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Robert: Today we’re lucky to have Katherine Hoggatt, I hope I didn’t mutilate that too bad, who is a Career Development Awardee and research health scientist at the Center for the Study of Healthcare Innovation, Implementation and Policy, acronym CSHIIP, at the VA Greater Los Angeles Healthcare System and also adjunct assistant professor at The Department Of Epidemiology at the Fielding School of Public Health at UCLA. We also have Susan Frayne, MD, MPH, I’m sorry Katherine, credentials are PhD, MPH, we also have Susan Frayne, MD, MPH director of the VA Women’s Health Evaluation Initiative, WHEI, and VA Women’s Health Practice Based Research Network at the VA Palo Alto Healthcare System and professor in the Division of General Medicine Medical Disciplines at Standford University. And as always, the woman who puts all these Cyberseminars together Dr. Uchenna Uchendu, MD. Who’s chief officer of the Office of Health Equity at the VA Central Office in Washington, D.C. And as it’s just the top of the hour Dr. Uchendu can I turn things over to you?
Dr. Uchenna Uchendu: Hello everyone. Thank you, Robert. Greetings from Washington, D.C. and thank you for joining us for this month’s session of the Focus on Health Equity and Action Cyberseminar and our title for today is, Advancing Health Equity Through Partnered Evaluation and Action. I won’t go through the introductions but you’ll be hearing from all three of us during this call, or during this conversation and you will know when we make those transitions accordingly. This slide our disclosure that today’s content represents our content and do not necessarily represent the views of the Department of Veterans Affairs or the US Government. So we’ll hope you’ll take that into advisement.
And the next slide which you are looking at, this is my attempt to walk you through what you’ll be expecting within the hour. As usual I will explain the background with the connection to VA and VA’s health equity vision and the Secretary’s priorities. I will also connect the dots on how the activities and results we’re sharing with you today at the Focus on Health Equity and Action Cyberseminar showcase our ongoing alignment through partnership and collaborations with synergy in this initiative towards achieving health equity. And then I will turn it over to Dr. Katherine Hoggatt to share suicide and mental health mortality data from this initiative. After that Dr. Susan Frayne will take us through the medical conditions and she will go over them with regards to race/ethnicity, gender, age, mental illness, geography, and service connection. I know that seems like a lot and you will find out that the slides are also heavy with information but Susan will be making some highlights there and you will have the rest for, you know, follow up. Either directly or for review as you deem appropriate. Then I will do a wrap up and we will hopefully allow time for questions and answers. 
The next slide is intended to set a historical perspective about initiative. OHE, Office of Health Equity, partnered with Office of Research and Development through the QUERI mechanism to solicit submissions in 2014. The Office of Health Equity, we use this mechanism and you will see why, hopefully. We intend it to be able to identify a process to do this and do it right. So even though the initiative itself is not research, we partnered with QUERI to use the research mechanism for review and selection of a team in order to make sure that we’re able to meet the goals that we intended for this project. And as the director of QUERI at the time put it, she said the QUERI role was matchmaking in the process and I concur. That this matchmaking was well made. 
And so this slide gives you the intent. We intend to evaluate the extent to which we observe gaps in quality outcomes of care across major health conditions facing Veterans. The mechanism was that my office will provide a good chunk of the funding to the tune of up to 200,000 and QUERI was providing 50,000 as part of their collaboration with us in this project, per year. And the key dates were down. So again, like I mentioned, these were, this slide is a historical perspective and so I won’t, you know, go over those for you, but I share it here in order to give you the background. We did keep to the timelines and we reached the funding decision by March 2, 2015. 
The problem we were hoping to attack is shown here. We were hoping that the teams applying would briefly describe the current knowledge regarding disparities and gaps in quality across key conditions associated with increased morbidity and mortality among Veterans with a particular focus on national VA care. But even though our initial target was national VA data, we were also hoping that in the long run we would be able to drill down to specificity levels as well. And that will be a topic for a future discussion. The insert you see here you have the probably seen pretty often from our dialog, the populations of focus that we usually target and you will find out from the data and discussion today that a lot of them were touched but we are not there yet with all of them because we don’t have data in all of the areas. For instance, sexual orientation, the VA now has the field to collect sexual identity, gender identity data but at the time this work started and for the Fiscal Year 14 data which we being shared that information was not available. And even though the field is now available there will be the passage of time before we gather enough to make meaningful work out of that. But I say that to say that, you know, we are moving forward in some ways. And you will also find out from the discussion today that areas like socio-economics that group continues to, you know, it’s evolving in terms of what do you take into account and what don’t you and what makes sense. So with that I will leave that piece alone but that’s just to say you won’t have us sharing data in all of these areas. 
These were the specific aims that were put out in the call for proposal. Again, I’m not reading this slide to you but I wanted to draw your attention to a couple of things. I had already mentioned we’re looking at national data in general in the area, the areas of the vulnerable populations you saw on the previous slide. The stool insert that you see here is actually the stool that the content defines the three legged stool the areas of VHA mission. Caring for Veterans through research, education, and clinical care. And you will see that this initiative kind of pooled all of these elements together in trying to come up with the data and activities, with research, that will support education and also support clinical care with the ultimate aim of making the care better for all of our Veterans. So one of the questions we hope had asked for the applications to include was, what are the major gaps in quality of care among Veteran using VA by all of the parameters that I shared with you earlier and to the extent it was possible and to what extent has quality of care improved over time for these conditions and across treatment settings? And then the other question we posed was, to what extent our new models of care beyond the clinic walls like telemedicine, e-health, peer support and community health workers reducing gaps in care, especially for vulnerable groups. 
We did receive a lot of submissions, on the score that we really did get seasoned researchers with strong partners for support including data sources. The good news for me, for that, was that it meant that people were really interested in doing this work and but the other part of that too was I was glad we used the QUERI mechanism because it allowed us to do an objective process of making the selection and doing the best we, we, we possibly could. The Office of Health Equity subsequently worked with the team to refine the path, provide letters of support, secure necessary data access. You know that’s to build a foundation for subsequent data analyses. And then we’ve been an on-going dialog with relevant input, discussions, alignment, with our goals and as there were shifts in response over time to involving VA priorities as you will see today’s discussion touches on suicide and I will make that connection for you shortly. I’m glad to say also that there has been some product of this work. Some more tangible than others. The Health Affairs paper in June of this year, there’s more in the works and some of the data that you will learn about today provides some of the insights. 
The insert that you see in this slide is a quick recap of what the aims of the team that was awarded this partner evaluation initiative led by Dr. Donna Washington as principle investigator. That’s a summary of the approach that the teams did propose. And here are more of the team members that you will hear from on today’s call. Due to scheduling conflicts Dr. Becky Yano and Dr. Washington could not join us for today’s session. And this picture, however, was taken during one of our annual sessions coming together to share ideas and to share progress and figure out appropriate next steps and general direction. This particular one was in 2016 here in Washington, DC and as you can see from all the picture excerpts surrounding the picture we were busy during that time. So that was just one more on the historical piece for you as you overtime you will also learn that a lot of these materialized and so in the works that eventually got done. 
And I promise to make the connection the VA Health Equity Action Plan I think you’ve seen this slide enough times if you’ve been on our series but the particular thing I want to point out today is how we’re leveraging this research on evaluation which is the last bullet on this slide. One of the five key areas of the health equity action plan. And that is the area that we applied to the extent that we could in this particular initiative and in that field and the information that we are sharing with you today. 
And this is another slide that is becoming more of a constant on our series. Again, linking us to the Secretary of the VA’s priorities and this slide is a result of our cross work, crosswalk in the Office of Health Equity how does the health equity action plan align with the agency’s evolving priorities and I won’t be reading it to you but applying the equity lens I think applies across all of them and in particular today with suicide prevention there is discussion on some of the data that can inform that conversation as well.
This is also setting the stage to make the connection for some of the information you’ll be hearing today. I know, [unintelligible 0:12:49] again during the course of this discussion but this is actually a table from a research study that was done by Dr. York and others. You will see the thoughts on the insert here about the risk factors for Veteran suicide and interestingly this predated suicide becoming a top priority at the VA but I bring this on as a historical perspective as well because this work is informing a lot of ongoing work and as you will see from some of the data that is being shared they, the people who are at high risk over time have not changed as such and that information is important if we are going to be able to focus our energies to achieve suicide prevention to the extent that no Veteran, and actually no one if that is ever possible, takes their own life because we would have been able to apply these risk factors appropriately and make the necessary adjustments to help everyone who does need it. 
And this is one I think from last connection to today’s discussion. I bring this up because you will be hearing of medical conditions that Dr. Susan Frayne will be taking us through. This particular slide was born out of the National Veteran Health Equity Report which is based on Fiscal Year 13 data. The work of the partnered evaluation data is based on Fiscal Year 14 data, at least the ones that you will be hearing about with regards to the medical conditions. The suicide data has a slightly different timeline and Dr. Hoggatt will go over that for you. But regarding the medical conditions this slide shows the top prevalent medical conditions among the various groups that we have information for. So racial/ethnic women of various age groups 1452 serious mental illness and the items in red and bolded, the items in red are the ones that are most prevalent, as you can see. And I bolded them also because another paper, the paper that came out of the Primary Evaluation Initiative from the Health Affairs, that was published in Health Affairs also identified disparities in hypertensions and diabetes persisting over time. And so I bring back this slide even though we had shared this in a previous conversation to make that connection once more and Susan will be taking a slightly different approach today with the Fiscal Year 14 data where she will be talking about adjusted odds ratio and she will be explaining the difference between that and prevalence when she takes on her section.
 And these are just for your reading pleasure. We usually include some materials related to the topic. The National Veteran Health Equity Report I mentioned is the first one. The second one is the paper, Veteran-specific suicide prevention that I took the table from. And the other aspect being other related Cyberseminars where we have shared data in different ways that you might find useful in connecting to today’s discussion. And with that we get to the very first poll question and I believe, Rob, you are taking us through this particular poll? 
Robert: Okay. Question is: How familiar are you with the patterns of suicide mortality among Veteran VHA patients? Answer number one, no prior knowledge; two, you have some knowledge: I am familiar with some of the groups that have high suicide mortality rates; choice three, considerable knowledge: I have read up on or studied the patterns of suicide among Veterans; and option number four, I have expert knowledge: My work focuses on suicide or I work with patients at risk for suicide. And we have about 50% of the audience voted, I’ll leave it open for a few more moments to give everybody a chance. And things have levelled off so I’m going to ahead and close the poll and share out the results. And what we have is that 19% chose that they have no prior knowledge; 66% said that they have some knowledge and are familiar with some of the groups that have high suicide mortality rates; 13% say that they have considerable knowledge, they’ve read up or studied the patterns of suicide among Veterans; and only 3% say that they have expert knowledge that their work focuses on suicide. Back to you.
Dr. Uchenna Uchendu: Thank you so much everyone and thank you Robert. You will find out shortly that your responses to that question set the stage for Dr. Katherine Hoggatt who is going to take us through the next section.
Dr. Katherine Hoggatt: Thank you very much Dr. Uchendu and Robert. I think that this talk will perhaps be most directly targeted at people who have less information or less background knowledge on the patterns of suicide or other mortality among patients with mental health conditions but I’m hoping that there will be something in here for everybody. So as Dr. Uchendu has mentioned, VA has highlighted suicide prevention as a health care priority. As she also talked about previous research on suicide among Veterans has reported that suicide mortality rates are particularly high among individuals who have certain mental health conditions. And in addition, high rates have been observed for certain other groups including white Veterans and Veterans living in rural areas. Patients with mental health conditions as you saw in Dr. Uchendu’s previous slide also have a high burden of other health conditions, notably hypertension and lipid disorders. And so patients with mental health conditions could also have high mortality due to other causes linked with those types of health conditions. Today what I’m going to talk about is some of the work that we’ve done as part of the OHE-PEC to examine differences in suicide mortality for patients with mental health conditions and then for patients in other groups. And then to examine differences in all cause mortality for patients with mental health conditions. 
So, as background. This work focused on the Fiscal Year 2009 Veteran VHA user cohort which included about 5 million Veterans. These were all Veterans who had used any VHA care in Fiscal Year 2009. This cohort was defined in conjunction with our collaborators up at VA Palo Alto. Mortality follow up for this group started, and this was a person specific timeline, on the Veteran’s initial visit in Fiscal Year 2009. The end date for follow-up was December 31, 2011 or the date of death for those Veterans who died during that period. Next slide.
All right, we assessed all-cause mortality using the VA Vital Status File and cause specific mortality was obtained through a linkage with the National Death Index. The causes of death were coded in terms of ICD-10 codes and today, there’s a typo here, we’re going to focus on suicide as a specific cause of death for this presentation but we won’t be discussing cancer. 
All right, next slide please. So, in addition to patients with mental health, which we’ll discuss in a moment, we also examined rates of suicide among patients of different race/ethnicity, rurality, and service-connection. Overall about, we had non-missing racial ethic data because of the algorithm that Dr. Washington has developed. We had non-missing data for about 95% of the population. The majority were white, however about a quarter of the members of the cohort were in a racial ethnic minority group. About 7% of the Veteran VHA users were women, about a third lived in rural areas and about half had a service-connected disability with about 7%, 100% service connected. For the mental health hierarchy variable we defined mental health conditions using a hierarchical definition. Our categories were SMI, which is Serious Mental Illness, which would include conditions like schizophrenia and bipolar disorder. Depression or anxiety, this was the definition of the category for depression or anxiety included only those individuals who had a diagnosis of depression/anxiety but not a diagnosis of serious mental illness. For other mental health conditions that included Veterans with diagnosis for other mental health conditions not including SMI, depression, or anxiety. And finally the reference group was individuals with no mental health conditions. Because of how we defined those categories they are mutually exclusive and people were classified essentially into the category with the most severe condition they had a diagnosis for. Next slide.
All right, so we computed all-cause mortality rates by category in that mental health condition hierarchy. We looked at both crude and age- and sex-standardized rates. And then we estimated all-cause mortality hazard ratios comparing patients with mental health conditions to the reference group with is patients with no mental health conditions and those estimated were age- and sex-adjusted. Next slide.
After that we looked at suicide mortality rates for patients by category in the mental health condition hierarchy. And we also examined suicide mortality rates for categories of race/ethnicity, urban/rural, and service-connection. When we examine these mortality rates we computed crude and then age and then age- and sex-standardized rates and when we computed the suicide mortality hazard ratios we adjusted for age and sex. Next slide.
So out of those approximately 5 million Veteran VHA users they accumulated a total of about 14 and a half person-years at risk for mortality. In this group there were about 500,000 deaths observed and suicide accounted for less than 2% of those deaths. The top two causes of death, although we won’t be reporting these as cause specific mortality, were heart disease and malignant neoplasm or cancer and the two of those accounted for about 50% of the cause specific mortality. Next slide. 
So, what this first slide shows you is the crude and then the age- and sex-standardized all-cause mortality rates. These are scaled per 100,000 person-years for patients with serious mental illness, depress/anxiety, other mental health disorders and then no mental health disorders. Looking at the figure on the left it may not look as if patients with serious mental illness are really at risk for pre-mature mortality. However, some of that figure is misleading because there are considerable age and sex differences between patients with and without serious mental illness. Accounting for those differences, which is the figure on the right hand side, we see that patients with serious mental illness have notably higher all cause mortality. Some of which is driven by the higher occurrence of conditions such as hypertension and lipid disorder in that group. Next slide.
Now accounting for those age and sex differences, patients with SMI had all-cause mortality rates that were about 1.9 times the mortality rates for patients with no mental health conditions. And patients with depression and anxiety or other mental health conditions, both, had all-cause mortality rates that were about 1.3 or 1.4 times the mortality rates among patients with no mental health conditions. Next slide.
Alright. Now we’re looking at the crude suicide mortality rates for members of the different vulnerable groups we discussed. Those blue bars represent the crude suicide suicide mortality rates by race/ethnicity. The red bars are for urban/rural status. The yellows bars are for service-connected status, and the purple bars are for mental health hierarchy category. As you can see here there are definitely higher rates of suicide mortality among patients with serious mental illness which is what we would expect. We also see higher crude mortality among patients who live in highly rural areas and patients with 100% service-connected disability rating. What we don’t necessarily see are big differences among these groups. 
Looking on the next slide where we’ve accounted for age and sex, what you’ll notice that some of these patterns are more pronounced, but some are attenuated and notably the difference in suicide mortality rates for patients with serious mental illness versus the other mental health conditions or no mental health disorder are notably attenuated once we account for differences in the age and sex composition between patients with and without serious mental illness. The other patterns, though, are fairly consistent with what we saw in the crude suicide mortality rates and they’re moreover consistent with what the background literature has shown about the patterns of suicide among Veterans and among individuals in the general population. Next slide.
Alright. After we accounted for age and sex there were remaining disparities in suicide mortality for patient with serious mental illness, depression or anxiety or other mental health conditions. And, perhaps you would expect, the hazard ratio was notably high for patients with serious mental illness relative to those with no mental health conditions. Next slide.
The disparities in suicide mortality rates for patients who lived in a highly rural area or in a rural residence, again, this looks similar to the pattern that we saw when we were looking at the age and sex standardized rates. Patients who live in a rural area are at increased risk for suicide mortality relative to patients dwelling in urban areas and that difference is particularly high for those in a highly rural area. We also saw that for patients who are in a racial/ethnic minority suicide mortality rates were lower, considerably lower, than for white patients. Finally, for patients who were either had no service-connection rating or less than 100% service connection. Again, suicide mortality was notably lower relative to those patients with 100% service connection. Next slide.
So there are some caveats to this analysis. Notably our cause of death was identified based on death records with ICD-9 codes. As in any analysis that uses this as a source of information on cause specific mortality there’s the potential for under- or over-coding and, in particular, potential for greater under-coding for certain stigmatized causes of death including suicide. The mortality hazard ratios that we saw are adjusted for age and sex. But in thinking about how much identify or membership in different vulnerable groups might be driving those differences in suicide mortality rates, it’s important to remember that al we’ve adjusted for is age and sex and not other factors that might differ between these groups. We also did not examine using a mediation analysis. Any of the pathways or factors that might be mediating any disparities in suicide mortality. Next slide please.
With those caveats, however, we do note that the suicide mortality rates were high for Veteran VHA users who were white, highly rural, 100% service-connected or had mental health conditions and particularly SMI. This is consistent with what previous research on Veterans has shown and it’s, in a general way, consistent with patterns that we’ve seen in the non-Veteran, US general population. Patients with mental health conditions also had higher rates of all-cause mortality. There are some groups that might be considered, or might-not be considered traditionally disadvantaged who nonetheless have high suicide mortality rates which reinforces the importance of evaluating and assessing suicide risk universally. Not solely among patients with mental health conditions or other known risk factors for increased suicide mortality. Patients with mental health conditions have higher mortality rates due to other causes and including all-cause mortality which means that providing adequate, high-quality general medical care for patients with mental health conditions, and particularly those with SMI, remains critically important to ensuring their health and preventing premature mortality in those groups. So, without further ado I will hand this back to the group. I’m not sure, are we taking questions now or are we waiting for the end?
Dr. Uchenna Uchendu: We are waiting until the end. Thank you_
Dr. Katherine Hoggatt: Okay. Perfect.
Dr. Uchenna Uchendu: Dr. Hoggatt. And at this point that’s the clue for Dr. Susan Frayne to join us.
Dr. Susan Frayne: Hello.
Dr. Uchenna Uchendu: This very question that you’re seeing.
Dr. Susan Frayne: Wonderful. Thank you so much. This is Dr. Frayne and I’ll start with a poll question. How familiar are you with what medical conditions have especially high prevalence among subgroups of Veterans in the following categories? Defined by race/ethnicity, including some subgroups with low representation in the population, such as American Indian, Alaska Native, or Native Hawaiian, and Other Pacific Islander; and groups identified by rural/urban; service-connected status; sex; age; or serious mental illness status. So please mark whether you are very familiar with medical conditions in all of these subgroups, somewhat familiar with some but not all, or not familiar with medical conditions in a number of these subgroups. 
Robert: I just put the poll up.
Dr. Susan Frayne: Thank you. 
Robert: That was fast, we have about 50% already, and it’s streaming right along so we’ll give people a few more moments to make their choice. 
Dr. Uchenna Uchendu: Great. We thought this was a long question it might take people a little longer, so that’s responding. 
Robert: Okay, so things have levelled off so I will close and share the results. 6% say they are very familiar, 69% say they are somewhat familiar, and 26% say they are not familiar. Back to you, Susan.
Dr. Susan Frayne: Wonderful. Thank you so much for your responses. So I appreciate the opportunity to share some findings about medical conditions with all of you including in some of those less studied groups that were mentioned on that slide. So, my slides are aimed at helping to identify medical conditions that may have special importance for specific subgroups of Veteran VHA patients based upon race/ethnicity, rural/urban status, service-connected status, sex, age, and serious mental illness status. Next slide.
So we used national VA databases to identify all Veterans who used any VA care in FY14 and then identified their medical conditions based on ICD-9 diagnosis codes. We then calculated the age adjusted odds of a patient in the special population group having the condition compared to the reference group. A statistically significant odds ratio greater than 1.0 would indicate that the condition is more prevalent in the special population group being examined than it is in the reference group. For this presentation we’re only focusing on conditions that have odds of at least 2.0 that is situations where the special population group has at least two-fold higher odds of attrition than the reference group. 
The red text here is to remind me to clarify one point for you. My slides are talking about odds ratios not prevalence. You’ve already heard about prevalence from Dr. Uchendu. She presented a slide that showed what conditions had the highest prevalence in various, specific groups. For example we saw that hypertension, diabetes, hyperlipidemia, and musculoskeletal conditions like lumbosacral spine disorders were highly prevalent in multiple groups and that some other conditions that strongly affected certain other groups included obesity and depression. However, today I’m going to be talking about odds ratios rather than prevalence to give you a difference way of looking at special populations. So for example, there could be a condition that has a low prevalence in a certain special population group but that pops out as having a much higher chance of showing up in the special population group than it does in the reference group. And you’ll see that on the next slide. So now let’s dive into the results on the next slide.
So this slide shows what conditions have an odds ratio higher than two for each racial/ethnic subgroups compared to white. Unknown race/ethnicity and the multiracial group are not shown on this slide. So looking at this first column which is the American Indian/Alaska Native group you will see that the first row shows that tuberculosis has more than twice the odds in the American Indian/Alaska Native group compared to whites. The same is true with the high odds ratio for pregnancy diabetes, pregnancy with hypertension and housing insufficiency. The second column shows the Asian-American subgroup. Here you see a very high odds of tuberculosis compared to the white subgroup. The odds of TB was more than five-fold higher in the Asian-American group compared to white which I’ve indicated with the symbol showing Adjusted Odds Ratio or AOR 5+. Other conditions with high odds in the Asian group included pregnancy with diabetes, gastric cancer, and gout or other crystal arthropathy. 
The third column shows the Black or African-American subgroup. Here I had marked in bold and with a star those conditions for which the Black or African-American subgroup with high odds of that condition. In the Black, African-American subgroup conditions that had high-odds included sarcoidosis, which had five-fold higher odds compared to whites; renal failure/nephropathy, again that one’s starred because the Black, African-American subgroup was the only racial-ethnic subgroup that had that as one of its high odds ratios conditions; then several infectious diseases including HIV, TB, and Hepatitis C. There are also some gender-specific conditions including fibroids which has five-fold higher odds in the Black or African-American group. Vaginitis, pelvic inflammatory conditions, menstrual disorder, sexual dysfunction, infertility, ectopic pregnancy, and pregnancy with hypertension. There were also some malignancies and hematologic conditions including prostate cancer, gastric cancer, multiple myeloma, anemia, there’s also glaucoma. Schizophrenia also has higher odds [unintelligible 0:37:21] concerned about over diagnosis in the subgroup. And then housing insufficiency. 
Then in the fourth column the Native Hawaiian/Other Pacific Islander group conditions with high odds compared to whites included fibroids, ectopic pregnancy, pregnancy with diabetes and gout. And finally the Hispanic ethnicity subgroup had higher odds of hepatobiliary cancers compared to the non-Hispanic Whites and then TB and gastric cancer also had high odds. Next slide please.
So turning to gender we saw that there were at least two-fold higher odds of certain conditions in women compared to men. And these fell into some board domains. So endocrine disorders included thyroid disorders and osteoporosis which had a very high odds ratio, greater than nine. Some factors that affect quality of life, things like diarrhea, constipation, functional bowel disorders, nausea and vomiting, asthma, headache, myalgia/myositis including fibromyalgia, urinary incontinence and urinary tract infections. Then contraceptive care management was much higher in women than men, infertility, breast conditions both benign and malignant, thyroid cancer. Mental health conditions that included, that were high in women compared to men included dissociative disorders, personality disorders, and acute dress disorders as well as eating disorders. Which eating disorders has an odds ratio tenfold higher in women than men. And then some there were some low prevalence conditions but that had higher odds in women than men. Those include connective tissues diseases, rheumatoid arthritis, and multiple sclerosis. And then Allergies and urticaria. Next slide please.
So, not surprisingly, there was a lot of differences when we looked at various age groups. And here we used age 18 to 24 as the reference group. So for several high-prevalence conditions the pattern we saw as we looked across the different age groups was that the odds ratio increased with advancing age until we got to the older age groups, in the 70s or 80s and then at that point the odds started to decline again. We saw that kind of a pattern with hypertension, hyperlipidemia, diabetes, overweight, obesity, and COPD. And then there were some others where the odds ratio continued to rise even as we got into the very oldest age groups and that was true for coronary artery disease, male genital disorders, anemia, renal failure, atrial fibrillation, health failure, cerebrovascular disease, and dementia. And we saw that musculoskeletal conditions had a particularly high odds ratio for Veterans in their 50s. And then sleep apnea was particularly high in the 40s and 50s and then started to decline. Sexual dysfunction was high ages, the whole age range from 35 to 84. And we saw colorectal polyps going up abruptly at age 50, not surprisingly when screening tends to happen. Hep. C had a particularly high odds ratio between 50 and 69. And then there were malignancies that had various different patterns but, you know, were generally appearing in middle or older age groups but there were some cancers that were shifted towards younger Veterans and those included cervical cancer, brain and nervous system cancers, and testicular cancer. There were some mental health conditions that stood out in terms of their pattern. So schizophrenia was highest in Veterans ages 50 to 64 and we saw somatoform disorders that heavily in 35 to 59. And then while there were some general medical conditions that tended to be, I mean most of the general medical conditions tended to be particularly common in older patients there were actually some conditions that tended to be shifted toward younger patients. So examples of those were allergies, liver disease, fibroids, infertility, and pregnancy with diabetes, cervical cancer, testicular cancer, connective tissue disease, and inflammatory spondyloarthropathies, spine disorders of cervical spine, and myalgia or myositis. Next slide please. 
Serious mental illness was also associated with excess risk of many different medical conditions consistent with the kind of patterns that you saw on Dr. Hoggatt’s slides. So I’m not going to read all of these off but I think the slide speaks for itself. That Veterans with serious mental illness have a heavy burden of medical illness. Note on this slide that there were so many conditions with odds ratio higher than two is that I just listed the broad category of conditions and only listed the specific condition if they had an odds ratio higher than three. Next slide please. 
This final data slide shows that Veterans who reside in large urban areas have two-fold higher odds of HIV disease compared to those in small urban areas. And also that Veterans without a service-connected disability have a higher odds of housing insufficiency as compared to those with 100% service-connected status. Next slide please.
So a few caveats to continue in interpreting these results. So first, medical conditions here are identified from ICD-9 diagnosis codes. The potential for under-diagnoses or over-diagnosis and patients who come to the VA infrequently may have less opportunities to have their diagnoses recorded, even when present. And second, the odds ratios here are adjusted for age but not for other factors like sex. This could explain for example why we saw high rates of certain gender specific conditions among some racial ethnic groups since women Veterans in VA have higher racial/ethnic heterogeneity than men. Next slide.
So the take home message is that health profiles can vary substantially depending on what special population subgroup you’re examining. And this is important to consider because there are some subgroups that have low representation in the VA and have historically received much less research attention in the past such as Asian, American Indian, Alaska Native, Asian, Native Hawaiian, Other Pacific Islander and women. So clinicians who are caring for Veterans in these special population groups need to familiarize themselves with medical conditions that may appear disproportionately within these subgroups. Thank you.
Dr. Uchenna Uchendu: Well thank you Susan. You moved through that effortlessly. The amount of information that was on some of those slides. You definitely showed that you have full control of the information so thank you. And I’m sure there will be questions whether during the cyberseminar or afterwards from people who might be interested in more information and we will hopefully, we’ll be allowing time definitely for questions today as well. And we’ll share information so people can follow up. So this last bit before we go into the Q&A. I wanted to make an addendum to something I said earlier and I’m glad there was room for additional highlights. The picture that was in the meeting session from the 2016 also included Deborah Riopelle who is from Palo Alto and Kenneth T. Jones from the Office of Health Equity who we’re obviously were very active participants at that meeting and other activities around the partnered initiative. 
Also, I wanted to add a little bit more on a couple of places. For the 2016 meeting in insert you see on this slide, there were discussions a lot at that time around, you know, corralling around access. As you notice we typically do a lot with aligning in the office and with our initiatives with the priorities of the agency and definitely access has been an issue that VA has been working very hard to solve in the last couple of years. And then the issues of intersectionality, you know when someone belongs in one group or some people have background that cut across groups. And as you may have noticed in some of the discussions about what the data is showing, for instance that one of the slides that Susan had, showed that there were increasing the odds ratio among women who were Black with issues that seem to be around childbearing age. So in that situation the intersection would be race and gender. And there are several others with age and so on and I know that that works. We had discussed and you will most likely be getting some activities and publications coming from that. 
So some of the things the focus that we did together was trying to figure out what are the areas that will add value to the research world, or add value to the operations world, will add value to Veterans who is, you know, the main focus of what we’re doing. And the hypertension diabetes disparities impact paper Dr. Donna Washington already presented that at various meetings and that was published earlier. The other questions that we raised in 2017, some are of which I have shown here. What are the conditions that we should be paying attention to when it comes to race/ethnicity? I think we have now between the Fiscal Year 13 data and the Fiscal Year 14 data we’re still corralling around the same things. Even though Susan took the odds ratio approach in the discussion, you will notice, I want to point out exactly something like renal failure, renal failure, even though the overall prevalence might be low, it turns out the precursor or renal failure includes hypertension and diabetes. So being able to catch these things and these diagnoses and pay particular attention to them could also prevent other things that could go wrong in the long run. 
The intent of this was to stimulate for that thought and discussion the new models of care. VA is rolling out telehealth in more ways than we have before and leading the way in that direction the questions that we raise there are those who could benefit the most using telehealth. Again, when we pose these questions they’re based on the various groups that we pay attention to, either historically or systematically may not be at par with everyone else and hence you saw on multiple of the slides today what the reference group was. And then applying geospatial to telehealth and other activities that can promote the health and wellness of our Veterans. So it’s fair to say that, you know, this work, even though the partner of the initiative is putting out a report which will be coming in the coming weeks or months but we are hoping that that is not the end of the story. That it’s a continuing discussion on what the highlight that people can take and as I usually say with regards to health equity, which part of the cause can people own? That is part of the teach in this conversation today is what stimulated in your mind about what you can begin to do or where you can use this information to better the lives of Veterans. 
And as I usually charge that we hope that people consistently report, monitory, trend, and track whatever metrics along vulnerable lines because it allows us to see how those impacts, how the Veterans are doing. And doing so is also a way of showcasing our transparency for the groups that support accountability and bolster trust. And of course I still say the pursuit of health equity is everyone’s business. It’s a journey that takes time and effort and I keep asking what can each of us do in our area of influence to advance health equity and at a minimum that we do not increase the disparity. And if you had any ideas the Office of Health Equity is always glad to take input and I think here I will invite you to provide any comments, questions that you may have. And with that slide also you see the information for each of us that’s on this call today. So that, if you want to reach out directly, you can do so as well. And so I will pause and see if Robert got any questions that he can share with us. 
Robert: Audience members if you have any questions please go ahead and submit them now. You can do so in the questions pane of the GoToWebinar dashboard. There’s the word questions and you just use the little arrow and you can open it open and you can even pull that pane out. We don’t have any currently pending questions right now Uche. Perhaps while we’re waiting for people to submit them you or your presenters could make final comments. 
Dr. Uchenna Uchendu: I have a question actually, maybe, I know I guess I’m not in this place but since we don’t have questions I think it might help us to connect the dots. I believe Susan when you were talking about the conditions, you identified hepatitis C for people ages 50 to 69, somewhere in that neighborhood. And I think based on the year data that you were referring to that would also coincide with the birth cohort. You know, identify for high risk or hepatitis C by CDC between 1945 and, born between 1945 and 1965. Would that be true? 
Dr. Susan Frayne: Oh that’s a great question. And I don’t know for sure the answer to that question. But it does raise an interesting thing, because you’re right, it was age 50 to 69 had a particularly high rate of hepatitis C. You’re right that means it’s being identified in that age group perhaps because of increased attention to that age group and better screening. It also raises the possibility of there could be some other age groups that would merit additional screening. And it’s not clear whether it’s, the reason we saw a higher rate in that age group is because that’s the group that had the highest rate of hepatitis C in reality or whether that’s the group that’s getting screened better for hepatitis C, so we’re recognizing hepatitis C and then putting the diagnosis in the chart. There could also be opportunities for unrecognized disease as well in some other age groups. 
Dr. Uchenna Uchendu: Okay, well, thank you.
Robert: Uche, a question came in while you were answering that one. This is long-winded so, here we go: Was there discussion about quantifying disease based on severity or mortality? For example the incidence of triple negative breast cancer is higher in Black women and breast cancer mortality in them highest despite having a historically lower incidence than the overall population. It would be useful to know if Veterans are not just disproportionately experiencing disease but experiencing higher severity or having more aggressive subtypes, etc. 
Dr. Susan Frayne: This is Susan, so maybe I’ll take that one and then see if Katherine also has any comments. So it’s a great question and it’s very important that, yeah, not just the presence of a disease but also its severity. So we’re basically taking with this more of a 10,000 foot view to try to look at what a whole range of conditions, actually 202 different medical conditions to try to see what patterns are popping out as being especially important in certain subgroups with the hope that all of you on the call are going to be going in and digging into the areas that you have particular about to understand them a lot better. I think that there’s maybe a clue provided, there are some clues like what was provided by Dr. Uchendu about chronic renal insufficiency and renal failure in the Black, African-American subgroup being particularly high in that subgroup. There was also high rates of hypertension and diabetes as she said and so it does raise a question about, for example, would diabetes have particularly high severity or a particularly adverse outcomes in that particular subgroup that are now manifesting themselves end organ damage like renal failure. So there might be clues but we really don’t have, we have not looked at disease severity in all those conditions. Thank you for that question.
Dr. Katherine Hoggatt: Yeah, this is Dr. Hoggatt and when it comes to mortality as well we don’t have that level of detail in our data and I think that one thing that this emphasizes is that despite the detailed and fairly comprehensive view we’ve taken in looking at these disparities there’s a lot that the existing data can’t tell us. And those of us who conduct research using VA Electronic Health Record data know that even though we have a lot of data, and a lot of variables, a lot of great measures, there are a lot of questions we can’t answer which I think is one of the things that we hope will come out of this work, are ideas for other researchers who are interested in healthcare disparities it kind of take the next steps and actually start digging in to try and understand the origins of some of these disparities with the view towards then developing strategies to ameliorate them. 
Dr. Uchenna Uchendu: Thank you both of you and, you know, I couldn’t have said it better as far as the idea of getting other people to pick up where they feel there are other things that need glanced at, need to be filled. They, this is the beginning even though there’s been a lot of work done already, but it is a beginning for the next steps for how do we then understand some of these things better and, for the ones we understand, what can we do to mitigate the gaps and the differences. So that’s the beauty of this kind of work is it continues but we hope that whoever asked that question and many others are also considering how they can engage actively. 
Robert: That’s all we have for questions currently. We still have four minutes left of the session if anyone wants to go ahead and submit a question. At this time if anyone wants to give closing comments that might be a thing to do.
Dr. Uchenna Uchendu: Susan, Katherine, please.
Dr. Katherine Hoggatt: Sure. This is Katherine again, I just wanted to say thanks to all of you who have joined us on this session. As many of you know there is an Office of Health Equity report that was produced previously. That’s available from the Office of Health Equity website and we will be disseminating additional materials based on this work in the future so I hope some of you will be able to join us on future Cyberseminars and other opportunities to talk about this important work. And thank you Dr. Uchendu for getting the opportunity to examine this. I know a lot of us are very interested in studying health care disparities and this has been an amazing opportunity. 
Dr. Uchenna Uchendu: [unintelligible 0:57:43]
Dr. Susan Frayne: This is Susan Frayne, I wanted to echo Katherine’s comments as well. I have been really grateful for the chance to look at, into these areas and I have to say that there is a lot of the special population groups that we’ve been looking at that I didn’t have very much familiarity with as a primary care physician in the VA myself and it’s been just really helpful to look into the data in greater depth and see some, and have some information that can help hopefully drive clinical care and make all of us have a greater level of awareness of certain conditions in this patient population. So I’m really grateful to the whole team, to Dr. Uchendu, and to Dr. Washington, and Dr. Hoggatt and everybody involved. And I wanted to say thank you to Fay Saechao the project manager here at Palo Alto as well. Thank you and thank you everyone for coming.
Dr. Uchenna Uchendu: Thank you, Susan. Like I said it was a great match made through the QUERI mechanism. It’s been a lot of work but it’s also a lot of work that is, that feels rewarding to do and it will be continuing in some shape or fashion and whatever that ends up being. So thank you so much. And the slide that I currently have up is just advertising for my office, if you want to call it that, but you know, we share more information. I don’t know if people are aware of it and I hope you are but November is National Veterans and Military Families Month. It was declared by the President of the United States at the start of the month and there is a web link that has a lot of information about what VA’s doing everyday throughout the month for Veterans. Part of that includes open houses at multiple VAs across the country so if you check locally you’ll see where yours is, when yours is happening. Additionally, the Office of Health Equity is offering a virtual open house through our VA’s Virtual Medical Center Health Equity Hub. So if you missed that announcement on November 7th, the link is on it, it will put you there and if you don’t have the announcement, a signup Listserv page allows you to see past announcements so the link for signing up for our Listserv is on this slide, www.va.gov/HEALTHEQUITY/updates, with an S at the end, .asp. And if you have the slide you can just click on it and it will take you there. And next Cyberseminar is on the 18th of December, 2017. It is a Monday, a deviation from our usual Thursday afternoon because of the holidays. And this one was a deviation as well, but we’re glad that you did join us and also doing an FDA lecture with Continuing Education on the 20th, which is Monday from 2 to 3 PM as part of our program for National Veterans and Military Families Month, we partnered with FDA for that event and there will be additional activities coming out of that. And in case you missed this the Office of Health Equity is championing reduction of health equity and health, reduction of health and healthcare disparities and doing our best to galvanize efforts to enhance synergy across VA and spur actions to achieving health equity for all Veterans. So if you haven’t signed up I hope you will following this conversation. And thank you again for to everyone. Thank you Robert and thank you Kenneth Jones know you’re in the background also helping and thank you Dr. Hoggatt and Dr. Frayne for joining us and presenting. 
Robert: Uche I have a number of comments saying thank you, thank you all, this was fantastic, thanks. And one person asks if they can still submit questions, so there may be one more question pending, it’s 4:01 now, I’m sure it’s okay with you if we go over by a minute or so if a person this person gets their question in. But in the meantime, once again, thank you all Drs. Hoggatt, Frayne, and Uchendu for preparing and presenting today. We really do appreciate your Cyberseminars and for the audience members please stick around after I close the session, there will be a survey that comes up, and those questions are very important to us to continue bringing high quality Cyberseminars. It looks like that person is not going to get their question in, which is too bad. Here it is, here it is, here it is. 
Dr. Uchenna Uchendu: Okay.
Robert: We were under the impression you were going to address issues of quality of care and accountability. Something about quality of care, quality of care. I apologize, it’s not a full question, so I’m going to go ahead and close_
Dr. Uchenna Uchendu: I encourage that person to email us. You know, the email addresses were on the slides you received and there’s a slide still showing. So please do so with your full question, don’t feel rushed here and we will get back to you.
Robert: Maybe you can bring that last slide up one more time, Uche, just before I close.
Dr. Uchenna Uchendu: My slide’s been up. 
Robert: It doesn’t have your email addresses.
Dr. Uchenna Uchendu: Oh, sorry. 
Robert: There you go. So questioner if you would like you can send that question to any of all of these doctors who have made the presentation today. Thanks again everyone. And, like I said, please stick around to fill out that survey, I really do appreciate it. Have a good day. 
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