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Moderator:  And we are at the top of the hour so at this time I would like to introduce our presenter for today. We have Dr. Shira Maguen, Staff Psychologist at San Francisco VA Medical Center. She’s also the Mental Health Director of the OEF/OIF, ONB integrated care clinic also at the San Francisco VA Medical Center. Finally she’s also an associate professor at the University of California San Francisco School of Medicine. And at this time I would like to turn it over to you.
Dr. Shira Maguen:  Thank you so much Molly for that introduction and I also wanted to just let you know a little bit about my own background; so I am coming to this presentation sort of with both a research hat as well as the clinical hat as Molly mentioned. Really my area is Post Traumatic Stress Disorder, my area of research and I have a specific interest in Women’s Health. And clinically I am part of the PTSD clinical team so provide evidence based treatments for those who are coming in with PTSD and also work in the integrated care clinic as a mental health director and have worked very closely there with primary care providers.
So as most of my research does this really grew out of my own clinical work and experiences, this particular paper and topic area of my interest and so just wanted to share that that was the vantage point that I was coming from. So as Molly mentioned today I’m going to be talking about the relationship between body mass index and mental health among Iraq and Afghanistan veterans.
And I wanted to also just mention for those of you -- I’m going to be presenting a lot of tables and a lot of information but actually a lot more information is available in a published article that is open access online. So it’s in the Women’s Veteran Health special supplement that appeared in JGIM, the Journal of General Internal Medicine. I also wanted to take this opportunity to acknowledge my co-authors who are a critical part of the information that I’m going to be presenting today.
So to just get us started it’s always nice to know who is in the audience and so I wanted to just take a moment if you can know that a lot of us wear many hats but what is your primary role in the VA?
Moderator:  Thank you very much; it looks like the answers are streaming in. We’ll give people a little more time to get their results in. It looks like we do have quite a varied audience today that always makes for an interesting session. And it looks like the answers have stopped streaming in if you want to just briefly talk through those Dr. Maguen.
Dr. Shira Maguen:  Wonderful. So it looks like very close between clinician researchers. We have a presentation of each of those and it’s nice we really do have students, trainees, fellows, managers and policymakers as well and nice to see some peer support specialists and other people represented as well. Great, well thank you so much for this will really help me be able to frame what talking to about better; so thanks for answering those questions.
Okay so obesity has really becoming public health concern for veterans in the post deployment period and as they age. And research has really shown that there’s a burst of weight gain after military discharge and that this might be tied to vulnerability and eating patterns post deployment. So as we can imagine service members when they are deployed they’re eating, veterans are very regimented. They’re eating when they can eat and as well as they’re exercise and when they come home post deployment that can really vary quite a bit and that amount of regimen really just sometimes changes as people really are much less structured in their eating and their ability to exercise and particularly in that post deployment period as they’re readjusting back to being home in home life. So being overweight and having high body mass index is really becoming problematic for Iraq and Afghanistan veterans; it’s not only older veterans that are overweight but really the younger ones as well and that’s part of what I’m going to be focusing on today in the research that I’ll be presenting.
And so over half of OIF/OEF/OND veterans in care have one or more mental health diagnoses with PTSD or post traumatic stress disorder really being the most common one. And so we wanted to really look out there to see what studies that looked at the link between PTSD and obesity markers found and interestingly there were really mixed results that look at PTSD and obesity markers such as body mass index. So interestingly the majority found no association between BMI and PTSD or they were conducted with older and predominantly male veterans. There was one study that supported the relationship between obesity and PTSD for women only. So as a result we really wanted to examine the younger cohort and also attend to gender differences and as I’m going through this background you’ll see that I’ve cited some of the references below and I’ll have a slide at the very end where I’ll present those references as well.
So in this current study our goal is really to explore the relationship between body mass index and I’m going to define that for you in a moment in terms of how we looked at it in this particular study and post traumatic stress disorder as well as a number of other mental health conditions and a large cohort of Iraq and Afghanistan veterans. We wanted to attend to gender differences in particular and I’ll be presenting those and we wanted to evaluate trajectories of change in BMI over time. So we were really interested in what did people look like when they first came into the VA in terms of their BMI and how did that change over a three year period in this particular case.
So this was a retrospective longitudinal cohort study so we used VA data and I’m going to take you through some of the variables that we particularly looked at; so we used VA national administrative data sets. For those of you who are familiar we used the OEF/OIF/OND roster that really provides demographic and military service characteristics. We also used demographics and vital signs from the CDW, the corporate data warehouse particularly for vital signs we used weight and height to calculate BMI. We also used the National Data Extract of Pharmacy data from the decision support system so we wanted to adjust for the effect of medications particularly medications that could be associated with weight gain. And then we also used the National Patient Care database of out -- for outpatient clinical encounters and also to get the associated clinical diagnoses and this particular study as I mentioned we’ll definitely be looking at PTSD and in general we looked at the six most common mental health diagnoses in the younger cohort of veterans so we are also going to look at depression, adjustment disorders, other anxiety disorders, alcohol use disorders and drug use disorders and that’s what we’re going to be focusing on today.
So participants were veterans who served in either Afghanistan and/or Iraq so both OEF/OIF and OND. They used the healthcare system for clinical visits between 2001 and 2011. So height and weight were recorded at the VA at least once after the end of their last deployment. So we allowed veterans to participate in the study and have their information in the study if they even just had one height and weight recorded. And the first post deployment outpatient encounter at the VA was greater than or equal to one year prior to the end of the study period and that was really just to give them enough time to get a follow up measurement as well.
As it makes a lot of sense we excluded pregnant women from the study. And our main outcome measure was BMI so this was weight so we really -- the median of all clinical visits during the study period in kilograms and then that was divided by height in years squared. So and here to the left you can actually see the BMI data that was available on the bottom is the months of the study and the percentage of the cohort who had BMI data available in this particular measurement base. So I wanted to just make the point here and this is certainly a limitation of the study; so not everyone had perfect measurements throughout the three year period and we had a lot of missing data so that’s something that the analysis that we did accounted for. So we used BMI measurements up to three years following the index weight measurement and that was really starting after the last deployment. The average patient level BMI was calculated for each six month interval so we really looked at for each person six month intervals to be able to grab that BMI data.
Okay so I want to just tell you a little bit about who was in the study and who the data that I’ll be presenting. So you can see the first -- so you can see here that here is the age that the index BMI measurement. You can see that we divided up the step. I wanted to show you both the total that’s here in blue so that’s the age and this is going to be a pattern that’s repeated throughout. I’m going to show you both the totals and for a lot of the data I’m going to show you broken down by gender as well as PTSD status, both positive and negative. And that’s just because we’re particularly interested in PTSD in the study. So I’m going to -- you can always look at the blue if you really want that total number.
So you can see here the average age of participants, you can see that really the age is really quite similar across participants. The only one slightly elevated was for men who are PTSD negative tended to be slightly older. Okay so here’s the racial and ethnic breakdown, you can see that 38% of the sample was white with 19% being black, 10% being Hispanic and 3% other or unknown.
Moderator:  Dr. Maguen? Sorry to interrupt. Can I ask you to just project your voice a little bit louder?
Dr. Shira Maguen:  Oh of course.
Moderator:  Thanks so much.
Dr. Shira Maguen:  Thank you; okay. So this is the -- I’m going to talk about the BMI category at baseline. So what we did here is we really wanted to see when people were actually coming in what did their BMI look like? So this is really at their first visit to the VA after their deployment that we had. What did their BMI look like so I’m going to first start so you can see here at the bottom what we have represented are the BMI categories. So underweight, normal, overweight and then the three obese classes and I’ve outlined there what that includes in terms of the BMI categories. So this was just a first look at who was coming in.
The first thing I want to really direct you to here is this blue which -- and again the blue is the total group of people who are in the study and then broken down by male, female PTSD positive and negative. So what we see here is about 25% of the veterans who participated in the study were normal weight, which is -- you can tell that that means that 75% are in the overweight or obese categories. And that was our first finding that was somewhat concerning to us; so 75% of the OIF/OEF/OND veterans were in the overweight or obese classes. So that’s just again not even breaking it down by PTSD positive or negative but looking at the whole group. Then what we also found interesting was that if you really look within women and within men regardless of whether or not they’re PTSD negative or positive really at baseline it’s fairly similar in terms of how women behave and how men behave in terms of these BMI classes. I will point out the one difference that you can see here is for women 16.5% of women who are in -- who are PTSD negative are in the obese class one and that number is slightly higher for 18.5 for women who are PTSD positive in terms of their representation in that obese class. So there are certainly some differences. What is interesting is between men and women you can see that men are slightly higher in terms of their representation in the overweight and obese classes so that’s certainly noteworthy.
Okay in terms of the military service characteristics here you can see that most of our participants were in the Army, 63%; 10% being in the Air Force, 14% in the Marines and 13% in the Navy and Coast Guard. You can see that for rank by and large the majority of our participants were enlisted with about 7% being officers. Molly can I check in with you is the voice sounding okay now?
Moderator:  Absolutely we’ve gotten a lot of good feedback.
Dr. Shira Maguen:  Oh fantastic, okay. Great. So in terms of the number of deployments there was 62% of the sample who had a single deployment with 38% having multiple deployments.
Okay so I’m going to take you through a lot of colors here. I’ll take you through this slide in terms of what the mental health diagnoses of our cohort looked like. So first before we even delve in let me start off by saying in terms of the PTSD breakdown 30.8% of females and 38.4% of the male veterans had a PTSD diagnosis. So that’s certainly a little bit higher than we would see looking at the entire cohort nationally of OIF/OEF/OND veterans. So those with PTSD are slightly higher, more highly represented.
So and then I’m going to take you through -- actually we’re going to first focus on the blue total numbers here; so I’m going to take you through that right over here just to give you the breakdown of the other mental health diagnoses and then I’m going to talk about co-morbidity in just a second. So 34.2% of the group had depression diagnoses, 22.7% had anxiety diagnoses other than PTSD, about 20% had adjustment disorders and about 16% had alcohol use disorders and 7.6% had drug use disorders so I think what’s really striking here and this is actually -- was reassuring that it’s very similar to what we found in our past studies that you can see that among women with PTSD here, the line there is great deal of comorbidities with depression. So in general about 75% of those women who have PTSD also have depression and men with PTSD are not so far behind with over 60% also having depression, those with PTSD.
So really for this younger group PTSD and depression do really go hand in hand and I think that’s important to just keep in mind because a lot of our findings really are for depression in PTSD and it’s very hard to -- you know sometimes I get asked a question “Well can you separate out what’s due to PTSD and what’s due to depression in particular”? And because of these high rates of comorbidities that’s just very challenging to do; so want to make that point here.
Okay so in terms of the number of diagnoses you can see that 42% does not have a mental health diagnosis. One mental health diagnosis was about 17% of the group, 17% of the group also had two and 24% so nearly a quarter had three or more mental health diagnoses. So this is another important thing to keep in mind as we move through these results.
Okay so I’m not going to spend a lot of time just describing the statistical analyses that we did; I’m going to more focus on the findings just in the interest of time and if you have specific questions about the analyses I really urge you to look up the article where it’s described in much greater detail with a lot of good information there. But what we did do in this study is we used growth mixture modeling to model longitudinal trajectories and we used race/ethnicity as co variants given the importance of those two variables. So growth mixture modeling is something that we chose because it’s not only because we’re modeling trajectories but also because of the missing data that we had as well. We modeled men and women separately because some of the studies really have shown differences and also you know I showed you there were differences in baseline so we felt that it was really best to represent women and men separately and also because that was one of our research questions we wanted to look at gender differences.
Then after we modeled BMI we then wanted to look at the relationship with mental health; so we used multinomial logistic regression to examine the association between the trajectories and each mental health condition separately. So I’m going to take you through those results; again we’re not going to have time to cover all of those results in detail. But what I’m going to do is I’m going to put up the table’s and the figures and I’m going to do broad strokes and then feel free if you have more specific information that you want to spend more time on to look up the article and I think that would be -- but I will take you through a lot of bigger broad strokes findings.
So the first model in the regressions are going to just for age and race/ethnicity and then I’m also going to present a fully adjusted model that accounts for all of the other demographics that I presented to you earlier in the military characteristics as well as antipsychotic medication use. And we also in the paper if you look it up, we also adjusted for anti-depressant medication in other table that we present as well supplemental tables; so that’s all available.
Okay so in terms of the results what we really saw and I’m going to show you a nice figure of this in just a second but we found four latent BMI trajectories that emerged. So there was a stable overweight group and that was by and large the largest group and there was also a stable obese group and you can see we call these stable over/weight and stable obese but I will say that even though we’ve called it that there was slight increases over the years and I’ll show you that in just a second in both of those groups. Then the third and the fourth group were overweight, obese and gaining which is clearly a high risk group that I’m going to focus on in this talk and obese losing. So the two highest risk groups that we conceptualize over the stable obese and the overweight obese and gaining. Interestingly the trajectories are very similar in females and in males although the proportion in each class really differed slightly by gender and I’ll show you that in just a moment here.
So there’s a figure that either the trajectory of BMI since the first BMI measurement post deployment among women and men who served in Iraq and Afghanistan. I’m going to take you through each of the findings here so you can see down below are the months of the first deployment BMI measurement so the very beginning up through about three years and on this axis is the estimated mean BMI. So this is the estimated mean BMI here. So you can see interestingly for women and men as I mentioned in the prior slide really the patterns of the trajectory look very similar, the only difference is you can see I’m going to point here. So in the stable overweight group, which is you can see this is the line that represents the men and this is the line here that represents the women. So by and large that is the largest class here and so -- and that represents 85% of men and just about 79% of women are in that stable overweight group. And so I think that that is the first class that I want to just talk about.
And up here what you can see is the stable -- just before moving on I just wanted to point out that very clearly men are much better represented in the stable overweight group and then women are unfortunately more represented in the other three groups and so when you compare them to men; so just wanted to mention that. These lines right here represent the stable obese group so you can see that for women that’s about 11.4% of women and for men that’s about 8.2% of men. And then in the middle you can see in this sort of fishlike diagram here you can see that this is -- these are the lines that represent the overweight obese and gaining and that’s 6.2% of women and 3.9% of men. And here you can see the line down here that really represents the obese and losing and that’s 3.6% of women and 2.9% of men. And so what I want to point out here and we’ll talk a little bit more about this but because there’s a drop off in terms of the terms of the RN we did call this overweight obese and gaining and obese and losing even though they seem to reverse direction kind of in that three year mark. And so I just kind of urge you to take caution just because our end was a little bit lower in those years; so just keep that in mind as we’re moving through some of these results.
So the next two tables that I’m going to show you. Again I would urge you to not get too lost in these numbers because I’m going to take you through each of these and the main points here. But the next two tables are really the probability of belonging to a latent BMI trajectory caused by mental health condition and I wanted to say here that the column percents -- the column percents are within gender; so that’s important to note so I’m gong to go back to the pointer here. You can see that the latent classes are represented here, gender is broken down and here we have PTSD, depression and anxiety and adjustment disorders and the next slide will show you alcohol and drug use disorder. So I think that really the main take home with this slide is that for those folks who had a mental health diagnosis there -- there risk of being in the two and three overweight -- the three highest risk latent classes was highest. So that’s really the biggest take home message here so the more -- with those in the mental health groups you’re much more likely to be in the highest risk latent class group.
So I’m just going to take you through one example here so -- and I’m going to take you again the percent are within gender so what you can see here with the women is that this is the overweight obese gaining category. You can see that for those who do not have PTSD 2.7% of women are in the overweight obese gaining group, 5.5% of women with PTSD are in the overweight obese gaining group. So clearly a higher representation among those with PTSD and you can see right here that for depression it looks quite similar for those with depression they’re mo re represented in the overweight obese and gaining category. And for men that also looks very similar.
So go to the next slide here. Okay so here you can see alcohol use and drug use disorder represented; again I urge you to -- you want to spend more time with these tables please feel free to and look them up with the open access. And I want to just -- for this particular slide I want to focus on the number of mental health conditions again; so this is a probability of belonging to a latent BMI trajectory class by mental health condition. In this particular case we’re looking at the number of mental health conditions so we’re looking at those with no mental health conditions, one, two or three or more.
So again I’m going to just go through one example here but overall I will just make the comment that as you are diagnosed with more mental health conditions you are more likely to be in one of the highest risk classes. So overweight, obese and gaining, stable obese and obese and losing as well. So I wanted to just point out here we’ll just go through the overweight obese and gaining here for women so you can see that 1.8% of women without mental health diagnoses are represented here and you can see the percentages are getting higher the more mental health conditions there are in that -- that is similar for men. So the more mental health conditions you have the more risk you have in being one of the more high risk weight and class BMI group.
Okay next I’m going to present -- present the slides broken down by women veterans and male veterans and what we can see here these are just the result of the regression tables and what I have done is represented -- the pointer is not working here with me.
Moderator:  Let me see if I can help out.
Dr. Shira Maguen:  Okay great --
Moderator:  Now see if you can click on the icon and drag it around.
Dr. Shira Maguen:  Here again these are the results from the regression. I’m going to take you through this and let you know what the main findings are here; so don’t get overwhelmed by the table but this is for women this is the association between BMI trajectory class and mental health conditions among female veterans. Okay so here we actually have the mental health conditions entered separately as I mentioned before. Now here what we have is we’re comparing each of the three highest risk groups to the stable overweight group as a comparison in order to -- that’s what these odds ratio here are going to represent. And so in this first column here we have -- this is adjusted for age and race/ethnicity and then in the second column for each of these the fully adjusted odds ratio for -- you can see below here for all of the military and demographic variables as well as time on antipsychotic medications as well. And so I’m going to take you through some of the odds ratios that I mentioned, the odds ratios that are significant are in red. So I’m going to take you through each one.
But I think really the take home point here is if you look across for depression red definitely is you know lighting up for depression so for the overweight obese, gaining compared to the stable overweight, the obese losing compared to the stable overweight and the stable obese versus the stable overweight the odds ratios are all highly significant for depression. And so for women depression is definitely associated with being in the highest risk classes even was to adjust for all of these other potentially compounding variables. So I think that’s really important to note. Definitely PTSD also seems to be very important for -- particularly for the overweight obese and gaining group and given that that is really one of the highest risk groups I think that’s quite important to note here.
So similarly to what I showed you before you can see down here that the more mental health conditions you have you know you’re more likely to be in one of the highest risk BMI groups here. So I wanted to just keep driving that home as one of the take home messages. So again for -- I’m going to show you the slide for men in just a minute but for women what we’re seeing is depression and to some extent PTSD as well here is very important.
Okay so here is the -- a very similar slide for men. This is from the regressions that are looking at the association between BMI, classes in the mental health conditions. Again here just as a reminder we entered the mental health conditions separately and we have both the models that are adjusted for age and race as well as the fully adjusted models for host of demographic military variables, temporal variables and as well as medications.
So what I want to -- a lot of red going on here in this slide too. What’s interesting here is that for men depression and PTSD you can see just right across the board are very important here with you know there being just slight variations with PTSD being slightly more predictive in some of the groups, not by much. So really I would say that PTSD and depression are just both very important when we’re looking at the trajectory classes for men.
And you know there are some -- I’m not going to focus too much on these findings but there are also some interesting alcohol and drug use disorder findings that have to be discussed further and I think that we can definitely -- if we have some questions about that I’m happy to field those. But I also will just stress that over all  you can see here that very similar to women as you have more mental health conditions your risk of being in the -- in some of these classes, the highest risk classes really increases.
Okay so thanks for hanging in there with me as I moved you through. I know that there’s a lot of data here and so I’m just really trying to sort of provide both the tables for those of you who want to see all the numbers as well as just really try to highlight the main points for those of you who are more interested in those.
Okay so kind of pulling this all together 75% of the sample of OIF/OEF/OND veterans were either overweight or obese at baseline so this is kind of one of the important take home messages and that the veterans really demonstrated continued weight gain over time. So this is important even in the groups that we called stable. I think that that’s definitely continued to still gain weight in small increments over time. There were 12 to 18% of the veterans that were in the highest risk groups. So in the overweight, obese and gaining as well as in that stable obese group those in the two larger BMI trajectory classes as I mentioned demonstrated gradual increases over time. So those in the stable overweight groups, as well as those in the stable obese group.
Okay so BMI and mental health diagnoses, what can we take home from those findings?  So those with mental health diagnoses are more likely to be in the overweight or obese groups with some exceptions; so those with PTSD and depression as well as those with multiple other mental health diagnoses really had the greatest likelihood of being in the highest risk groups. There were also two smaller classes that I pointed out to you in the figure that really reversed direction around 18 to 24 months. Again I wouldn’t put too much stock into that but I think that just one important thing that I wanted to highlight here is that this really may coincide with engagement in mental health treatment for example. We -- in another paper of ours we really saw that it often takes that long for people to get involved in mental health treatment so you know weight loss can be actually can occur because someone is dealing with some of the difficult mental health issues or it can -- they can temporarily gain weight because some of the issues that are coming up for them are hard and then hopefully they’ll end up losing that weight as time goes on and they deal with some of those mental health challenges.
So what can we take in terms of the gender differences? So we definitely saw some gender differences in the risk profiles. I think the first and foremost it’s important to note that the trajectory of the men and women really look the very similar in that figure that I showed you. The gender differences that we did see were really in the mental health condition that predicted belonging to you know some of the classes, for example the stable obese class, depression was more predicted in women and PTSD was ever so slightly more predictive of men really PTSD and depression. And so I think that this really has some important treatment implications that were going to delve into a lot more in the implication section that I’m going to get to in a moment. But I think that given the growing number of women in the military and the fact that depression is the most common diagnosis among returning females veterans these findings are particularly important. So we found a different paper that we did that looked at the OEF/OIF/OND cohort that really depression was the most common diagnoses in our female veterans. And so the fact that it’s really you know, lighting up here in some of these BMI classes I think is very important to take into account.
Okay so I think that this is in the discussion and also in the implications I’m going to kind of keep driving home at this point because I think it’s a really important one that treating the underlying mental health issues really can be a great facilitator to weight loss. So those with mental health diagnoses may engage in unhealthy eating in a response distress or to assist with emotional regulation. So many of you have likely heard the term emotional eating for example and so I want to just plant the seed here that thinking about eating as a coping strategy similar to some of our other veterans who are using alcohol and drugs in similar ways and so really you know for some of our veterans that they have reminders of the trauma, it’s very stressful and they eat in response to the stress of those reminders. And so very similar to depression we know that’s the link between depression and overeating is also strong. So really treating the underlying mental health conditions I think is very important. And fortunately what we also know is a large number of these young veterans are just not engaging in adequate mental health care so that’s barely a barrier. Before delving into the implications I want to just discuss some limitations very briefly so we were unable to include measurements of body fat or more specific indicators of obesity. And the reason I think that’s important -- we’re obviously limited because we’re using administrative data sets and this is important because returning veterans may have higher BMI due to muscle mass or other things and so there are limitations. I think to just take that into account is important and also that in a perfect world we have -- at every six months we’d have every veteran have a BMI measurement but clearly we have missing data so that’s a limitation as well.
As I mentioned earlier today weights of PTSD might be higher in this particular cohort and again that’s not surprising, what we know about utilization that really -- those folks with PTSD might  utilize for example primary care more and the -- in addition the mental health conditions were assessed by diagnostic codes rather than clinical interviews. So for example we didn’t do caps on any of these veterans, which is really a gold standard and so we really used what was in their medical records, those diagnoses.
I always like to drive home this point that our analyses measured associations rather than causal relationship between mental health and BMI so we can’t say that one thing caused the other but really we’re just looking here at association.
Okay so what are the implications of this -- the data that I presented today? So I want to really make two kind of big picture points here that I think are important. So just given what we found about weight as well as about mental health I can’t stress enough that I think it’s so important that we engage in collaborative care and so that you know we have really nice ways in the VA now in terms of our integrated care clinics and really working closely with primary care and mental health together to manage these veterans. And I really think that co-management and collaboration is a really key take home point here just given what I presented.
The second piece that I really want to highlight is that it’s very important to leverage existing programs such as move and so I think that really thinking about how can we get mental or folks with mental health problems to really -- what are the barriers and how can we get them to really participate in existing weight loss programs and weight management programs is really something that I’m going to be stressing as well throughout these implications.
Okay so I’m really -- finding highlight the need to if they’re in primary care to refer patients with mental health and weight issues for specialty mental health care. Again to address some of those mental health concerns and that really might be a barrier to why they’re not losing weight. Within our mental health clinic I think that certainly some programs are very good at doing this, really asking consistently about overeating and about emotion based eating but I think overall we can definitely improve in terms of within the mental health clinic continuing to screen for overeating. And particularly emotion based eating and so today I focused a lot on those who are more in the overweight group but as we know there’s also -- we also have veterans with eating disorders as well and so there’s a whole host of emotion based eating that happens and that’s a another whole topic for conversation. But I do want to just say that screening for these problems within mental health clinics so you know, can be very, very important and very informative.
So think addition expanding weight management interventions within mental health clinics is something that can really be -- think more about including what are really understanding what are the barriers to engagement and the weight loss programs that are existing in the VA. So I think as mental health clinicians we can really use what we have to get people more engaged in those programs. And then finally as I mentioned just the collaborative care between primary care and mental health clinicians I think is just critical and can’t be underestimated.
Okay two last slides and then we’re going to move to questions. So I think that continuing to conduct research focusing on weight loss among veterans with mental health diagnoses is just critical and I think that the nice thing is that I want to just highlight the good work that the NEMO work group is doing; that’s the National Evaluation of Move Outcomes for veterans with and without mental health disorders. I urge you all to look at some really nice papers that are going to be coming out in the next few months looking at veterans with serious mental illness, veterans with PTSD, some studies that are looking at gender differences as well. So to continue to do the kind of research that these work groups are doing I think is just really important. NEMO is represented by investigators nationally including VA Ann Arbor, Seattle, Baltimore just to name a very select few. But I think that there’s really investigators throughout the VA system doing this work and it’s -- so I think that continuing that and other related work is very important. And then to continue research to really better understand the unique mental health barriers that people with conditions face in order to what -- to better understand why they’re not -- what are some of the barriers that prevent them from being in programs like MOVE or other weight loss programs.
Finally I think to really pay some special attention to tailoring weight loss to our younger cohort of veterans I’m very, very excited by the new -- what the VA is doing now with the mobile applications so the mobile applications that are really just coming out in the VA, some are in development, some are already out and I think that’s a really nice way to get our younger cohort of veterans engaged. So for those of you who don’t know about the new mobile application I urge you to look into that. I think that there’s really nice work that’s been done there that can be leveraged. And in addition specific mental health approved apps, for example PTSD Coach is something that younger veterans can use to really help their PTSD symptoms to really assess them, to use different strategies and for those of you who have not seen PTSD Coach I urge you to also look at that and other existing apps that can really be used. The way that I think about it as a way to get the ball rolling with some of those mental health symptoms so that we can move towards engaging people in weight loss.
The other thing that I think is really important is my last point that I think that really looking at what are patient preferences for weight loss programs is important. And so I think that we’re currently conducting a focus group among female veterans actually in particular with the hope that we’ll conduct those similar focus groups with male vets too. But right now we’re starting with female vets to better understand both the length between trauma and eating behaviors as well as treatment preferences for weight loss programs. Among those that already are coming in with a whole host of mental health diagnoses. So I think that that’s definitely look out for that in the upcoming future; hopefully we’ll get that out soon.
Okay so I wanted to just very quickly post just a few of the references that we were cited in the background section; so for those of you who are interested I’ll just give you a moment to check those out. This is just a very small smattering of the great work that’s being done out there already and I just want to say there’s so many people to thank, but I definitely want to just thank the co-authors on this particular study, Erin Madden in particular, Julie Dinh who helped a lot and then of course the funding sources. The funding came from both the DOD as well as HSR&D in the VA so I want to acknowledge those funding sources and now I would love to open up for any questions that people have.
Moderator:  Thank you very much. For those of you who joined us after the top of the hour which I know is a large portion of our audience; to submit your questions or comments please use that Q&A box in the lower right hand corner of your screen. Simply type your comment or question into the lower box and press the speech bubble and that will get it submitted. We do have some great questions already in the queue so we’ll jump right in. I’m going to jump us back a few slides, this one is in reference to the first pie chart you had up with the number of diagnoses. Does that number include PTSD? I believe this is the one.
Dr. Shira Maguen:  Oh yes; right so that actually -- that’s a great question. We -- because we divided it up into men and women who are PTSD negative and positive the number of those with PTSD I can actually give you. So it’s 30.8% of female veterans and 38.4% of male veterans; so yeah that is broken down by PTSD categories. But that’s actually 30.8% of women, 38.4% of male diagnoses with PTSD. And the reason I wanted to break it up this way is to really show you the comorbidities. So for example -- again I’ll just highlight for those of you who came in a little bit later; so if we look at the depression in women who are PTSD positive you can see that about 75% also have depression. So I broke it down this way just to kind of highlight some of that comorbidities but hopefully that will answer the question. So yes it does include those with PTSD and the blue line actually is just the whole sample if you look at some of those particularly some of the breakdowns of the other mental health diagnoses.
Moderator:  Thank you for that reply. The next question were there any socioeconomic measures, social or economic measures included in this study so that things like employment status, social support and stress could be factored into the relationship between BMI and mental health?
Dr. Shira Maguen:  That’s a great question and those variables no doubt are associated to some extent. Unfortunately because we were using VA data we don’t have access to things like social support and other variables that might impact to the results. But I do think that those are some great follow up studies and certainly past studies have shown those relationships. But we weren’t able to look at those in this particular study.
Moderator:  Thank you for that reply. We do have three questions that came in on the same topic, one from myself and that regards the mental health prescriptions; so I’ll just read one of them. You talk about mental health treatment being an effective and intervention for decreasing weight and weight gain but medications themselves, especially antipsychotics and antidepressants are associated with robust increase in weight. I know you control for the meds but did you look at the weight groups, stable obese, obese gaining, etc. by medication prescriptions?
Dr. Shira Maguen:  You know we definitely did at some point and I think that that’s just a great and really important topic that some of the very treatments that were asking veterans to engage in might be causing them to gain weight. Certainly the medication piece, not as much but the therapy and other treatments that they engage in. But we did look at that for sure at some point and what we found is overall and this is highlighted in some of the -- I don’t have a ton of time to go into this but if you look up the paper what we show is actually -- we control for antipsychotic medications and then we have some supplementary tables where we also control for the antidepressant medication and it’s certainly attenuates the relationship across the board and so that is important to note. But I don’t remember there being really big differences if I can remember correctly. But that’s something that you know I urge you to kind of look at the paper -- at some of those supplemental materials.
Moderator:  Thank you, is that paper already available?
Dr. Shira Maguen:  Yes, so if we -- let me just go back -- can I control this -- let me just go back just for a second. So that paper is indeed available and give me one second here to get back; there we go. And so this paper appeared in this open access so it appeared in the Women’s Veteran Health Special Supplement and you can see right here is the reference and if you just -- even if you Google the Women’s Veteran Health Special Supplement you can find pretty easily JGIM the article and like I said it’s open access; so even if you’re not at the VA you should be able to bring that up.
Moderator:  Thank you, that’s very helpful. All right, we will get right back into our Q&A. Do you know that those that engage in mental health treatment lose weight? This one came in early on so you may have already explained this.
Dr. Shira Maguen:  Okay so actually one of the things that we’re really interested in as a next step is looking particularly the -- as many of you know who are doing this kind of research within the VA database the relationships between mental health utilization is -- there’s lots of different ways to look at that question; so you can look at has someone just come into the VA and gotten any mental health care, have they gotten mental health care within integrated care clinic, have they gotten minimally adequate mental healthcare which can be defined in many different ways. And so I think we’re very interested in kind of continuing to look at the particularly at the BMI category and service utilization and that’s actually something that we have planned for the future. I think it really depends because there’s so many different ways to look at mental health utilization, I think that that is a really complex question but I do urge you to stay tuned because we hope to sort of be able to shortly look at some of those questions in this database. So -- and of course then there’s you know because we looked at so many different mental health categories there’s what your diagnosis is and what kind of care you’re seeking and what is the particular evidence base for the particular diagnosis that you have and of course there’s comorbidity; so it’s a great and very complicated question and so hopefully we’ll have a lot more time to kind of attend to that and we can share some results maybe in the upcoming months.
Moderator:  Thank you very much. Ruth Klass a program manager from VA Women’s Health Research Consortium who registers these -- or coordinates these sessions with me they just sent me the link to the JGIM supplement and I’ll go ahead and include that link in the follow up email to all of our attendees.
Dr. Shira Maguen:  Wonderful, thank you so much.
Moderator:  Are there any measures available to include an intake package to screen for emotional eating or eating practices?
Dr. Shira Maguen:  Can you read the first part of the question, are there any?
Moderator:  Are there measures available to include an intake package for screening for emotional eating or eating practices?
Dr. Shira Maguen:  Okay so I think the -- for the person that’s asking about measures to include for emotional eating. That is -- that’s a great question. We are one of the studies that we are actually currently doing is looking at screening in particular for emotional eating within the VA and that’s something that I’m very interested in. Right now the measures that are out there there definitely are measures that are longer measures. I particularly am interested in kind of a shorter measure that is more of a -- can be used in primary care within mental health clinics. And so we’re actually working on that and I’m very interested in that. There definitely are measures out there that they’re a bit longer, they look at emotional eating. There’s also screens -- most of the shorter screens are for eating disorders and certainly I think one of the points that I’ve tried to make here is that that can really be seen on the spectrum so I can -- if the person who asked the question emails me I can definitely send links to the existing -- you know some of the emotional eating measures and screens that are out there, I’m happy to field the emails an follow up with that person. But I think the bottom line is there’s nothing really sure that can be implemented easily. So we’re -- this is an area of interest of mine that I’m actually currently working on.
Moderator:  Thank you for that reply and that response to that; I’m just going to go back to that last slide which has your contact information.
Dr. Shira Maguen:  Oh yes, thank you so please feel free to email me at Shira.Maguen@VA.gov.
Moderator:  Excellent. I want to let our attendees know if you have any more questions or comments now is the time to get them in. We have a few pending last but I will be putting up the feedback survey momentarily and please stick around for that; it is your opinions that help guide which sessions we have presented. The same person who asked about the intake packet also wants to know if the move app is already available?
Dr. Shira Maguen:  That is a great question; so I believe that it is or will be very soon. I don’t know if -- I don’t want to say yes for sure but I definitely know that it’s -- if it’s not already available it’s very -- from what I understand close to being available. So I would urge people to just go to the app store and see if you can find it. If not, know that it’ll be -- I know that I very recently got an email about that and believe that if it’s not already out it will be shortly.
Moderator:  Thank you for that reply. We do have a couple more pending questions, other attendees can see I have put up the feedback form. Once again please do provide your feedback; it is very helpful for us. The next person writes, “Great work Shira, do you have any idea about how long it takes for these veterans to join one of these trajectories following deployment or release from active duty”?
Dr. Shira Maguen:  Yeah very good question; so I think really what the trajectories are looking at we -- so we’re looking at people at every six month intervals but you know pretty -- I would say that one of the slides that I showed that even at baseline about 75% of people in this OIF/OEF/OND cohort are already overweight or obese and so I think that tends to give us a little bit of an idea that it’s really -- they’re already entering with very higher BMI’s than I think we would like and that from there we’re really starting to look at every six months. So I think it’s fairly quickly but I think the time question is a really good one because it also points to -- has a lot of implications for intervention and I would say that in terms of intervention really the sooner we can get people engaged certainly weight loss programs but if there were barriers to the weight loss programs, mental health programs in conjunction would be fantastic. So I think that’s a great question because in and of itself and also because of the implications for treatment.
Moderator:  Thank you for that reply. We just a have a couple comments that came in saying “Thank you, this was a very wonderful presentation; I look forward to sharing the slides with my colleagues”. And one of the many people that asked about the antipsychotic medications and mental health medications that cause weight gain was very thankful for your answer; it is a chronic problem for patients.
Dr. Shira Maguen:  Yes, I just also want to just thank you know everyone in the audient. It’s just really wonderful to get such great questions and I am just thrilled to be on this cyber seminar so please don’t hesitate if there are any follow up questions to contact me via email and I’m thrilled for those of you who have an interest in this area I’m -- I would love to hear from you and to talk. So thanks again for having me Molly.
Moderator:  Thank you very much for sharing your expertise with the field and thank you to Ruth Klapp for setting up this cyber seminar and all of our women’s health cyber seminars which we are lucky enough to have two of next week; so please go online and sign up for our session at 2:00 pm Eastern on Monday and at noon eastern on Tuesday. And with that I just want to let our attendees know I am going to leave up this feedback form for a good while so feel free to take your time providing your responses and of course once again thank you Dr. Maguen and thank you to our attendees for joining us today. And unless you have any further comments I think we can wrap up now.
Dr. Shira Maguen:  Just a big thanks to everyone and again don’t hesitate to contact me with questions; thanks so much.
Moderator:  Great, thank you and thanks everybody for joining us. This does conclude today’s HSR&D cyber seminar; have a great day.
[END OF AUDIO]
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