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Moderator:	We have reached the top of the hour so I would like to introduce our panel of speakers in the order that they will be speaking. First we have Dr. Jodie Katon, she is with Health Services Research and Development at the Center of Innovation at VA Puget Sound Health Care System and Women’s Health Service in the VA Office of Patient Care Services. Speaking next will be Julie Weitlauf she is at the Center for Innovation to Implementation and Sierra Pacific MIRECC, VA Palo Alto Health Care System and in the Department of Psychiatry and Behavioral Sciences at Stanford University. Finally presenting for us today is Dr. Lisa Callegari she is at the HSR&D Center of Innovation at the VA Puget Sound Health Care System and in the Department of Obstetrics and Gynecology at the University of Washington School of Medicine. At this time I want to turn it over to Dr. Jodie Katon.

Dr. Jodie Katon:	Alright, Molly I am waiting on the slides. 

Moderator:	Let me select that and there we go. 

Dr. Jodie Katon:	Alright. Actually thank you for the kind introduction I think we can go to the next slide now. 

Alright so before I begin, I just need to state that the views expressed in this presentation are those of the authors and do not necessarily represent the views or policy of the Department of Veterans Affairs. Next slide. 

As Molly mentioned this is actually the fourth in a five part series of Cyberseminars detailing findings from the women Veterans in the Women’s Health Initiative. These findings are presented in full in two issues of the Gerontologist in February, 2016. These include the supplement on aging women Veterans as well as the special issues on ageing Veterans. The slides include links to both of these supplements so that you can go and read these articles in full. Next slide please. 

The motivation behind this research enterprise is really twofold. To begin with there is a projected eighty-three percent increase in older women Veterans that is slated to occur between 2014 and 2025. If you look at the figure here you can see that among women Veterans using VA in 2014 there were a little over three hundred thousand who were aged sixty-five or older. However projections estimate that this is going to increase to six hundred thousand or more in 2025. Prior reviews of the literature on women Veterans has noted that there is a real gap in knowledge regarding women Veterans and aging and this does include menopause as well as other assumptions of aging. We really fought to fill this gap as well as to examine the positive and negative associations of military exposure and potential differences in health behaviors and risk for disease in later life between women Veterans and non-Veterans. Next slide please.

The Women’s Health Initiative is that scientific undertaking that began enrolling participants in 1993 and they enrolled participants from forty U.S. centers including over a hundred and sixty thousand women. The goal of this project was to answer major questions about postmenopausal women’s health and as of 2015, nearly a hundred thousand participants were still enrolled and had been followed via the WHI Extension Study. As you can imagine this is an incredibly vast and rich dataset in which to explore the role of military service in aging. Next slide please. 

In terms of the eligibility the WHI enrolled women who were fifty to seventy-nine years old who were postmenopausal and who had stable residence and were able and willing to provide written informed consent. There were multiple components to this study and some of them had additional eligibility criteria related to safety, competing risk as well as women’s ability to adhere to interventions or willingness to be retained within the trial. Next slide. 

This slide shows the distribution of women in the various study components and also the number of participants who were eligible for our analyses which was about a hundred and forty-five thousand. The hundred and forty-five thousand included nearly four thousand women Veterans as well as a little over a hundred and forty thousand non-Veterans. Again, these were those individuals who were eligible for inclusion in the analyses that were part of this supplement and for which you are going to see some of the findings today. Next slide. 

Who were the women Veterans in the WHI? These were actually a pretty unique group of women. They represented roughly three percent of the total WHI recruits and at baseline in part due to the eligibility criteria they exhibited similar health to the non-Veterans participant counterparts. However, there were a number of characteristics that made the women Veterans in the WHI demographically distinct and these included their age at enrollment, their level of education, their race ethnicity as well as their marital status. Next slide please. 

With that I am actually going to turn control back over to Molly, we have a poll question to try to gauge your knowledge or experience of women Veterans and menopausal symptoms? Molly over to you. 

Moderator:	Excellent thank you very much Dr. Katon. So as our attendees can see, you do have that poll question up on your screen at this time, so just select the circle next to the response that you would like. So the question is – Do you provide any medical care for women Veterans struggling with menopausal symptoms. The answer options are:  Yes; No, but I do provide care for women Veterans; No, and I do not provide care for women Veterans; or No, I do not provide any patient care. It looks like about half of our audience has voted but there are answers still streaming in so we will give people a little more time and these are anonymous responses if that impacts your reply at all. It looks like we are approaching just about seventy percent and I see a pretty clear trend so I am going to go ahead and close out the poll and share those results. As you can see, twenty-eight percent report Yes, they do provide medical care for women Veterans struggling with menopausal symptoms; eight percent reported No, but they do provide care for women Veterans; no one reported No and they do not provide care for women Veterans and two-thirds of our respondents say No I do not provide any patient care. Thank you for those responses and we are back on the slides now. 

Dr. Jodie Katon:	Alright am I back on audio?

Moderator:	Yes. 

Dr. Jodie Katon:	It sounds like we have a mix of providers as well as quite a few researchers on the line. I think this makes a nice segue into the first of the three part findings that we are going to be presenting today and I will be presenting those related to vasometer symptoms and quality of life among women Veterans and non-Veterans. Before I go on I just want to acknowledge my co-authors and collaborators on this paper, all of whom were just amazing individuals to work with and really contributed a lot to these findings and understanding what we saw. So next slide. 

Alright vasomotor symptoms include hot flashes and night sweats and are really some of the most common menopausal symptoms that are reported by women. Despite their seemingly benign description these symptoms actually can have profoundly negative impact on women’s lives and are associated with increased medical care utilization as well as impairment of activities of daily living. There is a growing body of literature looking at the risk factors for occurrence of these symptoms as well as risk factors for what is being termed ‘Bother”. We know that women experience these symptoms in a variety of ways such that we may have women who will report similar severity and frequency of symptoms but the symptoms will have different impacts on their quality of life. 

All of that being said we actually know very little about women Veterans experience of these symptoms or other menopausal symptoms. However we do know some population based studies that women Veterans have a high prevalence of many of the factors that may make them more vulnerable to VMS. The goal of this analysis was really to try to fill this gap and better understand how women Veterans may be impacted by menopause in particular menopausal symptoms. Next slide. 

We used data from the Women’s Health Initiative Observational Study and this included roughly two thousand Veterans and seventy-five thousand non-Veterans. Using multivariate analysis we first compared Veterans and non-Veterans in terms of the prevalence and severity of VMS and then in a longitudinal fashion we examined the impact of VMS on the health related quality of life at year three of follow up. Next slide. 

This is the first of three slides showing our results. These results were actually quite surprising to us. As I mentioned earlier we had hypothesized that women Veterans may in fact be more vulnerable to VMS and more likely to report these symptoms. However as you see here, after adjusting for a number of factors, the prevalence of VMS at baseline really did not differ between Veterans and non-Veterans. In both populations about thirty percent of WHI’s participants reported experiencing any VMS at baseline. Next slide. 

Similarly, we saw no difference in terms of severity of VMS. So among those who were reporting these symptoms at baseline, similar percentage of Veterans and non-Veterans reported moderate to severe symptoms. Again this is after adjustment for a variety of covariates. Next slide. 

When we began to look at the impact of these symptoms on quality of life, this is where our hypotheses began to be worn out. There is a lot going on on the slide so I will just walk you through it. You will see both Veterans and non-Veterans and the “x” axis are the three subscales for health related quality of life that we used. These include: general health; physical function; emotional well being and social function. The “y” axis is the adjusted mean difference in score comparing an individual with symptoms at baseline to one without. So what you can see is that if there was a negative difference this indicates that those who reported symptoms at baseline were actually doing worse on the scale at year three of follow up. Consistently among those Veterans and non-Veterans on all four subscales what we saw is that the presence of VMS at baseline was associated with a decrease in health related quality of life. What was more interesting to us was that if you compared the mean difference in score qualitatively between Veterans and non-Veterans these symptoms appeared to be having a greater negative impact among Veteran’s, particularly for general health, physical function and social function and there was a much difference seen. So collectively combining these with the first results I showed what this seems to imply is that women Veterans may not experience VMS any more frequently or have more severe symptoms than non-Veterans but they seem to be more negatively impacted by these symptoms and have greater problems managing them. The next slide. 

So what does this mean in terms of clinical implications? Well as I mentioned our findings suggest that women Veterans may in fact struggle with menopausal symptoms more than non-Veterans. I was unable to show these results due to time constraints but we also found that having a baseline obesity or depression further amplified the negative impact of these symptoms on health related quality of life. There is the possibility that presence of VMS may impact management of other health issues. And then while women Veterans are one of the fastest growing groups of new VA users there is still a substantial number of women Veterans who do not use VA and so I think these findings sort of highlight once again the need for both VA as well as non-VA clinicians to be aware of the potential role of the history of military service on women’s health in this case on women’s ability to manage menopausal symptoms. Next slide. 

Moderator:	I apologize _____ [00:14:36] [lost audio]

Dr. Jodie Katon:	Alright. In terms of research implications, I think the big question for us as researchers is – what is the underlying mechanism? Why do women Veterans appear to struggle more with these symptoms? Currently we are hypothesizing that mental health may play a role in this. There is a substantial body of literature looking at mental health particularly depression as a risk factor for vasomotor symptoms as well an outcome of experiencing vasomotor symptoms. But our findings actually suggest that there may be an interaction between mental health and the presence of these symptoms. Further, I think that there is a need to continue to work to develop effective intervention to help women Veterans who are going through menopause and struggling with these symptoms. The only truly effective treatment for VMS is hormone therapy which may not be appropriate for a large number of women. So there has been a lot of interest in alternate treatments or strategies to help to manage these symptoms and we may have an opportunity here in VA either to tailor existing interventions that are being developed or to really capitalize on the growing number of older women Veterans who we are seeing so that we can develop our own novel interventions for these women. 

Moderator:	Dr. Katon.

Dr. Jodie Katon:	Yes. 

Moderator:	We do have a clarifying question that has come in. Can you define the V in VMS please? 

Dr. Jodie Katon:	I am sorry it is vasomotor.

Moderator:	Thank you. 

Dr. Jodie Katon:	Unless there are other further clarifying questions I will turn it over, next slide to Julie Weitlauf who will be presenting for Dr. Michele Rissling. 

Dr. Julie Weitlauf:	Thank you, this is Julie, can everybody hear me?

Moderator:	Yes we can thank you.

Dr. Julie Weitlauf:	I am going to be presenting on behalf of Michele Rissling who is a post-doctoral here in the Sierra Pacific MIRECC for several years. The post-doctoral supported her work on sleep disturbance, diabetes and cardiovascular disease in post-menopausal women and she is very sorry but she was not able to present today so I will present on her behalf. Next slide. 

Regarding background, prior work suggests that Veterans at a population have a heightened risk for sleep disturbances relative to non-Veterans and there are several compelling reasons about why this may be the case. The first is that mental health sequelae of military occupational health exposures like trauma can disrupt sleep. Similarly military duty or the military occupation occurs on the twenty-four hour clock and being awake at different times throughout your tour of duty, having to wake up in the middle of the night, not getting enough sleep can lead to somewhat permanent disruption in circadian rhythms which can disturb sleep. Finally, the health sequelae of high prevalence health risks among Veterans like cardiometabolic risk factors, smoking and hypertension can lead to sleep disturbances. Sleep disturbances may be an important risk factor for cardiometabolic disease among older Veterans.  Next slide. 

This is just an illustration of that looking at the pathways or the hypothesized pathways from the military service to cardiometabolic risk via sleep disturbance. As you can see Pathway A would be that military service increases risk for traumatic exposure and the development of hyperarousal, traumatic hyperarousal. That might be war zone exposure, military sexual trauma and so on. Traumatic exposure and hyperarousal can lead to sleep fragmentation which can lead to sleep disorder breathing which can lead to a combination diagnosis of insomnia and sleep disorder breathing all the while increasing risk for cardiometabolic risk or cardiometabolic disease. Pathway B you see the association between military service and health risk behaviors like substance use and we can also put smoking in there. Other things that can lead to sleep fragmentation and ultimately disrupt sleep leading to either insomnia or insomnia and sleep disorder breathing combined. Finally you see Pathway C which is the association of military service to circadian sleep/wake rhythm disturbance and that is something that might occur with someone that was deployed in field working for a sustained period of time irregular hours where they up at night, crossing several times zones in a short period of time. This too can lead to sleep fragmentation which can lead to sleep complaints like insomnia and increase actually risk for cardiometabolic disease. I will let you take a look at this for a second [pause] and then we can move to the next slide. 

So, while we know that Veterans have a heightened risk for sleep problems the majority of the prior work on this topic has been conducted in male Veterans. Research that characterizes prevalence of but treatable sleep disturbance in women Veterans is critical to planning their effective preventive health programs and in particular research that looks at the association of sleep disturbance in cardiometabolic health among the growing population of older post-menopausal women Veterans is needed because as we know as women age and go through the menopausal transition risks for cardiometabolic disease increases anyway. Beside all of this, no work has looked at this, and Michele saw an opportunity and preformed the following study. Next slide. 

Her objectives of the study were both to characterize the prevalence of sleep disturbance at WHI baseline and follow up periods in the Veteran and non-Veteran participants but also to evaluate the association of these baseline sleep disturbances with new incident cardiometabolic disease such as incident diabetes or cardiovascular disease in the Veterans and the non-Veterans. 

And to briefly cover her methods, she had a hundred and thirty-two thousand eight hundred and twelve non-Veterans in her population; three thousand four hundred sixty-two Veterans that differs a little bit from the numbers that we saw at the beginning of the slide and that had to do with exclusion criteria based on the outcomes that Michele was hypothesizing. She had a series of descriptive outcomes which include prevalence, five categories of sleep disturbance by Veteran status; so - race; medication or alcohol use for sleep as reported at baseline among Veterans and the non-Veterans risk for insomnia, risk for sleep disorder breathing, risk for comorbid insomnia and sleep disorder breathing so you can have both and risk for aberrant sleep duration or very long or very short sleep as reported by Veterans and non-Veterans at WHI baseline. Then she also looked at adjudicated health outcomes over the multiyear follow up period and those were: cardiovascular disease and diabetes. Covariates for all her models included age; education; race; ethnicity; partner marital status; vasomotor symptoms; body mass index; smoking, etcetera as well as WHI study assignment. Next slide. 

To sum up very quickly we had a little bit of surprising findings as well and that there was a single category of sleep disturbance where the women Veterans had higher prevalence than the non-Veterans and that was combination insomnia and sleep disorder breathing. Simple insomnia, simple sleep disorder breathing, aberrant sleep duration all of the rest of them were essentially equivalent between groups. The Veteran women had greater baseline prevalence of the combination diagnosis – comorbid insomnia and sleep disorder breathing. Risk for sleep disorder breathing and comorbid insomnia were linked heightened risk cardiovascular disease and diabetes. And aberrant sleep duration was linked with greater risk of CVD and diabetes in non-Veterans but less strongly and consistently among the women Veterans. Those were her major findings. Next slide please. 

What does this mean clinically? Well clinically we know that women Veterans would benefit from targeted screening and treatment of sleep disturbances. And the fact that they did not have higher prevalence in some of the categories than the non-Veterans does not mean that we do not need to screen for them. The prevalence of all of them were actually higher in all participants in Women’s Health Initiative. We do a very good job in VA of screening for sleep disturbances among male Veterans. We have not quite found the right clinic setting or we do not quite have a clinical pathway for routine screening, a sleep problem in older female Veterans that is something that I think should be paid attention to. In addition, this issue of the combination diagnosis, the higher prevalence of the combination insomnia and sleep disorder breathing is a little bit concerning both because it has implications for two different treatment pathways, and it also has pretty profound implications for cardiometabolic outcomes in this population. So thinking about improving the availability of multidisciplinary team approaches, evidence base treatment to think about assessment of treatment of sleep in women during the post-military course of life would be important. Thinking about increasing their access to behavioral health and developing effective combination therapies so thinking about doing cognitive behavioral for insomnia while doing positive airway pressure so that both insomnia and sleep disorder breathing can be addressed simultaneously rather than using one as an exclusion criteria for the treatment of the other. Next slide. 

Regarding research implications definitely more attention on factors leading to observed risks. So what is it that is behind this heightened prevalence of comorbid insomnia and sleep disorder breathing in women Veterans? And to what extent are their modifiable risk factors that could be intervened upon much earlier in life that might actually decrease this risk as women go through the menopausal transition. Specifically thinking about studies with more information on ideologic factors like pre-military and occupational exposures, during military service are needed, and I think we need to ask ourselves the question – are pre-menopausal women Veterans also at risk. WHI did a very nice job of looking at post-menopausal female veteran cohort that is not to say that these problems began at WHI baseline. I think we need to be looking much earlier on, there is a lot of evidence emerging that women develop some of these sleep disturbances during pregnancy and much earlier phases of life and they may go unrecognized and untreated for many, many years because people attribute women’s sleepiness or fatigue to child rearing. 

That concludes my presentation, I would like now to introduce our next speaker, which is Dr. Lisa Callegari and we can go on _____ [00:26:20] [lost audio]. 

Dr. Lisa Callegari:	Great thank you can everyone hear me? Just to make sure I am on. 

Moderator:	We can yes thank you. 

Dr. Lisa Callegari:	Great, okay, thank you Julie. The title of the analysis that I am going to be  presenting today is “Hysterectomy and Bilateral Salpingo Oophorectomy Variations by History of Military Service and Birth Cohort”. Like Jodie I would like to acknowledge my incredible group of co-authors without whom I could not have done this project. I will go to the next slide. 

Hysterectomy is one of the most commonly performed major surgeries in reproductive aged women second only to Caesarean section. We know that hysterectomy has a number of benefits for women including definitive treatment of common benign gynecologic conditions like uterine fibroids, endometriosis as well as treatment of gynecologic cancers. In comparison to some other non-invasive or less invasive options to treat gynecologic disease, hysterectomy is also associated with both shorter and longer term risks. In terms of short term risk we usually think of procedural complications related to the surgery like bleeding, infection or other post-operative complications. A growing body of literature is also suggesting that hysterectomy with BSO carries some longer term health risks including cardiovascular disease, urinary incontinence and dementia. When these procedures are done among women who are less than forty years of age, there has also been an association demonstrated between these procedures and all-cause and CHG mortality. Interestingly there have been several studies that have shown that Veterans are more likely to have had a hysterectomy then non-Veterans. There was an older study using data that is about twenty years old that showed that association and then there are a few more recent studies using more recent data that have also shown that Veterans are more likely to have hysterectomy. So we were interested in looking at this question in the WHI for several reasons. Obviously WHI is a large database and there were significant number of women Veterans included. We were able to compare Veterans and non-Veterans in the same data which was not the case with several of the other studies that were done. Additionally the WHI allows us to also look at BSO status. So again, BSO is bilateral salpingo oophorectomy removal of the tubes and more importantly the overuse. That is important because hysterectomy with BSO is really probably BSO and surgical menopause that is implicated in some of these longer term health risks or cardiovascular disease and dementia. So it is important to be able to also see that it is not just hysterectomy that is higher among Veterans but also hysterectomy with BSO. Our overall research question was the following – is Veterans status associated with hysterectomy with or without BSO in the WHI data? I will go to the next slide. 

Our sample included over six thousand Veterans and a hundred and thirty eight thousand non-Veterans who participated in the WHI clinical trial and the WHI observational study. Our main exposure was Veteran status and we looked at two outcomes. The first outcome was a three part variable capturing hysterectomy status and the three categories were:  neither; hysterectomy nor BSO; hysterectomy without BSO and hysterectomy with BSO. The second outcome variable that we looked at was early hysterectomy either with or without BSO under the age of forty and that we looked at among women who had a hysterectomy. For analysis we did a multinomial logistic regression for the three category outcome and modified Poisson regression for our dichotomous outcome. Now go to the next slide. 

So another important aspect of our analysis was that we decided to stratify by birth cohort in order to try to control for the effect of secular trends in military policy towards women and also gynecologic practice patterns. We identified two birth cohorts; the first was women who were less than sixty-five years of age at enrollment in WHI and those women would have been born between 1929 and 1949. They primarily served in the Vietnam War or later conflicts and they turned eighteen and therefore would have entered the military after the 1948 Women’s Armed Services Integration Act which allowed women to serve in the military and the Reserves outside of war time. The second cohort that we identified was women who were sixty-five or older at the time that they enrolled in WHI and these women were born between the years of 1912 and 1933 and would have served in World War II or the Korean War and joined the military before the Women’s Armed Services Integration Act. Next slide.

This slide shows the results of our two models in the less than sixty-five year old enrollment in WHI cohort. The first box shows the association between Veteran status and the hysterectomy outcomes and _____ [00:32:14] [lost audio]

Moderator:	It looks like we may have lost Lisa’s audio. Let me message her real quick and see if we can get her back. [pause]. Thank you for your patience everyone she looks like she is calling back in now. [pause]. I will take this opportunity while Lisa is calling back in just to remind you all that if you have any questions or comments to submit, please use the Question section of the Go To Webinar control panel to submit your questions or comments. Just use the Question section, click the Plus [+] sign next to the word Questions and you can type your question or comment in and press Submit and we get to it as soon as we are done with the presentations. We will give her a few more seconds and then we might have to pinch hit in her absence. Please stay on, thank you. _____ [00:33:40 to 00:34:11] [no audio]. Okay well until we can get Lisa back on the line Dr. Katon has been kind enough to offer to step in. Is that Lisa?

Dr. Lisa Callegari:	Hi yeah this is Lisa, I am sorry everyone, I do not know what happened I must have dropped the call and I did not realize it. Where did I leave off then?

Moderator:	Well can just probably redo this slide. 

Dr. Lisa Callegari:	Okay, did we get the slide beforehand?

Moderator:	Yes. 

Dr. Lisa Callegari:	Okay. This is our data from the less than sixty-five year old cohort so the younger women and what we see in the first box is the model that looked at the association between veteran status and the hysterectomy outcome variable. The first two columns of percentages show the difference in raw percentages of women who reported a history of the procedure. For hysterectomy without BSO we can see that twenty-one percent of non-Veterans and twenty-two percent of Veterans reported a history of the procedure. The next column over shows the odds radio in the multinomial model and so we can see that women Veterans had an eighteen percent increase of hysterectomy without BSO compared to non-Veterans. The next row we can see hysterectomy with BSO and nineteen percent of non-Veterans and twenty-two percent of Veterans reported a history of the procedure and in the adjusted multinomial model there was a twenty-eight percent increased odds of the procedure among Veterans compared to non-Veterans. The second box down there shows the model for early hysterectomy and this was done among women who had had a hysterectomy so we can see that sixteen percent of non-Veterans and twenty-one percent of Veterans who had a hysterectomy reported that that procedure was done before the age of forty. That resulted in the adjusted model in a difference in a thirty percent increased risk of early hysterectomy among Veterans compared to non-Veterans. Both of these models are adjusted for the covariates that are listed at the bottom of the slide. Next slide. 

Wait so this the same two models but in our sixty-five or older at reenrollment in WHI cohorts and what we can see here is that the percentages are really pretty similar across the board so no big differences. In the adjusted models first we see no significant difference in terms of Veterans versus non-Veterans and similarly in the hysterectomy model no significant difference. Next slide. 

Our main finding is that in the cohort of women who enrolled n WHI at less than sixty-five years of age, so in that younger cohort of women who primarily served in Vietnam and later conflicts we saw that Veterans had a significantly associated with hysterectomy both with and without BSO and with early hysterectomy under the age of forty. These findings do have clinical implications in that aging women Veterans may be at greater risk for some of the long term health sequelae that have been associated with hysterectomy in particularly with hysterectomy and concomitant BSO. This is something that clinicians and policymakers should be aware of for clinical care. In terms of the non-VA clinicians, again we heard this from some of the other presenters, but I think these findings really do underscore the importance of clinicians who are taking care of Veterans outside the VA context of asking about military history and also in this case eliciting history of prior surgeries and gynecologic history in particular. Next slide. 

In terms of research implications from our findings, we definitely do need more data generally in women on what the long term health impacts of hysterectomy and BSO are and in Veterans as well. We need additional studies that tell us about current hysterectomy patterns in Veterans compared to non-Veterans so that we have that information for clinicians and policymakers. There was a recent study out of Iowa that looked at this and found that using more recent data we are still seeing the same trends that women Veterans are more likely to be receiving hysterectomies than national population based data. I should say also that it would be interesting to see national data on this and in our group in Peterstown we are starting to look at some of the national trends using the VA administrative data. Then I think lastly the question that is of really the most interest probably to all of you and to me as well what is underlying this association. What are the individual or system level factors that explain this hither rate of hysterectomy in Veterans? Some of the studies that have been published have shown that risk factors for hysterectomy include a history of sexual trauma; chronic pelvic pain which can be a result of the history of sexual trauma and even mental health disorders like PTSD may be associated with these higher rates of hysterectomy. In addition provider factors like practice patterns and also systems factors like access may be influencing some of the association that we are seeing. In our data in this particular study we are not able to tease out any of these potential ideologic factors so we look forward to future research that can look at these and try to get to the bottom of what is going on. I will go to the next slide. 

Again the first few slides Jodie presented she included the link to the supplement. We wanted to put them here again and we want to encourage everyone to spend time proving the actual articles from this supplement so the first link is to the supplement that is on women Veterans in WHI and then the second link is to a special issue on aging in Veterans that also had an article using WHI data. So we encourage everyone to check out those links. Then we also list here all of the different Cyberseminars that have been presented as part of this series and encourage you to look at the archive versions if you have missed them live and there is one more as someone mentioned that is coming up that is live. I will go to the next slide. 

This continues to show session two again which has already happened, the session three. Next slide. 

Session four is our session and then session five is coming up looking specifically at mortality data. Then next slide. 

We would also like to make some important acknowledgements so first for just the WHI for partnering with us in this project and then specifically WHI funding which is on the left hand side of the slide. Importantly we would also like to acknowledge the women Veterans who participated in WHI both for their service and also for participating in this incredibly important clinical trial that has provided such important information on women’s health, generally in the supplement on women Veterans health. Then on the right hand side of the slide I would like to acknowledge the VA’s funding sources that made this project possible including the VA Office of Women’s Health and HSR&D. The emails for all of the investigators that presented today: Dr. Katon, Dr. Weitlauf and myself are listed here and we encourage everyone to reach out if they are interested in the topic areas or have questions. We would like to acknowledge the analysts who were instrumental in making all of these papers happen Kristen Gray, Eileen Rillamas-Sun and then finally we would like to acknowledge Erica Ma who did an incredible amount of work in coordinating not only the supplement itself but also in this Cyberseminar series. Next slide. 

This slide shows the funding acknowledgements for the primary authors on the three manuscripts that were presented today – Dr. Katon, myself and Michele Rissling. Next slide. 

Finally I will turn it back over for questions and again apologize to everyone for my audio going out and I hope that was not too disruptive so apologies. 

Moderator:	No problem thank you it is definitely not your fault when technology fails although I wish I could take the blame for it but technology just fails us once in a while. Alright, so we do have a lot of great pending questions for you all. I now I have said it before but if anybody needs to submit a question or comment you can just use the Question section at the bottom of your Control Panel. The first one that came in – In Dr. Rissling’s study one of the descriptive outcomes by veteran status was medication or alcohol use as a sleep aid. Was there differentiation between prescribed medication or self-medication with either non-prescribed or illicit drugs?

Dr. Julie Weitlauf:		I believe that there is a category; this is Julie I believe there was a category for prescription medication that was pulled off the medication inventory. But I believe that this was asked as a single question – do you use medication and/or alcohol to help you sleep. 

Moderator:	Thank you for that reply. Are there other disturbed breathing conditions aside from sleep apnea?

Dr. Julie Weitlauf:		This is Julie again. That may be a question that we need to punt to cardiopulmonary medicine that is a little beyond my expertise. Here in psychiatry we tend to do the treatment of sleep disorder breathing or sleep apnea, assessment and treatment of that particularly because it has a behavioral adherence component. The full spectrum of sleep disorder breathing and the related disorders I think that is a little beyond the scope of what was asked at WHI and what I would really be able to comment on. 

Moderator:	No problem. Thank you. Do you think that insomnia in women can be considered a disability related to service?

Dr. Jodie Katon:	Wow, there are some very interesting questions. I would really have to think about that I do not know.  I think we are at the very beginning of looking at the prevalence and persistence, the synchronicity of sleeping problems in Veterans. As I said I think we are a little ahead of the curve with the male Veterans, I think there is a real need to do some descriptive studies and some basic interventions of just the evidence based assessment and treatments that are available now within our population. We would be better able to answer that question, insomnia is typically very treatable. 

Moderator:	Thank you for that reply. This one I really do not even want to try to pronounce it but I am going to. How was it determined that the salpingo oophorectomy was bilateral versus unilateral, CPT codes are the same for unilateral and bilateral? 

Dr. Lisa Callegari:	Yes, so this was a question that was asked to women Veterans and so we obviously have the potential limitation of self-reported data, but there is a fair amount of, and sometimes women do get that wrong. Women in terms of self-reported validity of self-reported measures of hysterectomy and BSO for hysterectomy the validity is quite high. For BSO it is a little bit lower but it is on the order of I have to look back on the paper but I think it is about seventy percent. So this was self-reported data of women and again we included I did not mention this in the talk but we included unilateral salpingo oophorectomy with no BSO because obviously one ovary is able to produce enough, to prevent menopause etcetera. So we only included bilateral salpingo oophorectomy and we used self-reported data. 

Moderator:	Thank you for that reply. Do you think hysterectomy in veteran women less than forty is higher when related to military sexual trauma?

Dr. Julie Weitlauf:		That is a great question and I would have to go back to the other paper. I would recommend that people who are interested in this look up Ginny Ryan’s paper which was published year in the American Journal of Ob/Gyn. I know she did find that sexual trauma was definitely a risk factor for hysterectomy and in particular sexual assault with vaginal penetration in childhood or in the military. So yes she did look at that and she did find an association. I think the answer is yes and I think there is certainly more to be done in looking at various aspects of military sexual trauma and how that relates to women’s likelihood to get hysterectomy. Interestingly I will say also that it looks like the mediating pathway that she talked about in her article is probably through symptoms. So increased rates of gynecologic symptoms which makes sense because that is what we as ob/gyn's are going to respond is people have symptoms that are impacting their lives. It goes from sexual trauma to symptoms to then hysterectomy. 

Moderator:	Thank you. Can you repeat the authors’ name again? 

Julie Weitlauf:		Ginny Ryan R-y-a-n, first name is G-i-n-n-y.

Moderator:	Thank you. Is young hysterectomy under age forty a problem? Is it used to control cancer risk of those in genetic high risk groups?

Dr. Lisa Callegari:		I would say it can be, I mean hysterectomy again you have to make some differentiations between hysterectomy and BSO so hysterectomy is generally not commonly performed to reduce cancer in people who have genetic syndromes. There is one, Lynch Syndrome is one area where we see that, but we do see with the BRCI1 carrier of that women can have early BSO for cancer risk reduction. I do not think that is a huge percentage of what is going on here, I think in terms of the question – is hysterectomy under the age of forty a problem I think that depends a lot on the reasons that you are doing hysterectomy. There certainly are indicated hysterectomies before that age. And again I think probably a lot of the risk comes in BSO’s at those early ages and we certainly in gynecology have shifted in our field to really move towards more retaining of the ovaries unless there is really a compelling reason to take them out in younger women. That has been a real shift and I think that is probably only over the past ten years that we have really seen that. And a lot of times people would do hysterectomies more commonly for ovarian cancer risk, do BSO’s prophylactically for ovarian cancer risk reduction at the time of hysterectomy that is changing now. Again it is hard to say I think we need more information about why we see more Veterans these symptoms and what the impact is on their lives because again as we said hysterectomy can have benefits in terms of improving quality of life and treatment gynecologic conditions, but the question is are Veterans for some reason having hysterectomies when they could be having less invasive procedures that do not carry the same short or long term risks. 

Moderator:	Thank you. Dr. Katon did you want to chime in on that. 

Dr. Jodie Katon:	Yes, I was just going to point out we did conduct a sensitivity analysis where we excluded all women with self-reported history of gynecologic cancer. In fact the results remain robust and consistent. I do not necessarily think that cancer risk fully explains our findings or those of some of the other studies that Lisa mentioned. 

Moderator:	Thank you both. Is the percentage from sixteen to twenty-one percent related to VA surgical practice? Is it easier for MD’s or do they see it as easier to do a cesarean section than a vaginal birth?

Dr. Lisa Weitlauf:	The question is – do we think this is related to VA provider patterns. I think one of the important things to remember is that WHI is data on Veterans but not necessarily Veterans who are getting care at the VA. I think probably, from our study, I guess I should say. If we look more broadly at some of the other studies, and some of these procedures were certainly done in the VA but I think a lot of them were done outside. That is an important distinction to be made and there is a lot we do not know about the kind of care that women get when they are outside the VA. Many VA’s do not have a gynecologist so in terms of the percentage that are done inside or outside the VA will really depends on what the gynecologic availability is at a particular site. In terms of practice patterns within the VA, we definitely need more information, again trying to look at rates of hysterectomy taking into account indications, where they are having the procedure and that kind of thing. I would be very surprised though if people are doing hysterectomies because it is more convenient. I think really this field has shifted and I see this reflected in my colleagues at VA and gynecology where we are really thing to offer non-invasive treatment and less invasive treatments overwhelmingly before we take people to hysterectomy. I think there is definitely more interesting questions to be asked and answered on that subject.

Moderator:	Thank you. It looks like somebody is writing in to point out that no other studies actually pinpoint where women were getting their hysterectomy whether it was private, VA or DoD. Thank you for that. That is the final question pending but I do want to give you ladies an opportunity to make any concluding comments if you would like. We can just go in speaking order if that is okay. Dr. Katon did you want to wrap up with any comments?

Dr. Jodie Katon:	No, I just want to thank the audience as well as acknowledge again the women Veterans participants and the other WHI participants and my colleagues as co-presenters. 

Moderator:	Thank you. Dr. Weitlauf.

Dr. Lisa Weitlauf:	I echo what Dr. Katon said yes it is wonderful to have such a broad audience to share our findings. 

Moderator:	Thank you. And Dr. Callegari did you want to conclude with anything?

Dr. Lisa Callegari:	Just echoing the same, I really appreciate all the questions and the interest and encourage people to follow up. Also, I echo what both Jodie and Julie said about just having great audience, great collaborators, it has been really fun to be part of this project. 

Moderator:	Thank you. Well I do want to thank you all for coming on and lending your expertise to the field and I do want to let our audience know that the initial presentation of this mini-series will be taking place on Monday March 7, at 3:00 PM eastern same time, same place so please do go to our website and sign up for that session. And again you will receive a follow up email to this presentation that has the link to the archived recording and you can feel free to share that with anyone. I do want to thank our audience for joining us today, I am going to close out the session in just a moment and when I do please take just a moment for our feedback survey to populate on your screen and if you can just answer those few questions it helps us greatly to improve sessions we have already provided as well as gives us ideas for other sessions to support. Once again thank you everyone and have a great rest of the day. Bye. 
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