correlates associated with HRSN 

– Examine Veteran acceptability of eScreening, effectiveness of 
resource guides, and remaining barriers to addressing identified 
needs
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Ongoing Work

• Expanding resource referral reach

– Partnership with the National Resource Directory (NRD)

– Explore partnership with PatriotLink

• Collaboration with HelpSteps
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