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Moderator:
It looks like we are at the top of the hour. So at this time, I would like to introduce our presenters. Speaking first, we have Dr. Amy Street, the Deputy Director of Women's Health-Science Division at the National Center for PTSD here at the VA Boston-Healthcare System. Joining here is Dr. Megan Gerber, the Medical Director for Women's Health also at the VA Boston-Healthcare System. We're very grateful for both of you joining us today. At this time Dr. Street, are you ready to share your screen?
Dr. Amy Street:
I'm ready to go.
Moderator:
You should see a popup now. You can go ahead. Click share my screen. Excellent!
Dr. Amy Street:
Alright. Hi, everyone, and thanks for joining us today. I'm Amy Street As Molly just said, and Megan and I are excited to be presenting on cyber-seminar series today. This is a cyber seminar that Megan and I first presented as part of a larger presentation with Dr. Bevanne Bean-Mayberry and Dr. Paula Schnurr. Megan was actually the organizer around sharing kind of with the broader world what we felt like VA had to offer on the issue of trauma-informed care in primary-care settings based on what we had learned about women Veterans. That presentation generated a lot of interesting conversation. So, we're excited to be able to share with this audience as well. 
Moderator:
Sorry Dr. Street. I’m just going to interrupt really quickly. If your dashboard is in the way, and this goes for attendees as well, just go ahead and click that orange arrow in the upper-left-hand corner. That will collapse it, so that you can see the whole slide. Thank you.
Dr. Amy Street:
Perfect! Thanks Molly. So, here we are. Did I do that correctly Molly?
Moderator:
You did. 
Dr. Amy Street:
Great! "Trauma-Informed Care for Women Veterans: Lessons Learned from Research and Clinical Care. I do think that there are some specific really interesting things that working with women Veterans can tell us. I'm going to start with this poll question, which asks, what is your primary role in VA, whether it is training your fellow clinicians, researcher, manager, or policy maker or other. 
Moderator:
Thank you. I'll go ahead and open that up right now. So for our attendees, I understand that you hold a lot of roles here in VA. I'm sure. But, please select your primary role. It looks like we have lots of answers streaming in. At the end of the session on the feedback form, we will have a more extensive list of roles. So, if you are clicking other right now, please note that you will have the chance to possibly specify that later on. It looks like about 80% of our audience has voted. So we'll give people just a few more seconds.
Dr. Amy Street:
I'll say. One of the reasons why we thought that it would be useful to get a sort of sense of who's out there in the audience is that we do think, at least we hope that we have someone to offer for everyone in this presentation. So in terms of this issue of sort of what have we learned from the VA, and from women Veterans in particular that is relevant to the issue of trauma-informed care in primary-care settings. I think. Today I'm going to focus on sort of one big lesson that I think has come from researchers and on one big lessons that has come from clinicians. So hopefully, those will be of interest to kind of a wide variety of folks out there. 
Moderator:
Thank you. We do have our responses back. It looks like 17% of our audience identify as student trainee or fellow, also 17% in a clinical role, 25% as researchers, 8% manager or policy maker, and 33% of our audience identifies as other. So Amy, I will get ready to turn that back over to you. You should see the popup again. 
Dr. Amy Street:
Great! So, I wanted to start just by talking about post-traumatic-stress disorder very briefly just to make sure that we're all on the same page since this is a big focus of the conversation today. I should say that certainly post-traumatic-stress disorder is not the only disorder that's associated with trauma exposure. Exposure to traumatic events is associated with very wide range of mental health conditions including certainly PTSD but also depression, substance abuse, exacerbation of other anxiety disorders, eating disorders, and also physical health conditions. But certainly, PTSD is the psychological condition that's the most closely associated with traumatic-stress exposure. In fact, it's the only psychological condition in which having had experience with a traumatic event is a specific diagnostic criterion. Certainly, trauma exposure is the signature feature of PTSD. So when we're talking about folks who are seeking care, and who have experienced trauma, some of those people may be presenting with post-traumatic-stress disorder. That is certainly a sort of easy way to understand those, whose lives have been very dramatically across a broad range of spectrums, but there are folks, who have been trauma exposed, who don't meet a PTSD criteria who still may need some sensitivity in terms of the delivery of care. 
The way that we tend to think about PTSD in the mental health field is that it is really a failure to recover from a traumatic exposure. So, almost everyone universally in the wake of a very severe traumatic event has symptoms in the immediate aftermath who look a lot like PTSD, but for most people, those symptoms resolve over time and return to a fairly normal level. But, for a subset of folks for whom the symptoms last at least one month, a diagnosis of PTSD becomes more relevant. We are now working under DSM 5, PTSD diagnostic criteria as of May of 2013 so for about a year and a half. The disorder looks quite similar to how it did under DSM 4, although, there have been a few changes, a few additional system, and the system categories are now reorganized. Very briefly to get a diagnosis of PTSD requires some intrusion symptoms meaning some kind of intrusive-distressing memory for example of distressing dream, some symptoms of persistent avoidance, which means either avoiding thoughts or memories of the traumatic experiences or avoiding external things that serve as reminders of the traumatic experience, negative alternations in cognitions and mood. This is a new category in DSM 5. It didn't exist before, but it includes symptoms like having negative beliefs or expectations about one's self or others in the world or having a persistent negative emotional state, and then alternations in arousal and reactivity, which include sort of classic PTSD symptoms like hypervigilance and also now include the category involving reckless or destructive behavior. 
I give you that quick overview just to set the stage for thinking about how these kinds of symptoms could be very relevant to the kinds of care that people receive. That could very much influence their relationship with that care or with their providers. 
Since this is a talk about women Veterans, I want to focus specifically on the issues of gender differences in trauma exposure and in PTSD. This is also a research that's of particular interesting to me. Basically, trauma exposure is quite common. This slide shows you the lifetime prevalence of trauma exposure in the general population. You can see that over half of men and just about half of women are exposed to some sort of traumatic event in some point in their lifetimes. Here are the proportions of men and women who are exposed to different types of traumatic events in their lifetimes. 
Despite the fact that trauma exposure is slightly more common in men than it is in women, the lifetime prevalence of PTSD in the general population is a solid finding again and again, across a range of studies, that women are at two to three times greater risk of PTSD diagnoses compared to men. It's a very strongly well-established fact, in the gender-differences literature, that women are at greater risk for PTSD much like for example, for depression or for other anxiety disorders as compared to men. So, that's interesting, right, trauma exposure more common among me; PTSD more common among women?
One of the reasons for this is that estimates of the prevalence of PTSD in the general population are impacted by the types of traumatic events that women versus men are likely to experience. So, if I go back to my prevalence slide here, you can see that men are more likely to experience things like motor-vehicle accidents or natural disasters, whereas, women are more likely to experience things like childhood physical abuse or much more likely to experience rape. What we know is that all traumas are not created equal in terms of their likelihood of leading to PTSD. So for example, the things that men are more likely to experience accidents and natural disasters have a relatively low conditional probability of PTSD, whereas the things that women are much more likely to experience have a much higher conditional probability of developing PTSD. 
So part of the answer as to why it is that men are more likely to experience trauma exposure while women are much more likely to experience PTSD, is about the types of traumatic experiences that women versus men are more likely to experience. 
In terms of other gender differences in PTSD looking specifically about PTSD diagnostic criteria, gender difference there are pretty limited. There individual symptoms are defined the same way for men and women. That is the path to getting a diagnosis is the same for men as it is for women. The overall diagnostic criteria are the same. And then across a range of studies, there's no consistent symptom picture that more clearly defines men's versus women's symptom expression.
So, one study that's sort of popped, this one symptom seems more common in men or another study has said, oh, this one symptom seems more common in women, but there's not a clear picture across studies that women always report a lot of intrusive symptoms while men always report a lot of avoidance symptoms. The symptoms seem pretty evenly defined. So, despite the fact that we have this increased prevalence of PTSD among women, we don't see a lot of other gender differences, at least in the PTSD diagnostic criteria. 
One of the things I think that is super interesting about doing research with women Veterans is that, if you're interested in study gender, the military is a really interesting place to study that because the military has these, historically, very exaggerated masculine gender roles. Now that women are serving in the military in greater and greater numbers, that's shifting to some degree, but at the same time, women continue to operate in a way that's outside of their traditional gender role. And so, that becomes a really interesting population to study things like gender differences and phenomenology of psychopathology. Certainly, I think that it's been a very interesting population to study gender differences in PTSD. 
Women Veterans, unfortunately, are a population at great risk for traumatic experiences, so there are certainly experiences to which women Veterans can be exposed that are specific to their military service. I'm sure that you've heard a lot about military sexual trauma or about experiences of sexual assault or about severe sexual harassment experienced in military service. Also, in today's age, women are increasingly being exposed to combat trauma at levels that are pretty similar to their male counterparts. I imagine that we'll continue to see that growth in the future. But, women Veterans are also at increased risks of traumatic experiences encountered within their civilian lives. So, women Veterans are more likely to have experienced childhood abuse and more severe childhood abuse than their civilian counterparts. Same with sexual violence. There is some data suggesting that women Veterans are also at increased risk for intimate-partner violence. So it's a multiply traumatized population, which provides a rich source of information to help us to understand these disorders and how to treat the disorders in this cohort. 
One of the most interesting things about gender differences in PTSD is this very strong finding from the civilian literature that's been replicated again and again showing that women have increased risk of PTSD. You don't see always that same gender differences in military or in Veteran samples. Instead, gender differences differ substantially by military cohorts. So much like the earlier data when I said that it kind of depends on what the traumatic experience is when looking at what the risk of PTSD is, it's very much true of military cohorts. And, the experience of women Veterans across cohorts has really differed. 
So, if you look at the Vietnam War, you can see the relative prevalence of PTSD among male Veterans versus female Veteran. You can see that, essentially opposite to what we see in the general population, men are at twice the risk of PTSD compared to women. It makes sense when you think about men's and women's roles in the Vietnam War and about who the men were and about whom the women were. The women tended to be older nurses for the most part, better educated; all of those things are protective factors against the development of PTSD. The types of trauma exposure that they saw was incredibly difficult but very different of that of the direct-combat exposure that many men were experiencing during the Vietnam War. In contrast among Gulf-War Veterans, you see something that looks a lot like the general population. Slightly higher, but women still at about twice the risk, a little more of PTSD as compared to men. So, essentially the risk for women has flipped between these two cohorts. Gulf-War One was a relatively brief conflict with relatively low levels of combat exposure. So, it's not that surprising that you would expect this group to look pretty similar to what we see in the general population. 
And so given these two sources of information, many of us in this field were very interesting in understanding what kinds of gender differences we would see in the experiences of Afghanistan and Iraq Veterans. While there is a wealth of studies that have looked at this, I think that the answer on which we're homing in is one from a published study similar to a study that I published showing no real gender differences, essentially identical probability of PTSD diagnosis. 
So, that may not seem like that big of a deal, but for those of you who have followed the conversation about women's roles in combat and what kind of impact will that have. We already know that women are at greater risk of PTSD. How will they do following combat? The fact that women and men are looking pretty similar in this cohort tells us something pretty important about gender and PTSD. 
I want to now move to talking a little bit about what clinical care of women Veterans in a trauma-informed way, what it is that we've learned about that from working with women Veterans. Once I finish my part here, I'll turn it over to Megan Gerber who, as a general internists herself, really will have some things to say about that some kind of in-the-trenches life lessons learned in the real world. But again, I do think that there is something about working with a population of women Veterans that's given us a leg up on understanding the information. One, I think that the community of women health providers within VA is very tight knit, very well organized, committed to this work, and open to sort of sharing what they know. As a sort of minority group of providers, I think that that's added to our ability to be tight knit this way. This is a population that tends to be highly traumatized. We talked a little bit before about all of the sources of trauma exposure. Because it's a highly traumatized population, I think that women's health providers, in the VA, have had to be kind of acutely aware of what it means to provide trauma-informed care. 
Certainly, primary-care staff work with trauma survivors every day whether they realize it or not both because trauma, as we reviewed, is associated with a lot of mental health conditions, but also because trauma survivors who have mental health issue typically present first for medical care, and only after that, they get connected with mental health care. So, if you work in a medical care setting, you're certainly working with trauma survivors. Their healthcare needs are similar to other patients in many ways, but trauma survivors also have some unique healthcare needs because a trauma history can affect a trauma survivor's reactions particularly to certain medical procedures and also to the patient-provider relationship. 
The kind of things about which I'm talking that may be a challenge for a trauma survivor when seeking medical care are dealing with the power dynamics of the relationship where the provider has much power in the relationship and the patient has little power. Typically personal questions that may feel embarrassing or upsetting, not a lot of privacy, physical touch in intimate areas. Some procedures may be associated with feeling of pain. It may require removing clothing, being in a vulnerable physical position, feeling not in control of the situation, perhaps the gender of the healthcare provider may be a trigger. Many of these are challenges because they replicate specific aspects of the traumatic experience. You can see how this would have particular relevance perhaps for survivors of sexual trauma, although, it's certainly relevant more broadly by having your clothing off. Being in a vulnerable physical position and undergoing a procedure that involves some level of pain is likely to trigger memories of traumatic experience for someone who has unresolved issues related to their trauma exposure. So, it's a real challenge for many of these patients to seek medical care. 
Some signs that your patients may be experiencing this kind of distress if they seem very anxious or jumpy, fearful during exams without a sort of clear reason that you can see, physically withdraws, becomes very quiet, becomes frozen, seems distractible, or disoriented, maybe talks about the symptoms. And then, when you suggest that there will be a more intrusive exam to test out these symptoms, then begins to minimize the symptoms, certainly canceling appointment or refusing care, experiencing very strong emotional reactions beyond what you might expect given the situation, and then has a very clear indication, flashbacks or other dissociative episodes during his appointment. There are things to look out for to make you think, I wonder if there is a trauma history here that's impacting what's going on?
That brings us to talking about trauma-informed care. I talk about trauma-informed care in a way that is different from trauma-specific care. As a clinical psychologist, what I tend to provide is trauma-specific care. That is. Someone comes to care for PTSD or for depression that exacerbated from trauma exposure, substance abuse, things that are very directly [related] to the trauma. I treat those conditions very directly. Trauma-informed care, I think is a much broader contrast. It can improve care that's provided across all kinds of studies and just really reflects an understanding that most people have experience traumatic-life disruptions, and that for many people, those traumatic-life disruptions may have impacted multiple domains of well being and functioning. It's essentially just approaching care with this framework of knowing that trauma is common and that it has significant impacts on people in many cases. 
Further, trauma-informed care really focuses on thinking about the provision of care and on affording experiences that could be perceived as revictimizing and on, instead, really designing services that are empowering and that promote recovery for the patient. It means that everyone who interacts with the patient should be educated about trauma, regularly screening for a trauma history, -- Megan's going to talk a little bit more about how to do that -- communicating a sensitivity to trauma-related concerns, letting your patients know, all of them, that this is something that you know happens, and that you know can impact them, and about which you want to know more, working to create an environment that feels safe and comfortable, and generally, thoughtfully delivering services in a way that incorporates the idea that many of your patients may have experience and are still struggling from the aftereffects. 
This is important for a lot of reasons. One because It's good care, but the reason why it's good care is that, delivering your services in this manner, can improve patient adherence to their care. You can certainly have a better and stronger relationship with your patients, have better patient-provider communication and streamline patient and provider interaction. So, all of that means that increasing your knowledge can both improve your ability to impact your patients healthcare needs, but also, can help you to maintain your empathy when you're faced with challenging survivor reactions. So, I think that incorporating this kind of care can really be a win-win for both patients and for providers. 
So, just to wrap up my section of the webinar here, exposure to traumatic events are, unfortunately, very common. It's important for medical providers across healthcare settings to know this. As I've said, I think that women Veterans provide a really unique population for understanding the gender-specific phenomenology of PTSD. This cohort really helps us to understand that the gender differences seen in PTSD, and in the general population are not absolute. In fact, it lets them know that the gender differences in PTSD are actually pretty limited. But, we do have more work to be done particularly in the area of treatment matching by gender, which kind of PTSD treatment is most effective for men versus women, and also any gender-specific-risk factors for PTSD that may exist, and then finally, the importance of the use of trauma-informed care strategies that can improve patient outcomes and also reduce provider frustrations. These strategies, for the most part, are based in clinical expertise. I think that there's more work that needs to be done to establish empirical support for these conditions. 
We're going to shortly turn the ball over to Megan, but to give her some information that will help as she's getting ready to talk to you guys. It would be useful for us to know the answers to this poll question: In your practice setting, services are delivered from a trauma-informed perspective, always, frequently, sometimes, rarely, never, or I don't know, I haven't really thought about it yet?
Moderator:
Thank you. It looks like are answers are streaming in. We've already had almost 40% of people respond. So, we'll give everybody some more time. People seem to be a little more apprehensive to respond to this one, but I assure you that these are anonymous, and that you are not being graded. So, feel free to put in [Over-talking] …
Dr. Amy Street:
I would actually. I consider myself. I mean. My sort of whole professional career is built around trauma exposure. I'm not sure that I would say that I always deliver services from a trauma-informed perspective. I think that it's more something that I and probably most providers are striving to do.
Moderator:
Thank you. Well, it looks like the answers have stopped streaming in, so I'm going to go ahead and close it and share the results. It looks like 16% say always, 27% say frequently, 18% say sometimes, 4% say rarely or never, and 36% say I don't know. So, thank you for those respondents. 
Dr. Amy Street:
Perfect! Having such a large proportion of folks who said that they don't know is great! It means that the information that Megan's going to provide about what exactly the may look like can be really helpful. 
Moderator:
Thank you Dr. Street. Megan, you should have the popup now. Great! We can see your slide. 
Dr. Megan Gerber:
Okay, great! Thank you, Amy. Good afternoon everyone. I want to acknowledge that today is October 1st, so it's the beginning of Domestic-Violence Intimate-Partner-Violence Awareness Month. I just want to note that I'm not going to be specifically talking about IBP or about domestic violence, but knowing that some of you are very interested, and that this is the beginning of the month, I just want to say, please feel free to email me or to shoot me an instant message after the talk. I can connect you to some of the VHA activities that are ongoing including a brown bag seminar/lunch this afternoon. 
So turning back to the presentation, I want to thank Rachael Kimmerling, and Carey Makinbyrd for giving us this wonderful slides of trauma screening in medical settings. As I mentioned before, we won't be specifically talking about screening for each form of trauma that a Veteran or a patient can experience. We're going to be talking about trauma screening in a more global sense. I think that you'll understand that as this part of the presentation unfolds. 
So, let me just also say that as Amy pointed out, not all trauma leads to PTSD. I know that many of you were not on the part oneof this call back in July. Molly will be sharing the link to that archived presentation. One of the really important points that Dr. Paula Scherf made during that presentation was that in many ways there's trauma, and then there's PTSD, which develops in a minority of people who experience even a criterion A trauma, however, it really does seem to be the PTSD that mediates a lot of the medical and physiological effects of trauma. So, that's not to say that somebody, who experiences trauma and who does not develop PTSD, can't have mental health or even physical impact of the trauma down the road. But, it does set up some of the reasons why we would talk about trauma screening as distinct from screening for PTSD. 
So again, talking in general about trauma screening, it really can be the first conversation that a patient has with a provider about traumatic experiences. I think that the majority of the folks on the call are VA affiliated. Certainly, we do have a mandatory statute that states that the VA must screen for military sexual trauma. So often as PCPs, that may be the first time that we're asking our patients about trauma. So often, we get disclosures about trauma in primary care. Any kind of traumatic experience that's disclosed can really be an opportunity for an empathic-supportive response that makes a powerful-positive impact. As PCPs, we often feel very crunched for time. We really worry if we're doing the right thing. It can really lead to a sense of avoiding really sensitive topics just because we don't know whether we're going to be able to manage the intense emotions that occur when trauma is discussed. So, I think that, again, we need to emphasize that this is a chance for an empathic-supportive response. The actual trauma-specific care that's given by Amy and by her colleagues in mental health is something that occurs outside of primary care, and that's something that we can facilitate. 
So, trauma screening also provides a chance to educate the patient on the consequences of trauma exposure, give resources, and it also is a chance for us to normalize. It's not uncommon, especially for women Veterans, but for male Veterans as well, to feel very isolated when they have experienced a form of interpersonal trauma that is not normalized they way, say, combat trauma would be. Of course, there's a chance for a warm handoff.
So, when we talk with our patients about trauma, we want to be sure that we're in a private setting where we would not be interrupted. One of my patients recently told me, and we had never thought about this before. We working on redesigning our clinic. When the clinic doors slam, our doors are very loud, that every time that she hears that she jumps. It's very difficult for her. I had never appreciated that these loud noises during medical encounters were potentially triggering for this young women who was actually a truck driver in Iraq. So, even things that we don't notice in our clinics, can be very disturbing. So again,  private setting, really focus on what you're doing, look away from your computer, make eye contact, slow down your speech. You know that you're in a rush. You know that someone is waiting. But, this little segment of your visit can make a difference in someone's life. 
Again, providing a rationale for the trauma screening can be very helpful particularly for patients who are feeling stigmatized or who are feeling like it's weak to express exposure to trauma. You can anchor that to somebody's health. So, Rachael has written here, "Now, I'm going to ask about some distressing -- and I could say even potentially distressing -- things that may have happened to you. I'm asking everyone these questions because these experiences can really affect your health and well being often long after they occur. And, you're under no obligation to answer these questions." So, often giving a patient a rationale, instead of just reeling off the questions, can be very useful. Again, PCPs… very limited time, but certainly ascertaining whether the experiences are current or historical can be very important. 
We recently did a Voice of the Veteran Survey in our women's health program here in Boston. We asked our patients what voice of the Veteran meant to them, and also what we should be doing differently in primary care, and about what we should be asking. Several Veterans actually wrote. I want you to ask me about the entire trauma to which I've been exposed. So anyway, trying to ask the question, whether you're using set screening instrument or not that allows a patient to disclose a range of experiences. We want to use behaviorally specific language. Again, we have, for military sexual trauma and also for IPB, set screening questions that we can use. If you're not using set screening questions, using language that actually refers to actions, can be a better way of getting at the experience. So for example, the question: Do you feel safe at home? It's not uncommon for patients to answer that they have a deadbolt, or that they have an alarm system. So, being asked about specific kinds of physical violence as opposed to saying, is your partner physically violent, or in the military did you experience any unwanted physical or emotional abuse, those questions are not specific enough. Having sexual contact against your will, again, often a difficult question to ask at the first visit but  part of what we ask in military sexual trauma screening as well. 
One of the big pearls here, and I think that this is a very important thing to share with PCPs whether you're a primary-care provider, whether you’re a researcher or administrator, is that there is no need, and you should not push for disclosure of details of a traumatic event in a primary-care setting. So, if one of my patients screens positive for military sexual trauma, I will not go on to ask her or him the details of the sexual assault. That is not my role. I'm not professionally trained to manage the potential reaction to discussing the traumatic event including all of the different trauma-associated reactions that Amy reviewed in her section of our presentation. So, again there is no need to write down or to ask for all of the details of a traumatic event. If a patient wants to offer them, I think that it's fine to allow the patient and to, of course, allow the patient to talk and to use your resources and to consider a warm handoff when you're receiving a disclosure of that kind. 
Patients will decline to answer. Allowing patients to decline really gives them a sense of agency. They get to choose when and with whom they're going to discuss their experience. Amy alluded to some of this, but there's often a great deal of discomfort about disclosing trauma for reasons of self blame, the fear of becoming emotionally overwhelmed, of letting the dam break, the social stigma associated with sexual trauma. I want to acknowledge that, for men who have experienced trauma, especially interpersonal violence and other trauma, child abuse; it can be very difficult for those men to disclose because of social norms and especially because of military social norms. 
Many patients will fear an unsupportive or blaming response. They've been brushed off before. I've heard this from many Veterans. We also, the patient may be leaving the door open for future disclosures, so certainly at a first or second visit, this person is still checking out clinicians. Maybe this is someone who I can trust, and maybe not. And then, let the patient know that you're always willing to discuss these things, and that you think these issues are part of somebody's whole health picture. 
So again, we've already mentioned that clinicians in primary care emergency departments can be the first person to ever receive a disclosure. A few years ago, I was seeing a women who had been a sergeant in the Army. She's been in the Army for seven years. She'd been deployed to Iraq twice. I asked her the mandatory military sexual trauma-screening questions. She was quiet for a while, and then she started to talk. She said to me. This feels so strange because for seven years I never told anybody these things. I felt that I wasn't supposed to tell anybody these things. She said that you're on a base in Iraq, and you're terrified of the enemy, and you're also afraid of the men. So, it was very odd for her to be actually verbalizing some of these things that she experienced in the Army. 
Always have a supportive response, sit and listen. Sometimes when we get comfortable as PCPs, psychologists and social workers know how to do this better than we do. We will cut the patients off without meaning to. Just try and listen even if you don't have a lot of time. Validate. I'm sorry that that happened to you. That sounds really awful. Try to follow the patient's lead. You may, of course, have to direct the patient in terms of treatment needs. Of course, we need to find out if our Veterans and patients want to see a mental health provider. That is always part of the conversation. 
So, I'm going to switch over to talking about trauma and the general internist. Actually, I apologize. This slide came from a presentation to general internists. I want to acknowledge that there are family-practice folks nurse practitioners, physician assistants practicing primary care in the VA. And so, I apologize for the general internist slide. I’m going to show you a quick glimpse of the PCP PSD5. We're currently using the PSD 4 at the VA. Dr. Schnurr had recommended that I show you the newer version because it will be coming down the road, but this is an example of PTSD screening. So, I've just been talking to you about trauma screening. This is our PTSD screen. Now, for those of us, the majority of us in the VA, in primary care, we do have a clinical reminder, and we do need to screen our patients for PTSD annually. So we are already doing PTSD screening.
I want to draw a distinction now between trauma-specific screening and PTSD screening. So, trauma-specific screening provides connectivity to safety planning and advocacy in a medical or community setting. So, when you ask about specific trauma, that will help you direct the patient to specific resources. Now PTSD screening is potentially easier for PCPs. It's something we do a lot in the VA. There's already an established clinical reminder. It's be normalized. It's medical in a lot of ways. It doesn't necessarily result in a detailed possibly graphic story. So, some PCPs are going to find it easier to screen for PTSD. Getting back to trauma-specific screening, the mental health effects of trauma are heterogeneous. So in other words, we're not just going to see PTSD. Amy gave us a really good background about that. You may see patients who need treatment for depression, for anxiety, as a result of their trauma. So knowing what the trauma is, as opposed to screening just for PTSD. If you're just screening for PTSD, you may miss depression or anxiety that's trauma related. 
Trauma-specific screening captures the recent current risk of trauma. So, if we find out that a man or a women who's experiencing interpersonal violence may be at risk for future or immediate violence, trauma-specific screening can help us figure out if we need to get somebody to safety or to get somebody resources right away.
Moderator:
I’m sorry Dr. Gerber. Your audio seems to have gotten very quiet all of the sudden. I guess that I'll just ask you to project your voice a little more. Thank you.
Dr. Megan Gerber:
Can you hear me now?
Moderator:
Yes, that's better. Thanks. 
Dr. Megan Gerber:
Okay, that's a little bit of a cold, so I apologize. I'll try to get closer to the phone. So again, trauma-specific screening allows us to evaluate whether there's an immediate risk situation. Trauma-specific screening will also allow you as a clinician to provide validation of a difficult or shameful experience. So, if a patient does choose to disclose a history of child abuse, a sexual assault, a relationship where intimate-partner violence is occurring, you are able to validate and to comment on the trauma itself and on the nature of the trauma. PTSD screening does not allow us to tailor response to the kinds of trauma; however, I did mention to you that Dr. Schnurr presented really excellent slides. We will show you where to find the archives of that presentation. It really is the development of PTSD that's linked to health effects particularly to cardiovascular health effects for which we have very interventions. 
So, you can argue that screening for PTSD may be a way of attenuating health effects. Screening for PTSD also better fits the biomedical model of screening because PTSD is treatable. There are evidence-based treatments for PTSD. You can refer a patient to psychology and the patient can have CPT or PE or very effective treatments that are also, in many ways, time limited. So these are some of the reasons in favor of these different kinds of screening. Some of you may be thinking or even typing why not do both? And, the answer is sure. It's absolutely fine and, in my opinion, preferred to do both. We're really trying to help folks understand how to tailor programs within their facilities. 
So trauma-exposed patients in primary care. So those of you who do primary care know that these patients have multiple somatic complaints. Those of you, on the line, who are mental health providers know that these patients have multiple somatic complaints. It's not uncommon for a psychiatrist or a psychologist to email me and say that this patient has a migraine a stomachache. It can be very concerning for a therapist. These patients have higher rates of chronic pain. They're high users. They have a higher burden of chronic disease, and again it's real disease. It's mediated by physiologic changes in response to the trauma. Psychosocial that extend beyond PTSD, and then we know from a number of different research angles, and there have been a number of ways of looking at this, that there really is a dose-response effect of multiple trauma. So, the patient or the Veteran who has a history of child abuse, a history of sexual, and then experiences military sexual trauma is going to be more likely to have ill health effects. Again, a full discussion of that is beyond the scope of our presentation, but it is something to bear in mind. 
I'll talk a little bit about women Veterans in primary care. Again, our presentation was originally designed for folks working outside of the VA. It was part of a women's health program at the Society for General Internal Medicine. But, 87% of women vets actually seek care outside of the VA. We wish honestly that that wasn't true because we want all women Veterans to come see us. We feel that we understand their experience. They have excellent treatment. Currently that is not the case. We recommend that providers in the community and a number of VAs are conducting programs to try to educate the community about looking for Veterans in their clinical settings asking about military service to allow Veterans to connect with both trauma-informed and trauma-specific treatments. Women Veterans are a highly trauma-exposed population. They're known to have high rates of adult and childhood trauma before they entered the military. Women Veterans are up to four times more likely to be homeless than non-Veteran women. Again, one of the best things that many facilities are doing is really outreaching to homelessness advocates about inquiring about Veteran status. And, just to remember that MST is not the only form of trauma that women Veterans experience. Unlike MST, which is theoretically unless you have somebody who is in and out of the military, MST is historical exposure. Other forms of trauma, like intimate-partner violence, can be ongoing and present. 

Again, we talked about some challenges outside of the VA. This applies as well to in the VA. So occasionally, there's lack of access to mental health service. When I've gone to national trainings, I have met providers who work in very isolated CBOCs, sometimes there's telemental health, sometimes not. Really primary care has become, in many places, the de facto mental health system. Dr. Kessler coined this wonderful phrase. The other feature is that many of the patients who need mental healthcare often decline it. I often say that the patients, who I find the most challenging and difficult, in my practice, are the ones who have declined mental healthcare. For us PCPs, it's very difficult to drop our agenda whether it's within our outside of the VA. We're always thinking about performance metrics. We're always trying to get those boxes checked. When a patient makes a disclosure, it's very important, in my opinion. The diabetes can wait. I would take baby steps with that patient. I'd try to make sure that I've made the time to validate the disclosure and to problem solve with the patient about what kind of referral may be needed and about what would he or she like to happen next. 
As Amy pointed out, recognizing trauma-related reactions is very important. I started to put a big emphasis on teaching medical student and resident about this because trauma-related reactions can occur anywhere. Providers in any field will potentially run into this. This is not a primary-care-related situation. I've often spoke to residents who are going into cardiology or into gastroneurology or into surgery and told them, look! When somebody is doing this, you need to stop. Stop getting informed consent. Stop talking about the procedure. Take a step back and help ground the patient. So again, trauma is so ubiquitous that it touches many different medical professions. We've started to describe trauma-informed care as being very much like universal precautions in the same sense that, when we put on gloves, we don't know who has HIV. We don't know who's had hep C. We put on gloves for everyone. Recently in my facility, and many of you may have had the same exchange in your facility, we got into the discussion about chaperons. We know that the women's health program, the policy 13301, mandates the presence of a female chaperone for certain exams. 
What has begun to be discussed, and I think that this is a wonderful development, is offering chaperones to male Veterans who may very well have experienced violence or difficult situations. A chaperone needs to be available and to be offered. The conversation recently in Boston that developed was well, how do I know if the guy has experienced trauma. It's really hard for me to go into the chart and look for the MST flag. I may not see that. It's like halt. Stop! We're not going to ask you to go into the chart and look for the MST flag because you know what, your patient may not have disclosed MST. He may experienced MST. He may have experienced child abuse, sexual assault, intimate-partner violence. Men experience intimate-partner violence. We need to treat all of our Veterans and all of our patients as if they've been potentially trauma exposed because this is the unfortunately ubiquitous experience in our society. So again, universal precautions like putting on gloves. 
So just to really summarize because we're getting to the point where we want to hear your questions. PCPs can become familiar with the content of trauma-focused, skills-based treatment. I don't do what Amy and her colleagues do, but I have a general idea of what they do. I know how long it takes. I know where patients have to go to get it. I encourage my patients to identify goals of the visit and prioritize symptoms. I recently saw a patient who had a list of issues. As she went through the list, by number 4 or number 5, number 4 and number 5 were the more acute symptoms. One, two, and three were literally like a consult or a medication that I could order. So, just trying to work with a patient and saying maybe we should mention. Maybe we should talk about your risked pain at the beginning and your med refill at the end. So, helping the patients advocate for themselves in medical encounters. 
We want to help our patients, male and female, respond to symptoms that have been found not dangerous. So, your patient gets chest pain all of the time, and a complete cardiac workup has been done. We know that there's no angina there. The patient who has back pain, a lot of times, patients who are trauma exposed, can become very anxious. They can catastrophize. And so again, the stress tolerance an mindfulness skills are very important. Many of in the VA are learning mindfulness technique to work on with our patients. Distress tolerance and mindfulness are taught as part of DBT, which again, PCPs are not able to administer, but we can refer it to DBT. DBT is dialectical behavioral therapy. It's used a lot with trauma-exposed and with borderline patients. 
So again, if I have a patient who's anxious, and I had a patient not too long ago who I told. She need a pap smear and might need and endometrial biopsy. She had a classic reaction like Amy described earlier. Having her sit down with her clothes close the curtain, hide the exam table, let's just sit together, and let's practice breathing. And, the pap wasn't done that day. You know what. That was fine. And so, there are small things that we can do in primary care. Treatments such as CTP, which is cognitive-processing therapy, addressed stuck points that can involve issues of safety, trust, or power that are relevant to medical settings. Again, CPT is commonly available at most VAs. It is an evidence based treatment for trauma-exposed patients. So, as a PCP, I should know what's in the toolbox. I won't go into detail here. You can read the slide, but we do have embossed in a monthly mental health primary-care meeting where we discuss cases. Dr John Otis in Boston has pioneered very brief three-week to six-week treatments for comorbid PTSD and chronic. Just to remind folks that many of the VA evidence-based therapies are manual. They're reproducible and they can be readily taught. 
Those of you who are not familiar with the National Center for PTSD webpage, it is a huge resource. You can find amazing things, not only for yourself as a professional, but for patient. I frequently refer patients to the sight and also to PTSD coach, which is a wonderful Smartphone app. Again, I think that it's time for Q&A. I won't read the slide, but I just I want to take a moment to acknowledge the Health Services Research and Development Service who supported this symposium and arranged for Dr. Schnur and Dr. Street to travel to the Society for General Internal Medicine meeting in San Diego, the National Center for PTSD, the Women's Health-Evaluation Initiative or WHEI, which based in Palo Alto, Women's Health Service's at VA central office, these two SGIM task forces which forces which have been wonderful in fostering women's health research and programming, and then doctors Kimmerling and Makin-Byrd  for their slides. 
So, this is our contact information. Amy and I are here. We'll open it up to questions and to comments. 
Moderator:
Thank you very much Dr. Gerber. We do have several pending questions, so we'll get right to it. 
Oh, I'm sorry. A lot of our attendees joined us after the top of the hour, so to submit your question or a comment, simply use the question section of that go-to-webinar dashboard that's on the right-hand side of your screen. You can just click the plus sign next to the word question. That will open up the box, and you can submit your question. 
This was a comment that came in, I believe, when Dr. Street was defining PTSD. It's a comment that says, "I was taught PTSD is a normal reaction to an abnormal situation and evolutionarily selected for by survival due to rapid response to signs of danger."
Dr. Amy Street:
So, I think. I certainly, when I was in training, that was a very common phrase that I heard as well, a normal reaction to an abnormal situation. I think that there is some truth to that, but there's also some ways, I think, that our thinking has continued to advance. One of them is that when PTSD was first identified a disorder, it was right. It was this abnormal situation. It was defined as a situation outside of the realm of normal human experiences. One of the things that we've learned, now, is sadly that these things are quite common. They are part of the normal human experience for many people, unfortunately. But, I think that there is still some truth in that phrase in that, as I mentioned, for example, rape victims. Following a rape in the first day or two or three following a rape, about 98% of survivors of that experience report symptoms that are very consistent with the diagnosis of PTSD, but what happens over time is that there is a normal period of recovery where the symptoms drop off, drop off, drop off, for most people until they are left a month later with a relatively small amount of symptoms. But there are a subset of folks who for a range of different reasons, don't seem to go through that normal process of recovery. Their levels of symptoms stay very high. So in fact, they are normative experiences, but to reach the level of a disorder, the symptoms stay very high rather than recovering on their own. 
Moderator:
Thank you for that reply. This also came in towards the beginning of the session when you were defending gender. "Are you using the term, 'gender,' to define male and female as compared to the term sex? Does that include LGBT populations for your work?" 
Dr. Amy Street:
So because I am not a medical doctor but a PhD, and I do research, Social Science research, I generally let my research persons and also my patients in my clinical practice self define their gender. So certainly when I'm working with transgender patients, there are some additional complexities around whether they identified as male or female at the time of their assault for example versus whether they identify as male or female now. But, for the research that we're doing, I use gender as a shorthand. Sex may be the more accurate identifier for some of the research that I have identified here, but generally speaking, we're talking about patients who identify their own gender rather than their biological sex.
Moderator:
Thank you for that reply. 
This is a question and a comment from Dr. Bean-Mayberry who presented part one of this talk. "I like the comment about chaperones for gender-specific or for invasive exams on men or women. This needs to be addressed for both genders within and outside of the VA. We also need more clinical care and education data on this issue and need more research. These issues come up some times with colorectal screening with surgeons or with GI providers and become opportunities for cross-discipline-provider education." 
Thank you Dr. Bean-Mayberry.
The next question from the audience, and I assure you Dr. Gerber, we're not ignoring you. They just came in in the order of speakers, so this one too is for Dr. Street. 
"Are there any in-service programs being delivered to rehab providers who have to make frequent direct physical contact with trauma survivors and how to manage these issues, for example, physical therapists having clients lay down on mats in open areas with others in large rooms? This can trigger avoidance reactions for occupational therapists providers doing hand therapy, etc."
Dr. Amy Street:
Yeah, I think that that's a really great example of the kind of wide variety of setting in which these issues can come up. Certainly, I think that the physical therapy setting is one where a lot of the issues about which we talked today are really relevant. I think that some of the resources that Dr. Gerber provided during her half of the presentation are really relevant to the training needs implied by that question. 

Moderator:
Thank you. Dr. Gerber, did you want to add anything to that. I believe that you're still on mute. Megan, do we still have you on the call?
Dr. Megan Gerber:
Sorry. I must have muted myself. 
Moderator:
It's okay.
Dr. Megan Gerber:
No, physical therapy is a really important place because patient are coming in with injuries. It tends, in most hospitals, to be a mixed gender setting. I mean. I got care at a community hospital here. I was actually placed on a table with a male patient. So, I think that physical therapists really do need extra training. I know that our physical therapist here have requested training in screening for trauma. 
Moderator:
Thank you. I do want to ask a quick question. Are you two able to stay on and answer the remaining questions? We have about five pending?
Dr. Amy Street:
Sure. 
Dr. Megan Gerber:
Sure. 
Moderator:
Okay, great. Thank you. If our attendees do need to drop off because it's the top of the hour, when you exit out of the meeting, please wait just a moment and the feedback survey is going to automatically populate on your screen. Please, do provide us your feedback as we do read them and take them into consideration when planning sessions.
This is a comment about the poll question where a lot of people replied I don't know about keeping this in mind when providing services. She says, "This may be affected because a large percentage of researchers, who are listening, are putting, 'I don't know." Thank you for pointing that out. 
Dr. Megan Gerber:
Great comment. It must be a researcher who said it because it's very reminiscent of sort of considering your sample and interpreting your data. 
Moderator:
Well, I did limit you to certain answer options. Let's see. This is another suggestion. "The presenters may want to alert the audience that Judith Herman will be presenting PTSD as a shame disorder, ISTSS webinar on Tuesday, October 14th. Situational combat and rape includes shame that may go unaddressed in the anxiety-disorders list."
Dr. Megan Gerber:
Yeah, that's great. I'm looking forward to that webinar myself. A lot of the diagnostic changes in PTSD that happened in this most recent [version] of the DSM, were really about an appreciation of broadening the kinds of emotional reactions that people may experience in response to trauma beyond just fear to things that include shame for example. So, I think that that should be really interesting. As one of the founding mothers of our discipline, Judy always has some really interesting things to say. 
Moderator:
Thank you. So, we're not coordinating that seminar, but I do want to repeat it. It's Judith Herman, and that's on Tuesday October 14th. 
The next question: "How do you address potential fears regarding negative repercussions of disclosure? Do you say anything to allay those fears and to help Veterans feel safe?" 
Dr. Megan Gerber:
I can give my response and then Amy may also have a good answer for that. It's really common in primary care to encounter Veterans who don't want MST in their charts. They don't want a diagnosis of PTSD. They fear that it will affect their attainment Many of our Veterans want to go into law enforcement or just are ashamed. They're afraid that those who are in the reserves as well are worried that the DOD will get access to their records. I always try to emphasize to my patients that, as much as possible, I will keep things out of their record that they do not want in the record. So, they have some say over what I document. So, for example, I may not include MST in my note, even if the patient screens positive for it. I've made referrals outside of the VA to the vet center, which sometimes allays concerns about the record being shared with the DOD. I really do try to give my patient, especially those disclosing trauma as opposed to just PTSD symptoms. That it really is up to her or him what degree of information goes into his or her medical records. I do try to reassure my patients that the medical record is protected. We are also very careful now with the blue button and secure messaging in My HealtheVet about situations where it's about, or a person in the room of a Veteran may be able to see records. So, that's sort of the primary-care-perspective answer. 
Dr. Amy Street:
I would agree completely with what Megan said. I'll just point out that I think that the very nice thing that her answer included from a trauma-informed-care perspective is an appreciation for the fact that it can be very scary for people to let go of this information to which they've held on for so long and to lose control over that information. Any kind of process or dialogue in which you can allow the patient to have some control over how this gets told, how it gets talked about, and then what happens to the information beyond that, even if it must be documented, and even if you can say in an up-front way. This is what I'll have to do if you tell me this information. I think that that is a way that can help to be a very therapeutic process around the disclosure in a very positive way. 
Moderator:
Thank you both for those responses. This is just a thank you. "Thank you Dr. Street and Dr. Gerber. Excellent presentation with great uses of case example and research-based content, so thank you for that." 
Next question: "How was this set up? How do you justify the time with PCPs, monthly primary care, mental health, women's stress disorders treatment team meeting?"


Dr. Amy Street:
So Megan, I can let you talk a little bit about that from the perspective of justifying a primary-care provider's time, but I think that I will say that the fact that it sort of pays off, both in terms of patient outcomes, but also in reducing provider frustration with a potentially challenging patient population, those can be compelling rationales for that kind of teamwork. 
Dr. Megan Gerber:
Yeah, I agree. We do ours at lunch once a month, and we have a standard distribution list. So, the core clinicians in WSTT, for example, and then for example, somebody like Amy who has a small number of patients would not be routinely invited to that meeting even thought she's welcome to attend every month. We would add Amy to the invitation if we knew that one of her patients was being discussed. I don't want to embarrass any colleagues, but one of my colleagues here in Boston, when she first started working in women's health and was invited to this meeting, told me that she was afraid to come because the mental health people would kind of judge how she was interacting with these difficult patients. I said, you don't understand. This is therapy. This is like having supervision because in primary care, we don't have the framework of supervision that mental health providers have. So, I think that Amy is entirely right. It really does support us and our patients. 
Moderator:
Thank you both for those responses. The next question: "Early you noted that, when a patient discloses trauma exposure, 'the diabetes can wait.' For providers under pressure to address what may be a very complex clinical profile, have you had any reactions or pushback that providers need to focus on other things first? I hope not, but how do providers react in general to acknowledging the importance of addressing trauma?"
Dr. Megan Gerber:
That's a great question and comment. Today is October 1st, so yesterday was the end of the year. I was completely proficiencies. I'm the Medical Director here. I'm speaking for my numbers. Often my performance measures, my A1C, my A1C under nine numbers are terrible. Very frequently my patients don't appear as well managed as those in other parts of primary care or in places for instance in the PBOCs where women who are seen tend to be healthier at least in our system. The patients with a higher trauma burden tend to come to the main sites because mental health care and PTSD intensive care is here. I'm not saying that it doesn't bother me to see those numbers in the red, But we do have a population for whom good diabetic care, good care of hyperlipidemia, exercise, self care, all of these things are going to be allusive until the trauma is adequately addressed. It doesn't lessen the stain of seeing the performance metric is in the red, but if you're looking at what is really helping the patient, it's really addressing the impact of these traumatic experiences on his or her life. I hope that I'm answering that. 
Oh, and you also asked about whether there's push back from PCPs. Absolutely! I've been in the VA now for almost six years, so bulk of my career has been outside of the VA. I remember Dr. Herman from the Cambridge Health Alliance. She's wonderful! There are always providers who won't take the time to do this. It isn't that they don't care. It's that they either that they can't, or they won't, or they are just more comfortable remaining in a more traditional paradigm. Eventually patients, I think, move or they find providers who will listen. So, that's just my perspective. 
Moderator:
Thank you. We do have just two remaining questions, and one comment. "Is the VA researching correlation between PTSD diagnosis and VA clients asking for gender change, breast reduction, and other operations that may be related to trauma, and if so, is participation in pscyh services required before or after the surgery?"
Dr. Amy Street:
I have two thoughts, but I'm not up on the latest of these regulations. So, I can start from the kind of research perspective, and then, Megan, if you have more to add, please do. I mean. Certainly, I will say that the issue of trauma exposure in the histories of transgender folks is an important one because we know that that is a population that increased risk for trauma exposure for a range of reasons. And so while I'm not aware off of the top of my head of data showing elevated proportions of PTSD among the transgender population, I would be surprised if that correlation wasn't true. I do know that there is research in that area ongoing within the VA. I'm less familiar with the specific policies about what's required in terms of requests for medical procedures among that population. Go ahead.
Dr. Amy Street:
So, there is a VHA policy. There's a wonderful transgender care share point. Julian Shipard and Michael Cost are leading the programming through Vaco, and they've done a wonderful job. So, we can certainly share the links with anybody who's interested. But, at this time, reassignment surgery is not covered by the VA. When a patient is choosing to undergo gender reassignment by taking hormones for example, the VA does cover them. We do recommend a mental health evaluation. The diagnosis of, it used to be gender-identity disorder, and now it's, I'm trying to remember the DSM 5 diagnosis. It's gender dysphoria, I believe. I can clarify that after the meeting. So, the team nationally has set the standard that the patient will be seen by someone in mental health who's familiar with these issues before gender reassignment is embarked upon. It's framed for the patient as not we're trying to clear you or to figure out if you're able to do this, but more that this is part of the holistic treatment of your gender dysphoria and supporting your choice to reassign or to undergo gender reassignment. I hope that that help, but surgery is not currently covered. 
Moderator:
Thank you both for those replies. We have a suggestion that came in, and I believe that this was when we were talking about coordinating services. "Greater Los Angeles and Long Beach VA Rehab Service invited women's health educators to speak at their regional meeting to help to educate their staff on women-Veteran issues with trauma and with becoming more trauma sensitive providers. In addition, our women's health team has started identifying therapists who work well with our patients, so that we can help coordinate services." Thank you again, Dr. Bean-Mayberry. 
This is our final question that came in: "Enjoyed the presentation. Wondering if there is any evidence regarding PTSD and chronic pain. Does exercise help, yoga, strength training etc.?"
Dr. Megan Gerber:
Amy? Do you want me to answer. 
Dr. Amy Street:
Yeah, you're welcome. Go ahead. Go for it. 
Dr. Megan Gerber:
So, there have been a number of studies. So, very recently our own -- I'm bragging about Boston again -- Karen Mitchell was funded to conduct a study looking at yoga and PTSD. There certainly were some benefits. It is difficult. Again, I don't do cam research, but it is very difficult sometimes to show changes using alternative therapies. Often measurements like quality of life are important and not simply things like reduction in clinical scores. But, what I would say as a PCP, and I'd be interested to hear Amy's perspective is that yoga, exercise, these tend to promote and assist with distress tolerance, mindfulness, and maybe even emo-reg, emotion regulation, which can all help reduce symptoms of PTSD. 
Dr. Amy Street:
Yeah, absolutely! I think that there is. I mean. There is a lot of data showing that pain in PTSD and the comorbidity of those two disorders. They're really closely tied to together. There are some, I think, strong theoretical reasons both psychosocial and biological why I would expect for that to be. There are some increasingly awareness of the need for treatments for these comorbid conditions that may incorporate something like exercise or yoga or other movement-based strategies. To be helpful, both potentially for the PTSD, although, those aren't first-line treatments for PTSD, but also in terms of managing the …
Dr. Megan Gerber: 
I did mention and anybody can IM me or Amy afterward or email Dr. John Otis also herein Boston has conducted a program to treat comorbid chronic pain in PTSD? It's been very effective. We see a lot of chronic-pain patients here who don't engage in mental healthcare. This is a very hard situation, and what I've tended to tell my patients, and I think that I may have mentioned this when we gave this seminar live was that I tell my patients that pain is a fire and PTSD or untreated dysphoria depression really is gasoline. There's very good physiologic evidence to support that. Having active PTSD will make it very difficult to treat chronic pain. Most of my patients have really liked that analogy except for one who got very angry and told me that I was telling her that her pain was all in her head, which was not what I was trying to say. 
Moderator:
Thank you. The person who submitted that question is a physical therapist, so it does help directly with her work. The last comment that we're going to take, and this may be from the same person. "I am a physical therapist of polytrauma. Anecdotal evidence seemed to help and have some research on endocannabinoids." Thank you for that input. Ladies, I do want to give you the opportunity to make any concluding comments if you have any. I guess that we'll just go in order of speakers. Amy, do you have anything that you'd like to add?
Dr. Amy Street:
No. I'd just like to thank everyone for dialing in today and for the interesting set of questions and comments that keep the dialogue going. 
Moderator:
Thank you. Megan?

Dr. Megan Gerber:
I agree, and actually, you heard from Dr. Bean-Mayberry who was the catalyst behind this presentation at the Society for General Internal Medicine, and encourage everybody who didn't "hear or see" part one to look at the archived slides of Dr. Bean-Mayberry and Dr. Paula Schnurr. 
Moderator:
Well, I'd like to second that. I want to thank our audience for joining us. I want to very much thank you both for lending your expertise to the field, and as I mentioned at the beginning, I will be sending out a followup email to everyone. It will contain the link both to part one of this talk done by Paula Schnurr and by Bevanne Bean-Mayberry as well as the link to this presentation. We have lots of thank yous coming in. So, I'm going to ask everybody to reserve those thanks, and as you close out of the meeting, a feedback survey is going to pop up, and that's where we'd like for you to express all of your thanks. So, thank you everybody once again, and this does conclude today's HSR&D cyberseminar presentation. Have a good day! 
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