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Moderator:  And I’d like to introduce our presenters at this time. Speaking first we have Dr. Bevanne Bean-Mayberry, she works at the HSR&D Center for the study of healthcare innovation, implementation and policy at the VA Greater Los Angeles Healthcare system. She also works at the—as a professor at the David Geffen School of Medicine at the University of California in Los Angeles. Joining her in speaking second we have Dr. Paula Schnurr she is the acting executive director at the National Center for PTSD at the White River Junction VA Medical Center and a research professor of psychiatry at the Geisel School of Medicine in Dartmouth.
And at this time I’m going to pull up their slides and Bevanne as soon as you see the slides pop up just let me know.
Dr. Bean-Mayberry:  I see them now.
Moderator:  Excellent; I’ll turn it over to you.
Dr. Bean-Mayberry:  Thank you so much Molly for having us present today. I’m Bevanne Bean-Mayberry at the Greater Los Angeles Health Services Research Center of Innovation and an Associate Professor—not a full professor at UCLA. I want to thank Molly, HSR&D and also our women’s health research consortium and TBRN who supported our work and the society of general internal medicine who helped support this talk.
So this talk is using lessons from VA’s improved care for women with mental health and trauma history. And I’m going to give an overview to give the context for patients who are going to talk about and some of the research that has been done.
Go to the next slide. Goals—there will be two sessions for this talk. This is the first session where we will do the overview of women Veterans, we will also cover mechanisms of trauma that impact on health and interventions in primary care for the treatment of PTSD. And then in the second cyber seminar our colleagues will cover gender differences in trauma and PTSD, trauma prevalence and re-traumatization issues and health interventions for trauma and primary care and the relevance for trauma research and its findings for primary care practice both within and outside of the VA?
And so to get a context for who is in the audience let’s do the first poll question, what is your primary role in VA?
Moderator:  Thank you Dr. Bean-Mayberry. We understand that a lot of you wear multiple hats while working at the VA but if you could choose your primary role that would be helpful and if you are selecting other, please note that at the end of the presentation we will have a feedback survey which has a more extensive list of roles; so you may be able to find your specific ones at that time. So it looks like the answers are still streaming in; that’s great. So we’ll give people a little bit more time and once they level off Bevanne if you’d like to speak through those real quick that’d be great.
Dr. Bean-Mayberry:  Okay I’m looking right now so it looks like the majority of the participants are either researchers or clinicians within the VA. Within a few more—I’ll say 10 to 15% that are managers or policy makers, students and trainees and then other.  And let’s go to our next slide. In what setting do you usually work with women Veterans?
Moderator:  Thank you; it looks like we’ve got a very responsive audience today which we really appreciate; it does help the presenters tailor their talk a little bit more to who is attending today’s presentation. And it looks like the answers have stopped coming in so I’m going to go ahead and end the poll if you’d like to discuss those real quick.
Dr. Bean-Mayberry:  Looking at the responses from our participants it looks like the largest group are our researchers here in VA. And then our clinical mental health providers and staff and our primary care providers and staff, with a few more that are admin and other or a few that may not be working with women Veterans currently which is fine. So we’re going to go to the next slide.
So let’s start the overview and just give the context for women Veterans. Women Veterans nationally represent about 1.8 million persons of the 22 million Veterans in our country. And they are the fastest growing cohort of Veterans. In addition to that when you look just within the VA system VA serves 5 million unique Veterans so that’s 5 million individual persons who are Veterans. And women Veterans comprise about 7% of this VA user population and we know that at different sites it may be growing much faster. But when we look at the returning Veterans those are Veterans who have been part of operation enduring freedom within Afghanistan, operation Iraqi Freedom and Operation New Dawn posters to conflicts. About 55% of women Veterans who are returning use VA care, which is a huge proportion of those coming back into civilian life.
And when we look at women Veteran VA users we need to understand how many women Veterans use the VA, but also what’s the age distribution of these women Veterans and how do these women Veterans differ from the men using our system and how do they utilize the system? Is that different from the men? And most of these data are coming to us, are provided by the women’s health evaluation initiative within VA Paola Alto, health services, research center of innovation. And so we want to thank them because they provide this information which is cleaned and called for both our policy makers and our researchers.
So first number of women Veteran patients that the VA is seeing? This slide is a bar chart demonstrating how the numbers have grown from fiscal year 2001 through 2010. And if we start at the left side with the first golden bar we see that the number of women Veterans in the system was between—was around 175,000. And then as we move over the decade we see that the numbers then surpass 300,000 when we get to fiscal year 2010 and it’s still growing. So that gives you a little bit of a context of what’s gone on in the last—in the prior decade.
Now let’s look at the age distribution of women Veterans. When we look at the dotted line which should be gold. When we look at the dotted line and we look across the age spectrum what we used to describe for women Veterans is that they had a bi-modal population distribution. That was what I learned when I was a fellow. And so that meant that there were two peaks that were present; one that was present at approximately 50 years of age and another that was present at approximately 80. And so this kind of defined our World War II cohort of women who were in our system and our post Vietnam era of women who were in our system. Then what we find when the—when we looked at age distribution again with our more recent and larger population of women Veterans it’s actually a tri-modal distribution. We see our older, aging Veterans who are now—from World War II who are now nearly 90 or above and then we see a very large peak in middle adult hood which will include a little of Vietnam and then post Vietnam. And then we see this third peak of our younger women Veterans that are right there between 20 and 30, which are many of our returning Veterans who have been deployed and also note that within returning Veterans who have been deployed there is a middle age group that had been in reserve, reserves or National Guard who got activated and are now coming into our system. Next slide.
Now we’re going to step into the age distribution and look at how women compare to men. So looking at this histogram what you find is that when you look at young adult, middle adult and older adults women the first bar chart on the left are comprised of mainly that 18 to 44 and 45 to 64 age group; that’s over 80% of our women. But when you look at the men as many of you may already know a large proportion of them are 65 and older because that fits our Vietnam cohort of men who are aging in our system. But there is a middle adult cohort of men that are in our system between 45 and 64. And then just a smaller fraction that are younger. So this is good to keep in mind men are primarily middle adulthood and older adulthood so I hate to say 65 is older. And then our women are young adults and middle adults.
Now let’s look at service connected disability status of the women in men who use the VA and we’re showing this slide so we just get some context data because this is a hot issue in the press, but we just want to have information about our patients. And so on this slide you can see that the white on each bar chart is no service connection or at least no service connected disability rating at the time these data were taken. And for women over half of the population being seen within the VA does have a service connected disability rating and that’s something to keep in mind that many of the women using our system are women who have documented service connected disabilities. And also with the men over 40% of the men coming in have also—will also have documented service connected disabilities. And so these are people who our system was built for in addition to people who don’t have them but need us for care. Next slide.
Now we’re going to look at how women may use the system, what kind of clinic visits do they have? These are called outpatient encounters. When we look at the proportion of women Veteran patients by just number of outpatient encounters in fiscal year 10 what we find is that nearly half of the women using our system at fiscal year 2010 had 12 or more encounters. So we would describe this as patients who have probably high utilization of our system. They’re coming in and they’re coming in often to get care. Now this side is very general, they can be coming in for all different types of reasons whether it’s primary care, mental health care or specialty care or a combination.
Now we’re going to look at a portion of women and men that are in outpatient mental health and substance use disorder encounters. When we look at this slide remember that on the left are the women, on the right are the men. The white means zero encounters and then what we’re going to focus on are the two lower parts of each bar chart, the gold and the blue. When we look at those persons who have greater than six visits in mental health or substance use disorder type clinics you find that 15% of the women and approximately 9% of the men are having these larger number of mental health and substance use disorder encounters. And so that’s just to keep in mind that there is sub group of both are women and men, slightly larger group are women who use—use the VA frequently and use it for mental healthcare, which may be general mental health care, specialized mental healthcare, substance use disorder.
And so what are the key points on the next slide that I want you to walk away with? I want you to walk away with these four that the population of women Veterans in the VA has nearly doubled, that the age distribution has shifted and women Veterans are younger when they come into our system and the bulk of those who are in our system are younger. I want you to also know that women in VA are more often service connected so they qualify for care and they’re supposed to use our system. I want you to also understand that compared to men in VA women used primary care often and used mental healthcare often and with higher frequency. And so those are the main points I want you to use as the backdrop for the rest of our presentation. Next slide.
And then I just want to thank the people who helped support these data and this work. And now I’m going to transition it over to Paula so that she can get into more of the details for mental healthcare in women.
Dr. Schnurr: Bevanne, thank you, that was a very nice introduction to provide a context for what I want to talk about. I actually could—if I could flip the slide to the last slide and say my thank you’s to many of the people there HSR&D and the women’s health research network have been incredibly important in advancing the kind of issues that we’re talking about today. I also need to particularly thank Molly for her absolutely stellar support on the technical aspects of this.
Now I want to talk about the implications of PTSD for women Veterans treated in primary care settings. This is an important topic that I think I’m going to try to give you a different angle on than you may be used to seeing. First of all just to make sure we’re on the same page basic facts about PTSD. Exposure to traumatic events such as assault, accidents, disaster in combat is common. We estimate about 50 to 60% of US adults and a much higher percentage of Veterans have had some kind of exposure. Now most people have symptoms after a traumatic event, they have intrusive memories or nightmares, they avoid reminders, they’re hyper aroused. Yet most people recover, but some don’t. And so PTSD is diagnosed when the symptoms are severe and characteristic of four clusters and persist for at least one month and those clusters are re-experiencing, avoidance, alterations of cognitions and moods such as guilt. For example were numbing and hyper arousal.
Now PTSD is a women’s health issue. The data on this slide presented information about the prevalence of PTSD in the general population on the left and then in VA patients on the right. The women [audio disruption] for lifetime PTSD and current PTSD, and Molly I click on this little arrow here to get a cursor, right?
Moderator:  Yes, you got it.
Dr. Schnurr:  Okay and now I have to figure out how to drive this but here we are. So the green bars indicate women, the blue bars indicate men and for lifetime PTSD and current PTSD you can see that the prevalence is much higher in women. Roughly when you adjust prevalence data for various factors including traumatized women still wind up being about twice as likely to have PTSD. Now there’s a caveat here which is that it’s always appeared that this might not be true in Veterans but it’s been very hard to compare men and women because until the current conflict the traumatic exposures of men and women differed a lot. Women tended to have more sexual trauma and assault and those are the traumas that are especially likely to lead to PTSD. Data coming out of research by some of the people on the phone in fact, it’s suggesting that with respect to combat that men and women are much more likely to have comparable responses.
Now when you flip over to the VA population, overall the prevalence in 2013 for men was 9.3% and for women was 13%. So in our users we are seeing the same pattern that we see in the general population. A higher prevalence of women but in the population that is going to become our primary population as the years unfold, the prevalence is higher in men than it is in women. And this is probably due to a variety of factors because many, many factors determine whether a person develops PTSD. Not only the traumatized but the characteristics of an individual their age, the recovery environment and so on.
Anyway PTSD is a women’s health issue but women’s health is a PTSD issue. This slide shows that the prevalence of physician diagnosis is elevated in women and also in men with PTSD. Now first of all what you’re looking at here is that data suggests that the occurrence of somatic syndrome such as chronic fatigue and irritable bowel is higher in people with PTSD. You’re looking at the odds of disorder, chronic fatigue and irritable bowel relative in people with PTSD, PTSD plus depression or complex PTSD which has PTSD plus disassociated symptoms in problems of emotion regulation that the prevalence is elevated relative to people who don’t have a mental disorder. For example the odds of irritable bowel are four times as high in people with PTSD, six times as high in people with PTSD and depression. This happens to be a data set based on women who are Medicaid users by analysis by Julius Seng.
So it’s probably not a surprise to see somatic syndrome associated with a mental disorder. But the fact is is that it’s not only the somatic syndrome, it’s also what you might think of as more real disease. You see the same pattern applying in the study for circulatory disease and respiratory disease. People with PTSD, PTSD plus depression are complex PTSD all have an elevated risk of these physician diagnosed disorders.
And so the goal for the presentation, I’m going to see if I can move this thing out here, there we are. Is to increase understanding that trauma and PTSD are related to poor health and to increase awareness about the implications of this for women Veterans who are treated in primary care. And then also to increase knowledge about treatment options for women Veterans with PTSD and primary care.
So I would like to ask you to complete this poll question, in general I think Molly are you getting that set up? I’m seeing the last poll question come up --
Moderator:  Yeah I’m getting it set up just now.
Dr. Schnurr:  I think I’d really like to know your take. I recognize the names of many of you on the phone and I know you have a great deal of experience; I think I’m citing your work. I’d like to know about your experience in treating women Veterans with PTSD.
Well okay the first two respondents have—I was going to say have really summed up what I expected to find, but I’m telling you my hypothesis before the data are in.
Moderator:  Just so everybody knows these answers are anonymous; so don’t be shy to get your opinion out there. And we’ll wait until some more people have responded; it looks like we’re getting a few more people getting in. And Paula when you see those level off you can feel free to talk through them real quick.
Dr. Schnurr:  I think I’m seeing they’re leveling enough. So the question is in general I find that treating women Veterans with PTSD, most people are saying it is sometimes or usually more challenging. And I think that the data I’m going to show you may help explain why that’s so. So Molly if we can move back to slides that would be great.
So just a bit more background. Building the case for looking at PTSD. First of all there’s a large literature showing that traumatic exposure is associated with poor physical health, it is also associated with worsening of pre-existing medical illness and the development of illness. In a classic study Vince Felitti found that a higher amount of traumatic exposure was associated with increased odds of disease in adults with four types or more of traumatic childhood events. He was counting events that were both classically traumatic like being assaulted as well as losing a parent, having a parent go to jail and so on but very stressful events and very traumatic events. And what you’re looking at here are odds of disease in people as a function of number of events versus people who had no childhood events and what you can see is that the—that people who had one or two or three events generally had comparable odds of diabetes for example, compared to people who had no events. But the risks started to increase in people who had four or more. And across all the disorders they looked at there were a lot of outcomes in this particular study; it was the people—it seemed to be a breaking point between three and four types of events.
Trauma is even associated with increased mortality. The data here come from a study of survivors of the Civil War in Lebanon looking at 10 year mortality and what the investigators found is that mortality due to cardiovascular disease and all caused mortality was elevated in the civilians who had more events. Again in this case the breaking points seem to be somewhere three to four things started to move and up to five. The pattern was also similar in men and women in this study. So we know that trauma is associated with a variety of types of disease outcomes.
But in order to understand this I started working back in the early 1990’s with Jessica Wolf on this problem and then with Matt Friedman and Bonnie Green and others on trying to understand this. We’ve evolved a model to help explain how this all comes together and it starts with a traumatic event leading sometimes to disease or injury; so affecting health directly. This is certainly the case in many of our returning Veterans. But trauma is an event external to a person and people have a variety of reactions; so the idea behind our model is that it’s the stress reaction very specifically PTSD, that makes a difference and that the effects on health are largely mediated by this distress reaction in the form of PTSD.
Now again, I know in the cohort we’re treating and the cohort you’re treating that many of them have the direct injuries related to their war zone trauma in addition to the psychological injuries. But that’s not always the case. I also know that many people think that mental disorder—there’s evidence that mental disorders are associated with illness behavior through attentional processes, through somatization, through noticing ones’ symptoms perhaps through somatic expression of the symptoms. That happens but our argument is and I think the data suggests that people really are sicker. And in order for people to get from the PTSD to disease we propose that it’s the psychological, biological and behavioral changes associated with PTSD that are the drivers, that are the mechanisms. Something that I probably will repeat and if I don’t its worth repeating is that in this model health behavior such as smoking and drinking are not compounds, they’re mechanisms. I think that’s very important because in terms of intervention it’s actually something you can do to help patients who smoke, who are over weight and so on.
So the evidence that has emerged especially since the early 90’s is quite robust showing that PTSD is associated with poor physical health across the continuum of outcomes from poor health perceptions and physical functioning, more medical utilization, higher morbidity, higher mortality and that the effects are unique and not due to co morbid disorders or health behaviors even though co-morbid disorders such as depression and health behaviors such as smoking do partially mediate the relationship between PTSD and poor health.
So here’s an example of some of the kind of data we have. This is an expansion of the slides from Julia Seng’s study. Now adding a depressed group as well as people who have other mental disorders and a wider range of outcomes. And what you’re looking at again is odds relative to people who don’t have a mental disorder; all of these bars are statistically significant. So people with any mental disorder have an increased likelihood of infectious disease, neoplasm, endocrine disorder and so on. What I like about this study is that the sample size was so large that Seng was able to look at PTSD alone versus PTSD plus depression. You can see there’s some added value and many studies do find that PTSD and depression is especially likely to lead to poor health, but at the same time PTSD alone is across the board. Complex PTSD which you might see in the form of very complicated and difficult patients most likely these patients are engaged substantially in mental health care but they may be also seen in primary care. They may have an especially high likelihood of disease.
Now the effects of PTSD on physical health in men and women are generally similar. I know this is a women’s health symposium, we’re talking about women’s health but the data suggests that generally the effects are similar but there’s some evidence that the burden may be greater in women than it is in men. A study by Susan Frayne, Rachel Kemmerling and others that was published in JGIM a few years ago looked at a cohort of OEF/OIF Veterans who were seen in VA. And here what you’re seeing is the number of medical conditions that people had—the function of whether they had no mental health problem or mental health problem. So in the men on average the people with PTSD had one more problem, one more health condition. In the women, and this parallels with Bevanne was showing you perhaps about the primary care visits. The women with PTSD had almost three more health problems than the women without PTSD. So this suggests that we perhaps in our patient population the burden may be greater; we need more research on gender differences. So the jury is out in terms of definitive conclusions here and I think that probably at this point similarities are the rule but they are—but there are exceptions.
So these are correlation data, we can’t randomly assign people that have PTSD. And so it’s incredibly important if we’re trying to build a causal model that we have plausible mechanisms to help explain the theorized causation involving PTSD. And in fact there are many correlative PTSD that could affect health. Biological factors, especially cardiovascular reactivity and on and on make hyper arousal also disturbs sleep, which can have very significant effects across a range of systems. Behavioral factors as well; I mentioned smoking and obesity; so lack of exercise, poor diet and psychological factors, depression, hostility, which by itself is associated with adverse cardiovascular outcomes and poor coping. There’s a lot of factors, these are only examples here that could serve as the mechanisms for the theorized model.
But most of the changes we see are subtle and so how could they promote the disease? For example there’s altered HPA access function in PTSD. But the values are in the normal range. And the data furthermore—some data suggests that people have elevated scores. Some people—some data suggests that people have lower HPA access function but the upshot is that these are not out of range values. Likewise for thyroid function, for cardiovascular reactivity, again none of these by itself could explain how people get to disease.
Another example of the kind of correlates that we have that could plausibly explain the poor health outcomes associated with PTSD. These are data from Beth Cohen on OEF/OIF Veterans looking at the odds [audio disruption] these cardiovascular risk factors in this column as a function of other mental health disorders in PTSD in men and women. And so I think what you see here is that both PTSD and other mental health disorders are associated with increased risk of all of these factors, tobacco use, hypertension, dyslipidemia, obesity, diabetes. The effects are somewhat higher in people with PTSD; in the people with PTSD a few of them perhaps build the case for elevation in women but I think I read this slide as perhaps suggesting that the relationship is stronger in PTSD than it is in other mental disorders and comparable in men and women.
So we have a plausible case for the correlate combining but as I said most of them are not by themselves as individual factors able to account for the relationship between PTSD and health. And so we have proposed that allostatic load could explain how subtle alterations could result in disease. And let me explain a bit about what allostatic load is, if that’s a new concept. It’s defined by McEwen and Stellar as a strain on the body produced by the repeated ups and downs of physiological response as well as the elevated activity of physiologic systems under challenge and the changes in metabolism and wear and tear on a number of tissues and organs. It’s the small stuff over and over again. Our bodies can only take so much.
So the model with allostasic is that we essentially—I mean we’re built well. We have dynamic regulation of bodily systems there’s not only homeostasis maintaining strict control but we’re responsive to environmental demands. But we can only take so much and the idea with allostatic load is that there’s a breaking point when there are too many demands repeatedly that the body wears down.
So in research studies that have been done to date allostatic load is conceptualized as an index, usually a count of high value, the not necessarily clinically elevated values but a count of high values to index the load. So in one study by Dora Glover the count, the sum of 10 high risk indicators and they just defined as based on the population who was in the top quartile. So people who bmi greater than 28.4 or that’s somewhat elevated, that’s certainly not where I think we would want someone to be for health. But a diastolic pressure above 79. Again that’s much closer to a normal value, systolic again somewhat elevated and so on. Most of these values are not completely, again, by themselves would not be likely to cause disorder. But taken together as an index of load they might. And studies have shown in disorders other than PTSD that allostatic load can prospectively predict poor health outcomes in older adults, also in children you can see the same kind of finding. And so there’s a diversity of populations and outcomes that seem to prove the concept.
Now the study here, unfortunately this slide did not survive the translation to the screen so let me talk you through it. This is a study of mothers of pediatric cancer survivors. They were having a child with cancer actually can lead to PTSD. It’s an experience kind of trauma that can be especially distressing. And especially if children have recurrence and so in this study Glover and colleagues divided people into control mothers who had no ill children, mothers with ill children who did not have PTSD and then mothers who had PTSD. And what they found—here what you’re looking at is the number of allostatic load indicators. There were almost four on average of the 10 on the prior slide in the PTSD group versus one in the control mothers and two in the no PTSD mothers. And so across the board there was an overall main effect on group on number of load indicators, but what it was really accounted for was the PTSD group differed from the no PTSD in the control group.
It’s interesting they looked at the number of traumatic events; load was not related to trauma. Load was specifically related to PTSD, there was a correlation of .43. So in PTSD there have been a couple other studies; I think this is the most definitive. It’s also old and I would encourage any of you looking for research to do to go in this direction because allostatic load is a useful eristic construct and it makes sense to a lot of people but I think that the eristic value out shifts the amount of data that we have in PTSD at this time.
I would like to propose metabolic syndrome is an example of allostatic load. Metabolic syndrome is defined as metabolic risk factors that predict morbidity and mortality and working in primary care whether you’re a mental health person or a primary care person a lot of what you do is probably related to or somehow caused by the factors such as obesity, hyperglycemia, hypertension, dyslipidemia. P. Heppner of San Diego did a nice study a few years ago in female—male and female Veteran patients looking at the prevalence of metabolic syndrome. And I think in the general population someone on the phone could type in if I’m wrong, but I think it’s about 25 go 28% we would expect I think on average that may be—say even 30% could be possible in our population. But the—what Heppner found is that the prevalence was elevated. This is a transposed here on PTSD; it was 34% in the people who had PTSD. People with depression I think it was about 28 or 29% in this study and the people with PTSD and depression had 46% of them had metabolic syndrome. And so we see an association here with PTSD and with depression and it’s a very nice way I think to think about the health problems that your patients with PTSD may be experiencing.
Now what was interesting in this study is that looking at each individual component PTSD was not associated with most of them; so the people with PTSD were not necessarily more obese than the people without. It was the sum total, which also adds value to the allostatic load argument. It might not be a single indicator; it’s the whole package. So the implications of all of this for the treatment of women Veterans in primary care is that women with PTSD may have increased health burden relative to women with other mental disorders or no disorder. They have—may have more disease, more impairment and used services more that could account for the difficulty that many of you expressed in dealing with these patients.
PTSD may be a hidden variable that’s driving and/or affecting their symptom presentation and response as well. So this really is different than usual PTSD in primary care talk where someone talks about the importance of screening and referral and treating PTSD. Those things are important but the point I’m trying to make is that people with PTSD, women with PTSD actually may be sicker and need your attention for that reason.
Moderator: I apologize for interrupting Paula, but we do have somebody who wrote in that the metabolic syndrome is 23% national in the N. Haines data of 2010.
Dr. Schnurr:  That’s perfect, thank you. So that gives you 23% nationally versus the 34% we see in PTSD and the 46% in PTSD and depression. I think, we perhaps—to make a strict comparison one would adjust for other demographic characteristics in our population but again I think that the data suggests that we do have a problem with this and way to understand it is as allostatic load that may be creating wear and tear. Thank you whoever wrote in.
Moderator:  It was actually your—
Dr. Schnurr:  Thank you Bevanne. Team work.
So this next slide also looks like it perhaps didn’t fully survive the translation to the screen. But it’s a reminder that we do have affective treatment for PTSD. So if PTSD is driving health problems or leading to health problems one logical inference is that treating the PTSD could help. In terms of medications recommended in the practiced guideline that you see mentioned here at the top of the screen it’s SSRI’s such as Paroxetine and Sertraline and SNRI’s such as Venlafaxine that are first line treatments. In terms of psychotherapy we have exposure therapy, cognitive therapy, stress inoculation and EMDR. So we do have ways to help address what we think is the root cause of at least some of the health burden in women with PTSD.
Because I thought many of you would be primary care providers it would be useful to just mention these treatments and to show you what the practice guideline recommends and doesn’t recommend. Other anti depressants and Prazosin specifically for sleep may be appropriate. We don’t know a lot; I think if you can see what’s in the unknown category many of the drugs that are prescribed for PTSD still have unknown benefits in terms of the scientific evidence and some are unknown to either not be helpful or be harmful. I would just mention that Nancy Bernardi who I think is on the phone did a cyber seminar last month or so on Benzodiazepines and they have a particular importance for understanding women Veterans with PTSD because we’ve been seeing a decline in the prescription of Benzos for men with PTSD over all but an increase for women. And so this may be a target for you to consider with your women Veteran patients who have PTSD because they can be addictive. They often wind up being prescribed in ways that are in addition with opiates and so on are quite dangerous for patients and they simply don’t help PTSD.
Another slide here on the evidence on trials of primary care treatment for PTSD. We don’t have any studies specifically of pharmacotherapy in this setting and there are no RCT’s of behavioral health interventions that I know [audio disruption] from anyone on the phone. There’s some promising open trials of interventions that seem feasible for behavioral health specialists and many of you probably practice or might be the behavioral health specialist in a primary care setting. But the jury is still out very much here and here. There have been a few studies of integrated care for mental disorders in primary care that have enrolled PTSD patients but there haven’t been conclusive data suggesting that the strategies are optimally effective yet. And we did one study in VISN 17 looking at an integrated care model; we were able to change the process of care but did not improve outcomes sufficiently. I think in our particular study a lot of referral happens and the usual care that people were getting in mental health was not evidence based treatment. So unfortunately the referrals and even the increased medications that people got were not evidence based treatment. There is something going on right now called Steps Up that is intended to use a step care approach starting with very simple interventions and leading up ultimately to more intensive interventions by Chuck Engel and Brett Lipton and others that may be more promising and may give us a better way rather than integrative care using simple one process integrated care, stepping the care may be a better strategy.
But anyway these are just examples of the kind of treatment approaches and what we know about them that can be used in primary care. So here is perhaps the $64,000.00 question. Does treating PTSD improve physical health? Well I’m encouraging the treatment of PTSD just because PTSD should be treated and in the hope that it would improve health. But the evidence is limited to self reported symptoms that looks like in our psychotherapy studies in particular that self reported symptoms improve. These symptoms may be very influenced by mental state and so I consider these data in the right direction but really rather equivocal. We need more hard outcomes. We also may be just too late, for example psychotherapies unlikely to treat stenosis. So if PTSD led to stenosis then you’re off and running and even though the PTSD could get better you’ve got to intervene for the medical condition. We really need more research on—need more trials in patients who have conditions that could respond to behavioral and psychological change. Diabetes would be a great target here because you could improve a lot pretty quickly with better compliance with diet and medication regimens. We need further studies integrated efforts to reduce health risk behaviors in PTSD patients helping them lose weight, smoking cessation. And then of the strategies specifically for primary care.
So let me sum up and then we can move on to the questions. Primary care providers who treat women Veterans or treating PTSD. I think most of you functioning primary care know this by now. It has been emerging just the extent—the prevalence of PTSD is substantial in primary care setting. Women with PTSD may have poorer self care and greater health burden and need particular attention for these reasons. Addressing PTSD is important, evidence based treatment in the form of psychotherapy and pharmacotherapy can substantially improve PTSD. But despite the lack of research on integrated care for PTSD primary care providers can address self care, offer pharmacotherapy, psychoeducation, support and information about online resources. So I thought I would just mention that if you are managing PTSD patients who are unwilling to accept referrals to mental health and you’re going to keep them in primary care working on medication perhaps with grief counseling there additional resources. We have PTSD coach online and we have an app version for symptom management a very common symptom associated with PTSD.
And so I will now turn things over. I think Molly will open the dialogue box for questions and answers and once again I’d like to thank Bevanne for setting up this talk.
Moderator:  Great, thank you both so much. I know that a majority of our attendees joined us after the top of the hour; so submit your questions and comments please use the Q & A box located in the lower right hand corner of your screen. Simply type your question into the lower box, press the speech bubble and that will submit it. And we’re going to go ahead and get to these in the order that we received them. So the first question came in do you know the number of women Veterans that live in a rural setting?
Dr. Schnurr:  I do not know that as a number or a percentage. I suspect some people on the phone may know that and so we’ll take all the help we can get.
Moderator:  Great, maybe Bevanne can help.
Dr. Bean-Mayberry:  I actually don’t know the number; I wish I did. I’m thinking that the women’s health evaluation initiative or way at VA Paolo Alto Center might have those data for you. They actually have a source book, a source book volume one and volume two which has demographic information on women’s Veterans in the VA.
Dr. Schnurr:  I saw Rachel Kemmerling was online; she may know if she wants to type in as well.
Moderator:  Also another women’s health researcher says that the ORH might also know.
Dr. Schnurr:  Office of Rural Health.
Moderator:  All right, the next question we have let’s see. I see that people are trying to raise their hand. We’re not going to unmute your mic so please type in your question or comment if you have one. Let’s see the next one we do have a lot of people writing in saying this is wonderful, thank you so much. Let’s see I work in integrated care for the last five years, many male OEF/OIF Veterans will not consider a medication associated with sexual dysfunction. They will try Prazosine.
Dr. Schnurr:  So I’m not an expert on medication treatment for PTSD. The data on Prazosine which for those of you who don’t know is a rather poor anti-hypertensive medication. But which is good because then you don’t have hypotension as a side effect. It has good evidence that it’s helpful for treating sleep problems and nightmares. We still don’t know yet whether it treats PTSD and so I think I might defer the question to someone who knew better about how to manage the sexual side effects. Molly I don’t know if we’ve had presentations on that or if you can get one or someone on the phone wants to make some suggestions about how you can put someone on an SSRI for example and keep them sexually functioning as they wanted.
Moderator:  Thank you I would suggest that during the feedback form whoever wrote that in there is a section; so please write in topics that you’d like to hear more about. So that would be the place to offer suggestions. Thank you. Did you have anything to add or should I move on to the—
Dr. Schnurr:  I see someone wrote in—I think Natalia Mysell wrote in FY10 36%—I can’t fully seethe questions or the entire text of responses. But it’s sounding like someone is saying 36% are rural.
Moderator:  She wrote in, in FY10 36% resided in rural areas according to the source book; so thank you very much for that. And we’ll just go back down the line. It’s going to take a minute; we have so many excellent questions it’s actually taking me a minute to get through them. Okay the next one is lots of people are writing in statistics about the rural of Veterans question in 2011, 19 million women age 18 and older lived in non-metropolitan or rural areas representing 16.7% of all women. I think that is kind of the over umbrella to the fact that they’re—to what Natalia wrote in. And the next question how have you integrated the social consequences of PTSD on women versus men regarding employment, divorce, loss of children, etc. or racial disparities into your studies or seen in other studies?
Dr. Schnurr:  Boy that’s a real great question. I don’t feel that perhaps we’ve always done enough and part of the problem I think is that many studies have not looked sufficiently at women or at gender differences. And so some of the problem is that because of the number of women and men if we enroll in proportion to their distribution in the population we don’t have enough women to do meaningful comparisons. I tried a bit to do this in my own work. I’m especially interested in functional outcomes in quality of life as treatment outcomes. And I had thought in particular things such as numbing might be especially hard for women and impair women more than men. In general we’re seeing more similarity than different tiers too. But the questioner has asked an important—about an important intersecting variable which is also racial issues. And I think gender and rates combined often for many outcomes to produce heterogeneity and I think that this would be an important question for people who are on the phone an people in the VA system more broadly to consider because the women Veterans population is more racially diverse than the male Veterans population.
I feel like I didn’t answer your question enough because we don’t have the data. I’m trying to give you a context for what we know and why we don’t know more than we do.
Dr. Bean-Mayberry:  Paula this is Bevanne; I just want to comment and say I agree with your points. We really do need more research in this area and understanding that the intersection of those agenda and ethnicity with socioeconomic overlaid on it. The question—the person raised that I think also is an overlay is familial dynamics. And so how that person may function not just for themselves but within their family especially if they may be a parent. And that’s important, those—within the VA and also within the military for understanding how our families are effected by PTSD being in our Veterans.
Dr. Schnurr:  Those are good points Bevanne.
Moderator:  Thank you both for your input. We do have one last question. Is this study—before I read it I’m going to ask our attendees to stick around—I’m about to put up the feedback form. Is this study also utilized by the VHA for determining staffing levels and primary and mental health.
Dr. Schnurr:  I am not sure exactly which study is being referred to. I was wondering perhaps Bevanne if it was some of the source book data that you presented that might be referred to here.
Dr. Bean-Mayberry:  I don’t know the answer for that person. If we had a policy person on the phone I would probably direct it to them to know how it is influencing operations or future policy for VA and the VA work force.
Moderator:  Thank you both very much. At this time I’d like to give you each the opportunity to make any concluding comments you’d like and Bevanne we can go ahead and start with you.
Dr. Bean-Mayberry:  Well I just want to thank you for joining us for this session. I really enjoyed participating. I love the questions and I think Paula has given us some key areas where we need—or where researchers and clinicians to partner in order to establish more evidence based research for treating PTSD in the VA for our women and our men.
Moderator:  Thank you, Dr. Schnurr do you have any comments?
Dr. Schnurr:  Well I think I would like to say I hate ending a talk with people walking away thinking more research is needed. You know it’s easy to say more research is needed. So yes, more research is needed but there’s also something that we can do now. I’m trying to start a conversation here about the fact that women with PTSD also may have significant health issues that require attention. These may be bound up with their PTSD, they may be more challenging to treat because of PTSD and I think simply by recognizing that the—and validating this in patients that’s a really goo first step toward clinical management. Secondly yes, more research is needed and I would love to go to a cyber seminar led by anybody who is on the phone now who takes up the mantle and does something about it.
Moderator:  Thank you, you’re doing my job for me trying to get researchers to present on these topics. I just have—want to let people know that part 2 of this session presented by Amy Street and Megan Gerber will be taking place on October 1 at 12:00 Eastern and you can always go to our catalog and that will eventually pop up and you can register for it. So with that I’d like to make a couple announcements I will be leaving the feedback survey up so please do take the time to fill it out, we look very closely at your comments in the health guide where we go with the program. Number two I’d like to thank Bruce Clapp for setting up this and all women’s health cyber seminars for us and of course I’d like to thank Drs. Bevanne Bean-Mayberry and Paula Schnurr for lending their expertise to the field and thank you to all of our attendees for joining us, we really appreciate having you here. And with that this does include today’s HSR&D cyber seminar. Thank you so much.
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