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Molly:
We are at the top of the hour now, so at this time I would like to introduce our two speakers. Speaking first, we have Dr. Kathryn Magruder. She is a research health scientist at the Ralph h. Johnson VA Medical Center. Joining her is also Dr. Tracey Serpi. She is a biostatistician at the Perry Point Cooperative Studies Program Coordination Center. That is located at the Perry Point VA Medical Center. I’d like to thank both of our experts for joining us today.  

[Background comments]

Dr. Kathryn Magruder:
Thank you Molly. I’m happy to see that we have a big cyber audience today and that there’s lots of interest in Vietnam women veterans. These women have been often overlooked historically, clinically, and even in terms of VA benefits. So, I hope our study will help to shed some light on some of their health issues and that we can be more responsive to their needs. 

As with all studies of this size, it takes a village to get it underway. I want to recognize the study co-chairs: Amy Kilbourne whom many of your may recognize as now the head of query, Han Kang who is now retired but who did _____ [00:02:06] in helping us out with many aspects of this study. Our executive committee, which was just amazing and still continues to work hard on this study—I’d like to especially recognize our consultant Joan Furey, who is a nurse and did serve in Vietnam. So, she really kept us grounded throughout this process. I can’t say how valuable her contributions have been. And then, the CSPCC Team from Perry Point, which also I can’t say good enough things about them. You'll hear Tracy today, as she and I will be doing a tag team approach. 
First of all, just to get us started, I’d like to have a little context for the presentation. So, I would like to ask all of you all how old you were in 1975. Molly, you're going to take this over so if they have a response. 

Molly:
As you can see, the answer options are: Not yet born, Less than 10 years old, 10-19 years old, or 20+ years old. This is a question you can answer anonymously so everybody can feel free to respond. There is no wrong answer to this question. It looks like we have a very varied audience. That’s great. It’s nice to know what demographic you fall in while studying this. We’ve already had 80% of our audience vote and the answers are still streaming in, so I’m going to give people more time to get their responses in. 

Dr. Kathryn Magruder:
Are you going to post those answers? 

Molly:
Yeah. It looks like the answers have stopped coming in. We’re at about 85% response rate, which is good. I’m going to go ahead and close it and share the results. It looks like we have 37% of our audience were not yet born—that is the majority. We have 17% that were less than 10 years old, 30% were teenagers or preteens—10-19 years old, and 17% of our audience responded as 20 years or older. Thank you to those respondents. 

[Background comments]

Dr. Kathryn Magruder:
The reason that 1975 is kind of a water shed date, and clearly since many of you were  not born or so young that you don’t have very much of a memory of it, is that the Vietnam war ended on April 30, 1975. What you'll see here is a picture of the Fall of Saigon. What I want to do is just let you know that this was a really difficult war. It was unlike any of the other wars that we had had in the past 100 years. We lost the war, which is sort of uncharacteristic, or we think of that as uncharacteristic of us in the United States. There was a draft, so young men were drafted. We don’t do that anymore. It was a very unpopular war. There were protests in the United States. There were five students who were shot and killed by the National Guard _____ [00:06:00]. So in essence, there was really a war going on not only in Vietnam, but there was a war ban in the United States. 

What this meant to our service men and women was that when they came home, many of them chose not to wear their uniforms upon returning back because they were _____ [00:06:22] or otherwise it would be difficult to go out in public in uniform. It was a very different kind of context than what we see for today’s returning veterans. I would add that many of the VA clinicians didn't understand returning veterans as well. Most of these clinicians were WWII physicians. So, these young men who were coming back and complaining of flashbacks and difficulty concentrating were just told by this WWII psychiatrists to get a grip and given a diagnosis of neurosis. What you'll see here are pictures of the DSMIII and note that DSMIII wasn’t even published until 1980. So, there was no diagnosis of PTSD until that time. This was really the best that psychiatry had to offer when these veterans were returning. If you were a woman veteran, forget it. It was even worse because there were no services for these reproductive age women in VA. It was a very, very inchoate time  for veterans who were returning both in terms of the community and the care that they received in VA. 
Once it kind of got together and once a diagnosis of PTSD was available in 1980, a number of large studies were launched. I won’t go into them in detail except to note that the NVVRS is the only study of the early studies that included women in it. Even then, the numbers of women were small and…because it focused on the men, the questions and the things way things were worded were really much more masculine oriented to their experiences in the war. Recently, there’s a revival of the NVVRS—now the NVVLS—and they will of course re-interview those women. And then, there’s our own study, the Health View Study which will be the largest study of Vietnam era women. 

Audience participation question number two: How many women served in the armed forces during the Vietnam Era—3,000, 10,000, 100,000, or 250,000?

Molly:
Thank you. Once again ladies and gentleman, these answers are anonymous. Although there may be an incorrect answer, we still encourage you to make your best educated guess. We’ve got a very responsive audience today. This is great. We’ve already had 2/3 of our audience vote and they're still streaming in. We’re going to give everybody some more time. It looks like about 75% of our audience has voted and those answers have stopped streaming in. I’m going to go ahead and close the pole and share the results. It looks like about 4% say 3,000; about 70,000 say 10,000; 20% say 100,000; and 7% say 250,000. Thank you to those respondents. 
Dr. Kathryn Magruder:
If you answered 250,000 that’s probably the closest estimate of the total number of women who served both in the United States near Vietnam and in Vietnam. 

[Background comments]

Dr. Kathryn Magruder:
If you chose 10,000, there in fact were approximately 10,000 women who served in Vietnam. Although, in truth, nobody knows that for sure—estimates were anywhere from 6,000-10,000, but 10,000 is kind of the  number that is given usually for women who served in Vietnam only. 

We launched the Health ViEWS, Health and Vietnam Era Women’s Study. Remember this picture, remember especially this woman in sunglasses in the bottom right. The Health ViEWS study is in fact a large epidemiologic study—so very descriptive—to look at the prevalence of PTSD, other psychiatric disorders, and health conditions, their relationships with each other and their relationship to deployment status. In particularly, we’re interested in three cohorts of women who served during the Vietnam era: those women who served in Vietnam and who were deployed there for 30 days or more; those women who served near Vietnam—that is in Japan, Guam, etc.—close by but not in Vietnam itself; and those women who served in the 50 United States. We hypothesize that the experiences of these women at these service locations would be significantly different and would have an impact on their health and their mental health, even today, some 40-50 years later. 

With that, I’m going to turn it over to Tracey who will talk a bit about the study aims and the design. 

Dr. Tracey Serpi:
As we started planning for this study, we developed a conceptual design of how we would actually go about conducting this study. We wanted to understand if and how the prevalence of mental and physical health disorders might differ among the women that served in Vietnam compared to those who did not serve in Vietnam. We wanted to look at a framework to suggest how other characteristics may be associated with these differential exposures, such as traumatic events during the war, which in turn could then be associated with a greater prevalence of mental and physical health disorders. That can ultimately affect disability, health care utilization, and even the endpoint of mortality. 

We also wanted to look at risk and protective factors. As Kathy mentioned, there was not a lot of support for these women as they were returning from the war. We wanted to look at some of the social support, other behavioral factors such as health behaviors and some desirable and undesirable effects of service, and how all of this might explain this association between deployment mental and physical health outcomes and ultimately lead to health system impacts—health care utilization and mortality. 

Our first study aim was to determine the prevalence of lifetime and current psychiatric conditions among women veterans who served during this era. Specifically, we looked at Post Traumatic Stress Disorder, Major Depression, Generalized Anxiety Disorder, Substance Abuse Disorder, and overall mental health. We wanted to compare these conditions between those specifically that served in Vietnam and those that served in the US. Lastly, we wanted to add in the near Vietnam group and compare between those that served in Vietnam, near Vietnam, and in the US. 

Our second study aim focused specifically on the physical health of the women who served. Specific conditions that we focused on are Cardiovascular Disease, Hypertension, Diabetes, ALS, MS, Parkinson’s, the female reproductive cancers, and general overall physical health status. Again, we wanted to compare these between the women that served in Vietnam and the US and then add in the near Vietnam group. But, we also wanted to look at mortality between those who served in Vietnam and those who served in the US. 

Then, our last study aim was to look at current disability in women who served during this era and again compare that level of disability between US and Vietnam and then add in the third group. We also set up two exploratory aims where we wanted to look at health services utilization. And then finally, we wanted to look at current medical conditions other than the ones we specifically named in study aim two. 

Our study design is that we included women who were of active duty military status in one of the four armed forces between the dates of July 4, 1965 and March 28, 1973. And, they had to have a minimum of 30 days of service. Women were identified for this study by using an existing roster of women of Vietnam Era Veterans that was used in a VA study of mortality and reproductive health and pregnancy outcomes. In addition to that, we used the Defense Manpower Data Center Vietnam Roster and then we also allowed women veterans to do a self-registration through the Perry Point Cooperative Studies Program. 

I do want to note that even though we had a date of service between July 4, 1965 and March 28, 1973, many women did not consider this the period of Vietnam. They very much considered Vietnam going for many years more. However, we only included women that served between those dates since that was the dates that women were eligible to actually serve in the country of Vietnam. 

With our cohort of identifying women, we started with 12,109 women identified for our study. We attempted to identify every woman that served in Vietnam and near Vietnam, and then we took a sample of women that served in the US. Once we identified all those women who were deceased, we were left with a cohort of 9,335 women. We attempted to contact those women. There were some who had died in between our last mortality update and our survey beginning, and then there were also some women who died during the survey administration. So, they were also removed from our eligible cohort. In the end, our cohort of women for this study is 9,263. 

The main study components that we used for this study were a mail survey, a telephone interview, and medical record verification. This study was conducted by Westat. They did both the mail survey and the telephone interview piece. The mail survey was sent to the women and they were asked to return it. If they did return it, they would receive $75 for their time and effort. For the telephone interview, we interviewed all the women that returned the mail survey with a telephone number. But, we also then contacted women who did not complete the mail survey. We administered the telephone interview to them if they were willing. And, we asked them to then please go back and complete a mailed survey. The telephone interview was also conducted by Westat and this contained the Composite International Diagnostic Interview, some BRRSS heart disease and diabetes questions, and the telephone interview of cognitive status. 
Medical record verification was actually conducted by our Ann Arbor VA where they did a manual review of medical records from a sample of women. Nine Hundred were selected to participate. They received about 450 sets of medical records. Women were not compensated for participating in the medical record validation part. 

Our next slide shows some additional pieces that we did for this study. One is a national personal record center data collection. Any woman that was identified, that was not in the original roster for the VA reproductive study, their records were pulled at the National Personnel Record Center and their service was verified. Throughout this process, we added a total of 1,015 women to the existing roster that served in Vietnam or near Vietnam. We also did a sub-study telephone interview. Where we administered the CAPS to a sample of 165 women that responded to the mailed survey and then completed the telephone interview so that we could compare the CAPS and the CDPTSD module. And then, we have a mortality study where we determined vital status for all women identified. If they were deceased, we collected their cause of death information. 

From the military records, and this is data that we have recorded for the entire cohort, we collected things about their military status such as date of birth, military occupation, dates of service, types of discharge, where they served. This way, we have a standardized method of determining where the women served for our study. 

For the mail survey, we looked at a lot of different instruments. In the mail survey we included the VR-36 to look at physical and mental health, the WHO-DAS for functional status and disability, there was a measure of exposure during the war—the Women’s Wartime Exposure Scale, we looked at post-traumatic growth, health behaviors—smoking, alcohol—late onset of stress, desirable/undesirable effects of service, and how was their homecoming from the service. We also looked at health care utilization and we used some questions from the survey of veterans. And again, we did look at specific wartime exposures through the Women’s Wartime Exposure Scale. We looked at these exposures for not only the women that served in Vietnam, but the exposures for women that served near Vietnam and in the US. 

The telephone interview, as I said, was comprised of the CIDI. We only administered specific modules; looking at Depression, General Anxiety Disorder, Substance Abuse Disorder, PTSD, Mania. We also administered the BRFSS Diabetes and Heart Disease questions. We selected specific questions. And then, we finally administered the telephone interview for Cognitive Status. For the medical record abstraction, we requested that the women give us permission to look at their medical records from the last year for up to three medical providers. We were assessing those records for evidence of the medical conditions they endorsed on the mail survey were mentioned in the medical record. 

This study has been going on and been in planning for quite some time. You notice we started in June 2009, and we are currently working on publication for our final results. 

Dr. Kathryn Magruder:
Great. I’ll talk a little bit now about the Mortality Study. I will point out that this has been published in the American Journal of Epidemiology. We will give the complete reference to that at the end of the presentation. It is built on work by Dr. Han Kang, one of our co-chairs. In this study, we looked at mortality by service location and we compared mortality by nurse and non-nurse occupation. 

Don’t worry about looking at all of these numbers, but just get oriented to the slide first because all of the slides are going to be kind of similar to this. The columns are our three cohorts: Vietnam cohort, near Vietnam, and the non-Vietnam. And then down the left side are different causes of death. This particular slide compares each of our cohorts separately to an age similar to an overall US mortality for the same age and gender…for women of the same age. So, it calculates standardized mortality ratios. The thing to note is whether the ratio, the confidence intervals contain one or not. 

What I’ve done here is I’ve highlighted in yellow all of the statistically significant findings. Those in black, the women have a lower risk. And those in red, the women have a higher risk. So, just to kind of highlight this here, you'll see that for all causes of mortality, the Vietnam women and the near Vietnam women had lower mortality than did their similarly aged US women. You'll see the connected tissue mortality was higher for the Vietnam era women. The next slide continues with these same comparisons but different causes. You'll see that in all of these cases—heart disease, circulatory disease, cerebrovascular, respiratory—the women had lower mortality rates. So, they’re healthier. Similarly, this slide continues with causes of death. Again, mostly lower except note that our non-Vietnam cohort had higher mortality due to mental psychoneurotic and personality disorders. And then, you'll note that for the motor vehicle accident, Vietnam and non-Vietnam women had significantly higher rates of death due to motor vehicle accidents.

Now, this next slide compares women who served in Vietnam and the near Vietnam cohort, both of them are compared to the US cohort. So, this is kind of the within study comparison. Again, you'll note the same kind of color-coding system. You'll note that for all causes of mortality the Vietnam women had a lower mortality rate than did the US women who served. You'll see especially heart disease and some of the cancers, except motor vehicle accidents which are higher for the Vietnam cohort. 

Next Question:  What role did most women serve in during the Vietnam Era—Front-line combat, Cooks, Nurses, or Clerical positions? 

[Background comments]

Molly:
It looks like a third of our audience has already voted and the answers are streaming in. So, feel free to make your best guess or an educated guess. So far, 75% of our audience as responded. The answers are still coming in, so we’ll give people a little bit more time. Looks like we capped off at about 75% response rate. I’m going to go ahead and close the pole  now…oh no. They’re coming in still. Alright, we’ve got about an 80% response rate. I’m going to close it out and show the results. A whopping 80% responded nurses, and 20% responded clerical positions. 

Dr. Kathryn Magruder:
Okay, well nurses is correct. 

[Background comments]

Dr. Kathryn Magruder:
The next slide shows mortality only for the nurses that were in our cohort. In this case, we’re comparing those who served in Vietnam, those who served Vietnam to those nurses who served in the United States. You can see that, again, looking at the all causes of mortality, both the Vietnam and the near Vietnam were healthier—that is had lower mortality—than those nurses who served in the United States. However, for the Vietnam cohort, there were higher mortalities due to pancreas and also look at the brain and other parts of the nervous system mortality. It’s definitely higher there, and again, the motor vehicle accident mortality. In general, these women were healthier—the ones that served in Vietnam, especially the nurses—with a few exceptions. 

I’m going to turn it now back over to Tracy who will talk briefly about our little sub-study comparing the CAPS and the CIDI for PTSD diagnosis. 

Dr. Tracey Serpi:
For the PTSD sub-study we evaluated the diagnostic utility of the CIDI version 3.0 PTSD module and the Clinician Administered PTSD Scale or the CAPS. We selected a sample of women that completed the mail survey. Specifically, they had completed all 17 questions of the PCL-C and then they were participating in the main telephone interview for this study where we administered the CIDI. We then invited them to participate in the sub-study. One hundred and sixty-five women were contacted and invited to participate in this follow-up interview. That would administer just the CAPS. Again, women were compensated $75 for completion of the CAPS interview. 

The CAPS was administered by trained interviewers at the Charleston VAMC. Once a woman had completed her telephone interview and agreed that she would participate in the sub-study and then she was selected to participate, the interview for the CAPS was conducted within three weeks. We selected women for the sample based upon their PCL-C scores. And, we used the score of greater than or equal to 30 as the cut score to ensure a wide range of PTSD symptoms. We oversampled cases with current PTSD. However, the CAPS interviewers were blinded to both the PCL-C scores and the CIDI results. 

In the end, we had 160 out of the 165 women complete a CAPS interview. Five women were excluded due to incomplete interviews. Of those that did complete, we have PCL-C scores of the women…68 of them scored above the PCL-C threshold and 92 scored below that threshold of 30. We did have scores ranging from 17 to 76. The higher the score, the more PTSD. 

For CAPS scoring there are many scoring rules that can be used. For our results, we compared the more lenient F1/i2 scoring rule and the more conservative F1/i2 severity, less than 65 scoring rule. The results revealed no statistically significant differences between these scoring rules. So, we used the F1/i2 for all scoring in of the CAPS in this analysis. 

As you see, this table shows that 45% of our sample was diagnosed with lifetime PTSD on the CAPS and 33/7% with lifetime PTSD on the CIDI. This represents a 64% sensitivity and a 91% specificity for lifetime PTSD. A 21.9% of our sample was diagnosed with past year or current PTSD on the CAPS, with 27.5% being noted with past year or current PTSD on the CIDI. This represents a 71% sensitivity and an 85% specificity. We had CAPS scores for lifetime PTSD of 0.56 and for past year of 0.52. So, our CAPS was moderate for both lifetime and past year PTSD. 
Our next analysis then looked at our false negative and false positive cases. We had 26 cases that were diagnosed with lifetime PTSD by the CAPS but they were missed by the CIDI. Eleven of these cases had sub-threshold levels of PTSD symptoms on the CIDI but they met the criteria for sub-threshold levels of PTSD symptoms. Five cases did not meet the trauma exposure criteria on the CIDI and were  not assessed for PTSD because they did not have a trauma exposure, there were skip patterns, which then skipped them out of the CIDI PTSD module. 

We had eight cases that were false positive. They were diagnosed with lifetime PTSD by the CAPS…they were not diagnosed with lifetime PTSD by the CAPS but they met the criteria for lifetime PTSD on the CIDI. Again, these were demonstrating sub-threshold levels of PTSD on the CAPS and meeting all symptom criteria but one so that they were not being identified correctly. 

Our key results from this sub-study is that the CIDI has good utility for identifying PTSD though is a somewhat conservative estimator of lifetime PTSD as compared to the CAPS. Again, this has been published and it’s in the Journal of Traumatic Stress, in April, 2014. The reference will be at the end of the presentation. 

Dr. Kathryn Magruder:
Note that the prevalence’s that Tracey was talking about are just for this subsample, which was oversampled to be representative of PTSD, not representative of…the prevalence’s are not representative of the entire sample. 

Dr. Tracey Serpi:
For our survey completion for the entire study, we had 3,999 women or 43% that did not complete either the telephone interview or the mail survey, we have 4219, about 45% that completed both surveys, 619 women completed a mail survey only, and 426 women completed a telephone interview only. And then, 450 out of the 900 women selected participated in the medical record validation and medical records were received. 

We did conduct a weighting for this study. We used a two state propensity cell method of weighting. We looked at the women that were located and not locatable (i.e. they did not have a value address, an address in the United States, or the post office said it was non-deliverable). Logistic regression models were developed and then those weights were again used in logistic regression models for those that did respond verses those that did not respond. Weights were developed and used in the analysis for that specific population. This procedure was repeated for those women that completed a mail survey only, a telephone survey only, and then for those women that completed both a mail and telephone survey. 

Dr. Kathryn Magruder:
We’ll go on to talk about PTSD prevalence. These analyses were based on the…or at least what I present today, the 4219 women who completed both a mail survey and a telephone survey. Just to give you a little sense of the demographics of these women, you'll see that at enlistment they were fairly young, in their early 20’s. Note that this is about three years older than Vietnam era men. These women mostly went to nursing school, and nursing school at that time was a three year program, so they’re on average about three years older. They enlisted for the most part in 1964/1965, very few non-white. Most in Vietnam were in the Army…most in Vietnam in the US were in the Army, however near Vietnam there was a slight majority in the Air Force. A majority were nurses and most stayed in the service more than three years but not more than 20. In 2010 when we interviewed them, their average age was beginning to be their late 60’s, mid to late 60’s. Interestingly, a little less than 50% married in Vietnam and near Vietnam, but more so in the United States, and a good number with graduate school or professional degree. 

Now, we administered… I think Tracy mentioned that one of the instruments that we used was the Women’s Wartime Exposure Scale. We used this to capture their military experience while they were in the service. It’s a 31 question scale, yes or no. What we did was we revised this a bit. It’s a scale that had originally developed to capture the experience of women nurses who served in Vietnam. Our adaptations were so that it was applicable both to nurses and to non-nurses. So, we didn't mention the word nurse, although some of the experiences were more likely to have occurred for nurses. We wanted it to be applicable for both nurses and non-nurses and we wanted it to be applicable regardless of where they served—whether it was in Vietnam, near Vietnam, or in the United States. So, those were our adaptations to it. 
We did a factor analysis and six scales turned up. I won’t go over each of these items in detail, but you'll note, not surprisingly, sexual discrimination and harassment was one of the keys scales. Combat nursing…and we call this combat nursing, but as I said, that was a factor, but really the items were not exclusive to nursing. Performance pressures was another scale and in deed there are many pressures that not only women but men face in the military. Experience with casualties and death was another scale, worries over danger or threat, and overwork. So, those were the six scales that came up after in factor analysis. 

When we looked at this, comparing our three cohorts of women—Vietnam, near Vietnam, and in the United States—in every case, in every case for every subscale the Vietnam women had higher scores than either those who served near Vietnam or in the United States. The only exception…in every case too, the near Vietnam women had higher scores with the one exception of casualties and death. In that case, there were slightly less than those women who served in the United States. So, it was a fairly uniform kind of results there on this wartime experience scale for these women. 

So then we looked at PTSD prevalence. Remember we’re doing this using the CIDI—Composite International Diagnostic Interview. Of lifetime prevalence, our Vietnam women had the highest—20.1%; near Vietnam, the lowest—11.5%; and those who served in the United States—14/1%. Currently prevalence, again the Vietnam women had the highest—15.9%; US women, the next highest—9.1%; and the near Vietnam the lowest at 8.1%. Some people have recently pointed out that a number of our service members had pre-existing traumas or really pre-existing PTSD and that they bring this with them when they come into the military. So, what we did was we used the CIDI information on symptom onset experience and time of trauma. We looked at those women who had lifetime PTSD with a pre-military onset. 
In the next line you'll see that 2.9% of our Vietnam cohort had a lifetime pre-military onset as did 2.9% of the near Vietnam cohort. Our US women had a 5% pre-military onset of symptoms. So, when we kind of deduct those out and we look at lifetime PTSD with military or post-military onset, it’s 16.9% for the Vietnam, 8.5% for near Vietnam, and 8.9% for the US cohort. In essence, separating it out to pre-military and post-military, the post-military differences are exaggerated so that the Vietnam era women have almost twice as much PTSD in that prevalence ratio as the US women have. 

Then we looked at some different regression models for this. In model one we looked at the usual kind of demographics, sociodemographic and military factors. In fact, serving in Vietnam was a risk factor for having PTSD, as was being in the army. Protective factors were being of older age in 2010 and being a nurse. You can see the non-significant factors there too. 

In model two, we added in various subscales from wartime experience, the WWES scale. You'll see there in model two that service in Vietnam dropped as a non-significant factor. However, being in the Army is still there, as well as five of those subscales from the Women’s Wartime Experience. So, it seems that is …the experiences that these women had are the bigger things in looking at PTSD prevalence. 

We did the same thing for lifetime PTSD, we built those models. Again, in model one, without the Wartime Experience Scale, model one Vietnam service was in fact a risk factor. However, in model two, when we added in the Wartime Experience Scales, Vietnam service dropped out and sexual discrimination, harassment and performance pressures are the two that are risk factors for lifetime PTSD. In some ways for the PTSD prevalence, women veterans who served in Vietnam do have a much higher lifetime prevalence and current prevalence than do those who served near Vietnam or in the United States. All three of our cohorts had higher PTSD prevalence than US women. We get the US women’s prevalence from some of the work that _____ [00:47:18] and colleagues have done. But after adjusting for wartime experiences, service area is not a key factor in determining prevalence. 

Remember the earlier picture that I showed you of these women? I gave parts of this talk at a program for women who served in Vietnam and when I put this slide up she jumped up and said there I am. That’s me. So there she is pointing herself out in that picture. Also note underneath that the quote, “The enemy was on both sides.” That’s what one of our women told us in an interview. I think when you think about the sexual harassment factors that were important in determining PTSD prevalence, that’s an important thing to remember. 

These are images of the Vietnam Women’s Memorial, the first and only memorial that has been built to honor women service members—so certainly an important one. With that, I think we have finished our presentation but are happy to answer any questions or respond to comments. I certainly want to post these references for you if anybody wants to look them up. 
Molly, I’ll turn it over to you so you can get the questions started. 

Molly:
Excellent. Thank you very much. I notice a large portion of our audience did join us after the top of the hour. So, I just want to let you know how to submit your questions. Using the Go To Webinar dashboard on the right-hand side of your screen, there is a question section. Just click the plus sign next to the word questions and that will open up the box. Then, you can submit your comments or questions there. We’ll get to them in the order that they are received. 

Currently, we do have a couple people that have written in simply thanking you for your efforts, noting that it was a huge endeavor and very large study to take on. They wanted to give you props for taking on such a large endeavor. We appreciate your thanks in this Q&A portion. However, we will be putting up a feedback survey at the end of the session and we would also love to hear your feedback at that time. 

Looks like a couple of people are trying to figure out again where they can get the handouts for this. You can get the handouts from the reminder email you received four hours ago from HSRD Cyber Seminar. If you scroll down, there’s a link to those handouts. In addition, you will receive a reminder email two days from now that has a link leading to the archive recording and handouts. 

So far, just those technical questions have come in. I’ll let you ladies…

Dr. Kathryn Magruder:
We look forward to…Tracey obviously presented a lot of the information that we are collecting. Clearly, we have a lot of papers that re in progress, concerning not only the mental health conditions but the physical health conditions. We hope that will be a subject for later presentations and later papers. 

Molly:
Excellent. We do look forward to those. While we wait for any remaining questions to come in if you ladies…oh, here we go. CIDI had a low sensitivity compared with CAPS. What is the implication for clinicians in practice? 

Dr. Kathryn Magruder:
Tracey, I’ll let you take that since you were the…

Dr. Tracey Serpi:
I’m not sure that it really has any implications for clinicians in practice. We were looking more at the CIDI of the surrogate when conducting large epidemiologic studies. So, when these studies are being conducted and it’s not possible because of time, effort, and monetary reasons, you won’t want to use the CAPS since it is a clinician administered survey and you do have to have trained personnel. Whereas, the CIDI is an instrument that after going through training any lay interviewer can give. So, we just wanted to show that the CIDI was a good surrogate for the CAPS when it was used in a study such as ours. We really weren’t looking at the clinical implications. 

Molly:
Thank you for that reply. Do you know how these results compare with prevalence of PTSD in male Vietnam era veterans? 

Dr. Kathryn Magruder:
Well, I think the women are on the high side. I don't know what the NVVLS results are. So, I can’t comment on that. But these women, I think, are high relative to the men, certainly from the other CSP study I’m involved with, with Vietnam era men. 
Molly:
Thank you. Another submitter writes the difference in “ever married” looks significant—thoughts on that? You can feel free to scroll back through your slides if you need to get to that one. 

Dr. Kathryn Magruder:
I think that probably is statistically significant. Tracey, was that taken care of in weighting at all? 

Dr. Tracey Serpi:
Not between the three cohorts. I mean, it is weighted data, but…

Dr. Kathryn Magruder:
Yeah. That’s an interesting…and I don't know. We didn't test that, but we can. 

Molly:
They were just wondering if you had any initial thoughts on that. 

Dr. Kathryn Magruder:
On why that’s the case… No, I don't. I mean, it’s…I was surprised that there were so many that were never married. And, it’s hard to know whether that’s due to their experiences in Vietnam or whether…I just don't know. That’s a good question. 

Molly:
Thank you. It was a very informed women’s health researcher that wrote it in. Do you know how the…oh, I’m sorry. What is the number one takeaway that you would have for the group? I guess I’ll just give you both a chance to answer, if you'd like to start Kathy.

Dr. Kathryn Magruder:
The number one take…you know, these women seem to be physically healthier than their US counterparts and even those who served in Vietnam I think were heavier than those in the military, their military counterparts who served in the United States. So, I was a little surprised by that quite honestly. When I presented this to some Vietnam era women, they were not happy actually with the results. They said, once again… I mean, they did not think of themselves as being that healthy. So, I think that’s an interesting takeaway and one that we need to think a little more about and investigate certainly in terms of disability. It could be that they have higher disability even those the _____ [00:55:18] was lower. 

The other thing is, so far their PTSD levels are very high. I think we need…should not lose sight of that. Even though these women didn't…weren’t in combat—they weren’t carrying guns—but nonetheless the exposures and the experiences that they had have certainly influenced their levels of PTSD even some 40-50 years later. I think we need to be very sensitive to that and prepare programs and treatment to work with these women if they want to go there. I guess those would be my two takeaway points. 

Molly:
Thank you. Tracey, anything you'd like to add—your number one takeaway point for people? 

Dr. Tracey Serpi:
Yes. I think the most important takeaway message is something I heard from the women themselves when they were registering for the survey or contacting us here at Perry Point in the middle of the study. They wanted their stories heard. They felt that the men have had all of the so-called glory from the war, if you want to call it that. And, their stories have not been shared or put out there. They have not had a lot of research done on them. This is the first study that looks at a large group of these women. As Kathy said, we’re seeming to find things like PTSD being higher in these women. I think that the take home message should be that these women should not be forgotten. 

Molly:
Thank you very much. 

Dr. Kathryn Magruder:
We need to look further at things like the brain tumors. They may have been exposed to things in the operating rooms that put them at higher risk for that. So, I think there are some other areas that we need to look at in terms of service connected disabilities. 

Molly:
Great. Those were excellent takeaway points as well as a very informative presentation you both gave. We do really appreciate you lending your expertise to the field and would love to hear back about anymore findings after some papers get out there. Also, I want to thank our attendees for joining us. As you check back with our registration catalogue you will notice that we have women’s health presentations almost monthly. So, please keep your eye on our email announcements. 

For us, when you exit the session, please wait just a second while a feedback survey pops up and please take just a second to answer those few questions. We do look at each of your responses very carefully and it helps us not only improve the program but decide which sessions and topics to support. So again, I want to very much thank Tracey and Kathy for presenting. I want to thank our attendees for joining us. And, I hope everybody has a wonderful rest of the day. That does conclude today’s HSRD Cyber Seminar. Thank you. 
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