Cyberseminar Transcript
Date:  May 6, 2020
Series:  Spotlight on Women’s Health
Session:  Current LGBT Health Research in VA 
Presenter:  John Blosnich, PhD, MPH;  Michael Kauth, PhD;  Keren Lehavot, PhD;  Jillian Shipherd, PhD

This is an unedited transcript of this session.  As such, it may contain omissions or errors due to sound quality or misinterpretation.  For clarification or verification of any points in the transcript, please refer to the audio version posted at http://www.hsrd.research.va.gov/cyberseminars/catalog-archive.cfm


Moderator:  As we are just about at the top of the hour we’ll go ahead and get things started.  I’d like to introduce today’s presenter Dr. Keren Lehavot and Dr. John Blosnich.  Dr. Keren Lehavot is a Core Investigator with Health Services Research and Development and an Associate Professor in the Department of Psychiatry and Behavioral Science at the University of Washington.  Dr. Lehavot is a Clinical Psychologist at the Mental Illness Research Education and Clinical Center at the VA Puget Sound Health Care System.  Dr. John Blosnich is a Research Health Scientist with the Center for Health Equity Research and Promotion at the U.S. Department of Veterans Affairs, VA Pittsburgh and Health Care System, and an Assistant Professor at the Suzanne Dworak-Peck School of Social Work at the University of Southern California.  Our panelists for today’s presentation are Dr. Michael Kauth and Dr. Jillian Shipherd.  Dr. Michael Kauth is the Director of the LGBT Health Program under the Office of Population Health Patient Care Services, Veterans Health Administration.  He also serves as Co-Director to the South Central Mental Health Illness Research Education and Clinical Center.  Dr. Jillian Shipherd is a Clinical Research Psychologist at the National Center for PTSD.  And so right now Dr. Lehavot can I turn things over to you.  

Heidi:  Karen, you’re muted.

Dr. Keren Lehavot:  Sorry about that.  I should now be unmuted.  

Moderator:  All right.  I’m going to send you an invite now.  

Dr. Michael Kauth:  And while you’re doing that, this is Michael Kauth, I’ll add that Jillian Shipherd is also the Director of the LGBT Health Program, she has that role.  

Dr. Jillian Shipherd:  Thank you, Michael.  

Dr. Keren Lehavot:  Well thank you all so much for being here with us today.  This is Keren Lehavot speaking and I want to start by acknowledging that this is a very unusual and distressing time for many of us.  I imagine many of us are calling in from our homes.  And I just want to express my appreciation for you taking the time to think about a different issue; a socially vulnerable population that I know all the panelists are very passionate about.  And that may be disproportionally impacted by what’s currently going on in the world.  So I appreciate people taking the time to be here.  

I will start by acknowledging our funders.  Dr. Blosnich’s and I and I’m having a little bit, there we go.  Acknowledging our funders and just confirming that the opinions expressed are that of our own.  

And as a, for a brief outline for today I’ll start out by very briefly providing some definitions to make sure we’re all on the same page.  I’ll discuss current health disparities research what I believe the gaps are.  And a quick summary of currently funded VA research in this area.  And then the bulk of the talk will be Dr. Blosnich and I providing two case studies of current and ongoing work focused on LGBT Veterans.  And we’ll be very happy to have discussion and take your questions at the end.  

So LGBT stands for lesbian, gay, bisexual, and transgender.  And I really want to highlight that I’m using this term as an umbrella term to refer to a very diverse and heterogeneous group of people.  There are many more acronyms we could likely add on to LGBT, like Q, I, A, and the list could go on.  So please know that I’m using this distinct term to refer to a diverse community that shares some similar experiences related to social stigma and discrimination by virtue of having minority, sexual, and gender, minority sexual orientation and gender identities.  Lesbian, gay, and bisexual groups are related by their sexual orientation.  Whereas transgender groups are related by gender variance.  That is in some way having an authentic gender that is not the same as their assigned sex at birth.  And only a subset of transgender individuals meet criteria for gender dysphoria in the DSM, formerly known as gender identity disorder.  So just like sexual minorities when we refer to transgender groups these are a very diverse group of people across the spectrum in terms of their gender expressions, whether or not they’re interested in medical interventions, et cetera.  

Recently the Gallup Poll conducted an estimate of how many people in the United States identify as LGBT.  And that prevalence rate is higher now than it has ever been in our history, at 4.5%.  It’s increased steadily over the last decade.  And researchers believe this is because the younger generation is more and more likely to identify with an LGBT identity.  

And it is very likely that the VA is the single largest provider of health care to LGBT individuals in the United States.  And this is probably the case for a couple of reasons.  One the VA is a national health care system so we care for a lot of individuals across our country.  But there’s also some research that indicates that LGBT people are overrepresented among Veterans.  And there’s various theories and reasons why people think that might be.  But I think those two reasons at the very least highlight the fact that we do care for a lot of LGBT Veterans.  And as providers in the VA there’s really an opportunity there to be at the forefront of providing affirming care and for researchers to do some good work to advance the field in terms of what we know about this population.  

And in many ways since being in the VA myself, since 2010, I really do believe the VA has been at the forefront of LGBT care.  We have two national directives, one for providing health care for transgender and intersex Veterans and another for the provision of health care for LGB Veterans that highlight various ways that nationally providers and all employees in the VA are expected to provide respectful, non-discriminatory care to LGBT Veterans.  

And LGBT issues are also acknowledged in the VHA Health Equity Action Plan.  So we have an Office of Health Equity that’s charged with reducing disparities in health and health care.  And their action plan explicitly acknowledges gender and sexual orientation as two areas that we must attend to.  So in those ways I am really proud to be part of the VA.  And I want to turn to talk about research and where the state of research has been.  

And I’m primarily talking about health disparities research.  So I’d like to say that at least for me when I talk about health disparities I think of that term as referring to health differences between two socially distinct groups.  Where one group experiences some sort of social disadvantage.  And where those health differences are not due to the effects of selection bias.  So with that definition in mind there’s a framework that you see up on the screen that I have found incredibly helpful to use in my own research as I think about advancing health disparities research for LGBT Veterans.  I know in my collaboration with Dr. Blosnich he’s also often used and referred to the same framework.  And that is the generations of health disparities framework.  Which says that when you first start out research in this area you have to start with first-generation research which is focused on detecting health disparities.  And this is actually a complicated question because we want to understand exactly what health disparity exists, for what outcome, and among what populations.  What specific subgroups of populations?  Under what circumstances?  Under what settings?  To really understand how to most clearly identify that health disparity.  And then you would want to move on to second-generation research to understand the reasons for the health disparities.  What are the mechanisms that are driving this?  You really need to understand those mechanisms if you want to do a good job of creating third-generation research where we attempt to provide solutions to reduce health disparities.  As a clinical psychologist we tend to think of these as interventions that can be on the individual level, the community level, the societal level.  And then final fourth-generation research which in health services many of us tend to spend some time in where the goal is to ultimately want to eliminate health disparities and this type of research demands a sophisticated mixed method approach where we can evaluate comprehensive multi-level interventions to really think about both implementation and dissemination.  So with this type of framework in mind I want to talk about what’s the current state of LGBT health disparity research as we understand it.  And I would like to say as an overview from my own experience I think the vast majority of research has focused on first- and second-generation research.  There is some third-generation research, not in the VA, but very, very little.  And in general there really hasn’t been much research at all across the spectrum when it comes to LGBT issues.  And this is an area that has lagged significantly behind other areas of research.  

So to give you an idea in 2011 the Institute of Medicine was charged with conducting a report on the state of the health of LGBT people.  And this is the most recent report still that has been conducted although some time has passed since.  And one of their summary statements that I think is incredibly telling was that most areas related to LGBT health are lacking research altogether or require additional research.  Now of course the entire report went on to summarize what the state of the research currently showed with respect to this question of health disparities for LGBT people.  But it really is so apparent back then when this report was conducted and even today that the state of the research has just really been in its infancy.  I personally believe there are many reasons for that.  I think stigma is a huge reason just as there is a stigma associated with LGBT identity.  I think there’s been a long history of stigma of conducting this work which means that there’s a long way to go.  And a lot that still needs to be done.  

Nonetheless what the report did find and I would say the research in the last 10 years or so has certainly built and corroborated this is that when health disparities are detected they tend to show that LGBT people have worse health across a variety of outcomes.  And this includes access to care and health insurance, poor physical health.  For example, with respect to outcomes like HIV and chronic health conditions like obesity, diabetes, a variety of different types of cancer.  There’s even been research on mortality showing earlier mortality for LGBT people.  Probably the most research that I’m familiar with has looked at mental health and found disparities across the board with respect to things like depression, anxiety, suicidal ideation, and attempts.  And also greater risky behaviors including alcohol, smoking, and drug use.  

Now we’re talking about LGBT Veterans and so when I came to the VA at about 2010, 2011, I was really curious to know what was the current state of the research on LGBT Veterans specifically.  Were they also likely to experience all of these health disparities?  Were they maybe more protected somehow by virtue of being Veterans or Veteran protective factors?  So the first article I wrote on this issue, I wrote with my mentor and now colleague Tracy Simpson that was really focused on lesbian and bisexual women Veterans.  But what we did as part of this article was undergo a literature review to see what studies have been conducted on LGBT Veterans.  

And you see a table on your screen and please don’t squint to try to see what this table says; my purpose in showing it to you is that this is what we came up with for the state of the research on LGB Veteran health back in 2011.  There were maybe a dozen studies that we found that fit neatly into this one page.  Just really highlighting how little had been done focused on this important population.  Now up until 2011 don’t ask, don’t tell was still in place and so the stigma I referred to earlier I think was perhaps especially prominent when it came to doing research on LGBT people who have served in the military.  So we really did have huge gaps in front of us in terms of understanding the health needs of this population.  

Now it’s been nine years since then and so in preparation for this talk I went on PubMed and I just put in the search term LGBT plus Veteran which is by no means a perfect process for understanding kind of the comprehensiveness of the current literature on this topic.  But when I put that in I did see 305 results pop up and my skim read showed that many of them were indeed related to this topic of LGBT Veteran health.  So there has been a lot that has been done in the last 10 years.  And as someone who helps facilitate the LGBT research interest workgroup, as has Dr. Blosnich I can attest to that, that there has been more and more interest in the VA in doing LGBT research.  And that’s wonderful that this field has been growing.  

And yet despite that there remain important gaps in our knowledge.  In terms of what is, what do we understand about LGBT Veterans’ health?  And some of the gaps that I think are important are highlighted on this slide.  Much of the research that has been done lacks a direct comparison group.  So for example in some of my research I’ve collected data on transgender Veterans but I haven’t also collected data on cisgender Veterans to be able to have a direct comparison group to see where health disparities might exist.  So this has been a gap in much of the research that’s been published.  We also have a significant lack of data on subgroups in the LGBT community.  I mentioned that this is a very heterogeneous group and much of the research has often combined LGBT individuals into one category.  So lesbian, bisexual, gay individuals are often kind of thrown into the same group to compare to heterosexual participants oftentimes across gender.  And I don’t think this is because researchers are doing a bad job or not aware of the problems, I think it’s because we have such a tough time recruiting this population or having adequate sample sizes to do the work.  But there are really significant problems with that approach because we know from the civilian literature that there are really important distinct patterns of health across the different subgroups of people in the LGBT community.  And the more aware we are of that the better we can do in identifying which health disparities impact exactly which subpopulation and what interventions might be needed.  Almost all of the research that I’m aware of, especially with respect to LGBT Veteran health has been cross-sectional and hasn’t taken a longitudinal type of approach.  And longitudinal research is really important to understand mechanisms and how things unfold over time.  And then finally we also have very little information about how disparities might shift based on where someone lives.  Whether that’s in a rural or urban area or what part of the country they live.  And I think in VA especially where we’re a national health care system and where interventions can be distributed or disseminated nationally it can be really important to know if there’s a particular need in one particular region or area of the country.  

So taking a brief step back from that you might ask yourself well what is the VA currently doing about this in terms of current ongoing work.  As of right now there are three HSR&D funded studies on LGBT health.  And you can see that on the screen.  I am the PI of one of them and you can see the other two studies listed below.  You can see interestingly that all three of these studies were very recently funded within the last year or so.  Which is, it’s great news that funders are putting kind of more focus and effort into this.  But we certainly have a lot more work to be done and many more studies that need to be done.  I would now like to shift gears and talk a little bit more about my currently funded study to give you an idea of the work that I’m doing to try to help fill some of the gaps that I talked about.  

And this study is called Understanding Mental Health Problems and Health Risk Behaviors among LGBT Veterans.  I have a wonderful group of co-investigators; Jillian Shipherd and Michael Kauth who are on this call and then also Tracy Simpson, Isaac Rhew, and Debra Kaysen.  And in this study we are really interested in recruiting participants in a variety of different subgroups within the LGBT community.  So we can look at their distinct health needs.  So in particular we’re interested in collecting data from 200 participants in each of the subgroups that you see on your screen.  Two hundred heterosexual men and women, 200 gay men, 200 lesbian women, bisexual men, bisexual women, transgender men, and transgender women.  And then we have another catchall category for individuals who don’t fit, neatly fit these labels such as those who might identify as nonbinary or genderqueer.  Now I do want to note that transgender individuals also clearly have a sexual orientation so we can have transgender men or transgender women who identify as either heterosexual or LGB.  And just for purposes of being able to demonstrate the data I have kind of lumped them into distinct transgender categories here.  But we’re certainly aware that gender identity and sexual orientation are separate constructs.  And when you see the heterosexual and LGB categories here those individuals that we’re recruiting are cisgender.  And so again our primary goal with really doing some targeted enrollment here is to be able to speak to the unique health needs and disparities that impact each of these distinct groups.  

And we have three aims in this study in terms of what we want to learn.  And our first aim is first-generation research.  It’s really about being able to detect health disparities.  We want to look at health disparities in particular outcomes that we think are really important both for Veterans and for LGBT people overall.  So depression, PTSD, anxiety, and suicide-related outcomes, and then also health risk behaviors like alcohol and smoking.  And we’re interested in looking at these health disparities across the nine groups that I showed you in the previous slide, over time in a longitudinal design, and also across geographic regions across the United States.  So very basic health, first-generation health disparities research to be able to clearly identify who is at risk, who is at greatest risk for what.  

Our second aim is second-generation research.  Where we want to understand potentially the mechanisms behind health disparities.  And specifically we want to examine a conceptual model that looks at various risk and protective factors and how they might be associated with our outcomes in a minority stressed type of framework.  So up at the top of the slide you see four waves.  And these are four different waves of data collection.  So this is a prospective cohort study where we’re going to recruit these individuals and survey them at baseline and then nine months later and then again nine months later and then finally nine months later after that.  So that we have four different time points of data collection.  And we’re interested in looking at general stressors that all the subgroups experience, their trauma histories, and among the LGBT subgroups the type of LGBT minority stressors that they experience.  We’re interested in seeing how those influence mental health over time.  And then seeing how mental health might impact someone’s ability to cope and their coping motives.  And then finally how coping motives and other types of, those types of factors might impact health risk behaviors.  And we’ll also be looking at a variety of different protective factors; both those related to Veteran identity and LGBT identity in terms of protecting people from potential adverse outcomes.  And we’re interested in looking at this model for each subgroup but also across subgroups to understand as best we can how these things unfold over time for this diverse group of LGBT people  

And finally our third aim is also based in second-generation research where we really want to understand across our various subgroups their experiences with and preference for care.  So we’re interested in looking at their rates of using the VA system for their health care, what barriers to care they experience, and what type of preferences they might have for the care they receive.  And I think about this as second-generation research because it’s really a way of furthering our understanding of preferences and barriers and factors that might help us think down the road about developing patient-centered interventions.  

So now that you have an overview of the aims of the study, I want to talk about like how we’re actually going about doing this and conducting this work.  And I think some of the methodological challenges that we’ve come up against when we’ve thought about how do we fulfill these aims, if this is the study we wanted to do how would we go about doing it?  And I think one potential thing to do would’ve been if we were able to use the VA medical record system to identify LGBT Veterans and then invite them to participate in this study.  I think we would certainly, this is a study that’s based on primary data collection because we have so many variables we’re interested in that are not available in the medical record system but we really need to ask and have the ability to get people self-report on.  But it sure would be lovely if we were able to identify a national sample of LGBT Veterans enrolled in VA to invite them to participate.  And unfortunately in this time period that is not really feasible.  And the reason for that is because we cannot identify LGBT Veterans in our Electronic Medical Record by self-report which is the gold standard for LGBT research.  There’s some complexities around this issue.  For example we could attempt to identify transgender Veterans by ICD-9 or ICD-10 codes for gender dysphoria.  But that’s not a perfect system either.  And identifying LGB Veterans would be much more complicated because there isn’t a code or a self-report item in the medical record.  So when I first went to write this grant or wanted to do this project that was a huge barrier in terms of thinking about how am I going to get this sample.  We looked into potentially using national probability-based panels for collecting our sample.  But that was not feasible either because in any given nationally representative study if you’re not specifically targeting oversampling LGBT people there’s simply not enough of them in any given study to be able to have a robust sample size to do the work that we wanted to do.  And so in any sort of non-random sampling design that you take which I would say the majority of LGBT research has been focused on using non-random sampling or convenient sampling it’s really important to account for potential biases in your sampling approach.  Because you know if we were to go for example into gay bars to collect all of our gay male participants that would certainly, it wouldn’t be surprising if they reported higher rates of alcohol use compared to other groups, right.  And so it’s incredibly important to be aware of sampling bias issues when conducting this type of work and when needing to use a convenient sampling type of approach.  

Which is essentially what we’re doing in my study.  We are collecting our own sample and we’re using non-random methods.  And in particular we’re using two methods.  One is that we’re conducting outreach to community organizations across the United States that serve Veterans and LGBT people to tell them about the study and to try to engage them and have them reach their members.  And with this, this has been an incredible amount of work in my team.  We’ve identified about 2,000 organizations that we’ve been in touch with.  And I would say we’ve had about a 10% response rate where people have explicitly been in touch with us about our study.  And in every organization that we reach out to we make sure that we have very tailored types of advertisements that fit the population that that community is reaching out to.  Currently about 60% of our participants come from this type of recruitment method.  And we are a little bit over halfway our recruitment timeline right now.  The other method that we’re taking is using social media and really primarily Facebook in terms of outreach.  And on Facebook we’re also using tailored ads to try to reach the various different subgroups that we’re interested in.  And as you might imagine trying to get this going in the VA and also with Facebook who has very, very complex rules around advertising, in particular in advertising towards LGBT people.  We’ve had a steep learning curve there.  About 40% of our participants come from Facebook.  We’ve also had a lot of, a steep learning curve in terms of managing hateful comments on Facebook.  And just taking that on I think when we didn’t quite expect all the barriers that we would experience in trying to use these recruitment approaches.  Although thus far they’ve been successful but we have lagged significantly behind in our recruitment goals.  Because it’s just been so very difficult to identify our target population effectively and to get them engaged.  I will also note that we are very specifically not advertising within VA.  So for example we have not done outreach to LGBT Veterans using LGBT Veteran care coordinators.  And the reason for that is because of our concerns about sampling bias we’re worried that if we go into the VA specifically to recruit LGBT Veterans but not heterosexual Veterans that we might then have a sample of LGBT Veterans who report worse health potentially due to our recruitment approach and going through the VA.  So we’ve really taken this alternative approach of trying to use national methods outside of the VA setting to eliminate potential sources of sampling bias to the best extent that we can.  We also build these very elaborate weekly reports where we look at new participants entering our study by a variety of demographic characteristics so that we can ensure that we’re mirroring the demographics of the overall Veteran population to the best of our abilities.  

In general since we started recruitment back in September, this just gives you an idea of what our number of screens every week looks like.  We average about 30 to 40 screens from potential participants every week.  And you see that one huge blip in the graph where we had about I think 530 screens on one particular week.  And that was because of one Veteran organization that is very, very large and active that advertised our study and got us an incredible amount of attention which was incredible for us.  Unfortunately for us nearly all of those screens were from heterosexual male Veterans which is not the target, you know primary group that we’re trying to reach.  So we were not able to kind of meet our recruitment goals due to that surge.  But this kind of gives you an idea of how things have been going along for us.  

And I think briefly the final thing I want to mention about the challenges with collecting your own data like we are when we’re trying to reach LGBT Veterans is that we’re also very, very concerned about ensuring that people are who they say they are when they enter our study.  And that they’re not just doing it to produce fake data or to get paid since there is a monetary incentive for being in the study.  If you were to outreach LGBT or any Veterans through the medical record you might have more assurances that that individual is in fact a Veteran.  And we don’t have that kind of assurance when we use online methods.  So to deal with this our team has a very rigorous approach where we every single day review new screeners and new data that we have entered by our participants and manually review the screens and surveys we receive to ensure that they look to the best of our guidelines like real authentic data.  So if we see illogical non-sensical entries we target that particular entry as being something suspicious that we’re worried about.  We also ask insider questions about being a Veteran in our screener that we think these are things that Veterans would be able to answer but civilians would likely not answer correctly to help us determine eligibility.  And we look to see how long it takes people to complete surveys.  We have a very lengthy one-hour survey and if people do it in less than 10 minutes we flag that as a suspicious survey.  So really this table is just meant to give you all an idea that I think we, in our study we’re trying to take a very thoughtful approach to who is coming into our study to ensure that it’s as authentic nonbiased of sample as possible.  

And the final thing I want to leave you with before I turn it over to Dr. Blosnich is what is my hope at the end of all of this, right.  We’re taking all of these steps to gather this sample and we’re doing first and second-generation research to detect health disparities and understand them.  And I’ll say that for me personally I don’t think I would be doing this kind of research if I didn’t strongly believe that it was going to lead to third-generation and fourth-generation research.  It’s really important to me that this data is translatable to interventions that can actually help reduce health disparities.  So this is a hypothetical table that we included in our grant that I’m going to share with you that just shows how I’m thinking about taking the data and potentially using it in the future.  These are completely hypothetical data, they are not empirical so please keep that in mind.  But an idea would be that let’s say that we find in our aim one that smoking is the highest among gay men across all of our subgroups.  We see that it’s a significant disparity for them.  

And when we look at our conceptual model we find that a history of military sexual trauma and depression are very strong predictors over time of smoking for gay men.  And that social support appears to be protective.  

And when we look at preferences to care that gay men report perhaps they report that they really prefer tailored programming that’s specific to them as gay men as opposed to generic Veteran programming.  So with that kind of data in mind it might help inform the idea for some pilot interventions we might think about.  

For example, we might want to develop and test a group-based smoking cessation program where they can get social support from other gay men.  Where we want to explicitly address trauma history and comorbid depression.  Because we know that those are so strongly associated with smoking for this group.  So again completely a hypothetical scenario but what I hope some of this research will lead to, to help further along the field of health disparities research.  

And with that I will hand it over to Dr. Blosnich so he can share more with you about his program of research focused on this population.  

Dr. John Blosnich:  Thank you, Dr. Lehavot.  Show the screen.  Hopefully that is up and reading to everybody.  Hello everybody I’m John Blosnich.  I just want to reiterate the importance of the work that Keren is doing in terms of primary data collection.  And it’s, it really does fill this void that we experience in VA and we have a mound of data in VA, right.  From our Electronic Medical Record, administrative data, but a lot of us who are health services researchers have this kind of wish list of data that we really need to push our research forward.  And so I think that primary data collection especially with this population is so important.  And in this time I have I’m just going to take you through some of the studies that have come from my HSR&D Career Development Award that really relied on the medical record.  

It is this sort of an alternative to primary data collection.  So there are strategies to, that exists to capitalize on admin data.  Again a lot of you know that there are a lot of positive things that can come from the data that we have including a lot of information about diagnoses, utilization data, the recent bank of data that we have about mortality among Veterans has been a particular asset for this, for LGBT Veterans research.  But there are also a lot of drawbacks, right.  So the data are not, they were never really designed for research and they kind of are what they are.  And especially for the studies I’m going to take you through.  And this classification of cases was really one of the biggest threats to the work that we were doing in trying to find transgender Veterans in VA administrative data.  So really I hope it’s a perimeter, kind of a you know that can insight some ideas for how people might be able to really creatively use data but also be mindful of those limitations and the problems that can come with VA administrative data.

So as Dr. Lehavot said self-identified sexual orientation and in my case self-identified gender identity is really the gold standard for how we find these populations.  Unfortunately the VHA does not have nationwide implementation of self-identified gender identity in our administrative records or Electronic Health Records.  So what my team did was use ICD-9 and 10 codes that are often associated with transgender status.  And I’ll explain to you what that, what that means.  

So our first study a few, this was back in 2011 is when I started in the VA, we really relied on gender identity disorder to look for transgender Veterans in our medical record.  You can see here the two codes that we used in our first study.  And what we found was there was a really high rate of these codes in VA compared to what we might think we would see in the U.S. general population here, you see is denoted as the DSM-IV was in operation at that time.  But I just want to make a clear note here that while the DSM replaced gender identity disorder or GID with gender dysphoria the ICD has not yet replaced it.  I believe there are conversations now with the upcoming ICD-11 but they will be, or there are conversations about getting gender identity disorder replaced with gender dysphoria.  But for the purposes of this talk and because of the time that we were doing these studies I’ll be using gender identity disorder or GID as shorthand.  

So you can see here over time and these are incident diagnoses.  So each year is actually a whole set of new people that we were able to find.  So you can see a really dramatic increase over time in the VA by fiscal year.  That plateau between 2016 and 2017 we did not have a full year of data when, the last time I did this slide.  So this really culminated in a historical cohort of about anywhere between 8,500 to 9,500 Veterans currently that we’ve been working with.  And this is the historical based background about 2000 forward.  

So one of the questions that we had were really how good are these codes for identifying transgender Veterans.  In knowing the absence of data that we faced.  So the idea we had was to really go back to the administrative data to see if there were any other clues and we kind of had to CSI it together.  But we came up with an idea to look for transgender-related terms and phrases in clinical text notes.  So really explicit mentions that would get us closer to knowing whether a patient was truly probably had a transgender identity or not in relation to whether or not they had an ICD code.  So really briefly we found that at the time when we did the study we had to, the cohort was a little over 7,500 transgender Veterans.  The vast majority of them, so almost 90% had some sort of phrase or term in their medical record that was really indicative of the patient likely having a transgender identity.  So this example here, patient is 56-year-old transgender woman.  We had other examples of patient wants to talk about gender-affirming hormone treatments.  So other things that really got us to feel comfortable knowing that we’re sort of on the right track in terms of using the ICD codes to, as a proxy essentially for transgender status among Veterans.  So the next thing we did was to take that algorithm and set it loose on a group of people who did not have any ICD codes, any GID codes in their record ever.  So we set it loose on about, over 22,000 which are non-transgender Veterans we found 246 of them had at least one trans-related term or phrase.  So we had to hand review those and after hand reviewing those 11 of them were deemed transgender.  And those 11 we were seeing the exact same sort of words and phrases that we saw in the GID group or the transgender group.  You know patient is 45-year-old transgender man.  Some very clear mentions there.  And I put here the false-negative rate in quotation marks because this isn’t a true sensitivity specificity study.  Because again we were lacking that gold standard of self-identified gender identity.  But this was just one example of us really trying the best that we could with the data that we had to interrogate the methods that we were using to try to find this group.  

And so now that we’ve been able to aggregate a cohort we’ve been able to learn a lot based on the data that we have in the VA.  So this example here is from a project that was funded by the National Center of Homelessness Among Veterans.  We found unsurprisingly that the, that transgender Veterans were much more likely to experience housing instability than non-transgender Veterans.  And the definition of housing instability for this study was either a positive screen for housing instability because the VA is very unique in terms of its universal screening for housing instability.  Or the use of a VHA homeless program.  Because VHA does actually have a large suite of supportive housing programs that it can offer to Veterans experiencing housing instability.  So we weren’t necessarily surprised by this because the non-Veteran non-VA literature has documented a clear disparity in prevalence of housing instability to homelessness among transgender and non-transgender individuals.  But here we were able to just show that it exists in the VA as well.  And it’s a major problem in the VA for this population.  

My own sort of real focus in transgender Veterans has been in suicide prevention.  So this study, this is kind of the, one of the last studies we’ve been doing with the data that we’ve unmasked from my CDA was looking at the hazard of death by suicide for this group.  Mortality data for LGBT populations is incredibly scant because nowhere, the U.S. or I’m not aware of anywhere in the else in the world, actually collects sexual orientation or gender identity at the time of death.  So as Dr. Lehavot mentioned a lot of our research is about health risk.  But there’s not a whole lot out there about mortality to know if there are really pronounced differences in causes of death.  So here you can see we were able to capitalize on the recent mortality data repository that’s available in the VA to look at the hazard of suicide between transgender, we had a non-transgender kind of comparison group that we drew.  And we found that transgender Veterans had almost three times greater hazards of death by suicide.  And that their average age of death by suicide was much younger.  This isn’t necessarily surprising either because we also have learned that transgender Veterans on a whole are younger on average than their non-transgender peers.  But still, but they’re having more years of potential life loss because on average, the average age of death of suicide is so much younger than what we’re seeing in the general VHA population.  

We’ve also been able to look at transgender Veterans at the intersection of identities.  So we know that among transgender Veterans there are really important disparities that we’re only really beginning to learn about.  And that the Veterans who stand at these intersection of identities really face a unique and kind of multiplied burden of oppression and stigma.  So this is one example that you know looking at the group among transgender Veterans there’s still a racial and ethnic difference in terms of prevalence of housing instability.  You can see here that compared to white transgender Veterans, black or African American transgender Veterans were over two and a half times more likely to experience housing instability.  So major, well we know that there are major differences between transgender and non-transgender Veterans there are still some very important differences among the population of transgender Veterans that again we are only beginning to learn about.  

So there are a lot of limitations to EHR and administrative data that I’m sure a lot of you are aware of but you know specific to the studies I’ve presented here this is very likely, this population I’d say about anywhere between 8,500 to 9,500 transgender Veterans is likely an underestimation because again we’re relying on these ICD codes.  And as Dr. Lehavot said previously not every transgender person needs or wants or has to have one of these codes in their records.  So we’re missing all the transgender Veterans who don’t have these codes.  Who, you know we just don’t have the ability to find them because we don’t have self-identified gender identity just yet.  We really lack important data about social-environmental causes of disparities.  Again going back to Dr. Lehavot’s study and looking at these mechanisms again why it’s so important for that primary data research to take hold is that it’s so much that we can learn about from the administrative data that we have access to is still really limited when we think about populations that are oppressed and stigmatized who really have a lot of social stressors that just aren’t picked up in a medical record that can really help us to understand why we’re observing these differences.  Whether it be in differences of diagnoses or health outcomes or even health care utilization.  And then we also don’t have any data about transgender Veterans who are not engaged with VHA care.  You know it just again, there’s so many areas and so many subpopulations here that we, we’re just still struggling to learn about and really having to circle the wagons and think about what are the best strategies for really improving what we know in terms of health disparities research.  

And so with that, I’m going to go ahead and turn it over to Doctors Kauth and Shipherd to talk about some of the, you know Dr. Lehavot and I do a lot in health services research in partnership with Doctors Kauth and Shipherd but there’s also a wealth of programming that the VHA has developed that’s super unique.  That I’m really excited for you all to hear about.  And I’ll turn it over to_ 

Dr. Michael Kauth:  Yeah.  This is Michael Kauth, thanks John and thanks Keren.  I want to say thank you for the work that you’ve been doing over the past several years.  We would be in a much poorer position without the hard work that you’ve done in your research over the last several years.  We’re very, very grateful to that.  So we’re very happy to work with you because you’re doing the hard work out there.  There are a lot of limitations to what we know right now.  And I’m looking forward to a day where we can get past us looking at lumps of people, of LGBT Veterans, or just transgender Veterans and can get down to the more nitty-gritty kinds of issues that smaller groups within that category experience.  And what pressures they’re under and how we can better address their particular needs that may be missed as we’re looking at people in aggregate.  So I know we’re going to get there.  It’s going to take a little while.  Research is very slow if you do it right but you get much better answers that way.  So while we still have much more to learn I’m very grateful to have folks like you two and others who are working in this area.  Let me stop there and give Jillian a chance to jump in.  

Dr. Jillian Shipherd:  Absolutely, I couldn’t agree more.  You know it is impossible for us to do the work that we do in the LGBT Health Program without the data to back us up.  And obviously Dr. Lehavot and Dr. Blosnich have been at the forefront of that work.  But those of you who are on the call who are interested in LGBT health research we are very eager to hear about what you want to do and to potentially even partner with you in your applications and just trying to get a better sense for what folks are interested in out in the field.  And we also want to make sure that we’re providing all of you with support.  On the screen you’ll see there are two SharePoints.  These are internal to the VA.  These are information repositories specific to transgender health and LGB health.  And on there are some suggestions about how to assess for sexual orientation and gender identity in your research.  So even if LGBT health is not your primary focus maybe you’re a researcher in another topic area like substance abuse or trauma exposure.  Maybe even just including these demographics in your assessments so that we can learn from you in the areas that you’re interested in about LGBT Veterans versus non-LGBT Veterans.  We would love to hear about that work as well.  We’re also aware that many of you might not be primarily affiliated with the VA so we’ve also included our externally facing website.  And our email address here for those of you who are interested in learning more about the program or for contacting us.  And one of the things I do want to point out is on the website you can find your LGBT Veteran care coordinator who is the person at your VA facility who is charged with helping the facility address LGBT health disparities.  So if any of you are interested in doing, learning more or connecting with local LGBT health resources I encourage you to look up who your LGBT Veteran care coordinator is either on the SharePoint sites or on the websites.  

Dr. Michael Kauth:  Yeah.  And I want to reinforce something Jillian said though your research may not be primarily focused on LGBT issues you don’t know that there may be some health disparity within the population that you’re looking at unless you ask those questions.  And I strongly encourage you, Jillian did too, include questions about sexual orientation and gender identity in your research, they’re social determinants of health.  And they may tell you some very interesting things that you haven’t thought about.  And I know we’ve got just a few minutes left this might be a good time to just stop and see if folks online have questions for any of us.  

Moderator:  Hi everyone.  Yep.  So there are quite a few questions.  So I’m just going to start reading them sequentially.  So our first question is, do you see LGBT focused research increasing at the VA?  

Dr. Jillian Shipherd:  Yes.  

Dr. Michael Kauth:  Yeah.  Definitely.  I started in the VA in 1992 there was nothing going on and research was actively discouraged in this area.  In fact working in the area of sexuality as a clinical focus was not encouraged.  Because it was just not something that people were comfortable with.  Things have changed a lot.  And primarily since the repeal of don’t ask, don’t tell.  

Dr. Jillian Shipherd:  Agreed.  

Moderator:  Great.  And our next question is, should all research collect data on sexual orientation the same way we collect data on gender, age, race, ethnicity?  

Dr. Jillian Shipherd:  Yes.  Yeah this really gets to the point of, that we were trying to underscore.  That you know even if LGBT health is not your primary focus this is a demographic variable, it’s a social determinant of health, and we should all be assessing sexual orientation and gender identity as a matter of course in our research.  

Moderator:  And sorry, one second, how do you define social support?  

Dr. Jillian Shipherd:  I think this person is referencing something that was on Keren’s slide about protective factors?  

Dr. Keren Lehavot:  Yes, I would assume so and actually this could be a long conceptual answer.  But we’re using some measures that get at the sense of people self-rating their own perceptions of whether they have adequate social support from friends, family members, and significant others.  So this is, kind of there’s a wide field of social support that looks at how protective that is particularly for mental health outcomes.  And you know you might be concerned with a minority group as to whether they have adequate social support.  Whether they have enough people in their lives who are there to be emotionally supportive of them.  We also have some measures that get at instrumental support like do you have somebody around to help you if you’re sick or if you need to pick up a prescription.  So there’s lots of different ways to measure social support and we’re primarily interested in emotional and instrumental support that’s perceived by the individual.  

Moderator:  And this next question I believe it’s also towards, for you Dr. Lehavot.  It’s, sorry it’s, how did you capture suicide?  

Dr. Keren Lehavot:  We are including some self-report items that ask about suicidal ideation and attempt both historically and within the timeframe that we’re surveying people.  

Dr. Jillian Shipherd:  And then I think John probably has a different answer to that because he was actually looking at mortality data.    

Dr. John Blosnich:  Yeah so we used the mortality data repository that uses, it’s a partnership sort of between the VA and the National Death Index to get mortality data on cause and manner of death for Veterans.  And for suicide morbidity sort of the ideation and attempt data we relied on either ICD codes or data from SPAN which is the Suicide Prevention Applications Network data.  And those data are populated by the suicide prevention coordinators.  

Moderator:  Thank you.  Okay.  Are there areas of the country where VAs do more LGBT Veteran-focused research than others?  

Dr. Jillian Shipherd:  This is Jillian, I’m hoping that that is not the case because we do know that there are LGBT Veterans everywhere.  And while there may be differences regionally and lived experiences I would hope that we would have folks who are interested in this work all over the country.  That said, you know Keren put up the currently funded projects on the slide and those folks are located on either coast of the country.  So there are no funded PIs located in the center of the country.  But that said, you know Keren’s work is taking place nationally so there is that.  

Moderator:  Okay, so this next question is, pride and sexual gender diverse identity status and social connection are known protective factors in minority stress models.  How do you anticipate Veterans identify and culture may positively or negatively affect these possible protective factors?  

Dr. Jillian Shipherd:  That sounds like a question for Keren.  

Dr. Keren Lehavot:  I’m unfortunately not sure I entirely understand the second part of the question.  I mean I can say that I really fully agree with the comment that this individual put forward that how one views their identity, pride in their identity, how connected they are to their community can have a really important protective factors in terms of promoting someone’s health even in the face of adversity and minority stress.  And so we were very careful and thoughtful to select measures so that we would be able to look at that.  And look at those as moderators in our statistical models to see if they are protective.  So that is what we plan to do.  And if there’s a part of that question that I’m missing please feel free to reach out to me.  I’m sorry if I didn’t kind of fully capture what you were looking for.  

Moderator:  So we have time for just about one more question.  Can you collect data about sexual orientation in administrative data?  Giving the potential privacy and trauma implications of doing so?    

Dr. Jillian Shipherd:  Yes, we can collect it.  

Dr. Michael Kauth:  Yes.

Dr. Jillian Shipherd:  We, we have been arguing that that should be happening nationally for many years.  As I’m sure many of you know changing the Electronic Health Record is a bit of a bear, it’s a multi-steps process.  But we do think that asking all Veterans routinely about their sexual orientation is absolutely best practice.  And that is something that’s listed in Directive 1340 which is the directive on LGBT health that was shown earlier.  Michael do you have more to say.  

Dr. Michael Kauth:  Yeah.  I would say we’re a health care organization we’re used to asking people very sensitive questions.  And this isn’t any different.  It’s just one that makes other, a lot of people uncomfortable because they’re not used to talking about sexuality.  But that doesn’t mean that it’s not important.  It is very important.  And we have missed that.  We have missed addressing the connection with sexuality and health because we’re uncomfortable asking the question.  Not because we’re really worried that that information is going to be misused.  We can do it and we can do it well and we’re going to do it.  It’s just taking a little time getting those fields built into the record systems.  They will be in the Cerner system once we begin launching that.  But it will take a while for Cerner, the new Cerner record system to completely rollout through, across the country.  

[bookmark: _GoBack]Moderator:  All right.  Dr. Lehavot, Dr. Blosnich thank you very much for taking time to prepare and present today.  And thank you Dr. Michael Kauth and Dr. Jillian Shipherd for being here.  This is for attendees when I close this meeting out momentarily you will be prompt with a feedback form.  Please take a few moments to complete that form we really do appreciate and count on your feedback to continue delivering high-quality Cyberseminars.  Thank you everyone for joining us today’s HSR&D Cyberseminar and we look forward to seeing you at a future session.  Have a great day everyone.   [ END OF AUDIO ]
