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Uchenna Uchendu:
Thank you all. Thank you for joining us for today's session for the Focus on Health Equity and Action Cyberseminar series. Slide 2 is intended to orient you to what you can expect over the next hour or so. Basically, we will give you some background, including the Health Equity Action Plan. We will do some highlights on the National Veterans Health Equity Report in the subsections that are listed here. 

I will read them out to you. We hope to have some time for Q&A at the end. Slide 3, is a message to all Veterans. I CARE & VA CARES! I CARE stand for Integrity, Commitment, Advocacy, Respect and Excellence. Advocacy is particularly important if you are dealing with health equity and tackling health disparities for disadvantaged groups. Notice the many faces on this slide representing the various unique populations of Veterans served by the VA. 

The left panel in yellow depicts MyVA commitment to put Veterans first through key areas listed; Veterans experience, employee experience, support service, and excellence, performance improvements, and strategy partnerships. The making of this report, the National Veteran Health Equity Report models collaboration at its best. 

The top section above the Veterans' pictures has the Undersecretary for Health five priorities; namely access, employee engagement, best practice, and high performance network. The National Veterans Health Equity Report we are discussing today cuts across a lot of these areas. For instance, knowing how Veterans, vulnerable Veterans engage and utilize VA is important for improving access. Understanding what ails Veterans in various subpopulations informs strategies for tackling the disparities. 

This slide on number four now is showing you the vulnerable Veterans populations who are more likely to have health and healthcare disparities. The ones with the annotation are covered in the report; racial/ethnic, gender, age, geographic location, and mental health. We did not have data on some of them like sexual orientation. However, work is underway directed by that with the additional of appropriate fields in our electronic health record in order to collect the information. 

We will continue to strive for data in other missing areas in addition to improving the quality for the ones we have. Data for military Iraqi _____ [00:02:38] of service as well as disabilities were covered in a prior Cyberseminar. You can refer to the archives for the focus on health equity and action session we had on March 24, 2016 for more information on those. 

Slide 5 is a snapshot from the Health Equity Action Plan, the HEAP as we call it for short. It is VA's guiding document for achieving health equity for all Veterans. It is the basis for the focus on health equity and action Cyberseminar series. The five key areas are bolded; awareness, leadership, health system and life experience, cultural and linguistic competency, data, research, and evaluation. The full document is available on the Office of Health Equity website link shown at the bottom of the slide. 

Slide 6 is making another key connection for you. This time the Connect – Commission on Care Reports released in June 2016, with subsequent response by the VA Secretary, Robert McDonald; and acceptance of 16 of the 18 recommendations by the President of the United States, Barack Obama, including this one shown here. Health equities was specifically called out on recommendation number five. It includes support for implementing the health equity action plan. Another recommendation, number 14, impacts cultural competencies, which is also related to health equities. The full report is accessible on the link to the Commission on Care websites at the bottom of the slide. Interestingly, two members of the Commission on Care came from institutions who won the American Hospital Association and Health Equity Awards in 2015 and 2016. 

I will introduce you to the reports and turn it over to Dr. Becky Yano and Dr. Donna Washington for more highlights. The National Veterans Health Equity Report is a result of a culmination of work that involves experts from multiple sites. The team from the Centers of Greater Los Angeles and Palo Alto VA Medical Centers worked very closely with the Office of Health Equity to produce the report._____ [00:04:51] also were armed with data from fiscal year 2013 to inform their contribution. The report is based on fiscal year 2013 data as a foundation, which we hope will only be the beginning of more work in this area. Our Office of Health Equity Partnered Evaluation Center is already undertaking further work for the next generation of information in subsequent years. 

The data variables are described by the vulnerable populations I mentioned earlier. It also showed some intersections of the vulnerabilities as you will see. Information covered by the report includes distributions, demographics, encounters, and primary care, and mental health, Emergency Department, and Fee services; as well as the health profile for medical and mental health diagnoses for each group. Overall, the vulnerable Veteran groups use VA more, have higher mental health diagnoses, and complex medical conditions. 

On slide 10, before I turn it over to Dr. Becky Yano, I would like to call your attention to a few sections of the front and back marker of the Report. First, you are looking at slide 10, with dedications of the National Veterans Health Equity Reports to all of the brave men and women who served our country and their families. Slide 11 is acknowledgements of the forces behind the Office of Health Equity at the United States Department of Veterans Affairs and this inaugural report. 

On slide 12, I would like to acknowledge for the record, the _____ [00:06:28] and insightful thoughts from the Association of American Medical Colleges President and CEO, Dr. Darrell Kirch. Slide 12, pulls out just some portions of it. Dr. Kirch recalls that like two-thirds of physicians trained in the United States, he also had the privilege of training at the VA. He highlights the fact that because the VA sponsors approximately ten percent of graduate medical education trainee position, this report will inform the way the next generation of physicians thinks about equity and care for vulnerable patients. 

He concludes with his hope that this report will guide those who serve and heal our nation's Veterans for a more equitable future. Thank you for Dr. Kirch and the AAMC. Everyone can read the whole episode on the link shown at the bottom of the slide. 

Slide 13 shows you the publication team. Thank you to all of the chapter authors who gave willingly of their time and talent to make this report great. I will not be able to name all of you in this Cyberseminar in the interest of time. The names, however are listed here and on the Report. 

Slide 14, shows the Report team by affiliations. From the Office of Health Equity, Dr. Kenneth T. Jones and my humble self at the VA Central Office in Washington, D.C. From the Center of the Study of Healthcare Innovation, Implementation & Policy CSHIIP, for short; the VA HSR&D Center of Innovation led by Dr. Becky Yano in Los Angeles. Dr. Donna L. Washington, is a part of the CSHIIP team as well, and took on the charge in 2015 to lead the Office of Health Equity QUERI Partnered Evaluation Center Initiative. Stay tuned for more coming out of that work . 

The Women’s Health Evaluation Initiative, WHEI; the VA Center for Innovation to Implementation, Ci2I, for short, led by Dr. Susan Frayne in Palo Alto. Finally, the team from the Employee Education Service who worked tirelessly with us to produce the user friendly report by all accounts thus far. My immense thanks to each of you on behalf of vulnerable Veterans who will be positively impacted by this report. 

Slide 15 sets the stage for transitioning to the notes for interpreting the data that Dr. Becky Yano will take you through in the next section. It is included in anticipation of some of the questions from researchers and other data experts. More details can be found in the technical appendix of the report. Additionally Dr. Susan Frayne went over this in detail on the March 26 Cyberseminar mentioned earlier. Feel free to check it out in the archived sections. 

At this point, I will turn it over to Molly for the first poll question. You will hear from Dr. Becky Yano after that. Thank you.

Molly:
Thank you Dr. Uchendu. For our attendees, you do have the first poll question up on your screen now. We would like to get an idea, if you have had a chance to read the report yet? Have you read the National Veteran Health Equity Report FY2013? 

Your answer options are that you have read the entire report. You have read some of the report; or have not yet read the report. Just click on the circle right there on your screen. It looks like we have got a nice responsive audience, a close to 80 percent response rate. 

I am just going to go ahead and close the poll out. I will share those results. Twelve percent have read the entire report. Thirty-four percent of our respondents have read some of it. Just over half of our respondents, 54 percent, have not read it yet. Thank you. Dr. Yano, I will turn it over to you now.

Elizabeth Yano:
Thank you so much, Molly. We are waiting for the slides to come back up. I wanted to be able to provide some technical information for helping interpret the results in the chapters with data. After which, Dr. Washington will actually present some of the selected findings from the report. Next?  It is very important for the race and ethnicity data that we are presenting. These categories are reported here as being mutually exclusive. All individuals with indication of Hispanic ethnicity are included in the Hispanic race ethnicity group regardless of their race. 

The remaining race ethnicity categories contain Veteran patients who have identified as non-Hispanic. But for simplicity, the label identifies only the race. For example, white is used as shorthand for non-Hispanic white; and Black, African-Americans is used as shorthand for non-Hispanic Black or African-Americans. The multi-race category is comprised of non-Hispanic individuals who identified more than one race. Next? 

For conditions of these are reported as condition race that are based on ICD-9 diagnostic codes with denominators representing the counts of the number of patients using VHA for any reason. Outpatient care, or inpatient care, and outsourced VHA care. Use of fiscal year '13 data proceeded implementation of ICD-9's diagnoses. The use of diagnoses codes to ascertain prevalence of health conditions results in our use of the term rate of diagnosed X where X represents the medical or mental health condition of interest. Next – 

For rural /urban in fiscal year '13 and in prior years, the VA defined rurality by using the three category URH scheme which gave each Veteran the designation of urban, rural, or highly rural based on U.S. Census Bureau information and Veteran residents. The URH scheme is used throughout those reports. This classification system was updated in fiscal year '15 to the U.S. VA and HHS Rural-Urban Commuting Area, or RUCA methodology to allow for increased consistency across federal agencies in the definition of rural designations. Next – 

For mental health, in order to contextualize the findings regarding the groups of Veterans with serious mental illness, we established five comparison groups for a total of six. The first group is serious mental illness. The second, mood or anxiety disorders; and third, post traumatic stress disorder; and fourth, substance abuse; fifth, other mental health; and the sixth or main comparator group is no mental health diagnoses. The comparison for groups were formed hierarchically such that individuals who had comorbid mental health diagnoses were placed in the highest group for which they had a diagnosis starting with the SMI group. Next – 

For utilization, Veteran users of VA healthcare services may also use healthcare outside the VA. For example, those services reimbursed through Medicare, Medicaid, private insurance, or other non-VA sources. Utilization represented in this report may therefore underestimate the total amount of care Veterans receive from all sources combined. Further, long-term nursing home care and VA pharmacy services are not included in any counts of utilization. Utilization data in this report include care outsourced and paid for by VA through the non-VA, or Fee medical care system. These data pre-date changes in coding enacted through implementation of the Veterans Choice Act. Hence, our reference to Fee. Next – 

Before we dive into the main findings, I wanted to provide you a brief summary of the distribution of the vulnerable populations. In Chapter 3, we focus on the differences in race/ethnicity. I just want to let you know that based on the analyses, you can see here. The largest proportion are White Veterans at 72.9 percent, on the bottom. The next largest group is Black or African-American Veterans at 15.5 percent. Hispanic Veterans at 5.4 percent; unknown race/ethnicity of 3.7 percent; and then 0.6 percent for both American Indian, Alaskan Native, and Native Hawaiian, and other Pacific Islander; and then, 0.8 percent for Asians. Next – 

By gender, we looked at health and healthcare for women Veterans. As you can see here, the distribution of gender among Veteran VHA patients in fiscal year '13 was approximately 6.8 percent female Veterans. Next – 

For older Veterans in VHA, we looked at the distribution of age of the same cohort. As you can see here, the largest cohort of Veterans we serve at this juncture and in this report are Veterans 45 to 64, which is 37.8 percent. The next larger group are those Veterans that are 65 to 74 or 23.7 percent. Equal numbers of our youngest Veterans and our oldest Veterans or near oldest are 15.2 percent Veteran age group, 75 to 84; and 15.9 percent in the youngest group, 18 to 44. We see 7.4 percent of our patients are in the 85 plus age group. Next – 

For rurality, as I described the scoring and coding earlier, you can see that 62.3 percent on the left-hand side here are in urban areas. A 35.9 percent are in other rural areas. Only 1.3 percent are in highly rural areas. In terms of serious mental illnesses, I described the hierarchical category of serious mental illness. 

A 66.8 percent of the Veterans have no mental health diagnoses. You can see 20.3 percent have got a mood anxiety. Then you can see the other percentages here; 4.6 percent for serious mental illness, 4.2 percent for PTSD without serious mental illness or mood anxiety; 2.9 percent with substance use disorders without the other diagnoses; and 1.2 percent, some other mental health diagnoses that do not have any of the others. Next – 

I am going to hand this over to Dr. Donna Washington to talk to you about the socio demographic highlights. 

Donna Washington:
Thanks. It is great to be on the this call with everyone. Over the next few slides then, I will have one slide each for each of the vulnerable groups that we are covering in this report. The next slide, please – 

This slide shows the percent distribution of race/ethnicity by gender among Veterans VHA patients in fiscal year '13. What I would like to draw your attention to are the two columns, female and male. First looking at the bottom row of each column. You can see that the percent of the female population that is white is 56.4 percent. That is significantly lower than the male Veteran population who are White, which is 74.2 percent. 

This really highlights the main difference by gender in race/ethnicity, which is the much more racially diverse population of women Veterans. Similar to the distribution that Dr. Yano just covered; you can see that the second largest group for both genders are Blacks and African-Americans. Then the third group are Hispanics. 

One of the very notable findings that I would like to highlight is that with this approach that we are taking with this report looking at the entire cohort of Veterans using VA in the fiscal year. We are able to drill down to be able to comment on small groups of some of the race/ethnic groups that have previously not really been covered in research and other evaluation studies. For example, looking amongst females, we can sort of the race differences in the groups of Native Hawaiian and other Pacific Islanders, for example, or of Asians or American Indian and Alaskan Native. The next slide, please. 

This slide shows the gender by race/ethnicity data in a slightly different way. On this slide, then each bar represents the gender distribution for racial/ethnic subgroups. Or, just looking across or looking down rather at the future colored segments of the bars. You can see once again that the groups with the highest proportion of women are those of unknown race/ethnicity at 12.4 percent; Black or African-Americans at 11.9 percent; and multi-race groups at 11.5 percent. Overall, then 6.8 percent of the population are women. You can see looking at the numbers to the left of the bars that it is lower than that for whites; but much higher than that for each of the other groups. The next slide, please – 

On this slide, we now shift to looking at the percent of distribution of age. That is by race/ethnicity among the Veteran cohort. To orient you to this slide, then the aqua color bar on the bottom; or the aqua color segment to the bars in the bottom represent the youngest age group, the 18 to 44 year age group. The yellow segment represent the 45 to 64 year age group. Then, the fuchsia color on top represented 65 plus age group. 

Overall, you can see that 46.3 percent of the Veteran populations are in the oldest age group. But, it is much greater for White Veterans than for each of the other racial ethnic minority groups. The groups with sort of the youngest age distribution looking at the aqua color bars are Asians, Hispanics, and those of unknown race/ethnicity. 

Overall, in this country, many of you are aware that the country is aging. That as the baby boomers age, then the proportion of the overall population that is in that 65 plus group will age. We see that as sort of the yellow bars give – as the people represented in the yellow bars get older, the older age group will be increasingly racially diverse in the future. The next slide – 

Now, we shift to looking at age distribution by gender among Veteran VHA users. The first bar shows the age distribution for women Veterans. The middle bar shows it for male Veterans. There is a striking difference in the age distribution between these two groups with women being much younger on average than male Veterans served by the VA. I think the estimate that I saw somewhere else is that they are approximately 15 years younger on average. 

You can imagine when you think about some of the conditions and needs for the groups that some of it may be driven by gender. But much of it is also driven by age. The two of them – or I should say that combination will help inform some of the differences in conditions that we will talk about in a few minutes. The next slide, please – 

In terms of age differences and other differences by other rural residents, then I have listed some of the important points on this slide. First, that over one-third of Veterans served by the VA reside in rural areas with a very small fraction of them being in highly rural areas. That is 1.3 percent in highly rural areas; and 35.9 percent in rural, and the rest in urban areas. 

Thinking about the age distribution by urban/rural residents; then, what we found is that older Veterans were more likely to live in rural locations compared to their younger counterparts. The numbers are listed on this slide. By race/ethnicity, when we look at different racial/ethnic groups we found that America Indian and Alaskan Native Veterans had a much higher proportion living in rural areas compared with each of the other groups. In fact, it is 53.5 percent. That is contrast of 42.6 percent of whites living in rural areas. It is for American Indian, Alaskan Natives, then some of the important issues with respect to utilization and conditions have to do with both race/ethnicity as well as rurality. The next slide – 

Now, we will shift to discussing some of the highlights on diagnosed health conditions. I do want to point out that the data in this report and on the next few slides are for diagnosed health conditions. We do not know if there are actually differences in diagnoses by some of the different parameters that we looked at. That is certainly an area for future studies. But nonetheless, these do provide some important starting points for understanding the differences in morbidity and perhaps even mortality for some of the different groups. The next slide – 

Before we dive into individual diagnoses, I just want to cover what the top categories are of diagnoses. This is across all groups. The top category overall were of endocrine, metabolic, and nutritional diagnoses. Close to two-thirds of Veterans using the VA in fiscal year '13 had one or more diagnoses in that category. 

Number two was cardiovascular. That was followed by musculoskeletal. Half of Veterans had one or more diagnoses in the musculoskeletal condition domain. Other is just sort of a hodge-podge of diagnoses across different categories. Number five were sense organs. That is referring to vision and hearing. Number six is gastrointestinal disorders; and then mental health substance use disorders; about one-third of Veterans had diagnoses in that area. The next slide – 

This slide and the next four look at the conditions diagnosed in 20 percent or more of each of the different groups. On this slide, we are looking at conditions diagnosed in 20 percent or more of a racial/ethnic group. Looking across the top, each racial ethnic group is represented by a column. Then the rows are listing the individual conditions. This is rank ordered by the overall diagnosed prevalence of conditions. For example, the overall condition that is diagnosed the most is hypertension. 

Overall, the number two diagnosed condition are lipid disorders. Overall, the number three diagnosed conditions is diabetes. Actually, looking across all racial/ethnic groups, you can see that these top three diagnosed conditions overall were also the top three diagnosed conditions within each racial/ethnic group. The rank order was the same. The magnitude actually, it differed dramatically. For example, among – across different groups, then the percent receiving the diagnosis of hypertension was highest for Black to African-Americans at 55.7 percent. It was lowest for those with a known race/ethnicity at 31 percent. 

Some of the other notable findings on this slide are that when you look overall at the top 20 diagnosed conditions, you see that the only condition in which the diagnosed rate in a racial/ethnic group exceeded that for Whites by a margin of ten percent or more was post-traumatic stress disorder. At the very bottom row, post-traumatic stress disorder or PTSD; you can see it was diagnosed in 20.7 percent of American Indian, Alaskan Natives. 

The numbers that are less than 20 percent are grayed out on this slide. You do not see them. But by contrast, the diagnoses rate in Whites is 11 percent. There are several other conditions where the diagnosed condition rate was lower than that for Whites by a margin of ten percent or more. You can see those details in the report. The next slide – 

Now, we shift to looking at conditions with a frequency of at least five percent in women. Actually, it says five percent. It is actually should be even higher. But 20 percent or more actually in women; and this is sorted by the rank order in women. The column in the middle shows the percent of women who received diagnoses in each of these categories. 

By contrast, the column to the right of that shows the percent in men. Then the difference between men and women in the percent receiving the diagnoses is in the far right column. Once again, looking at the top conditions, hypertension and lipid disorders, they were the same for both men and women. But the diagnoses rate, there is a huge difference in magnitude in this diagnosis rate by more than 20 percent. 

When you think about the age distribution. I showed you on one of the earlier slides. You can imagine that part of that has to do with the younger age of women. Looking at row number three, depression or possible depression. It was diagnosed at a much higher in women compared with me. Actually the difference is more than ten percent. 

Categories number four and five, joint disorders, lower extremity, and spinal disorders lumbosacral sort of collectively musculoskeletal disorders are diagnosed at much higher rates in women than in men. There are many potential explanations for this. When people have looked at, for example, the differences in size or weight of women versus men in the military. But then look at some of the heavy packs. For example, loads of 100 pounds or more that they must carry and so forth. 

They have hypothesized that it is sort of a greater strain. The loads have a great strain on women because of their lower weight. Therefore, that may lead to some of the higher rates of musculoskeletal disorders that we see. Collectively, if you combine four and five, you would see that actually musculoskeletal disorders are the condition category with the highest diagnosis rate among women. 

Then finally, at the bottom, I have included diabetes because it is one of the top three conditions overall. But it is diagnosed at a much lower rate among women. The next slide – 

This slide shows the percent distribution of diagnosed conditions by rural/urban status among VA patients. Actually, what is noticeable about this slide are that there are very few difference by rural/urban status. It looks like the other rural group has a trend toward a slightly diagnosed rate for each of the category. But overall the rank order and even the magnitude is relatively similar by geography. 

One notable difference since we are looking at conditions that are diagnosed in 20 percent or more of a group. We see that esophageal disorders are diagnosed at a rate of 20.3 percent in other rural groups. That is somewhat higher than the highly rural and urban groups. The next slide – 

On this slide, we highlight some of the differences in top conditions by age. For the 18 to 44 year-olds, the youngest age category we looked at, there was a very high prevalence of spine disorders. We saw that, of course, this group has more women and more racial ethnic minorities. That is in keeping with some of the data I showed you on some of the earlier slides. 

Looking at the oldest age category, the 65 plus, we see that the top conditions are hypertension, lipid disorders, diabetes, but also coronary artery disease, which ultimately is the top cause of mortality. Then sensory organs; so, sensory organ conditions may not necessarily be linked to mortality. But they are a huge contribution to morbidity and decreased quality of life. It is a notable finding that is in the top five list of diagnosed conditions. Next – 

This is the last of the slides looking at the diagnosed condition prevalence. This is looking at diagnosed condition prevalence by the mental health diagnoses hierarchy that Dr. Yano explained to you. There are a few notable points on this slide. The first of the notable points is that when you look at the top two conditions overall, hypertension and lipid disorders, the diagnoses rate among those in the seriously mental ill, category – so column a, those top two rows – is not very different from the diagnosis rates among those with no mental health diagnoses; so, column F, the top two rates. Hypertension, lipid disorders, relatively similar rate of diagnoses; what is not reflected on here is the rates of control of those diabetes. But the overall prevalence is the same. 

Now, looking down at all of the subsequent rows though is a very different story. When you look overall at the top 20 diagnosed conditions, then the diagnosed prevalence rate for those in the seriously mental ill, category was much higher than those with no mental health diagnoses. Without looking at all of the numbers, what you can see is that column A, then there is something listed in every row whereas when you look at column F, then it is all grayed out. Meaning that those without mental health disorders were diagnosed at less than 20 percent for each of those. 

Those are the highlights that I wanted to mention for diagnosed conditions. There are a lot more details in the report, of course. But I think those are the highlights. I will shift over now to Molly who will ask the second poll question.

Molly:
Thank you. For our attendees, you can see on your screen, the second poll question is up. How likely are you to use the National Veteran Health Equity Report FY2013 in your work related to vulnerable Veterans? Very likely, somewhat likely, or not likely at all – ? It looks like people are getting their responses in. We are at about two-thirds percent. I am sorry. Two-thirds of our audience has responded. We are right up around 80 percent response rate. 

I will go ahead and close this out. I will share those results. It looks like just under two-thirds of our respondents are very likely; just under one-third, somewhat likely; and six percent say not likely at all. Thank you once again. We are back on the slides. 

Uchenna Uchendu:
Molly, can you see the slides?

Molly:
We can. Thank you.

Uchenna Uchendu:
Great, thank you. Hello everyone. I am back to take you through the home stretch for the hour. I hope we can still hold your attention. Slide number 46, these series of slides, five of them will take us through utilization. Slide 46 is utilization from the mental health chapter, Exhibit 7-8. It shows outpatients' encounter by mental health diagnoses. Notice that the highest proportion for 12 month encounters depicted in the fuchsia to the far right of the bars_____ [00:38:30] in the serious mental illness group. 

Those with no mental health diagnoses, which would be the bottom row has the lowest proportion for 12 plus encounters looking at the same bar in that group. That is the fuchsia colored bar. In other words, those with serious mental illness are high utilizers of outpatient services. If you recall from the distribution Dr. Yano shared, this group represents only four percent, 4.6 percent of the fiscal year '13 cohorts in this report. Yet, they have the highest utilization. 

This has costs and other implications. The same bar decreases in size as you go down from serious mental illness on the top through mood, anxiety disorders, PTSD, substance abuse, other mental health, and the_____ [00:39:28], 12 plus encounters in the no mental health group. 

Slide 47 is depicting utilization by age from Exhibit 5-8, it shows mental health and substance abuse disorders encounters by age. Let us look at the total encounter on the bar. By this, I mean, all of the colors on the bar except the light green to your far left. All of these colors here combined. The light green represents no encounters. If we are looking at no encounters, it will be all of these combined. 

Those with any encounter from one to 12 have the highest proportion noted in the 18 to 44 year olds followed closely by the 45 to 64 year olds; and then the 65 to 74 year olds. Utilization of mental health and substance use services seem to be decreasing as the Veterans get older. However, the proportion of 12 plus encounters, the fuchsia bar is high in both the 18 to 44 year olds and the 45 to 64 year olds. 

Slide 48 is utilization from the rural chapter on Exhibit 6-11. It shows you Fee outpatient services by Veterans in rural and urban areas. Veterans in the highly rural areas have the most Fee encounters combined followed by other rural. Those in urban areas have the least. The very dramatic difference from urban counterparts in the Fee usage of highly rural Veterans comes as no surprise. It underscores the importance of seamless integration of rural Veterans with community care. 

That is why the VA is working hard to get that right. Remember that this fiscal year '13 data predated the Choice Act. That is set by the U.S. Congress to increase the use of non-VA care for Veterans. On slide number 49, utilization by gender on this Exhibit 4-6 is showing female Veterans of high users when you view the data from the gender perspectives. From other details in Chapter 4 of the National Veteran Health Equity Report, we know also that high utilization by females compared to the male Veterans occur mainly in four key areas; mental health, Emergency Departments, telephone, and Fee basis care. 

Slide 50 will be the last one on utilization. It is from the race/ethnicity standpoint showing the Exhibit from Chapter 3 on Exhibit 3-12. You are looking at percent distribution of Fee outpatient services by race/ethnicity. Other than the multi-race category, high utilizers are the Native Hawaiians and other Pacific Islanders shown here followed by the American Indian, Alaska Natives. The Pacific Islanders have geographic barriers as a result of the Islands even though they are not all considered rural. 

I want to point out that the National Veteran Health Equity Report, we have more information on the race/ethnic groups with fewer missing data on race/ethnicity than other reports typically do. It goes to show that_____ [00:43:36] by the challenges in race/ethnicity data it is possible to reduce missing data to a minimum with the current data sources while working towards better collection to eliminate the problem in the future. 

This concludes the formal presentation of the National Veteran Health Equity Report. We will be getting some audience questions shortly. But Molly, we are going to run a quick ad for our focus on Health Equity and Action Cyberseminar series while you get the questions together. 

Slide 52 shows you all on the focus on Health Equity And Action Cyberseminars in one quick view. The one on top is the November 17th sessions. We encourage you to register today and join us again next month. Dates for our future ones for the fiscal year are all shown, including the sessions dedicated to the Partnered Evaluation Center, which will be in June 2017. 

The lower section has a past sessions, which are all archived, including our record-breaking session of June 30, 2016, with Dr. Bennet Omalu about concussions. Our records show that people are still accessing our past session archives. They must find them useful. Visit the links and find out what you are missing. With that, I will pause. If you are ready with the questions?

Molly:
Thank you. We do have some good pending questions. For our attendees, if you are looking to submit a question, just use the control panel on the right-hand side of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. The first one came in during Dr. Yano's portion.

I find it hard to compare the different age groups given that the span of the groups differ. For instance, there are 18 to 44 year olds which spans a 26-year period. I am sorry – yes, a 26-year period. Then 75 to 80, which just spans a ten-year period. Can you explain this?

Elizabeth Yano:
We can certainly have those same data broken down by traditional ten-year age groups. But those also reflect categories of age that are used outside the VA. If the concern is wanting to understand what is going on with 18 to 34 year olds; you can see based on the fraction that they are. It would just have broken down this into more detail. I would be very interested in what the…. 

If the interest is in having ten-year age groups across – and that is what the person is interested in. These are classically used outside the VA as well. There has also been an interest in making sure we understand what is going on with older Veterans. That is may be why it is displayed out in this particular fashion.

Molly:
Thank you. They are welcome to write in if they had something further in mind. The next question…. How is the VHA using IHT, Intermediate Health Technicians to address community based disparity gaps in communities? In other words, there are hundreds of former military medics and corpsmen who can work as physician extenders to support close community health – to support and help close community health access gaps. 

Uchenna Uchendu:
Molly, I guess I will take that from a Central Office standpoint. But the Office of Health Equities scope is not…. There is an angle of that. That could apply to your thinking in terms of community health workers of_____ [00:47:25] bridging the gap. But if you are talking about as clinicians or medical technicians providing care, that would be a different question for a different forum. If you can encourage the person to e-mail me, me can make some direct contact with the offices that would be able to answer that more appropriately. 

Molly:
Excellent, and thank you. I will send them your e-mail address. Great work and thank you for the presentation. Do you have a sense of what proportion of patients with SMI also had a substance use disorder? Whether the prevalence of that co-occurring condition is different by gender?

Donna Washington:
I will tackle that question. We actually did not have that data in the report. I do not have that data on the slides. But I am holding open our Health Equity Report as we speak. One of the very detailed tables that we have in the online version of the report lists for each of the different conditions the percent of diagnosed conditions for a collection of over 200 diagnosed conditions by each of the groups we presented. 

What I will point the listeners to is Chapter 8 of the report. If you look at the online version and you scroll down to one of the last tables. Then it will give you that percent. Look at the column for SMI; and scroll down to the row for substance use disorder. You will get the response. Now, one thing you should know though is that we have separate categories for alcohol use disorder and other substance use disorders. It is a little bit challenging to combine across them. Because some people may have diagnoses in both conditions. 

Uchenna Uchendu:
Thank you Donna. I think you were referring to Chapter 7. That is the mental health chapter. It would be seven. 

Donna Washington:
I am sorry, yes. That is correct. Thank you.

Molly:
Thank you. For our attendees, aside from just Googling it in the advertisement e-mail you got regarding this session. If you look in the sidebar, there are links leading directly to the Report. In terms of age, it seems that these should align. I am sorry. This is referring back to the age breakdown. It is just a comment. In terms of age, it seems that these should align with the U.S. Census and other VHA age groupings. Thank you for that comment. 

Donna Washington:
Thank you.

Molly:
How did you identify patients with PTSD?

Donna Washington:
I will take that question as well. For all of the conditions, then what we did was to take the universe of diagnosed ICD-9 codes. This included diagnoses made for ambulatory care, for inpatient care; and for what is referred to now as non-VA care. But at the time of the report, it was referred to as fee basis or contract care. This looked at basically any instances of diagnoses of any of the ICD-9 codes contributing to PTSD.

Molly:
Thank you. Am I right in understanding that a person with comorbid depression and PTSD would be classified as having depression? The rough prevalence of PTSD in our population is ten percent. It appears that half of the PTSD patients are being classified as having another disorder. Are data available that are not based on the classification hierarchy?

Donna Washington:
That is a great question. Because I can tell you. That is one of the things that we are tackling with the Partnered Evaluation Center. The Office of Health Equity and Quality Data Enhancement and Research Initiative and Partner Evaluation Center is using a more recent year of data. It is going beyond what was possible with this report by looking at among other things PTSD; anyone with a PTSD diagnoses sort of independent of this mental health hierarchy that we created here. 

All I can say is to tune in, in June. One of the dates listed on this slide that is up there is an Office of Health Equity Partnered Evaluation Center Cyberseminar that I will be leading. I will jot down this question to be sure I have a slide to answer it.

Molly:
Thank you. You can always refer back to me, too. I can get you a copy of the questions. Okay. The next one – I wonder if more women than men suffer from chronic pain because of the difference in rates of spine and joint conditions; and therefore, are at a greater risk for the misuse of prescribed opioids. Do you have any thoughts on that? 

Donna Washington:
That is really great question. We did not have prescription data available with this report. I do not have the answer to that. But it really is definitely an area for future inquiries.

Uchenna Uchendu:
Thank you Donna. Becky, on the call is also in charge of the Women's Health Research Network. I have a feeling Becky is making a note for answering that question. Maybe note on there the Offices of the Veterans Health Equity Report. Becky, I am sorry to put you on the spot. 

Elizabeth Yano:
No, not at all. We do have a chronic pain working group developing collaborative research in that area. We absolutely will take that query back to that group.

Molly:
Great, thank you both. Just to refer back to the SMI and substance use disorder and comorbidity. One of our attendees did look it up. It can be found in Exhibit 7.2 of the report online. Thank you again. Okay, the next question. There are civilian healthcare organizations that are beginning to provide reports to clinicians on patient outcomes of whom they provide care for based on gender and race as a tool to begin reducing health disparities. In the future, is the VHA moving in that direction?

Uchenna Uchendu:
That will be great. If you noticed when I spoke at the beginning in the introduction. I said we were hoping this was going to be a foundation that would take us further. If you notice, the report covered national level data. We actually would like to get down to facility and eventually down to provider panel levels. 

Because those are the places we can make a difference. From a population health standpoint, the national is great. The facility level is great. The regional is great. But the individual piece comes down to the clinicians. I am glad that question is coming up. Because I hope that question would linger and allow us to move further along with this possibility, yes.

Molly:
Thank you. How can we pursue the inclusion of chronic kidney disease in future Health Equity reports? This is a high prevalent issue in the Veteran population and very costly. 

Donna Washington:
Well, I would point the person who asked the question to is to look across the…. At least in understanding the socio demographics of the group of Veterans with chronic kidney disease. That is – they can look across the diagnosed condition tables in each of the different chapters to better understand the profile of patients with that condition. 

Molly:
Uchenna, did you have something to add to that?

Uchenna Uchendu:
I was also going to say that it was hard to put everything in especially when this is your first time out on a report like this. Things were put in different buckets to allow us…. You notice when Donna went over the conditions, she first gave you the top categories and then went into the_____ [00:56:46] diagnosed conditions. 

We had a lot of discussion back and forth on even making those buckets. What would make sense. But I am glad we are having this discussion. Because our future activities as I mentioned through the Partnered Evaluation Center will continue to refine what we may not have covered in the report. Also, looking at the prevalence it allows us to make some decisions about focusing on certain areas versus others. 

Molly:
Thank you. They wrote in saying thank you for that. How are you addressing the links between service connected disabilities and non-service connected disabilities with diagnoses such as diabetes in terms of those comorbidities?

Uchenna Uchendu:
If you noticed, I mentioned that in this report, particularly we did not cover that area in detail. We had some data on service connections. But I cannot answer that question off the top of my head. We can go back and have…. A person can reach out. Between us, we can find out if we have some information. That will begin to answer the question. Or, if the person just posed another area, we might want to look closer.

Molly:
Thank you, and just a few more questions. Does VA Healthcare use frequency of utilization differed by racial and ethnic group? For example, a higher utilizer with ten more outpatient visits, for example?

Uchenna Uchendu:
I am not sure I understand the question. The categories we had were….?

Molly:
Yeah. They are looking for frequency of utilization by different racial and ethnic groups.

Uchenna Uchendu:
One second, I am_____ [00:58:41] that. I put back up; I do not know if you can see the screen, the slide on utilization for race/ethnicity. The one we pulled out. That is not the only piece that is in the actual report. There are differences as you can see based on what is depicted on this slide. The levels of the colors showed you the different encounters. 

I will not go over each of them. But when I talk about this slide, I focused on the 12 plots; which is the fact – the far end of the bar that is fuchsia in color. There are some differences there. If you do the combination. The multi-race has quite a bit. The Native Hawaiian or the Pacific Islanders, it has combined. If you look at all encounters, one through 12 plots.

Molly: Thank you. They can look to the report for more detail on that breakdown. How, with the report over – how will the report overall address prevention to reduce diseases, incidence, and prevalence. 

Uchenna Uchendu:
The many angles to that question; I think information is power. A network director recently said to me about the reports. I am happy to report that particularly network director in the VA had read the reports cover to cover. He said how much more enlightened they were about the issues in their certain areas. 

One of the comments he made was you cannot address what you do not know. One of the things we are hoping to do with this is create an awareness. That people see. I selected just pieces to share with you. Because the hour is not enough for going through the whole report, which is 191 pages. But the whole intent is awareness both within and without. 

This also informs research. Some of you have already posted some research questions for us today. It allows us to see other areas where we need more work. In addition, what do we need to focus in on. From a Veterans' standpoint, if I know that my chances…. If a Veteran knows that their chance of having a certain disease is higher than others. Or their outcomes could be different.

It also impacts how they engage. The same way the providers are having that information, hopefully engage differently, and so on and so forth. The first goal is awareness. But in addition, there are other things. I have a feeling this would be one more product that will be a gift that keeps on giving. Because every time people look at it, they find one more angle they would like to explore.

Molly:
Thank you.

Elizabeth Yano:
Just to piggy-back onto Dr. Uchendu's response, then I do want to make a plug again for the Cyberseminar on the Partnered Evaluation Center that will be taking place in June. Because one of our charges is to look at some of the differences in quality measures. Actually, many of those then differences or disparities in some of the quality measures related to interventions that can prevent disorders will provide some of the information that the person who passed the question asked. For example, flu shots, pneumonia shots, and hypertension control, and disparities; and many of those measures then would lead to greater rates of diagnoses of some of the conditions that we covered with this report.

Molly:
Thank you. Well, we do have a lot of people that wrote in saying thank you for the great presentation. They look forward to reading this in more detail. That does conclude the questions from the audience. Uchenna or anyone, do you want to have a concluding comment or something to wrap up with, or just thank our audience?

Uchenna Uchendu:
Just my usual, the pursuit of health equity should be everyone's business. I am happy that people are interested in having this discussion. The journey is going to take a while. Dr. Kirch in his comments actually did say that as well. It is a journey that takes time. But there is hope that we will get there. The key question is what can each of us keep doing in the areas of our influence? At a minimum, if you pause and consider equity as a consideration, you will be able to avoid the increase in the disparity. 

I want to thank very much, Donna and Becky for the work leading up to the report. For being a part of this discussion today; and the work that is continuing. Thank you, Molly, for hosting the session. I want to thank everyone who has joined us for being with us today. We hope you will become a regular for our series. I thank you for what you will do for the report. What you will do to advance health equity for all especially for Veterans. 

If you have not signed up for the Office of Health Equity Listserv, we encourage you to do so. We are growing leaps and bounds. Over 13,500 in a few months; and we are hoping to keep adding to that number. Those are my concluding comments.

Molly:
Excellent, well, thank you all three very much for coming on and lending your expertise to the field and giving us a brief look into this very comprehensive report that we can all look more into. As Uchenna said, we will be having a monthly Cyberseminar from the Office of Health Equity on Health Equity and Action. Please do keep an eye on your e-mail as we will be sending out future announcements. 

I am going to close out the session now. Please take just a moment and wait while the feedback survey comes up. It is just a few questions. But we do look closely at your responses. It helps us to improve the presentations we have given. It gives us ideas for new sessions to facilitate. Thank you once again, everyone. Have a great rest of the day.

[END OF TAPE] 
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