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The Primary Care Equity Dashboard was  developed to engage the  

VA  healthcare workforce in the  process of identifying and  

addressing inequities in their local patient populations 
PURPOSE 
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Development Process Understand and 
specify context of use 

Specify user 
requirements 

Design prototypes to 
meet requirements 

Evaluate prototypes 
against requirements 

Design meets user 
requirements 



        
  

ACCESS THE PCED VIA THE OFFICE OF HEALTH 
EQUIT Y SHAREPOINT PAGE: 
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx 



     WELCOME PAGE / BEFORE YOU BEGIN 



 

 

  

 

 

  

   

  

NAVIGATION  MENU 

VISN-level score cards allowing users to 

easily identify measures, facilities, and 

demographic subcategories on which to 

focus equity-driven interventions 

Facility-level reports allowing users to 

identify and track disparities in quality 

across subpopulations 

Resources to help guide action planning 

and interventions to act on disparities 

identified in the data 



VISN  OPPORTUNIT Y  MATRIX  – NEW  THIS  YEAR 



FILTER  BY  VISN  AND  QUARTER/YEAR 



SET  THE  DESIRED  MINIMUM  GROUP  SIZE 



VIEW  MATRIX  FOR  VISN  AND  FACILITIES 



CHECK  MARK  INDICATES  LOWER  PERFORMANCE 



COLUMNS  INDICATE  QUALIT Y  &  EQUIT Y 



 
 

 

 

COMPARATOR  GROUPS  &  CATEGORIES 

Minoritized or Underserved Demographic Group Comparator Group 
American Indian/Alaska Native, Asian, Black, Hispanic, Native 

Hawaiian/Pacific Islander 

White 

Female Male 

Rural Urban 

High Poverty Area Low Poverty Area 

1 Better than National & Comparator Group 

2 Better than National, Worse than Comparator Group 

3 Worse than National, Better than Comparator Group 

4 Worse than National & Comparator Group 

‒ Average patients per month in subgroup is less than 

or equal to the minimum selected 



EXAMPLE 



CLICK  FOR  MORE  DETAILS 



NAVIGATE  THE  DASHBOARD 



PERFORMANCE  SNAPSHOT 



EQUIT Y  DEEP  DIVE 



PATIENT  OUTLIERS 

Intentionally left blank 



PERFORMANCE  TRENDS 



EDUCATION  AND  INTERVENTIONS 



LEADERSHIP  AND  ORGANIZATIONAL  GUIDANCE 



EQUIT Y  QI,  SDOH,  AND  CULTURAL  HUMILIT Y  
RESOURCES 



   (Assessing Circumstances & Offering Resources for Needs) 

Systematically identify and address unmet social needs among 

all Veterans to improve health and advance health equity 

https://dvagov.sharepoint.com/sites/VACOVHAOHE/Site 
Pages/Social-Determinants-of-Health.aspx 

https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Social-Determinants-of-Health.aspx


ADDRESSING  POPULATION-SPECIFIC  DISPARITIES 
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PCED Users 
Across VISNs 

and VACO 

1406 unique users 

(FY23 Q2) 

1 72 5.1 

2 74 5.3 

VISN Frequency Percent 
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VACO 

2 0.1 

106 7.5 

65 4.6 

53 3.8 

79 5.6 

69 4.9 

41 2.9 

74 5.3 

1 0.1 

51 3.6 

209 14.9 

36 2.6 

124 8.8 

3 0.2 

29 2.1 

39 2.8 

94 6.7 

68 4.8 

78 5.5 

39 2.8 

Total 1,406 100 



 

 

Summary and Upcoming Updates 

▪

▪

▪

PCED is a user-friendly tool that is being used to identify and 
support equity-guided improvement at VA facilities 

Available to all VHA employees, it is being used in VA facilities 
across the country 

Next release (anticipated Fall, 2023) will include more eQM 
measures and increased patient outlier access for individuals 
supporting multiple VA medical centers 
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Additional Resources Available on SharePoint 
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx 

▪ Email: VHAACORN@va.gov 

▪ ACORN Screening Tool 

▪ ACORN SharePoint 

▪ VHA Office of Health Equity 

▪ VHA Social Work 

▪

▪

▪

PCED SharePoint 
Introductory Tutorial (CE credit available) 
Guide for Facilitating Implementation of 
PCED 

▪ Webinars, case examples, and links to 
other equity resources in VA 

https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Primary-Care-Equity-Dashboard-Orientation-Materials.aspx
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SiteAssets/Forms/AllItems.aspx?id=%2Fsites%2FVACOVHAOHE%2FSiteAssets%2FSitePages%2FTest%2F1320005595PCED%20Facilitator%20Guide%20ver%207%5F508%2Epdf&parent=%2Fsites%2FVACOVHAOHE%2FSiteAssets%2FSitePages%2FTest
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Test.aspx
mailto:VHAACORN@va.gov
https://www.va.gov/HEALTHEQUITY/docs/ACORN_Screening_Tool.pdf
https://dvagov.sharepoint.com/sites/VACOVHAOHE/SitePages/Social-Determinants-of-Health.aspx
https://www.socialwork.va.gov/


 

From Desperation to Innovation! 

Improving Hypertension and 
Racial Disparities in Veterans at 

an Academic VA Clinic via a 
targeted  Population Health  

Strategy 

• Rhonda Hamilton, MD MPH 

• Primary Care, Medical Director, 
VA Palo Alto 

• Clinical Asst. Prof. 
(affiliated/Clinician Ed) Medicine & 
Primary Care/Population Health at 
Stanford Univ. School of Medicine 



   

      
 

Blood Pressure (DM) Metric 
7/15/21 

Rationale Goal is to increase number of DM patients with BP <140/90 

Numerator Patients with DM and declines BP med; age <75 with either SBP <140 or DBP <90 
Denominator Patients with DM, and age 75 or below 
Target 75% 
Score Direction Higher is better 



  Blood Pressure (HTN) Metric 
7/15/21 

Rationale Goal is to increase number of HTN patients with BP <140/90 

Numerator Patients with either SBP <140 or DBP <90 

Denominator Patients with HTN diagnosis and age 85 or below 

Target 89% 
Score Direction Higher is better 



 
  

Veterans w/DM2 & HTN with 
controlled BP 10/2021-01/2022 

Considered 
Equity at the 
start of our 
intervention 

Slide from 
Leslie Hausmann PhD, Asst. Dean Medical 
Student Research, Univ. Pittsburgh Sch Med 
Ernest Moy, MD Exec.Dir. Office of Health 
Equity, VHA, 



 
  

 

Veterans w/HTN with controlled BP 
10/2021-01/2022 

Effectiveness of 
our Institution 

relies on Honest 
Assessment of 

Disparity 

Slide from 
Leslie Hausmann PhD, Asst. Dean Medical 
Student Research, Univ. Pittsburgh Sch Med 
Ernest Moy, MD Exec.Dir. Office of Health Equity, 
VHA, 



Student Volunteer Training 







 
Putting Training into 
Action 

Color coding spreadsheet (Who needs a BP cuff sent? Who needs a call back 
to gather the self-reported BP log?) 



Students 
Strategizing: 
PDCA (Plan, 
Do, Check, 
Act) 



Script 
Amended to 
meet 
Veteran’s 
Needs 



   
     

 
 

Blood Pressure (DM) Metric 
7/15/21 – Highest Risk group, poor control 

Rationale Goal is to increase number of DM patients with BP <140/90 

Numerator Patients with DM and declines BP med; age <75 with either SBP <140 or DBP <90 
Denominator Patients with DM, and age 75 or below 
Target 75% 
Score Direction Higher is better 



   
  

Blood Pressure (DM) Metric 
8/26/22 – Exceeding Expectations! 



  
      
Blood Pressure (HTN) Metric 

7/15/21 – Poor HTN control across the board 
Rationale Goal is to increase number of HTN patients with BP <140/90 

Numerator Patients with either SBP <140 or DBP <90 

Denominator Patients with HTN diagnosis and age 85 or below 

Target 89% 
Score Direction Higher is better 



   
  

Blood Pressure (HTN) Metric 
8/26/22 – Exceeding expectations! 



   
patients with BP 

<140/90
“A Rising Tide Lifts all  
Boats.” 

Intervention Shaped to 
meet the needs of Black 
veterans – improved care 
for all veterans 

Diabetic patients w/HTN Jan 2022- Black pts 8.4 % 
below National Average of 66.2% 

Diabetic patients w/HTN 8/2022- Blacks pts only 0.6% 
below National Average of 68.7% 



 Veterans w/HTN (all comers) Jan 2022 – 5.7% 
Disparity (compared to Nat’l avg of 66.8%) 

Closing 
Disparities,  
one Veteran at 
a time! 

• Veterans w/HTN (all comers) Aug 2022- Disparity 
Closed! (compared to Nat’l avg of 65.9%) 



   Trends-Race/Ethnicity: Jun 2022 and prior year, Palo Alto Division, Blood pressure in patients with diabetes 

*Trends data thru June 2022 is 
the most recent PCED has available 





Prevention Clinic 

The Asynchronous 
Resolution of Reminders!! 



   
  
 

SAIL Metrics Are 
Captured by 
CLINICAL REMINDERS! 



Hard  Wire  
Improving  
Disparities 

Measure & Assess Equity & Disparities  at our 
Institution to inform each Health Care initiative 
to improve our Organization’s Effectiveness 

Integrate Asynchronous Prevention Clinic into 
Stanford Residency Rotations & forge 
relationships w/Nursing/PA Schools 

Recruit Student Volunteers from Communities 
of Color, Community Colleges, Churches 




