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Unidentified Female:
We are at the top of the hour now. I would like to briefly introduce our speakers in the order that they will be presenting. Speaking first, we have Dr. Andrea LaCroix. She is a Senior Investigator for the Women’s Health Initiative Coordinating Center, it is the Division of Epidemiology in the Department of Family Medicine and Public Health at the University of California, San Diego.

Next up, we will have Dr. Donna Washington, of VA Health Services Research and

Development at the Center for the Study of Healthcare Innovation, Implementation and Policy at VA Greater Los Angeles. Also, a Professor at Geffen School of Medicine, the University of California, Los Angeles.

Finally, we have Dr. Julie Weitlauf. She is at the VA Palo Alto Health Care System in Sierra Pacific MIRECC and the Center for Innovation and Implementation, Stanford University,

Department of Psychiatry & Behavioral Sciences. At this time I would like to turn it over to Dr. Andrea LaCroix.

Andrea LaCroix:
I am here. I am just waiting for the very first slide to come up. Okay. This is Andrea LaCroix and Drs. Washington and Weitlauf and I are delighted to be with you today to tell you about three papers in our supplement that pertain to healthy aging. Actually, one of the papers, the one on cognition appears in the main journal, The Gerontologist. 

The links that you see on this slide will take you to the full papers, if you want to read more. Today, two million of the nation's 22 million Veterans are women. Historically, women Veterans service includes 240,000 women who served in World War II; 120,000 who served during the Korean Conflict; and 265,000 who served during the Vietnam Era. The numbers are growing again today of women Veterans. Very little is known about the aging issues in these 800,000 older women Veterans and the potential impact of their military service on the aging process. 

A 2005 manuscript by Julie Weitlauf and colleagues, including myself compared – and Donna Washington – compares women Veterans to non-Veterans using the robust women's health initiative data resource. In that paper, we reported significantly higher mortality in women Veterans compared to non-Veterans. This finding stimulated our group of over 60 VA and non-VA researchers to address 13 different gaps I our knowledge about older women Veterans by preparing separate manuscripts on these topics. 

These manuscripts appear in the February 2016 Gerontologist supplement and the February Gerontologist special issue on Veterans. Again, the URLs are shown in this slide. In many instances, these are the first reports on healthy aging, mortality, and menopause related conditions and high priority diseases and condition comparing older women Veterans to non-Veterans. 

Today, we are going to be focusing on three different aspects of healthy aging; which is not to say that some of the other papers do not concern the aging process. But today, we are focusing on a few different aspects of healthy aging. If we go to the next slide? This research was motivated to examine both positive and negative associations with military exposure to analyze data and quantify the factors associated with healthy aging, disease onset, and mortality with a focus on comparing Veterans to non-Veterans. Finally, we wanted to begin clinical and research preparation for the projected 83 percent increase in older women Veterans anticipated between 2014 and 2025. 

You can see in this slide in the bars on the far right where the greenish for 2014 for women for 65 and older. There is going to be an 83 percent increase by 2025, in the number of women Veterans in the U.S. who are over the age of 65. I think this may even exceed the increase in aging in the general population that we are witnessing now. Let us go on to the next slide. We will get right into how we did these papers. 

Firstly, a little background on the Women's Health Initiative. The Women's Health Initiative is a very large program in the United States that was begun in the early 1990s via line item in the Congressional budget. The goal of this big project was to answer major questions about postmenopausal women's health. Our focus was on the diseases that occur in the post-menopause with greater frequency, specially cancer, heart disease, and bone fractures. This was a vast undertaking that included almost 162,000 postmenopausal women recruited from 40 U.S. centers around the country. 

The women that were enrolled in this study were first followed for 12 years through 2005. It's followed up to 12 years through 2005. Recruitment occurred between 1993 and 1998. The main program was funded through 2005. When we got to 2005, we consented women to enroll to a first five year extension through 2010. We had over 115,000 participants who agreed to that. Then we consented them a third time to enroll in a long-term extension beginning in 2010 that continues through today. We're following these 93,500 participants through at least 2020 at this point and time. Let us keep going to the next slide. 

Unidentified Female:
You should just be able to click right on the slide. It will advance. 

Andrea LaCroix:
There you go. I am just going to breeze over this and say that all of the women were age 50 to 79, and postmenopausal at baseline. We can just go right on to the next slide. This slide gives you a brief strobe diagram for the overall study. It shows that the Women's Health Initiative in the nearly 162,000 women who were enrolled, they were enrolled in either a large observational study with almost 94,000 women. Or a clinical trial program with just over 68,000 women. If they were enrolled in the clinical trial program, they were participating in one, two, or three trials that were being in the Women's Health Initiative. 

You can see the numbers that participated in each of these. They were allowed to participate in more than one trial. All of those numbers are overlapping. We restricted the analyses in the supplement to women who answered the question about prior military service. There were a little over 16,000 women who did not answer that question. That left us with 145,521 women. Of those, 3,719 of the WHI participants told us they had served in one or more – in a branch of the military in the past. The remaining women, a little over 140,000 had not served and are non-Veterans in these analyses. We can go on to the next slide. 

This slide shows the age distribution of the within in WHI. What you can see here is that in the clinical trial program and its similar in the observational study, about a third of the women were in their 50s. About 45 to 47 percent were in their 60s, and around 20 percent were in their – 25 percent were in their 70s. Go on to the next slide.

This slide shows the race, ethnicity distribution of the women in the clinical trial program. It is just to emphasize that this is a diverse cohort. Our goal was to enroll 20 percent of women from underrepresented minority groups, particularly underrepresented in research in the early 1990s. You can see that we got very close to that goal with 18.3 percent minority women. Then the next slide, I think Julie, I am going to ask you to talk about this slide, Dr. Weitlauf.

Julie Weitlauf:
Sure. Can you guys hear me?

Unidentified Female:
Yes.

Andrea LaCroix:
Yes.

Julie Weitlauf:
Okay. In our first paper, which was in 2015, characterizing the 4,000 women Veterans that were recruited into WHI, we learned a lot about that cohort. As we mentioned, there were almost 4,000 women Veterans that participated in the studies. That was about three percent of the total recruits. Given the age and military generation of these women, that is about what you would expect of the general population, about three percent had military service. At the study baseline, they were health similar to the non-Veterans, and making this a particularly useful body of data. 

Actually, we decided – we had a very good comparison group to non-Veteran women. However, they were demographically very distinct from the non-Veterans that participated in WHI. About 50 percent of the women Veterans enrolled at age 70 or later, meaning that almost 2,000 of these women were age consistent with service during World War II. We do not have any information about when they served or what they did in the military. But we do know that they were older than the non-Veterans. This is probably the largest data set that exists that has health and mortality risk information on women who likely served before the Vietnam War; so, World War II and Korea. 

The Veteran women were more highly educated and more likely to have had a college degree than the non-Veteran women. They were disproportionately _____ [00:11:10] Caucasian. More of them were Caucasian than members of the non-Veteran group. They were also less likely to be married. Whereas about 48 percent of women Veterans in WHI reported either being married or ever having been married, more like 65 percent of the non-Veterans reported that. These are important demographic differences to sort of keep in mind as these things can affect health and mortality risks over the long-term.

Andrea LaCroix:
_____ [00:11:43], Dr. Weitlauf. We can go to the next slide. The first paper we will be talking about today is a paper that I worked on called Aging Well Among Women Veterans compared with non-Veterans. Remember as we go through what Dr. Weitlauf just pointed out. The women Veterans were older at baseline, less likely to be married. What were the other two things, Dr. Weitlauf?

Julie Weitlauf:
More likely to have had a college degree and more likely to be Caucasian.

Andrea LaCroix:
Okay, perfect, thank you. That is a cognitive test. We will ask again later, okay, and the next slide. The background for this particular paper, the first point is there has been and there will continue to be tremendous growth in the size of the older women Veterans population; also the size of the older population in the U.S. in general. There are no prior studies of how history of military service affects the probability of survival to age 80 or later. Or various indicators of healthy aging, if you do survive to age 80 or later. Understanding the predictors of healthy aging among the growing population of women Veterans is critical to preparing the VA healthcare system and all the other healthcare systems in our country for understanding how best to support the healthy aging in women Veterans. The next slide?

The objectives of this paper were to determine whether prior military service affects the probability of living to age 80 years without disease or disability. Secondly, we wanted to determine whether the factors affecting survival to age 80 without major diseases or disability were the same in women Veterans as they were in non-women Veterans. What are the predictors of surviving to age 80 without major disease or disability? 

I should tell you now since I will not have time to tell you later that we define disability as mobility disability. The ability to walk and climb stairs at the age of 80. We defined absence of disease in terms of major chronic conditions. I can tell you what those were. Or, you can read them in the paper during the question and answer session. 

The third objective of this paper was among women who survived to age 80. We wanted to compare measures of aging well using a conceptual framework that focused on various indicators of successful effective and optimal aging. We wanted to compare those measures among women Veterans compared to non-Veterans. The next slide, please.

This slide shows the basic study design that we use to accomplish all three of these objectives. On the left side of this diagram, you see the study design for the first two objectives. This is the sub-cohort among whom we studied survival to age 80 without major diseases or disability. To be in that part of the analysis, women had to be born by December 2, 2013, so that they had the opportunity to be observed through their 80th birthday. There were 88,404 of those women. They had to not be missing Veterans status information and not lost to follow-up within 18 months of their 80th birthday. They also had to have information on their mobility disability at baseline and at follow-up. 

Given those restrictions, we ended up with a sample size for just part of the study of 68,153 women. Of those, 2,279 were women Veterans. On the side of this diagram, you see the sub-cohort for the aging well analysis. This included women who participated in the second WHI extension between 2010 and 2015. There were a little over 93,000 of those women. They had to have completed a questionnaire between 2011 and 2012 that had the scales with which we defined the aging well indicators. They also had to have given us their military history status. 

We are focusing in this analysis on the women who survived to age 80 years. That is 33,565 of those women. In one of the tables in the paper, we also compare the indicators to younger women. That is the design of this study in terms of the numbers. We can go to the next slide.

This slide is the first results slide, which looks at the odds of survival to age 80 without disease and disability. That is the group that is the number one group under survival outcome. We are looking at Veteran status as an indicator. The odds of being in the second category and living to age 80 years with baseline disease but no incident disease or mobility disability is shown in the second line. 

You can see from the crude and the adjusted odds ratio, that Veteran status was not associated with this category. It also was not associated with the odds of living to age 80 years with incident disease but no mobility disability. Only having disease that was very null for Veteran status. Living to age 80 years with mobile disability with or without disease was also very null in the crude and adjusted. 

But the one thing that was different in this survival part of this analysis. This is similar to Dr. Weitlauf's finding of an increased mortality is that women Veterans were at increased risk of dying before reaching the age of 80. They had a 20 percent increased risk of dying before reaching their 80th birthday. That is adjusting for all of the variables that you can see in the footnote. Let us go to the next slide.

We then looked at the risk factors for survival to age 80 without major disease or disability. We found that the risk factors were the same in women Veterans and non-Veterans. There was really no remarkable difference there except for education; which predicted more in the non-Veterans than it did in the women Veterans. Factors associated with better odds of healthy survival included older age at baseline. The reason for that is if you were older at baseline, you had less far to go to reach the age of 80. Being married was associated with better odds of healthy survival; moderate alcohol consumption versus not drinking; being a nonsmoker; having higher physical activity levels; and lower levels of depressive symptoms. 

What I am calling here a healthy body weight versus being underweight or obese. A healthy body weight includes both what we define in our country as normal body weight or as well as being overweight. This is the range between let us see. It is the range between 20 and 30 BMI. Let us go to the next slide. 

Aging well indicators; so this is the second part of the analysis where we are looking at the women who survived to age 80 and gave us information on the healthy aging indicators. What we see here is that when women Veterans were compared to non-Veterans, a slightly smaller percentage reported at least good perceived health. But you can see 85 versus 87 percent is only a slightly smaller difference. 

The majority of women did report at least good perceived health. Thirty-two percent of Veteran women versus 22 percent of non-Veterans women were living in a place with services for older people. That might have been independent living or any other residential environment that provided special services for older people. 

The women Veterans had lower physical function scores when they reached the age of 80 and above; 53 versus 60, which is a pretty large difference. They had lower scores on satisfaction with life, social support, quality of life, and purpose in life scales. However, on several measures of effective, and optimal aging; including resilience, self and environmental mastery, self-control, emotional well-being, happiness, enjoyment of life, and personal growth, there were no differences between women Veterans and non-Veterans. We can go to the next slide. 

What are the research implications of these findings? Well, first of all, we need to develop a deeper understanding of the factors leading to the observed differences between women Veterans and non-Veterans. We do not have all of the information that we need to understand these differences. We need studies with more information on pre-military physical and mental health. We also need more information on occupational exposures during military service, including any interpersonal or stressful exposures that they had. We need to learn more about the aging of younger cohorts of women Veterans from the post-Veterans service era. Because understanding the healthy aging of subsequent generations of women Veterans will also be critically important given the greater numbers of women serving in the military today. 

This next slide gives us some clinical implications. Even without understanding why we observe these difference in its entirety, women Veterans would benefit from targeted programs that tackle the risk factors that we see to be associated with well aging. Programs that promote physical activity, weight management, social connections, and smoking cessation amongst the smokers; as well as recognition and treatment of depressive symptoms. 

It is possible that group activities for women Veterans may be helpful by offering both structure and support since we observed lower social support among the women Veterans. Preservation of physical and mental function should be a high priority during the post-military life course. With that, I will pass the baton to Dr. Washington for the second paper we will be talking about today.

Donna Washington:
Thank you. Can everyone hear me?
Unidentified Female:
Yes.

Donna Washington:
I would like to start by acknowledging my co-authors and by thanking Gayle Reiber, Andrea LaCroix, and Erica Ma for organizing and supporting this incredible supplement. 

Maintaining a physically active lifestyle and limiting sedentary time is recommended by the U.S. Department of Health and Human Services for health promotion and disease prevention. Inadequate physical activity and high levels of sedentary time are distinct constructs that each independently contribute to premature mortality risks and actually in combination, the risk is augmented. What we know about physical activity and sedentary time for military personnel and Veterans is that entry into the military requires achievement of a high baseline of physical fitness. Retention in the military requires maintenance of those standards. 

However, from prior research, we know that after military discharge, both female and male Veterans gain weight. In fact, they have similar levels of obesity as non-Veterans. This development of obesity may very well herald an underlying decline in healthy behaviors. Despite the importance of this issue, little is known about maintenance of physical activity or development of sedentary time after military service among women Veterans.

Our study objective was to compare longitudinal trajectories of recreational physical activity and sedentary time between Veteran and non-Veteran postmenopausal women from the Women’s Health Initiative.

Participants in this analysis were women Veterans and non-Veterans from the WHI observational study and the clinical trials who had baseline data on Veteran status. Self-reported participation in recreational physical activity was assessed in units that were converted to metabolic equivalent hours per week. Or, you will hear me refer to MET hours per week throughout this presentation. This was prospectively assessed over eight years. Self-reported sedentary time was defined as hours per day sitting or lying down. 

This was collected in the observational study. It was collected at baseline as well as in years three and six. For our analysis, we used generalized estimating equations to compare women Veterans' and non-Veterans' trajectories of physical activity and of sedentary time. This was adjusted for demographic characteristics, lifestyle behaviors, and the WHI study arm. Baseline differences between women Veterans and non-Veterans in the recreational physical activity and in sedentary time are presented on this slide. 

First, focusing on the middle column, that lists findings for recreational physical activity at the time of entry into the WHI. What we found is that the main level of physical activity at baseline was 13.2 MET hours per week among Veterans and 12.5 MET hours per week among non-Veterans. In unadjusted analysis, Veterans had 0.7 additional MET hours per week of physical activity compared with non-Veterans. After adjustment for socio demographic characteristics, other health behaviors, and WHI study assignment, then we found that the differences remained significant at 0.5 MET hours per week. 

Moving to the far right column, that depicts the findings for baseline sedentary time. The mean levels were 107.2 hours per week for Veterans verses 105.9 hours per week for non-Veterans. These are really high levels of sedentary time equivalent to more than 15 hours per day for each group. Comparing the two groups, what we found is that both in unadjusted and adjusted analyses, these comparisons were not statistically significant. 

This is one of two slides that now presents the trajectories. On this slide, you will see the results for trajectories in physical activity. The dark horizontal line in the middle plots the mean physical activity level of non-Veterans for each visit year. It is fairly horizontal with a slight decline of 0.02 MET hours per week for each subsequent visit year. 

The downward sloping gray lines plots the mean physical activity level of Veterans for each visit year. Now for Veterans, physical activity declined 0.19 MET hours per week each subsequent visit year. Physical activity was higher for Veterans at baseline. Then it declined for a lower level than non-Veterans during the latter part of the follow-up period. 

This interaction between physical activity trajectory and Veteran status was statistically significant. Here we shift to focusing on trajectories and sedentary time. It is important to note that in contrast to physical activity, it is actually desirable for sedentary time to decline. The topline spotted in gray shows a change in sedentary time for Veterans from one measurement point to the next of 0.19 hours per week. However, this was not a statistically significant change over time. 

The more steeply downwardly sloping black line illustrates a decline in sedentary time over subsequent measure points for non-Veterans. This decline was 0.49 hours per week. Sedentary time remains stable for Veterans but it declined for non-Veterans. This interaction between sedentary time trajectory and Veteran status was statistically significant. There are several points from this analysis that warrant discussion. 

First of all, this study is one of the few longitudinal assessments of physical activity and sedentary time in women Veterans. We found that women Veterans developed more adverse physical activity trajectories than non-Veteran women with their early Veteran advantage of level of physical activity dissipating by year five of follow-up. Though baseline sedentary time was similar between Veterans and non-Veterans, it improved over time for non-Veterans but not for Veterans. These findings suggest that though women Veterans may have had a behavioral disposition towards physical activity earlier in life, factors beyond behavioral disposition influenced Veterans after military service. 

What does all of this mean? Taken the longitudinal declines in women Veterans physical activity, coupling that with maintenance of high levels of sedentary time; what this does is it creates an adverse health behavior trajectory for women Veterans that could explain, in part the excess Veterans mortality risk that we heard described for the 2015 Weitlauf study that Dr. Andrea LaCroix mentioned briefly in her presentation.


This study contributes to an understanding of the health risk profile of older women Veterans. Building on this, an important next step is research to understand the correlates or determinate of the adverse health behavior trajectories we found for women Veterans. Such knowledge could help inform preventive action. 

There are actually several candidate factors to explore on this respect. We know that women Veterans differ from non-Veterans in having military exposures. They also have a higher prevalence selected physical and mental health conditions particularly those that are related to military service. All of these could be evaluated as potential contributors to this excess adverse health behavior trajectory. 

There are several clinical implications that we could put into place right now. From a population health perspective, modest emphasis in health behaviors such as what we found can contribute to an overall pattern of health determinates over the life course that have a cumulative negative impact on the health of the population. Research has demonstrated that even modest increases in healthy behaviors can have a positive impact. Therefore, the clinical implications of this research relates to strategies for increasing physical activity and limiting sedentary time. 

Initiatives that encourage healthcare providers to include physical activity when designing treatment plans for patients could be incorporated into healthcare settings in both VA and non-VA settings that care for women Veterans. Embedding physical activity interventions and other health promotion activities into Veteran service organizations and community organizations with large women Veteran constituencies may also be useful strategies to reach and engage women Veterans._____ [00:33:35] the WHI and_____ [00:33:36] postmenopausal  women, the health behavior trajectories we reported on were likely established well before women entered this study. Therefore, when we think about these interventions to monitor, promote, and maintain physical activity, they should be aimed at both older women Veterans as well as younger women Veterans who are earlier in their life course trajectories. 

We will stop at this point and turn it over to Dr. Weitlauf.

Julie Weitlauf:
Thank you Dr. Washington. That was lovely. Donna, I just lost the slides. Hold on…. 

Unidentified Female:
If you click on the flower icon at the bottom of your screen, it should pull them back up.

Julie Weitlauf:
Okay, thank you. This is Julie Weitlauf. I am going to be presenting on behalf of Claudia Padula who is out with a new baby right now. For The Gerontologist, we produced an article on Longitudinal Cognitive Trajectories of Women Veterans from the Women's Health Initiative Memory Study. The next slide, please.

Just brief acknowledgements, of course; the views expressed here reflect those of the authors, not necessarily the Department of Veterans Affairs. You will see two paragraphs here that detail both the VA financial support for this project and the broader Women's Health Initiative Program Funding. The next slide….

To give a little background, age related cognitive decline or cognitive aging among older, postmenopausal women Veterans has received very little empirical attention in the literature to date. However, there are several compelling reasons to believe that there may be a distinctive pattern of cognitive decline among women Veterans that needs attention. On the one hand, we have factors that we would expect to protect them in late life. The healthy soldier effect or sometimes called the military selection bias_____ [00:35:48] the health standards, the stringent_____ [00:35:51] physical fitness and health standards applied for military selection. It would be expected to health protective in old age. Other protective factors associated with military selection such as higher levels of education and occupation_____ [00:36:05] for military entry. It may buffer this population of women against premature cognitive decline. On the other hand, we know that there are very many important health risk exposures that can be associated with military service; traumatic exposure, war zone deployment, as well as some health risk behaviors that are common in military culture like smoking. The next slide….

Here you see sort of the illustration of those two possible pathways of the ways in which military and Veteran women might be different from non-Veteran women in terms of their risk for cognitive decline. On the upper trajectory that goes across the page, you see how military selection picks based on age, ethnicity, education, and socioeconomic status for military selection. That military service often promotes healthy behaviors including maintenance of physical fitness. Those factors would be expected to contribute to high cognitive reserve or preservation of cognitive functioning even in the face of degenerative brain pathology in late life. 

On the other hand, if you look at the up and down trajectory of risk associated with military service; and you see that a high risk health behaviors like substance abuse, environmental exposures that may occur during military deployment, and the physical and mental health stress associated with the military occupation is linked to cardiovascular risk. We do see higher prevalence of hypertension and diabetes, high BMI in smoking among Veteran populations, including women Veterans; and higher risk for cardiovascular disease. These factors would actually be expected to work against healthy brain in late life. It would be expected to promote premature cognitive decline. The next slide….

The objectives of our study was to actually characterize the global cognitive functioning as measured by a screening instrument, the Modified Mini Mental Status Exam among the women Veteran and the non-Veteran participants in one of the ancillary studies associated with WHI, the Women's Health Initiative Memory Study

Specifically, we compared the trajectories of annual 3MSE screenings over an eight year follow-up period to evaluate the differences between the non-Veterans and Veterans in terms of rates of change and their global cognitive functioning. To see whether rate of change in their global cognitive functioning actually was moderated by risk factors like the cardiovascular risk factors that we talked about that are in a higher prevalence among the Veterans. Okay, the next slide….

Just to give a little bit of context, our data source was the Women's Health Initiative Memory Study. WHIMS participants were about 7,000 who were aged 65 or more at WHIMS baseline. They were drawn from the WHI Hormone Trial, and were free of cognitive impairment or dementia at WHIMS baseline. Here they were random _____ [00:39:16] to one of two _____ [00:39:17] hormone treatment therapies; either estrogen alone or estrogen plus progesterone. The goal of the WHIMS originally was to look at how these hormonal treatments affected the incidence of dementia and other cognitive outcomes in late life. Their average follow-up was eight years. Okay, so next slide.

Here you can see the brief overview of the WHIMS study design. You can see the proportion of women that were assigned into each of the hormonal treatment conditions based on hysterectomy status. The next slide – 

For our specific study, there were 7,330 participants who had disclosed their Veterans status. About 3.8 percent of them, about 279 were Veterans. The rest were non-Veterans. All were 65 plus at study enrollment. Our outcome measure as discussed was 3MSE, which is a global screening measure for cognitive functioning scored continuously zero to 100. Our covariates were age, education, and all of the socio demographic and health risk factors that you see listed there. The next slide – 

Here is the snapshot of our results. Here you see the dark black line are the non-Veteran participants. The dotted line are the Veterans. Here you see that their level of global cognitive functioning at baseline are year zero. It was similar, if not identical. As you see the years go out from randomization, the longer you go on, the steeper the decline we see among the Veterans. You see a pretty stark departure in terms of the rate of decline; which was much deeper and more rapid among the Veterans than the non-Veteran women. 

Okay, so moving to the next slide. Essentially, though the Veterans and non-Veteran – though the Veterans had a greater burden of cardiovascular risk, they were more likely to smoke or have smoked than the non-Veterans. They had a higher prevalence of hypertension and cardiovascular disease as baseline. However, both groups were similar in terms of the global cognitive functioning at baseline. However, the trajectories of decline were not similar. They were much more rapid and precipitous among the Veterans relative to the non-Veterans even after controlling for the demographic and health risk compounds that were discussed. What does this mean? If we move to the next slide….

We suggested there are two ways to interpret this finding. The first is that trajectory, the difference in trajectory of cognitive decline between the groups actually signal a rapid decline associated with an insidious symptom onset in women Veterans. Maybe there was an undetected health or mental health event that occurred. Other people have written about late life Veterans and noted a very similar rapid degeneration in cognitive functioning and health functioning; and have suggested that this reflects the latent cumulative synergistic effect of military and civilian health risks exposures.  

While Veterans are able to sort of keep their health maintained and their functioning preserved for many years, at some point in late life, you see it all of the health exposures catch up with them. You see a precipitous decline. This has been referred to in the literature as the Veteran and non-Veteran crossover effect whereas in earlier life, you see Veterans being more healthy and more robust; more physically active, and more cognitively fit than non-Veterans. You see the flip flop happen in late life. They call that the cross over the effect or the Health Paradox. 

On the other hand, we suspect that it is possible that the true burden of cognitive impairment that women Veterans bore at baseline was underdetected. As you will remember, we talked about the cognitive preservation factors like selection for education, occupational attainment, greater socioeconomic status and so on. We know that global screening measures like the 3MSE have a ceiling effect. 

It is possible that there was quite a lot of brain degeneration going on. But with an instrument that is as blunt as the 3MSE, their actual level of impairment may have been underdetected or undetected. That these protected factors, they were able to functionally compensate and preserve their cognition in the fact of greater brain degeneration. 

This is a little bit of a problem, if this is what is going on. If we move to the next slide, we can sort of think about what that actually might mean if screening instruments are not detecting true impairment among women Veterans. Just to give a little bit of the research implication, this study really was the first to compare trajectories of cognitive decline in older women Veterans relative to non-Veteran. We noticed that their heightened cardiovascular risk burdens and accelerated trajectory of cognitive decline are sort of noteworthy and suspicious. 

Definitely, this is something that warrants further investigation. But this further investigation needs to be contextualized in that we need to sort of think about examining cognitive health in this high functioning population, maybe with more sensitive instruments and thinking about factors that may actually impair us from seeing the true onset of symptoms. If we go to the next slide, what does this mean clinically? I think we need to pay attention to silent risk factors like cardiovascular health. 

We think a lot about preventing smoking or smoking cessation in younger populations. It is clear that there is a high prevalence of smoking in older women Veterans as well, and thinking about how all of these modifiable cardiovascular risk factors might be attended to in our healthcare system. Is it, I think an important component of preventive women healthcare for older women Veterans? 

I think assessment of age related cognitive decline among this population needs to consider contextual factors like the role of education that may preserve functioning in the face of brain degeneration in an obscure timely onset detection of symptom onset. Thinking about that, I think we should use screening instruments cautiously and think about more comprehensive forms of neuropsychological assessment; and using them in conjunction with neuroimaging. It actually may be very helpful in really understanding the risk for cognitive decline in this population. Moving on to the next slide….

These were just a handful of the articles that were included in the supplement. Again, here are the links to the supplement and the additional Gerontologist issues featuring articles on women Veterans. There was already a seminar that happened earlier this week that looked at the basic questions about who were the women Veterans in the WHI? Today's topic covered healthy aging and cognitive decline. The next slide?

In our future session, we are going to be looking at disease and chronic conditions that were highly prevalent among the women Veterans who participated in WHI. Finally, the next slide? 

The fourth and fifth Cyberseminars, which are slated for March, we are going to be examining the menopause related findings and some more of the mortality findings that were associated with the data in WHI. I would encourage everyone to listen in to these seminars and to download the articles as they are able. Okay, the next slide?

Just to give some brief acknowledgements, the NIH funding through the National Heart Lung and Blood Institute was the primary funder for WHI. VA Office of Women's Health at Health Services Research and Development helped support the development of the supplements. Questions for today's investigators, here are the e-mail addresses for each of us. 

Of course, none of the work could have been done without the women Veterans who participated in WHI or our fantastic analysts, Kristen Gray, and Eileen Sun-Rillamas, and administrative support from Erica Ma; so big acknowledgements to all of those individuals. Molly, I know we are going to want to turn things over for questions.

Unidentified Female:
Excellent, and thank you very much to all of you. Donna, you can just go ahead and leave it on this slide while we do Q&A. I know a large number of our audience joined us after top of the hour. I just want to let you know to submit a question or a comment.  

You can use the question section of the GoToWebinar control panel. That is on the right-hand side of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. You can then type your question or comment in there. The first question we have pending says thank you for this excellent research. Do you plan on doing a follow-up later on?

Unidentified Female:
I think we have all thought about it. I think it has taken so much of everybody's time to get this far, that I am not sure we have got our next step, yet. 

Unidentified Female:
The hope is that there will be a focus on research among women Veterans in many different forums and many different data sets. There are additional papers that have been launched since we finished the supplement to follow-up on some of the findings. I think the short answer is yes. The long answer is yet to be fully realized. But we are hopeful in the future to learn a lot more. 

Unidentified Female:
Thank you. The next person writes, I apologize if you already covered this. I joined a little late. Do others have access to this data? Can follow-up analyses be done by them? If so, how?

Andrea LaCroix:
Yes. This is Andrea LaCroix. The Women's Health Initiative data resource is an open resource for our researchers in our country and around the world. Please visit the website, www dot WHI dot org where we have details of the design of this study, all of the data. You can actually look at frequencies and documentation. You can see what other papers have been proposed. You can think about who you want to contact to sponsor your paper amongst the WHI principle investigators including myself. I really encourage you to go to WHI dot org and explore further. 

Unidentified Female:
Thank you for that reply. The next question – are there any efforts to translate this information to practical care?

Andrea LaCroix:
I would start that out and let Drs. Washington and Weitlauf add. We have had several briefings with the VA Women's Health leadership. I think we are hopeful that many things might be possible in the future. What would you say in addition, Donna and Julie? 

Unidentified Female:
I would wholeheartedly agree with that. As you can see, they were one of the chief VA funders of this supplement along with VA Health Services Research and Development Service. In fact, some of the leadership from the mental health services were co-authors on several of the papers. They are very interested in the results. 

Unidentified Female:
Thank you both. The next question we have. How should you manage older women Veterans in terms of cognitive assessments?

Julie Weitlauf:
This is Julie. I mean, I think it is a very complex question. I think I am going to answer it in two parts. I think with respect to the findings that Claudia's paper produced, I think it tells us a lot about taking care in terms of who we compare women Veterans to. What is normative cognitive functioning? 

Thinking about how factors like age and education, and even some of the benefits associated with military service like lifelong access to healthcare make a difference. I think that it also illuminates like the possibility that factors that we do not always consider completely like history of smoking or hypertension or other aspects of cardiovascular health, which really should increase risks for cognitive decline in late life. Maybe they do not get factored in as strongly as they might in an individual assessment. I think that _____ [00:53:38] thinking about having a more contextualized assessment of this population. 

I think before we get down to a level of individual or clinical care, I think we need to do some follow-up studies and look at can we figure out which one of those two interpretations is true? Is there a precipitous onset of symptoms that we don't know about? Or, was there a greater amount of pathology at baseline that we did not notice? I think future studies will help us sort of understand, which of these trajectories are we seeing? 

I think that matters in terms of how we assess them. Because if it is the latter, we might encourage age related cognitive assessments earlier in life. Because you would expect to be able to see with more sensitive measures the onset or decline far sooner than late life. If it is the latter, and there is some sort of precipitous event that happens, then after that, it follows the downward spiral, I think we would need to understand what that is. I think we need to do some more digging to really understand what that trajectory means. 

Andrea LaCroix:
This is Andrea LaCroix. I would add in general that the topic of cognitive aging has received a lot of attention as part of the president's BRAIN Initiative. The IOM put out a really nice report last year on Cognitive Aging that you can get for free just by Googling the IOM report on Cognitive Aging. 

In there, we have all kinds of resources for, and recommendations for clinicians and for community providers on how to recognize and prevent cognitive aging, and intervene upon it. If providers out there are interested in what is recommended to assess cognitive aging and intervene on it over time, the IOM report is an excellent resource.

Unidentified Female:
Thank you both for those replies. _____ [00:55:49] data source for Veterans status that could be linked to health plan data, for example, Medicare or Medicaid, private payers to expand this research?

Unidentified Female:
Go ahead, Donna.

Donna Washington:
Yes, this is Donna Washington. For investigators within the Veterans healthcare system, then the VA has a wealth of administrative data sources. With the proper permission, it is possible to link to CMS and other data to do those sort of analyses. 

Unidentified Female:
Also, one of the suggestions that Dr. Weitlauf thought up in our initial Cyberseminar was that we really need to argue for the history of military service to be a part of all of the major U.S. surveys on health so that we can do those linkages. That is a big research implication for the data that we have shown in the supplement.

Unidentified Female:
Thank you. This may be similarly related. You may have touched on this. Have any of these analyses linked with VA or Medicare data?

Andrea LaCroix:
One of the things we learned in WHI is that the vast majority of women Veterans were not using VA Healthcare. Dr. Weitlauf, do you remember what the proportion was?

Julie Weitlauf:
It was under six percent. There were very few of them who reported having used VA.

Andrea LaCroix:
One of the things that we did as part of this project was Dr. _____ [00:57:41] developed a newsletter that informed the women Veterans in WHI about the finding that we, some of which we have just presented to you; and introduced them all to the concept that they could get healthcare if they wanted in the VA system. 

We do link WHI women to Medicare for those that are in the fee-for-service system. We regularly get Medicare data in this cohort; both women Veterans and non-Veterans. We are well underway in using the Medicare data as part of our studies. The answer would be yes. We can link in WHI and hopefully in many other government funded cohort studies. 

Unidentified Female:
Excellent, thank you all. The next question – This may or may not be the correct forum for this question. But do you have any suggestions for an epidemiologist with experience in diseases of aging and interest in applying research based lifestyles to enhance later quality of life. Do you have any suggestions of where an epidemiologist could get a position involved in this research?

Unidentified Female:
I think you should reach out to anybody doing research that interests you and look into that. I do not know where in the U.S. you might be interested in working. But I will say that the researchers who were involved in this supplement were all across the United States, which is very cool. There is a lot of research going on into the health of active duty military as well as Veterans. All around the country. The best thing to do is reach out to people writing and doing the kinds of research you would like to do; and have informational interviews with them. What about in the VA system? How do people get involved in research within the VA?

Unidentified Female:
Well, within the VA system, then there are numbers of Centers Of Innovation, which are Health Services Research and Development Service funded centers around the country. They are various sizes. But they are multidisciplinary. They included epidemiologists as well as all other disciplines. Once again, it really is dependent on whether the person who asked the question resides. But find out what is going on at your local VA and what sort of research is going on there. They are often hiring. 

Unidentified Female:
Thank you very much. We have several people writing in saying thank you to all of the authors. These are great studies and wonderful research. Keep up the good work. That is our final pending question. We have reached the top of the hour. However, I would like to give any of you the opportunity to make any concluding comments, if you would like to.

Unidentified Female:
I would just say thank you for being with us for this second Cyberseminar. Please join some of the others and join us as a community in promoting and protecting the health of women Veterans.

Unidentified Female:
Agreed. 

Unidentified Female:
Yes.

Unidentified Female:
Excellent, well, I want to thank you ladies for coming on and sharing your expertise with the field. Of course, thank you to our attendees for joining us today. I am going to close out this session. Before I do, I just want to let you know that you can sign up for the subsequent sessions in this mini-series. The next one taking place on the 29th. You can just go to the HSR&D Cyberseminar registration catalog and sign up for those. 

When I do close out the session, please just wait just a second. A feedback survey is going to populate on your screen. It is just a few questions. But we do look closely at your responses. It helps us continuously improve our presentations as well as the program as a whole. Once again, thank you to our researchers. Thank you to Gayle Reiber for her help setting up this mini-series. This does conclude today's HSR&D Cyberseminar. Have a great day, everyone.

Unidentified Female:
Thank you Molly.

[END OF TAPE] 
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