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Moderator:	I do want to introduce our speaker today. We are lucky to have Dr. Steve Dobscha presenting for us. He is the director for the HS R&D Center to improve veteran involvement in care, known as CIVIC. That as at the VA Portland Healthcare System. He is also a professor in the Department of Psychiatry at Oregon Health and Science University. We thank you for joining us, Steve. Are you ready to share your screen? 

Steven Dobscha:	Sure. 

Moderator:	All right, you should have that pop up now and we are good.

Steven Dobscha:	All right, thanks very much, Molly. So today, I am going to be actually talking about several projects related to the development and initial study of a smart phone application for veterans and military service members with suicidal ideation. Just to present a disclosure statement, I really having nothing to disclose. This work was supported by the Military Suicide Research Consortium which is funded through the DOD. The project was also supported by Department of Veterans Affairs.

Before I get started, I just want to say a little bit about the partnership we have here. So the app that I am going to be talking about Virtual Hope Box was developed by the National Center for Telehealth and Technology which is often referred to as T2. This is a Department of Defense organization and located at Joint Base Lewis McChord in Washington. The investigators here at the Portland VA Healthcare system specifically in our center of innovation partners with T2 to make this all happen. I just thought I would list some of the key members of our respective project teams, both from T2 and VA Portland. I want to thank everybody for making this happen. I also just wanted to give a quick shout out to Dr. Peter Shore, who helped put the T2 people in touch with the people here in Portland to help make this collaboration work.

Today I am first going to give a little bit of background on Hope Box which is a clinical tool that I will describe in a minute and give some rationale for the project.  I will discuss some of the development of the virtual Hope Box prototype, present some information from our initial pilot project, and then discuss our randomized clinical trial design and preliminary findings. We are currently still in the middle of doing a series of analysis. As we have time, we can talk for a few minutes about translation into practice. Before we go further though, we did want to give a poll. 

Moderator:	Thank you, so for audience members, you do see a pole up on your screen at this time. How familiar are you with the concept of a hope kit, also known as hope box or self-soothing kit? The answer options are not at all, somewhat familiar, and very familiar. For those of you, I am so sorry. This is not showing the right thing. There we go. So as I was saying for our audience members just go ahead and click the response that best aligns to your answer. We have got about 80 percent response rate. At this time, I am going to close the poll and share those results. So just over half of our audience, 53 percent, reports that they are not at all familiar with the concept; 26 percent are somewhat familiar; and 21 percent are very familiar. So thank you to our audience members for those responses. I will turn it back to you now, Steve.

Steven Dobscha:	Great, thanks, that information helps. So to dive into the background, we certainly know that high risk individuals who are receiving mental treatment really can benefit from additional support and coping skills that they can use when they are away from the clinic. We know that cognitive behavioral therapies, as well as a type of cognitive behavioral therapy, dialectical behavioral therapy can be effective in helping to manage suicidal ideation and self-harm behaviors. There have been systematic reviews that have supported the use of DBT for borderline personality disorder, which often presents with chronic suicidal ideation or self-harm behaviors. DBT is also being used to treat other types of mental health conditions over time. These therapies, as well as other types of cognitive behavioral therapy—another example might be Greg Brown’s cognitive therapy for suicidal patients. Are often aimed at redirecting distressed individual’s attention towards reasons for living or instilling hope using the recovery model, and often employ problem solving skills, development, as well as helping patients with other effective coping skills. These therapies are often are combined or include stress reduction techniques, for example, relaxation and distraction. 

The Hope Box or Hope Kit or Self-Soothing Kit is a concept that has been around for quite a long time. There is not nearly as much formal evidence to support its use, but it is not uncommonly used. It often works well as an adjunct to CBT or DBT. What a Hope Box is really a physical representation of a patient’s reasons for living, that the patient can create and customize. So a Hope Box maybe created, for example, using a shoe box or a cigar box. The individual stores items in that box that they can look forward during times of hopelessness or distress. That might be a favorite CD, family photographs, letters, reminders of accomplishments, or future aspirations, supportive messages from loved ones. The process of building or constructing a Hope Box is usually something that takes place over a period of time. At least in our DBT program here in Portland, it is really often part of the therapy itself that act of constructing and creating a Hope Box. 

Now a conventional Hope Box does have a few disadvantages though. It is physically unwieldy. It needs to be in one place and it may not be available when a patient needs it most during crisis. On the other hand, the concept of a virtual Hope Box where essentially we are taking the concept of a Hope Box and using a smart phone to contain that information and features has the ability to enhance access to the Hope Box when it is needed, as well as the experience. This is particularly relevant for military service members who are highly mobile. In fact, personal cell phone use is extremely high among active and recently retired military personnel and we know that often a need for psychological support will emerge in the absence of healthcare providers. The other advantage of a smart phone app is that it can benefit from rich multimedia and we will get into that in a few minutes. The smart phone based app also allows for an easily personalized tool that is very portable and as we heard from some of the veterans in our pilot project, they appreciate it being discretely available to a user in distress. So if someone is sitting in an airport looking at an app, you do not necessarily know that they are looking at a Hope Box. It is a fairly private activity. 

So the T2 group created the Virtual Hope Box prototype several years ago. There are a couple of important aspects of that I want to emphasize. First is that the Virtual Hope Box is primarily designed as a tool for use by mental health clinicians and their patients as an accessory to treatment. It really was not initially designed as a standalone tool that a clinician might use on their own. It was also designed to help and restore emotional equilibrium when patients have exacerbations of distress or hopelessness that might occur during treatment and in between sessions. The idea was that the patient and the clinician would work together to populate the Hope Box using the patient’s own smart phone with personalized content, similar to how people have worked with physical Hope Boxes. Again, the patient can use the Virtual Hope Box away from clinic and can continue to add or change content as needed. 

So I am going to walk us through some features of the Virtual Hope Box. There are several different sections or components to the Hope Box. I will show some screen shots of the specific sections in a minute, but to give an overview, there is a Reminders section which really is visible from the front page and helps focus the user on cherished memories, various types of digital media, and people can access photos, videos, and recorded music. There is a section called Distract Me, which contains distraction tools such as word search and other puzzles. There is a section including Relaxation tools, which contains a number of controlled breathing exercises and guided meditations. There is a section available which is a user customized section with supported contacts. That might contain the veteran’s crisis line information.  The Hope Box includes inspirational quotes, which it comes preloaded with quotes, but the user can also replace those or augment those quotes at his or her discretion. Then there is a section with Coping tools, which has two parts which is Coping Cards. There is another part which is an activity planner. Coping Cards is a tool that has been used in other types of cognitive behavioral work. It is a way of patients being able to remember coping strategies or replace or substitute adaptive coping or problem solving or positive statements for more maladaptive types of coping statements. I will show you an example of that in a minute. 

This is some screen shots giving you some examples of the Remind Me section, which again can include photos from the phone or individuals who can take photographs and put them into the app directly.  You can also include video content, as well as music. These are some screen shots from the Relax Me section that shows various exercises. This is a screen shot from the Distract Me section. This is from the Coping Tools section. The example here of a Coping Card would be in this case the individual has entered a statement and feelings that go with that. “I cannot take the pressure of work and school and kids and I am feeling trapped, erratic, and depressed.” In this case, the individual has come up with several more positive types of responses, things to help the induvial feel better. This is a screen shot from the Inspire Me section. We also have Contacts, again just to give you a picture of some of the types of information that might be included there. 

The way that this is supposed to work is as follows. So an induvial may have a certain feelings or cognitions. For example, it is not worth it. Then a particular section such as Remind Me may remind the individual of help him to equilibrium. I cannot stop thinking about something. Perhaps Distract Me would be a useful section. I feel really tense and agitated might call for the individual to use the relaxation section. Or here he person feeling like they are worthless, that might be a good prompt to use Coping Cards. So the idea is being to help restore emotional equilibrium. 

Then briefly to our pilot project. In our pilot project initially, we enrolled 18 veterans from the Portland VA who were participating in our DBT program. We used a cross over design. Once people were enrolled, we randomized into receive either a physical Hope Box, that is what VHB is, or the Virtual Hope Box, which they then used for some six weeks. Then they would switch over to the other one. So if they started with building a physical Hope Box, then they would switch to building a Virtual Hope Box and vice versa. We collected information at various points during that process. We also interviewed clinicians about their impressions of working with veterans who were working with the Hope Box. This is a summary of some of the pilot study results. Here, this is really presenting a comparison of physical Hope Box to Virtual Hope Box within this small group. We found that compared to the physical Hope Box, more patients used the Virtual Hope Box regularly. They tended to find it more beneficial and helpful. They reported that they had found it easy to set up. They would likely use it in the future and they would recommend it to peers. These are some other comparisons between Virtual Hope Box and physical Hope Box. Probably the most important results here are that twice as many patients preferred the Virtual Hope Box going forward than the physical Hope Box. Kind of skipping to down here, almost two thirds would recommend the combination of a physical Hope Box and a Virtual Hope Box. If someone had to just pick one alone, 40 percent would recommend the Virtual Hope Box.

These are some pilot data we have on usability. Here what we are seeing in this graph are the number of days during the approximately 48 day period when each patient used the Hope Box. You can see that the amount of days that patients used it was quite variable from about four days in one individual to 43 days, almost every day to this induvial access the Virtual Hope Box. The qualitative information that we obtained was also generally positive and enthusiastic. Because of time, I am not going to go into all of these except to say that patients gave a number of positive comments about various aspects of the app. We also talk to mental health clinicians and feedback in general was also quite complimentary. These are DBT clinicians. They generally liked the idea about it helping with the stress tolerance perhaps in general, not necessarily specific to patients enrolled in DBT programs. 

All right, before I move on to our randomized clinical trial, we have another quick poll.

Moderator:	Thank you, so far attendees.  I have just launched that now. So what do you think about integrating technology such as smart phone apps into clinical practice? Do you approve? Are you neutral? Or do you disapprove? Okay, it looks like we have already ahead about just over 80 percent of our audience vote. There seems to be a very clear trend. I am going to go ahead and close out the poll and share those results. As you can see, 95 percent approve and five percent are neutral. So thank you to those respondents. Steve, I am going to turn it back to you now. Just one second. Okay, you have that pop up now.  

Steven Dobscha:	All right here we are, thanks. I guess the smart phones and mobile apps are here to stay.  Let us talk about the randomized clinical trial. Based on our promising pilot results, we did receive additional funding from the MSRC, Military Suicide Resource Consortium, for a randomized clinical trial of the Virtual Hope Box. Our main goal at this trial was to assess the impact of Virtual Hope Box on suicidal ideation, coping with stress, reasons for living, and the overall patient experience among veterans in treatment who were at risk of suicide behaviors. Some of what we did was a little different as we expanded the reach. Our sample was expanded beyond the DBT clinic to broad VA mental health care. In fact, we recruited from 11 different programs across the Portland VA Medical Center. The mental health division was fairly large. We expanded in that way. We also wanted to specifically evaluate the impact over time on various types of symptoms. Even though that hope box was really designed to restore emotional equilibrium and to be used during times of crisis, we did wonder if it might contribute to symptom improvement over time. 

We in the RCT, we compared the impact over time of how the Virtual Hope Box to an enhanced treatment as usual group. I will show you a little bit more about that in a second. Then we also assessed the patient experience of the Virtual Hope Box similarly to what we had done in the pilot. So the enhanced treatment as usual was essentially treatment as usual in the mental health. People had to be in mental health care.  We also adapted a tool from a booklet from Vancouver VC called Coping with Suicidal Thoughts. We did that with permission. That booklet was given to patients at the beginning, after they were randomized to the usual care group. They went over it. They talked to a coordinator. Then we were encouraged to look at that over time. That included general information about suicidal thoughts including information about safety planning. It included strategies that might be used to decrease thoughts of suicide, information about meditation and mindfulness, crisis and other types of contact information, bibliography information as well. What we did, as I mentioned, we compared Virtual Hope Box to enhanced usual care over 12 weeks. We included veterans who had expressed suicidal ideation to the clinician within the prior three months who were in active mental health treatment who was a smart phone user and owned their own smart phone. We did not have the ability to provide smart phones. Exclusion criteria were severe cognitive disorder or terminal illness, or they had participated in our Virtual Hope Box pilot study. We recruited either by soliciting direct referrals from mental health clinicians or we also would review VA administrative data for people who had been in the hospital for people who had suicide behavior reports. We partnered with our suicide prevention coordinator team and a few high risk clinical programs. We sometimes individuals who based on the chart looked like they might be eligible. Then we would contact the clinicians asking them if it was okay for us to make contact. 

We had several measures I should mention, but I will not go into a lot of detail. We used Beck Scale for Suicidal Ideation, the five item screener, Brief Reasons for Living inventory, Coping Self-Efficacy, as well as self-reported usage of the Virtual Hope Box or the enhanced treatment as usual materials. We also included measures of belongingness from the interpersonal Needs Questionnaire and several items from the Columbia Suicide Severity Rating Scale, which had to do with aborted or interrupted attempts, as well as perceived stress. In 12 weeks, we measured usability. Throughout we gathered data electronically using Virtual Hope Box as well, which provided additional objective data on usage. For analyses, we generalized used generalized estimating equation models, which really helped to adjust for repeated measures within individuals over time. 

So I should just mention, we did make a few changes to the Virtual Hope Box prior to the RSCT. We essentially restructured the Coping Cards section to become Coping Tools and moved the activity planner into it. We added three additional guided meditations. We developed printed clinician and user guidelines which we gave to the individuals participating. We made some other technical changes and improved reliability and also helped make some changes in instructions that were actually on the app. 

So to get to the preliminary findings, these are the characteristics of the patients who were in the Virtual Hope Box group and the group of the enhanced treatment as usual. We had a total of 118 patients participate in the trial. In terms of demographics, women were definitely, there were more women in our sample than are in the national VA population. We had a large number of white, non-Hispanic individuals which does reflect the demographics of the VA, at least in the Northwest area. About a quarter to almost a third had a four year college degree. Just kind of looking down through this, a little over half of the group had been deployed at some time in their life. There were no significant differences looking across the two groups here in terms of demographics. 

These are some baseline clinical measures. Just looking at the coping efficacy scales, there were two subscales that we looked at in the coping efficiency measure, one having to do with stopping unpleasant emotions and thoughts and another getting support from friends and family. We looked at four subscales in the Reasons for Living measure as listed here. I really want to make two points from this slide. First, there were no significant differences when you compared the Virtual Hope Box and the enhanced treatment as usual group at baseline, but also that these scores are actually fairly low. The coping efficacy measure was developed using HIV positive men with depression. Their means were closer to four and a half and higher scores meaning that there is greater coping efficacy. Similarly, the Reasons for Living measure was developed using prison inmates in New York. Their mean overall scores were in the four and above range. What you are seeing here are people who at baseline tended to be lower in terms of coping efficacy and reasons for living.

These are our followup rates at three, six, and 12 weeks. What you can see is that they are actually quite high in terms of being able to gather research data from these individuals. I certainly want to thank the veterans and clinicians who participated in the project which helped this, but my research team, I thank them because they did a fantastic job of staying on this and collecting data over time. 

Getting into some of the comparisons over time. This is the Coping Self-Efficacy stop thoughts subscale and the family, friends support scale. Here, we are seeing means at baseline, three, six, and 12 weeks. We are seeing a couple of things here. First is that in both groups, Virtual Hope Box and treatment as usual, we see improved coping in this subscale from the baseline at all time points. You also see improvement comparing 12 weeks to baseline in the family, friends, support self-efficacy subscale. At this single time point, of three weeks of Virtual Hope Box has a significant improvement compared to enhanced treatment as usual, but in all of the time points, there really are no differences between Virtual Hope Box and enhanced treatment as usual. The belongingness scale from the Interpersonal Needs Questionnaire and what you are seeing here is that there is really is no difference over time in either group in thwarted belongingness. In both groups, you see some slight decrease in perceived stress over time. Again, what you really are seeing is that there is no difference between Virtual Hope Box and treatment as usual in either of these two measures over time. Then this is the Beck Suicide Severity Scale on the left and the Reasons for Living Scale on the right. What we see is in Virtual Hope Box and in enhanced treatment as usual, you have reduced suicidal ideation from baseline to six weeks. That is good. However, for Reasons for Living, you also see slight decreases in Reasons for Living, which is in the direction you would expect for both groups. Again, no differences between Hope Box and treatment as usual. Then finally, these are some predictive rates in Interrupted Suicide Events either an event interrupted by another induvial or interrupted by self. Essentially what you are seeing is that there is really no difference in the rates for interrupted events when you compared Virtual Hope Box with enhanced treatment as usual. 

So let us take a step back from those measures and look at objective Virtual Hope Box usage. These are data obtained from usage logs, again, that information stored in the phone. Here, we see that these are each of the study weeks and the percentage of individuals who are using Virtual Hope Box who use the Virtual Hope Box during that week. This is not too surprising. We see that a lot of the veterans used Virtual Hope Box early on, fairly frequently, but still even over time that considerable numbers of the veterans were accessing Virtual Hope Box, even out later in the study. These are some qualitative reports. In general nearly all participants had positive feedback about Virtual Hope Box. I really think it is very helpful. It is a good resource, especially for people to keep to themselves. This individual said “it is nice to have everything in one spot. The fact that it is easy to use when you are feeling funky, it does not take a lot of thought.” Participants identified various benefits for the Virtual Hope Box. For example, here, “when I would remember it, it was almost like a relief because I knew it would pull me out of the space I did not want to go.” This veteran said, “Get my mind off of suicide and get my mind off the things that were really bothering me. This one said, “Just the fact of having it with me provided me a really good outlet. I have it on me most of the time.”  This is a quote from a veteran talking about the clinician used Virtual Hope Box with that veteran and this person said, “He pulled up a seat next to me and we both looked at the app together. He was really good about giving me ideas for coping skills to put in my coping card. I got a better list because I was working with him otherwise I wouldn’t have come up with all the ideas myself.” 

Now this is a slide showing a summary of the clinician perspectives. We interviewed 25 of the clinicians who had participated in the project and veterans who were assigned a Virtual Hope Box group. It was fairly clear that the majority of clinicians had discussed the app with their patients. They reviewed the app’s features, looked at the content, talked about how it could be used as a suicide prevention tool and assigned the app as homework or worked with the patients to develop coping cards and positive statements. These last two were not done nearly as frequently, but some of the clinicians did do that. Most of the clinicians saw benefits to using the Virtual Hope Box with their patients. They saw it as an additional therapeutic tool and felt that it helped to validate patients existing coping skills and viewed it as a little bit of a safety net and sometimes as a conversation started for discussing difficult emotions. Clinicians did note several barriers, namely lack of time and trouble remembering at times that it was really available or could be talked about during the sessions. 

I want to go back. There is one negative feature that had been mentioned by clinicians or by the veterans. I remember it more from the pilot. The idea that the Virtual Hope Box does not give you a tactical stimulation in the same way that something from the physical Hope Box can. So if you had a special stone or something that was pleasant to touch, that is one limitation of the Virtual Hope Box. 

Then these are some data comparing impressions of the patients in terms of usability and benefit from the clinical trial. You can see here that the Virtual Hope Box users were much more likely to use it frequently. They found it more likely, it was easier to use and navigate more and found it helpful and beneficial, more reported they would be likely to use it in the future and more reported being likely to recommend it to others, actually 90 percent. I think these are pretty strong statements about the perceived benefits. I also have listed over here some of the reasons they used it. Veterans reported using it when feeling distressed or when their emotions were overwhelming. A little less frequently they reported using relaxation, distraction, and inspiration tools. Almost a third did say they used it when they felt like hurting themselves. 

To summarize, the question is is the Virtual Hope Box a value added treatment intervention? I think what we have shown is that from what we have seen here is that there are modest, but statistically significant overall improvements over time for both users of Virtual Hope Box and enhanced treatment as usual in terms of coping, self-efficacy, suicidal ideation, and perceived stress. In terms of effects on symptoms at least measurable in particular time points, we saw almost no differences between our study arms and standardized outputs. This seems fairly consistent with really the original design which is that the idea of helping patients restore equilibrium. Patients did report to us that they used the Virtual Hope Box when they were feeling distressed, when their emotions were overwhelming and when they felt like if they were going to potentially hurt themselves, etc. I think overall, the finding support that it is a useful accessory to treatment but no really as an intervention in its own right. The other thing was noted was the impact of Virtual Hope Box may be more transitory and as I hinted at a minute ago, it may not really coincide with fixed measurement points such as a three, six, 12 weeks. Instead, it may have its impact in these as needed times. I am just about done, but I want to mention a couple of things about translation into practice. First, the Virtual Hope Box was released as a free app to both the Android and IOS, otherwise known as Apple marketplaces in March and April of 2014. If you search in those marketplaces, for Virtual Hope Box, you should find it. Since that time, we have had approximately 4,000 downloads per month at least in this year, which at least at this moment probably close to 60,000 downloads to date. Interestingly, there has been a flood of positive endorsements from downloaders. There are people who have downloaded the apps that are gone to T2 which have included testimony and benefits to both providers and patients.  This slide should be in your handouts. It is. It gives the links as well to these sites where the app can be downloaded, as well as downloadable clinician and patient user guides.  We have included a very limited bibliography here. I will point out this last one is reporting the results of our pilot. I think I forgot to mention, Nigel Bush is the PI of this project. He is a T2 and I and the co-PI. I want to thank Nigel for sharing the slides and I adapted for this presentation today. I will stop there. 

Moderator:	Thank you so much. We have lots of great pending questions and we will get right to them. For anybody that joined us after the top of the hour and is looking to submit a question or comment, you can do so using the Go to Webinar dashboard on the right hand side of your screen. Just expand the Questions section by clicking the plus sign next to the word Questions and you can submit it there.  The first question we have, “You presented findings for thwarted belongingness, but what about perceived burdensomeness and other subscales of the NIQ?” 

Steven Dobscha:	We basically stuck with thwarted belongingness. We had to make some really tough choices in terms of participant burden. We made a decision that we would focus on the thwarted belongingness. It would have been nice to include more information. 

Moderator:	Absolutely, somebody writes in, “Dr. Schmitz in my office uses VHB with nearly all of his patients at elevated risk for suicide. He loves it and the veterans love it, too. Thanks to Nigel and Steve.” 

Steven Dobscha:	Good, thanks. 

Moderator:	Have the developers considered using the haptic qualities of a smart phone to create some tactile interactiveness?” 

Steven Dobscha:	Well, that is kind of not my area. I am the clinical test or trials person. I do not think so. It certainly has not come up in our conference calls that we have regularly. That is a great thought. 

Moderator:	Thank you, this person wrote in in response to the poll question we had about people approving or disapproving using medical apps on smart phones. This person writes, “I approve of the integration of technology such as smart phone apps to mental health treatment, but with the caveat that many veterans, especially those with more severe mental illness, do not have smart phones.” 

Steven Dobscha:	Actually, what we are seeing is that more and more veterans do have smart phones, but that is an excellent point. I guess I would also use it to highlight our findings here that I think the findings support that it is a useful adjunct and that patients find it useful, but we really did not see effects in terms of symptoms. I think it highlights the need to continue with our current modalities in mental health treatment and to think about some of these approaches, at least until they are otherwise evidenced based as adjuncts rather than standalone treatments. 

Moderator:	Thank you. One person writes, “Does the VA offer any support for those people without smart phones but at higher risk for suicide?” 

Steven Dobscha:	In terms of providing apps and available, at least not on a widespread basis that I am aware of. 

Moderator:	Thank you. Next question, somebody wonders if the free phones offered by the government are smart phones and can download these apps. I am not sure if you know the question of that one. 

Steven Dobscha:	Yeah, I mean I don’t really know what program that is referring to. I mean I know there are different sites that have, for example homelessness program. I think there was a time here in Portland we were talking about patients being able to get a cell phone. I do not know if it was a smart phone. I think there may be pockets within the VA and various facilities where there are some different programs, but I am not aware of a widespread national program. If someone is aware, please let us know. 

Moderator:	Sounds good. Were you able to capture data on which features were used the most? For instance, Sudoku, meditations, pictures, etc.?

Steven Dobscha:	Well, that is partly why we have preliminary results. We do not have that form the RCT at this point. I think we do know that pretty much all of the sections were used by some individuals. I do not think I can comment more on that. 

Moderator:	Thank you, have you considered using EMA to assess mood or suicide ideation immediately before and after VHB use to assess effectiveness in the moment of use? 

Steven Dobscha:	Unfortunately, I do not know what EMA is. 

Moderator:	We will have to ask them to write in for further clarification. The next one is a comment. We have been in conversations with the veterans who have said they do get smart phone from the VA if they qualify for “assistance devices.” Thank you for that. Apparently EMA is ecological, monetary assessment. It is just using data to assess in the moment it is to responses in real time. 

Steven Dobscha:	Well, I am not aware of that consideration, but that is interesting and I will take that back to the T2 group. 

Moderator:	Thank you. Many people are interested in having a set of your slides. Please note that we have provided them. There is a hyperlink in the reminder email you used this morning, the same email that you used to enter to today’s presentation so you can always refer back to that. Let me get through these real quick. Lots of people are writing in saying thank you this was a wonderful presentation. To those of you, thank you for joining us and please reflect that in the feedback survey at the end. I believe that is the final pending question. Wait, as far as the assistive telephones that are provided, it is namely for blind veterans that quality to get them. However, a frequent complaint is that they have a minimum amount of storage. Fair enough. Okay, well as I said, lots of thank you's are coming, but that is the final pending question. Do you want to give any concluding comments, Steve?

Steven Dobscha:	No, I just want to thank everybody for listening in. 

Moderator:	Excellent, well I want to thank you very much for presenting for us today and I am going to take just a moment to plug the new VA poll site. Many of you may have heard of VA polls. It is just getting up and running and it is a place where you can connect with your colleagues and stay up to date on certain research topics and continue collaborations. We do have a site set up for the HSRD cyber seminar page. You have that information on your screen now. You can set up a VA polls account just using your VA email address and you can search for HSRD cyber seminars. We would love to continue conversations about this presentation and other research. Once again, thank you Dr. Dobscha for sharing your expertise with the field. Thank you for our attendees for joining us today. And this does conclude today’s HSRD cyber seminar presentation. Please keep an eye out for the followup email with a link leading to the recording. Thank you everybody, have a great day. 

[End of audio]
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