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Molly: So today I would like to introduce our speakers. Joining us we have Dr. Uchenna Uchendu, she's the Chief Officer in the Office of Health Equity, and that's located at VA Central Office. Joining her today is Dr. Thomas O'Toole, he's with the National, I think Director of National Center on Homelessness Among Veterans at the Providence VA Medical Center. And also joining us is Tom Garin, he's at the Office of Enterprise Integration located in Washington, DC. And we are very thankful for them joining us, and Dr. Uchendu, if you are ready now we are going to pass things over to you.

Dr. Uchenna Uchendu: Thank you, Molly, for keeping us up. We have a lot to accomplish within the hour so we'll get right to it. The first slide you see after the opening one is giving you the background of what you're going to expect from us during this session. Of course the Health Equity Action Plan is the basis for this series, and so we usually have that in the intro. We'll have some comments around social determinants of health, and then we link that to incorporation into electronic health records and the personalized health plan. Dr. Tom Garin will discuss VA data sources related to social determinants of health, and then Dr. O'Toole will be giving us an example of addressing social determinants of health through his expertise in the Homeless PACT program and the related research on that. And then we will have time for questions and answers and a discussion with you, I say specifically discussion here because one of our poll questions is actually not the usual check box. You're going to answer a question that will come up, we will be able to discuss your comments towards the end of today's session. So look out for that and be alert. 

This is again the snapshot of the VHA Health Equity Action Plan, and today's session specifically draws out the awareness goals, the crucial partnership we're illustrating both within VHA and also reaching out to different departments for collaboration to advance health equity. Additionally, the third bullet, the health system life experience incorporates social determinants of health into personalized health plan, is one major topic that we're discussing today. In order to incorporate them into a personalize health plan, we have to first get the social determinants into the electronic health record, so then it makes it available for people to be able to understand them, and then address them. And then the last bullet talks about data, you're going to be hearing a good bit about data from Dr. Garin, and then Dr. O'Toole will take us through some research work. So as you can see, these dots cannot connect and I pause on this slide to make sure that we draw that out. The next slide is one I'm guessing you have seen if you've been on this series before, talking about the commission of care, all the scoring and the implementation of the Health Equity Action Plan. Similarly, the Institutes of Health Care Improvement, as well as the National Academy of Science, Engineering, and Medicine have similar reports, calling for making health equity a priority if we're going to advance the overall health of our population. So I won't read any of these to you, but they remain there as background and a connection for the importance of this work. And this is another popular slide from our office, underscoring the various vulnerable groups that tend to be impacted, or are susceptible to health and health care disparities. The ones that have the asterisks, those that we were able to cover in the National Veteran Health Equity Report, which went into details about each of those populations, that if you've been on our sessions before you may have caught the sessions both in October and in January where we covered that and if not, the information will be available in the archives thanks to Molly and her crew. On slide 6 if you're following us in that regard, this basically is giving us the background I promised with regard to social determinants of health. There are multiple ways that, you know, people might define the terminology, and here is just giving you a few of them. Useful concepts for describing the availability and distribution of economic, social, and physical conditions that impact people's health and health care. Others might approach it with the way the second bullet describes it, complex components of an individual's health that are key determinants of the well-being of individuals and the communities in which they live. And then the third might come close to my favorite. Personal behaviors, social interactions, and matrix of an individual or population, and the physical environments that influence an individual's access to care and opportunity to attain the highest level of health and well-being. And I'm sure you can guess why that may be my favorite, because the last portion of it links into the definition of health equity. And the graphic you see gives you the various buckets in which people tend to look at social determinants of health. This particular depiction is from the Robert Wood Johnson Foundation, if you google social determinants you'll find many more, but I'm using this for today's discussion. So you notice economic stability, education, health and health care, neighborhood and built environment, social and community context. And the VA has very unique opportunities in this regard because we touch economics, we touch education, we touch healthcare when we take the VA big umbrella into account. And one might argue we also touch the other areas as well. On the next one, it’s taken the same depiction, but this time giving you a little more detail into each of them. I won't read the various bullets to you, but it’s helpful, you know, because when you say economic stability that's a big, you know,  a big word, but what really falls under that? Here you see poverty, employment, food security, housing instability. I put asterisks in the housing instability because you're going to be hearing about homelessness programs today, and incorporating the necessary process to make that work for people, to make healthcare better for people who are homeless. But you know, again, if you look at the other key areas, education, we talk about people's level or education and their early childhood development. On the social and community context, social cohesion, perceptions of discrimination and equity, incarceration, institutionalization, they really, you know, in that particular context, actually there's something that you don't see which is resilience of people. Resilience is individuals’ ability to cope with hardship, because of the resilience they have developed over the course of their lives, or their experiences. I draw this out specifically because one of the necessary top priorities is suicide prevention, and people's resilience affects their ability to cope, and because of that when you think about suicide it's because people who get to that point, unfortunately, it's because they feel hopeless or they can no longer cope. So I underscore that under social determinants, not that it is the only one that applies, of course on the social and community context, the social cohesion and the support is also very necessary, which is why in the coming months you'll be seeing the VA campaign in that regard. Before I transition to turn you over to Dr. Garin, I wanted to also draw out the elements of the Secretary of VA's ten priority points, which you may have already been aware of. They are represented here. The ones that are bolded are the ones that have connections to both the topic we are discussing today and also to equity. Again, when you talk about accountability, implementation of the Health Equity Action Plan as recommended by the Commission of Care on the Choice 2.0 legislation, considering the impacts of Choice on the vulnerable groups. It started with distance from where you are getting care and there's been other iterations of it. I am not going to be going through that for you today, either, but again it comes through the discussions we keep having about casting the equity lens on equity and equality. The same goes for number four and number five as well. Number six particularly is of interest because, you know, military service members become Veterans, and there having electronic systems talk to one another, six and seven, actually will improve our ability to collect and trend health equity data. And for number seven, for the EMR interoperability and modernization we are hoping that the discussions around social determinants of health into the health record will be part of that discussion. And I already mentioned the suicide prevention. Applying the equity lens to the mortality and the prevention efforts. Bringing in cultural competency approaches to that [inaudible 9:39] in order to help prevention in vulnerable groups. And the last one about accelerating VA performance on claims, VA benefits provided by VA to Veterans and their families impact income, housing, education and so on, and those are key words because of their connection with the social determinants of health. And one might wonder, again I think we're already making a case for it, why social determinants of health in the electronic home record? The social determinants are not usually systematically incorporated into the electronic health record frame, and what that means is that patients and families with multiple social and individual needs are going through health care without those aspects of their lives being taken into account. And health care in that setting ends up being disconnected also with the resources that can help people reach their highest level of health. And so having an electronic, having social determinants in electronic health records will help identify, measure, monitor, and risk-stratify patients. It will help clinicians to identify the social determinants that are prevalent in their station populations. It will create the opportunity to improve the data collection and monitoring for social determinants. It will enable robust coordinated intervention strategies. It will enhance quality of preventive care, address health disparities in vulnerable groups and lead to having a comprehensive health record which is the forerunner to being able to do a personalized health plan. And it will definitely bridge the gap between medical and public health, and I already mentioned earlier the unique opportunities we have at the VA, because we have both the benefits and the health arm. And so this last depiction is just, I'm giving you another way that people might think of social determinants. This is work done by Koh and his colleagues published in American Journal of Public Health in twenty ten. It looks at it from, I guess, a different angle looking at the diseases, looking by geography, by risk factors, and by population. But again, no matter how you slice it, these various elements also [make? 11:55] the vulnerabilities I showed you on a previous slide, and taking them into account in the care of the patient and making a health plan, in order to achieve the highest level of health. These are suggested readings. The first one, we hope that the open ended questions that will come during the course of this presentation will give you an opportunity to weigh-in. And Dr. Tom Garin will tell you a little bit more about that. The third one, on these suggested resources is one of the publications in the record breaking American Journal of Public Health supplement that my office led back in twenty fourteen. That particular article was by Michael Marmot and Dr. Jessica Allen who've done a lot of work is World Health Organization, is in that particular supplement. The fourth one is led by Dr. Tom O'Toole. I will not mention any more on that, but he'll be telling you all about it today. And the last one we’ve got here is a publication that went out with the National Academy of Science, Engineering, and Medicine Perspectives, that, what we were able to show how VA is making strides with ending Veteran homeless with the support of data. And my office was involved in that because that was a project that we identified through the VA National Health Equity Environmental Plan we did in twenty sixteen. There's more on the Office of Health Equity website, if you go to our website and onto the research page you'll find a lot of useful information, as well. And with that, Molly, we're at the first poll question. I will turn it over to you and we will come back and have Dr. Tom Garin take us through the next section.

Rob: Hi everybody, my name is Rob. I'll be taking over for Molly for the poll. The question is how often does your work focus on social determinants of health affecting Veterans? Frequently, occasionally, rarely, or never. Please go ahead. And people are sending in their votes pretty quickly now. We're getting close to just about maximum response. And it’s starting to slow down, so we'll close the poll now and looks like we have forty three percent of people responding that they are frequently, that their work frequently focuses on social determinants of health. Thirty two percent occasionally. Nineteen percent rarely, and six percent never. Thank you, everyone.

Dr. Uchenna Uchendu: Thank you so much, Rob. Is my screen still up, or do you need to give me back access?

Rob: Your screen is still up.

Dr. Uchenna Uchendu: Okay, that's great. Thank you so much. We hope that the never in the six percent, we'll move them into the other groups as we, by the end of this presentation, and as we help with our discussions. And with that I'll turn you back to Dr. Tom Garin, who will take us through the next section.

Dr. Tom Garin: Good afternoon, everyone. I'm Tom Garin, I'm from the Office of Enterprise Integration. We used to be formally called the Office of Policy and Planning. Our role in the department is to get us all acting together as an integrated department and we are in the transition phase as we're learning how to do that better. Specifically my job is, I'm the Director of Statistics and Analytics Service, within the Office of Enterprise Integration. And VA has prided itself as a leader in many areas ranging from electronic health records to ground breaking research such as telehealth. My purpose this afternoon is to discuss VA data sources and industry best practices to understand and incorporate social determinants of health into the electronic medical record and other research activities. What you see on the screen here is an action model. It comes from Health People 2020. Provided a very illustrative and compelling picture of how policy, data, research, and other factors interplay to impact health equity. This action model comes from the Health and Human Services secretary's advisory committee on National Health Promotion and Disease Prevention Objectives for 2020. It shows how we can determine policy, programs, and information and influence determinants of health to affect certain outcomes.  We can assess, monitor, evaluate, and disseminate our research or our review in such a way that we can affect new or different policies, programs, and information. The cycle repeats itself. And I think data is very essential in the assessment, monitoring, evaluation, and dissemination part. 

The next chart shows the Journey of Veterans map. This map is produced by VA Veterans Experience Team, but I adopted it to make it a little bit easier to see on the screen, and the thing that I want you to get out of it, is that military-civilian transition point. The first chart one, it says one, two, three. There are three parts. A future Veteran is currently in the military right now. They join, they serve, and then they get out. And then at the military to civilian transition point, that's an important point, and I'll talk more about that in a few moments. Once they do get out, they start up, take care of themselves, reinvent themselves, and put down roots. And then at the end, the last box is eight, nine, and ten, they retire, age, and die. And so it's the military's transition part that I'm going to focus on next. Down at the bottom of the chart you see a little table there. This, I included it, because it divides Veterans into two groups: those who are subscribers and those who are non-subscribers. I think we understand the subscriber population to a high degree. Those are the people who use VA benefits and services. We have a little understanding of the non-subscriber population and we're starting to get a little bit better at it. We also have some understanding of that potential or future population; those who are currently serving in active duty, Reserve, or the National Guard. Now I'll talk a little bit more about that military to civilian transition. This is the chart that comes from our partners at the University of Southern California. Dr. Castro and Dr. Kintzle. This is from their military transition theory, and so if we look at the box in the previous slide, we can then blow it up into this according to their theory. People are approaching military transition, managing this transition, and then we get a chance to assess how well did we do in the transition. And then you can see under that the assessment could be related to work, family, health, general wellbeing, and community. We have entered into two projects with our partners at the U.S. Census Bureau. One project, we call it the Commerce Data Service project. The goal of this research is to, this project, is to identify patterns and develop key indicators for Veterans who are transitioning from military to civilian status. We're partnering with various agencies to get access to data and we're looking at things such as minority Veterans, homelessness, women Veterans, rural Veterans, disabled Veterans, aged Veterans, different ones, so that we can understand how they depart the military and then we can assess how well did we do in the transition. If they get off to a good start, hopefully they have a very successful transition, and in their Veteran life, they have a lot of success. If they get off to a poor trajectory, trajectory, then there may be some difficulties there, and we would want to know a little bit about that. The second project is the GI Bill Education Outcomes, once again partnering with census and other federal and non-profit agencies sharing data with one another, once again looking at things, or cohorts that we think we are important. I think this is one of the first times that we're actually getting into the education that is used, in this case the GI Bill, that many Veterans are currently taking advantage of. And we're actually going to start looking at the outcomes. How well did they do, as far as graduation rates? What kind of jobs did they get after they graduated from school? How do they compare to those who didn't use the GI Bill? Those are two projects that we're currently working on. If you have any interest or suggestions in those I would be open to hearing them. 

This next chart comes from the policy research agenda for the department. As you can see, there are a few broad headings related to military to civilian transition. There's a conceptual framework for it. There's a comprehensive model for evaluating military to civilian transition across VA and partner organizations that make up the Veteran community. And then there's specific issues facing Veteran groups, such as homeless, women, rural, disabled, and LGBT Veterans during that military to civilian transition. This chart now takes that chart and asks some specific questions, especially related to that third bullet that I just showed you. How does a unified conceptual framework for military civilian transitions support the need and is inclusive of all Veterans, how do the specific needs of different Veterans groups affect the utility of such a framework? What are the similarities and differences experienced during military to civilian transition by specific groups of Veterans? And how do the transition outcomes differ between groups of Veterans with differing needs? An important point to remember here is that Veterans are all different. They have different backgrounds, they had different experiences, and when they do the transition, they're all different. And so how are we doing as far as facilitating all of the needs of all of the different Veterans, and are we doing a good job with that. And data can be very helpful in that regard. 

This is a map called The Diversity Index Map. Some of you may have seen a map like this that was displayed in the USA Today. They do it periodically. This map was created by professors at the University of North Carolina, and then also reporters from the USA Today newspaper. We created this one in house, and we did it specifically for the Veteran population. This is a diversity index map for male Veterans. What it does is, it shows, the results range from zero, which is no diversity, to one hundred, and those places on the map where it's darker, that means there's a lot of diversity there. For those that are a little bit lighter in color, there's very little diversity. So very quickly we could see that the male population is a little bit more diverse in that southwest corner of the United States, which is helpful information for people who are interested in doing outreach to a community regarding diversity. One of the nice things about this map is that we can do it for gender, we can do it for minority ethnicity status, we can do it for age. If we use the US Census Bureau's American Community Survey, we can compare our Veteran population to non-Veteran, we can do it for current and past populations. If we use our in-house VetPop data, we're able to project out into the future, but we're a little bit less able to do a lot of variables, we're restricted with things like age, minority status, and gender, but we are able to project out into the future, which has some advantages, but we can't compare to the non-Veteran population. But I wanted to make sure that you saw that map and you know that we can do something like that.

This next chart looks at VA Utilization rate by race and Hispanic origin. And this one comes from our in-house administrative data and we're able to show in this particular case, that Hispanic and black, or African American Veterans are more likely to use VA benefits and services than any other of the racial groups, while the American Indian Alaska Native Veterans are least likely to use the VA Veteran benefits. This is a way that we can look at a population and say “hey, maybe we need to do something to help the American Indian Alaskan Native population use our benefits and services more”, or there may be things that they have that they're able to take advantage of themselves that they don't need to come to our benefits and services at VA. This next chart shows women Veterans using VA benefits and services. It shows that the total number of women Veterans has grown by less than eleven percent, while the number of women Veterans using VA benefits has grown by over thirty seven percent since two thousand six. This can be attributed in part to an aggressive outreach effort towards women Veterans, so it's a success story as far as we think. Another population that we're interested in is the age population. This chart shows the percentage of Veterans who are population sixty five years and older. Veteran status among America older population is associated with a higher median family income; lower percentages of individuals who are uninsured or covered by Medicaid; higher percentage of functional limitation in activities of daily living or instrumental activities of daily living; a great likelihood to have, of having any disability; and less likelihood of grading their general health status as good or better. This oldest segment of the Veteran population will continue to have significant ramifications with regard to demand for healthcare services, particularly in the area of long term care. This map kind of shows you which states have higher percentages of aged Veterans and which ones have less number of aged Veterans. So this information is once again useful to understand where the population is presently living. 

This next chart shows households without internet access. Recently the United States Census Bureau produced a rural Veteran report. I got this data from that particular report to speak just a little bit about the internet piece. Low population density, greater distances, and natural geographic barriers make it more difficult to obtain internet service. A higher percentage of rural Veteran households, roughly 25.3%, does not have internet access in their homes in 2015. Compared with both Veteran non-rural households 23.5% and urban Veteran households 18.8% percent. This chart shows how these percentages differ by regions of the country. This is important information because the rural Veteran population is one that we want to make sure that they have access to good healthcare services and benefits like everyone else, and if we move towards the internet we have to realize that, to get out our message, we have to realize that there's a segment of the population that has no internet access, so they may miss some of the messaging that we have. So we want to be careful about and sensitive to it. In our office we're responsible for the National Survey of Veterans. We're in partnership with the US Census Bureau right now to come up with a new national survey of Veterans. The way we are planning to do it, and we're working with them right now through the plan, is to go ahead and each year the Census Bureau does the American Community Survey. What they're going to do, is they're going to identify for us Veterans who participated in that survey, and then maybe six months later go back to those Veterans with specific questions that we here at VA think are interesting to ask, and would be helpful to us understanding the Veteran population better. This is, on this particular screen, is an example of research that was done. It was published in the Population Research and Policy Review, March 2015. And it's something that we're kind of proud of, it’s based on the 2010 survey, and it has to do with what they found out, I guess, more specifically the research team used our survey data to document race and ethnic differences in self-rated health and limitations in activities of daily living among male Veterans age thirty to eighty four. And if you're interested in reading more about it you can do that in the, read the journal, get access to the journal, read about it. But we're also open if you have any suggestions for, we're in the question formulation stage right now. If there are questions that you think would be helpful, and want to ask Veterans, we're hopefully going to get a set of questions that will last for a while and we're hoping to run the survey every two years. And then this is the last chart for me. It's the Consumer Expenditure Survey. We have a partnership with Census Bureau and a partnership with the Bureau of Labor and Statistics. I'm not going to read the slide to you, but I want to just say a few words about the program. It consists of two surveys. The quarterly interview survey and the diary survey that provide information on the buying habits of American consumers including data on their expenditures, income and consumer unit, families and single-unit consumers’ characteristics.  Data is available, it’s annual income and expenditures integrated from the interview and diary survey in varying detail classified by income, age and consumer unit size, other demographic characteristics of consumer units since 1984.  We don't currently use this data because they don't ask the Veterans questions, but through our partnership with the Census Bureau, we have ways to link our Veteran data to these household surveys, and now this survey information may become available to us.  So, Census and DLS, said “what are your questions that you want to have answered?” And they would be willing to sit down and talk to us about this in a little bit more detail.  So, I thought, this would be a wonderful opportunity if you are interested in this kind of information as related to health equity, then this might be an opportunity to let that information known to us, tell us a little bit about it and maybe we can be able to do something in the future. And I will give you a few examples of some questions that we're looking for.  This is by, for example, what is the current living situation for our Veteran's family?  What are the spending patterns of Veteran's families?  What technology do Veterans have access to?  What is the pattern of medical and healthcare expenses for our Veteran's families?  What are the occupation patterns of Veteran's families? What is the average income of Veteran's families? What we would do then, is we would know the demographics of the people who responded, and see how those Veterans, based on demographics, respond to questions such as the ones I just shared with you right now. If you have any interest in this, please contact me and let me know. And with that I'm finished with my part of the presentation. 

Dr. Uchena Uchendu: Thank you so much, Tom. That was really wonderful. You put a lot of research questions on some of the slides as you were talking, so we seem to be getting 
a few emails. We're on to poll question number two. Is Molly back on, or Rob, are you walking us through this one. Actually we don't need to switch screens, I think this is the open-ended one, so I can just go ahead and read the question and then we will continue, as people mull over it and type in their responses, as Molly explained at the beginning where the chat box was, where people could type in their responses and the organizers behind the scenes will pull that up. So this question is asking you to provide examples or suggestions of how the Department of Veteran's Affairs can use household survey data, for example the Consumer Expenditure Survey that Dr. Garin has just explained to you, to provide, to improve benefits and services, and health outcomes for Veterans. So that's the question. You have it on the downloaded slides, so if it’s too long for you to pick up right away, you can check on the slides that you, the link you received, for this call , it has the PDF version of the slides that you're looking at. And so without further delay, and while you think about that and type in your responses, I'm turning it over to Dr. Tom O'Toole, who is going to take us through the wonderful work with the Homeless PACT and research they did to document, incorporating social determinants.

Dr. Tom O'Toole: Thanks, Uche, and I want to thank all of you for being on this call, good afternoon, and particularly a shout-out to Uche for having this forum, I think that particularly if we think about a Veteran population and the, you know, privilege we have of caring for them, it also means the responsibility we have of trying to provide the right care at the right place, to really have impact in the efforts that we convey. What I am hoping to do today, is share with you a very, very brief and quick review that’s based around a paper that we recently published in Preventing Chronic Disease, where we were evaluating this program, the Homeless Patient Aligned Care Team, to look at what were some of the driving factors that were impacting the outcomes that we were identifying as important to the program. But before I jump into the paper, though, a quick shout out to my co-authors on this project: Erin Johnson, Riccardo Aiello, Vince Kane, and Lisa Pape, who played a huge role in both program development, as well as this program evaluation. As Uche pointed out in one of her early slides, homelessness, I think really epitomizes vulnerability across multiple fronts and multiple capacities. Not only from a socioeconomic stand point that is ultimately universally almost encountered by this population, but a significant disease burden captured by them. Over two thirds have at least one chronic medical problem; over a third, two or more mental health problems; they have a three and half times higher age-adjusted mortality rate. They also use an extremely high level of acute care services, and part of that is really driven by a lot of the barriers that they experience in terms of accessing care and being able to engage in our care system, whether it’s from transportation, or fragmentation of services with lots of referrals and consults and appointments, but also as we've documented in other research, sense of stigma and stigmatization they experience because of their homelessness, driven by appearance and need profile, a lack of trust, social isolation, as well as competing sustenance needs, which I think will be a theme that I suspect you'll identify in some of the data we're going to be showing you in this project. Want to pivot slightly here to the HPACT program and Medical Home and the idea behind this was really to try to build a healthcare system. That sounds rather grandiose and I don't intend it to be, but really look at the way we provide care, and can it be tailored, can it be oriented around the specific needs of a population, particularly one like homeless persons who are going to have challenges in accessing care and engaging in care, where making appointments and multiple consults are often times not going to work. The idea behind this model is it provides enhanced low-threshold access to care. At least half the appointments are open access, sowe really do have care on demand. We try to integrate clinical services into a one stop shop, or at least a warm handoff model, for primary care, mental health, social work, and substance abuse treatment, but also building into that some of the competing sustenance needs that were highlighted in one of Uche's earlier slides. Many of our HPACT team actually have food pantries on site, clothes pantries, hygiene kits, and all of them are meant, or intended to have housing services, housing assistance provided with the homeless program staff integrated into the clinical care team. There's an enhanced level of community integration into the care management model. Our staff go through a substantive, structured training to really enhance cultural competency around homelessness and the social needs of this population, and we hold everyone's feet to the fire with data, probably much more than they would ever care to have. This is the schematic that really defines this model within a process flow map, of really trying to take a disengaged and disenfranchised-from -care population and both an identification referral process, both within the community and within our care system. The intervention is really oriented around treatment engagement, and how can we really develop a model that serves as an entree, not only to healthcare but the whole continuum of needs and opportunities for service that the VA has, and really looking at an end game, where this is about stabilizing that person from a chronic disease management, from a housing perspective, so that they aren't wearing the scarlet “H” on their chest through their life, but rather be able to be integrated into care teams, be reintegrated back into communities and hopefully lead productive lives.

The elements that we try to address that incorporates social determinants into this model can really be grouped into three categories. Programs that address competing sustenance needs, so how well to clinics address food security, address clothing for example. And then programming that facilitates the physical, mental, and social recovery and stabilization. So really looking at how well did the clinic integrate house assistance, legal assistance, vocational training, assistance with disability claims. And lastly looking at programming that facilitates treatment engagement. How well, how effective are the teams at reducing stigma and hassle and inconveniences. How well do we really meet the Veteran where they are, and make care less of an intimidating process for them? I just want to run quickly through this in the context of this paper we had to do two things. One was look at the model itself, but more importantly in the context of this conversation, we really wanted to see, was there a connection between a high performing clinical team, which we defined as a team that was actually reducing in a pre-post analysis, the use of acute care services. So we looked at a high performing team as one that reduced the amount of emergency department use by at least thirty percent, and hospitalizations by at least twenty percent, which were threshold levels that were much higher than a regression to the mean criteria, or threshold that we would expect with this population. We wanted to look at what was different about teams that were able to accomplish that level of care, versus teams that had a lower level of performance, at least related to reducing acute care use. We looked at thirty three Homeless PACT teams that had been operating for at least eighteen months, and that had at least a hundred patients enrolled. We correlated it with a clinical program assessment survey that focused on six domains of their program implementation and clinic structure, and all told looked at a little over 3,500 homeless Veterans, in a capture period of October 2013 to March 2014. This is just kind of an overall graph that describes the population, all of the population that was being served in August 2014, about 14,000 Veterans, a little over 10% over the age of 65, 4% women. Their complexity score, their DCG intensity score was running about double that of what you would see in a regular PACT team, which is pretty consistent with the [inaudible 43:36] scores. On average they were demonstrating a pretty high level of treatment engagement, that's measured by the average number of PCP visits by the team, the average number of specialty care visits by the team, and team visits, these were typically RN or social work-led visits, as well as proportion receiving both homeless program mental health and substance abuse services. Si I think at face value, we generally were accomplishing what we want, but there was some significant variance across these statistics. So as I mentioned these were the criteria that we used in site classifications looking at high performing, mid performing, and low performing, and so the breakdown we have for the site specific responses, we look at a couple of different issues, and I just want to recommend looking specifically at the high versus the low categories. And what we found not surprisingly, is that those teams with enhanced or increase levels of access did better. Multiple ways of accessing care; more care availability; warm hand-offs to specialty care, specifically mental health; after hours and consult capacity. And that would be consistent as well with the team characteristics. The more people doing the work, the better off they were. But it was also important to emphasize the level of social work involvement and the integration of homeless program staff. Again, things that you might not typically see in a traditional care setting were significant in their impact effect on reducing the service, acute service utilization that we were talking about. The other elements of care that I think were also notable here, when we look at care management, that level of treatment engagement, which again we use as a surrogate measure for providing de-stigmatized care and enhanced access to care. Sites that had more, three or more primary care visits, or more than one and a half specialty care visits per patient, per year demonstrated less acute care service use compared to those sites that had less, that did not reach that threshold.  

When we looked at homeless specific care, looking at post emergency department and hospitalization protocols, not a whole lot of difference noted there. Housing plans, integrated into the care models, there was clearly some trend differences that didn't reach significance, but I think at face value it would support the importance of really looking at housing status as a clinical marker and clinical indicator. What was striking, however, was the integration of support services and addressing some of the sustenance needs within the clinical framework. Those sites that were able to provide transportation, those sites providing food on site, those sites providing clothing on site, all of which were associated with higher performing sites, sites that had fewer ER visits and hospitalizations in their matched cohorting. Similarly, when we looked at community integration, and particularly the variable that stuck out, was when the clinical team went out into the community and co-hosted community events and really engaged Veterans outside of the VA setting. That was interestingly, as well, also associated with a significant reduction in acute care use. 

So just to summarize the results, the HPACT teams did have across the board a high level of treatment engagement and retention in care, which we were obviously pleased to see. But the high performing sites, those sites that I think really were epitomizing the goals and hopes for this model were the ones that had increased nursing coverage, more onsite social supports that were being provided, specifically transportation assistance, food, and clothing. Those that were more involved and engaged in the community, which again we would perceive or project as examples of integration of social determinants into the clinical model. There's some limitations, obviously, to this. I mentioned, you know, our focus on high performance was on reducing acute care use as a surrogate, and there are a lot of alternative ways one could identify high performance in a clinical setting, and obviously this is subject to a regression of the mean, so we have to acknowledge that. There's some control groups limits with an intragroup comparison like this, you know, patient level factors we only nominally controlled for, or there's always a social desirability bias in these site surveys. But all told I think what we'd like to suggest based upon this evaluation, is that not only can we incorporate social determinants into a clinical practice, and in particular in a place like the VA where we are uniquely privileged to be able to address issues like housing, like income stability, and like social supports into clinical care, it can be done. And we have the resources, we have the means and capacity, and I think most intriguingly is that when we do incorporate those elements, the clinical care and our clinical outcomes appear to be improved. So I will stop there, and time for questions I'm hoping.

Dr. Uchena Uchendu: Yes, I think we will be able to do that. Thank you so much. That was a lot in a very short time, but I'm sure the dialogue will continue beyond the Cyberseminar. Molly, Rob, and Kenneth Jones from the Office of Health Equity were tracking the comments that came in on the open ended question, poll number two, so I'll turn over to you to share what you have.

Molly: Wonderful.

Dr. Uchena Uchendu: Shortly thereafter we will take any more questions you may have received as well.

Molly: Thank you, so for our attendees, I'm just going to go ahead and repeat that open ended poll question. Please provide examples or suggestions of how the Department of Veteran's Affairs can use household survey data, for example Consumer Expenditure Survey, to improve benefits and services of health outcomes of Veterans and to submit your response please use the question section on the Go To Webinar control panel, just click the drop down menu next to the word questions, that will expand the question box, and you can then type your responses in there. So again, provide examples or suggestions of how the Department of VA can use household survey data to improve benefits and services and health outcomes of variables, and while we're waiting for those responses to come in we do have a question from the audience. Thank you to the speakers for this important topic. A growing evidence base documents that Veterans have experienced large burdens of early life adversity, including surviving childhood abuse. However, the journey of Veterans map on slide sixteen begins only at enlistment to service. Why are Veterans’ pre-service factors not part of this framework?

Dr. Tom Garin: Yeah, that's a very good question. I based that map on what the Veteran Experience office did, but we are in conversation with people who have access to data to, who, people who eventually become Veterans prior to the military service. We just don't have anything at this time for me to say anything about it. But we agree with you. We think that's important. We're trying to look at the Veteran holistically from beginning to end, and you bring up some really good points, because they are, those attributes or traits that the Veteran brings into military service are really important to know about. But we're just not there as far as data goes, but we are investigating that and hopefully someday we'll be able to address that or answer that question. So I don't have a good answer for you now, but thank you for raising it.

Dr. Uchena Uchendu: And if I might add to that, if we get to the place where we have social determinants in electronic health record, if you go to the social determinants module, there are options for bringing in that piece on the appropriate section. So even if the maps and data are not showing it yet, we have the ability to capture it, and I think we already do some in the free flow of medical records, but not in a manner that we can link and track.

Molly: Thank you. Someone else wanted to add on to that. It would be good to give them a better view of the Veteran slash family and Veteran in the specific surrounding areas. Actually, that might have actually been in response to the open ended question, I'll read that one more time. It would give them a better view of the Veteran slash family and Veterans in that, in the, specific surrounding areas. So, thank you, and we do also have some other responses from the open ended question. The VA could use a survey to begin to understand internet access and connected health disparities as we transition to great use of wireless technology to deliver tailored care and monitoring, we are not thinking about lack of access or inadequate access as a health equity SDOH factor in determining health outcomes. Just stop me if you want to comment on any of these before I keep going.

Dr. Uchena Uchendu: No, keep going, and we will collect those. I know you'll have that afterwards as well, but I think it’s good to share it with the people so they hear what others are thinking.

Molly: Absolutely. The next person writes: there is a published article that shows that Veterans who experienced higher adverse childhood experiences utilize significantly more primary care appointments. We don't have any other responses to that- here we go. Also, we can open it up to generalized questions if people want to write those in. This next person writes: Thanks for a great seminar. I am interested in the impact of socio economic status on surgical outcomes. Could you comment on the use of CDW variables to determine socio economic status? I have identified zip, eligibility status, and mentioned household income. Are there others? Is median household income a reliable variable given the incentive to under report?

Dr. Uchena Uchenda: The panel you have today does not have the expertise to speak to what you find in CDW, but whoever asked that question, if you reach out offline we can connect you with the VINCI and CDW folks, and I also share the concern, because it has come up in other discussions around health equity. How do we find economic status. We're using a current data in the CDW, so we would like to continue that dialogue.

Molly: Thank you, and I do want to tell that person and many others that we actually have an entire series just on CDW and accessing data, and using the data available in the data warehouse, so please do go to our archive catalog, and you can search by filter on the right hand side of the page. You'll find a lot of helpful information under the VIREX series as well. The VINCI series. So that would be a great place to start. The next person writes: could the speakers speculate the modality by which the VA could gather SDOH for the electronic health record: self-administered questionnaire, having primary care ask during a visit, thoughts on that?

Dr. Uchena Uchenda: That's a process that we hope to work out, and we don't want to do that in a silo, we intend to look at what are industry standards, what are people doing, because, with the affordable care act came community health needs assessments and a few other requirements in, by which the private industry is already beginning to look into this area, and so our hope is that we will be able to gain from that, and then modify as necessary. You asked us to speculate, so at this point it’s a speculation, we don't have the details. But having this conversation and being at the table for the new electronic health records discussion that’s happening with the VA is one of the areas of major interest for my office, to make sure that we don't miss the opportunity to incorporate them.

Molly: Thank you very much. The next person writes this is a suggestion to the open ended question: You could look at Veteran priority groups, as priority group five is low income. That might have been a suggestion for the previous commenter. Alright, well it looks like that might be the final pending question. I'm sure a few will come in in these last few minutes. But I'd like to turn it over to the panel. Do any of you have any concluding comments? See, now, here they come. Oh, sorry. Go ahead with concluding comments.

Dr. Tom Garin: I just want to say thank for giving us the opportunity to speak with you all. I know there's a lot of people who have good ideas based on some of the questions and comments we've heard already. Please, if you think of something either later today or tomorrow, please contact us and let us know what your ideas are. We're open to listening. I can't promise anything as far as, you know, if you have a specific question it would definitely get into the survey, but we would like to consider what things you are thinking about, and improve that list that we choose questions from. So thank you again for the opportunity to speak, and I'll turn it over to Uche.

Thank you, thank you so much, Dr. Garin for, you know, the information you provided for us today, and I know we will continue, and actually we're having you on next month for a different discussion as well, so that will be awesome. If you're still looking at your screens, and on the last set of slides you have, you have our contact information. Dr. O'Toole had to step out, so he's not going to make any concluding comments at this point, but you will see his email address on your screen, as well as Dr. Garin's and mine. And additionally, the Office of Health Equity, we continue to encourage you to sign up for our list serve, and you know, if you've heard on this series before, we always remind everyone that its everybody's business, and it’s going to take us time and effort, and the question continues to be what can you do in your own area of influence? It’s not just waiting for the system to shift, because it’s a huge elephant, health equity is, but you know, what can you begin to nibble at. And I want to make sure that you remember that we have these series continuing. We have a session in the coming months, and the following ones. HSR&D usually sends out the announcements. We also have everything collected with the links to the archives on the Office of Health Equity page. And if you sign up for our listserv we'll also keep you informed, so that way between us and HSR&D you'd never miss an announcement. So I want to thank our panelists again very much. I want to thank Molly, Rob, and Kenneth in the background for the smooth running session, and we look forward to convening again with everyone. Thank you for joining us and making these series worthwhile.

[bookmark: _GoBack]Molly: Wonderful. I'd like to thank all of you for coming on, and lending your expertise in the field, and of course thank you to Kenneth and Rob for their support. And I would also like to thank our attendees for joining us. If you have written in any questions after the concluding comments I'll go ahead and pass them on to the presenters offline. I'm going to close out the session now and I would like you to take just a moment to fill out the feedback survey. It’s just a few questions, but we do look closely at your responses and it helps us to improve our presentations, as well as the program as a whole. So thank you once again everyone, and have a great rest of the day.




[END OF AUDIO]




