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Unidentified Female:	… Is the first of five Women's Health Initiative presentations. Without further ado, I would like to introduce our first four speakers. We have Dr. Gayle Reiber joining us. She is a Research Career Scientist at VA Puget Sound Health Care System and with the Salt Lake City Health Care System Departments of Health Services and Epidemiology at the University of Washington. Gayle, I will turn it over to you now. 

Gayle Reiber:	Thank you and welcome. I am delighted to introduce the leadership team for this research project on women Veterans in the Women’s Health Initiative. Andrea LaCroix is a Senior Investigator with the Women’s Health Initiative Coordinating Center out of Seattle. She is also Chairman of the Department of Epidemiology at UCSD. Julie Weitlauf is a Clinician and Researcher at VA Palo Alto Healthcare System and also at Stanford. Lori Bastian is a Researcher and Clinician at VA Connecticut; and also Yale University,

What we would like to do is first of all know your primary role. Are you A, in VA clinical care; B, VA research, C, VA leadership and administration; D, Non-VA Clinical Care; or E, other?

Unidentified Female:	Thank you, Dr. Reiber. We do have those results. It looks like our respondents have reported 22 percent VA clinical care; 43 percent VA research; 6 percent VA leadership and administration; also 6 percent for non-VA clinical care; and 22 percent for other. Thank you to our respondents. 

Gayle Reiber:	Excellent…  Today two million of the nation's 22 million Veterans are women. Historically women Veterans service includes 400,000 from World War II, 120,000 from the Korean conflict, and 265,000 from the Vietnam Era. Very little is actually known about the aging issues for these 800,000 older women Veterans and what the impact of military service is to the aging process for these women. 

A 2015 paper by Julie Weitlauf and colleagues compared women Veterans to non-Veterans using the non-Veterans using the very robust data from the Women’s Health Initiative. They reported significantly higher mortality findings in the women Veterans than the non-Veterans. This finding stimulated our group of over 60 VA and non-VA researchers to address 13 different gaps in our knowledge about older women Veterans by preparing manuscripts on these topics. 

These manuscripts appeared in the February 2016 Gerontologist supplement and the Gerontologist Special Issue. In many instances, these are the very first reports on healthy aging, mortality, menopause related findings, and high priority diseases and conditions in women Veterans. Over the next several weeks, we will have a special Cyberseminar addressing each of these topics on the aging, mortality, menopause related issues and other important diseases and conditions. 

What really motivated this research was we wanted to identify positive and negative associations of military exposure for our women Veterans. Next, we wanted to understand what health behaviors increased risk for disease and mortality between women Veterans and non-Veterans. Most importantly, we wanted to begin clinical and research preparation for the projected
83 percent increase in older women Veterans between 2014 and 2025. You can see here in these older women Veterans. It is almost a doubling. We need to be prepared for that. 

Unidentified Female:	Thank you. We do…. Do you want to read through it?

Gayle Reiber:	Our poll last question is we have another question about the Women’s Health Initiative, the data source for this group of paper. Prior to today's Cyberseminar, have you heard about the Women’s Health Initiative? A, No, today is the first time I’ve heard about it; B, yes, I am familiar with it but do not know the specifics. C, yes, I am familiar with it and have been looking forward to learning about results. D, I was involved with the research.

Unidentified Female:	Thank you. We have 17 percent of our respondents reporting no. Today is the first time I have heard about it. Fifty-four percent reported B, yes, I am familiar with it but do not know the specifics. Twenty-four percent reports C, yes I am familiar with it and have been looking forward to learning about the results. Five percent reported, D; yes, I was involved with the research. Thank you.

Andrea LaCroix:	AT this point, this is Andrea LaCroix, being passed the baton by Dr. Reiber. It has been my privilege to work on the Women’s Health Initiative since the contract was first signed in 1991. This important project started out as an effort from the Congressional Women's Caucus and Bernadine Healy to address decades if not centuries of lack of attention to postmenopausal women in the research of our country. 

The goal of the Women’s Health Initiative was to answer major questions about postmenopausal women’s health. Our primary outcomes included cancers, especially breast and colorectal cancer; heart disease, and fractures. The Women’s Health Initiative was a vast scientific undertaking enrolling almost 162,000 U.S. women across the country in 40 clinical centers. The main study went for 12 years through the year 2005. 

We have had two extensions since then. The first one from 2005 to 2010; and the second one from 2010 to 2015. But the second extension continues through today and at least 2020. We reconsented_____ [00:06:48] women to each of these extensions. You can see that we still have – in 2010, we had over 93,000 women who continued to participate. Let's go to the next slide. This slide just provides an overview of the components of the Women’s Health Initiative. The top set of circles shows you that there were three overlapping randomized control public health clinical trials in the Women’s Health Initiative; one on hormone therapy, one on calcium, and Vitamin D; and one on dietary modification, namely low fat diets. 

A women could be in one, two, or all three of these randomized control trials depending on her eligibility and desire to participate. For the women who were recruited into the study who did not want to participate in a randomized control trial who were not eligible to participate or who just preferred to be in the observational study, we recruited almost 94,000 women into this large observational study. For the data that you will be seeing in the Cyberseminars and that have been published in the Gerontologist as part of our supplement, we are using either the entire population of 162,000 postmenopausal women in each study or relevant subgroups that we will be telling you about. 

In the next slide, you can see that the 40 clinical centers are shown across the country. No, this is not the results from last night's primary contest. I just want to say hopefully you see your home town here. We have got women from all across the country. Since the enrollment of these women, they have spread out even further all across the country. In some cases all around the world; but we continue to keep in touch with them. The next slide – 

This is a little strobe diagram showing that we had the original 162,000 women. I have already told you about the components of the WHI. We had a question in this study at the very beginning baseline asking women about their history of military service. There were 16,287 women who did not answer that question. Our denominator for the papers comparing women Veterans to non-Veterans is 145,521 women. Within that, we had 3,719 women with a history of military service. The remainder of the women are non-Veterans. Then, the next slide – 

This slide just shows in the clinical trial programs, the age distribution of women in the WHI. The thing I would like to point out to you is that 30 percent of the women were in their 50s; 45 percent were in their 60s; 25 percent were in their 70s at baseline. I point this out because it is often said that the Women’s Health Initiative had only older women. In fact, we had about a third of the women in their 50s; and only 25 percent in their 70s at baseline. Then, the next slide?

This slide show the clinical trial program and also the observational study, we were striving to have at least 20 percent minority representation in this large cohort study. We did well on the clinical trials program having 18.3 percent minority women, an unprecedented number of U.S. women of race, ethnic diversity who are in this study. 

The distribution is shown here. A little over ten percent were African-American, 4.2 percent Hispanic. The remainder of the minority women from Asian and Pacific-Island, or Native American, or others. There have been papers written, many papers written exploring race and ethnic diversity as a result of this achievement. The next slide – 

Then the educational attainment this here is shown for the observational study women. It really also shows a fair amount of diversity. We had women that only graduated from high school, about 20 percent of them. We had women that had some college. Another 35 percent or so; and then the remainder of the women had the equivalent of a college degree or some graduate education. That would be 42 percent of the women overall that had some graduate – that had college, and, or some graduate education. 

We have lots of distribution there. With that, I will turn this over to Dr. Weitlauf.

Julie Weitlauf:	Thanks Andrew. This is Julie Weitlauf. I am at the VA Palo Alto Healthcare System and was involved in the first paper actually that looked at characterizing who are the women Veterans in the Women’s Health Initiative? As we discussed previously, there were almost 4,000 women Veterans that were recruited into the WHI representing about three percent of the total WHI recruits. That is an important piece of information. Because for this age group of women Veterans that is pretty representative of what you would expect to see in terms of the proportion of Veterans to non-Veterans. 

What we do know about the two groups, the Veterans and the non-Veterans within WHI is that they were very similar from a health perspective at the study baseline. But they were demographically quite distinct. I think this is an important piece of context to bear in mind as you start to hear the results of the papers that were presented in the supplement. The women Veterans were older as a group than the non-Veterans. In comparison to about 22 percent of non-Veteran women being age 70 or older when they enrolled in the WHI; almost 50 percent of the women Veterans were age 70 or older when they started WHI. 

As a group, the women Veterans were also more highly educated than the non-Veterans with a majority of them having completed college and some gone onto graduate education. They were disproportionately likely to be Caucasian. This is probably due in part to some of the recruiting standards and some of the restrictions that were in place for who could serve in the military in the earlier wars of the 20th century. Women Veterans were less likely to be married at WHI baseline relative to the non-Veterans, and were less likely to have ever been married. We looked at something like 48 percent of women Veterans having been married or were married at the WHI baseline relative to about 64 percent of the non-Veterans. Okay, the next slide – 

One of the things that there was not a lot of information about was the context or the time in which the women Veterans had served in the military. We do not know what roles they played. Or, when they served or for how long they served. But we do know that the majority, about 50 percent were age consistent with eligibility for service during World War II. We also know that about 20 percent were age consistent for first eligibility for military service during the Korean War; and the remaining 30 percent were likely involved in the service during the Vietnam War. 

We do know that the women served in all branches of the military. From the small handful of Veterans that we did hear from personally, we know that there were a great diversity of roles that were played. Many of the women served as nurses, but there were other roles as well. This picture is an example of someone who was one of the first women to report the weather to pilots who were flying during the Vietnam War. Okay, the next slide – 

Now, we will go to Dr. LaCroix.

Andrea LaCroix:	Okay, thanks Julie. We were very impressed with all of the different roles of the women Veterans in WHI. Another unique role played by one of them was the packing of parachutes. I think in South Carolina – is that right Dr. Reiber? 

Gayle Reiber:	Yes.

Andrea LaCroix:	She was the very first woman to pack parachutes in the military. There is some – and also, we heard the tremendous enthusiasm. How much women felt privileged to serve_____ [00:16:04]. I wanted right now to review for you the highlights of the healthy aging research findings. These will be discussed in greater detail in a future Cyberseminar. In the paper on aging well in women Veterans versus non-Veterans, we found that women Veterans were less likely to survive to age 80 with intact mobility than non-Veterans even though they were somewhat older at enrollment as Dr. Weitlauf has explained to you. 

Among the women who survived to age 80, women Veterans were significantly less likely to report good or excellent perceived health. Their physical function scores were lower as were their life satisfaction and social support, quality of life, and purpose in life scores compared to non-Veteran women. Women with prior military service were also more likely to reside in a place with special services for the elderly. As far as the risk factors, the modifiable risk factors associated with survival to age 80 with intact mobility, women Veterans have exactly the same risk factors as non-Veterans. That included not smoking, a healthy body weight. _____ [00:17:29] fewer depressive symptoms being physically active.

Washington and colleagues compared longitudinal trajectories of physical activity and sedentary behaviors between Veteran and non-Veteran women. In this fascinating paper, Dr. Washington and colleagues found that Veteran women had higher baseline physical activity than non-Veterans. But they also had greater declines in physical activity over time.

Finally, Claudia Padula and colleagues in another fascinating paper found that Veteran status was associated with higher prevalence of protective factors like higher education levels that may have helped preserve cognitive functioning when they entered at baseline and initially during follow-up. However in that paper, the authors show that ultimately, the women Veterans had more pronounced cognitive decline than the non-Veteran women. The next slide and then over to Lori.

Lori Bastian:	All right, I see….

Unidentified Female:	Julie will take this one. 

Julie Weitlauf:	That is right. Hi, it is Julie Weitlauf again. There were a series of manuscripts within this project that looked at women Veterans and their risks for mortality_____ [00:18:54]. In the first paper, Donna Washington, and colleagues, including myself, we found that women Veterans  relative to non-Veterans displayed significantly higher all-cause mortality rates, risk ratios in pre-Vietnam military generations; but not among the Vietnam in the Vietnam or post-Vietnam generations. As we had mentioned earlier, about 50 percent of the women Veterans in WHI likely served during World War II, with another 20 percent likely serving during the Korean era. 

Among those groups of women, higher – they had a higher risk of all-cause mortality relative to the younger generation of women who would serve later. We did not find higher all-cause mortality risk among the younger generation of women. When Dr. Washington speaks about this in the weeks to come in more detail; this is a very fascinating interpretation of maybe some of the health behaviors that were changing over time. It might explain that pattern.

In a similar paper, Dr. Simpson and her colleagues found that alcohol consumption among women Veterans relative to non-Veterans was a factor in mortality risk. Finding that women Veterans were less likely to be lifelong abstainers and more likely to be former or moderate drinkers. Among all of the women, former drinkers experienced higher mortality than lifelong abstainers and moderate drinkers; and naturally, heavy drinkers had higher mortality risks than moderate drinkers.

Finally in a paper by Karen Lehavot and her colleagues, they found a 20 percent heightened risk of all-cause mortality associated with sexual minority status among the women in WHI. In particular, sexual minority women were at greater risk of death from any cancer. This relationship was stronger among Veterans relative than non-Veterans. Okay, I'm passing the baton over to Lori.

Lori Bastian:	Hello. My name is Lori Bastian. I am at VA Connecticut. I would like to help present some of the findings as well. This slide talks about the three studies that focused on menopause related findings. The first paper is by Dr. Katon and colleagues. That paper identified the presence of vasomotor symptoms and found those to be associated with decreased health-related quality of life in both Veteran women and non-Veteran women. But in the Veterans women, depression, and obesity amplified this association. Really, it was suggesting a need to really understand more about how vasomotor symptoms decreased health related quality of life. 

The second paper by Dr. Rissling and colleagues identified greater risk in postmenopausal women Veterans relative to non-Veterans for a combination of insomnia and sleep disturbed breathing.

The rates of insomnia were relatively similar between the two groups of women Veterans and non-women Veterans as were the sleep disturbed breathing such as obstructive sleep apnea. But the combination of the two, having both conditions which would be very challenging to treat was significantly higher in the women Veterans population in this study. 

Then Dr. Callegari and colleagues identified postmenopausal women Veterans were more likely than non-Veterans to undergo hysterectomy with or without bilateral salpingo-oophorectomy. Hysterectomy removing the uterus and with or without taking out one or both ovaries. They found that amongst the women Veterans, they were more likely to have an early hysterectomy before the age of 40. The next slide please. 

Here are some of the papers that looked at other diseases and conditions. A paper that I read and with many of my colleagues. We looked at rates of smoking exposures both active smoking exposures like cigarette smoking and passive smoking exposure. We found that Veterans compared to non-Veterans had higher rates of both tobacco use and passive smoking exposures; and higher risk for lung cancer compared with non-Veterans.  

When we initially looked at the rates of lung cancer, we found that the women Veterans had significantly higher rates than the non-women Veterans. When we controlled for these exposures of tobacco that we were able to measure, that risk no longer was significant. In other words a big part of the risk for lung cancer of women Veterans, is it can be attributed to their smoking and passive smoke exposures. 

Then the next paper by Dr. Gray and colleagues examined the impact of chronic conditions on physical function among Veterans and non-Veteran women with diabetes. Diabetes is a very prevalent condition amongst, in women Veterans. In this study, looking at women with diabetes, having any additional chronic condition, for example, heart failure, accelerated the decline in physical function – an effect that was even more pronounced among Veterans.

Dr. LaFleur and colleagues found that the age-adjusted rate of hip fracture was significantly higher for Veterans compared with non-Veterans. After adjustment for fracture risk factors, the hazard ratio of hip fracture was about 20 percent  higher for Veteran women relative to non-Veterans; so, an important study showing a significant increase in risk. The next slide, please.
 
Then chronic pain is a very important condition and one that Dr. Patel and colleagues did some work to investigate. They identified that approximately one in six women in WHI reported moderate-to-extreme pain interference. Women with this moderate-to-extreme pain interference were compared with women with less interference – reported substantially worse physical function and greater symptoms of depression, fatigue, and insomnia. Certainly setting forth an opportunity to intervene upon this population. The next slide – 

We are very proud of the results. They came in the supplement that was published in Gerontologist. I would like to just summarize a few of the clinical implications. We think that both VA and non-Veterans clinicians need to be aware that older women Veterans have unique risk factors to address. Thus, clinicians in non-VA settings should consider asking about women's military service when taking a history.

We also think that women Veterans would benefit from targeted programs promoting physical activity, and sustaining physical activity, weight management, social connections, smoking cessations as needed among those who continue to smoke; and treatment for depressive symptoms and pain; then the combination of depression and pain. We thought that group activities for women Veterans may be helpful offering both structure and information as well as social support. The next slide, please.

Among sexual minority women really, regardless of their VA status are known to be a higher mortality risk and may benefit from additional health promotion and tighter cardiovascular disease risk management, including things like smoking cessation, and cholesterol medication, and hypertension management. Anticipatory planning is indicated for the large cohort of aging women Veterans from the Korean and Vietnam Wars who will be requiring long term care at levels not previously seen in VA.

Predicting who is going to need long-term and make sure that care is of high quality. The next slide, please. We are researchers. We think that there are a tremendous number of research needs that have been demonstrated by these data. I am just going to mention a few because there are so many to mention. We think there is the need to identify predictors of positive physical activity trajectories and physical activity maintenance; make sure that women as they get older do not decrease their physical activity.  

Design more sensitive measures of cognitive decline to more fully explain the relationship of risk and resilience. Include robust and repeated measures of sleep disturbance in future studies and measures that will capture combinations of conditions. Conduct research on trends in the indications for and route of hysterectomy in Veteran VA users. Assessing cardiovascular disease and dementia in women who underwent hysterectomy before age 40 as the potential risk that they may have_____ [00:29:43]. The next slide – 

We think programs may be needed to improve screening and treatment of osteoporosis because we know that women Veterans have higher risk for hip fracture. Also, programs that decrease rates of falls and functional declines in older women to prevent these hip fractures. Research is needed to identify trajectories and time to loss of activities of daily living, and placement in residential facilities; again, based on some of the work presented, trying to avoid letter care needs. More geriatric and palliative care researchers are needed in the VA to focus on gender differences and older women Veterans' needs. We would put in a plug for that. The next slide – 

A study like this could not be carried out without a lot of people to thank. Of course, we want to thank the NIH for funding the WHI. We want to thank the women Veterans and all of the women who participated in the WHI. We would also like to thank the VA Office of Women's Health and the VA Health Services Research and Development programs for providing funds for us to do the supplements. The main investigators that presented today and their e-mail addresses are listed here.  

We would like to acknowledge that there were two main analysts for many of our studies, including Dr. Kristen Gray and Dr. Eileen Sun-Rillamas. We want to put a big shout out for their help and help getting all of these papers done. Lastly, we would like to thank Erica Ma, for her administrative support in keeping us all on path. With that, I think we can maybe go to the next slide and show you some pictures of the women Veterans. We can address some questions.

Unidentified Female:	Excellent, thank you all very much. We do have some great pending questions from the audience. We will just get right into them. The first one – Are women from Puerto Rico and the Virgin Islands included in the study population?  

Andrea LaCroix:	Well, I can answer that question. This is Andrea LaCroix. We did not have clinical sites located in Puerto Rico or the Virgin Islands. But it is definitely the case that some of WHI women now live in those place. We continue to keep in touch with them there.  

Unidentified Female:	Thank you. Do women Veterans who had a hysterectomy prior to age 40 have higher CDD incidences?

Lori Bastian:	This is Lori. I think I can try to address that question. We do not really know the answer to that. We are concerned that women who undergo a hysterectomy at a very young age may have higher risk factors for cardiovascular disease and dementia. We think it is an important thing to do more research to evaluate.

Andrea LaCroix:	There is a prior paper, not by Veterans' status, but in the whole of the WHI published by Barbara Howard addressing cardiovascular incident disease by hysterectomy status. That paper can be consulted as well.  

Unidentified Female:	Thank you both. Do you anticipate a comparison study with younger female Veterans at some point?

Julie Weitlauf:	This is Julie. I do not know that it would be a comparison study per se. But the idea of doing something similar if not slightly smaller in scope, and looking at long-term healthcare outcomes and mortality risks in younger cohorts of women Veterans I think is extremely important.

Andrea LaCroix:	We have definitely been calling for continued research like this in younger cohorts of women Veterans. Dr. Reiber pointed out that the aging of the women Veteran population in our country is ongoing. There will be in another 20 years many more older women Veterans. We are hopeful that there will be programs in place that enable research on all younger cohorts of women Veterans going forward.

Unidentified Female:	Thank you both. What do you make of the findings for women of sexual minority status?  

Julie Weitlauf:	This is Julie. I think we know that populations of women that are socially marginalized often have different disparate access to healthcare, more limited attention to some of their chronic illnesses; and may engage in higher_____ [00:35:10] risk taking behaviors that may influence longevity. One of the things that Dr. Lehavot had found in that study was very elevated prevalence of smoking among sexual minority women. Perhaps when you combine that with some of the psychosocial structures that go along with sexual minority status and with the sort of double minority status of being a sexual minority as a female Veteran. That those things may synergistically work together and compromise the health over the long-term.

Unidentified Female:	Thank you. How can I get in touch with you, if I am interested in doing further study with the WHI data?

Andrea LaCroix:	Well, in the slide that we just previous to the one you are looking at now. We have got e-mail addresses for all four of us. We can help you connect with the Women’s Health Initiative. You can also go to www dot WHI dot org for a very extensive set of resources to help you think about future science and the Women’s Health Initiative.  

The components of WHI are described there. All of the available_____ [00:36:26] assessments. There are copies of the data collection, and questionnaires, and a full list of publications, and ancillary studies that are ongoing. I encourage you to start there. Please be in touch, if you want to develop paper ideas. I would be happy to help you. This is Andrea LaCroix.  

Unidentified Female:	Thank you. Were you able to assess for traumatic experiences and mental health symptoms?

Andrea LaCroix:	I will start out and then maybe Dr. Weitlauf will chime in. We have a couple of questions on physical and verbal abuse but nothing comprehensive about traumatic experience, including sexual abuse in the past; so, just the question on physical and another verbal abuse. We also have depressive symptoms that you have heard about used rather extensively in the papers and the supplement. We have also information of some data collection on the medicines that women were taking about use of antidepressants, antipsychotics, and other psychogenic medication. Julie, do you have something to add?

Julie Weitlauf:	Yeah. I agree with everything that Andrea has said. It is important to keep in mind that the exposure to abuse, physical and verbal was referencing the 12 months prior to baseline. It was sort of an intake question. That is something that we know if we had historical data on, it would likely be higher among the women Veterans than the non-Veterans. It is noteworthy that there were no differences on that baseline question between the two groups. The differences were less than a percentage point, I believe, and not statistically significant.  

The same was found with_____ [00:38:40] antidepressant use and severity of depressive symptoms. Some of that may reflect the selection standards of getting into WHI. Because we do know that not all conditions are more prevalent among certain sectors of women Veterans. I think we just were not able to look at that very easily in this population. But yes, you also have to keep in mind as representative as WHI is, there was a selection criteria. That may also be a factor.

Andrea LaCroix:	Let me round that out a bit. It is Andrea LaCroix again. We did not have a selection of factors based on any mental health criteria other than you had to be able to participate in the study. Your anticipated survival had to be at least three years. I would say that this study population was one of the least selected of any study I have ever worked on.  

It was the public health study. We really only, for example, the only criteria for getting into the observation health study was your ability to participate in the data collection procedures and expected duration of survival of at least three years. I think we did not turn almost anybody away who wanted to participate in WHI.

Unidentified Female:	Thank you. How will the influx of older women Veterans change the VA's approach to long-term care?

Lori Bastian:	This is Lori Bastian. I think for this, it is just changing what we think of in terms of VA long-term care. I mean, for many years, if you work – if you walked into a VA funded or supported nursing home, it was predominately men. The change will be that over the next five to ten years, the VA based nursing homes will be predominately women. That is going to change the focus. We would like to make sure that as that happens that high quality care for those women occurs.  

Unidentified Female:	Thank you. What might account for the higher rates of hysterectomies in women Veterans? What is the concern regarding the significant increase in hysterectomies before the age of 40?  

Andrea LaCroix:	This is Andrea LaCroix. I will just start out by mentioning that women Veterans in WHI were less likely to be married than non-Veteran women. Therefore, perhaps they had less interest in preserving childbearing than other women. That is just a social factor that might have contributed to the difference. Dr. Bastian, do you have other thoughts?

Lori Bastian:	Well, I think that it brings up a great point. It relates back to what was the indication for the hysterectomy? Was it related to a specific disease of the uterus, pelvic pain? The multiple different reasons why a woman might undergo a hysterectomy. Those data are not available. But fortunately, some of our colleagues are trying to obtain those data. We hope to have them soon. I think until we really know more about the indication for hysterectomy, it is hard to speculate.

Andrea LaCroix:	Is this a study not in WHI, right, per indication of the hysterectomy, or?

Lori Bastian:	Right. This is a study that is being conducted in the VA. Investigators at VA Puget Sound are leading this project.

Andrea LaCroix:	Great. But I mean, is it in the WHI? Or, is it in other Veteran clinics?

Lori Bastian:	Initially, _____ [00:43:07] in Veterans.

Andrea LaCroix:	Okay, outside of WHI or….?

Lori Bastian:	Correct.

Andrea LaCroix:	The wider population, okay great….

Unidentified Female:	Thank you. The next question we have. In the paper on cognitive functioning, what factors were protective and could have initially preserved cognitive functioning? What factors could account for the more rapid decline?

Julie Weitlauf:	This is Julie. What we think, one good possibility is that the higher level of education and to some extent occupational attainment in their women Veterans may have contributed to what we would call a cognitive reserve or a really nice preserved crystallized intelligence. Or, that all of those things that you learn in school and keeping your brain. How to read. How to write. All of the facts and figures. Their cognition, their global cognitive functioning for that study was evaluated with the screening tool, the mini mental status modified mini mental status exam.  

For people who are highly educated, that screener has a feeling effect. It may actually be the case that someone had, like Veterans actually had greater brain degeneration happening at baseline. But because they were screened on a test that there was a low ceiling for, that we were unable to see that. This picture of a rapid trajectory of decline later on may in fact be a clue that we_____ [00:44:54] the true measure of their functioning at baseline. The short answer to that is a less sensitive screening tool that did not really account for this greater education. We did adjust for education effect. But you cannot really adjust the way cognitive reserve may actually have masked the onset of symptoms.  

The rival hypothesis to that is – well, let me just say that one piece of information that sort of supports that is that in Claudia's paper she did find a much higher burden of cardiovascular risk factors like a history of smoking, and current smoking, and hypertension among the women Veterans. Now, women expect to be contributing_____ [00:45:42] brain degeneration and poor cognitive aging in later life. I think the rival hypothesis to that is actually that there was an event that happened. Perhaps the Veteran and non-Veterans' baseline cognitive functioning was similar. Perhaps everybody's brain was healthy at baseline.  

If that is true, we will only be able to know that by looking at the neuroimaging data. That is not available_____ [00:46:09] women. If that true, then there was an event that happened, either a cognitive, or a health, or a mental health event that triggered a rapid deterioration in functioning. We are not able to see that by looking at the global data. But we may be able to see that at by looking at some of the repeated neuroimaging data that WHI has available over time.

Andrea LaCroix:	Then Dr. Weitlauf, I wonder if you could reflect for a moment? We thought in this presentation that the WHI women Veterans were somewhat better educated than the non-Veteran women. Do you think that is still true in the younger cohorts of women Veterans?

Julie Weitlauf:	I believe that the gap is narrowing for two reasons. I think the standards for being selected into the military in the conflicts prior to the Vietnam War. There were high educational standards in place. Most of the women would have had to have entered as an officer and would have had to have a completed college degree.  

Some of that educational buffer you see there reflects that. But we still today see younger cohorts of women Veterans as a group having higher levels of education than non-Veterans. In part, I think because the military offers the pathway to education for people. I think that the gap may be narrowing. But I do think that as a group, women Veterans tend to be a very high_____ [00:47:39] cognitively.

Andrea LaCroix:	Great, which is a good thing, obviously….

Unidentified Female:	Thank you. In the healthy aging paper, what factors might explain why Veterans had significantly lower scores on scales for satisfaction with life, social support, and quality of life, and purpose of life?

Andrea LaCroix:	That is a really good question. Some of these things may interrelate. For example, the fact that they reported lower social support and were less likely to have been married and were more likely to be – that their physical function scores were lower if they reached the age of 80. It may have contributed to their lower scale scores on some of these other items. They are having greater challenges when they get into that ninth decade of life. That could impact their perception.  

I do want to comment though that there were several things that they were very resilient on. Anything related to their perceived independence. These women indicated that they were more self-reliant than non-Veteran women perhaps because they had to be throughout their life. I think understanding those factors requires greater knowledge of the life course in Veteran women and non-Veteran women. It is an important direction for future research.

Unidentified Female:	Thank you, and our final pending questions. What do you recommend to reduce the increased frequency of hip fractures in older women Veterans?

Andrea LaCroix:	In Dr. LaFleur's paper, I mean, I think the ways to reduce the risk of hip fracture are similar in women Veterans and non-Veterans. That involves identifying women in high risk of hip fracture and offering them treatments that reduce the risk including calcium and vitamin D. There are several alternatives for lowering risk of fractures with medicines, including bisphosphonates and serum and other drugs.  

The third thing is reducing your risk of falling through the strategies that we know help people not to fall. That includes reducing environmental hazards, and making sure that if especially, if you're frail or have low physical function, getting the physical therapy that you need to ambulate and transfer in a low risk manner to avoid fall. Dr. Bastian do you have anything to add to that?

Lori Bastian:	I think one of the things to keep in mind just with some of the papers that were touched on today is that things like insomnia and sleep disordered breathing would also be expected to contribute to risk for falls. Things like high and long-term smoking would be expected to deteriorate bone health over time potentially. I think things like moderate to heavy drinking in later life can also add risk for falls.  

I think thinking about this very holistically and thinking about not only the bone health implications; but the sort of broader safety implications. Certainly cognitive impairment like we were showing in Claudia's paper would be expected to be linked with greater risk for falls. Thinking about their risk for hip fracture very holistically, I think can be important as well.

Andrea LaCroix:	A really great point as well as the increased lifetime prevalence of smoking in that population and not smoking in later life. Smoking is a big risk factor.  

Unidentified Female:	Thank you.

Andrea LaCroix:	– Or _____ [00:51:57] who smoke.

Unidentified Female:	I am sorry to interrupt. I do believe you touched on this next point. But in case there is anything to add, I will go and ask it. What do I need to do to use the WHI data to answer additional questions in women Veterans?

Andrea LaCroix:	The best thing to do is go to the website and familiarize yourself with the study. There are WHI principle investigators from every clinical center that originally participated across the country who can help you develop papers and sponsor your paper proposal. I am one of those investigators. I am certainly willing to put you in touch with appropriate investigators with your topic area, or to help you directly myself. In addition, on the website you will find instructions for how to become involved in writing a paper or proposing an ancillary study. That is an excellent place to start for information.  

Unidentified Female:	Wonderful, well, I want to thank you all very much for presenting. I would like to give you the opportunity to make any concluding comments, if you like. We will just go in the order of speakers. Gayle, did you have anything you wanted to add?

Gayle Reiber:	The clinical and research findings from these 13 manuscripts are really important and show a path forward for VA in terms of women's healthcare and research. We encourage everyone to be familiar with them and to be thinking of next steps so that we can continue to better understand the health of these older women Veterans.

Unidentified Female:	Thank you. Dr. LaCroix, would you like to add anything?

Andrea LaCroix:	I would just like to thank the participants in the Women’s Health Initiative over these many years. If you know of any WHI participants or have any in your family, please tell them how grateful we are for all of that they have taught us, including the important findings you have heard about today.

Unidentified Female:	Great, Dr. Bastian?

Gayle Reiber:	I would just like to thank Gayle Reiber for her leadership. None of this could have happened without Gayle's leadership.

Unidentified Female:	Thank you, and Dr. Weitlauf?

Julie Weitlauf:	I echo the sentiments of the other project leaders. I just wanted to say I think it was really special to be able to work on a project like this. I think it is hard to appreciate the lack of literature and the lack of empirical attention that these older generations of women Veterans, particularly those that served before the Vietnam War have received. WHI is one of the only resources through which to bring their story to light. I think we have_____ [00:54:54] in cracking the ice here. But I really do hope that other investigators within VA and beyond will continue to characterize this cohort of women and tell their story.

Unidentified Female:	Excellent, well I would like to thank you all very much for coming on and lending your expertise to the field. Of course, thank you to our audience for joining us. As I mentioned, this is the first of five WHI presentations that will be taking place. The next one will be February 27th, and February 29th, March 2nd, and I believe the 7th.  

Maybe I am reporting those wrong. But please again, go to the Cyberseminar registration catalog. You can sign up for the future sessions. All of these have been recorded and will be put in our online archive catalogue. Thank you once again to everyone. This does conclude today's HSR&D Cyberseminar presentation. Have a great day.

[END OF TAPE] 
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