cda-022316

Session date: 2/23/2016
Series: Career Development Award
Session title: Implementing a Protocol to Improve Weight Management in Primary Care
[bookmark: _GoBack]Presenter: Melanie Jay

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


Unidentified Female:	We are at the top of the hour now. At this time I do want to introduce our two speakers. Our primary presenter today is Melanie Jay. She is a Staff Physician at VA New York Harbor Healthcare System and the Assistant Professor of Medicine and Population Health at New York University School of Medicine. 

Joining her today is Dr. Scott Sherman. He is also a staff physician at the VA New York Harbor Healthcare System, Co-Chief of the Section on Tobacco, Alcohol, and Drug in the Department of Population Health; and Associate Professor of Population Health and Medicine and Psychiatry in the New York University School of Medicine; and an Associate Professor in the College of Global Public Health at New York University. I would like to thank them both for joining us today. At this time, Dr. Jay, are you ready to share your screen?

Melanie Jay:	_____ [00:00:59].

Unidentified Female:	Excellent, thank you.

Melanie Jay:	Thank you so much for joining the talk and the general Intranet at the VA New York Harbor. I had a Career Development Award that I received in 2012 in October. I am in the fourth out of fifth year of my CDA. I am going to present today the work I have done so far in the development of an intervention and protocol to improve weight management in primary care at the Veterans Affairs. I have no conflict of interest. 

As I said, I am funded by a Career Development Award from HSR&D. I did not put references on the slide. But if there are any references that you would like me to send, please e-mail me, melanie dot jay at VA dot gov. 

The objectives of the talk are to present my CDA-related formative work leading to intervention and development; to describe the MOVE! Towards Your Goals Intervention; which we have now change the name. I will tell you why – to GEM – which is Goals for Eating and Moving; and report the results of our pilot studies. 

I am going to briefly describe our research protocol for our IIR grant application, which we resubmitted in December. Then at the end for a few minutes, just discuss some of the challenges and opportunities of conducting research with the CDA and kind of what I have learned. How I was able to do the research. We are going to start with a poll question just to find out who is on the line.

Unidentified Female:	Thank you. For our attendees, if you look on your screen at this time, you will see a poll question up there. We would like to find out your position. You are currently a Career Development Awardee, a Career Development Award mentor, a past Career Development Awardee, but not mentor; primarily a researcher who is not a CDA mentor or mentee; or none of the above. You can just go ahead and click the circle right there next to your corresponding response. It looks like we have had just about half of our audience reply. 

For those of you selecting none of the above, please note at the end of the presentation, I will put up a feedback survey. That will have a more extensive list of positions. You might find your exact title there to select. Okay, great, it looks like we have had about 72 percent response rate. There are pretty clear trends. I will go ahead and close this out and share those results. As you can see, 15 percent of our audience are current CDA Career Development Awardees; 15 percent are also past Career Development Awardees; and 46 percent are primarily researchers who are not CDA mentors or mentees. About a quarter of our audience, 23 percent are replying none of the above. Thank you to those respondents. Dr. Jay, I will turn it back over to you now. 

Melanie Jay:	Can you see my screen?

Unidentified Female:	Yes.

Melanie Jay:	Why primary care and weight management? This is a big interest of mine as a primary care provider. I feel that primary care; I think that primary care is an important venue to promote weight management through the lifestyle-based counseling. I see my patients three to four times a year. They generally, I would like to think trust what I say and speak advice from primary care providers; and expect us to counsel them about their weight. 

Unfortunately, primary care providers frequently fail to counsel obese patients to lose weight. That is for many reasons, including system level reasons that we do not have time to do it. For instance, many of us do not feel – do not receive adequate training in our residencies and medical schools. Although that is changing. There are patient level barriers that it is a very difficult conversation to have. Patients might not want to lose weight. There is a whole obesity stigma that makes it difficult to talk about. 

We conducted a recent systematic review looking at technology-assisted interventions in primary care, which show that they can promote weight loss. A lot of them also utilize other people on the healthcare team. This is why I focus on weight management in primary care. My intervention and other research I have done has used the 5As model of obesity counseling. This is a model that was developed for tobacco cessation. It is a counseling model. It was endorsed by the United States Preventive Services Task Force. Medicare recently started reimbursing physicians to do counseling around obesity. 

They want us to use this model. What is this model? It tells us that we should do things like assess risk, behavior change, and correct behaviors, advice to weight loss and behavior change. Agree, which is my favorite. It is around collaboratively setting goals, which I think is very important. Assist is the things that we as clinicians can do to help our patients such as motivational interviewing, medications; telling them about bariatric surgery, addressing barriers that they have to weight loss. Arrange is making sure that they have the resources they need; and whether it is appointments or information to receive follow-up, and ideally more than once a month. 

Before I came to the VA, I did a study looking at the impact of training residents in the 5As model on patient weight loss at 12 months. We had 12 residents in the curriculum group, 11 in a weight loss control. We recruited 152 of their patients with obesity. We were able to follow-up on 41 patients in the introduction group, and 46 patients in the control group that one year. 

When we counted missing data, we did not see a difference. But, if we just look at the patients who we had follow-up on, we had 1.53 kilograms weight loss in the intervention group; and about a kilogram of weight gain in the control group. My takeaway from the study is that there might be a benefit of training providers. But of course, you cannot rely solely on the primary care provider. We need interventions to facilitate obesity counseling within the system. 

Now I am at the VA, which I am very excited to be at. It is a patient population that has a high level of obesity, a little bit higher than the general population with 36 and 37 percent of patients with obesity. They see, as I said, their primary care provider 3.6 times per year, but few receive adequate counseling. Even though unlike other places where I have worked, we have universal body mass index screening and clinical reminders to make sure that every patient is offered the MOVE! Program. 

We have a high rate of offering the MOVE! Program. But despite that, only in any given year, only eight to ten percent of eligible patients go to one MOVE! visit. Even if we were going to triple the rate of people going through, you still have the majority of the population who may never go. 

The other thing that is great about being at the VA is that we have patient alliance care teams within the patient centered medical home model of care. It provides an opportunity not just to rely solely on the NP or the physician to do the counseling. But that we can have a team based approach. Of course, as I said we have the MOVE! Program, which is an incredible resource. 

The specific aims of my Career Development Award was using qualitative methods, develop a brief, computer assisted 5As intervention to treat obesity within primary care; to determine the feasibility and acceptability of this intervention for urban, obese, VA patients within PACT; and to explore the impact of intervention on intermediate, behavioral, and weight loss outcomes at 3, 6 and 12 months post intervention.

There are three stages of my project. I am going to spend most of the time talking about the formative and development phases. We are in the evaluation phase currently. The first thing that we did for the formative phase is we did focus groups with 54 Veterans. We wanted to inform intervention development. We explored unique VA patient lifestyle behaviors, weight management experiences with healthcare providers, use of goal-setting, and use of health technology. We get six focus groups. Two of them were all female. Four were male. We had 54 participants. 

This slide just shows that the mean age was around 58. Although, the women trended towards being younger. We had a nice mix ethnically and racially with 47 percent black and 24 percent Latino or Hispanic. They were a fairly highly educated bunch. As you can see about 74 percent were either, had some college or some graduate training. 

We found two major themes. We published this. I can get you the paper, if you would like. The first theme is the impact of military service on healthy behaviors. We found that the structured environment and strict standards of the military motivated our Veterans to maintain weight control while they were enlisted. They would get up at 5:00 a.m. to exercise. They should only be a certain weight to be able to stay in their jobs. 

It was really motivating. But lack of autonomy was a barrier to learning how to manage their health when they left the service. Even things like paying their rent and buying healthy food were things that they had not had to necessarily do for themselves. 

Physical activity, and this is true for both men and women. It was considered the predominate method to lose weight, even though the literature states that diet is more important for weight loss to where physical activity plays a big role in weight maintenance. But when they thought about losing weight, the first thing they thought about was physical activity; which is an issue because at least at our center, the MOVE! program is not as focused on structured physical activity. 

There was a strong military identity. They sought support from other Veterans. This is a little less important in the female groups than in the male groups. But the female groups still appreciated being part of the VA system. 

For theme two it was about promotion and sustainability of health behaviors and how we could help them do that. There is a perceived need for more personalized and tailored lifestyle counseling. This is especially true in female focus groups. They did not like when they met with the dietician and were showed plastic fruit and told that they should eat one way. They wanted it more personalized to their needs. 

We asked the questions around goal-setting, which was well accepted. But they wanted a person on the other end to help with accountability and help them stay motivated. They also found that technology was useful. A lot of them used it. Some were skeptical. But they really wanted to have a knowledgeable person like a health coach or somebody on their team to provide guidance. They certainly would be frustrated just handing them a smartphone app or a piece of technology without having the human contact. The other piece we did were key informant interviews. This was done locally at our VA. 

We assessed the 22 PACT teamlet and MOVE! Staffs' attitudes and perceptions regarding obesity care. Their obesity-related counseling practices. Their perceptions and experiences with the MOVE! Program; and targets for interventions to improve implementation of obesity care and primary care. Again, we had 22 PACT team members, 11 primary care providers, five RN care managers, five LPNs, one program assistant, three staff from the MOVE! Program. One of which – two of – one of which was a psychologist. The other two were dieticians. 

The summary of our findings before I tell you our themes were that there are a lot of variations in perceptions about role responsibility in counseling. Some of the nurses felt very comfortable counseling around weight management and some did not. The same with the providers; some incorporated it and felt it was part of their role during their primary care visits. Some felt that others were either much more qualified or had more time to do it. 

The performance measures and our electronic medical reminders impacted practice. But that did not necessarily lead to higher quality counseling. This is the reminder to get to offer the MOVE! program and offer brief counseling. Most people in practice, it was for the patients who want to through the MOVE! program. If the patient said no, there was not necessarily further conversation. Because it fulfilled the clinical reminder. 

PACT and MOVE staff were trained in goal-setting and had a positive view of this technique. One of the facilitators, it was a training that the PACT teams received and the dieticians received around_____ [00:14:25] motivational interviewing and around goal-setting. The other thing is few understood what actually happened in the MOVE! program. When I asked everyone about their – besides the staff who were in the MOVE! program – about their perceptions of the MOVE! Program. 

They all came up with the idea like maybe we should sit in on the MOVE! program so that I can have some sort of idea about what happened. Because I do not know what to tell my patients. This table, I am not going to go into in a lot of detail. It really just shows that we did a thematic analysis. There are three main themes. Each theme has categories of system level individual or team level factors. 

The themes were around role perceptions, anticipated outcomes of weight management counseling, and programs such as the MOVE! program; and communication and information dissemination. Again, we published our findings recently in BMC family practice. I am happy to share that paper as well. This formative work as well as usability testing that I will tell you about after this, it kind of led to our thinking about how we were going to develop the intervention. 

As I was talking about, we want to use the 5As framework because it builds upon my own prior work and is consistent with national counseling guidelines emphasizing goal-setting, which aligns with 'Agree' and is acceptable to patients and staff. We wanted to tailor the online questionnaire; and add goal-setting functions to help with some of the time barriers that the teams were having to assess their behaviors and barriers, agree on initial goals; help with time management. Also, that is the fact that the Veterans really felt technology would be acceptable. We wanted to add a health coach to the team. The focus group participants liked the idea of being coached. 

The PACT teamlets worried about time management though originally. When I put in my Career Development Award, I was going to try to figure out what the different roles on the team would be with regards to the intervention. We decided based on homework to make the roles fairly doable but minimal. Crucial, I think the PACT team role is crucial. But that adding this resource to the team we felt would be necessary especially for the pilot work. We decided to add telephone coaching calls to add accountability and more frequent contact. We definitely wanted to make sure we were well integrated with the MOVE! program because we have a lot of evidence that intensive programs such as MOVE! are effective. But there is not a lot of evidence that any sort of brief intervention like the one we would be providing is going to be effective on its own. 

For my CDA application, I was going to try to tailor or – the MOVE!23 for primary care; which is now the MOVE!11. It is an online questionnaire that is now 11 items. The patient answers questions about their current behaviors, and their barriers _____ [00:17:18]. It delivers tailored advice at the end based on the answers that they provide. It links to MOVE! handouts_____ [00:17:29] patient education materials that are tailored. It generates a report for a provider. It is mostly used as an intake tool for MOVE!.

Before I actually had my CDA, we did some usability testing of this program. I really found that A, the patients had difficulty with the mouse. Because it was designed to be given on a desktop computer. Also, it really did not help with goal-setting. They got to the end. They read the advice. They loved having personalized advice. But when you asked them what they were going to do with the results of the advice, they kind of got a lot of blank stares. 

We decided that we would develop our own tool, which we originally called the MOVE! Towards your Goals tool. Again, as I said, we than changed it to the GEM tool. We added five additional questions to assess dietary behaviors. We provided the advice in real-time. Right after they gave – and this was a result of iterative prototypes. Once they answered how many servings of fruit they ate, it gave them the advice right there. It allowed them to write information about how important that advice is. 

We set up a goal-setting process with the tool so that they could create weight loss dietary physical activity goals. The tool also now provides information about the VA program such as MOVE! and TeleMOVE! It has the patient pick which ones they want to the health coach to discuss with them. It generates a binder of tailored education materials for the patient. It generates a report for the provider to paste in the EMR. It is really a tool to assist with and not only provide tailored patient education, but to really assist with the interaction with the health coach; which I will discuss more. 

Okay, hold on. This is just what the first page of the tool looks like. It is delivered on a tablet now. They can either swipe or click the arrows to move in between. Then, after they get…. When they get their advice, they rank how important their advice is. For this, the nutrition goals, we put in for anything where there is – we provided advice or something, we might suggest changing. This person had pretty much everything. But usually people have three or four. The put ranks in the order of what they put as the importance level. They get to choose which two, up to two that they want to start working on. 

I will talk a little bit about the role of the health coach. The goals as you can see that the patient makes with the tool are fairly – are specific, but not specific enough to be SMART goals, which are specific, measurable, attainable, realistic, and timely. That is what most of you know what SMART stands for. The coach will not only help the patient, if they run into problems using the tool; but will then use the binder as a way to – with the worksheets that we have to help the patient make the goals into SMART goals. To help and start to address some of the barriers that the patient comes up with; and teaches self-monitoring with a pedometer and food diary. Provide information, and warm handoffs, and links to intensive weight management programs; both at the VA. But if they do not want to do one at the VA, then there are community ones that they can do. 

They become an additional member of the PACT teamlet ideally; so, letting the provider and the team know, if issues arise. Also, coaching the patient about what to discuss with their PACT team. This is done, the tool and health coaching is done prior to the primary care visit. The health coach will see the patient at baseline and follows up with 12 coaching calls over one year. 

There is a health coach toolkit. I did not mention the health coach right now is a non-clinician. It is actually either someone in undergraduate or recently graduated from college who is more_____ [00:21:32] interested. Who we have been training to do this. We have a toolkit and a protocol. These are some of the tools that the health coach has that they can use to help the patient achieve their goal. 

This diagram I will just walk you through is kind of how the intervention works within the setting. If you look to the left, the patient completes the tablet based GEM tool. We see tailored advice in the binder. It uses it during that interaction with tool. It creates weight loss dietary and physical activity goals; and meets with the health coach to create the SMART goals and learn self-monitoring; and about our programs. 

The health coach pastes the tool generated report into the CPRS, which generates a clinical reminder for the team so that either the RN care manager or the primary care provider can go over the goals with the patient. What counts as going over goals is just looking at the goals and saying these are great. I think it is really important that you are doing this. At the minimum, because our providers have said they do not think they can spend more than two to five minutes. 

If they have more than the two minutes, it is great if they can address some of the barriers. Or, sometimes they just have to address the barriers, if for instance, the patient said that my medications have caused me to gain a lot of weight. Or, I am having a lot of pain; or something – or depression, or something that the health coach is not going to be able to address. We train the teams in brief motivational interviewing and around the 5As model. 

Then, the patient goes out in the world and has their follow up with their primary care provider and receives 12 coaching calls over the course of the year from the health coach. Hopefully, that will allow them to be more likely to attend MOVE! And achieve their lifestyle and weight management goals whether or not they actually attend. We have two phases of pilot studies so far. We are in phase three. The first phase of the pilot studies were lab based testing. We tested our tools that_____ [00:23:40] the software, and the health coaching, the baseline visit within a lab setting. 

We used something called a Think Aloud protocol or our usability testing. For those who are not – we do not know about that, you basically have the patient who sits at the screen. You audio record. You can video record the screen as well. You ask them to use the tool and talk aloud what they are thinking and ask them questions about what challenges they are having. If they seem to be stuck. Have them narrate their experience. Then after that, they met with the health coach. We audio taped the health coaching. We tested out our fidelity check list. I did the first five. 

Our trained health coaches did the second five. Then we did semi-structured exit interviews. We had ten of them completed. We presented to the providers and our care managers for further feedback. For the initial findings from the pilot where the MTG tool, now the GEM tool facilities goal-setting conversations, the participants really liked the personalized binder. Whether or not they actually use it is interesting. But they love having like the binder to take home. They really appreciate support while taking the tool. They either increased or maintained their level of motivation to lose weight. Eight percent increased their level of confidence to achieve weight management goals. 

The results, we also led to many – we have identified many areas for improvement in the tool, and health coaches manuals; and used it as an opportunity to revise. Our phase two pilot testing it is still ongoing. We are doing clinic-based testing non-randomized. We have 11 patients and four PACT teams. All participants completed a baseline visit. About half of them have completed the three month visit. All of the participants made SMART goals. Seven out of 11 received telephone coaching. Of those who received the coaching, they completed about 80 percent of the visits. We interviewed – we surveyed the staff and found that the intervention; they thought the intervention fulfilled an important need and improved the quality of weight management counseling. It was not a burden. It was feasible. Also, we identified that it needs a new name. Because the patients were getting a little bit confused about whether or not this is part of the MOVE! Program. 

We had patients showing up at the MOVE! program saying that they wanted to be in the paid intervention for the MOVE! Program. Because we provide a stipend for the participants. Not for being in intervention but for doing all of the research surveys and everything; and then the three month visit. We decided that we would still be integrated. But we needed to make sure that the name did not include the word MOVE! In it. It is goals for Eating and Moving, yes. 

We also submitted an IIR application in June. Then we revised it and submitted it again in December to do an efficacy study of this intervention. We are currently doing like a pilot RCT, very small. We were randomizing at the patient level. We were going to be doing for the efficacy study, a cluster randomized control trial of the intervention at two sites to test the impact of the GEM Intervention on weight change, clinical, and behavioral outcomes as our first team. 

We think that we will have some modest weight loss in the GEM Intervention compared to controls. That there will be improvements in behavioral outcomes, and clinical outcomes such as cholesterol, LDL, A1C, and waist circumference. That will have increased attendance to MOVE! or other intensive programs.

Specific aims two and three is that we want to identify predictors of weight loss in Veterans participating in the intervention arm related to: goal-setting processes and intervention components. We believe that self-efficacy and goal attainment will be associated with weight loss. Participation in MOVE!, number of telephone coaching calls received, use of self-monitoring, and counseling by PACT teams will be associated with greater weight loss. Our third aim is we want to see if there's an impact of the GEM Intervention on provider and RN obesity-related counseling attitudes
and practices since we are training them; and hopefully engaging them more. 

This is just a flowchart of the RCT. Again, we are randomized at the RN care manager level to either enhance usual care; or the now, with GEM Intervention. I forgot to update this slide. We are using the enhanced usual care_____ [00:28:18], they will be getting patient education handouts that are usually given at the VA; and then getting follow ups at 3, 6, and 12 months. That is why the enhanced usual care. Because they will not be exacerbated like general primary care patients. 

Then, of course, I told you about all of the things that happened in the intervention arm. The intervention arm also gets telephone coaching. We are recruiting. We are identifying patients from the EHR who have upcoming appointments with their PCP. Who have a body mass index greater than or equal to 30 or 25 and above with comorbidities. We are sending out recruitment level letters three to four weeks prior to their appointment saying that they can call us, if they are interested in participating in the study. 

But we are also telling them that they might receive a follow up phone call from us for further recruitment, which we are having to do. Their inclusion criteria are Veterans age 21 to 75 who have an upcoming appointment with their PCP. They must have a telephone. I told you the body mass index criteria. We are including patients that – we are sending PCPs with the patients. If any of the PCPs really feel that the patient should not participate, they will let us know. If there are any cognitive barriers to participation, active psychosis, or dementia, or non-corrected vision problems. Actually, I found here hearing problems as well. 

We have spent a lot of time thinking about recruitment and retention of women because one of the challenges of doing a study at the VA is that it's not so easy to recruit patients. We are aiming for 20 percent of the samples to be comprised of women even though we have about nine to ten percent of women in the sites that we are recruiting from. We are going to do that by contacting a random sample of eligible male Veterans and all of the eligible female Veterans. We are also using gender specific images on the recruitment materials. 

A lot of this is not purposeful. We are trying to actually – we are getting more men as health coaches. But most of our research assistants and health coaches are female. This is just an example of our tailored materials. We have not used these yet. We are still – our IRB amendments got lost. We are still waiting for the IRB to approve the materials. But we are kind of targeting different populations with the training material – with the recruitment materials. Also, when we are signing – we are doing recruitment for the 3, and 6, and 12 months study of visits as well. We also sought input from Becky Yano and others from the women's PBRN to kind of help us make sure that we are doing – that we can recruit and retain women in the study. 

We are also, as part of the study, we're doing a RE-AIM analysis, which I did not go into much detail here. But as part of the RE-AIM analysis, we are going to score outcome differences in women using surveys, and conducting focus groups at the end of the intervention. We are going to see whether the intervention needs to be additionally targeted for women. It says tailored here. But I have been told that targeted is a better term to use. The limitations of the study is that, of course, participants and providers will not be blinded to intervention assignment. 

We are not really powered well for physical activity and dietary outcomes. We are powered to see with our weight outcomes and our waist circumstances outcomes. We are not going to be powered to see differences in subgroups we are going to look at during the RE-AIM_____ [00:31:49] but also diabetic patients. We might find that the GEM Intervention does not increase participation because the patients kind of experience this as being intensive even though technically, it is not. That is where I am with my current project_____ [00:32:11]. Again, we are doing a small RCT and having our fingers crossed that we get IIR funding to be able to do a larger efficacy study.

I just have one slide about some of the opportunities and challenges of conducting research with the Career Development Award. For those of you – I saw that a lot of you are not Career Development Awardees. A Career Development Award is offered to the VA. It is either a four or five year award. I was lucky to get a five year one. It mostly covers my salary to be able to research to spend at least 75 percent of my time doing research. It gives me – we are not part of a COIN, so it gives me a small amount of money, a decent amount, but not a crazy amount of money to do the research itself. It is an amazing opportunity for mentorship. I have an amazing mentor, who you will hear from; Scott Sherman and a few other amazing mentors on my Career Development Award as well. It is a great investment in my career. 

There is always a challenge of balancing my VA versus my university responsibilities to become_____ [00:33:18] and assistant professor at the New York University School of Medicine. In general, I find it's a lot of synergy and that the university brings resources that the VA does not have. It is hard to conduct the research with limited project funding. Some of the things I have done, for instance, developing software. It is not an inexpensive endeavor. If you do it professionally, it could be fifty thousand dollars, which we definitely did not have to put towards developing software. 

We created our own prototypes. We had a college student programming. We have a Google intern who helped us with our user interface because she wanted to go to graduate school in user interface. This was a good project for her to work on for her graduate application. We have family members of our research team currently as our point person who is helping us, if any small changes need to happen on the tool. We have to use kind of non-VA servers. Because it is very challenging to work within the VA system to do this. This was originally what I had said we would do. That we use the daily use agreements so the patients know that de-identified data will be temporarily housed on an outside server. Then we would go over and delete it. The other thing is building a research team. A project like this requires a lot of staff. We have seven to nine unpaid interns and a part-time research coordinator that my Career Development Award pays for. 

I have had this even before the Career Development Award; we have done research using unpaid interns. We have a research internship training program. Our interns get a lot of value for being part of the team. They have to do a six to 12 month commitment. A lot of people can get school credit for being on our team. But a lot of them also want to go to medical school or go to a doctorate program in public health. This provides a lot of experience for them. They have been on abstract with papers. They have learned how to do qualitative _____ [00:35:17] and helped with our coding. They help with presentations. 

They get a lot of really good experience. We get very high satisfaction rates and very high retention rates. A lot of people stay on PACT for six to 12 months. If anyone has questions about that, I am happy to talk about that. I also want to thank very much and very sincerely, my mentors, including Scott Sherman, Adina Kalet, Xavier Pi Sunyer, also Judith Wieler Yvette, who I forgot to put on here. Then the other people are some of the members of my research team; Katrina Mateo is my research coordinator. I certainly did not include everybody. We have a really awesome research team. That is the end of kind of what I was going to do. Thank you.

Unidentified Female:	Thank you very much, Dr. Jay. Dr. Scott, do you have some comments you would like to make?
 
Scott Sherman:	Sure. I am going to speak for a few minutes and no slides. I am speaking really as a clinician, as a researcher, and as a mentor. My area of research have been tobacco control and within that, I have started a smoking cessation clinic, sort of the smoking counterpart of MOVE! I ran that for 14 years at VA Greater Los Angeles healthcare system. I have done one – sort of many patient level and site level randomized control trials for smoking cessation. 

Then, I spent four years as the head of the group advising the VA nationally on smoking cessation policy. With all of that background, I do have to say that compared to diets, smoking is really easy. It is hard to quit smoking. But in many ways, it is easier than losing weight. Because it is binary. You either are smoking or you are not. For many people that is harder than doing something in moderation. You cannot not eat. You just have to eat better and exercise more. You really have to change what you are doing with your life, which is often tough. 

The other thing that makes smoking cessation easy is that the first line of treatment really is writing a prescription. I hate drugs. But in smoking – helping people quit smoking, it really is important. Because it doubles or triples somebody's chances of successfully quitting. Counseling also helps. But even without counseling meds help. Many of my patients in the_____ [00:38:11] want…. It is easier for them to take a medication. They often prefer that over the harder aspect of behavior change. Even when I push behavior change, they usually still want a prescription. Those kind of things conspire to make tobacco easy in comparison to weight. 

I did want to reflect on Melanie's statistic of only eight to ten percent people actually attending – who are eligible, attending MOVE! in a given year. That is comparable and probably worse than the national VA experience of smoking cessation clinics. Going back 15 – actually 20 years, the guidelines at that point said that everybody who smoke should be referred to a smoking cessation clinic, which made sense because it was the gold standard for treatment just as MOVE! right now would be the gold standard for treatment. But when I helped the VA to rewrite their guidelines in 2004, we really shifted over to a population based approach. Because of the evidence that in the best of circumstances, you could only get a quarter or a third of people to actually attend the smoking cessation clinic at the national level. 

We tried. We had a big multi-site trial. We did get more to attend smoking cessation clinics. But the population level impacts was nothing. It did not do any better than the control arm. I wonder if there is any way –. Melanie mentioned getting people or getting providers to come to MOVE! To see it. I wonder if there is a way for other – that we could think about getting patients to see MOVE! Once?

My rationale for that is when I ran a patient education center at the VA in Los Angeles, it was a strange phenomenon. The people would be incredibly reluctant to set foot in the patient education resource center. But once they set foot in it once, they would come back all of the time. It is that human reluctance to do something new. It would be interesting in the future to see an intervention where you basically give people the free experience with the MOVE!  – but not, and free. But basically somehow get them in the door once and see if that gets them coming back. 

Let me turn and shift over to what Melanie is doing, which I think is wonderful. She has really done an incredible job, a careful and deliberate process of looking at the needs of patients, providers, and staff, and coming up with an intervention that makes sense. Over time, as I have trained physicians and other providers about smoking, I started out. I used to ask them to spend five to ten minutes. Then it was two to five minutes. Now, I am at 30 seconds. Because that is about all I can get out of providers. 

We have structured our interventions to support that. A typical one we are using now is a telephone care coordination intervention where the provider would see somebody who smokes, and click a couple of buttons in CPRS; look the person in the eye hopefully, and say quitting smoking is the best thing that you can do for your health. Would it be okay if I have somebody talk to you? Then somebody else takes care of the counseling, meds, follow-up. Because_____ [00:41:39] all of the smoking literature, asking the doctors to do more seldom succeeds, or other providers.

What I love here that this is a way to complement the efforts of the providers and the staff of the whole PACT team. It offloads the crucially important aspect of setting goals, which I think we all would agree is really important but really not easy to fit into a visit without some sort of structure. Melanie has come up with a really nice way to provide that structure. Then to incorporate – to give those goals and feedback to the provider. Then really do the follow up, it is crucial. She has basically found a way to leverage the providers input but still have evidence based treatment going on in parallel to the provider. Is this meant to be a replacement for MOVE!? 

No, certainly not, in the same way that my telephone care coordination studies were not at all meant to be a replacement for a smoking cessation clinic. It is really the coming back to what we wrote into the smoking guidelines. It's that everybody should get for smoking, meds, counseling, follow up in the most intensive setting that they are willing to attend. Where we are with weight management is that there really is not that much evidence out there about what…. There are not the same range of effective interventions that there are for tobacco. 

If this works, this would become another intensive intervention that might be easier for somebody to attend as a complement; or, either instead, or in addition to MOVE! Because I think really that is where the field needs to go with weight management is having a range of things from low intensity to higher intensity, to highest intensity. All of which have some evidence so that the patient and provider can choose what works best. 

Coming back to Melanie herself, it has been wonderful to work together with her over the years. I do love that she has been a model for how to build the research team on a shoestring budget. I have learned a bunch from her in that regard. I have incorporated a bunch of her team; the way that she has recruited and structured the team with minimal amount of resources. Because in all of our studies, I think we all come up against things. 

No matter what the budget is, you sort of always need more people to do the project. She has done a great job at getting undergraduates, graduates, and others to come and get meaningful experience themselves, and also contribute to her team. She has been also great about having a vision for where that team is going. I think that is plenty of reflecting from me. I am sure – I think Melanie and I will both be happy to answer any questions that people have. But I suspect that most are going to be from Melanie and not from me, which is great.

Unidentified Female:	Excellent.

Scott Sherman:	Thank you.

Unidentified Female:	Thank you very much. We do have some great questions that have already come in. For any of you that joined us after the top of the hour, to submit a question or a comment, you can use the question section of the GoToWebinar control panel on the right-hand side of your screen. Just click the plus sign next to the word questions. That will expand the dialogue box. You can submit your question or a comment there. The first one, Dr. Jay. Can you mention how the VA PACT MOVE! RDs supported or did not support your research?

Melanie Jay:	They really supported my research. If she was not on the list, Gail Schechter who is our MOVE! Coordinator was amazing – have been amazing as have been all of our MOVE! Staff. I do not think I highlighted that we have even gone to even more integration between the MOVE! Program and our MOVE! Coordinators and staff. The MOVE! Coordinators, the MOVE! Staff have actually helped to train our health coaches. We now let them…. This came back from our pilot study. 

We now actually have them, one of them cosign the health coaching note so that they are aware that this person has been in the study. When the patient does come, or either before – or they can reach out to the patients who are in the study. They have helped us even things – they are on some of our abstracts and presentations. This has definitely been a really strong collaboration as it needs to be. They point out where there have been problems. They were the ones who kind of went to us and said this is not working. 

The patients are coming us to saying that they want to see that to my understanding. If they are in a study that they still have to get into the MOVE! Program. These are separate but integrated. Yes, it has been a very strong collaboration. They have been involved right from the start. I think they were even involved when I wrote my Career Development Award. 

Unidentified Female:	Great, thank you for that reply. The next question, what additional training did you include as part of your CDA to equip you to do this research?

Melanie Jay:	One of the things I said I would do is do more obesity specific type trainings, which I have worked with Dr. Pi Sunyer, who is at Columbia. I did the clinical trial, the Behavioral Clinical Trials NIH Summer Institute for two weeks this past summer, which was really amazing. Certainly, in terms of – I have upcoming – I still need to do some more statistical training. I want to get more training_____ [00:48:20] in implementation science. I have certainly done…. I look always at the VA webinars and things that I can attend. The Society of Behavioral Medicine has a lot of kind of pre-courses. I have attended those. They had a few in-house training ones. I have gotten training on how to do usability testing. 

There Adina Kalet is one of my mentors; and has worked with a team and their members from her teams have trained me in terms of doing usability testing. Because I have never trained my team. I got training, which started a little bit before that in my Career Development Award; but also, for this and obviously qualitative analysis. It is just ongoing. There are so many things to learn. Yes, a lot of personal development and training.

Unidentified Female:	Thank you. In your pilot study, what percentage of patients wanted off-site treatment options? For example, phone, Internet programs, or subsidies to YMCA, or Weight Watchers?

Melanie Jay:	We did not provide subsidies. I have not had – with those ten patients, about three of them said that they would do the MOVE! Program. We are still looking to see if they actually…. Two of them actually have, I believe. I do not know how many sessions they have attended, or how well, they have stuck with it. I don't think…. I think there are a couple of people who are going to the gym more. But we did not provide the subsidies. No one has done_____ [00:50:05] that I know of so far.

Unidentified Female:	Thank you.  Is MOVE! Available outside of the VA population?

Melanie Jay:	I don't think so. But all of the MOVE! Materials are publicly available; which is also why I can use them in our tool. Also, I have partnered also with MOVE! Coordinator. I work with Michael Goldstein from the NCP._____ [00:50:36] have a lot of_____ [00:50:38] in this project as well, which I probably should have mentioned to this audience in my slides. I have gotten a lot of mentorship from Michael Goldstein as well; and a lot of support. 

But, if you are outside of the VA, you can Google the MOVE! Program and all of the handouts. Actually, most of them are offered in both English and Spanish. They are available. There are other resources available. But I think the programs themselves are just for Veterans is my understanding.

Unidentified Female:	Thank you. Can you provide more information about how you recruited and maintained your research team with your limited budget?

Melanie Jay:	Sure. I live in New York City. We have a lot of universities here. We send out a job description on various list servs. Columbia has a great public health program. There is the Clickbank program. There are some free health list servs at NYU, and Hunter College. We post job descriptions there. We usually get students via that. Then in terms of retention, I always make sure that I know that they are going to get something out of it. 

I do not bring on anybody who I do not think is going to get anything out of being with our team. It has to really fit in with their career goals. Or, else why are they going to volunteer all of this time to work on this project for no pay? We require ten to 15 hours a week and a six month commitment. It is a big chunk of their time. We spend a lot of time. We make sure we talk through those issues with them before recruiting. We make sure they have skills that we need on our team. Then we make sure that everybody has learning goals. I meet with them periodically to make sure that they retain our meeting goals. 

My research coordinator is a mentor type. She had finished her MPH when I recruited her. She was full-time. She is part-time now. But she was getting a PhD, or a doctorate, a BPH. But she is an amazing mentor. She really takes them under her wing as well. I had help with the mentorship. She brings up issues to me when there are issues happening. She helps coordinate them. The other thing is we recently for the first time had a team survey so to find out how things were working on the team. 

We mostly got very positive feedback. But one or two felt like there might have been too much micromanaging going on. Or, that they were not really spending their time the way they would like to be. They gave us things to address to make sure that everyone feels and is getting the work done that we need to get done. Patients need to be called. We need to be recruited. Paperwork needs to be done. Lit reviews need to happen. But do they have their own little projects as well that they can take ownership of?

Unidentified Female:	Thank you, some great approaches. Any experience in treating obesity and weight management via an addition model or addiction mode? I think they meant model.

Melanie Jay:	Yes. I do not personally have a lot of experience with treating as addiction model. Certainly, there is a big relationship between obesity and addiction. I have been involved in some grants where we said that we were going to look at that certainly with the reward system in the brain and a lot of…. But that said, Scott showed a lot of parallels between tobacco research and our research. There are a lot of synergies and a lot of what we do is because we have learned from what the tobacco smoking cessation and alcohol addiction people have done within primary care. Because they are much further along. 

The other thing I will say about that is that we have a binge eating question on there on the tool. If they screen positive for binge eating, the health coaches are trained to explore that further. We have as one of our resources, a behavioral psychologist who has some experience dealing with that. But in terms of our conceptual model and everything, that is not necessarily the focus. 

Unidentified Female:	Thank you. You mentioned that the weight loss seems to occur after leaving the military. How can we feed back to military the need to build autonomy so that Vets do not gain weight after completing their service?

Melanie Jay:	A good question, yeah, I do not know enough about what type of preparation that Veterans are given for entry into civilian life. It seems that is a global problem from what we hear about the news and suicide rates related to PTSD. That is definitely a global issue, not just for weight management but for mental health, and for homelessness. Yeah, I agree. It is a really important problem. I think there is. 

 That said, I forget the name of it. But there is a_____ [00:56:21] to instill healthy eating habits and healthy diets within the military. I think they have recognized that weight gain is a problem. I am sure that they do not like when the Veterans in the Reserves especially gain weight. I think that there has been a push to offer more healthy food on the Army bases and to train and to provide more support for health lifestyles, including stress reduction, sleep, eating healthy, and physical activity. I forget what that – something Warrior Project. I cannot remember the name of it. But I think they have…. I think there is a recognition that is important.

Unidentified Female:	Thank you, a few more pending questions. Did going from MOVE!23 to 11 keep it as useful? I realize that the feedback is more immediate, which is always a plus. 

Melanie Jay:	Yeah. The MOVE!23 to the MOVE!11, that was not me at all. I mean, actually some of our usability studies have_____ [00:57:32] a little bit of a change. Because I was speaking a lot with Ken Jones at the time. They made that change from MOVE!23 to MOVE!11 in part because they created that MOVE! Coach Mobile app, which is available on iPhones. I do not know if yet, it is available through Google Phones, or Android phones. But the MOVE! Coach mobile app, we needed shorter questions. But that still gives the advice to all at the end. For our GEM tool, which we were recalling Towards Your Goals tool. That is just our own prototype. That is on a different server that provides the in real feedback in real-time. It helps with goal-setting. In terms of we have lost some of the questions. We actually added additional dietary questions. Because we could not give feedback around specific behaviors that they were not asking. They do not ask a lot of dietary behaviors in the MOVE!11 or MOVE!23. I do not think it hurts the functionality to go down on the questions. Because we actually added questions that are more useful as a goal-setting tool. I do not know if that answered the question.

Unidentified Female:	Thank you. Well that is our final pending question at this time. But I would like to give you the opportunity to give any concluding comments, if you would like.

Melanie Jay:	No. Just thank you so much for having me. Again, feel free to e-mail me. My VA e-mail is melanie dot j at VA dot gov. actually, I do not – that e-mail is_____ [00:59:06]. You could also try me at my NYU e-mail, which is melanie dot j at N as in Nancy, YU, M as in Mary, C as in cat dot org, if you have any questions or you want me to send any of the references along. I am happy to speak. I am happy to collaborate. Yeah, feel free to contact me. Thank you. I want to thank again Scott Sherman who has been an outstanding mentor.

Unidentified Female:	Excellent, well, thank you both to you and Dr. Sherman, and of course, Barb Elsfas who helps us coordinate this monthly series. Thank you to our attendees for joining us. I am going to close out this session now. 

Our attendees, you will be redirected to a feedback survey. Please take just a moment to answer those few questions. We do look carefully at your feedback. It helps us to continuously improve our program. Thank you once again to everyone. Have a great rest of the day. Thanks Melanie.

[END OF TAPE] 
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