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Dr. Uchenna S. Uchendu: Thank you everyone for joining us. We are glad to have you again, on this last Thursday of the month. We have an exciting session for you, as usual, and I will kick us off with some introductory slides, and then we will move into the presentation with Dr. Diana Burgess and Dr. Wendy Tenhula. 

This is what you can expect during the session: VA Health Equity Action Plan, if you have heard it too many times I apologize, but it is the reason behind the series. We would also make a connection of the background, particularly for today’s session, with the secretary of the VA’s priorities, the EMPOWER project. We’ll touch on some aspects of what we talk about in the Health Equity Action Plan, which is why it’s on the series, while it is not directly an office of health equity project, it also showcases how we connect the dots, even if we’re not major shareholders in the activity. The Make the Connection is going to be also giving you some pertinent information that will be useful to you, no matter who you are or where you are, if you know of a Veteran, or you connect with a Veteran in any form of your life, or a Veteran’s family, that information is for you. And even if you don’t connect to the Veteran, I am sure there is something that you can take away from it. The Make the Connection campaign is not new but is intensifying because of our texture of the VA priorities on suicide prevention, I’ll tell you a little bit in a moment, and then the equity connection is bringing culturally appropriate aspects into that campaign. So that explains why office of health equity is in the middle of this as well. 

This is the snapshot on the Health Equity Action Plan, it’s the VA’s guiding document for implementing health equity. Key areas are: awareness, leadership, health system life experience, cultural and linguistic competency, I’m going to pause on that for a moment because the activity that Dr. Diana Burgess is going to be talking about will fit into that umbrella, even though it cuts across some other areas, communication, empowering physicians, and stakeholders to communicate better along the lines of cultural sensitivities and topics that people may not feel very comfortable having a dialog about, I will leave Diana to work you through that aspect. And then, the last section of the data, of the Health Equity Action Plan about data, research evaluation. Again, there is research going on in some of the activities that you hear about today.

This is, shout out to the top 5 priorities of the Secretary of the VA, Dr. David Shulkin: Greater Choice, if you haven’t heard about Choice for Veterans you have not been in the United States for a while, so I will go into that as a topic for a different day. But other aspects of the priorities for the secretary of our agency is, which of course becomes all of our priorities and becomes important for all Veterans, is modernizing our systems, there is a lot of flurry of activities going on along those lines. Additionally, the President of the United States has also charged executive branches to look at efficiencies within their systems, and that is one of our top priorities as well. Improving timeliness, access, access, access, that is an area of great interest and an area of great importance for our Veterans, getting care when you need it, how you need it, and where you need it, we are all definitely all on board on that. And then, the last which is by no way the least, is suicide prevention, I’m hoping that that logo you’ve seen it somewhere because in spite of our Veteran crisis line campaign, a number you can call anytime, anywhere, toll free and even if you’re not a Veteran and you are needing help in relation to suicide, please feel free to use the number as well. 

So um, with that, I will, I think I have just this 1 more slide, tying in the secretary of the VA priorities with Health Equity. When you talk about greater choice, we come to it with the equity lens do we consider any disparate impact on vulnerable Veteran populations, I did not do the vulnerable Veteran populations slide, but I believe you see it on one of the slides by Dr. Wendy Tenhula when she talks about connection with our office. Suicide prevention: applying the equity lens to the mortality data informing, to inform culturally appropriate and tailored approaches and strategies. I am glad to say that our partnership with the Make the Connection in the office of mental health is showcased in how you can leverage your respective award part of the agency you are a part of. They have, in a prior collaboration, worked with office of health equity and identified the videos in packages that speak to certain populations, not that all of them don’t count, but people tend to react when they identify with something, there is a familiarity factor, somebody who looks like me, somebody who shared my experience, and drawing out those elements to increase engagement. As far as the other priorities, I will not be label them in the course of this discussion, but the Health Equity Action Plan, which I say is the reason for our series, has a place in both accountability/efficiency of full implementation, the data requirement that is necessary to move health equity forward, and going beyond collecting and analyzing data to actually addressing them to be able to diminish the gaps. And then embedding the implementation of HEAP as we modernize into their services. Addressing social determinants of health as we move into new electronic health records, there is great opportunity there, the Make Connection with DoD and to have actionable data also for the vulnerable groups. Additionally, there is an opportunity there for incorporating the social determinants, and so on the appeals processes, you know, the impact on the vulnerable and then developing partnerships with the community with both internal and external to advance health equity. I col…, I often say collaboration with synergy because it is important getting mutual benefits out of a collaboration is good, but if you can actually boost up one another, or every member of the group, that is even a better outcome in my opinion. And I learned that you know, we had over 400 register for this particular session, so I am glad that that is happening, it means that people are more and more interested in these discussions. 

Specific to suicide prevention, these are some of the suggestions and contributions that the office of Health Equity is making toward the VA, secretary of the VAs priority and in support of our veterans. Again, you know I mention data, data, data, data, that is at the bottom of a lot of things for health equity, you have to have that for a foundation. Cultural competency, including military culture, because those of us who work at the VA assume that people understand Veterans and their various military experiences and until you encounter those who don’t, and now more and more, that is happening as more Veterans get care through the Choice program, so we are also talking about military culture, and then understanding the various military eras, which is why you will find on our vulnerability slide that we list military era/period of service as part of that. Then we talk about holistic approach which includes the social determinants of health ‘cause people don’t exist as [unintelligible 07:49] and the opportunities and the experiences that people go through their lives tends to impact them over time. And then, but we are also hoping that screening for changes in family and social support can trigger action. There is actually published research that shows that some sudden changes in familial situations and relationships can be a trigger for suicide and so we bring that to the table as well. And then partnerships, like I’ve already talked about, culturally sensitive outreach and treatment connections, mental health is often stigmatized, and then when you bring in other areas of vulnerability it becomes a double warning for the individuals who have those characteristics. And then, we can’t over emphasize the use of peer support and community health embedded individuals who may not have any medical or mental health training, but know some of the signs. I hope you will be tuning in for a lot of information coming out of our suicide prevention group effort at the VA for key signs to look for, and things that will be triggers to make the connection with people and help them. And then we talk about handoffs in care. And then reviewing outreach activities to make sure that Veterans who drop off, that we find them, and follow through. Then consider the impact of intersection of vulnerabilities, and by that I mean someone who has membership of multiple groups that is predisposed to some disparities.

And so with that, I think I can get to the next slide, Related Resources. This is for your reading pleasure over the weekend, on the evenings, or sometimes during the day when you pause. The first one has some information about work previously that Dr. Diana Burgess had done, and she is continuing to build on. The Focus on Health Equity and Action Cyberseminar, we have the series and we will have a slide that gives the information about all of the past ones, but the particular ones using Veterans’ stories to promote health equity and reduce disparities, which links into some of the activities in today’s Cyberseminar, and was in February of 2017. We also have more information about using your voice for Veterans, and we did that during the mental health month. That particular bulleting has information compressed in one place, thanks to Wendy’s team as well, partnering with our office to give you that information. And then a National Veterans Health Equity Report, which is the first of its kind, comprehensive we did two Cyberseminars on it already, so I won’t [unintelligible 10:26] honest, you can listen to the Cyberseminars or you can pull up the documents on our website, whichever one is easier for you. And then Finally, I talked about military exposures and military era as issues that we need to consider as vulnerabilities, we have on our website as well too, that allows you to look at the timeline of various U.S. periods of service, to be able to take those into account. 

And so, with that, we get to our first poll question and I’ll turn it over to Rob to help us with that activity.

Rob: I wanted to clarify with you, do you want to have multiple choices or just one choice for this question?

Dr. Uchenna S. Uchendu: I didn’t know if your platform would allow multiple choices, and so if people have more than one answer they can do so, if the platform allows. I thought people had to pick only one. So they can check all that apply, that would be fine.

Rob: Okay

Dr. Uchenna S. Uchendu: Which of, do you want me to read the question, or are you going to read it?

Rob: No, I can read it.

Dr. Uchenna S. uchendu: Okay, go ahead.

Rob: One moment please. [Pause 11:35-11:46] Which of the following statements do you believe to be true about health and healthcare disparities? Please select all that apply; disparities are rare or non-existent in VA, and by the way you can go ahead and click right on your screens, audience members. Option number 2, there is discomfort and avoidance around healthcare inequities. Three, there is economic benefit addressing healthcare disparities. Four, Racial disparities are difficult to detect. And lastly, all clinicians treat everyone the same equally, i.e. equally

[Pause 12:17- 12:30] The answers are flooding in, we have reached about 70% which is usually where things level off so, we’re going to go ahead and close this poll and share the results. And we see that a mere 2% answered disparities are rare or non-existent in VA, 92% think there is discomfort and avoidance around healthcare inequities, 83% think there is economic benefit to addressing healthcare disparities, 27% say that racial disparities are difficult to detect, and 8% say all clinicians treat everyone the same.

Dr. Uchenna S. Uchendu: Wow! Thank you for those responses, it is very telling and this question, I think the next session of the presentation will probably give you more information on that. So with that, we will be turning it over to Diana.

Dr. Diana Burgess: Thank you. Okay, I will share my screen. Thank you so much for inviting me to present. Can you see my screen?

Dr. Uchenna S. Uchendu: Sure, we can.

Rob: Sure can.

Dr. Diana Burgess: Oh you can, okay great! And those were great answers to the question. Okay, I am going to be talking about a study that is based on research supported by VA, health services research and development. So I want to acknowledge their support. I also want to acknowledge our very talented research team that spans the country, and give a disclaimer that the content of the presentation did not necessarily represent the views of the VA or the US government.

Okay, so recently there has been a real surge of programs to prepare Healthcare Professionals to address disparities. These include programs at the VA that Dr. Uchendu eluded to, as well as programs sponsored by healthcare professional organizations, private healthcare systems, continuing education, and so forth. And many of you have probably participated in some of these programs, such as cultural and linguistic competence, size reduction programs, and this comes from the increasing awareness that healthcare providers may inadvertently contribute to disparities, and also are an important part of the solution. However, there is surprisingly little evidence on how to most effectively engage and communicate with healthcare providers around issues of race and disparities and bias. Especially those who are likely to be resistant because of pre-existing beliefs.

So, in response to this knowledge gap in the important area of how to communicate with providers and other healthcare professionals about disparities, we had the EMPOWER we proposed, and got funding and conducted the EMPOWER study; which stands for Enhancing Motivations of Providers on Work to Eliminate Racial Disparities. And our big question was how do we engage providers in reducing disparities through the use of narratives or stories, especially those providers who are the most likely to be resistant? And we also wanted to know which types of messages or stories would work best with which provider? This was a 4 year sequential mixed-method study. The first phase was qualitative and that consisted of semi-structured interviews with 53 VA providers from 3 facilities, and I will be talking more about that. The quantitative study, or phase 2, consisted of an experimental survey with 293 VA providers from 4 facilities. And I won’t have time to share those results in our time together, but I am happy to share those with you offline. We are also in the process of writing this stuff up, so it will all be available.

So today, in the time we have, we are going to focus on the challenges to engaging providers in efforts to reduce disparities, really focusing on the qualitative phase 1 research. And as I go through the presentation, think about what could be done to address these challenges in your particular role, at your facility, within the VA system, and beyond the VA system, as I go through some of the key results we found. What kind of implications does this have for action at these various levels?

So, a little bit about the Methods. As I said, this is individual semi-structured interviews with 39 physicians and 14 nurse practitioners or physician assistants in 3 VA facilities in different regions of the country. Everybody completed a prior survey about their beliefs about disparities, which varied widely. It was a largely wide sample, 89% white, 51% female, the mean age was 50.9. During the course of the interview, mostly in person, some over the phone, providers were asked to read 2 stories about race and medicine. And then they talk to the interviewer with questions that were designed to elicit their responses to these narratives, and also just open the door for talking about race in healthcare, which is as many of you said to be a difficult subject to talk about. We recorded the interviews, transcribed them, and then we analyzed them using thematic analysis. We used a priori, or priority or, prior codes that we created based on our interview guides. And then we also identified codes grounded in the date, codes that have merged. And then we conducted constant comparison analysis to refine and consolidate the codes.

So I am going to jump into the results. I am going to talk about a number of beliefs we found that could potentially lead to disengagement and resistance to disparity reduction initiatives, and just communication about disparities. This group was not typical of the group we interviewed that vary widely, so you’ll see as I jump into it. And then I am going to be providing some quotes to give you a flavor. So, many people, not all, actually thought that disparities were rare or non-existent at the VA, even when people acknowledge that disparities existed in the nation overall. So here are the quotes, ‘well, unfortunately, in some environments it , race, still plays a very big role. I’m very lucky in our hospital, I don’t see it. So I’m pretty lucky that I don’t have to deal with that. Our hospital, our population is about 80% black, a few Hispanics and a few whites, but it really doesn’t make a difference, because we just treat them as vets and move on. I think in the private world there’s a difference like that, at least in the VAs that I’ve been in, and I’ve been in a couple of them, I don’t see it first, I don’t see this much because they’re looked at as Veterans first and race later.’, and this was a scene that was fairly common and interestingly, I conducted some qualitative work about 10 years ago and or twelve years ago and that scene was prevalent then, so that is still something that we need to address.

The second belief was, or really a theme, is that when people were asked about disparities, they jumped to overt discrimination and racism, which they didn’t witness very often. So one provider said, ‘Very rarely, if ever, have I seen any situation where I was sure that somebody was being denied a treatment because of their race, I just didn’t ever really observe that, you know where I was convinced in my mind that that was what was behind it’. Another provider said, ‘You know, I think I have been fortunate. I haven’t really met anyone or worked with anyone who really has had a problem with race or ethnicity.’, and what’s interesting, this belief that came out in our conversations about disparities in providers and facilities, is that as with what we know that in contemporary times, especially in certain situations, racial bias can be unconscious and play out in subtle ways. So it might be that you give somebody white or somebody from a higher social class, perceived to be a higher social class, greater advantages and you give less favoritism to some of these from a minority group, or you may be less warm to somebody who is American Indian, or African American, and that is really subtle. And it is often hard to detect. And the other thing is that care often occurs, you know with just the provider and the patient, so it’s hard to know what’s going on in you know, healthcare in the VA as a whole. 

And a related point is that people found it difficult to detect disparities. And that is actually often true, that it is hard to detect at an individual level what’s going on. As one person said, ‘…So. So did race play into it? Was it social economics, was it who knows, who knows?... so much that goes on…’ So as researchers, we know where there are disparities and what the disparities are, [Poor Audio 22:41] based on looking at aggregate data that was collected and analyzed. And that’s not looking at it as an individual data, so I think this really speaks to the importance of a lot of the work that has been, you know, that Dr. Uchendu’s group is doing in partnership with one of our queries to really take a picture of disparities, because it is often hard for an individual provider seeing one patient at a time to kind of figure out where the disparities are existing.

This was not a prevalent belief, but it was, there was a group of providers that manifest this color-blind ideology. So an example is, ‘I’m just a kind of a provider who has treated all my patients no matter what color they are. I’ll just say I treat them all the same.’ And as you can imagine this is a barrier to programs and initiatives that focus on what providers could do to promote equity, and to improve the care of minority patients, and patients from other vulnerable groups, if people have the ideology that they treat everyone the same. And some of that is a belief that that’s the way we should be, you know, we should treat everybody the same. So that might be something we need to address.

There was also focus on patient-level causes of disparities, so focusing on patient reasons for why disparities might occur. These could be cultural differences, mistrust, patient behavior. An example is, ‘…like African Americans just have this innate just, I know I’m generalizing, but a lot of the culture distrust of um, physicians…’ ‘But you see it with Hispanics, because they are very histrionic, a lot, very often.’ That, so some of these explanations like the previous ones reflect racial or ethnic stereotypes and biases, and what we found is very consistent with a larger literature of how providers view disparities. Providers tend to view disparities as caused by factors having to do with the patient, rather than factors having to do with providers like bias or poor communication by providers and system level factors. So again, that’s important to address.

We found some discomfort and avoidance around the issues of race, both in our interviews and then as something that providers brought up as a reason why disparities are not at least addressed. So this provider said, ‘I wasn’t talking about why he wouldn’t talk about race playing a role in clinical encounters, I wouldn’t walk down the hall and say, hey, you know, I’ve got this patient, blah, blah, blah, blah. I just wouldn’t do that. It doesn’t come up very much. And when it does, you know, you’re in a situation where nobody wants to look like they’re Archie Bunker or something like that and say something stupid. But people may be thinking it, Lord knows.’ Now I don’t know that everybody’s old enough to remember the show All in the Family and Archie Bunker with this bigoted father of the show, but I think this year, especially among white people, looking biased is what leads people to potentially engage in comments like, I don’t see race, race doesn’t matter, and again, this type of discomfort has prevented some talking about and really addressing these issues. And anxiety about race is expressed in various ways. Sometimes people do kind of stammering interviews or just kind of talk around the issue and don’t mention race. But figuring out how to make people feel comfortable about talking about race and healthcare is still important.

Another theme was that other problems are just seen as more important than racial disparities, that there are so many problems that this is really the least of our worries. A representative comment was ‘If I were going to put my efforts somewhere, you know, I think I would put it more toward the vulnerable groups rather than the ethnic disparities, because if you have, you know, the alcoholic in the dregs, whatever, African-American, the problem is not the color of his skin, the problem is his social situation.’, and a lot of people focus on healthcare quality overall, rather than issues of equity. And I think what the point is that, it’s not kind of either or, it’s both and, and some of the work that we’re seeing is that addressing quality can sometimes help racial ethnic disparities but not always, and that also race and other socioeconomic status issues are really connected. So that was an important point that came up. But also that for providers what they’re really seeing are a lot of the other issues of um, that impinge upon care, and they were exemplifying a lot of problems they had with their patients and they said, listen it’s more than race, and I think that that is an important message that they’re telling us.

The other piece is that providers really vary widely in their beliefs about disparities. How do we speak to such a diverse group? So I was struck by the polling, is that you know, people really did see disparities as not [Poor audio 27:52- 28:01] believe that there was a benefit to addressing [poor audio 28:03] some of the people we interviewed. So we had [poor audio 28:06-28:09] who said ‘I haven’t personally [Poor audio 28:11 -28:20] who said ‘I feel that patients of different ethnicity, sometimes, they don’t get the extra mile. They come in expressing something that they’re experiencing, and if there is any difficulty in the communication, I’m not sure if it gets pursued as much.’, So again, we really have a range, and in a way that is an opportunity because we have people who are really engaged and very aware of the issue, but it is a broad group, that’s how do we speak to all providers? 

So to sum up, there are many challenges to engaging providers in disparity-reduction efforts and in communicating with providers about disparities. Some of these beliefs that can lead to this type of engagement, or even opposition to these disparity-reduction initiatives, are the belief that disparities are rare or non-existent in VA, equating disparities with overt discrimination and racism, just to seem that racial disparities are difficult to detect, a color blind ideology, focus on patient-level causes of disparities which sometimes may reflect biases, discomfort and avoidance around the issue of race, and the fact that other problems are seen as more important than racial disparities.  

And this point that I just made, that providers are in very different places in their beliefs about disparities, so how do we engage them all and potentially leverage providers that really know a lot about the causes of disparities.

So just some implications you’re probably thinking of your own ideas and solutions, but I do think we need to develop creative ways to address these underlying beliefs that might prevent providers from really engaging in some of the things that we want to do to help [elderly? 30:10] patients and also other vulnerable groups. We do need to convey to providers the fact that it’s hard to see disparities, and we need to make disparate treatment and outcomes more visible to providers. Some of this might be presenting data and some of it might be these narratives that if we get a story from an African-American patient, for example, that I think you know, Dr. Uchendu’s group is also promoting, that could really hit home to providers like, I didn’t think that I was treating this person in a biased way but this patient really thought it. And there is some research showing that certain subtle nonverbal behaviors that providers engage in, can, you know, are seen as discriminatory by patients. I think we need to find ways to show and not tell, so these patient narratives and provider narratives can be really powerful. Also, I think again, presenting data from a providers’ particular facility or the VA, like, hey here are the disparities, can be powerful. I think we need to increase providers comfort in talking about issues related to race and ethnicity. And then, think about whether when we do online training, which is more and more important, we can tailor initiatives to providers’ preexisting beliefs. And just something that I have found from my conversations with providers using narratives, is that stories can be a very effective tool to spark conversation.

Okay so we’re creating an EMPOWER toolkit putting in these results and results that I didn’t get a chance to share with you. We’re going to try to post this on some various places on the VA intranet. And I’m also happy if you want to reach out and contact me about ideas you have, or I can provide you with some other summaries of what we found in our research. Thank you so much.

Dr. Uchenna S. Uchendu: Thank you so much Diana, you just debunked some of those early questions. It was also interesting to see the dichotomy between, even though you didn’t show percentages because you were doing qualitative data, but the questions before your section started about whether there were disparities at the VA and then people’s perceptions about different things. So I stress to say this is a conversation that will continue, I know you surveyed mostly physicians or clinicians, I don’t anticipate there were Veterans included in your surveys, is that accurate?

Dr. Diana Burgess: No, you know, we didn’t ask but I don’t think so, they were all clinicians.

Dr. Uchenna S. Uchendu: We have VA clinicians who are Veterans also, but it’s just you didn’t tease that part out.

Dr. Diana Burgess: Yeah, we did, you know we did not think of that. That would have been really great to include, so next time.

Dr. Uchenna S. Uchendu: No, that’s okay, research always has more that needs to be done so that’s, that’s awesome. But I was just going to say that, you know, our participants are a mixed audience so it’s not clinicians only, so it’s interesting to see the take on the percentages of different things. Like the last question on the poll said, the physicians or clinicians treat everyone equally or the same. And the poll had 8%, whereas from your study a lot of people seem to feel that they belong in that category where they didn’t see the color, so thank you so much. 
Dr. Diana Burgess: Thank you. 

Dr. Uchenna S. Uchendu: With that, we’ll get to our very next poll question and Rob, if you can get us through that exercise as well.

Rob: Okay, well the poll is up and, yes or no, I have viewed the video content on VA’s Make the Connection and/or shared it with a Veteran, their family member and/ or caregiver. Please audience members if you would, choose yes or no. [pause 34:08- 34:13]

And the answers are coming in. I’ll give a few more moments for everybody to choose. [pause 34:19- 34:29] Things have slowed down so I’m going to go ahead and close the poll and share it out. Wendy, I am sorry but only 7% have said that they viewed the video content on Make the Connection, and 93% say no.

Dr. Uchenna S. Uchendu: Well actually I’m not, it just says that we have our work cut out for us, and I will probably have a lot of people hitting the archives of this session, ‘cause they are going to find out what they missed. And for anyone else who is on the call, it is your opportunity to use your voice for Veterans and put the word out, so that is great. Wendy, you have the floor.

Dr. Wendy Tenhula: Okay, indeed, thank you so much Dr. Uchendu and I have exactly the same phrase came into my mind when I saw the poll results that I have my work cut out for me, which is great. So I am actually um, good with, I am in some ways sorry that more people haven’t seen it or heard about it, but I’m really excited to then have a chance to show you all something new that I am really excited about. As Dr. Uchendu noted, it’s not something that is new, the VA’s Make the Connection national outreach campaign has been in place for about 6 year, not quite 6 years, but it’s ever growing and ever evolving and so it’s, we’re hoping to continue to expand and expand our reach. And I really just want to start by saying thank you for including me and this topic in the webinar for today. There is, there are so many points of synergy and connection between the issues, that you talked about at the beginning of the session, with regards to health equity and so many different factors that I think come into play in our work on Make the Connection. And I also hope listening to Dr. Burgess’ presentation that people will see Make the Connection as a possible tool to address some of the implications that Dr. Burgess discussed in her presentation. So I think it’s a nice segue into showing you Make the Connection as a tool and what it is.

So I have switched from showing the slides, you all have the slides and they provide similar content to what I’m going to talk about, but what I’m going to do is show you live rather than just show slides and talk to them, I’m going to show you live and give a demonstration of the Make the Connection website, which is really the hub of the national outreach effort for VA with regards to mental health. And so just a quick overview of what I’m going to be talking about: I’m going to give an introduction to the goals of Make the Connection, and the approach that we use as part of the campaign. I’ll give a brief demonstration of key features of the site, including the filters that can be used to really customize the user experience. And also resource locator and a spread the work page. I will have an opportunity to share some insights that VA professionals and clinicians have shared with us about Make the Connection. And hopefully show you some ways that you can use Make the Connection in your work with Veterans, whatever that roll may be. There’s a lot here and I hope I can give you a flavor about it and what it’s about. I am really sorry that I am not able to show video as part of this presentation, it just doesn’t work on this platform and any webinar platform that we have tried out actually, it’s pretty, it’s a challenge. 

But the reason, and the reason I’m sad about that is because really, the heart of Make the Connection is videos, and they are videos of Veterans speaking in their own voice, unscripted, with to other, with the idea that they are speaking to and reaching out to other Veterans about their personal challenges and their journeys for recovery and to having more fulfilling lives. And since 2011 we have traveled to 25 cities across the country, and we have filmed hundreds of Veterans from every era of service, every branch of service, as well as some family members and friends. We have tried very hard to balance and make sure that we are representing every demographic group, ethnic and racial groups, as well as age groups, era of service, whether somebody has served in combat or not, those are some of the factors that we try to make sure that we’ve got good coverage of with the idea that any Veteran who goes to the website can find stories from Veterans that they can relate to, and that will resonate with them. And so in this year, in 2017, we have filmed in San Diego, and Detroit, and Phoenix. And captured some additional inspiring stories ranging from conquering opioid addiction, to overcoming homelessness, as well as more common what people might think of as more commonly as mental health conditions and clinical aspects of care and treatment. And It’s really inspiring to be at the video shoots when we do them. The Veterans who come to the shoots, they are ready to tell their stories and they leave feeling empowered and hopeful that if their words helped 1 person, then they’ve continued to honor their commitment to serve and protect their brothers and sisters. And so, we now have over 500 Veterans who have told their stories as part of our Make the Connection effort across the country, and across the country they are now local advocates for mental health in their communities, and really helping us to reshape the national conversation about Veteran’s mental health. And um, so we are really tremendously appreciative and amazed by the courage that they show in telling their stories very publicly about things that are frequently very difficult to talk about, and things that people don’t talk about very often, which is again, part of why it is so important, we think.

So, I want to talk briefly about the goals of Make the Connection and then I’ll shift gears and show you some of the features of the website. So VA created Make the Connection to first reduce the barriers to seeking mental healthcare, including stigma and negative perceptions that some Veterans associate with mental health challenges. Secondly, to shift the social narrative around mental health towards one of strength and hope and recovery. Thirdly, to help Veterans and their families understand that whatever they’re experiencing, they are not alone and that recovery is possible, that effective treatments are available, and that they can seek help. Lastly, we want to make that easier for them and explain that VA is one of the many places Veterans can reach out for help, so I’ll show you in a little bit the resource locator that we provide that shows both VA and community resources, because from our perspective it’s not important where people go for help, as long as they go for help if they need it, and get support that they need. So the resource locator is one of the key features that I want to show you and talk about. 

As I mentioned, we have hundreds of videos of Veterans and their family members sharing their experiences and their paths to recovery. When you go to the website, you can filter the content and filter what you see, both in terms of video content as well as we have information about life events and experiences that are common across, to Veterans as well as other people. All of the content on the website is written in very non-clinical terms and presented in ways that we hope are approachable and understandable and easy to read. Sorry I’m, got ahead of myself. So the filter, in order to customize the user experience allows a Veteran, or a clinician, or a family member, or just someone who is interested in learning more, to filter their experience, filter the content they see, based on if they want to, you don’t have to, and none of this information is saved, it’s all anonymous. But if they want to, they can, you can filter it, so right now I have it filtered so this, on, to focus on Veterans who have served in the Army, who are male, Vietnam era, and served in combat. So you, the picture that you see is a gentleman who served in Vietnam, and is a man, and if you scroll down, the information that comes up about life events and experiences, for example, is on topics that we know are most relevant for that sub, those sub-groups of Veterans. And so we try, by using the filter you not only get different pictures and images that hopefully are more relatable, but the information that is provided and that’s brought forward is information that is  hopefully most relevant to you based on the information that you put into the filter. So if I change this, and I say that I‘m a female who served in the Navy [pause 44:47- 44:50] during, it’s going a little bit slow, sorry about that, but hopefully you can see it,[pause 44:55-45:00] during, the present conflicts, you can see that the image will change at the top and also the information that’s presented under, for example, life events and experiences, the first topic up here before was I believe death of family members and friends, that’s something Vietnam Veterans are more likely to be experiencing at this time in their lives. An OEF/OIF Veteran, a younger woman who is transitioning out of service, is more likely to be interested in information on these topics. And so, so again, the images change, but also the information changes in an effort to try to make it as relevant and relatable as possible. 

As I mentioned, one of the key features of the Make the Connection site are the videos. So I am just going to click on here, and the way we organize our thinking about the Make the Connection site is, we want people to listen, learn, and locate. So we want them to listen to stories from Veterans about their experiences, and that’s through the videos. We want them to learn about life experiences and life events, signs and symptoms of mental health conditions or specific detailed information about particular conditions. And then we want them to locate help through the resource locator, if indeed they’re in need of support or know someone who is in need of support. So that idea of listen, learn and locate, follows throughout the whole approach that we have used here. So the listen part is, as I mentioned, is the videos. And we have a gallery and when you first go to it, it shows all 600 and some videos, and so then you can filter that based on what kind of information you are interested in. And so if I am interested in learning about the effects of military sexual trauma, or I am working with a Veteran who is experiencing effects of military sexual trauma, if I click on that, the videos that will then show up are individuals who have experienced and talk about their experience of military sexual trauma and the related consequences, and what they have done to improve their lives following those experiences. And so if you, then when you mouse over any of the tiles, you get a little bit more information on who the Veteran is, and where, what branch of military they served in, and what era they served in, and whether they served in combat. If you click on this then what comes up to the front is Tracey’s video and it gives you a little bit more information about what her story is and what she talks about in her video, and then you can just hit play and hear directly from her. And so, that just gives you an idea of sort of how to navigate within the video gallery, and as you can see here there are a number of different, there are I think 48 different things that you can filter on, depending on what it is that you’re more interested in learning about, or the Veteran that you are working with might be experiencing. It is also a nice, an easy way to narrow down the content and the information and find exactly what you’re looking for. For example: if we want to understand or are working with a Veteran who has schizophrenia, now the videos that show up are one who, are Veterans who talk about their experiences with schizophrenia and other serious mental illnesses. And you can go directly to those and learn more. So for example, here with Brenda, she was in the Army Reserves National Guard after Vietnam and it says there Brenda found the support she needed to live well. And then you go to, click on the video and it tells you a little bit more about her story, some of her experiences and what kinds of things were helpful for her. And then again, I really wish I could show, play the video and that it would be useful, because that’s the really powerful and interesting part of this, but I want to show you how to get there so that hopefully then you will explore and the next time there is a poll question about whether you have seen Make the Connection videos, the answer will be yes.

So next, let me just briefly show you the Resource Locator that I mentioned. It allows users to, so under resources up the right hand side here, I’m just going to the information and resource locator, and what it does is allows people to find VA resources through the first tab here. It links to the SAMHSA, the Substance Abuse and Mental Health Services Administration and HHS, Behavioral Treatment Services Locator, which identifies substance abuse and mental health resources in the community, and then also the National Resource Directory, so that, which includes a wide range of services, not just health and mental health, but local, federal, and state programs, as well as private organizations that address a wide range of needs for Veterans as well as service members. So just to show you quickly how this works, you would choose a location, I’ll just put in the zip code I used to work at the Baltimore VA, so I’ll put in the 21201 zip code, and within 50 miles, if I’m interested in finding a Vet center or a chaplain to speak with, so you can specify what kind of information you are looking for, whether it’s a medical center, outpatient clinic, Vet center, PTSD program, suicide prevention coordinator, a chaplain, or VBA, Veterans Benefits Administration offices, or you can click for all VA resources. Then you click on that, and what it will show you is, so I clicked on Vet centers and chaplains, say I don’t want to go to a medical center, I want to go to a Vet Center or I want to talk to a chaplain, it will show me on a map and in the list off to the right, the Vet Centers and chaplains who are within whatever mile radius you put in of the zip code that you put in, or you can do it by state as well. So then I can click and this shows me that this is the Annapolis Vet Center, if I click on that it goes right to it on my list over here and shows me the phone number and how to reach that Vet Center. And so very quickly and easily, people can get to resources and reach out for help, which is what we hope they’ll do. 

The next thing that I want to show you is our What’s New section of the website, which is new. In this section Veterans can interact with timely stories that we hope will resonate with them. It is regularly updated several times per month, and includes articles that relate to mental health of Veterans. The most recent one is supporting recovery through spirituality, there is a place where individuals can sign up to receive an e-mail when there is a new entry into the What’s New section. And then you can scroll down and see past entries; what to do after the military, a 4th of July article about some considerations for Veterans and mental health around 4th of July, which can serve as a time where there can be reminders of difficult experiences, there’s an article focusing, spotlighting a particular Marine who shares his story to help other Veterans with PTSD, and so on. And so this, this is a new feature that we have that, like I said, gets updated regularly and has timely stories as well as links to videos that are related to the topic of the story. And another thing that I want to be sure to show you, because I know that this audience includes at least some clinicians, is if you go under the information for,  there is a section for Veterans, family and friends, clinicians, and under the clinicians section we have information about how clinicians can use Make the Connection as a tool to engage with Veterans or family members, particularly those who may be reluctant to seek support. There are 5 separate videos here, different chapters, we’ve had, we include information [poor audio 54:29-55:55] suicide prevention coordinators and their experience in using themselves and improve there, the Veterans I wonder if I can do it, let’s see if I can scroll to one of the slides to learn about how Veterans that you work with. In mental health treatment a lot of times people don’t know what to expect or what it might look like and what that might be like for it can really be used to validate Veterans. It can be used to begin treatment and how people follow through on [continued poor audio 55:55-57:11] they have a conversation with the Veteran but you see a little bit more about what we are talking about and then come back, and the next time we meet get you started exploring Make the Connection team or recommendations for videos on particular if there are ways that you can think of what you do. And we’ve done a lot of work that is promoting mental health in[End of poor audio 57:11] we can provide Make the Connection videos that can be played sharing the What’s New content that I showed you, that Make the Connection can be used in staff training as well as in training programs with interns and fellows and other students. The educational video that I talked about in particular is helpful for that, and then also for community engagement. Just today there was something that where a local T.V. station in New Mexico, I think it was, used videos from Make the Connection and content that Veterans had shared, information that Veterans had shared on Make the Connection to focus in a story on a particular type of treatment for nightmares related to PTSD, and so it’s easy information to share with local media that really conveys, again in Veterans own voices what their experiences are like and what’s been helpful for them. So these are just some ideas how you, and others, might be able to use Make the Connection. Again, I hope that this has just wet your appetite and gotten you interested in exploring more and seeing what’s there, on Make the Connection. The videos are incredibly powerful and courageous and just educational, so I would encourage you to, I’ll stop my sales pitch and would encourage you to check them out and please do feel free, I’ll go to the last slide. I think, Oops I don’t have the slide up 

Dr. Uchenna S. Uchendu: I think that was your last slide, Wendy. Thank you so much, I know that the delays in the linkage of the website kind of built into the time and we are already almost at the top of the hour but I wanted to give the audience a chance, if they have questions I think we will hang around to answer them. Rob, I think we will skip the last poll question, you can leave it on the screen so that it allows people to make contact off line if they choose, and provide that information. But I want to thank Wendy, I think we knew that it was going to be difficult to play a website during the session, but I think given the secretary of the VA’s priority with suicide prevention and the fact that this is a very important topic, we wanted to make sure that people knew where to go. You talked about listen, learn, and locate, I would like to add the last word that is a part of our series, Focus on Health Equity and Action, I’d like to add action to your three L’s, it might mess up the Ls, but I think when people listen learn and locate I’d like them take action as well and it is quite a lot of what we do with the series and the power of narrative lengthens also to what Diana had talked about earlier in ways of moving forward, how do we use these narratives. So I am glad to see this all come together. I will pause and see if Rob received any questions or any comments from the box. I believe that Wendy and Diana can hang on if we have people who have things they have to, they want to get out of their mind.

Rob: Let me just quickly say that for audience members, if you need to go, it is after 4 o’ clock, please go ahead and answer the survey that pops up when you close the webinar, if you have to leave right now. And we really only have a few questions. First of all, Wendy, you got an offer to continue the conversation from Katherine Hall and David Goodrich who’ve done research on physical activity and cultural competency with Veterans.

Dr. Uchenna S. Uchendu: If you want to advance the slide to the one that has our information so that the people can also see that, there is another slide after this one if you give me control I can do that while you are reading the question. Thank you. 

Rob: I think I have it, is that it right there?

Dr. Uchenna S. Uchendu: Okay, yeah that’s it

Rob: Another question for Wendy, this person wanted to know if it’s possible to choose multiple eras in the Make the Connection website?

Dr. Wendy Tenhula: What you can do if you are interested in multiple eras, that’s a great question, is just not filter on era, and then it will show you Veterans from all eras. So the way that it’s set up, I think the technology is that you can either select an era or not select an era, and then you would get across. So for any of the filtering categories you can leave them blank and then if you’ll get so if you left, if you didn’t select an era and didn’t select a gender, for example, you would get content and videos that would be relevant across eras and to both genders.

Rob: Thank you. Mostly all we have Uchenna, are people saying thank you very much for this, I am a Veteran and this is going to be, really help me. Thank you for what you are doing. One person expressed frustration that research doesn’t get out to the VHA sights until maybe 9 months later, and we’ll have to address that afterwards. Really, that’s all we really have, we don’t have any more questions, so I think it’s time to wrap up.

Dr. Uchenna S. Uchendu: Okay, if you advance the slide I think there is a couple more towards the end, I want to give a shout-out to the series, thank you to all of the presenters today and the one we just watched, thanks to Rob and his team, we will have archived coming up in the next couple of days and you can go listen if there is any section you feel like you want to go over again, and there will also be the whatever was showing on the screen, you’d be able to see that along as well, and our past sessions are all archived. We won’t be having a session in August, we will have an August break, but you can spend the time to check out the archives of all of the others and we will be back in September, last Thursday of the month, 3 to 4 PM. My information is currently on the screen, the Office of Health Equity would like to hear from you as well as have you sign up for our Listserv which is continuing to grow, you need to find out what others are so interested in and what you are missing out on. Join us and you will get that information from time to time. That’s all I have Rob, I really appreciate everyone. Thank you for the platform and support that you provide so expertly, Thank you Wendy for walking us through that website, I feel your pain about not being able to show the video but people can go back and do that for themselves and so they can check the right box the next time. Diana thank you for sharing your work with us, my guess is you will be back with more details as this work gets published and gets translated into action, so thank you.

Dr. Diana Burgess: Thank you.

Rob: One more time audience members, if you go ahead and leave or when I close the session, please do fill out the survey, we count on you and your answers to continue to bring high quality cyber seminars. I would like to express my thanks to Dr. Burgess for her work in health disparities and providers attitudes and I’d like to reiterate what everybody has said, it was the technology that we are using for the webinar that was the limitation, not Dr. Tenhula’s website, the videos are very beautiful and high quality. Please do go to the website and check them out. Thanks everyone, I’m going to go ahead and close.

Dr. Uchenna S. Uchendu: Thank you
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