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Jessica Friedman:	Thank you so much, Maria. Good morning, good afternoon, everyone. Welcome to the Spotlight on Women's Health Cyberseminar Series. I'm Dr. Jessica Friedman. I'm an epidemiologist and a co-investigator with the Women's Health Research Network. I'm thrilled to—

Maria Anastario:	Jessica, I cannot hear you. 

Jessica Friedman:	Oh. 

Robert Auffrey:	I can hear her, Maria. The problem is at your end, I think. 

Jessical Friedman:	Can you hear me now? Sorry, everyone. 

Elizabeth Patton:	Yeah, we could hear you. 

Jessica Friedman:	Okay. I will just-- I'll start again. I'm thrilled to introduce our speakers today who'll present her research on veterans' experience of menopause and menopause-related care, the state of the research and future directions. 

Today's cyberseminar will be presented by Dr. Carolyn Gibson, and today's discussant is Dr. Elizabeth Patton. Dr. Carrie Gibson is a clinical health psychologist and health services researcher based at the San Francisco VA. Dr. Gibson is a staff psychologist at the San Francisco VA Women's Mental Health Program. She's also an assistant professor in the Department of Psychiatry and Behavioral Sciences at the University of California, San Francisco or UCSF. She's also the co-director of the UCSF Women's Health Clinical Research Center. She serves as the menopause subject matter expert for the VA and the co-lead for the VA Menopause Research Workgroup, which if you're not a member, you should definitely check it out. This is a national research network that promotes collaborative research around menopause-related health and healthcare needs among women and gender diverse veterans. 

Dr. Gibson is joined today by Dr. Elizabeth Patton who will serve as the discussant for today's session. Dr. Patton is an obstetrician-gynecologist health services researcher, and the acting director of the Reproductive Health for Veterans Health Administration field based in Boston. She's also an assistant professor of OB-GYN at the Boston University Chobanian and Avedisian School of Medicine. Dr. Patton has an active inpatient obstetric practice in a high acuity tertiary care safety net hospital, and she serves as an obstetric subject matter expert for VA. She also serves as the co-lead for the VA Reproductive Health Research Workgroup, A national research network promoting collaborative research around key issues in the reproductive health of women and gender diverse veterans. Also, if you're interested in joining that workgroup, you should send us an e-mail after the talk. Thank you, and with that, I will turn it over to Dr. Gibson.

Carolyn Gibson:	Great, thanks for the introduction and thanks so much for the opportunity to present today. I'm just thrilled to talk about menopause in the VA. First, just a couple of disclosures to note. I don't claim to speak for the VA or the US Government, and throughout today's presentation I'm going to be using the term women to include women and gender diverse individuals who may experience menopause. 

I want to start just with a brief poll just to get a sense of what brings people to the table today. Any and all that apply. 

Maria Anastario:	The poll is currently open. Please respond to the following: I'm interested in today's talk because: A) I do menopause-related research; B) I want to start doing menopause-related research; C) I provide menopause-focused clinical care; D) I want to start providing menopause-focused clinical care; E) Personal experience of menopause/menopause symptoms. And once you make your selection, please make sure you click submit. And I see that the audience is slowly responding. We'll just give them a second before I close the poll. It looks like the responses have slowed down. I'm going to go ahead and close that poll. 

And we received the following results: We have 7% that answered A; 13% answered B; 14% answered C; 10% answered D; and 32% answered E. Thank you, and back to you, Carolyn. 

Carolyn Gibson:	All right, great. Thank you. It looks like a mix of people who are currently doing research or doing clinical care in this space or a good number of people who want to start doing a research or clinical care in this space, and also just personal experience, whether that's affecting you or affecting others. I find that people are a lot more interested in my research when it starts affecting them personally and just really kind of recognize the importance of the experiences during this time in the lifespan we don't often talk about or make a lot of space for. Hopefully, we'll touch on interest for everyone during this talk. 

A brief plan for today. I'm going to start with giving just a little bit of basic background around menopause. I'm going to review some of my research findings focused on menopause in women veterans, talk a little bit about ongoing and future directions or next steps, and we'll then turn it over to our discussant, Dr. Patton. 

What brings me to the table, what really drives me is the idea that the menopause transition can be a period of vulnerability. But it's also definitely a period of opportunity for prevention and intervention to improve health and well-being in midlife and beyond. Before I get into all of that, I just want to take a step back and go over a few terms and timelines to make sure we're on the same page. Natural menopause is officially marked as 12 months after the last menstrual period, and in the US that happens on average around age 51. Natural menopause is preceded by the perimenopause or several years of menstrual cycle change and hormonal change, most notably fluctuating estrogen levels leading to stably low estrogen levels into post menopause. 

We'll talk about the menopause transition. We're talking about this period of perimenopause and into the early postmenopausal. The period in the lifespan that's often characterized by menopause symptoms and health changes that we'll talk about in a moment. This also tends to coincide with midlife, most often between the ages of 45 to 55. But I want to note that women can reach menopause earlier in the lifespan either through natural causes that we don't fully always understand or through some not uncommon medical procedures or interventions like surgical menopause, oophorectomy, or some treatments like cancer treatments that may affect ovarian function. Menopause at different ages in the lifespan results in similar and same symptoms and health changes but also have unique care considerations. 

The menopause transition is often characterized by common menopause symptoms and if we talk about menopause symptoms, we could list 30 to 100 symptoms that have been tied to menopause and aging. I'm going to focus today on the core four or those kind of four most commonly reported and commonly reported as bothersome menopause symptoms. These include vasomotor symptoms or hot flashes and night sweats. These are reported by upwards of 80% of women at some point in or after the menopause transition. Some experiences are very variable. For many women, these may occur just for a few years right around menopause. But these symptoms can occur up to 10 years before menopause and in a sizable minority of women continue for 10 to 20 years or longer after menopause. Sleep difficulty is also commonly reported in the menopause transition most often characterized as sleep disruption, which is often though not always attributed to those hot flashes and night sweats. Women also experience genitourinary symptoms, including urinary incontinence, or vaginal dryness, irritation, itching, pain with sex. These symptoms often have onset in perimenopause and can be chronic and progressive across post menopause. Again, sometimes we talk about menopause symptoms thinking that they're just sort of one brief point in time, but we're also talking about things that may affect women's health and functioning for a third or half of a lifespan. And then mood symptoms are also commonly reported during this period. Most typically irritability, anxiety, and depressive symptoms. 

In addition to mood symptoms, the menopause transition may also be considered a period of vulnerability for mental health. This has been most well studied in the area of depression where some longitudinal studies have suggested that women have two to four times the risk of a major depressive episode into perimenopause relative to other points in the lifespan. This is generally or primarily among women who have a history of depression prior to menopause. Thinking about this is a period of vulnerability just like other periods of reproductive change like puberty or postpartum. Other unique risk factors for depression and potentially for other mental health comorbidity during this period is menopause symptoms, most notably disruptive hot flashes and night sweats and strongly and consistently related to depressive symptoms and depression during this period. 

The menopause transition may also be a period of vulnerability for health changes around some important chronic health conditions. These include growing cardiovascular disease risk factors leading to greater cardiovascular disease risk in postmenopausal. The onset and exacerbation of common chronic pain conditions in the menopause transition, not just sleep difficulty but also at greater risk for the development and exacerbation of clinical sleep disorders, including insomnia and sleep apnea. And then changes in bone health which are largely attributable to those hormone changes or low estrogen into post menopause, so more an issue later into postmenopausal, but again identifying the menopause transition as a time of sort of beginning change and real opportunity and importance of prevention. 

When we're thinking about the experiences of menopause, those menopause symptoms, health changes, mental health vulnerability, it's important to think about this from a biopsychosocial approach. There certainly are biological changes that are contributing to vulnerability and these experiences in the menopause transition, most notably those hormonal changes and also aging, which is also overlaid during this time period. But also, the important role of psychological and social factors and how these symptoms and changes may be experienced. These include psychological factors, like coping skills, engagement, and health behaviors, psychiatric history prior to this point in the lifespan, and social factors like life stress social connection, role transition, and life events. It's just important to think about the number of things that women in midlife tend to be juggling and managing all of which may turn up the volume on symptom experience, effect of vulnerability to health and mental health challenges during this period. 

I want to take a quick step backwards and think about the history of how we've been thinking about and treating and managing menopause and menopause-related symptoms over the past few decades. Prior to 2002, in the 1990s and before, we tended to focus on many things in more biomedical model where menopausal hormone replacement was kind of the main game for managing menopause symptoms, and it saw that within the 1990s upwards of 40% of postmenopausal women were prescribed menopausal hormone therapy for the treatment of hot flashes and night sweats, which remains frontline and most effective treatment, but also were just seen as a panacea for preventing chronic diseases of aging. There was a massive randomized controlled trial, the Women's Health Initiative, that was halted with a lot of media attention in July 2002 out of safety concerns for hormone therapy. And we have long since had a better understanding of those data and again now really assert that menopausal hormone therapy, when prescribed before the age of 60 within 10 years of menopause is safe, effective, and appropriate for many, many women for the treatment of bothersome hot flashes and night sweats. But at that time in 2002, it was just completely put on the brakes for how we manage and think about menopause. Hormone therapy just was off the table for many clinicians and for many patients. Prescribing rates declined about 90% across age groups from 2002 over the subsequent five years, and really remains down to this day. And so, with this just came this gap. Suddenly the thing that we did to think about menopause symptoms, the thing that was available for patients and we thought about from the medical setting just was largely off the table. But people were still having symptoms, having changes, and there's a lot of confusion, opportunity for misinformation, just sort of a gap in addressing these concerns. 

Moving forward about 20 years over the past couple of years, menopause has really emerged as a hot topic where there's a lot of interest, discussion, headlines on a regular basis about menopause, our kind of understanding of what's going on during this period. This is just a smattering of headlines that have come out over the past couple of years. At some of these, one in the upper left hand corner, "Women Have Been Misled About Menopause," was the New York Times' number one gift shared article of 2023. People are interested in understanding what's happening during this time and wanting more options, but again there remains this kind of gap and opportunities for misinformation. 

As one writer noted, "As the noise around menopause gets louder, the thing women would benefit from most, trustworthy, credible menopause care risks being drowned out." And this is where we play a really important role within the VA, within general healthcare settings. Menopause also is an issue of attention in the recent executive order that came out this past spring focused on advancing woman's health research and innovation across the lifespan, but which had a lot of mention of midlife and menopause including one specific mandate to the DoD and VA to evaluate the needs of women service members and veterans related to midlife health and develop recommendations to support improved treatment and targeted research of midlife health issues including menopause symptoms. We're at this real pivotal point where there is initiative, impetus, and interest, and there's real opportunity particularly within the VA to understand, inform, and advance a comprehensive patient centered menopause-related care. And I truly believe that the VA can be the best possible place for this approach to really address menopause with that biopsychosocial model given our integrated interdisciplinary national healthcare system. 

This is important for a number of reasons including just the number of women who are currently affected by this within the VA setting. We know that women veterans are a rapidly growing patient population within VA, and women veterans aged 45 to 64 are kind of prime time for menopause and menopause-related symptoms are the largest group of women veterans who use VA care. Midlife women veterans have prevalent comorbidities or chronic health conditions and mental health comorbidities that we just noted are influenced by or may influence experiences of menopause. 

But what is the experience of menopause for our women veterans? What we may expect that women veterans have a particularly high burden of menopause symptoms and not just having symptoms but also having a significant impact of those symptoms on day-to-day functioning, health, and mental health. This is in part because we know that women veterans have a number of prevalent risk factors that are known to be associated with not only at the occurrence of menopause symptoms, but the burden related to them. These include those chronic underlying health conditions, mental health comorbidities, social factors and even health behaviors like cigarette smoking, which is much more common among women veterans as one of the primary predictors of menopause symptoms and other factors like age of menopause. There's been some data to support this. There's analysis from the Women's Health Initiative, again that big randomized controlled trial, that showed when comparing non-veteran women to veteran women within that sample, there is a similar prevalence of menopause symptoms between the two groups. But women veterans have significantly greater negative impact on quality of life with those symptoms. There was also an analysis of the medical records from fiscal year 2009. Again, during that period of low point in prescribing sort of nationwide of hormone therapy, hormone therapy remained twice as high within the VA setting than estimated prescribing rates in the general community. And these prescribing rates were associated with mental health commodity like depression, anxiety, and PTSD. Again, suggesting and supporting this great burden, as well as just the need and importance of this issue within the VA setting. 

There wasn't a lot of focused research in this area or a lot of information on the specific experiences of menopause and menopause-related care within our veteran population, which takes me to my HSR _____ [0:18:36] which was focused on menopause and menopause-related care among women veterans in the VA and ran from 2018 to 2023. 

We examined a lot of questions within a series of studies with that project. I'm going to focus today on one key question which is: Is menopause symptom burden associated with key clinical correlates among women veterans? Thinking about some of these key issues that we often consider when thinking about women veterans' health and healthcare namely, posttraumatic stress disorder, PTSD, interpersonal trauma exposure, chronic pain and opioids, and suicide risk. And I named these in particular as things that we know are common among women veterans that are issues of priority issues with women veterans' health that we know may affect impact health across the lifespan but have not historically been well examined in the context of menopause whether among women veterans or out within the community. 

I'm going to start with looking at PTSD and interpersonal trauma and related to the menopause symptom burden. Again, focused on these as issues that we know are common among women veterans and affect health and health care but have largely been examined among younger reproductive-aged women. 

We conducted a cross-sectional survey which was administered by mail or also with a web-based option through Qualtrics. Enrolling women veterans aged 45 to 64 who are enrolled in VA Healthcare in Northern California. This data was collected primarily just prior to the pandemic. We assessed self-reported symptom experience of these common menopause symptoms within the previous two weeks including vasomotor symptoms or hot flashes and night sweats, vaginal symptoms or itching, irritation, or pain with either solo or partnered sexual activity, urinary symptoms, urinary incontinence at least weekly, or nocturia getting up to use the bathroom more than twice a night, and sleep difficulty with a conservative measure of a score of 15 or greater on the insomnia severity index as indicative of moderate to severe clinical insomnia. 

We also looked at clinically significant mood symptoms within the previous two weeks using validated screeners, HQ for depressive symptoms. GAD-7 for anxiety and importantly for these analyses PTSD, probable PTSD based on the PCL. And then we also examined interpersonal trauma history over a lifetime including intimate partner violence within adapted E-HITS, and military sexual trauma using the standard VA screening questions about sexual harassment and sexual assault during times of military service. 

I'll just present results of a descriptive analyses and multivariable logistic regression analysis from a few published studies coming from this data. First, a bit about the sample. We have 232 women again by design between the ages of 45 to 64 with a mean age of 56. Most women, 80%, were postmenopausal. Sociodemographic characteristics were relatively representative of the underlying population. I want to note that women within this each range tend to reflect a range of military service eras and with that a range of military service roles cultures and exposures that may affect health and healthcare engagement. 

Starting with our assumption that women veterans may have a high burden of menopause symptoms. We certainly see that within this sample. Sixty-six percent had hot flashes and night sweats, 65% reported urinary symptoms, 75% vaginal symptoms, and over a third met criteria for moderate to severe clinical insomnia. Again, I just want to point out that these were primarily postmenopausal samples. Again, we often think about menopause symptoms as being maybe brief in one point in time, but important to recognize that these can be persistent or chronic and progressive for many women. 

Almost half of the sample also reported chronic clinically significant mood symptoms, including over a third with depressive symptoms, almost half with anxiety and close to a third with probable PTSD. Within the menopause literature based on community samples, there's a well-established association between depressive symptoms and anxiety, and menopause symptoms, most specifically with vasomotor symptoms hot flashes and night sweats. In fact, anxiety is one of the strongest and most consistent predictors of not only hot flashes and night sweats but the bother, severity, and frequency of those symptoms. But to date, there has been little information about potential relationships with PTSD. 

Here adding to this we see that probable PTSD was also associated with menopause symptom burden. Here, specifically with urinary symptoms and vasomotor symptoms. The expectation that these are likely bidirectional relationships whether underlying PTSD and PTSD symptoms or shared risk factors are contributing to symptom experience or whether these symptom experiences are triggering or exacerbating PTSD complicating management, which is something we certainly hear from patients. 

We know that PTSD among women veterans is often secondary to interpersonal trauma experiences including intimate partner violence or military sexual trauma. And these were common within this sample. So, 63% of women veterans in the sample reported lifetime history of intimate partner violence most commonly psychological intimate partner violence and also including physical and sexual intimate partner violence. 

And we see that intimate partner violence was associated with menopause symptom burden in the study we are specifically looking at sleep outcomes. So, here are moderate to severe clinical insomnia. And I'll be repeating this figure format throughout the talk, so I'll take a moment just to explain a little bit. This figure is showing the adjusted odds ratios of our exposures of interest. Here intimate partner violence with our outcomes of interest. Here moderate to severe clinical insomnia. So, the dots are the adjusted odds ratio. The lines, the 95% confidence interval and everything that's to the right of that yellow line is significant. So, here are women veterans within the sample who endorsed lifetime history of intimate partner violence had almost threefold increased odds of current moderate to severe clinical insomnia, and when looking at intimate partner violence subtypes, this was specifically seen a little bit more strongly with psychological intimate partner violence. 

Within this sample 73% also endorsed military sexual trauma. This was most often included military sexual harassment in just about every case, as well as in almost half of cases military sexual assault. I'll note that this rate of about 70% endorsing military sexual trauma is pretty consistent across research surveys that we often use the number of you know one in four based on VA screening. Here we did a comparison within the study of military sexual trauma as a recognized survey from universal screening questions within participants' medical record compared to this response within the survey and saw that about 60% of participants who did not have indication of military sexual trauma in their medical record did endorse it in the survey, suggesting that we're often missing this information in our universal screening practices. 

And again we see that military sexual trauma was associated with menopause symptom burden looking across a broad range of symptom experiences. Military sexual trauma whether harassment, assault, or either of these exposures was associated with over twofold increased odds of hot flashes and night sweats and vaginal symptoms. Military sexual assault was associated with over a threefold increased odds of moderate to severe clinical insomnia. And MST was associated with over threefold increased odds of depressive symptoms, almost fivefold increased odds of anxiety, and over sevenfold increased odds of probable PTSD among women in midlife. 

Putting that together, we see that trauma and PTSD are common among midlife women veterans, and again, we know this for women veterans across a lifespan. We haven’t specifically looked at this point in the lifespan very often. And women veterans who have experienced trauma with or without PTSD maybe at elevated risk for menopause symptoms, insomnia, and mental health comorbidity and then after the menopause transition. I think these findings just highlight the importance of recognizing the potential long-term impact of trauma and PTSD on health across the lifespan including menopause-related health, and for the universal application of trauma informed care for all women at all ages, including when we're thinking about comprehensive menopause-related care. 

Moving to the next key clinical correlate or chronic pain and opioid use. I noticed that the menopause transition can be a period of vulnerability for the onset and exacerbation of common chronic pain conditions, and women veterans have higher rates of chronic pain and pain-related disability than their male peers. Women are also more likely to be prescribed long-term opioids for pain, and there's some suggestion within community samples that midlife is a particular period of risk for opioid prescribing as well as misuse overdose and mortality. 

Here we're moving to data from electronic health records. This was a cross-sectional analysis of data from national records from fiscal year 2014 to 2015, looking at all women veterans aged 45 to 64 who had VA encounters during that time. Menopause symptom burden was categorized as filled menopausal hormone therapy. This could include systemic hormone therapy and frontline gold standard treatment for bothersome hot flashes and night sweats, or vaginal estrogen, which is frontline treatment for genitourinary symptoms, or menopause-related ICD codes on at least two encounters during this period. 

Chronic pain outcomes were based on ICD codes drawing from the same category on over two encounters spanning a greater than 90-day period. This is a commonly used but relatively conservative measure of chronic pain diagnosis. And then among those women with chronic pain, we looked at patterns of higher risk opioid prescribing including long-term opioids or prescribed oral opioids for greater than 90 days, high-dose opioids or long-term opioids at greater than 50 milligrams morphine equivalent daily dose, and long-term opioids co-prescribed with central nervous system depressants, including sedative hypnotics, gabapentin, and muscle relaxants. And these combinations were chosen due to increased risk for misuse overdose and mortality that these combinations can bring, and also because these other central nervous system depressants can be commonly prescribed for menopause symptoms, including sedative hypnotics for sleep, and gabapentin which can be prescribed for hot flashes and night sweats. 

We examine these patterns in separate logistic regression analyses. Within the overall sample of midlife women veterans at just over 200,000 women, again all between the ages of 45 to 64 with mean age of 54. In that sample, 13% had indications of menopause symptom burden in the medical record from either menopause symptoms or menopausal hormone therapy. Over half, 52% of midlife women veterans, add diagnosed chronic pain by again a relatively conservative measure just highlighting the importance and prevalence of chronic pain among midlife women veterans. When we looked at that 52% of the larger sample, who had chronic pain, so 105,000 women mean age of 55, here a little bit more indication of menopause symptom burden, 17%. And among these midlife women veterans with diagnosed chronic pain over half were prescribed long-term opioids. 

Looking more closely at those prescribing patterns, we see that in addition to over half being prescribed long-term opioids more than, one in ten were prescribed high-dose long-term opioids, and more than one in three midlife women veterans with chronic pain were co-prescribed long-term opioids along with these other central nervous system depressants. Again, despite that increased risk for misuse, overdose, and mortality that these combinations can bring. 

And again, we see that menopause symptom burden was associated with both chronic pain and with higher risk opioid prescribing. Among midlife women veterans, those with medical record indications of menopause symptom burden had almost twofold increased odds of chronic pain. And among midlife women veterans with chronic pain, those with indications of menopause symptom burden had 20% higher odds of being prescribed long-term opioids or co-prescribed long-term opioids with other central nervous system depressants and also greater odds of being prescribed high-dose long-term opioids. 

Now, I'll move to our final IT clinical correlate or suicide risk. Of course, something that's always a priority when considering health of women veterans and their healthcare. We know that women veterans die of a suicide at twice the rate of other civilian peers. 

This is drawing from electronic health records but a different data source. This is from my colleague and mentor, Amy Byers, CSR&D study of late life suicide. It says longitudinal analysis of data from national VA medical records from fiscal year 2012 to 2016. And here we're including all women veterans aged 50 and older, assuming a primarily postmenopausal sample with at least one VA encounter at our baseline period, fiscal year 2012 to 2013. 

Menopause symptom burden was categorized here just as prescribed menopausal hormone therapy either systemic or vaginal. And then looked at incident suicide attempts and death by suicide using VA surveillance data over the subsequent five years. 

We used Fine-Gray proportional hazards models to examine the risk of incident suicide attempt and death by suicide for women veterans prescribed menopausal hormone therapy relative to those not prescribed based on time to event from the index visit. 

Here we have close to 300,000 women again all over the ages of 50 with a mean age of 60. Within this sample 6% were prescribed menopausal hormone therapy or indicator of menopause symptom burden and over the subsequent five years, there were 2673 incident suicide attempts including 194 deaths by suicide. 

Here we see again that menopause symptom burden was associated with suicide attempts and death by suicide. Most notably, postmenopausal women with indications of menopausal symptom burden had over twofold increased risk of death by suicide, and this relationship was held even with further adjustment for psychiatric comorbidity and psychotropic medications. I want to make it very, very clear that I in no way want to imply that hormone therapy itself may be contributing to suicide risk. If anything, we would expect that it may be protective given expected benefit from menopause symptoms, as well as potential benefit for mood, sleep, and other factors. But we're seeing menopausal hormone therapy as a prognostic factor or readily identifiable marker of risk recognizing that when women have bothersome hot flashes and night sweats, they also often have all of the other things that go along with that, insomnia, trauma exposure, pains, psycho-pharmacy, all of the things that we just discussed being related to menopause symptom burden and that may have been clustered together. 

Putting this together just recognizing that menopause symptom burden within these studies drawing from electronic health records was associated with chronic pain with psychoactive polypharmacy and with suicide risk and may indicate underlying complex comorbidity. Just seeing this as an opportunity for targeted screening for ongoing monitoring and evaluation to optimize health among women presenting with bothersome symptoms, and just the importance of recognizing this constellation of factors and experiences and symptoms and comorbidities that may be cooccurring during this time complicating treatment prevention options and just pointing to the need for comprehensive holistic care management during this period. 

I just went over a series of studies from survey research and from electronic health record data that suggest that women veterans in midlife have a relatively high menopause symptom burden and that that menopause symptom burden is associated with key clinical correlates that we often consider when thinking about the health and healthcare of women veterans, including PTSD, interpersonal trauma exposure, chronic pain, and opioid use and suicide risk with the expectation that these are likely bidirectional relationships. That it may be that these underlying experiences and exposures may be contributing to menopause symptom burden or to the experience of menopause symptoms and that disruptive menopause symptoms may be contributing to symptom exacerbation complications and management or prevention. 

But what do we do about that? That takes me to the next steps. I'll highlight just a few, kind of ongoing research directions and then the next steps, hoping to address some of these questions. These are all unpublished or ongoing findings so no results to share just yet. But hopefully, more to come soon. 

I think the first most important question is just understanding what we do about this within the VA care setting. What are we doing now and what can we be doing better? Understanding current menopause care practices and needs in the VA. Understanding how we can best support our patients and our clinicians in providing comprehensive patient centered trauma informed menopause care. This is a tall order understanding what's happening across VAs knowing that every VA is different. I just want to highlight the importance of the Women's Health Practice-Based Research Network or PBRN in addressing these questions. The PBRN is part of Women's Health Research Network led by Dr. Frayne at the Palo Alto VA. It encompasses 76 VA sites nationwide. This map shows the broad geographic range of those sites. Each site has a local site lead, as well as connection to the centralized infrastructure to really facilitate recruitment and connect researchers and operational partners to the field.  PBRN sites represent over half of the women veterans who are served by VA and includes representation of main medical centers and CBOCs, rural and urban populations. PBRN has been really central in a series of studies trying to get an understanding about what's happening out in the field and what we can do better to support the field. 

First of all, the Midlife Women Veterans Study, again this was a qualitative aim from my CDA, where we conducted semi-structured interviews with midlife women veterans and VA primary care clinicians from eight PBRN sites nationwide to get veteran and clinician perspectives on menopause symptoms, practices, and needs. Hopefully, more to come on this one soon. Last year we conducted a menopause practice scan in partnership with the Office of Women's Health and PBRN to get clinician perspectives on local menopause-related care resources and needs. The practice scan is a rapid turnaround field query that's sent out to PBRN site leads as key informants to understand what's happening within their sites, and this is a manuscript that's currently under review. Again, hopefully, to be able to share those results soon. And then to get at veteran perspectives on the current midlife and menopause-related care practices and needs, we have a veteran feedback project that's currently in development and will be a brief survey distributed through PBRN sites nationwide. 

Next important step is supporting developing examining and implementing patient-centered intervention research to improve care during this period. As a psychologist and non-prescriber, I'm really focusing here on nonpharmacological interventions, although there's certainly need and importance for a wide range of approaches to manage and improve health during this period. I'm going to highlight first Mind Body Menopause. This is an Office of Rural Health funded project led by Francesca Nicosia, who's a medical anthropologist and certified yoga therapist at the San Francisco VA. We're working to develop a program to support rural women veterans' physical and mental health through the menopause transition with a focus on nonpharmacological complementary and integrative health approaches, which are often requested and favored by women. This project is being developed with a systematic review of the evidence, as well as expert interviews and a co-design process with midlife women veterans. We'll be presenting more about this at the Virtual Reproductive Health Conference that's happening on August 26th, so stay tuned for that. 

I'm also excited to be involved in A-MVP. This is a pain opioid core whole health rapid start funding opportunity project led by Felice Indindoli at the Bedford VA. She's a doctor of acupuncture at the Bedford VA that runs a unique women's pain acupuncture clinic that is housed within Bedford's Women's Clinic. Dr. Indindoli noticed that when she was within her clinic, a lot of patients that she was seeing were in midlife and we're bringing up concerns related to menopause and menopause symptoms, how that was influencing their pain experience, and how their engagement within the acupuncture clinic was improving or affecting their experience of menopause and menopause symptoms, as well as pain. They were also bringing up the fact that this isn't something that they weren't talking about in the healthcare setting or with other providers. And so, we're conducting a QI evaluation of this clinic and collecting information on menopause status, menopause symptoms, patient activation really to understand more about the role that menopause and menopause symptoms can play in these types of clinics to inform best practices for this clinic, as well as hopefully to inform others. 

Finally, I'm not involved in this project, but I just want to highlight the important work being done by Alayne Markland at the Birmingham VA who has a MyHealth eBladder, a self-led, evidence-based intervention. It's an mHealth behavioral therapy and symptom tracking intervention for urinary incontinence. Again, one of the most common and impactful symptoms and health changes affecting women particularly across post menopause. This has been supported by a number of funders currently having a cluster randomized trial of the intervention that's being tested across VISN 7 CBOCs. Dr. Markland will be presenting about this project in the Virtual Reproductive Health Conference, again on the 26th, and in a Spotlight on Women's Health Cyberseminar to come, so keep an eye out for that as well. 

I just want to note another sideline which is looking at the potential role of military exposures and menopause, including menopause symptom burden, as well as other important factors related to menopause like age at menopause. Some important data from this is coming one from the Gulf War Era cohort studies led by Erin Dursa at HOME. This is an amazing longitudinal resource survey that's been fielded since 1995, and the current wave being fielded this year includes a number of questions about reproductive health and menopause. Of course, Gulf War Era women are largely in midline or affected by menopause and the menopause transition. So, hoping to get a lot of really important data from this next round. I'm also looking at the potential role of airborne hazards and menopause-related health outcomes within a project linking VA electronic health records with the incredible data of the Airborne Hazards and Burn Pit Registry. 

And here, another key piece is that we're categorizing menopause status within the electronic health record data with a hybrid algorithm. So, that's using ICD codes and natural language processing to categorize menopause status based on information from chart notes that I developed with colleagues at VINCI over the past several years. There's a little bit of a gap where we used VA electronic health record data to answer so many questions about veterans' health and healthcare, but just identifying their menopause status whether women were postmenopausal or not, which is such an important piece for understanding health. Just to date it hasn't really been available or easy to get at. So, hoping that that moves that forward as well. 

I think most important next step is growing and supporting our community of VA menopause researchers. There's a lot of work to be done. Thanks to the Women's Health Research Network, we have the VA Menopause Research Workgroup. This was started a couple of years ago by myself, Susan Diem at the Minneapolis VA, and Haley Miles-McLean at the Baltimore VA. We, earlier this year, expanded to a national workgroup, really trying to foster collaboration, resource sharing, connection, just everything needed to move this field forward. We meet every two months, and the next meeting is actually tomorrow. If you're interested, please reach out to Caitlin Haas, who helps to administer the workgroup, and our contact information is here. 

I just want to note the Menopause Society Annual Meeting which is happening in September this year. Full disclosure, I'm on the board of the society but have long since been a member. I think it's a valued venue for clinical and research knowledge. This year for the first time we're going to be hosting breakfast roundtables to try to connect people with similar interests and I'll be hosting a VA DoD breakfast roundtable early on Friday morning at the meeting, so if you're going to be there, please let me know, reach out and stop by. 

Thank you for your attention. I want to give a huge thanks to—this is an incomplete list of mentors, mentees, collaborators, colleagues staff, and the amazing folks at the Women's Health Research Network that makes so much of this work possible. I'll leave a few kind of resources here. I'll leave it for people looking at the slides later and references, and then I'll turn it over to Dr. Patton. 

Elizabeth Patton:	Hi, thank you very much, Dr. Gibson for that really wonderful overview of the really multifaceted research that you and colleagues have already done and are planning to look at menopause really in a holistic way, and in a way that's tailored to the needs of the patients that the VA serves. 

I just wanted to make a couple remarks from the Office of Women's Health perspective about how we're thinking about this issue too, in a way that connects the research program and policy. We think about menopause the same way and I think from a clinical background we certainly see patients across the spectrum who are going through this transition, and like any other clinical experience or life experience, it affects different people differently and that's due to a whole host of factors that's unique to individuals. 

Like Dr. Gibson highlighted, for some people, this is a really smooth transition in many ways, and for others, it's much more challenging. And so, we're seeing to create care systems that really address that through training our gynecology workforce to really understand trauma informed care, multidisciplinary care, and holistic approaches. I think the VA has strength here and to build on to really look at these multidisciplinary approaches using gynecology, primary care, mental health. We have really wonderful reproductive mental health consults that serve patients across the lifespan. I think it tends to get thought of around pregnancy and postpartum, but it's also an extremely wonderful resource where you can consult reproductive mental health psychiatrists and psychologists about this transition as well. Thinking about whole health and working with our pharmacy partners, physical therapy, I think we have lots of opportunities here. 

In the Office of Women's Health, we do create a bit of education for clinicians on menopause, menopause transition, perimenopause, genitourinary syndrome menopause, chronic pelvic pain, and the intersection of that at this phase of life. We really have been thinking about that. It's a part of our regular _____ [0:49:39] series in our conference which we have once every two years. We've also done advocacy work with our pharmacy partners to get some newer medications onto formularies. So, Veozah, which has a complicated chemical name, fezolinetant, which is a nonhormonal option is on VA formulary. And I can put the VA formulary for menopause or a summary of it in the chat in a moment. 

I think we have lots of opportunities to think thoughtfully about sort of risk stratifying veterans and veterans that do have risk factors for higher symptom burden. How can we have the system better meet their needs? Because not everybody's going to need the same things, and so how do we really meet people where they are? And that's where researchers like Dr. Gibson and her partners are so important for our office and for the system as a whole so really think about how can we work together to really create—learning health system is cliched, but we have the opportunity in the VA as a unified system to really be doing thoughtful work in this area, and I would argue leading work, you know, leading the nation in this area if we're able to combine all these resources that we have. 

I think there's so many interesting things that you highlighted, Dr. Gibson, it's like hard to pick. I mean I think it gives us lots of things to think about looking at that intersection with IPV and really thinking about social determinants of health as well. We know that different people from different backgrounds and different challenges that may influence how they experience some of these symptoms as well. I think just so many opportunities for collaboration between research and operations. I think I'll stop there because I know we have some interesting questions in the Q&A. 

Jessica Friedman:	Great. Thank you both for fascinating presentation and some great commentary. I will start with some of the questions that are in the Q&A. Again, if anyone has some additional questions they'd like to add that we can try to get to in the time remaining, please go ahead and type them in. I'll start with this first question. Does gravida and parity play a significant role in how women experience menopause? 

Elizabeth Patton:	I really appreciate this question, but I think this is like—it seems like a simple question but it's actually incredibly complicated because just for folks in the audience that don't know, gravity is number of conceptions or pregnancies a person's has had and parity is number of pregnancies—and I don't want go down the OB rabbit hole of the different ways we can define different levels of pregnancy, but so I think that's such a complicated question because different experiences of pregnancy or not pregnancy can all have different health implications which would then come around to influence your whole health more than menopause. To my knowledge, there's not some clear direct correlate between number childbirths for example in menopause per se. But Carrie, you also know some of this research, but I don't think this is a clear relationship. 

Carolyn Gibson:	Yeah, I think like anything, if there are things like differences in experience of different reproductive factors across the lifespan. If you have PMDD, you're maybe expected to have a little bit more symptom burden and menopause symptom burden in menopause rightly indicative of potentially like hormonal sensitivity. Pregnancy brings with it such a range of exposures and complications, as you know. There's some suggestion of parity being related to kind of age at menopause or some of those experiences, and obviously health challenges during pregnancy may be related to health challenges and menopause like cardiovascular risk at different time points, but yeah, it's not completely straightforward. 

Elizabeth Patton:	Yes, I was going to say—

Carolyn Gibson:	These experiences aren't straightforward. 

Elizabeth Patton:	Right. Pregnancy with preeclampsia we know there's more and more evidence to show that that implicates cardiovascular health in later life, but yeah that's just one of the many ways. 

Jessica Friedman:	Great, thank you. Here's another question: My patients are increasingly requesting bioidentical treatment for menopause symptoms. Is this available at VA? 

Elizabeth Patton:	I was going to say some bioidenticals—well so first of all the term bioidentical I think has been in some ways coopted by marketing and other forces with the desire to sell products to people and that may not be regulated. I think one thing, we always want to understand when a patient's asking for bioidentical what are they really getting at? What concerns are they interested in? In terms of FDA-approved bioidenticals, VA does have some, including Estrace, estradiol, and Prometrium, micronized progesterone. Let me put that VA formulary in the chat too. 

Carolyn Gibson:	I think this is where some of that concern about sort of misinformation or sort of unclear information sources gets challenging. People hear a lot about bioidenticals or testosterone pellets, or supplements, or things that aren't necessarily evidence based and may be harmful versus the FDA-approved formulations that can be prescribed. 

Jessica Friedman:	Perfect, thank you. There was a comment made about the importance of universal trauma informed care for women veterans. In Canada, we have national medical groups encouraging an evolution of this terminology and concept to become trauma and violence informed care. Is there any discussion in the US VA about making a similar evolution in terminology? 

Carolyn Gibson:	I'm not familiar with any discussion around that. 

Elizabeth Patton:	I'm actually not either. I mean I'd be interested to understand the conversation in Canada. It's not something that I was aware of, and I'd be interested to understand like what prompted that. But I'm not aware within VA about hearing about that. 

Jessica Friedman:	Are there any validated self-report scales available for assessing menopause and perimenopausal symptoms, symptom burden, and outcomes? 

Carolyn Gibson:	Yeah, there certainly are scales. There are some sort of structured items of how we ask about you know past experience of hot flashes and night sweats that have been used in large observational studies like the study of women's health across the nation. And there are some scales that have been used. There's the MENQOL, it's the menopause related quality of life and some symptom experiences. There's a hot flash distress related, I always forget, the HFRDS, I'll send the link. A measure of hot flash impact on different aspects of day-to-day functioning like sleep, mood, relationships and that's been well validated. And then there is this group that's working on creating sort of better validated measures for vasomotor symptoms and genitourinary symptoms. I'm going to put in the chat one link. I don't know if I can, but I'll link on the chat. It's called COMMA, if you look at that on PubMed, they're emerging studies trying to find best practices _____ [0:57:24]. But there's a lot of variability in studies, I will say, in how these issues are measured. MENQOL is pretty good and not perfect. There's certainly room for more. 

Jessica Friedman:	There are two more questions that we should hopefully have time to answer in our time remaining. Is there any plan to develop VA-wide multidisciplinary clinics to deal with menopause? We have a female reproductive hormone clinic here in Phoenix that is in collaboration among endocrinology, gynecology, and pharmacy, for example. 

Carolyn Gibson:	I would love that I mean I think menopause is best managed with an interdisciplinary integrated care approach. As a psychologist that works within our woman's clinic primary care setting, I really value kind of being a part of that collaborative care with my primary care colleagues and clinical pharmacists. I'm not aware of any kind of specific clinic models that are being developed within VA. I don't know. Elizabeth, if there's any discussion of that—

Elizabeth Patton:	I think this is a wonderful idea and I'd actually love to hear more about this Phoenix clinic, and I know we don't have that facility here, but I'd be interested if the poster could e-mail me because I'd love to hear more about it. We have been thinking about developing some potentially along the model of the reproductive mental health council with getting together groups of experts because we know that there's patients for whom you can identify menopause symptoms and manage fairly straightforwardly. But many patients in the VA have many comorbidities that make deciding on what the best combination or route of treatment is not something you're going to find that they're sort of like above many guidelines. You have to use a lot of interdisciplinary, sort of shared decision making with the patient risk benefit discussions and really thinking through it. And so, developing a resource for people to consult when they have one of these really complex patients is something that we're thinking about. But this idea of this female reproductive hormone clinic, I'd love to hear more about it. That's very interesting. 

Carolyn Gibson:	It's certainly something that's happening more in the community. I see it some of the _____ [0:59:39] medical centers. Not a clear model. 

Jessical Friedman:	Our final question for today is that I've heard women veterans expressed frustration that VA will not cover hormonal treatments. Is that still the case generally or has the picture changed in recent years? Any comments generally on access issues to hormonal treatments? 

Elizabeth Patton:	I mean I would say you can look at the formulary. I think that's a complicated question too because when people say hormonal treatments, what are they speaking out specifically? I think I successfully put in the chat the link to the VA formulary, and you'll see a number of hormonal treatments in multiple formats available and work is being done to sort of update that formulary regularly. I would say we got Veozah quite quickly after it was FDA approved. It got into the formula very rapidly. I can't speak to the historical precedent because I don't know necessarily. I wasn't there for that, but I do think we have an active roster of hormone treatments that are available. Carrie, I don’t know if you have anything else to add.

Carolyn Gibson:	Yeah, _____ [1:00:54] should be available. 

Jessica Friedman:	Thank you both. I recognize that we are at the top of the hour, and folks are starting to pop off. But a couple final housekeeping items. First of all, I would like to thank you both for your thoughtful commentary and excellent talk. And then some final parting remarks. For those of you who do research within the VA system, the WERP Toolkit is a tool that helps you with study planning, protocol development, enrollment, all the things listed on the bottom. You can access it only on the VA network. But it's really a fabulous resource for those of you who are interested in designing studies, and then, of course, connecting with the research workgroups, the reproductive health research workgroup that Dr. Patton co-leads and the menopause workgroup that Dr. Gibson leads. Sorry, my slide advancement is a little slow today.

	Finally, if you're interested more broadly in learning more about the Women's Health Research Network, I'd encourage you to go ahead and get on our mailing list. You can contact me directly or email the WHRN email, whrn@va.gov if you have ideas for future cyberseminars or any follow-up questions related to the content presented today. With that, thank you very much.

Maria Anastario:	I want to thank the presenters for taking the time to prepare and present for today. And for the audience, thank you, everyone, for joining us for today's HSR Cyberseminar. When I close the meeting, you'll be prompted with a survey form. Please take a few moments to fill that out. We really do count and appreciate your feedback. Have a great day, everyone.
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