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Moderator:  Welcome.  This session is part of the VA Information Resource Center’s ongoing Clinical Informatics Cyberseminar Series.  The series’ aims are to provide information about research and quality improvement applications in clinical informatics and also information about approaches we’re evaluating in clinical informatics applications. 

Thank you to CIDER for providing technical and promotional support for this series. Questions will be monitored during the talk in the Q&A portion of Go to Webinar and VIReC will present them to the speakers at the end of their talk. A brief evaluation questionnaire will appear when you close your Go to Webinar today.  We would appreciate that you would take a few moments to complete it. 


Please let us know if there is a specific topic area or a suggested speaker that you would like us to consider for future sessions.  At this time I would like to introduce our speakers and Elizabeth Marshall, MD and Jan York, PhD, researchers at the Ralph H. Johnson VAMC in Charleston, South Carolina.  

Dr. York is also a research professor in nursing, Medical University of South Carolina. Without further ado may I present Drs. Marshall and York. 

Janet York:  Thank you very much, Margaret.  Good afternoon, everybody, and would also like to extend our welcome.  

You’ve seen the title of our presentation.  I’m Jan York and I’m here with my colleague, Dr. Elizabeth Marshall.  Our —just a second we’re already our slides aren’t moving.  Our colleague at PI, Dr. Magruder, is not here but collaborated in the presentation.  We are all from the Charleston VA.  This is definitely a team effort and we want to acknowledge our colleagues, especially Dr. Jones, Dr. Dave Jones, the developer of CAMS. 


We plan to present information on the grant, our background, objectives, methods, development, implementation and some initial findings and to end with our next steps.  So the grant title is Patient and Provider Outcomes of E-Learning Training in CAMS.  The overall aim is the development and comparison of in-person and e-learning versions of the collaborative assessment and management of suicidality, hereafter referred to as CAMS. 

This is a three-year multisite study.  In a few slides we will go over the project objectives that we are covering in this presentation. 


Some background, suicide prevention is a VA priority and a national and DoD priority.  The risk is elevated in some subgroups and in rural veterans.  In the military the Army rate of suicide is the highest as compared to the other branches, but recently has decreased some.  


An interesting study by Dr. Valenstein and her colleagues of almost 900,000 deaths receiving VA care for depression, they identified three risk periods for significantly elevated rates of suicide.  They were forty-eight weeks after hospitalization, twelve weeks after hospitalization for the sixty-one to eighty year olds, who also had the highest suicide rates in twelve weeks after medication change. 

So to respond to the issue of suicide we targeted CAMS. CAMS is a process for assessment, planning, tracking and management of suicidal risk.  There is an associated core tool, your suicide status form, hereafter referred to as the SSF.  The VA has purchased usage rights from Guilford for the SSF and is in the process of implementing a template into the CPRF.  

The SSF has been validated in several studies.  It’s eight pages and as you can see it is used for all phases of management.  


In terms of the value of this study for the VA, CAMS is often cited as an evidence-based practice.  It is also consistent with another national and VA priority, recovery.  For example in CAMS one of the interventions is creating hope.  

CAMS has been used in multiple studies.  There is empirical support for the quantitative and qualitative access of the SSF.  There are other VA and military CAMS projects in process now. 


Why is training providers in CAMS important?  A patient’s ambivalence about dying is an opportunity to save a life.  It is important to train providers in a systematic method of managing suicidality.  

Confidence and competence in providers is associated with better patient care.  CAMS is particularly user friendly because providers can integrate it with their current psychotherapeutic practices.  


Here’s a quote from a previously trained provider who used CAMS.  He wasn’t trained in our study even though Dr. Jobes had provided CAMS training to all division seven hospitals.  However, when we started our study many providers had left or assumed new positions.  


As I mentioned this is a health education research grant and the Department of Education systematically review actually shows that blended learning, which is e-learning and face-to-face combined, resulted in more learning than traditional face-to-face training.  We offered coaching calls which we’ll tell you about as another story a little bit later.  However, it’s important to note that the studies are mixed about changes in practice in terms of e-learning training and especially in the area of mental health.  


In this presentation we are going to focus on two aims of the overall project, developing the e-learning and comparing e-learning in person and no training.  We’d like to stop and do a polling question right now.  

And our question is what is your primary interest in attending this seminar?  And A, is it CAMS or suicide prevention; B, is it evidence-based practice; C, is it online training; D, is it evaluation of training; and E, is it none of the above?  And we’ll wait for about thirty seconds to look and see who’s attending in terms of their primary interest. 
Moderator:  There are your results. 

Janet York:  Okay.  So it looks like that evidence-based practice is the primary interest and next is the CAMS and suicide prevention.  Okay.  That’s good to know.  And there is varied interest.  

In terms of the methodology the study is a randomized cluster three-group design.  And the groups are clustered by the delivery and stratified by discipline.  We will focus on in this presentation provider change, the pilot implementation and barriers. 
We had all the study approvals, but central IRB was not possible at the time our study was funded, but we wished it had been.  

So what did we offer providers?  If they were randomized to either training they received CE, used the CAMS workbook and coaching calls.  If they were randomized to no training they received the Cluskey books on mental health emergencies.  
Risks were the subject matter, as training in suicide prevention can cause discomfort and anxiety.  And I’ve been a suicidologist for twenty-five years, and I’ve learned that you really never know who’s in your audience and what their experience is with being a survivor or going through a suicidal crisis, not just in terms of professional but at a personal level. 

So who was eligible?  Trained, licensed mental health providers, those not previously trained in a CAMS and those who completed informed consent.  Here’s our timeline and suffice to say we were forced to make many revisions of our timeline.  

The project started almost three years ago on August 1, 2009, but we had no coordinator, our now Dr. Marshall, for the first half of the project.  At other sites we also had to recruit a local PI and a halftime coordinator that we funded.  We experienced obstacles in hiring and loss of staff.  We also had budget barriers related to contracts and working with people outside of the VA. 
Here’s a brief comparison of the two deliveries.  Both deliveries provided 6.5 CEUs and included the use of CAMS assessment intervention and the SSF. 
The in-person training focused more on CAMS research and included studies with college students and active duty military and some forensic issues.  The VA e-learning is death specific and it included videos of the whole assessment session and several treatment sessions. 
It also included twelve completed and printable SSF forms from twelve consecutive sessions.  We also included two CAMS assessments reflecting diversity in our VA population. 

We were delighted to find empirically-based practices for e-learning that was recently summarized by Williams & Colleagues.  

And I’m going to go through that because I think they’re important and for us it really brought home what our education expert, Dr. Mauldin kept trying to do to keep us on track, focusing on evidence-based interventions, keeping it simple, easy to use, accessible 24/7, platform independent, anonymous, self-paid, visually attractive and appealing, interactive and engaging, organized in modules, offering individuation and resources for health.  And again we really do believe that our CAMS, our e-CAMS reflects this. 

So now Dr. Marshall, who is coincidentally also our designer, will continue the story of our journey. 

Elizabeth Marshall:  Thank you, Dr. York.  Developing the e-learning was an [inaudible] journey.  Early into the project we trained staff in the intervention and the platform.  That was the easy part. 


We tried many different approaches before we settled into one.  Luckily we had the right experts to accomplish this.


In the production stages we developed introductions, scripts and short vignettes.  The patient was played by Keith Jennings.  Keith is an Army veteran and a Catholic University student of Dr. Dave Jobes. 

We wanted to reflect veteran diversity by including cam assessments with a female and an older vet.  Delivery at the first site underscored problems and limitations. 


In the late stages of development there was a major revision of the e-learning curriculum.  This ensued simplicity and added artistic appeal.  The advantages in this presentation reflect the style of our e-learning.  

There were many barriers in development.  We encountered numerous technology problems, microphone glitches which led to the development of subtitles, and bandwidth issues that resulted in VISN consultation and multiple video compressions. 

One of the biggest barriers at the VA was file sharing.  Due to the graphics the sizes of the files were quite large.  We started using a dedicated share drive for all our project documents. 

Remember great minds don’t always think alike.  One of the biggest challenges you will encounter is the large variation of styles and views within your team.  

We learned many lessons along the way.  These are just a few.  It is important to reflect diversity in our vets.  Keep this in mind from the very beginning.  It is imperative to conduct a useful pilot.

If possible do not take away from your available participant pool.  Know VA technology limitations, especially if collaborating with outside sources.  


As we all know time isn’t usually on your side.  The clock was ticking and efficiency was not truly developed until a coordinator was in place.  Unfortunately we had grossly underestimated the development phase, as you can see from the slide. 


CEUs presented a huge learning curve.  Even though our TMS has many advancements their process for e-learning placed outside of TMS development is still in its infancy.  There were many aspects that were new to not only to us, but TMS as well. 

We had multiple website challenges.  In order to earn CEU credits our e-learners had to do the following:  log on to our delivery website, take the e-learning, then follow a link to the TMS website and take a quiz and a satisfaction survey there.  Last but not least a third website had to be accessed to take the post-survey.  And on an interesting note social workers had the strictest requirements out of all the groups for the CEU accreditation. 

In our power analysis we needed 268 providers.  There was a wide variability in the eligibility of providers and their recruitment.  Our suicide prevention coordinator had us walking the halls and knocking on doors to recruit. 

Why the new direction you may ask?  Site revisions had to made due to a site withdrawing. We found a replacement and to our delight another site had even made a request to join us. 

Then there was the recruitment of participants.  There was variability with informed consent.  One site’s IRB even allowed for verbal consent, although retrospectively we believe that this commitment may be less binding. 


Luckily the suicide prevention coordinators were active in over half the sites.  We found that their participation along with that of the associate chief of staff was crucial.  

Mother nature—we are sure you are all aware of the tragedy that hit Tuscaloosa.  The reports we received from our Tuscaloosa staff was the Tuscaloosa VA MC was used primarily as a morgue.  For obvious reasons it had a great impact on our VA’s functions and their training was rescheduled to a later date. 

In order to deliver training clinics were blocked six to eight weeks in advance for both training groups.  Dr. Jobes did the four in-person trainings and a representative of the Charleston staff attended each training. E-learning was available the same day as in-person except at the initial site.  

Providers had two plus weeks to finish.  We had found that the early birds were more likely to actually complete the training.  


We were excited to offer a coaching component to our learning.  The evidence showed that blended learning is more effective than traditional in-person.  We offered six slide coaching calls with Dr. Jobes for both groups.  Despite multiple reminders we had little participation.  As you can see seventy-eight percent had no attendees. 

For our learning measures we used CAMS training surveys.  We had adopted a CAMS survey that was developed at VISN 2.  We used it for the pre, the post and at a three-month follow up. 

The survey assessed factors related to practice and learning preference.  Surveys were done both electronically and by the hard copy depending on the site preference.  We sent out multiple e-mail reminders to participants for the surveys.  Electronic surveys were great for convenience and forcing a choice.  Problems arose when the wrong e-mails were provided and let us not forget non high priority e-mails are easily forgotten.  

Hard copy surveys although more personable were much more difficult to disseminate.  For all participant groups workbooks were delivered after the training and post was completed.  

We used descriptive statistics to examine our participants.  As you can see the majority were women between the ages of forty and fifty-nine years of age.  They had higher degrees and included professions other than psychologists and psychiatrists, for example the APRNs, RNs and the social workers. 


In terms of randomization as you can see the three groups were almost equal, seventy-one, seventy-two and seventy-four.  The site samples varied between seventeen and sixty-three participants.  


An interesting find, when asking our 209 participants about their career experience with suicidal patients, the majority of the providers reported that they had treated over one hundred patients with suicidality.  And almost a third reported having lost a patient to suicide.  Only eight percent reported never treating a suicidal patient.  


We do want to be clear that our data on the CAMS survey reflects only the pre and post at this time.  There was also a correction from your handout.  In the last column it just states training participants, participation instead of full participation on the next three slides.  

Here we see the percentage of providers completing the surveyors.  The training participation was similar across the three groups.  Interestingly psychologists were more likely to complete the training, but the social worker, APRN group were more likely to complete the pre, post surveys. 


If we consider participation by sites, site number four had the highest, almost ninety-percent survey participation.  Surveys were administered as paper and pencil.  Please note though, the data was not as clean.  For example, there were unsolicited comments and sometimes multiple responses when only one was requested.  However, site four had the lowest participation in training itself. 

If we examine percent of participation by condition the e-learning had slightly higher participation than that of in-person.  Please note that the control group did not receive training and so compliance was assumed to be perfect.  

And now my wonderful colleague, Dr. York, will continue. 

Janet York:  We don’t have time to review all the CAMS survey items so these are a few responses.  Blue indicates the percentage of respondents who changed their answer from time one to time two towards agreeing with a statement.  And red indicates the percentage of respondents who changed their answer towards disagreeing with a statement.  
They don’t sum to a hundred percent because many providers didn’t change their responses.  Notice in question three fifty-one percent of e-learning reported they felt confident to determine suicidal risks in the post survey versus twenty-seven percent in the in-person group.  

In question five forty-eight percent of the in-person group reported they felt more confident to help motivate a person to live versus thirty-eight percent of the e-learning group.  If you look at question six almost the flip-flop of a response between the deliveries was true in regards to developing a coping plan.  So obviously we’re going to have to try to make some sense of these, which we haven’t been able to do yet.  We haven’t had time. 

We know that Dr. Jobes got high marks and providers were satisfied with in-person training on the VA evaluations.  We haven’t been able to compare this to the e-learning because the team that has not yet released the e-learning results. 
However, informally we have received many positive responses for the e-learning after the pilot.  And TMS has even asked to use our training throughout the DoD.  

It is a bumpy road to bring in-person to e-learning, to recruit and get providers to complete the training and the evaluations.  We have been gifted with a great team with multiple talents and great collaborators like our FPC doctors at Stanford in our journey.  
We are now tackling the next phase of the overall study.  In regards to training mental health providers the assessment of training on patient outcomes is not a well developed area.  

We can’t collect patient outcomes and provider adherence until one year after each training is complete.  So when our data extraction is finished we will be using these strategies to analyze the outcomes.  

Here are some of our references.  We so appreciate your attendance and interest in our study.  And we have provided contact information for the three of our project staff.  

Elizabeth Marshall:  Thank you for listening to our presentation.  

Moderator:  Thank you both very much.  At this point people have not been typing in questions.  I think they’ve been looking at all those pictures among other things.  They’re fabulous pictures.  So we’ll give people a moment to type in any of their questions, but I do want to thank you both very much.  
Janet York:  And thank you.  

Heidi:  Thank you, [inaudible].  This is Heidi.

Moderator:  I think JoAnne Stevens is here with me and she had a question at the….

[oAnne Stevens:  Prior to the beginning.  

Moderator:  Hi.  Can you hear her?

Janet York:  Yes. 

Moderator:  Okay, great.  

JoAnne Stevens:  You alluded to the fact that the template for the SSF is going to be implemented into CPRF.  Do you have an approximate time when that might be completed?  
Janet York:  We’re lucky to have Dr. De Santis right here with us, our suicide prevention coordinator, who’s involved in that.  So, Dr. Desantis, do you have…?
Dr. Desantis:  Oh good morning.  Basically we’re in the process of doing the stuff with Jobes and Katie LaSalle.  They’re actually integrating this into CPRS. It has been essentially released the funding for this a  multiyear project for that.  But currently there isn’t an exact timeline because we’re trying to integrate people [duplicate stuff] say for examples and new human protocols coming out where people are integrating their treatment plans into one program.  So that’s actually being evaluated right now as we speak.  
Heidi:  Could you state which program that would be created with?  I had a hard time hearing you.  
Dr. Desantis:  This was the Mental Health Treatment Suite where—

Heidi:  Okay, okay. 

Dr. Desantis:  —supposed to be integrating the treatment plans regardless of your specialty.  And therefore you won’t have any kind of redundancy with for example treatment plans in CAMS versus treatment plans that are in that program. 

Heidi:  Okay, very good.  Thank you.  That’s very helpful. 

Janet York:  Thank you Dr. Desantis.  

Moderator:  Well I’m looking at this question pane.  I guess people have—they’re still formulating questions or they may not have any.  We’ll give….
Elizabeth Marshall:  We do have our e-mails connected in case they have any questions at a later date too. 

Moderator:  Okay.  Okay that’s good.  And people can always send questions to VIReC.  We’ll take a few more minutes.  
Let me announce to the audience our next speaker for March.  That will be March 20th.  The speaker will be Dr. John Crilly who is from New Orleans VA.  And the title of his talk is “A Novel Use of Electronic Health Record Data to Inform Patients and Clinician Treatment Choices.”  So we hope you can join us then. 
I think Drs. Marshall and York that the questions are not coming in so I think we may end our session.  Thank you very much.  

Janet York:  Thank you all for this opportunity.  

Moderator:  Thank you and everybody please when you log out of Go to Webinar if you could fill out the questionnaire we would really appreciate it.  Again thank you Drs. Marshall and York.  Bye-bye everybody.  

Janet York:  And good-bye.  Thank you. 

Elizabeth Marshall:  Bye.  Thank you.
[End of Recording]
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