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Moderator: As we are approaching the top of the hour, I would like to just go ahead and introduce our presenter today, Dr. John Blosnich PhD, MPH. He’s a research health scientist at the Center for Health Equity Research and Promotion at the VA Pittsburgh and Assistant Professor at the University of Pittsburgh and West Virginia University. 

Dr. John Blosnich: So hi everybody. Thanks for making the time to sit in on this cyber seminar. Folks on the east coast, good afternoon. For folks in the west coast I hope you enjoy this over your lunch. So I just wanted to start by saying I have no conflicts of disclosure, this presentation is supported through a VA HSR&D career development award. And of course these opinions do not express those of the funder’s institutions, the VA, or the United States Government. 

Today I’m going to review suicide resource among LGBT populations, that’s lesbian, gay, bisexual, and transgender populations. And also what we know from LGBT research among Veteran populations. I’m going to touch on a couple theoretical frameworks that help us to organize and understand LGBT health disparities. And then finally describe some of the VA initiatives and resources for health equity around LGBT populations with some specific attention to suicide risk. 

And I just want to give some information that this presentation does include topics related to suicide. And that if you or someone you know may be experiencing distress or thoughts of self-harm, the national suicide prevention lifeline information is there. And I will also have this in my closing slide as well. 

So I wanted to start off with a quick poll question, finding out just roughly what the audience is like for today. 

Rob: And the poll question is up. The question is what is your primary role in VA? Selections are student trainee or fellow, healthcare provider, researcher, data manager or analyst, and administrative or policy maker. John the respondents are giving their answers we have about 60% voted. I’ll wait ‘til it slows down usually around 75-80%. 

Dr. John Blosnich: Okay, great.
Rob: And that’s happening now. It’s slowed down to somewhere before 75 and 80 so I’m going to close the poll and share out the results. And we see that 7% answered that they’re a student trainee or fellow, 58% healthcare provider, 17% researcher, 7% data manager or analyst, and 10% administrative or policy maker. Back to you. 

Dr. John Blosnich: Great. Thanks, so it sounds like we have a nice mix of folks in the virtual room today. Awesome. So I wanted to start off by first kind of defining concepts around LGBT populations. And probably the most the important thing about gender identity is that gender is indeed way more than just sex. I have 2 of the icons of gender in the US a GI Joe and a Barbie to kind of, you know, give a sense about, you know, not only how we think about gender in the United States but also how it’s often set for us. If you think about, you know, when you were a child and what toy you played with or what color your room may have been, and conversations around your gender and gender identity before you may have even understood, yourself, what it was. And of course gender being the innate sense of self as either male, female, both, or neither. And then gender expression is how you portray that gender identity to the world. And gender non-conformity is a term used whenever identity or expression kind of transcend or conflict with socially constructed notions about a binary of what is male and what is female. 

The word transgender is an umbrella term. It refers to people who have gender identities or expressions that aren’t traditionally associated with the sex assigned at birth. Two other terms underneath that umbrella term, a transgender woman would be a person who’s assigned male sex at birth and identifies as female or feminine, and a transgender man is someone who’s assigned female sex at birth and identifies as male or masculine. But what’s most important in all of this is to remember that there are a lot of gender identities. You know, as an epidemiologist, when you give that ‘other’ or kind of ‘specify’ category in a survey there are a lot of answers written in there. And the other really important point to remember that gender identity is not predicated on medical therapies or interventions. 

The other question I get a lot is how many transgender people are there in the U.S.? And these estimates come from folks at the Williams Institute at the UCLA who have done immense amount of work in demography to try and figure this out, because we don’t really have great data in the U.S. to estimate the sample, or the size of the transgender population. But their best guess is about 1.4 million. And because my background is in public health we often try to get numbers in context, so the entire state of Wyoming is about 580,000 people, and Pittsburgh city proper where I’m calling in from today is about 305,000 people. So just to give that perspective of when you think about either policies or initiatives or even kind of lines of health equity research that might not include specific populations, it would sort of be akin to saying, you know, “well, why would we want to include you know the 580,000 people from Wyoming in a survey? Why do we need to pick that kind of thing up?” It, that sort of, you know, story behind the numbers and kind of putting it in context I think is important I think when we talk about LGBT populations. 

So, skipping from gender identity to sexual orientation. Sexual orientation is typically defined by three constructs, attraction, behavior, and identity. And as far as estimates of LGB or sexual minority population in the U.S., again, folks from the Williams Institute estimate about 8.2 million people would identify as LGB. Again, numbers in context, I just pulled randomly Alabama and the population of Dallas. So we’re not talking about small numbers of people in the U.S. These are substantial size populations in the U.S. And a very critical thing to remember is that LGB is not T. Sexual orientation is different from gender identity. And I’ve pulled this example from the 2015 behavioral risk factor surveillance system data from the CDC, and you can see here that sexual identity among the transgender respondents in the survey, that 71% identified as heterosexual. Fourteen point seven percent identified as bisexual and only four point four percent identified as gay and lesbian. So although the acronym is often LGBT and I’m going to use that myself throughout the talk, and it’s kind of the recognized moniker, it’s very important to remember that the LGB parts speak to sexual orientation and the T part stands and represents gender identity. 

So that said, I’m going to quickly review some of the suicide research around LGBT and LGBT Veterans. So there’s a lot of research, and I didn’t want to go into all of the different studies that have been done. But there are quite seriously decades of research about suicide ideation and attempt among LGB populations. In fact, so many studies that there are at least four reviews. Michael King’s was probably the first in 2008. Mike Marshall, who’s here at the University of Pittsburgh did a review not long after that in 2011. Anne Haws who’s worked in suicide prevention research for her life got together a very large group of people to do a narrative review, and sort of a recommendation piece around the building and growing evidence around suicide and suicide risk in LGBT populations. And then lastly, a new review that just came out in the American Journal of Public Health that looked at suicide attempts among sexual minority adults. 

And I just wanted to use this last review to give a sense or flavor of what the general gestalt in the literature shows. So in this review of 30 studies, about four percent of heterosexuals in population-based studies reported lifetime suicide attempt, compared to 17% among sexual minority people in all studies. And then when you parse that out, they looked at, the authors looked at population-based studies versus community studies you can see that 11% of sexual minority people and population studies reported a suicide attempt sometime in their life time and that ceiling data at about 20% among the studies that were done with community samples. So a very high disparity there. 

There’s also been some very robust evidence come out of the CDC recently using the youth risk behavior data, looking at LGB adolescents. You can see here that, in terms of recent suicide ideation or suicide ideation in the past 12 months, that LGB identified or adolescents that said they were unsure of their sexual identity both had very high prevalence of recent suicide ideation, and this, they found that pretty much the same pattern when it came to recent suicide attempts among these high school students. 

So we also from limited literature we that have right now about LGB Veterans, sort of similar patterns there as well. So a study I led with a group looking at Massachusetts behavioral risk factor surveillance system data among a population-based sample of Veterans, that the heterosexual Veterans had about, three and a half percent had said that they had thought about taking their lives in the last twelve months, versus about 11.5% of the LGB Veterans. A different study using California Health Interview survey data found a very big disparity in terms of lifetime suicide ideation between heterosexual and sexual minority Veterans. 

Some other studies we used, the National College Health Assessment data to look at intentional self-harm and found that among college-enrolled Veterans, sexual minority Veterans had greater odds of intentional self-harm in the past 12 months than their heterosexual Veteran peers who were also enrolled in college. And we also found a very high prevalence of recent suicide attempt among LGB student Veterans versus their heterosexual student Veteran peers. And I just want to point out that these findings are using survey data. We don’t have great data, and I’ll talk about that in a little bit, in the VA because we don’t necessarily have a way to find sexual orientation or sexual minority markers within VA in our administrative data. So we rely heavily on survey data, and it’s really a game of numbers and kind of a luck of the draw if a survey will ask sexual orientation and ask, you know, a history of military service question, and will ask about you know, some sort of measure of self-directed violence. 

So moving on from sexual minority people to transgender individuals, the vast majority of literature that exists about Trans populations shows that there’s also very high prevalence of lifetime suicide ideation for this group. So in this graph here, one study would suggest that in the U.S. on average about 8.4% of the general U.S. population has thought about taking their own lives sometime during their life. And studies I’ve looked at the measure of lifetime suicide ideation among transgender individuals have come up with very, or found very high prevalence of lifetime suicide ideation. And we see here, again, the same thing for lifetime suicide attempts, that studies here in blue show that transgender individuals report very, very, high prevalence of lifetime suicide attempts. 

So I want to give a little bit of historical context of transgender issues and the U.S. military. So in the first block here, under the headline “Ex-GI Becomes Blonde Beauty”. This was the story of Kristine Jorgenson. And Kristine Jorgensen went to Denmark and came back to the U.S. and was greeted by this headline. She had served in WWII and was probably one of the first real high profile trans people in the U.S. In the middle window right there is a pic, under 1999, is the picture of Barry Winchell. Barry was in the Army I believe and he fell in love with a woman pictured underneath of him in that newspaper photograph named Calpernia Addams. Now, Calpernia Addams was a transgender woman, and when the other, Barry’s fellow soldiers on base at Fort Campbell found out about this, he endured intense harassment about this. It created huge amounts of conflict for him and it ended up with him being beaten to death with a baseball bat by one of his peers. So this was huge at the time around the issue of “don’t ask, don’t tell”, which for all purposes, I’m not super clear on how Barry would have identified, but I’m pretty sure that he, from what I’ve read about the story, that he identified as a heterosexual man. So the story in terms of “don’t ask, don’t tell”, it really casts a critical light on how the military was wrestling with issues about sexual orientation and gender identity. And then in the last window, under 2013, is a picture of Kristin Beck when she was Christopher Beck, who served as a U.S. Navy Seal.

So all of those stories, just to say, that we find this pattern in data that show that there’s a very high prevalence of military service among transgender, per sample of transgender people. For instance, in the National Transgender Discrimination Survey, about 20% of the sample of transgender and gender nonconforming individuals reported that they had served in the US military. In a community-based sample of male to female transgender individuals, 30% had reported military service. And for a barometer, we estimate that around 10-13% of US adults are Veterans. In some of my own work in the VA, using VA administrative data, we looked at a different indicator of transgender status in formal ICD-9 diagnosis of gender identity disorder. We found that the rate in the VA was higher than what we would expect to see in the US general population, based on information at the time when we did this study, it was DSM-IV. 

But that leads me into saying a quick word about GID, in that we don’t use it anymore. It was a diagnosis in DSM-IV. The current diagnosis in DSM-V is gender dysphoria. And diagnoses themselves are controversial. The thinking is that it really pathologizes the person, rather than looking at the social and institutional problems that create the stress for the person. And more importantly, not all people with a GID or a gender dysphoria diagnosis may identify as transgender. Not all transgender people have diagnosis of GID or gender dysphoria. So the example here again comes from the National Transgender Discrimination Survey, that only about 50% of that sample, and that sample was about 6,500 transgender and gender nonconforming people, only 50% of them reported having a GID diagnosis. 

So that said, there is an increasing prevalence of GID and gender dysphoria in the VHA. I just pulled these numbers recently, showing the increasing incident diagnoses across the fiscal years in the VA. The other question is why are there so many transgender people in the VA. One thought, is that it’s the theory of flight into hypermasculinity, which was created by George Brown, who works at the VA in Tennessee, and he is a psychiatrist who’s worked with trans populations for 30 years, maybe more than that. And so the flight into hypermasculinity, what George was finding in his case series, was this recurring narrative among transgender women, those are people who were assigned male sex at birth, that they knew for a very long time that something was not, they felt not right with their gender. And so they sought out these hypermasculine structures in society thinking that that would cure them. So, what’s more masculine that learning how to shoot a gun or running things over with a tank? And so the thought is that a lot people, a lot of at least people who were assigned male sex at birth who were experiencing gender dysphoria enlisted in the military thinking that it would cure them, essentially. 

The other factor is that GID, or Gender Identity Disorder, is thought to be more prevalent, or thought to be more prevalent among natal males, that is, individuals who were assigned male sex at birth, than natal females. And of course the VA, and DOD to some extent, they’re mainly institutions full of men. So if you’re looking for what is relatively a rare, quote unquote, condition such a GID, these populations would fit the bill of an ideal situation to find a relatively rare condition. Third is that VA, and I’ll talk about this more in a little bit, issued policies that affirmed care for transgender patients, which we think makes it, or facilitates trans patients coming into the VA disclosing and getting care in the VA. And then lastly there’s just overall an increasing visibility of people who are transgender. 

So, in replicating some of the findings from, I had mentioned earlier in terms of suicide risk among transgender populations, in our earlier study when we looked at quantifying the transgender population in the VA by using those diagnostic codes, we also looked at some data from the Suicide Prevention Applications Network data, or SPAN data. What we found was a very large over-representation of transgender Veterans in those data. And just for an example, I point out in fiscal year 2010, the period prevalence for the trans group at that time was a little over 4,000 per 100,000 patients. And you can see that in the VA in 2010, the group prevalence was about 200 per 100,000 patients. 

So I want to quickly go into poll question number two. I guess I’ll turn it back over to you, Rob. 

Rob: Sure, thank you. I’ve just put up the second poll, and the question is: given what we just covered, what do you think about the suicide death rate among LGBT populations? It’s higher than non-LGBT; it’s lower than non-LGBT; meh, probably the same as non-LGBT; and crickets chirping. And the answers are coming in. I’ll give people a few more moments to go ahead and make their decisions. Things have slowed down so I’m going to go ahead and close the poll and share it out. And a whopping 90%, John, say that it’s higher than non-LGBT; a mere 3% say it’s lower, that was 3%. 3% say meh, probably the same; and 4% crickets chirping. Back to you.

Dr. John Blosnich: Okay, excellent. Thank you. I was really actually dying for the answers for this question. I’m super interested in finding out what people thought. So, the conundrum in all of this is that there’s a lack of data about mortality among LGBT population. I’m not sure if anyone might know who this person is. When I do this talk in front of an actual audience, I ask for hands and see. No one typically knows who this is. This is Samuel Taylor Coleridge. My reason for bringing him up is that he also wrote “The Rhyme of the Ancient Mariner”. And there’s this line in there, “water, water everywhere and not a drop to drink”, which is something, if you’re not familiar with who he is, a lot of people have kind of heard that line before. It’s really representative of mortality data and the limitations on LGBT status. Currently, over 2 million Americans die each year, but because we don’t collect information about sexual orientation or gender identity, those data can’t be used to answer our questions about LGBT health, specifically about outcomes such as mortality or causes of death. 

For instance, we know that LGBT people are more likely to be victims of assault, but we have no idea if that means there’s a great risk of death from homicide. We also know that LGBT people are more likely to experience chronic stress, but we have no idea if that may translate into higher risk of death from heart attack or stroke. Lastly, of course, we know that LGBT people are more likely to report suicide ideation and attempts at some point in their lives, but we have no idea if they have a greater risk of death from suicide. 

There are possible ways of getting answers to this question. I’m going to summarize some of the information we have in the extant literature about comparative studies on LGBT suicide mortality. And this comes in three different main types.  That’s survey data that has been matched with follow-up data from a source of mortality information, so for instance the National Death Index; national registry data; and then medical record data. In terms of survey data about suicide risk and lifetime sexual behavior. Lifetime sexual behavior was the way that sexual orientation was defined in many of these studies, because it’s the only question that was asked in the survey. So in an analysis of National Health and Nutrition Examination Survey, and this was only among men, there were only 85 men would be MSM, or men who have sex with men. And there were no suicide deaths found in that group. A later study of the General Social Survey data found that men who have sex with men did not have a higher risk of suicide, but women who have sex with women had six times the risk of suicide death than non-, essentially heterosexual women. Then similarly, a very recent study using Women’s Health Initiative data found that there was no difference in suicide risk among women who have sex with women versus heterosexual women. If you recall in my earlier slides that sexual orientation is often defined in three different ways, attraction, behavior, and identity. In survey data, which is often driven by health risk behavior, other sorts of health behaviors, that sexual behavior stands in as sort of the proxy for sexual minority status in these studies. But you can see that the findings are sort of all over the board with what we know, at least from survey data that’s been paired with mortality data, or follow-up mortality data. 

In terms of registry data, these are studies that are from Europe. So, Denmark maintains one of the largest and longest, in terms of ongoing, registries of partnership in their population. So studies I’ve looked at, same sex-partnered men and women versus opposite sex-partnered men and women, they found sort of different patterns in the data. In the first one here you can see that they found that same sex-partnered men had eight times the risk of suicide death, but they didn’t find any difference for women. And then a later study using a later decade of data found four times greater risk in men and a six times greater risk in women. And then a very recent study that just came out using Swedish registry data, found 2.9% greater risk of suicide death among same sex partnered men, and about two and half times greater risk among same sex partnered women. And of course, a huge limitation of this is, this is partnered people, so those of us who do research on suicide know that partnership and marriage often confers protection against suicide risk compared to people who are not partnered. 

Lastly, in medical record data, this has mainly been used in terms of exploring mortality in transgender samples or subpopulations of transgender samples. Again, mostly from Europe, in the Netherlands, in Sweden, these are clinical samples. The Netherlands in this sample, it was looking at folks who were on cross-sex hormones. In the Swedish sample it was people who had undergone sex reassignment surgery, or gender confirmation surgery. You can see that they’re showing higher risk of suicide deaths. And then our own study that we did in the VA, we found that the suicide rate among our definition of transgender Veterans was about twice that of what we’d see in the VHA population. 

And so just a little bit more about that VHA study that we did. We looked specifically between 2000 and 2009. We found that the crude suicide rate among transgender Veterans, again defined using ICD-IX and X diagnosis codes. Well at the time, IX diagnosis code for Gender Identity Disorder, the crude suicide rate was about eighty two per hundred thousand person years, and that’s similar to what we’d see in VA patients with serious mental illness such as depression or substance abuse disorders. The average age of the suicide death in the trans group was a little bit younger that what we would see in the general VHA population, showing that there’s a great burden for mortal years of potential life lost. 

But all of these studies about mortality that I just presented have some really huge limitations. The first is that significant amounts of time have to pass before we can get information. You can imagine if I sample some group of people now, I’m going to have to wait ten, fifteen, twenty years to look at mortality rates in the group, especially when we’re talking about very small groups of subpopulations within a larger group. Think about how much time you’re losing in terms of fashioning prevention, intervention efforts, when you’re still trying to just get the epi data to show and get a sense of what the rates are in the groups. 

Defining sexual orientation as lifetime sexual behavior and defining transgender populations using only clinical measures is really, really inhibiting. Again, the lifetime sexual behavior does not really touch on all of the other ways that we can define sexual orientation, and in fact the typical way that we rely on sexual orientation as sexual identity. And then for transgender populations using a clinical measure is really problematic for the clear indication that you’re not finding people who are not in the clinical system. And again, as I said before, that a lot of trans people never carry a diagnosis of GID or gender dysphoria. 

The samples are static, and you need very large samples for rare outcomes in minority groups. Just because identity is measure at some point in time earlier, that may not reflect the identity at the time of death. So getting that accurate information, my hat’s off to colleagues who have done these studies, because it’s the best we can do with the data that we have. But it also very clearly indicates that there’s a lot more work to be done. 

I want to switch gears and talk about some of the theoretical frameworks that are salient to LGBT health that might help us to understand some of the disparities that we find. One of the most predominant or preeminent frameworks used in LGBT health disparities research is the Minority Stress Model. It was really pioneered by Ilan Myer who was building off the work of Virginia Brooks. Minority Stress is this idea that there’s this excess distress that’s stemming from stigma, persecution, and devaluation of minority status, essentially the stigma that’s leveled against LGBT populations. This distress is unique, it is socially based, and it’s chronic. Some other unique experiences that contribute to minority distress. John Gonsiorek wrote a piece talking about horizontal versus vertical organization of a minority status. In this diagram, typically an LGBT person is born from two non-LGBT people. I’m just saying typically, of course this isn’t, of course, a global statement. This creates a problem in that there’s not a way for this person to get that informal education about how to move through the world and the sensibility of the world from an LGBT status, because neither of their parents are LGBT and can’t really give them that sort of, you know, tutelage in what it’s like to move through the world like that. 

Passing as non-LGBT and the cognitive dissonance that can create is another unique experience of stress for this group. And then the continuous negotiation of disclosure. Coming out is not just a one-time thing. Coming out is a constant process. It’s about risk appraisal, it’s about reading your environment. Even interviewing for a job. Everything from, if you think about, this is one thing I actually had to go through. Walking into a store to buy a new bed and thinking about how to interact with the sales person just to buy a bed. It’s interesting how these things bleed into what you think is just really banal, everyday life experiences. It really does speak to this sort of, you know, just because someone may be out in one facet of their life, or in one arena of their life, doesn’t mean that in a different sphere or a different environment they would be. 

The other thing we know about LGBT disparities is that they often co-occur. And so Merrill Singer is an anthropologist/sociologist who developed a theory called Syndemic Theory. It’s really talking about the co-occurrence of two or more epidemics. And it’s not necessarily about the epidemics themselves, but rather the ties that bind those epidemics, and that really accurate treatment of one epidemic cannot really be successful unless we focus on breaking its ties with the other. A metaphor I often use is thinking about it like a house on fire in three different places. And say you rush to put out a fire in the living room, and then you go up to try to address the one in the attic, and the other one is just going to restart on the second floor, is going to restart the fire. So it’s really about tailoring solutions and thinking about an epidemic in context, much like how we think about a person in context. 

When we think about these contextual level factors, there are a lot risk factors for self-directed violence that have been identified among different samples of LGBT people. For instance, one is homelessness. This study, this information comes from the Administration for Children and Families, from DHHS. On average, we’d say about four out of a hundred people would identify LGB. In their sample of youth who were experiencing homelessness, 34 out of 100 were LGB. In terms of violence, these data come from the Behavioral Risk Factor Surveillance System, and this is a percentage of respondents who reported childhood sexual abuse. You can see here that gay and lesbian and bisexual respondents were reporting prevalence of childhood sexual abuse way above that of their heterosexual peers. Social stressors among trans individuals, these data come from the national Transgender Discrimination Survey. Almost 60% of that sample of about 6,500 trans and gender nonconforming individuals reported they had been rejected by their biological family. Twenty eight percent avoided health care from fear of discrimination. One in five experienced homelessness. The unemployment rate among the sample was about twice that of the United States at the time the sample was conducted. And 26% had reported being physically assaulted. Just note here that the question on physical assault was about physical assault in a very specific context, not just about general physical assault. So this is likely an underestimate of experiences of physical assault among the sample. 

I want to cover quickly a little bit about the VA initiatives and resources around health equity for LGBT populations. There are lots of structural initiatives and resources, and as a public health person that just completely warms my public health heart. The first was a directive that spoke specifically about providing health care for transgender and intersex Veterans. It first came out in 2011, and then was renewed in 2013. More recently, there’s an LGBT health program established within the Office of Patient Care Services. Michael Kauth and Jillian Shipherd head that program. I have their emails there. Please feel free to get in touch with them. Wonderful, wonderful folks. I cannot extol how great it is to work with them. Just really great folks devoted to health equity. And it’s through their office and their hard work that we have internal VA SharePoint sites for providers that have all sorts of information. There’s a SharePoint site here about LGB Veterans. There’s another site right underneath that specifically for transgender Veterans. You may have seen this ‘We serve all who served’ either as a screen saver on your computer or maybe as a placard posted out in your clinic somewhere. These are also developed through Michael and Jillian’s office, and I can’t really understate how important this is for LGBT people walking into a clinic who are looking for any sign, or any small signifier that it’s a safe space. Even that very small, those rainbow dog tags, could stick out to a person like they were lit up in fluorescent lights. Because for a lot of LGBT people, they’re just cautiously moving about in clinical settings looking for that first sign that they’re in a safe space that would, they would either feel comfortable disclosing in, or to strike up a conversation with a provider to know that it’s a safe space. 

There’s also an e-consultation network specifically for transgender health care. The e-consults are fielded by three expert teams in Loma Linda, Minneapolis and Tucson. There’s a SCAN-ECHO training for providers that focuses on a case-based curriculum focused on transgender health care. And my own plea in terms of research is that folks include sexual orientation and gender identity data in your studies, just as we would with any other standard demographic information. There are other inroads being made in other federal health surveillance surveys that have been adding these elements to them, mainly sexual orientation. The BRFSS there, the Behavioral Risk Factors Surveillance System, added a module that included gender identity. The National Survey of Drug Use and Health, the second one there, I think includes sexual orientation, and the National Health Interview Survey also include sexual orientation. There are free online guides that can help, that gives tips from experts in the field about how you ask sexual orientation in surveys, and how you ask gender identity in surveys. 

People are typically afraid to answer this. One of the main sorts of things that folks are afraid of putting these sorts of elements in their surveys is that people won’t answer them, or it will cause them to stop the survey. And we know empirically that is not true. This example here is from the Washington State Behavioral Risk Factors Survey, and that’s system data, over time. And you can see here that the refusal rate at its highest was four percent, early on for an older population, which is really germane to a VA audience, since most of our patient base are older adults. But you can see that over the course of time, that the refusal rates went down a lot for older adults. So people will answer these questions. What’s interesting to me is that a question people often won’t answer is income, but we don’t think twice about including income as a standard demographic question. But here we see that people will answer sexual orientation. Until we get those data, research is really hampered, and at least from the health equities and health disparities standpoint, if you think about it in the three generations model of detecting, understanding and reducing health disparities, that for LGBT research we’re really struggling to start here in the VA, even. Mainly because the detection part is inordinately difficult. It’s hard to give an idea of what the burden of a specific health issue is for a population when you can’t identify that population. So for instance, what is the extent of suicide risk among LGBT Veterans in the VA. My own previous work using very imperfect measures of transgender status was able to start to chip away at that but the LGB component of that is essentially still unknown. So if we don’t have that very first critical step of detecting, you really can’t even begin to understand it, around, say for instance, what the unique risk factors are for LGBT Veterans in the VA. And then you would certainly have no way to get to the third step of reducing those disparities, because again, without that critical piece of being able to find these populations within VA, and we know that they’re there, we can’t really progress in our work in a way that can really facilitate and move things along in an expedited way. 

So the take-home points for this is that, so we know that LGBT populations have a great of suicide ideation and attempt than their non-LGBT peers. Unfortunately, we don’t know for sure if they have higher rates of suicide death. So for that 90% of folks who answered A to that question, I guess it was kind of a trick question, so I apologize for that one. But yes, the data just aren’t there. We see all the signals that would lead us to believe that the rates of suicide death are probably higher but the actual empirical evidence just does not exist yet. That said, LGBT status itself does not cause suicide ideation or attempt, and that likely, this is all resultant of the distress stemming from social stigma that is projected onto LGBT people. Within the VA we have really great resources, again, thanks to Drs. Kauth and Shipherd for their just continuous efforts in this. The SharePoints are a great beginning point for any provider out there who has questions about this. And then, lastly my plea to everybody is that if you’re a researcher on the call, that SOGI data or sexual orientation and gender identity data are critical for research to inform intervention and prevention. There are ways to include them in your studies so we can start building up and enhancing that first generation health disparities research. And with that I guess will turn it back over for questions if there are any. 

Rob: Wonderful. Thank you, Dr. Blosnich. There are a couple of questions and I don’t want to put words in your mouth, but I think you would invite Dr. Shipherd, who is also on the call to go ahead and help you answer these questions. I’ll just jump right in. First one is, I would be curious to know what means of suicide versus non-LGBT population. And there was a follow-up, meaning lethality of means. 

Dr. John Blosnich: So, I’m not sure. So in the few studies that have looked at suicide mortality, I’m not sure that they’ve had the data that have looked at the lethal means or what the manner of death was that would give that sort of information. I’m not aware of any studies that have looked at that. Jillian, are you aware of any that have looked at manner of suicide death among LGBT populations, in general?

Dr. Jillian Shipherd: No, I don’t think there are that level of data. 

Rob: Thank you. Audience, we do have about fifteen minutes and I have four questions so far, so if you do have a question, send it in. Some of the stressors for LGBT populations sound similar to that of minorities, such as racial minorities, refugees, or adoptees of different race. Has anyone compared LGBT populations data with these other minority groups?

Dr. John Blosnich: I am not aware of any studies that have looked at specifically suicide ideation or attempt that have compared, maybe by minority status. I know that there are different studies, so for instance, the National Survey of Drug Use and Health, is I think one of the only federal health surveillance surveys that collect information about suicide ideation or attempt. So we’ve looked at the NSDUH data for information about recent suicide ideation attempt among age groups, among different racial and ethnic groups, but NSDUH only recently included sexual orientation in their survey. So hopefully, maybe those sorts of comparative studies are forthcoming. 

Dr. Jillian Shipherd: Right, so this is Jillian. We haven’t done comparison studies, but I would say that I think that’s a very perceptive comment. And we do have studies looking at transgender Veterans who are racial or ethnic minorities, that the health disparities that they experience are even more pronounced in those populations than among Caucasian transgender Veterans. We didn’t look specifically at suicide, but we do see increased rates of depression, anxiety, PTSD, and other health concerns. So I guess my feeling is, ideally we want to be addressing all these disparities, not trying to compare and contrast necessarily, let’s raise all boats and try to improve the health of all of our Veterans.

Dr. John Blosnich: Yeah, that’s a great point, Jillian, and it leads to something I didn’t bring up, but sort of an intersectional approach to research. So, that again, just like you said, it’s not necessarily which one has higher rates or which one may have it worse, it’s that the intersections of gender identity, of racial and ethnic identity, in that identities together and not apart really provide a framework for how we think about health disparities.

Rob: Thank you, doctors, and thank you to the questioner for such an insightful question. Every VA suicide, I’m sorry, every VA has a suicide prevention coordinator. How much are these people involved in tracking LGBT suicide data?

Dr. John Blosnich: So, from my perspective there are no fields to track that necessarily, so demographic fields or any sort of actual standardized fields in either our electronic health record or CPRS to do that. Jillian, do you want to speak more on that?

Dr. Jillian Shipherd: Yeah, certainly, the LGBT health program has spoken with the suicide risk coordinators about the increased risk among sexual and gender minority Veterans. They’re aware that there’s an increased risk, but John’s absolutely right, there’s nowhere for us to, in our health care system to track these particular data, which, you know, without the data it’s really very difficult to be advocating for any specific kinds of change ‘cause we just don’t know which way we should be jumping in terms of prevention. 

Rob: Thank you, doctors. This person asks, what is the status of collecting patients’ gender identity status in the VHA?

Dr. John Blosnich: Jillian, would you like to take that one?

Dr. Jillian Shipherd: Sure. So, the VA Health Care System does now have a two-step process to assess for sex and self-identified gender identity. My understanding is that the field was issued May first in some settings. It’s rolling out over the course of six months so this is actually a good time for us to be having this question come up. So if it hasn’t happened at your [inaudible 50:48], it will be very, very soon.  And we have a twenty minute video for people who will be asking these questions to explain how to ask the questions and also how to respond to questions from the Veterans. You can find that training on either of the SharePoint sites, the LGB or the T SharePoint sites. 

Rob: Great, thank you. Next question. We recently had information on 13 Reasons and how bullying didn’t make someone attempt or die by suicide. Wouldn’t this be similar with the projection of stigma onto the LGBT individual?

Dr. John Blosnich: I haven’t seen that show on Netflix. I’ve heard a lot about it, at least in the suicide prevention research field it’s been definitely a topic du jour.  I would just urge that suicide deaths are very complex and that there’s often no singular reason behind them, which is often why it leads to often complicated grief. There are a lot of questions around why someone dies from suicide. So I would say that it’s difficult to say that any one thing would cause a suicide, and that just in general they’re very complicated. And that there are probably a lot of different factors to take into account. 

Rob: Okay, moving on. This person asks: can you talk a little bit more about self-harm? They didn’t catch a lot about self-harm in your presentation. 

Dr. John Blosnich: That’s an excellent question. In the National College Health Assessment data, there’s a question about self-injurious behavior. It’s sort of an interesting outcome or variable to look at. Specifically for the NCHA, the National College Health Assessment data, there wasn’t a very specific addition to that question to say, without the intent to die, essentially. We know at least among younger people that this kind of phenomenon of self-harm without the intent to die is a very prevalent behavior, but it’s relation to suicide ideation and suicide attempt and ultimately possibly dying from suicide is sort of unclear. So I just kind of present this information about self-harm as, if you think about a spectrum or different sort of risk factors associated with suicide risk, then self-harm might be one of them. 

Rob: Thank you. This person says they’d like to know more about what the next steps in research may be. Where do you plan to go next with your work?

Dr. John Blosnich: In terms of the work I’m doing with the transgender Veteran cohort, and the Career Development Award, a lot of has been now sort of mobilizing the medical record to look at outcomes longitudinally. In that mortality study that I talked about the results from, that was done a few years ago. We didn’t have a direct comparison group. And when you think about how we look at typical mortality, if it’s age standardized, or standardized by sex. For this group there’s also a very high comorbid diagnosis rate of anxiety, depression. And so being able to look at that over time, control for other confounding factors, is definitely on my radar to do. Kind of an enhanced, better mortality study. And to also look at just care over time. We don’t know what happens to Veterans in the VA once they get that index diagnosis of GID or gender dysphoria. The VA is just this really great testing ground to see how does care change over time, and of course while the medical record has a lot of information in it, it is also very limited. So eventually using all of this information to get a good handle on it, but then to eventually include trans Veterans in our research to figure out what, where should we be going, how do we engage them in research, to really help to get an idea of what their care is like, ways to improve their care, things like that. 

Rob: Great, thank you. Quite a few more questions. This person says: I was asked to give a training on suicide prevention for LGBT Veterans at the local VA clinic. How can I go about giving more in-service trainings? I am not a VA employee. 

Dr. John Blosnich: Jillian, would you have some information that might be germane to this?

Dr. Jillian Shipherd: Yeah, so I think probably the best answer is that there is an LGBT Veteran care coordinator at every facility, and if you don’t know who your LGBT Veteran care coordinator is at your local facility, you can email vaLGBTprogram@va.gov and we can look up who the LGBT Veteran care coordinator is at your facility. Those folks are I think really best suited to be able to do a presentation for staff around LGBT Veteran suicide risk and rates. Maybe you can work on a talk together.

Rob: Are you aware of any studies related to conducting research on intersecting, fluid identities? I find it difficult to determine the degree to which LGBT factors impact other factors in research. 

Dr. John Blosnich: That might be speaking to the issue of intersectionality, and sort of the, how multiple identities play out in terms of health disparities. I think that in LGBT research, it’s sort of in its infancy. I know that there have probably been studies that have hinted at this a while ago but the data get very difficult to work with, depending on your sample sizes. If you wanted to, for instance, look at the experiences of African American transgender women and you did a survey of LGBT people, you’d have to get probably a very large sample of people to be looking at those intersections. But I do think that there’s definitely progress being made in LBGT research to have more of an intersectional lens when it comes to understanding the production of health disparities in groups. 

Rob: Thank you. I’d just like to say at this time we have two minutes left officially. But if both or either of you doctors are willing to stay on for a few more minutes we have four more questions. 

Dr. John Blosnich: Sure.

Rob: Great, next question then. Is there any harm reduction advice or programs being advocated to curb the suicide ideation and attempts for LGBT Veterans?

Dr. John Blosnich: I am not aware of anything that’s been tailored specifically to LGBT populations, which sort of harkens to that issue of research. We know that there are definitely effective interventions for suicide such as, speaking about CBT, but I’ve not seen any studies that look specifically whether it may work as is with LGBT populations, or if there’s some sort of tailoring that may work better with them. And again, it kind of gets back to that limitations of our data. 

Rob: Great, thank you. Are there DOD or VA/VHA funding opportunities to research these issues more? I’d be interested in working on a team on this.

Dr. John Blosnich: I don’t know what the kind of the lay of the land for DOD is. In VA, I’m not aware of any that’s very specific to LGBT. I know that we, in terms of a health care system have done, a really great amount of work in suicide prevention. Another thing to remember, or that I would kind of make again a plea for, is that while LGBT populations may not be necessarily- and  let me back this up. So in a sea of competing priorities, LGBT may not be, it may be a harder sell to get just focused on LGBT, you know, and that’s just objectively speaking about not being able to find the population. That can be a big hampering during objective scientific review of a grant application. But LGBT measures can always be embedded in a research project. If you’re involving human subjects, those human subjects most likely have a sexual orientation and a gender identity. So being able to measure them, and as a researcher being very intentional about thinking of sexual orientation and gender identity issues in your sample and making sure it’s an integral part of your science, could be a way of getting more data in grants and grant applications to VA or NIH. 

Rob: Thank you. These last two questions you may have addressed a little bit already and they’re both similar, so I’ll just read through them. LGBTQ youth often exhibit non-fatal self-harm prior to potentially fatal self-harm event. Do LGBTQ Veterans follow this pattern or do Veterans skip right over the non-fatal phase? And the second question by a different person is asking are there any data on self-injury self-mutilation, not suicide, among LGBT Vets?

Dr. John Blosnich: For Vets, I’ll actually handle the latter part of that. I’m not clear. We did that one study from NCHA data that looked at self-harm, but again it was a very rudimentary item around self-harm. I’m not sure, there might be some other studies specifically about LGBT Veterans. I have to preface that that study with NCHA data, that the measure of Veteran status was very crude in and of itself, because it was a question about a history of military service, which is often what we’re left with in a lot of these surveys. That it’s not ‘are you a Veteran?’ it’s basically have you ever served in the active duty US military, or something to that extent. So I’m not really clear on literature on that, but I don’t think there are many studies out there about it. And for the former, the other thing I would caution thinking about, elements of suicide ideation, suicide attempt, and suicide death, is that to really be careful of thinking about it as a progression. Because for a lot of people who think about suicide, they never actually die by suicide. And for people who die by suicide, they have never attempted suicide before. We think about that a lot, in a lot of our older adult studies, where there was never a previous suicide attempt, they just died from suicide. That’s the other thing I would caution about that first part of that question. But I think it was somewhere around self-harm? I can’t remember, could you repeat the first part?

Rob: Absolutely. I’m sorry if I made a mistake in reading those two questions. LGBTQ youth often exhibit non-fatal self-harm prior to a potentially fatal self-harm event. Do LGBTQ Veterans follow this pattern, or do Veterans skip right over the non-fatal phase? And let me please just add as a follow-up, this same questioner sent a comment saying ‘as a transgender Vet I want to thank you for putting on this presentation’.

Dr. John Blosnich: Yeah, thank you, no problem, I mean I love to do it. So I would say we don’t know. There is, I think personally in my opinion, from what we know about Veteran suicide risk, we know that Veterans have a very high risk of dying by firearm suicides. Access to lethal means, especially firearms, is just a massive, massive issue in suicide prevention. It’s one that we wrestle with in VA every day, because we know that our patient population, they’re really well-versed in firearms. And that is fine, and that is cool, but in periods of distress we really have to think about issues of prevention, and that’s not been an easy road to go down. So when we think about a subgroup of LGBT Veterans who may have an especially greater risk for suicide attempt, and to think that on top of their LGBT status, their Veteran status probably also signifies that they’re more likely to probably own firearms. They’re more likely to have firearms in their home, and just in general from a VA perspective we know, and from a suicide prevention perspective in general we know, that firearms play a massive role in suicide deaths. All of that to say I’m not clear if the deaths are higher among LGBT Veterans versus LGBT non-Veterans, even, just because the data aren’t there. But the information we already have around risk factors, I think, is enough to really start mobilizing, and this really should have been happening earlier. That’s a really sort of not eloquent answer to that question. 

Rob: Okay, well that was the last question. 

Dr. John Blosnich: Great, I get to go out on a bang like that [laughs].

Rob: I’ll give you an opportunity to give us any wrap-up comments that you’d like to make.

[bookmark: _GoBack]Dr. John Blosnich: Just thanks to everyone for hanging in there, and even tuning in today just to hear about this topic. Feel free to contact me. My email is there. Again, this is what I signed up to do and I love coming in to work and I love what I do, so I will talk about these issues in even more, if there are other questions that might come up later. But again, thank you for taking the time out of your busy days to listen. 

[END OF AUDIO]
