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Molly:	  And we are at the top of the hour so at this time I would like to introduce our two speakers. Presenting first we have Dr. Susan Frayne, she’s a core investigator at the Center for Innovation to Implementation known as Ci2i at the VA Palo Alto Health Care System. She’s also the director of the Women’s’ Health Evaluation Initiative, director of VA Women’s’ Health Practice Based Research Network known as PBRN and associate chief of Women’s Health Section also at the VA Palo Alto Health Care System and finally a professor in the Division of General Medical Disciplines at Stanford University School of Medicine. Joining her today we have Dr. Rachel Kimberling, she’s a psychologist in Dissemination and Training Division at the National Center PTSD and an investigator also at the Center for Innovation and Implementation and she’s a senior consultant at the VA Mental Health Services National Military Sexual Trauma support team also located at the VA Palo Alto Health Care System. So we’re very happy to have our attendees joining us, I’m sorry our presenters and attendees joining us and at this time Dr. Frayne are you ready to share your screen?

Dr. Susan Frayne:	Yes. Thanks so much Molly.

Molly:	  Excellent. You should have that pop up now. 

Dr. Susan Frayne:	Okay, can you see my screen okay?

Molly: 	  Yep there we go.

Dr. Susan Frayne:	Wonderful. Thank you so much. Well before we dive into the exciting results from Dr. Kimberling’s study on Woman Veterans Preferences for Patient Center of Mental Health Care I’m going to orient you to the Women’s Health Practice Based Research Network, which we call PBRN, which is a context in which the study was performed but before we do that we wanted to get to know you a little better. So I’d appreciate if you could respond to two quick questions. The first on is do you provide any clinical care to women veterans as part of your job? I think that Molly will be pulling up a poll. 

Molly:	  Excellent, thank you so much and for our attendees you should see that poll question now on your screen so go ahead and just click the answer that best describes if you provide clinical care to women veterans. And it looks like we are getting…so far we’ve had three-quarters of our audience vote so we have a very responsive audience, which we appreciate. Thank you very much. And let’s see…we’ve reached just over 80% so at this time I’m going to go ahead and close the poll and share those results. Dr. Frayne do you see those?

Dr. Susan Frayne:	Yes thank you. So 40% said yes to provide clinical care to women veterans. Wonderful and then we have one more poll question Molly.

Molly:	  Yep let me get to that one. Okay so our attendees should see the second poll question and that question is have you ever conducted research that included women veterans or that examined health care provided to women veterans? Again, this is a yes or no question. Just a reminder while we’re waiting for these votes to come in if you have a question or comment please use the question section of that dashboard. Using the hand raising function will not do anything because your line is muted so you must type in all questions and comments. Okay back to the poll. We have a very responsive audience. Thank you and 85% have voted so I’m going to go ahead and close that out and share those results. 

Dr. Susan Frayne:	Okay. Wonderful. So it looks like 59%, almost 60% said yes that they have conducted research on women veterans. Well thank you to all the people who are providing clinical care and all the people who are doing research on women veterans to advance the field. Great so I’m going back to showing my screen now and Molly can you see my screen okay?

Molly:	  Yep you’re good to go.

Dr. Susan Frayne:	Okay. Wonderful. So now I’ll give you a little overview of the Women’s Health Research Network. The Women’s Health Research Network was funded by VA HSR&D and has two components. The Women’s Health Research Consortium, one component, which is led by Dr. Becky Yano at VA Greater Los Angeles provides training and education focused on strategic priority areas for VA Women’s Health Research and fosters research clinical partnerships. The consortium also provides technical consultation and mentorship around research and quality improvement efforts and conducts extensive dissemination activities including, National Women’s Health Services Research Conferences and Women Veteran’s Health Journal Special Issues including special issues in the journal of General Internal Medicine, Women Health Issues and Medical Care, which many of you may have seen or participated in. The Women’s Health PBRN is the other component that I’ll explain next. The PBRN is a ready-to-use infrastructure that promotes multi-site studies with a special emphasis on intervention and implementation projects and it now represents more than 1 in 3 women veterans nationally. So the PBRN helps to overcome a problem, which is that there is a limited number of women veteran’s at any one facility. As you can see on this map across the 140 health care systems in VA the median as of fiscal year 2012 was under 2,500 women with the number at one facility ranging from 500 to 9,000 women. So even at the largest facilities by the time that you apply study inclusion criteria and account for response rate it would be unusual for any one facility to have enough women to support a typical interventionist study or actually even many types of observational study. It’s important to overcome that challenge so as to ensure equitable representation of women veteran’s and research as VA’s blueprint for excellent emphasizes. The VA Women’s Health Practice Based Research Network is a national network of 37 VA facilities partnering with each other to maximize opportunities for women veteran’s to participate in research. Each Woman’s Health PBRN site has a site lead and our team in Palo Alto helps with cross site coordination. We expect to expand further shortly because we had an enthusiastic response to a recently completed call for new PBRN sites so stay tuned for that. 

So just to give you a feel for how the PBRN actually works I’ll briefly describe what the PBRN Coordinating Center to support investigators and to support sites and then I’ll describe what the local sites do on the next slide. So one of our key activities to support the success of investigators. The consortium and the PBRN outreach to investigators to encourage inclusion of women in research. Through the PBRN we can provide investigators to diverse populations of women veteran’s across the country and the diverse real world clinical settings and clinical practices across the VA where women veterans are actually receiving their care. We can also provide technical expertise and resource materials around multi-site PBRN based women’s health research and most importantly we can connect investigators with our wonderful PBRN sites since that is the place where research is actually happening. Helping the sites to develop their capacity for research is another of our key functions so its sites can engage local stakeholders and be ready for action when investigators approach them. With our upcoming expansion our capacity will increase even further. So across all of these PBRN activities close collaboration with the consortium ensures our effectiveness. 

So the site leads are the heart of everything that the PBRN does. They support the local component of studies and program evaluation projects. They serve in different capacities sometimes as a site PI or site co-investigator, sometimes as a consultant and they’re able to connect investigators with local women’s health clinicians, facility leaders and others, which can be crucial to a study’s success. Their ability to make such connections is fostered by their ongoing efforts to build a local PBRN community of clinicians, researchers, and other key local stakeholders who are all committed to expanding the evidence base that supports the care that we provide to women veteran’s. The site leads active participation in our national PBRN community and promotes cross site sharing of best practices and further enhances their effectiveness. 

So to get the PBRN off on a good foot we started small with three initial studies conducted at our first four PBRN sites that you see here. These initial studies had extremely valuable findings and it’s advanced the women veteran’s health services research evidence base while at the same time contributing immeasurably to our ability to figure out what research procedures are actually going to work in multi-site women’s health research in the VA based PBRN. So today I have the great pleasure of introducing the intrepid Dr. Rachel Kimberling who was willing to lead us through the very first study in the PBRN and in the process helping us immeasurably in working out the kinks of a make a PBRN based actually work. So you’re in for a treat to hear her findings now. I’ll turn it over now to Dr. Kimberling. 

Molly:	 Thank you. Dr. Kimberling are you ready to share your screen?

Dr. Rachel Kimberling:	Yes.

Molly:	  Excellent. We can see it thank you.

Dr. Rachel Kimberling:	Excuse me. Well I just want to thank Susan and the PBRN for giving me the opportunity to work in the system and with these great investigators and great team to do this study. It was really a great experience and _____[00:10:20]a lot but it was really wonderful to have the input of so many investigators to the area and who knew their patient populations  in their clinics so well and I think it really added so much to the study and what we were able to do. So patient centered care is generally thought of as eliciting preferences from patients in the treatment encounter and making medical decisions. So for underrepresented groups of patients like women veteran’s in VA the potential that treatment needs and priorities will differ from the majority of patient population and I think we need to make sure we know what domains of preferences are important or what types of treatment so we can have these things on our radar as we interact with patients and as we develop programs. For women veterans in particular there’s a growing literature that suggests that when women perceive VA services as women veteran centers, we see less engagement with care, women are less likely to use the VA or see greater attrition from VA. Women veterans, as we know, relative minority in the system and research based on their needs and preferences in terms of comprehensive primary care has really informed a lot of advances in implementation of the care. With mental health services I think we know less. Specialized services for women appear to vary quite a bit across the VA system without a clear consensus on whether we actually need specialized mental health services for women or if so, how they should be organized. Before the VA mental services established a formal section on women’s mental health in 2011 I used to hear a lot of questions from the field about whether and how to implement specialized clinics or services for women through my role at the MSC support team and I really didn’t have a lot of empirical data as a basis to make any recommendations but there seemed to be stronger and stronger anecdotal data that there were populations of women who felt that this was very important. So when the opportunity arose to work with the PBRN we thought that a patient centered approach where we ask women veteran’s stakeholders their perspective on the need for women’s mental health services would be a really good first step in trying to inform this issue. Here’s a poll question just to help you think about what we mean when we’re talking about designated or specialized mental health services for women. 

Molly:	  Thank you. So as everyone can see you do have that poll up on your screen at this time. So the answer options, I’m sorry we’ll just start from the beginning. Does your facility offer designated mental health services for women and in this case you can check all that apply. So the first answer option would be standalone women’s clinic, for example stress disorder treatment teams. The next answer option designated women only groups integrated with women’s primary care/PACT, offered through tell-mental health or none, I don’t know, it’s not applicable. We’ve had about two-thirds of our audience vote so we’ll give people just a few seconds as answers are still streaming in and we do appreciate your responses. Okay looks like the answers have stopped streaming in and we about an 80% response rate so I’m going to go ahead and close the poll and share those results. Rachel would you like to speak through those or would you like me to? You may have to come out of full screen mode if you want to see it but it’s okay I can talk through it real quick. So it looks like we have a pretty even distribution of our respondents, 32% chose option 1, standalone women’s clinic, 42% designated women’s only groups, 34% integrated with women’s primary care PACT style, 20% offered through tele-mental health, and 38% none, don’t know, not applicable. So thank you very much for those responses and we’re back on your slides.

Dr. Rachel Kimberling:	That is certainly consistent with what’s been documented so far as there many varied implementations at this. Excuse me. So I think these kinds of things, a women’s clinic, women’s groups, these are the kinds of things when I talk about designated mental health services for women it’s either kind of the concrete arrangements that I’m referring to. So our objective of this study would identify women veteran stakeholders within primary care who are stakeholders for mental health services and identify priority areas for mental health treatment. Quantify women’s preferences for specialized women services specific to each priory area and then to identify factors that were associated with these preferences to see, you know, as we could define the types of treatment and the populations of women that really had strong preferences for specialized to designated mental health services for women. 

We defined women veterans stakeholders as, I apologize everybody I’m just getting over a cold. We defined women veterans stakeholders as VA primary care users with a perceived or objective need for mental health services because there is strong literature that says you want to make sure if you’re going to ask about priorities and preferences in these patient centers framework, that you want to make sure to query it from the population that is most relevant to the services or outcomes that you’re trying to focus on. So we surveyed a represented sample of women at each of the four PBRN sites and the survey is screening for wide range of mental health conditions such as depression, anxiety, PTSD, substance use, _____[00:17:38]such as smoking and other conditions experiences that we thought would particularly relevant to women such as eating disorders, intimate partner violence or military sexual trauma. Thanks to our wonderful PBRN site coordinators we got very nice participation rates of 75%. So women that we approached. After the survey that identified likely stakeholders women participated in an interviewer facilitated ranking exercise to establish priority areas for mental health services. Using a modified _____[00:18:21 due to audio]approach where women were presented with 15 cards describing a broad range of possible mental health services  and asked to place up to five cards in rank order of importance and services that they thought were necessary or important for them. Here’s an example of a card. The front indicates the general domain of mental health services. Here we’re talking about treatment for PTSD or trauma and the back of each card addressed the question, why would you seek this service, who or what would help you, and how would this service be offered? The initial domains we queried were developed based on a literature review and our wording was based on VA outreach material and then we revised these materials based on Modified Delphi approach where we obtained input from VA primary care and mental health providers who were experienced in treating women veterans. For each priority area that women identified they then rated the importance of three attributes and here we just used a simple rating scale to measure preferences rather than any type of ranking or trade up because these attributes didn’t need to be mutually exclusive. We examined preferences for gender specialized services and that’s a dependent variable I’m going to focus on here. That item was how important is it to you to receive this type of care in a setting specifically for women. This usually means a different waiting room just for women patients, providers know about women’s issues or any group treatments includes women only. We also asked how willing women would be to obtain this kind of care through a tele-mental health services if it meant they were able to receive care tailored to the needs of women and we also asked them how important it was for them to receive this type of care co-located in the same setting where they receive their primary care as compared to a specialty mental health setting. 

So this first slide here show that we were able to identify out of the 515 women surveyed a large majority, 484 met our broad criteria for women veterans stakeholders. This graph shows the number of those women who selected each of the mental health service areas as one of their top priorities. As you can see here in the red bars the top priorities emerged pretty clearly. There were quite a few women who prioritized that depression and pain management, coping with chronic medical conditions, sleep, weight management, and PTSD. Nearly all that 98% of women prioritized at least one of these six areas and 80% of stakeholders prioritized at least three of these areas. So rather than doing any more intense analysis to rank order we just took these, the top six priorities. This next slide here shows the attribute ratings for gender specialized services for each of these six priority ratings. Modal important ratings were concentrated at either end of the spectrum rating specialized services for women for each of the priority areas as either extremely important or not at all important. For pain management, sleep and weight management the women most frequently identified gender specialized services as not at all important for these priority areas but for depression care, coping with chronic medical conditions and PTSD treatment women most frequently identified gender specialized services as extremely important. So already we’re seeing that the extent to which women want some kind of specialized or designated services really depends on what kind of treatment they’re seeking. In order to explore this more in-depth we wanted to look at predictors of preferences for designed women services across each of the priority areas to try and guide us in where and for whom designated mental health services for women could make the greatest impact in meeting varying needs. So we constructed ordered logit models to predict the proportional odds higher important ratings. We looked at demographic characteristics and some routine VA mental health screens that would be available to a provider such as PTSD, depression, the AUDIT for substance use and military sexual trauma and we also added a measure of mental health multi-morbidity, which we obtained from chart reviews. We also looked at the relationships with other preferences. It _____[00:23:35]for tele-mental health services and preferences for primary care co-locations. 

Here’s the first slide of results for the demographic indicators. These shows the adjusted odds ratio and the statistically significant affects are bolded and basically a larger number here indicates a stronger association between that factor and the strength of women’s preferences for designated women’s mental health services. So we don’t really see uniform results across priority areas here. But when affects are there we see that under represented race, ethnicity and sexual orientation are associated with stronger preferences for designated women’s services. We have some hypotheses that the more, perhaps the more difference women feel that the more it may matter to have some aspect of care that makes them feel similar to the people in their group or in their setting. So this may not only apply to designated women’s services but in other ways can make someone feel like they’re not the only women in their setting or in their group or the only African-American person or the only _____[00:25:00]care of something that they make someone feel marginalized. One interesting thing here is that the demographic factors appear to be particularly relevant for treatment of these problems, with respect to designated women services. Here are our clinical predictors from the same regression equation and one thing that jumps right out here is that preferences for primary co-location are the strongest and most useful predictor of preferences to designated women services across all conditions. Contrary to our expectations willingness to engage in tele-mental health treatment in order to obtain services totally for women was not associated with _____[00:25:49]for designated women’s mental health services. But I kind of thought if women wanted these they would want them and it would better to—many people might prefer to get these kind of services through tele-mental health rather than to go without them and stay in their local care setting and I really think that factor maybe merits further investigation there. A positive PTSD screening was associated a stronger preferences for women services in the treatment of depression, coping with chronic conditions and for sleep. Just to note here that the depression and substance abuse screens are not shown just to simplify the table because they were not associated with preferences for women services across any priority area. When we look down the column for PTSD and the PTSD screening did have some affects associated with preferences across conditions, within PTSD we found, as we expected, that women who experienced MST had stronger preferences for designated services where recently deployed women showed preferences in the opposite direction where they were much less likely to report preferences for designated mental health services. 

So really broadly what I think we’ve learned from this study at most basic levels is that women veterans have pretty clear priorities for mental health services. The ability to qualify those priorities and preferences is playing an important role in defining patient center care and patient center outcomes and in this study I think the interview of a facilitated exercise, as well as, the ability to capture multiple sites and be more certain that our affects were robust to any particular care arrangement in one site, with a great strength in being able to get good data on these issues and we’re certainly hoping to dig a little bit deeper into the data as well. 

What can we do so far with what we’ve learned? We can meet the needs of the largest population of women by insuring access to treatment for depression, pain management, coping with chronic medical conditions, sleep, weight management and PTSD. Nearly every woman veteran stakeholder in our study identified one of these as top priority area. However, not all women who want these services are going to prefer services that are specifically designated for women. Our findings to get to those that do are likely to have strong preferences, relatively low frequencies of preference readings in the middle of the scale as compared to either end but the data really suggesting individualized match between patient and services based on patient characteristics, as well as, the type of treatment being sought. In a way I think we can think about this referral process at that shared decision between the patient and the provider. One other implication that emerged quite strongly from these data is the primary care appears to be quite an efficient point of intervention if we’re looking to promote specialized services for women because women with stronger preferences for women services also had very strong preferences for primary care co-location across all of the priority areas. Supplementation of clinical services, the tele-mental health, as I said, you know, it’s a slight _____[00:29:30]did not emerge as a promising option in a similar way and we’re hoping to look a little further into this and see what might be underlying the kind of generally low enthusiasm we have for tele-mental health in this study. If I had to do it, how am doing on time? 

Molly:	  We have about 15 minutes or so left if that works for you.

Dr. Rachel Kimberling:	Okay I’m going to take about two minutes I guess to also, I think speak to the strength of the PBRN in terms of what we were able to do based on these results and with the experiences that we gained from working in that PBRN. I think….

Molly:	  I’m sorry to interrupt real quick Rachel I just wanted to clarify, we have 15 minutes left for your presentation and that will leave us 15 minutes for Q&A. 

Dr. Rachel Kimberling:	Okay. Very good. So I think where we need to go next once we quantify peoples preferences is to figure out what is better about this care when we’re able to meet their preferences and my team is particularly interested in the impact on access to mental health services and engagement with care as a result of giving people the type of services they want. So a brief _____[00:30:57]in this last slide of a large scale evaluation of women’s access to mental health that is built on and followed up by this survey. Because we saw the clear preferences and priorities we had to drill down a little bit into these components that these gender related preferences and found that indeed when these—considered  asking them how strong their preferences were in this study we said were you able to receive your mental health care in a setting specifically for women as often as you wanted to and were you able to receive your care, you know, participate in women only groups as often as you wanted to and the women’s with preferences on that reported significantly better access to mental health care and significantly better satisfaction with those services. So I think we’re on the road to really pointing what it means to patients and what it means to their care if we’re really able to identify preferences for various patient populations and figure out how to help them negotiate care that meets those needs. 

Molly:	  Thank you very much. Susan please refresh my memory your portion is done and we’re ready for Q&A correct.

Dr. Susan Frayne:	Yes. Rachel you may have one last slide at the end that just has the contact information, which should be in people’s, Molly I think there’s a slide set that people have access too is right?

Molly:	  Yep there we go and it’s up on the screen. Excellent. Well thank so much both for your portions. This was great and for out attendees that joined us after the top of the hour to submit your questions or comments for Drs. Kimberling and Frayne. Please use the question section of the GoTo webinar dashboard that’s located on the right hand side of your screen. To expand the question section simply click the plus sign next to the word questions and that will expand it where you can then type in your question or comment and submit it. We will be getting to those in the order that they are received and just as a friendly remainder I am not a subject expert so if you can use complete sentences and proper grammar and avoid acronyms and all that good stuff we’ll probably be able to get your question asked and answered in a more timely manner. So as you were just saying and as a couple wrote in how can we download the slides? As I mentioned you have those in a reminder email you received four hours ago and also you’ll receive a follow-up email to this session as we have recorded it and that follow-up email will contain a link directly to the recording and the handouts. For the first question, hello, I’m in Florida retired veteran, how do I become part of advocating for this service to be here in Florida?

Dr. Susan Frayne:	That’s one of those, is the—I wonder if the service being referred to is the maybe that’s referring to the PBRN.

Molly:	  We can ask. Would the submitter please write in with further clarification real quick. Yes, she is referring to the PBRN.

Dr. Susan Frayne:	Okay fantastic. So actually there already is one site in Florida that is a women’s health PBRN site, the Tampa VA and so that—I’m sorry there’s actually—and then, I’m sorry three sites in Florida, Tampa VA and then Orlando and Miami. So we have some excellent representation already in Florida in the PBRN and we’ve just completed an application for new sites for the PBRN and we’ll see whether any of those will end up being in Florida when we get all the responses in and have reviewed them. Certainly if a particular site, anyplace in the country is not part of the PBRN and did not apply in the most recent wave of applications please don’t hesitate to contact me, Susan Frayne or Diane Carney both of who’s emails you see listed there. Diane is the program manager for the Women’s Health PBRN and who is at the hub of all these activities and so if—definitely let us know so that then when we have another wave in the future of calls for new PBRN sites we can be sure to have you on our list of people who are interested. So thank you so much for that question and for interest.

Molly:	  Thank you very much and they wrote in with appreciation for the answer. So the next question first thank you Dr. Kimberling and Dr. Frayne, as always for your good work. The question please briefly explain ordered logit model approach, logit I may be pronouncing that wrong.

Dr. Rachel Kimberling:	Sure. That is, you can think of the _____[00:36:40]in a similar way to what you see from other types of regression. It’s a model that’s constructed if you have a limited and an _____[00:36:54]structured dependent variable so our rating scale, basically our rating scales were 1-5 so we were predicting the odds of going from a 1 to a 2 or a 2 to a 3 or 3 to a 4 on that continuum. Does that kind of make sense?

Molly:	  Thank you. Let’s see. They don’t seem to be writing in for any more clarification. So I think you hit the nail on the head. Susan did you have anything that you wanted to add to that?

Dr. Susan Frayne:	Nope I defer to Rachel on that. Thank you. 

Molly:	  Not a problem at all. Currently that is the last pending question although, I do assume more will come in so we’ll give people a little bit more time and the person who wrote that in says yes, thank you Dr. Kimberling it was a great answer. Thanks. Here, I am a nurse and doctoral student in Houston and would like to access female veterans who do not utilize the VA and their support systems such as peer groups. Do you have any suggestions?

Dr. Susan Frayne:	Yes that’s a wonderful question and I also can mention that the Houston VA is another site of the women’s health PBRN so you’re probably already work with or collaborate with Dr. Rola El-Serag there and may want to be in contact with her as well. Yeah it’s a great point about the interest in being able to access the large group of women veterans who do not actually use VA services and that can be an ongoing challenge. One of the things that to kind of think about just as a general answer about trying to think about technical methods and getting technical consultation around approaches to inclusion of women veterans in research, one of the things to think about is the Women’s Health Research Consortium led by Becky Yano Los Angeles and Ruth Klap is the program manager there and their email contacts are up there as well. One thing I might also mention is that there was a large national study that’s recently been conducted by Dr. Kathy McCruter [PH]and Amy Kilbourne [PH]in Hong Kong, CSP579 into the cooperative studies program which was a very large study enrolling women veterans from the Vietnam era who were both users and non-users and they had really interesting methodology for reaching this large national cohort that very intentionally included non-users of the VA and there have been other studies also that have taken that kind of approach as well. So I think there’s some resources of people who’ve done that type of work who could be wonderful resources. Thank you for bringing that point up. 

Molly: 	  Thank you very much for the response. Rachel and to both of you just jump in if you have anything to add to either pending questions. The next question, substance use disorder rates in female veterans are often found to be higher than in the general population. Did you consider asking about substance use disorders separately from mental health?

Dr. Rachel Kimberling:	I wonder if—we did ask about substance use disorders in terms of looking at need for care and then in terms of prioritizing the means of services. I’m not quite sure what is meant in asking—they were separate items and separate cards but if there’s something different that’s by asking it separately?

Molly:	  We can wait a moment while she writes in for further clarification. Did you consider asking about substance…about substance use disorders separately from mental health? So I’m not sure, no clarification required you got it. Thank you.

Dr. Rachel Kimberling: 	Who if the question asker wants to—feel free to contact me by email for something outside of this and talk more in-depth if _____[00:41:50] I’d be interested.

Molly:	  Thank you we appreciate you ladies making yourselves available after the fact for follow up. Referring back to the Houston answer you have Dr. Frayne do you have the name of the doctor please that’s in Houston and thank you and if it’s not off the top of your head we can always ask them to contact you offline.

Dr. Susan Frayne:	Yes the site lead is Dr. Rola El-Serag and definitely feel free to contact me and Carney we can give more information about that and any other follow up that you need. 

Molly:  Great thank you. I am a woman veteran in P.A., Pennsylvania, and I’m curious if there are gender disparities in PTSD diagnoses and PTSD compensation and pension and if so where I can find evidence of this?

Dr. Susan Frayne:	Can you repeat the question one more time.  I’m sorry. 

Molly: 	  No, no problem. So I’m a woman veteran in Pennsylvania and I’m curious if there are gender disparities in PTSD diagnosis and PTSD comp and pen and if so where can I find evidence of this?

Dr. Susan Frayne:	Okay great. Rachel do you want to….

Dr. Rachel Kimberling:	I can try to say a little. It’s not directly addressed by our study and in the general population women tend to have substantially higher rates of PTSD as compared to men. We find those rates much more similar when you look at the veteran population but I think there’s still some nuances depending on what era of service you’re looking at or VA users or not and, but I think generally not as pronounced as the general population. There’s been quite bit of attention, however, to gender disparities in the process service connection or PTSD and again, it’s not my personal area of research but I believe there is a report a year or two ago that was done. I’m going to blank on it. It was the ACLU partnered with a veterans organization but I think there’s certainly quite a bit of thought and opinion out there which you can get quite a bit of information from a Google search on that but if you wanted to contact me I can think of this specifically for it, I have it at the top of my head and refer you to that.

Dr. Susan Frayne:	Wonderful and I’ll just add since, you know, Rachel wrote the book literally on women and PTSD so I wanted her to go first. Just a couple of other points, one is that we actually do have three PBRN sites in Pennsylvania also so, Philadelphia, Pittsburg and _____[00:45:13]so you might be interested in that and then in terms of comp and pen, one person I know who has expertise also in the comp and pen part of it, Dr. Maureen Murdock and then the only other thing I was going to mention is that in terms of women veterans who use the VA, which has been pointed out is not all women veterans, we’ve looked at administrative data to characterize the rates of PTSD diagnoses, which is just based on what is recorded in IC9 codes and encounters in VA not from formal screening for PTSD and that information about diagnoses is included in what we call the source book for women veterans. It’s not going to be a resource that has information about a lot different diagnoses in women veterans and if you Google source book women veterans, source book all one word women veterans or if you go to the women’s health services website nationally you can also get to that resource as well. 

Molly:	  Thank you very much for your reply. The next question…have nontraditional mental health services outside the VA systems such as, I’m going to butcher this word, equine-assisted therapy, meditation , somatic experiencing, have been used in a women’s only context with groups of veterans and has this been more effected and/or desired as a service offering? So I can read that again. Have non-traditional mental health services outside of VA systems such as horse-assisted therapy, mediation, somatic experiencing been used in a women only context with groups of veterans and has this been more effective and/or desired as a service offering?

Dr. Rachel Kimberling:	I know that there have been studies in VA on mediation in particular that appear quite promising for populations with women. There’s a great interest I think in the, there’s some equine therapy programs, there’s some service dog programs. I don’t know of the outcome literature on those but I’d imagine you’d see some nice preference based results on those because they’ve done anecdotal that patients did like them and are attracted to those kind of programs. Susan can you think of anything else?

Dr. Susan Frayne:	One other thing I always think about is that women’s health services and VA central office has just been really—has supported a number of different kinds of clinical innovations in general across the VA as ways of advancing women’s health care and I think that a number of those have included innovative components like some of the ones that you’re talking bout. 

Molly:	  Thank you both for that reply. The next question we have. I’m curious if you have conducted or are considering conducting research on women’s preferences in residential care?

Dr. Susan Frayne:	That question is probably for you Rachel maybe?

Dr. Rachel Kimberling:	I have not conducted a preference based research in residential care but offline I’d love to hear more of your thoughts on that. 

Molly:	  Thank you. The next question we have…we have a whole lot of people that have written in saying thank you, thank you so much, thank you you do great research, thanks for advocating women, thank you ladies, just lots and lots of them. So I strongly encourage everyone to fill out the feedback survey that we will have at the end of the presentation when I close the session or when you exit it there will be feedback survey that pops up on your screen. It just asks a few questions and really looks closely at your responses. It helps us not only improve the presentations we presented but it also gives you the opportunity to ask for topics that you’d like to hear cyber seminars on so that would be a great way to pass along your thanks to Drs. Kimberling and Frayne and all of their colleagues. We do often have women’s health cyber seminars and we do have a few coming up in the next few months so I strongly encourage everyone to keep an eye on their emails from us and we do have another question that has come in. Have you conducted research on patient centered care within the patient provider interaction such as ways of engaging the patient better in joint decision making for mental health issues? I’m particularly interested in decision making for treatment of depression in pregnancy.

Dr. Rachel Kimberling:	That’s really interesting. My current work is moving towards trying to look at patient centered care in an effort to promote engagement with care and look at ways, what are the patient factors that are especially important to take into account. I have not yet moved in to looking at the patient provider interaction although I would love to and so, yeah, I’d love to hear about the kinds of things you’re doing in that area. 

Dr. Susan Frayne:	This audience has such fantastic ideas and directions of the things to go and one thing I’d also just add to Rachel’s point is that, again, going back to the theme of the consortium as a source of a lot of information about who’s doing what. You know, they can be there in contact with so many different people around the country in women’s health and so if you have a specific area and you’re interested in finding out if there’s someone else to connect with in that area you might also want to contact Dr. Yano and Dr. Klap. 

Molly:	  Thank you very much and I do want to take this opportunity to plug our past sessions that you can access through our archive catalog as we recently did have a presentation on engaging VA patients in care planning and design, as well as, one on patient engagement workbook. There are resources out there not necessarily specific to that exact question but more generalized ones. The next question. It’s a comment. As a father of a _____[00:52:45 due to audio] women veteran thank you for ongoing efforts. 

Dr. Susan Frayne:	Thank you for being the father of a veteran. 

Molly:	  Absolutely. Well while we wait for any more questions to come in I do want to give opportunity for both of you to give any concluding comments if you’d like to. We can start with you Susan. Do you have anything you’d like to wrap up with?

Dr. Susan Frayne:	Well I would just say I’m so grateful to this audience. What an amazing audience with so many wonderful ideas that you contributed to what we’re saying and also so grateful to Rachel for having conducted the first study and having conducted such an important and valuable study and just we were really thrilled that the very first PBRN study allowed us to hear the actual preferences of women veteran themselves who’ve historically not had much opportunity to have their voices heard in VA research. So thank you so much for the opportunity Molly to talk today. 

Molly:  Absolutely. Dr. Kimberling would you like to wrap up with anything?

Dr. Rachel Kimberling:	Sure. I mean I’d like to thank everybody for their interest and the great comments and just to give encouragement if there’s anybody out there who’s thinking about doing research within the PBRN, you know, whether it’s focusing specifically on women or just trying to augment the conditions of women in the study. I really can’t say enough for the infrastructure and the support it provided and what a great collaboration it was. I had a really great experience and I would encourage other folks to as well. 

Molly:	  Wonderful. Well I’d like thank both you so much for lending your expertise to the field and of course I want to thank our attendees for joining us. I know this session was rescheduled so there were many people registered that are very interested in this topic and we have recorded it so each of you will receive a follow up email two days from now with a link leading to the recording. So please feel free to pass that along to any colleagues you know are invested in this topic or anybody you know that wasn’t able to make it to this rescheduled date and time. So I don’t see any more questions coming in so I think we can wrap up at this point. As I said I’m going to close out the meeting now so please take just a moment to fill out those feedback surveys. We really do look at them closely. So thanks again Drs. Kimberling and Frayne. You’re welcome back anytime. 

Dr. Susan Frayne:	Thank you so much. 

Dr. Rachel Kimberling:	Yeah. 

Molly:	  Have a nice day everyone.

Dr. Rachel Kimberling:	Bye. 
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