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Maria:	Okay, Lauren. Take it away!

Lauren Korshak:	Hello, everybody. I want to thank you all for joining. My name is Lauren Korshak and I am the Translation Awareness Lead for the Office of Health Equity. I’m so glad you all are able to join us today.

	I first wanted to do a quick introduction and review of the Office of Health Equity and the work that we do. We were created in 2012 to ensure that the Veteran’s Health Administration provides appropriate, individualized healthcare to each veteran in a way that eliminates disparate health outcomes and assures health equity.

	We have five goals around leadership and strengthening VA leadership to address health inequities and reduce disparities awareness in increasing awareness in health inequalities and disparities improving health outcomes, improving cultural linguistic competency and diversity of the VHA workforce, and finally, improving data diffusion of research to achieve health equity.

	We focus our efforts on a large variety of veteran populations related to those veterans who experience career obstacles to health, related to race, ethnicity, gender, age, the geographic location in which they live, socioeconomic status, sexual orientation, military era in which they served, mental health conditions, and other disabilities. 

	I’m going to encourage that you all visit our website. It’s www.va.gov/healthequity. We are constantly updating it with new information, new reports, new information briefs. 

	There’s also an opportunity to sign up for our Listserv where you can then get notifications about future cyber seminars and other sessions that we will be presenting. 

	Finally, I wanted to go ahead and introduce today’s cyber seminar topic which is “Racial and Ethnic Differences in the Prescription of SGLT2 Inhibitors and GLP1Receptors Agonists Among Patients with Type 2 Diabetes in the Veterans Health Administration System”.

	Our first speaker is Dr. Julio Lamprea. He is a cardiologist at the San Francisco VA Healthcare System and is also a physician at the University of California-San Francisco.

	We also have my Health Equity colleague, Dr. Justin List who is the Director of Healthcare Outcomes within our office. He will be leading the discussion. 

	With that, I want to go ahead and pass the ball to Dr. Lamprea to begin his presentation.

Dr. Julio Lamprea:	Thank you, Lauren. Hi, good morning, everyone. I’m happy to be here. I’m grateful to the Office of Health Equity at the VA who invited me to present my research on cardiac and kidney preventive therapies in lung patients with diabetes at the VA.

	These are my disclosures. 

(Demonstrates)

So, this is what I will be talking about today. I will start by providing a roadmap of the evidence of cardiac and kidney preventative therapies among patients with diabetes. Then I will talk about my research on racial and ethnic disparities, and the prescription of these therapies. I will end by briefly discussing other structural barriers to the adequate prescription of these medications.

So, I wanted to start by providing a brief timeline of randomized clinical trials of cardiac and kidney protective therapies in Type 2 Diabetes. In 2008, the FDA issued new guidelines that required that only RCTs with diabetes medications have to report on the cardiovascular safety of these therapies. 

Within this context, two classes of diabetes medications—the GLP1 Receptor Agonists and the SGLT2 inhibitors showed not only that they were safe from a cardiovascular perspective, but that they also afforded substantial cardiac and kidney protective effects.

For the GLP1 Receptor Agonists, the leader trial was the first RCT that reported on the lower cardiovascular mortality and atherosclerotic cardiovascular disease risk coagulopathies (SP). Subsequent trials of Semaglutide, Dulaglutide and Albiglutide—all GLP1 Receptor Agonists showed consistent results.

For the SGLT2 inhibitors, the infrared trial was the first RCT that demonstrated the cardiovascular protective effects of Impacleothosin (SP). Thereafter, trials were not only consistent with these results, but also provide evidence and benefit in patients with CKD with or without diabetes and patients with heart failure with or without diabetes.

All in all, what this trial showed was that both medication classes lowered the risk of cardiovascular mortality by about 15%, lowered the risk of atherosclerotic cardiovascular events—that is particularly true for the GLP1 Receptor Agonists—and lowered the risk of insolent and progressive heart failure for the SGLT2 inhibitors have shown overwhelming evidence of benefit to the point that now SGLT2 inhibitors are considered integral components of the pharmacological management of patients with heart failure. 

They also showed that they lowered the risk of CKD progression. There are now three RCTs of SGLT2 inhibitors exclusively in patients with CKD which has shown a substantial reduction of about 30% in the risk of progression to dialysis.

In response to this evidence, major scientific organizations--including the American Diabetes Association—now recommend that all patients with established cardiovascular disease or patients with chronic kidney disease should be prescribed an SGLT2 inhibitor and/or a GLP1 Receptor Agonist irrespective of glycemic control in order to lower the risk of cardio and kidney complications with diabetes.

Within this context, my research focuses on how to accelerate the uptake of these recommendations in clinical practice. So, these therapies are prescribed to the patients who would derive the largest benefit.

This leads to the research that I will be presenting to today on racial and ethnic disparities and the prescription of these therapies. Specifically, the two questions that we sought to answer were one, whether there were racial or ethnic disparities in SGLT2 inhibitors and GLP1 Receptor Agonists prescriptions in the VA system.

Two, if these disparities existed, whether they were explained by individual and/or system level backups. The reason I specifically focus on racial and ethnic disparities is that we know that for every normal evidence-based therapy or intervention, there are pervasive racial and ethnic disparities. 

I think that if disparities are demonstrated early on, corrective strategies can be implemented, so that the enormous clinical and public health benefits of these therapies extend to everyone. 

Now in my opinion, it is also very important to conduct this research at the VA because the VA minimizes the very strong influence of medication costs on prescriptions which is of course, a major barrier to the access to these therapies in the U.S. health system.

The results of this research were recently published in The Journal of the American Medical Association. As I said, my hope is that these results are used to inform interventions to improve the utilization of these therapies to the patients that derive the largest benefit.

To conduct this research, we use the corporate data warehouse at the VA to conduct the cross-sectional analysis from January 21, 2019 through December 31, 2020 to identify all prevalent prescriptions of SGLT2 inhibitors and GLP1 Receptor Agonists in the VA system during that time period with applying prevalent prescriptions of any active prescription of SGLT2 inhibitors or GLP1 Receptor Agonists during this study period.

We then use discrete categories of self-identified race and ethnicity to explore associations with the prescriptions of SGLT2 inhibitors and GLP1 Receptor Agonists prescriptions.

We’ve restricted the study sample to patients with at least two Primary Care visits during the study period. From these, we’ve restricted the sample to all patients with Type 2 diabetes.

After exclusions, we ended up with a study population of nearly 1.2 million patients with Type 2 diabetes of which 11% had a prescription for an SGLT2 inhibitors and eight percent a GLP1 Receptor Agonist.

We found that prescriptions were low across the board. In particular, these medications were prescribed to less than 15% of patients with either established cardiovascular disease or chronic kidney disease.

The VA organizes all the medical centers and the outpatient facilities into 130 distinct healthcare networks—also known as VA  stations. This figure shows that across these stations, there were significant variability in the prescription of SGLT2 inhibitors. That is the figure on the left going from about 13% (SP) to nearly 30% and a GLP1 Receptor Agonist from about two percent to nearly 20%. For the analysis of this data, we use multi-level models with the two level structures where individual patients were clustered within these stations. 

Now in the multilevel models, we included a wide array of individual and system level characteristics. But I wanted to discuss the difference in age and ethnicity across race categories a bit more.

In our sample, white patients were substantially older than patients of all other race categories. This is important because age is one of the strongest negative predictors of prescription. That is other patients were substantially less likely to be prescribed these medications than younger ones. So, despite being on average older, white patients still had the highest rates of prescription as I will show in a moment.

Now in our analysis, we use Hispanic or Latino ethnicity as a standalone variable that is not combined with any other race category and compare rates of prescription to veterans not self-identified as Hispanic or Latino ethnicity.

One of the reasons we chose to do this was because research has shown that for Hispanic or Latino patients, it is difficult to self-identify one of these discreet race categories. 

We observe this in our data where 19% of patients in the unknown race category identified as Hispanic or Latino which is much higher than in all other racial groups.

This table shows the rates of prescriptions of SGLT2 inhibitors in white patients, and black patients, and presents other ratios in models that sequentially adjust for patient level, social demographic characteristics, and clinical characteristics, and system level characteristics.

These system level characteristics including the VA specific facility complexity rating and the U.S. Census edition. What we found is lower rates of prescriptions of SGLT2 inhibitors in black patients compared to white patients and significant lower odds of prescription in the multivariable adjusted models. I’m specifically focusing on the comparisons of black versus white patients because these were the largest differences.

When comparing Hispanic or Latino versus not Hispanic or Latino patients, we found that the prescription rates were similar. However, in multivariable adjusted models, the odds of prescriptions of SGLT2 inhibitors were significantly lower among Hispanic or Latino patients.

The patterns for GLP1 Receptor Agonist prescriptions were similar to those who observed SGLT2 prescriptions. There is an error on this table that should read GLP1 Receptor Agonist. 

With the race comparisons, black patients had the lowest rates of prescriptions and were significantly less likely compared to white patients to be prescribed GLP1 Receptor Agonists in models that accounted for a wide array of patient level and system level characteristics.

Similarly, compared to non-Hispanic or Latino patients, Hispanic or Latino patients had significantly lower odds of prescriptions of GLP1 Receptor Agonists in multiple variable adjusted models.

Now the main analysis that I just presented were cross-sectional in nature. That is prevalent prescriptions combined patients who were newly prescribed these therapies with patients who had used these medications for longer periods of time.

We conducted sensitivity analysis to only evaluate triangularly new or insignificant (SP) prescriptions across race and ethnicity categories. For these, we started in 2017 and used six month intervals up to 2021 where we assessed new prescriptions in that six month time interval making sure that patients had not been prescribed these medications prior to that specific interval.

What we found is that for both SGLT2 and GLP1 Receptor Agonists, prescriptions are increasing across all racial groups. However, consistent with the cross-sectional analysis, the lowest rates of new prescriptions were observed among black patients--represented by the purple dash line—and the highest among the white patients—represented by the dark green lines.

We observed similar patterns for the ethnicity comparisons for prescriptions are increasing across all ethnic groups. But Hispanic or Latino patients have lowest rates in new prescriptions compared to non-Hispanic patients. 

(Long pause)

Now in my opinion, the adequate implementation of these therapies to patients that most meet them would require that we overcome barriers to their prescription beyond their novelty. Although part of the appeal of these medications are they’re multiple protective effects that include glycemic lowering kidney protection and cardiovascular prevention. This creates a challenge in terms of ownership of these prescriptions. In my opinion, we need Primary Care centered multi-disciplinary teams of care to improve the delivery of these medications.

In the VA, we also study how prescriptions vary according to whether patients are seen by endocrinologists. The results of this research was recently published in diabetes care.

Now these are all patients with at least two Primary Care visits during 2019 and 2020. What we found is that rates of prescriptions for SGLT2 Inhibitors and GLP1Receptors Agonists were significantly higher with more number of visits to an endocrinologist.

However, the vast majority of these patients have no business doing endocrinology care. What this means is that if we want to make a difference in the better delivery of these medications, we must focus on improving prescriptions in Primary Care as PCPs are the ones that care for the bulk of patients with diabetes.

The last point I wanted to make today is that the current guidelines finally put patients with chronic kidney disease at the center stage of cardiovascular prevention. It is the patients with CKD who derive the largest absolute benefits from these therapies in terms of cardiovascular and kidney protection. 

However, there are historical barriers to CKD care that must be overcome for the correct implementation of these barriers. One of such barriers is the diagnostic gap of CKD. Testing for Albuminuria is key to decide which medication to start. 

Yet only about 50% of patients with Type 2 diabetes—that rates a little bit higher at the VA—get yearly Albuminuria testing as it is recommended by all guidelines.

The other major gap is the treatment gap in patients with CKD. ACE inhibitors and annual testing receptor blockers are under prescribed in patients with CKD with significant help in Albuminuria. 

By the way, all SGLT2 trials that have been done in patients with CKD have been conducted on a background of maximally tolerated doses of ACE inhibitors or ARBs so that the adequate implementation of SGLT2 inhibitors requires the prescription of ACE inhibitors or ARBS in patients with Albuminuria. 

In the same diabetes care paper, we examined the prescription of SGLT2 inhibitors and GLP1Receptors Agonists according to Albuminuria categories in patients with CKD.

What we found was the opposite of what should be happening. The odds of prescriptions were lower in patients with severe Albuminuria compared to patients with no Albuminuria. 

This is a very significant gap because these are the patients that we should definitely be prioritizing for the prescriptions of these therapies because these are the patients who derive the largest absolute benefits from these medications.

So, in conclusion, prescription of SGLT2 inhibitors and GLP1Receptors Agonists is low among veterans with Type 2 Diabetes. Their pervasive racial and ethnic disparities in SGLT2 inhibitors and GLP1Receptors Agonists prescriptions—even after accounting for a wide array of patients and system level characteristics.

We need to contextualize quantitative findings in racial and ethnic disparities using mixed methods research as part of the K99 that I have. I’m planning to conduct focus groups to farther explain these quantitative research findings. 

Finally, adequate implementation of these therapies requires coordinated efforts to overcome historical barriers to care. I wanted to end by thanking my research collaborators, study co-authors, and mentors. 

Erin Madden is a biostatistician at the San Francisco VA and at the KHRC, and co-author in this paper. Dr. Michael Shlipak is the Co-Director at the KHRC, co-author in this paper and one of my co-mentors for my K99. Finally, Dr. Michelle Estrella is the Chief of Division of Nephrology at the San Francisco VA. She’s the Co-Director of the KHRC, senior author on these papers that I presented and co-primary member for my K99. 

Thank you very much. That’s all I have. 

(Long pause)

Justin?

Dr. Justin List:	Thank you so much, Dr. Lamprea-Montealegre. We are really excited to dive into your research a little bit more in the remaining time that we have today.

	So, with that, again, thank you for doing this work and publishing this very elegant study that encountered for demographic patient level and system level factors.

For the audience today, I want to encourage you to read the paper and the accompanying editorial in JAMA for a rich conversation that you can bring back to your offices and clinical teams to look at how we can continue to improve upon the findings and chart out a future where we see more successful use of these medications.

So again, my name is Justin List. I’m a Primary Care internist and the Director of Healthcare Outcomes in the Office of Health Equity. It’s my pleasure and delight to lead this discussion. 

I’m going to start off with a few summary points and then turn over to a group of questions that I have crafted for Dr. Lamprea. We will have a healthy amount of time to answer some of your questions and have a rich conversation.

So, with that, I am going to go and start with a couple of key takeaways from both Dr. Lamprea’s presentation and the paper at large. So, we know that our known racial ethnic disparities that exist in non-VA studies for the prescription of SGLT2 inhibitors and GLP1Receptors Agonists medications.

These studies have been seen with the commercially insured with Medicare Advantage plans. So, we know that this is a nationwide problem.

VHA in general—compared with non-VA systems—has lower magnitudes of health disparities. However, within VA, Dr. Lamprea’s study also suggests overall racial ethnic disparities in the prescription of both classes of medications and a wide variation in overall prescribing of these medication classes across VA facilities.

Financial constraints such as those seen in the non-VA health sector do not alone account for these disparities in the VA population as copays are often lower and benefits often provide additional coverage by comparison to the non-VA sector.

Racism, implicit bias, clinical and therapeutic inertia, outside health providers, dual enrollment for insurance covered are just a few of the qualitative, contextual and other quantitative measures that might help unpack why we see these disparities.

With regards to clinical therapeutic inertia alone, authors of an October 21, 2021 JAMA invited commentary titled, “Overcoming Therapeutic Inertia and Type 2 Diabetes Care” recount one study’s finding that as many as 50% of patients with Type 2 diabetes are affected by therapeutic inertia.

Inertia can be driven at all levels. It can be at the clinician level, the patient level and the health system level. In addition, also seen in the non-VA health sector, these classes of medications are overall under prescribed among those eligible for diabetes treatment intensification, and for whom additional kidney, and cardiovascular benefits would support their use.

So, what is the VA doing? Well, immediately after this paper came out by Dr. Lamprea-Montealegre, the VA started thinking of ways to center equity in a response. The Office of Health Equity quickly added a call for proposals focusing on reducing disparities in the prescription of SGLT2 inhibitors and GLP1Receptors Agonists as part of its Second Annual Health Equity Quality Improvement pilot grants.

Awardees for this category of project span geography—Ohio, California, Pennsylvania, Minnesota, and Virginia VAMCs and CBOTs are included. These projects include various aims with common, overlapping themes including pharmacist-driven education for patients and clinicians, reviewing baseline data with an eye for racial, ethnic, and/or rural and ethnic prescription disparities, patient concerns and attitudes about these medications, and implementing plans to increase overall prescribing while reducing disparities.

For these awardee teams, OHE is convening a QI Collaborative Community of Practice model to look at data definitions, lessons being learned during continuous process improvement over the project span and opportunities to learn from one another.

(Long pause)

So, in addition to promoting pharmacal equity is this idea of, “How can you do that in your clinical practice?” It can happen at the system level, but it also happens on the one-and-one level.

For those on the call who are part of care teams and prescribing clinicians, the first thing you can do is examine the utilization of these medications among your eligible patients.

For example, the Academic Detailing Diabetes Campaign has a diabetes informatics tool set to focus on SGLT2 2I  and GLP1Receptors Agonists utilization among patients with comorbid ASCDD, heart failure and/or chronic kidney disease.

New medications trigger a wide array of feelings. Some patients may embrace taking a new medication. Others may feel it is experimentation.

Understand and be able to address potential patient concerns around taking newer medications. Other opportunities to continue to build trust within the therapeutic relationship and ask yourself, “Am I potentially making assumptions about prescribing because of perceptions about adherence that I may have?”

Patients aren’t the only ones that might be hesitant. Clinicians might be hesitant too. Care teams may benefit from additional education on the use of these often game changing medications as Dr. Lamprea has presented.

For care teams with clinical pharmacists team members, leveraging their expertise to change or intensify treatment helps distribute medication optimization among multiple team members.

So, let me turn it back over to Dr. Lamprea and then over to you all to discuss this exciting study even further. Dr. Lamprea, the first question I have for you, you mentioned systemic racism as a possible unaccounted for variable affecting your findings and this was discussed in more detail by the editorialists. How might implicit biases and racism be impacting prescribing disparities based on your knowledge in this area?

Dr. Julio Lamprea:	Yeah. Thanks, Justin. That’s a great question now. My research specifically was not designed specifically to assess for implicit biases, or systemic, or structured racism in the prescription of these therapies.
	It is one among multiple possible explanations for our findings. 

	Now I’m not sure whether large quantitative analysis like this one are the best ways to examine implicit biases or the presence of structural racism. In my opinion, this is very sort of context and local context specific.

	So, this requires careful examination of the local context of each specific VA facility to examine what is driving the disparities in the prescription of these therapies in examining whether biases in prescription do exist.

	So, definitely more research is needed. I’m not sure quantitative analysis are the best way to find those difference. I think this research would greatly benefit from sort of qualitative analysis to add context to our findings.

Dr. Justin List:	Yeah. Thank you for that and I know that you mentioned that as well in the discussion section of your paper. I also want to mention for VA team members that are joining us today, one of our Quality Improvement collaborative groups through qualitative quality improvement methodology is going to be looking at potential reasons for patient hesitations and provider hesitations that may offer some insight in a non-research, but quality improvement methodology of gaining information.

	So, we recommend that folks keep sort of these potential biases in the back of their mind given that this is hard to desegregate certainly from quantitative data and maybe even from qualitative data as well. 

	Let me move to our second question. Julio, you mentioned in your Limitations Sections “This study includes all patients with Type 2 diabetes and does not exclusively focus on patients with common ASCVD, heart failure and CKD for whom SGLT2 Inhibitors and GLP1Receptor Agonists should be prioritized.”

	Early in the paper you write, “The absolute writes of prescription in this study were low even for patients with concomitant atherosclerotic cardiovascular disease, heart failure or CKD—the three conditions for which guidelines recommend SGLT2 Inhibitors and/or GLP1Receptors Agonists prescription respective of glycemic control.”

	Within these groups, were you able to look at potential racial/ethnic disparities in these diabetes subgroups specifically?

Dr. Julio Lamprea:	Yeah. Thanks, Justin. We did. In the paper, I would refer you to Figures three and four where we examine sort of stratified analysis across a wide array of individual and system level characteristics including across patients with heart failure, and CKD, and atherosclerotic cardiovascular disease.

	What we found is that the racial disparities were present across all of these conditions including across categories of hemoglobin A11C for diabetes, stages of chronic kidney disease, heart failure, and atherosclerotic cardiovascular disease. So, the disparities were consistent even when stratifying for all these conditions.

Dr. Justin List:	Okay. I think that’s an additional important piece for our Clarity Team members to be aware of as well. Thank you for that summary.

	Next question, have other VA researchers or clinicians reached out to you and your research team about their findings and how they might respond to your findings in their own practice? If so, what have you shared with them?

Dr. Julio Lamprea:	They have and I think there’s excitement overall in how to implement interventions to overcome sort of some of the barriers that I pointed out especially from the chronic kidney disease detection and treatment.

	So, that’s one. I’ve also seen a lot of excitement from the house staff who are increasingly prescribing these medications. So, one thing to keep in mind is that there are relatively novel medications and we’re still learning how to prescribe and which patients of groups would benefit the most from these interventions. So, this is sort of an exciting time to come together and come up with sort of innovative strategies to improve the delivery of care to these patients.

Dr. Justin List:	Have you had any conversations--following up on this question—about overcoming therapeutic inertia for clinicians who haven’t fully integrated the prescriptions of these medications into their practice yet? Is that something that has also come up in a very pragmatic practical way of people have outreached to you to talk about that topic in particular?

Dr. Julio Lamprea:	Not specifically. 

Dr. Justin List:	Okay.

Dr. Julio Lamprea:	But during this year, I will be conducting multiple focus groups with providers and patients. So, I suspect that that specific topic is going to be very important to address, yes.

Dr. Justin List:	Wonderful! We’ll look forward to learning what the results from those conversations entail.

	My final question I have before we turn it over to the audience for additional questions, are there additional high level clinical or health system takeaways you took away from your research? You did mention looking at multidisciplinary teams. 

	I just wanted to give you an opportunity to share any additional high level clinical or health system takeaways that really sort of appear to you as a result of the research you had done.

Dr. Julio Lamprea:	Yeah! Thanks, Justin. I think the advent of these medications are pushing us to think more broadly about how to implement holistic sort of strategies to care to prevent cardiovascular disease and CKD progression.

	With that, I think the emphasis on multidisciplinary teams of care is going to be very important. I think the VAs very well positioned to lead sort of these efforts just because the integrated system and the uniform taxes to medications.

	So, I’m looking forward to innovative ways to improve care during the next few years. I think my research highlights the need that for every new intervention or for every new strategy, we absolutely have to put it through a lens of equity in terms of racial and ethnic equity in the prescription of these medications.

Dr. Justin List:	Thank you, yeah, for concluding that question with that focus on equity. That is something we want everyone who’s able to join us today to again, think about how they can center and integrate equity as part of everyday clinical operations and health system operations rather as thinking of it as an add-on or an aside.

	Your study really gives additional texture to what that looks like in the everyday prescription of medications. Importantly, among a class of medications that has an incredible amount of mortality and morbidity benefit when prescribed to eligible populations.

	I want to—at this point—ask individuals if they want to start writing questions in the question box. We intentionally saved quite a bit of time for conversation, and question and answer today. 

We’re just so excited to be able to capture Dr. Lamprea’s time on this soon after this very important study. So, I want to encourage you to drop a question in the box or a comment. We have time not to rush through and to ascertain those.

Lauren Korshak:	Hi, this is Lauren. While we’re waiting for the audience to begin typing, as a VA healthcare provider myself and someone who spent a lot of time working with diabetic patients, I am so personally excited about this research and the QI projects that Office of Health Equity is funding.

	But I am certain that there are people on this call that are not part of these QI projects, but are also really passionate about this topic. As I think about them going back to their clinics and seeing their patients, are there some things that we could all kind of takeaway as some small, actionable steps for today, or tomorrow, or next week, or in kind of the closer immediate future to help increase the rates of prescription of these drugs? 

So, I just wanted to throw that out to both of you all as physicians to see what you all thought about what we can all do in the near future while we kind of wait for the QI projects and Dr. Lamprea’s future research to really hash out what might be some of the more underlying causes of these disparities.

Dr. Justin List:	Thank you, Lauren. I can take a first stab at that since I’m working more closely with the QI project teams. I would say that one of the common themes across almost every project that was awarded is the use of pharmacists led intervention to some degree.

	So, some sites are using pharmacists to run potential outreach lists. So, one tool that really is a powerful tool in the toolbox that to be honest, a lot of non-VA health systems do not have is the Academic Detailing Diabetes Campaign with the Diabetes Informatics Toolkit to really look at stratifying patients who are potentially eligible for these medications and who have this.

	Depending on the site’s size, outreach lists can be more intimidating. But at the same time, they are a great way to look at doing recalls for patients to come back in to have conversations with the PAC team. I’m looking at can we run the list and see.
	
We have a patient coming in. Do they have diabetes? Are they on one of these medications? Are they eligible?

Looking at I’m thinking of Primary Care departments—their leadership—can they look at a way to integrate without creating too much more workload—ways to see who is on these, who is not and who is eligible. For many sites with the clinical pharmacists, this is something that is very feasible according to the first pass since we’ve launched these just last month.

I would encourage sites to look at ways using all the improvement principles of continuous quality improvement doing rapid cycles of assessing making a change in the clinic to start with what is our baseline? Who should be on these? What percentage of people are on these? 

This Academic Detailing Toolkit is a great first place to go to start that conversation among care teams. Julio, do you want to add anything to that?

Dr. Julio Lamprea:	Yeah, sure. I would just add—in regard to Lauren’s question—is I would encourage providers to keep in mind the three groups of patients that the guidelines highlight to prioritize for the prescription of these medications. That is people with established cardiovascular disease or patients with CKD. Those should be the highest priority patients. 

	One way to see the gap in the prescription of these medications is these are medications for everyone with diabetes. But the risk in diabetes of cardiovascular disease is not uniform. It really concentrates in people with CKD. So, I would just emphasize that this should be the target population where primary prevention efforts could make the biggest difference.

Dr. Justin List:	I might add—and thank you for that, Julio—it’s not a question. But I can imagine it might be on some people’s mind. You may be aware that there is a shorter supply of the medication that’s named Ozempic Semaglutide and that’s been all over the news. Even the lay news, not even just the medical news.

	The drug company has said that it’s not a true shortage in the sense that they can’t produce enough. It’s that given the dramatic increase in off-label usage and specialty sort of boutique clinics for weight loss, the medication needs to be ramped up in production.

	I can’t speak to the VAs procurement process for the medication, but the manufacturers of the medication have said recently that they see this medication being more widely available in 2023. 

Dr. Julio Lamprea:	I saw those reports. There was also a New York Times report on the use of these medications—the GLP1 Receptor Agonists for weight loss. 

	In my mind, when I read this it said that if misuse of sort of off label would probably tend to exacerbate disparities in the use of these medications as far as patients who have financial resources to be able to afford these medications and not necessarily to the medications that would derive the largest benefit unfortunately. 

Lauren Korshak:	So, we do have an audience question asking about advice for a veteran who might be of black/Mexican descent to make sure that they are prescribed to advocate for their care. “Do you have any guidance about veterans who  might be presenting to clinic who want to make sure that they’re getting these drugs prescribed from their provider?”

Dr. Justin List:	I can take that.

Dr. Julio Lamprea:	Justin?

Dr. Justin List:	Yeah, I can. Do you want me to go first or would you like to go first?

Dr. Julio Lamprea:	You can go. You can go first.

Dr. Justin List:	I just want to thank the audience member for that really important question. When I see this question, a few things come into my mind as sort of this scenario. Is the patient a patient who is advocating for themselves or is it a patient who’s experienced mistrust, potentially implicit bias, or racism from the healthcare system?

	Those contextual factors that go into I as a provider nurse and understand how I can best be supported and empowering are some things that are just in my mind as I look at this question just as first reaction. I think trying to understand if the patient is hesitant. 

	For example, if it’s recommended and trying to use motivational interviewing techniques to nurse where those hesitations might come from and/or experiences being denied medication in the past—those factors come into that discussion.

	I would say if they have been denied in the past, really proactively speaking forward about the importance of the therapeutic alliance. If it’s appropriate to sort of the dynamic in the moment give voice to the reality that people do not get equitable care and that part of your responsibility is to advocate, and make sure that happens, and to reach out to other team members.

	This may be a great example of reaching out to a clinical pharmacist for that added touch of educating around the medication, waging concerns if there’s concerns about a newer medication. I think these are aspects of the dynamic of promoting equitable care.

	It’s having these crucial conversations. It’s acknowledging appropriately. Again, there’s a high degree of sort of emotional intelligence, and reading the situation, and active listening on the part of the person in the healthcare system, the person in sort of that power differential that is there to really empower and to take care.

	Those are I would say a number of the facets to bring to that conversation, so that this person who may have experienced institutional racism in everyday life and maybe even in the facility in which they’re presenting knows that you are on their side, and that you are communicating, and making sure that you understand what those past barriers are that may be influencing sort of the question and the concern that comes up in front of one’s self.

	So, those are some initial thoughts I would provide in thinking about that really important question. Thank you for raising it.

Dr. Julio Lamprea:	Yeah. I would add to that. I can comment on sort of overall prescriptions of these medications in the Hispanic population sort of broadly. 

	One thing to emphasize is that the disparities that we found between Hispanic and non-Hispanic patients were significant, but they’re much smaller than disparities that have been found outside of the VA healthcare system.

	As you all know, the Hispanic population is some of the largest growing populations experiencing the burden of obesity and diabetes. So, it’s definitely a population that must be prioritized for these patients.

	The improvement in efforts to sort of improve care in this specific population would necessarily need to sort of navigate all the barriers that a Hispanic patient probably faces when getting into the U.S. health system. Not necessarily the VA, but in generally the U.S. health system and there’s just multiple barriers in terms of the racial concordance of the providers that they have, the language concordance, the language barrier, financial constraints. How do we communicate risks of diabetes complications and the benefits of these medications?

	So, there’s just multiple targets of possible interventions that we can implement to sort of overcome the disparities that we are seeing in the Hispanic population. 

Lauren Korshak:	Thanks to you both. We have another question from the audience. “Do you have examples of what a primary care centered IDT Team might look like with specialty care?” 

	This person is an academic detailer and is working on of SGLT2 prescribing. They just spoke with their Chief of Nephrology yesterday and one barrier to prescribing is lack of communication or access to Primary Care. So, they would really love to hear examples of what has been successful for others.

Dr. Julio Lamprea:	I can jump in. So, I have a sort of an intellectual conflict of interest here. But my Primary mentor—Dr. Michelle Estrella—is now leading an effort at the San Francisco VA and she’s extending this effort on better ways to improve detection and treatment of chronic kidney disease. 

	Speaking for her here, but the plan is to center these efforts around Primary Care, but bring together multidisciplinary teams of subspecialties. So, there has got to be an enhanced communication between Primary Care doctors and subspecialty providers for the correct treatment of these patients.

	One such way that this can be done is by leveraging the telehealth capabilities of the VA system. I think that specific tool of the VA is particularly well-positioned to provide with excellent preventive care that we need and to bring together multidisciplinary teams of care.

Dr. Justin List:	Thank you, Julio. I would just add we’re looking forward to--as we work throughout the year on our particular Quality Improvement projects—to be able to aggregate information that answers that as well. I think clinicians--depending on the VA site that they are—have different experiences even though the infrastructure is generally the same.

	So, I’m new to the VA in this realm. But during my fellowship, I practiced at the Ann Arbor VA and Primary Care there worked differently than the West Haven VA which I had also worked at and the Hines VA which I in medical school rotated through.

	So, I will say hopefully with this specific question in this area, part of what we can in aggregate do at the end is take the cohort of VAs that is working on these Quality Improvement projects and have some dissemination materials that answer exactly what this question is getting at that are going to be readily available subsequently on the OHE website and other places within SharePoint, so we can disseminate some of those best practices in real-time to folks later this year.

Lauren Korshak:	Thanks to you both. We have another audience question inquiring about whether there’s a disparity with education when it comes to diabetes. Specifically, is everyone getting the same information?

Dr. Julio Lamprea:	Yeah. That is a great question because in my opinion, this is one of the main barriers to adequate treatment. There is a gap between what we see in the guidelines and the information we give to patients.

	So, in my opinion—and this is one of the things that I’m more interested in is—how do we improve the communication of risk to patients and how do we improve the communications of the benefits, but also the side effects of these therapies?

	This is one of the—I think—priorities in how to improve this shared decision making process between providers and patients. That’s definitely a very significant barrier that we face right now.

Lauren Korshak:	Dr. Lamprea, I have a question for you to follow-up on some of the earlier discussions we had around mixed methods and qualitative data. I personally think that qualitative data can really give us insight in listening to people’s stories and their personal experiences that help connect what the quantitative data seems to show.

	As you move forward with this next step in your work, I know you had mentioned focusing on both veteran experiences and provider experiences to kind of figure out what might be the underlying reasons behind this disparity. I’m wondering if you could just talk a little bit more about what you’re hoping to learn, and what your focus will be, and just dive into kind of these next steps with your work.

Dr. Julio Lamprea:	Yeah, of course. Thank you for that question. So, my objectives for this year as part of my K99 award, they’re twofold.

	One is to use these focus groups with patients and providers to understand a little bit more the main patterns that we observed in our data, sort of using the quantitative results as sort of the framework to guide the qualitative analysis to really understand what’s going on.

	But then my second objective is to get providers and patients perspectives in part to overcome those barriers. Sort of in a way, we’ll be using providers and patients’ experiences and perceptions on how they think we can develop responsive interventions to really improve prevention—in cardiovascular prevention and kidney prevention through the use of these medications, but also by improving the general preventative care that we provide at the VA and outside of the VA healthcare system.

Lauren Korshak:	Thank you, and I see that we’re getting close to the top of the hour. Dr. List, I was wondering if you could just sum up some of the next steps that your work with our Office of Health Equity will be doing and if there are any resources that perhaps I’ve missed that you could mention either for the first time or mention again during this session, so that those people who are on the call or in the session can kind of know where to go and kind of what to look for this coming fiscal year?

Dr. Justin List:	Thank you so much, Lauren. Yes! So, next steps for our community of practice, we’re going to continue meeting. We’re flushing out the meeting cadence right now. We’ve launched the group.

	We’re looking at some of the baseline sort of data points that we want to have across a group of projects that have in some ways very different aims. I do want to especially thank you for this question because I recently came across an article on equity guided implementation strategy that I am going to drop momentarily in the chat box as I just pull up a link to it.

	I think this is a really straightforward article. It’s short. It looks long, but it’s actually 13 very digestible, practical pages on how do you look at equity when you’re looking to advance a quality improvement strategy such as what we’re talking about today.

	So, I am going to drop that in the chat. It looks like I might be dropping it as a file. So, I’m going to see if that’s something I can do because I don’t readily have the link. But that will be there momentarily.

Lauren Korshak:	Fantastic! I want to thank both of our speakers for coming to the session, and presenting, and sharing all this information. I do want to thank Cider (SP) for all of their support in making this session happen.

	Maria, if I could just pass the ball to you for your closing comments. I appreciate it.

	(Long pause)

Lauren Korshak:	Maria, are you there to close out the session?

Maria:			Can you hear me now?

Lauren Korshak:	Yes, we can. Oh, hooray!

Maria:	Oh, I’m sorry. I don’t know what happened there. I was unmuted, but I don’t know what happened. I just had to pull out my headset and put it back in again.

	So, I just want to thank Dr. Lamprea for taking the time to prepare and present today, and thank everyone for joining us for today’s HSR&D Cyber Seminar. 

When I close the meeting, you’ll be prompted with a survey form. Please take a few minutes to fill that out. We really do count and appreciate your feedback. Everyone have a great day and stay safe.

Dr. Julio Lamprea:	Thank you, everyone.
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