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Alison Hamilton:	And thanks everyone for joining today. My name's Alison Hamilton, I'm based at the VA Greater Los Angeles, a research career scientist there. And it is my great honor and privilege to introduce our three presenters today. Really, a dream team and a dream team that I have the good fortune of working closely with. So, we're going to have three presenters: Jennifer Strauss, Laura Miller, and Sandy Roland. I'll just give you a little bit of background on each and then we'll get going.  

	So, Dr. Jennifer Strauss is the National Lead and Women's Mental Health Program Manager for the Office of Mental Health and Suicide Prevention in VA Central Office. She's a clinical psychologist by training and also an Associate Professor of Psychiatry and Behavioral Sciences at Duke University and a former VA HSRAV Career Development Awardee. She helps develop, implement, and oversee VA policies related to mental health services for women veterans. 

	Dr. Laura Miller is the Medical Director of Reproductive Mental Health for the VHA. In this role she heads the VA Reproductive Mental Health Consultation Program and contributes to women's mental health training initiatives. She's a Professor of Psychiatry at Loyola Stritch School of Medicine and she's developed nationally award-winning women's health mental health services and educational programs and has participated in numerous women's mental health policy initiatives. 

	And we also have Miss Sandy Roland who is the Women's Mental Health Program Coordinator for the Office of Mental Health and Suicide Prevention. In this role she serves as the liaison to the field of women's mental health champions. She supports coordination and implementation of women's mental health training initiatives, coordinates the national reproductive mental health consultation program, provides orientation and support to new women's mental health champions and assists with many, many, many other projects and planning efforts and she has a special interest in and has devoted her career to working with marginalized populations, particularly LGBTQ+ and women veterans. 

	So, thank you so much for the opportunity to introduce this wonderful panel and I will turn it over to our presenters. Thank you so much. 

Dr. Jennifer Strauss:	Thank you Alison. Thank you everybody. That was a lovely way to get us started. So, my name's Jennifer and I'm going to take us through at least the first two-thirds of our presentation. Libby, I don't have a slide with an agenda, but I think I'll start by giving you an idea about what we hope to do with the presentation. 

We're kind of envisioning this in three parts. We'll start with just kind of a broad overview of women's mental health as a program office and policy office and you, kind of- basically, how we see the world. And what kind of things get us up out of bed in the morning and keep us busy during the day. 

The second part, based on past experiences, we're going to go through some kind of frequently asked questions about partnering with us and some lessons learned and some tips on what's worked well and maybe things that haven't worked as well as, at the time, we thought they might work. In the interest of growing collaborations between our program office and researchers. 

And then if I don't blab too much, we should have a lot of time leftover at the end for Q and A. And so, take _____ [00:03:41] that this is supposed to be kind of an open dialogue. That we're going to share information about what we think is going to be informative to you, what we think would be helpful, in terms of helping you to partner with our office. Hopefully that will go both ways. So, we'd love to hear from you what kinds of things we could do to be helpful, what kind of challenges you have maybe in working with us and ask us more questions. So, this is really just all in the spirit of ultimately having a conversation. 

So, starting with the world according to women's mental health. We, as a program office, conceptualize women's mental health pretty broadly as any mental health care or models of care that address either gender related factors or gender specific factors. Essentially, gender related would refer to mostly sociodemographic, psychosocial, cultural factors that disproportionately affect women. And then gender specific factors, of course, are those that are unique to women. Most of them are in some way biologically based. That's the world according to women's mental health. 

There's a subsection of women's mental health that's reproductive mental health. I know when I first heard the term reproductive mental health, I immediately thought of, "oh, reproduction. That's going to be about pregnancy related influences on mental health." That is true, but it's broader. Because that's a common misconception, whenever we have the opportunity, we remind people that reproductive mental health, that kind of area specialization, really encompasses the full range of reproductive cycles across a woman's lifespan and mental health implications related to reproductive organ comorbidities. So, it's a pretty broad area and we'll talk a little bit more about that as we go but that's been a really strong focus and very much more along the gender specific related side of what we do. 

So, why is there women veterans' mental health program office at all? I'm probably preaching to the choir, but just as a- commonly think to what degree are women veterans different than male veterans or to what degree is women veterans' mental health differ from women in the general community? And there are some things- there's a lot- but just key ideas. Unlike in the general population, women are by far the gender minority among our veteran population and the population of veterans that use VHA. They're a fast-growing minority, so within 13 years they'll go from about 10 percent to 15 percent of the population of veterans and anticipated to continue to grow from there. It still makes them, in the course of my career for sure, they're gong to be the gender minority. But they're also a gender minority that has a very high rate of mental health conditions, concerns and they tend to be pretty high utilizers of mental health and mental health services.  

For that reason, even if they're 15, 10 percent of our patient population, they're, I think, currently closer to about 17 percent of our mental health users and we're using more mental health services, higher utilizers, than their male counterparts on average. So there's an essentially fair amount of need there that's only going to grow. 

And then, of course, there are disproportionately high rates of suicide among women veterans. They are more than twice as likely to die by suicide than nonwomen veterans. And that's also- that's a striking difference and one that gets talked about and is a focus of a lot of research already and policy and clinical interest. 

So, we're asked to talk about like, what do we do all day long? Besides answering emails. One of the things that- I think we'll talk about three things that are major priorities right now. So, if our job is to think about, how do you take the VA healthcare system and essentially retrofit it. Because it was built really to take care of men how do you retrofit that system to ensure that it can meet the needs of women veterans?

So, the first line of business is just to make sure our providers and staff know how to take care of them. We've done massive and we continue to do really, really strong clinical training initiatives. Both broad based, like here's foundational knowledge we think everybody should know, and more targeted, around reproductive mental health, certain types of interventions. You'll also notice, I think the third bullet on the slide mentions eating disorders. Just to point out, obviously eating disorders are not unique to women, but for various reasons- actually, women's mental health in partnership with the office of women's health stood up the first real eating disorder treatment team trainings and so the home of eating disorders is in OMHSP in mental health, is women's mental health, even though we make a point of noting that it's not a gender related condition at all, but it has a happy welcome home with us right now. 

Okay, so, training, that's first priority. Second priority is clinical resources, because it's similarly. We can offer training and work towards the day when everybody has some, at least foundational, training in women's mental health. There are always going to be cases that come up that require real targeted expertise, so we've begun to set up things like a National Reproductive Mental Health Consultation Program meaning, no matter VA, what door a woman veteran walks into, whether it's this huge hub of comprehensive women's health and mental health in a huge urban environment or if it's in the tiniest rural community three miles out from the nearest city. No matter where the person is accessing care, that that woman veteran's clinician can get expert consultation, so that's the idea there. 

We now also have a national network of Women's Mental Health Champions at all VA Medical Centers so there's now a point of contact everywhere. That gets us a few things. In terms of visibility, there's somebody on site at every VA, at least one person, who's charged with advocating for women's mental health, who is kind of an educational lead, is the point of contact, and that also creates a community practice among our clinicians. So, let's say that you're the woman's mental health focused clinician in a very small CBOC in a rural environment. Having a community, even if it's a- and I think we're all used to this now, even if it's kind of a long-distance community- of other clinicians, or researchers, or policy makers who are interested in women's mental health means a lot. So, we have that. 

Also, things like, we've begun to develop specialized training. Last year, actually, was the first year that we offered a twelve-part series in reproductive mental health training. We now maintain on our SharePoint a registry, basically, of all the clinicians who've gone through that training, 12 hours, passed a knowledge test, and want to be recognized. So, again, to kind of grow the availability and also the visibility of resources for women's mental health. 

And then finally we, also in the last two years, have been very focused on developing collaborations between women's mental health and peer support. This is, briefly, this came out of a congressional mandate, which is sometimes how things move forward, and it's pretty motivating. If Congress asks you to do something and then gives you money and tells you, "You better do this and you need to report back and tell us what you did with this," that is definitely motivating. For me at least and in a really good way. It's an example, I guess, of when something can kind of leapfrog forward in the policy lane that's just so different from my past experience as a researcher. It's been a phenomenal and continues to be a phenomenal initiative, essentially tailoring- basically thinking about peer support as a component of a mental health team and as a clinical tool that can help tailor care for women, help women to feel welcome, have a shared experience with women, I could rattle on, but I will not rattle on. But also just an area that would be ripe for research if anybody's interested in that. 

Okay, this is- I’m not going to go through all this, but this is a, kind of a summary of all the different areas of focus right now in our program office. I will skim through the mission, because it's the most succinct way we know of describing what defines our work these days. So, our charge is to provide national subject matter expertise and program and policy guidance around women's mental health to support central office, to address Congressional requests and stakeholder inquiries, foster a National Women's Mental Health Community at practice, and develop extensive resources and training initiatives to ensure that our VA clinicians and staff have the skills and expertise to address women veterans changing needs and preferences. So, that's kind of in a nutshell, what we do. 

Those are the actions, so what are driving priorities that kind of shape that work? From a research perspective, super broadly, pretty much anything you can think of that has the word gender in it would be interesting. So, gender differences, gender tailoring, gender informed, the confluence of gender, and trauma informed care and what does that look like, all of that's interesting. As is anything that is focusing on how do we get women to come to VA, to feel comfortable here, and to feel confident that we have the expertise to meet their needs, and engage in care and stay in care, so all of that is interesting. 

I mentioned really briefly, but for complexity, a thing that's kind of, I guess we would call it gender related, male and female veterans can both certainly be clinically complex, but kind of a steady drumbeat that we've heard, gosh, going back to a national survey in 2012, is that our women veterans are complex. Meaning they're more likely to have not just a mental health condition, but multiple comorbidities, both mental health and physical health, and/or some psychosocial stressors or limitations that really complicate care. Maybe they have housing instability, job instability, unstable relationships and support systems, on top of medical and mental health needs. That's challenging and so that- some of what we've done is trying to address-recognize that our clinicians have been asking, I guess, for some help managing complexity and so trying to meet that need. 

Another area that's a little more recently an area of focus is intersectionality. In the veteran population- when women are in the military during their service and as veterans, they're the gender minority, which of course is not the case in the general population- they're also members, often, of other minority populations. Racial ethnic minority, sexual minorities, so addressing women, taking care of women veterans and their mental health is often kind of a little more broad, and thinking about those elements of complexity and how that informs care and often that it's not just women, there's this intersectionality with other minority, kind of underserved populations that may also be important components of care. 

Okay, other things that are priorities. Practice models. So, women are, more often than- disproportionately likely to be complex. They, I mentioned, tend, on average, to be higher users of health and mental health services. Once they're engaged in care, they, again, on average, have more care needs, are more likely to use more care, they anecdotally, we've heard they talk more. So, they may be just more likely to have things that they want to talk about. Interesting things, again, anecdotal, for instance, several psychiatrists nationally who have that rare, specialized expertise in reproductive mental health, that went on beyond psychiatry residency, to specialize in women's reproductive psychiatry. So clearly on a professional path to focus on women. We've heard several that say, I can't only take care of women, that they have some have panels that are more like mixed gender predominantly men, because the women's panels take so much longer and so much more kind of energy to manage. So, that kind of begs the question, should we be thinking about limiting panel sizes in some way for clinicians that are predominantly working with women, or changing appointment lengths? And some of the things that have been considered and implemented in women's health, is there a place for them in mental health? Maybe, but that's an empirical question and that would be a big change but for sure would be a data-driven decision-making process. Just another thing that pops into mind. 

A third element is building a professional community. So, really important to build a community with the MVA that is collegial, collaborative, focused on women veterans. Not just our clinicians, but coming here, so clinical, policy, research. I think all of us who are focusing on women in our careers are within VA, also kind of a minority. And I traditionally had been- very, just very welcoming group has been my experience and would want to keep it that way. How do we make VA a place that people- I've been here for 19 years and maybe why, maybe part of the reason I think that people are welcoming and that this is a collaborative group is because I've just been here so long, and I just know a lot of people? Is this where I'd start my career if I was starting fresh and what kind of things would bring me here? How are we going to attract the next generation of talent and how do we make this a place, given that the minority, that we are always going to be working with women probably as a minority? At least during our lifetimes. Anyway, how do we drive that? How do we make this a place that people want to be trained and grow and how do we mentor that forward? Those sorts of things. 

And then another thing I'll just put out there, in terms of like, food for thought, and this is, it's not new information, but I guess coming from the research world into policy, almost every question that gets posed in the policy lane, there's not a clear research answer to it. So, there are decisions that have to be made, think about women's mental health peer support. We're doing all of this work right now about building that up and you kind of work with the best research, you know, what we know from research, and you can do evidence reviews and work with evaluation centers to make sure that, to the extent possible, information is, or decision-making is evidence informed. But the pace of some things and how they unfold kind of happens before we can actually, definitively have research answers. 

What that leaves us with is this- it would be interesting to hear, maybe from others, here or offline about this- it seems to me like there's this gray area where, on our end, there's absolutely a home, a need for research informed approaches, so things like really well-designed expert consensus panels and bringing different subject matter experts to help make decisions and really well-conducted needs assessments or program evaluations and the types of things that could really have a real impact in our work, but may not result in a publication or grant funding. I struggle a little bit in how to frame things like that where I know we would get a lot out of it but how do we do that in a way that's a win-win, so that it's a win-win. So that it's a fruitful collaboration, a good use of everybody's energy. 

And then in my fantasy world when we do that, there's this kind of joint- I think those sorts of efforts would help to create a road map that everybody's kind of following and common language and just a common, kind of, I don't know, way of thinking about steps forward so that we're all on the same page. Which, again, this is my fantasy life, but that's on my mind. 

Okay, other priorities, specific to reproductive mental health. Priorities focus on clinical training, building up that foundational knowledge in our providers, in our staff. We're going to end up needing to have a cadre of subject matter experts available nationally. Building that up, building awareness around resources that are already in place, and with some of that, moving forward, getting VA to a place where we much more routinely start screening for reproductive mental health issues. Start planning, a lot of screening and advanced planning. That we are working with women as we're proscribing psychotropic medications, to consider pregnancy intentions, family planning, contraception, how psychotropic medications may or may not a part of that equation. And, in general, helping our providers and our veterans to make really well-informed, balanced decisions about some of these things. I think we often think about risks of certain- clinically, it's almost more overt to think about risks of medications and side effects and we think about that versus the benefits of managing symptoms. A lot of awareness building and trying to shape the culture of how all of that would inform how we care for women. That's what gets that side of the house out of bed in the morning. 

Part of the goal here, I hope, is- part of being on camera and coming here is hopefully to show our smiley approachable faces, put faces with names. These are faces and names of our team. So, I'm Jennifer, I'm currently the acting lead for women's mental health because the National Director position is vacant and has been for 15 long months, so we're busy, there's a lot going on and we are without a National Director at the time being. Luckily, we've been working together for a long time and work really well together so it's been, I think, a much smoother transition than it otherwise would be. 

Laura Miller is here and will help with Q and A. She's a psychiatrist, Medical Director of Reproductive Mental Health. Sandy, National Women's Mental Health Program Coordinator, is a Licensed Clinical Social Worker. Not here, but another psychologist, is Natara Garovoy who leads the eating disorder initiative. We are multidisciplinary. I don't think anybody's ever quit our team so, so far, I think we have a perfect retention rate. For better or for worse. So anyway, that's us. 

Okay, now I'm going to shift over to the frequently asked questions and pro tips portion of the _____ [00:26:53]. Okay, first frequently asked question that comes up a lot. Are we part of the Office of Women's Health? No, no we're not, but probably at least 50 percent of people think we are. I'm going to show you a few different org-chart here, just for orientation. You can download the slides and then you'll have this in your back pocket. 

Okay, Office of Women's Health, upper right-hand corner with that yellow horizontal arrow. They, whole separate office, they report directly to the Undersecretary for Heath. That's a relatively recent change and reflects what a priority at a very high level- also at a Congressional stakeholder level- women veterans are right now. 

Okay, Office of Women's Health. And then, kind of bottom right- no, excuse me, my other right- bottom left, at least from my screen, under Clinical Services, is where Mental Health lives, Mental Health and Suicide Prevention and Women's Mental Health is in there. The next slide has, it's a little- it's easier to see. So, there's this dotted line, which is, I think, org-chart speak for, although we're in separate offices it's understood that we work very closely together, obviously because health and mental health for women veterans go hand-in-hand. But we are different offices, with somewhat different reporting strategies and work-charts, cultures, policies around some things, but we work very closely together. 
 
Within the Office of Mental Health and Suicide Prevention, which is what this org-chart shows, Women's Mental Health is bottom left with that yellow arrow, and you can tell this is about a year and a half old, although it's the most recent org-chart that I have, because it says that Susan McCutcheon is the National Director and she hasn't been here for 15 months. So, this is a little outdated, but close enough to give you a sense. The thing to notice here is Women's Mental Health kind of reports up through the Continuum of Care and General Mental Health under Marsden McGuire. And why that would potentially be of interest to the research community is to point out that almost every clinical, within our office, almost every really clinically focused section, is in that kind of vertical column under the Continuum of Care. 

Those sections are organized in a few different ways and so there' s overlap. We have sections that focus on the setting in which care is happening, you know, inpatient, residential, outpatient, etcetera. But we also have like geriatric mental health, women's mental health, that really focuses on special populations. Psychotherapy, which is obviously a type of intervention, substance use disorder, a certain category of disorders. So, all of us are in that Continuum of Care. But then PTSD is somewhere else. Suicide, it's like enormous. Suicide's like its own separate zip code. They're in our office, but they're a very different section. 

And so we end up and- mental health is aware of the fact that we are a really big office, we cover a lot of ground, it is sometimes hard for like the right hand to know what the left hand is doing. So, there have been some changes. There are probably going to be some more organizational changes to kind of restructure some of this, but there also have been some internal policy changes in the service of, just better within office communication and transparency. 

One of those changes is, two years ago, if we were asked to write a letter of support, we wrote a letter of support. That changed two years ago and now if we write a letter of support, in the very least, it needs to be cleared up through our Continuum of Care Director, so Marsden McGuire. Part of Marsden's idea is to make sure that within all of our clinical areas, that if there's overlap, that there's awareness at least and maybe more than one section is looking at a letter of support to make sure it aligns with current policies and that there's good communication. 

And then if that study, you know, that letter of support is really focusing, let's say, on PTSD, or suicide, or something that's outside of our vertical lane, Continuum of Care, then it actually goes up to the Executive Leadership Team and the Executive Director for their awareness and clearance. It is almost always just a very quick, "Yep, looks good." You know, it really be in the rare instance where something either counters a policy or seems to have a conflict with some other program going on. It's rare, but it's meant to be a check and to make sure that, again, anybody with some equity in that study within our office knows about it. So, what that means from a letter of support standpoint is suddenly we need to get them cleared, sometimes up two levels.

Which is going to bring us to our second frequently asked question, can you write me a letter of support? Yes, of course, we can. And we can do that in a few different ways. If you ask us two days before your submission deadline, to write a letter of support, you're- I can't think of a time we've ever not written a letter of support, it would have to be something odd. But you know, if- you're going to get a cursory quick letter of support, to the best that we can provide. That may speak to the alignment of what your study is and strategic priorities of our office or of course, anything that's going to potentially improve the mental health services for women veterans, we are we are all for and would be supportive of. Then we're going to like crank that up through the clearance process and turn that around. We'd rather not do that. 

A better way to go, sort of the pro tip piece of this is, well, notice is good. In a perfect world, we'd be engaged much earlier on as you are developing your study proposal. And this is part of the like wanting to come and explain and find new ways to really open up communication and dialogue between our program offices. 

We really, really want to build a strong research community that's supporting women's mental health. We need that to move what we do forward; we are on the same team. I think in some ways, I think we need you more than you need us. So, we really want to facilitate this. It is it is in our best interests to know what research is being planned, kind of what's coming down the pike. We love having the inside track and knowing who does what and what you're thinking. 

And I think, for you, if the goal is to do research that you think is going to have an impact and be implemented, it's in your best interest to educate us and let us know what you're thinking about so at least we all know what the other one's doing. In some cases, we do have a different perspective. We may be able to help you to shape covariates, outcomes, we can kind of help you to shape a study in a way that is most likely to inform or might address current gaps in our program offices, is struggling with. So, there is a win-win there. 

We'll talk, I guess, about how best to do that. So, if we don't know you send us an email. If you don't hear from us, that's not because we're ghosting you. I've gotten bad about email just because I get about 200 or 300 emails a day. Some are very easy; some are really super time sensitive. So, just different times. I'm not as on top of it, I guess, as I would want to be, so if something slips through the cracks just re-ping us. 

That is an opportunity that colleagues in the Women's Health Research Network could be helpful. They know us well, I recognize their name and emails, so asking for an introduction is always an option, certainly not a requirement. But yes, in a perfect world, we can then write a letter that says we talked about this, and we've had several meetings, we know why this is important, we've talked to the investigators. It's a much different letter that we can provide and level of enthusiasm I think that we can provide the more we know. In some cases, it may or may not make sense for us to be on an advisory committee. We can talk about different things, but really, it's just to make sure that the door is wide open for communicating. And you know what? Sometimes things come together last minute and that happens, and we get that. So, that works too. 

Okay, third frequently asked question. I have a great idea for a new study. Your input, what we can sometimes add, policy implications, relevant outcomes, things like that. The question would be, can we run things by you? Yes. I think you know by now the answer is going to be yes. Same as a letter of support, earlier is better. Because I think it helps us, to the extent that, we have something to contribute, contributing at the early stages makes more sense. 

There are some lessons learned here. Several years ago, we had this idea, and this is in the service of mentoring the next generation and really trying to facilitate collaborations and just networking and name recognition, particularly with younger investigators or people that were not super well plugged in, that a facilitated relationship with our office might be helpful. So, we had that idea and the way we initially approached that is that we invited relatively junior investigators to come to one of our section-calls and share what they're doing with us for 30 minutes and it did not work. What ended up happening is that people put together- they spent hours and hours and hours putting together these beautiful slide presentations that were not a good use of their time and doing a pretty formal and in-depth presentation to us that half of us could follow, half of us couldn't follow. 

The basic rules of communication: if your audience doesn't understand what you're saying, that's bad; making your audience feel dumb, also bad. So, we're scratching our heads and going like, "Darn it. I know we learned about that but in graduate school and that was 20 years ago. Do I ask?" So, that didn't work. It was, I think, a bad use of the investigators time and it just didn't do a good job of bringing the research and policy worlds together and speaking the same language. We still ended up speaking different languages. 

The revamped way of doing this is we'd love to have people reach out or work with a mentor, a colleague, Women's Health Research Network, or not, but reach out and let's have a really, really informal conversation, twenty minutes, thirty minutes. Maybe prepare two, three slides just to kind of shape the conversation. Maybe prepare like a one-pager that you either send us in advance or send us afterwards, just as notes. But really, we're just going to have a conversation and, kind of like a first date kind of situation, and we'll take it from there. 

We've learned over time that, I think because the worlds are so different, the language can be so different, there's just so much that can be different, that starting early and keeping it very lowkey and informal, just to get a conversation started, is the way to do that. 

Last frequently asked question. Oh, no, take it back. This is the penultimate frequently asked question. First question. I just finished a study; I'm about to start writing up the findings. Do we want to hear about it? Can you ask us questions? Yes. Weirdly, yes. I think where we tend to have the most- our lane and our area is more around policy implications, or how research findings and implications would parlay into how clinical care is organized and disseminated within VA. So, usually that comes up in the discussion section, the implication section, how it aligns with current policy, or maybe things that are being planned. 

So weirdly, if you're writing something up, kind of same thing, please feel free to reach out informally. We have done this a number of times. We could just give it like the quick skim and in particular, read over the implications, the discussion implications section. I mean, you have almost nothing to lose, right? So, the very least, it gets it on our radar, so we get the benefit of, now we know about new research, like cutting edge, what's about to come out, hasn't been published yet, we get that insider track. You get that we have that. 

So, in terms of the people who might be implementing some of this, we're all talking way ahead of the publication schedule. We may be able to help you to shape a sentence or two and the implications, we may be aware of things that you're not aware of. Once in a blue moon we are co-authors. That's the rare situation in which we have enough to contribute that it would merit authorship. But 85+ percent of the time we'll just turn something- we can just provide an informal review and we are happy to do that. So, putting that out there. 

And this is the final frequently asked question, and this has happened. Let's say you've conducted a study, your manuscript is about to be published, and the findings are pretty provocative. That they may shake things up, they may get a lot of media attention, or attention from Congress. Maybe it's very positive, but the things that have- the situations that are rare but have happened, is there's something that maybe really doesn't look good for VA or might have pretty strong implications that would really change how we think about something. The kind of thing that's going to get CNN deciding that they're going to do like a 5:00 PM expose on whatever this finding is. Would we like a heads up about that? Yes. Yes, we would. Friends do not let friends get deluged by last minute media requests about some really sort of hot research finding. If this is something that's on the horizon, congrats on doing something that's going to get that much attention. Fabulous. And we're going to get a lot of questions about it, potentially, if it's that kind of finding. We would love the opportunity, one, to just kind of prepare before we get the, "Hey, it's 2:00 PM, we have these questions from New York Times, CNN, whatever. We need immediate responses." That's not comfortable for anybody. 

Also, to the extent that, that would be a really good time also, we can just doublecheck before something gets published and put out there, before your press release goes out there, to make sure that the part of what you might be representing, particularly around policy and our side of the house, to make sure it's all accurate so that as things are making a splash, they're making a splash in an accurate way. 

Alright. So, I think that takes us to, just as summary, we would like to help at every stage in your process: early, late, middle. In rare occasions, we also co-mentor early career researchers if it's in an area that makes sense to do that. We all had very strong mentoring in our own careers; we were really invested in that. We come from that sort of a culture and want to see that move forward, so please reach out. 

And then in terms of ways we can help disseminate your findings, we have- just things to think about: we have monthly teleconferences; we've done things where we've had three researchers talk about, to a very clinical audience, what the implications of their new findings or their area of study are; we highlight a different research article every month in our monthly newsletter. That is meant for clinicians, like a five sentence, very clinical, clinically oriented, why this matters to clinicians, and what a clinician should do about this, kind of kind of summary. We do research, evidence-informed tip sheets for our clinicians; we do educational calls for our Champions; and we also just redid our SharePoint site, and we now have several discussion forums including one that is open. So, if you have a question you'd like to ask the Women's Mental Health Clinical Community for the most part, a certain question, that is a resource. We also have one that's targeting Reproductive Mental Health Specialists. 

And here's a summary slide of everything we just talked about. Our contact information, information about our SharePoint, our teleconference series, and I think I talked a little longer than I meant to, but I think I get to hand it over here and we have time for Q and A. I look forward to it. Thank you.

Adriana Rodriguez: 	Thank you so much, Jennifer. What a great talk. I encourage folks- this is Adriana, by the way. I'm the Women's Health Research Network Program Manager for the Consortium. I am taking a look at the Q and A panel. I encourage folks to please, please, please pose your questions. We've got a great set of panelists that are here in real-time and can talk through things with you. Perhaps to get us started, get us warmed up, let me ask a question that might be relevant to a lot of folks on the call now. You talked a little bit about the importance engaging your operations partners early, especially if there's a need for a letter of support. I would love it if you could speak a little bit more concretely about how early investigators should be approaching you with research ideas. On the one hand, we imagine it's helpful to have your input for an evolving study idea, but on the other hand, as you already said, you're incredibly busy, 200, 300 emails a day. Can you speak more to this?

Dr. Jennifer Strauss:	Absolutely. And let me invite my co-presenters, Laura and Sandy, to also turn on their cameras and maybe we can all think this through. I can start and say I don't know that it's ever too early and that's part of the idea of keeping it kind of simple at first and just scheduling a pretty informal conversation. Part of what you're doing probably, is gauging the extent to which we have, even the expertise or the foundational information to really be- you might need to teach us some of the basics before we can be good partners. So, I think it really depends a lot on the idea, but it's never too early and it's not- there's certainly a number of occasions where we kind of have an initial conversation and it's really just getting to know you, so we know what that interest is. What you're interested in. That might mean that we see an opportunity, something we'd start, "Hey, thought of you," just more that kind of thing. Laura, I wonder, to the extent that you have ideas on that, please chime in. This is something I think you do a lot of.

Dr. Laura Miller:	Sure. I think it's a great question. And indeed, I agree that it is just never too early. In fact, in terms of time efficiency, I think it saves a lot of time to hear from the ground up. I've experienced it at every end of the spectrum, like people who just have an initial idea, present it to us, and we can talk it through and we can really help shape the idea, raise questions, raise issues, raise things that we've seen in the women's mental health arena, clinically, and in terms of policy, and have a great mutual exchange and then just sort of track all the way through. 

And then on the other end, somebody who wants a letter of support, where we have had no idea about the prior process. And we look at the idea, and we think, "Oh, wow, had we known about this earlier, we might have asked about this or talked about this," and then the letter of support is not as robust, not as enthusiastic as it would have otherwise been. And it's a bit of a scramble, like Jennifer said.

Adriana Rodriguez:	That's great. Thank you so much to the two of you. I am seeing some action now, here in the Q and A panel. I have a question here. I am a women's health chaplain. I collaborate with many mental health providers. I am in teams with peer support, psychology, social workers, and IPV, and MST. Are you doing any research on spirituality and mental health, and perhaps policy or initiatives, as well, on spirituality and mental health? 

Dr. Jennifer Strauss: 	I'm not aware of anything that's specific to that. There's been a lot of work around chaplaincy and mental health, I do know that. We've had some limited- we've been actually asked to recommend people who might be able to speak to that. I think that the example I'm remembering particularly was around moral injury and kind of spiritual aspects of that and how there might be, if there are gender differences or not, and it was really a struggle to find somebody who had that level of expertise. So, I love the collaboration, I love that. I think it's a really interesting area. Maybe somebody else in the research community and ask any of the co-presenters. I'm not aware of anything, but I think it's a great area to look into.

Adriana Rodriguez:	Great. Great. And I see there was another, an additional response, from the participant just commenting that they do moral injury groups now.

Dr. Jennifer Strauss:	Fabulous.

Adriana Rodriguez:	So, I wonder if I could invite Alison Hamilton on the line as well. I'm sure this amazing talk gave you a lot of ideas or questions that you think might be relevant to folks on the call now. Alison, can I pass it to you?

Alison Hamilton:	Yeah, of course. Thank you so much. And thank you, Jennifer and Laura and Sandy, this has been absolutely fantastic. 

One thing that comes to mind for me is, I think I err on the side of a lot of warm handoffs with partners and I'm wondering to what extent it's important to you to get- let me phrase it a different way. Are you equally inclined toward cold emails from people you don't know and maybe there's not a connection to someone you know? Is it advisable for folks who may not be familiar with you to make connections through people who are more familiar with you? Or is it not, maybe, even as important as I sometimes think it is?

Dr. Jennifer Strauss:	I would want to say that it's not important, it shouldn't be important, but in- I'm not even sure I want to say that. I think the bottom line is, I think it's really helpful. If I think back on past introductions to people we didn't know, it's either come from like the Women's Health Research Network or just somebody else that we already know, and I've known. Kind of subject matter expert or senior person who's working who's a mentor. I think part of that is just, I think it helps. It's not always the case, but I think having the warm handoff- first of all, I just, I recognize the name and you guys- people who already know us, I think, I'll recognize the name. I think they kind of are good at translating into Women's Mental Health speak and kind of shaping the introduction. And I'm probably more likely to jump in if it's a warm handoff coming from somebody who I know and knows me. If somebody I know is saying, "Hey, I think this is a really good fit," then, yeah, of course, it does make it easier.

Alison Hamilton:	Okay, great. 

Dr. Jennifer Strauss:	Laura- [00:54:52 - crosstalk]

Dr. Laura Miller:	-on that too, if you'd like All right. I think it provides two helpful things for me. One is context and one is teamwork. That even if- it certainly doesn't need to be a formal warm handoff, but even if a person approaches me directly and mentions that they're working with a certain senior person or whatever, it gives me context in knowing if I'm familiar with the work of the senior researcher and their group, then I can place what sort of studies, what background the person might have. And in terms of teamwork, I can sort of team up either in a formal or an informal way with the other researchers in that group to facilitate this individual project, or this individual junior investigator.

Dr. Jennifer Strauss:	That just made me think of something, Laura. Another advantage to that, that has also happened is, I think we've sometimes provided feedback to a mentor to say, in a way that will be different, to provide to a young investigator, particularly someone I don't know. So, I might back channel and just say, this didn't, you know, this piece felt- I don't know. But we've just sort of been able to have conversation in that team, but towards just, kind of- to the extent that we can provide some feedback to a mentor about what went great, this person may be benefit from some coaching, but all towards that helping to grow and train people, piece of things. I think we've done that sometimes, and I hope that's been helpful.

Alison Hamilton:	Oh, definitely. Speaking, as someone who has benefited from that with mentees, personally. Thank you so much. Let's see. Maybe there's time for that. I think one more Q and A, Adriana?

Adriana Rodriguez:	Yes. I'm seeing, there's an additional question here. I'm a Canadian veteran physician. I know in Canada we are seeing women veterans have chronic pain at much higher rates than male veterans or civilian women. There are many reasons for the pain, but there is very significant overlap of comorbid mental health conditions. Is there this same overlap of mental health conditions and chronic pain noted in US women veterans as well? To the extent you can offer a comment on that, that'd be great. 

Dr. Jennifer Strauss:	I don't know if it's the same pattern. I suspect it's pretty similar, but I think the short answer is yes and that there are a number of reasons for it, and that the pain can manifest differently. I know that there are workgroups, there's a very interesting VA/DoD collaboration right now, that has a, particularly on musculoskeletal injury, but it's, there is- a psychologist is one of the leads for that, but focusing on kind of that intersection of particularly managing pain and comorbid conditions in women veterans and recognizing, making sure that both military and VA providers are trained in what some of those nuances are where there are gender differences, including treatment approaches. Laura, if you have anything to add, please chime in.

Dr. Laura Miller:	Sure. First of all, I really appreciate this exchange of information regarding Canadian veterans and US veterans. Yes, we definitely see this. A strong driver in research to date among US veterans of this comorbidity is sexual trauma, particularly military sexual trauma. And because there is such strong comorbidity between mental health conditions and chronic pain in women, it's the topic of a number of our teachings, including some of the teleconferences and it's incorporated in some of the reproductive mental health teaching, as well. It's a topic that frequently comes up as well in our reproductive mental health consults. 

Adriana Rodriguez:	Well, thank you. Thank you all for that. I think we are at the hour, so I'm going to pass it back over to our Cider partners to close us out but thank you. Thank you so much, Jennifer and Laura and Sandy, it was great.
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