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Unidentified Female:	Today’s speaker is Dr. Alexander S. Young. Dr. Young is a psychiatrist and health services researcher. His positions include Associate Director of the VA HSR&D Center of Innovation at Los Angeles, Director of Health Services Unit of the VA Mental Illness Research, Education and Clinical Center (MIRECC), VISN-22 and professor for the UCLA Department of Psychiatry.

Dr. Young focuses on the study and improvement of healthcare with a particular emphasis on mental health, implementation science patient reported outcomes, peer and consumer interventions and innovative health informatics. Any questions you may have for Dr. Young will be monitored during the talk and I will present them to him at the end of the session.

As a reminder, a brief evaluation questionnaire will pop up when you close the session. If possible, please stay until the very end and take a few moments to complete it. I am pleased to welcome today’s speaker, Dr. alexander Young.

Alexander Young:	Thank you very much. It’s a pleasure to be here. I’m going to be talking today about improving weight in veterans with serious mental illness. So this is a project that we conducted with support from the VA HSR&D service and it was conducted with colleagues in Baltimore, Richard Goldberg and Julie Kreyenbuhl and in Los Angeles and Long Beach, Noosha Niv and Amy Cohen, and myself. 

What you're going to see is a comparative effectiveness trial of a novel approach to improving weight in a population with serious mental illness. So I’d like to start out with a poll question which you can see here, which asks folks what their particular interest is in this topic today.

Unidentified Female:	The options here are clinical informatics systems to provide health services, peer coaches, comparative effectiveness research, improving health behaviors in people with serious mental illness and all of the above. We’ll give everyone just a few more moments to fill out the poll and then we will go through the responses.

It looks like things may be slowing down so I’m going to close the poll out. What we are seeing is 15 percent saying clinical informatics systems to provide health services, zero saying peer coaches, 10 percent comparative effectiveness research, 35 percent improving health behaviors in people with serious mental illness and 40 percent saying all of the above. Thank you everyone.

Alexander Young:	OK, well thanks very much. That’s also certainly a core interest of mine, is trying to figure out ways of improving health behaviors in folks with serious mental illness. It’s been coming increasingly clear that many of the veterans who we see having a hard time managing their general medical problems and winding up back in emergency rooms, hospitals, and needing acute services for medical problems that are poorly controlled have serious mental illness and related problems. 

So I think it is really an exciting area now to figure out how we can help these folks do better with regard to managing their own healthcare. So on this particular project, its focused on weight. So this is the, there is of course a lot of attention nationally on the DTP program and other approaches to managing diet, exercise and weight in the general population. There's been less interest in population with serious mental illness. So people with serious mental illness have disorders like schizophrenia, bipolar disorder, chronic severe depression, chronic PTSD, those sort of things.

This is a population that we know has a high rate of obesity and high rate of medical problems related to that. So this has been the first interactive web based system with peer support to help people with serious mental illness self-manage their weight and live a sustainable, healthy life. This sort of, throughout my clinical work, when I provide treatment as a VA psychiatrist for this patients in this population, weight is something that, and problems related to weight and metabolic problems is something that I encounter in all my patients. I grew frustrated on what I was able to do within the visit time that I had with patients, only able to touch upon issues of diet and exercise.

Even though I knew that there was good education out there, I wanted to figure out ways of getting it to patients so that’s where the idea came of providing diet and exercise education, support, self-tracking, homework and other approaches using a computerized approach. That’s what you’re going to see today, combined with the use of peer coaches.

So we’ve done, in our group in Los Angeles, we’ve done a fair amount of work developing kiosk systems for people with mental illness. So this is a population that often has cognitive problems, limited literacy and may not have a lot of computer experience. So it’s turned out that its helpful to have specialized computer interfaces that can be used effectively by this population, that attends to the cognitive and linguistic needs. You’ll see some examples of that in this project.

We’ve also used these in other kiosk based projects. The concept here is that folks use kiosks in the patient waiting room to get access to services, such as the weight services and they’re also able to access these from anywhere there's internet. So we actually were surprised a very large percentage of our patients with serious mental illness access the system that you’re going to see via the internet offsite and we’ve also got a substantial number of people trying to access it on their phone, even though we didn’t intend for it to work that way, but it helped to illustrate how these people want to receive services.

So the issue with serious mental illness is that the high rate of obesity leads to substantial clinical problems. So we know that obesity is associated with metabolic problems like diabetes, hypertension and problems like cancer. We also know that people with serious mental illness die at a substantially higher rate as a result of these problems. So in the general population, folks with serious mental illness have been compared to the larger population and it’s been found that these individuals die 10 to 30 years prematurely, earlier than comparable people in society. That’s predominantly because of cardiovascular illness and cancer, which is poorly treated. Also to the influence of some factors like smoking, which is higher in this population.

So to respond to this, people develop specialized in-person weight management programs. So there are of course numerous weight management programs available generally in society, things like, delivered by problems like Weight Watchers or the DTP program or so forth. There's evidence to suggest that people with serious mental illness don’t do particularly well when mainstreamed into these general programs. They don’t see the outcomes that other folks see and presumably, that’s again in part due to cognitive problems which can be conceived as learning disabilities and issues with assertiveness and comfort with other folks in the group and perhaps with the treatment settings where the information doesn’t get in and doesn’t get maintained or used.

There are specialized approaches that have been very effective in this population, used in rehabilitation, group based rehabilitation and other approaches throughout the years. These have been applied to weight management and has resulted in a wide array of specialized services for folks with serious mental illness. There are numerous efficacy trials, probably at least as many as there are in general healthcare, in this population and these interventions are widely variable in terms of exactly their approach, whether its psychoeducational and so forth. But they consistently seem to have good efficacy when done in the context of efficacy trials, meaning reasonably modest trials where patients volunteer to participate and they’re often paid to attend.

Its turning out, because weight has a lot to do with motivation and behavior change of course is motivation, its turning out that these efficacy research trials have not consistently translated into effectiveness. So these efficacy trials led to inclusion in treatment guidelines. When you look at treatment guidelines for disorders such as schizophrenia, they include psychosocial treatments for weight. However, we find that usual care settings, these interventions require substantial amount of time.

A very larger portion of patients are overweight and would be eligible. Group and individualized approaches, they often require 10 to 20 visits of 45 to 60 minutes with a clinician leading a group between six and nine people. We started to run the numbers on that, the amount of clinician time that’s required is enormous. The patient time is also substantial. These are often weekly sessions, require travel to group.

So in usual settings, the rates of use of these specialized services are very low. Also then the effectiveness trials where these services have been directly translated into larger effectiveness trials with more naturalistic samples where patients are not volunteering to participate, and are not paid to participate, the effectiveness has been inconsistent. There have been surprising findings where actually some of these studies have found these interventions not to be effective in these larger, broader patient populations.

So that’s where we hit upon the idea of trying to develop a novel approach using the computerized delivery of the services. We also wanted to think about how to incentivize patients to participate. So motivation is a particularly common problem in people with serious mental illness and it can be less engaged with healthcare systems and less engaged with their own health behaviors and healthcare.

So we thought about WebMOVE, the web delivery of the diet and exercise curriculum. We based it on a curriculum developed by, in Baltimore, by Richard Goldberg and which was adapted from the move approach, an enhanced version of the move approach. So it hit upon calling it WebMOVE for this population. It consists of educating veterans on diet and exercise, setting personalized goals around diet and exercise, using what we know about behavior change, assignment of _____ [00:12:15] goals, assignment of home order tracking progress towards goals, helping people apply their knowledge between sessions and it involves tracking weight and activity and then helping the veterans balance what they eat, how much they eat and how physically active they are.

The WebMOVE system, we wanted to, we developed previously systems that were hard programmed around specific content, but we wanted to develop a platform really for delivery of education where we could provide any audio, video, text education. We developed a system that is entirely customizable by user so it’s possible to specify what the text is, what the audio and the video is presented. You’re going to see quizzes and all those can be specified too.

So it’s a system that is really, its full customizable and it can be changed as knowledge changes and as training needs change for the users. It also includes a backend which allows monitoring by administrators, clinicians and peer coaches. So the concept of peer coach is one that emerged early on in the project. We wanted to think about ways of how to motivate veterans to participate and one of, this is the area where informatics systems really struggle and struggle in our society today. So we wanted to know how we could get folks to make use of these systems.

There are, I think probably people know on the apps on their phone, there are enormous number of sort of cool apps out there. Many of them are only used by individuals once, not at all or just once and they say well that’s cool and they never use it again. So we wanted to get, with weight again its particularly important to have engagement over time and so we wanted to think about how to manage that.

Peer coaches have emerged in the VA, in mental health and now starting somewhat in primary care as a way of bringing peers to the clinical delivery system, in a role of reaching out and engaging with patients and supporting them and providing them with encouragement and support as they move ahead. So we thought this might be an interesting approach around weight. It’s been a fair amount of uncertainty about what peer coaches should do in terms of daily activities and what care models they should be within.

So we worked to develop a care model around diet and exercise where the peer coaches could be trained and could support the computer curriculum and encourage both use of the curriculum, problems solved and provide individualized motivation and support as people dealt with issues around changing their diets and changing their activity. So I’d like to ask; this is our second poll question which is in your experience, what’s the best way to get the people to use computer applications. This is a Silicon Valley problem of engagement that people want to know how you can build an app and they won’t necessarily come to it.

So here are some choices about how to get people to use them, so you can have a look on the screen and see what your best response is.

Unidentified Female:	Our options here are provide important information (TMS), have attractive graphics (Instagram), provide social connection (Facebook), be easy to use (iPhone), interrupt them (text messaging), I know we have this set up to just select one, just choose what your thought of best way to get people to use is. We’ll give everyone just a few more moments to respond before we close the poll out here. It looks like we are slowing down.

Alexander Young:	We had a few more possibilities, but there was only a limited number of choices so there's maybe other things we can think of that people like to engage with the apps around but we left off.

Unidentified Female:	If you do have another option you can always type that into the questions box and know that we like to hear any thoughts that you all have, so that’s a great way to get anything else into us that you would like to, any thoughts that you have. It looks like the poll has slowed down so we are seeing seven percent saying provide important information, three percent have attractive graphics, 13 percent provide social connection, 57 percent be easy to use, 20 percent interrupt them. Thank you everyone for participating.

Alexander Young:	OK, that’s great. TMS did somewhat better than I expected. That sounds like easy to use, the iPhone, that’s certainly what a lot of people like about it is a system that’s easy to use. That’s one that we really did focus on also in this project. We wanted a system that was foolproof, that someone could sit down and have an engaging experience at the computer.

So we developed the system that was, as you’ll see, moves one slide at a time. People can tailor it to their own speed of use. It includes audio and video but there doesn’t, not a lot of expertise is required. The way these kiosks work or that the website that folks go to for this is they just start it up and then it leads them throughout the process of doing the education. The research design, we enrolled patients with spectrums with serious mental illness who are on antipsychotic medication and have body mass index of greater than 28, meaning overweight or in the obese range.

We conducted a randomized controlled trial. This was an effectiveness trial, three arms for six months. It’s a pragmatic trial. We tried to do it using standard clinical sort of approaches that might be available in these settings, patients that were encountered and eligible, recruited from mental health clinics, not based on self-recruitment but based on being approached or asked about the study. We conducted three arms.

One arm was the arm I’ve been discussing, which is the WebMOVE computer application using clinic kiosks or the internet plus peer coaching. The coaching was conducted by telephone. There was one initial in-person visit that then was followed up with telephone weekly contact. The second group was in person groups with the same curriculum. So we took the same curriculum delivered by WebMOVE but had it delivered by a trained clinician facilitator.

The third was usual care, which was other services that could be available to folks. They’re welcome to use, for instance, the regular move curriculum or track if they so chose or whatever services were available to them in the community or at their medical center. This was conducted at the greater Los Angeles VA in Los Angeles. We did assessments at zero, three, six, nine and 12 months. The intervention itself lasted about six months though it was self-paced on the computer slides so folks could finish quicker if they wanted.

We also studied outcomes in the nine and 12 months to see if we had any sustainment of the weight change after the intensive or more acute intervention had finished. The system was developed explicitly for folks with serious mental illness though I think it could be useful in any population that has possible cognitive issues or limited computer experience or literacy. It presents information both visually, text on the screen, and then it reads the text at the same time so that, again, it’s a strategy for folks that may have learning disabilities and it also helps with folks whose literacy may be limited.

We made generous use of video and audio for education to make it engaging and enhance learning. Its self-paced including 30 modules. We provided folks with a pedometer but I think the same thing could be done with a Fitbit or tracking device today. We also track their weight. There were scales available at the kiosk and of course folks kept track of their weight over time.

There was personalized goal setting so people got to choose their goals, quizzes to insure that folks had retained the information and then they had the opportunity to repeat content if the quiz indicated that they hadn’t learned the material. They provide personalized tips around diet, exercise and tailored reports and diet plans.

The peer wellness coaches were selected from individuals within who were in recovery or advanced stage of recovery from serious mental illness and had had some, and I think it’s safe to say everyone in our society has had some issues around weight, so I can imagine there's no one who doesn’t think of their weight on a regular basis. These folks, we chose folks who are in recovery both from serious mental illness and who also had managed to have some success in management of their weight and helped themselves.

They provide weekly phone support and encouragement. We used a strengths-based motivational interviewing strategy. The peer coaches received clinical supervision from highly skilled psychologists at our program and were trained in a motivational interviewing approach. Motivational interviewing is a strategy that has been used a lot in substance abuse services. It’s a very successful strategy for teaching people who are not clinically trained, how to provide coaching or counseling on services that respond to the needs of the individual and support people in behavior change and helping them to improve their behaviors.

We developed this program to hire, support and train the peers. We trained them in the WebMOVE approach. We scripted some coaching sessions, did experiential training, supervisors would do some training with patients. The coaches would start to engage in the training through joint coaching and then as they got fully confident, they would engage in the coaching independently with supervision.

The system, the computer system had a number of different approaches that you’re going to see including a management, administrative management so the coaches could, for example, see exactly where the users were, where their veterans were in use of the system, what training modules they used, what their homework assignments, what their goals were they had chosen to work on, that sort of thing.

I’m going to show you some of the pages. The way it works is that the user would log into the system whether it’s at a kiosk or at home or trying to do it on their phone, smartphone. They would then see their progress in terms of weight, physical activity, have a chance to review previous chapters that they like or to begin a new chapter. Then their progress we monitor over time and all this of course was kept centrally in the database.

This is a picture of a pedometer that was provided for folks and this is an example of a graph of steps. So this is of course now something that’s, if you had an iPhone or something like that, or Android, you can pretty readily get this kind of data or Fitbit, there are lots of applications now that provide this. But this is the tracking of steps over time. 

We would also, the system would provide goals which are incrementally higher goals so based upon the previous steps, they’re presented with an achievable goal that they could reach and work on over the next week to try and increase their activity level. Each chapter had an overall flow. There's an introduction to the chapter and then learning materials and written audio, video. We try to use appealing graphics and interactive videos where you see people talking about the problem and then also audio. There would be questions which is around quizzes and around choice of goals.

Then finally the current chapter. So this is an example of introductory page. This is a video so this would be, if you were watching this, you would see a video and then you’ll see a brief written overview. This is introductory. You can see that there are buttons on the bottom of the screen for moving forward to the next page, back to the last.

This is, the kiosks at the clinics are touch screen. There's no mouse or keyboard so folks would touch these buttons to navigate throughout the system, to obtain help. It’s also interactive so people don’t do anything that seemingly confuse the system or offer spontaneous help. But the same thing, this is a touch, the buttons can also be used with a mouse just the same way as they’re touched on the screen for use offsite.

So this is an example of an educational screen. Today portions being served at restaurants are bigger than they should be. This is called portion distortion. This is also part of sort of a learning activity and so there would be education around sensible, reasonable portion sizes, unreasonable portion sizes like the one illustrated here. Then strategies for dealing with restaurants that provide people with an enormous number of food or calories, more than the appropriate per meal, things like saying at the beginning of a meal, get a to-go box and put half the food in the to-go box at the beginning of the meal so it’s not on your plate, those sort of things.

This is an example of a quiz, so this would be at the end of the portion control section. People would select the response and then it would indicate whether the response was correct or incorrect. They would also, there were personalized goals so we would basically allow them to select from a menu of goals that were appropriate to the content that they had learned for the week and you can see some goals here, eating meat portions no larger than a deck of cards, fruit no larger than a tennis ball or packing half of restaurant food in a to-go box. The idea is they would implement the strategy over the subsequent week.

To help folks track and as a reminder, at the end of each chapter, they receive printouts, colored printouts with their progress with regard to weight, expressed in BMI and steps, activity. A summary of the chapter content that they had learned that week, some general kind of information and then a general curriculum of information and information on the goal that they had selected.

In terms of results from the project, in regard to the peers, we were very positive about the involvement of the peers. I think at first there was, it wasn’t clear whether this was necessary or maybe we could just use the informatics system, wouldn’t that be enough or how the peers are going to work, are they going to function in this environment. It was really quite remarkable. It turned out that I think in terms of the participants, the veterans who participated in the program, actually the peers were one of the parts of the program that were liked the most.

I think had a substantial impact on the effectiveness results that you’re going to see in that they really, of course they extended the treatment team, so that we didn’t have to dedicate psychologist time or licensed social worker time to providing these services but the peers were able to provide the coaching and encouragement, motivation and social connection. I think there was also something about the peers that provide a positive connection to patients and our feedback we got on this was very positive.

Now peers are these are often individuals, they’re not clinicians, I mean almost entirely. So they’re not clinical, they don’t have clinical training. They are folks that may not have a lot of work experience, employment experience for substantial periods of time before entering so there's a learning curve here where people learn how to function and undergo peer trainings, learn how to function in a clinical environment and to work with clinicians and patients and what that means in regard to confidentiality and boundaries, roles, that kind of thing.

Then also provided them with the contents to use in their day to day work. The challenges were, tend to be around challenging patients of course, folks with serious mental illness can be challenging in terms of their interactions with providers, so we had supervision with peers so they understand how to effectively work with and engage, be successful in folks with serious mental illness. We also taught them to follow the coaching manual and the manual is available for people that want it. We’re happy to share it. You can send me an email. I’m on Outlook.

There's also, in terms of supervision, we would figure out ways of shaping peers’ personal experiences and how they can bring that to their job and their work in a positive way. We succeeded in enrolling 276 patients who met criteria. As I said, the patients liked the peer services. They also liked the computer interaction. We also got a lot of positive feedback around that.

They did in fact use the pedometer, track their BMI and their goals over time. One of the things we saw is that compared to the in person services, the computer peer system was people did a lot more of it. So people who were assigned to the computer peer arm, 22 percent completed every single session, which was 30 different modules, a lot of sessions. That’s very impressive.

On the other hand, the in-person sessions, we had no veterans that completed all the in-person sessions. Presumably, again, issues around transportation, getting to every visit and perhaps also, something about the computer or the peer interaction was also appealing and folks liked it. In any case, I think that, we haven’t studied that per se as of yet, but I suspect that that engagement use in more sessions likely had a substantial effect on the outcomes.

We saw a significant effect of the different effects of the three groups over time, I think we had .01 levels. We saw that only in obese patients so folks with BMI over 30. We did not see that in folks with a BMI under 30. We’ve also seen that in previous, similar kind of studies. It seems like, our interpretation of this is that folks with a BMI under 30 in our society today feel kind of normal weight or may actually feel like they’re thin, but the motivation may be somewhat less.

The obese patient population is more likely to see this as a problem to address and something that’s not socially normal. Some of these studies have a lot of people in the extreme morbid obesity, right hand side of the curve, BMI is 40 or above or whatever. We did not have an enormous number of people in that group.

So our predominant group would be people with BMI above 30 and in the 30’s and that’s where we saw the effectiveness here. We saw mean weight loss of six pounds in the weight, in the computerized peer group. We saw no change over weight, over time in weight, in the control group, meaning the usual services however folks chose to access, or the in-person services. Again, in-person services, that was again somewhat surprising for us for all these efficacy trials that show in-person services are successful and yet this is, was not the first study to demonstrate that in a larger effectiveness rollout of these interventions that in-person services actually are not effective.

Again, we interpret that as an engagement that when you approach a broader population of patients who may be somewhat less motivated, and are not being paid to show up, or not being driven to their appointments and stuff, that the transportation barriers and the other barriers associated with in-person services become more substantial and it’s harder for patients to engage in those, though the WebMOVE, the computer peer program was able to deal with that.

When we did qualitative interviews with a sample of patients, and the main finding not terribly surprisingly was that the folks who had been to 10, very many of the sessions, didn’t feel like losing weight was a high priority. There are perhaps hidden demands or in many cases, to help these folks, it seems like it’s a matter of really focusing on motivation, encouragement and priority setting at the same time as making the system easy to use, similar to the poll earlier showing that people, that’s very important to folks to have the iPhone because it’s easy to use.

Same thing here, we want to make this easy for folks to fit into their lives. This is a graph, a model of the weight effects over time in the three groups. So the blue is usual care, green is in-person group and the web/peer is the greenish-grey one at the bottom. So you can see BMI on the left, so starting BMI again was about 36, something like that, with 30 being the threshold for obesity. You can see the effect of three and six months.

So the web/peer group really had most of its effect during the first three months, but then maintained that effect at six months, and just really not a lot going on in the in-person care and the usual care groups in terms of weight change. So overall, our conclusion of this was that it’s possible to use online and computerized services around weight with peer supports. This is a successful approach to disseminating weight services, can be.

This has also been seen, there's been a fair amount of attention recently in DPP which is the Diabetes Prevention Program, which is a broader, engaging the broader population of people nationally with pre-diabetes, so folks who don’t fully meet criteria currently for diabetes but are typically overweight. Those programs, of course, CMS, federal government is going to start to pay for delivery of those services within primary care including computerized services.

There are some vendors that have directly taken the DPP curriculum and developed computerized approaches that are actually reasonably similar to what you’ve seen here in terms of involved web based approaches to education around diet and exercise goal setting and self-tracking, use of peers and ongoing peer or coach contact and with an effort to disseminate that nationally. That was a sort of heralded, this CMS decision was heralded as a major advance in terms of making computerized approaches to interventions and behavioral interventions widely available.

The sort of area of tele-health or computerized medicine has been often slow to take off due to funding and limited funding, from funders who are skeptical about the value of these services and see them as maybe just adding one more thing to the menu that the funders have to pay for and shouldn’t this just be provided in primary care and so forth. So there's, I think, increasing awareness that these actually add value and improve health and can be, just because they’re not delivered in person, doesn’t mean they’re not effective and in fact, they can be much more efficient.

So the system I showed you, the computer system was expensive to create and that was supported by VA HSR&D as part of the effectiveness trial with some support also from NIMH. So that was expensive to create but the marginal cost of disseminating it is quite small, so adding an additional user, you can provide it to 10,000 people with not much more cost than it can be provided to 300.

The other part of the equation is of course the peer coaching which we believe is critical to have that human touch as part of the system. A peer coaching is efficient. It doesn’t involve some costs. The VA is fortunate in mental health. The VA has peer coaches who are peer specialists that have been disseminated nationally. Each medical center has these individuals. They perform a variety of functions.

There is some availability of this staff already, medical centers, and there was also, the Obama administration also has an agenda to move peers from the VA into primary care and to make more use. There are some sites that are using peers in primary care now, but there's also more assistance on that.

There is this infrastructure of peers. It does take some peer time. The peer engagement involves, we had one in-person meeting at the beginning because we believe it’s good to have some, to make contact, whether that’s really necessary or not is questionable. Then folks would follow up by phone. I think also the phone contact was pretty efficient, five or 10 minutes of time. I think also this could be delivered through other modalities such as text messaging and so forth, probably even greater efficiency so that these peers, as they get better at this, could manage a substantial population of folks who are working toward improving their health and their behaviors.

With this, we found that, in folks that are obese, that this approach leads to lower weight and six pounds in the context of six months is not an enormous amount, but that is actually enough to improve health and health metrics in folks in that obese group. There is relative little commission burden here, almost none, other than the peers and the peer coaches. It also provides an opportunity to capitalize on the peers’ experience and again, provide a curriculum and then approach for peers that is evidence based, based on motivational interview and principles and manualized approaches to work and that is effective.

I would say that the remaining challenges continue to be around patient motivation, engagement, enrollment and retention. So we enrolled hundreds of folks who met criteria which was good. But of course, at our medical center, there are thousands of people that meet criteria. It’s a continuous, this very early phase of engagement around weight is I think critically important, both for conducting research and also for implementing and disseminating clinical interventions, that we really need to think about moving more upstream in terms of engaging the people.

So this is also something that weight studies including ours struggle with around enrollment. Thousands of people are eligible, requires approaching populations and folks who may or may not have thought a lot about weight or may have other things going on in their life and may not believe that they can manage weight within the context of their daily life, that it’s just one thing that they just can’t deal with right now, or that there's emotional or other kind of content to it. So we believe in engaging people early on and broadly within the healthcare system, reaching out to where they are, using their devices.

We got feedback from patients in the study, for instance, that we should make more use of cell phones and interactivity that patients have with them now _____ [00:43:06] they all, almost all of our patients have cell phones and many have smartphones. So how we can make use of those to motivate, enroll and retain patients.

So I wanted to thank you for your attention and I’d be happy to entertain any questions or comments.

Unidentified Female:	Thank you Doctor Young. For the audience, if you have questions, please go ahead and send them in. I only have a couple right now on this list. So Doctor Young, the first question, has your team considered including questions to determine childhood abuse or adverse experiences? This person is wondering if your future projects include identifying individuals with serious mental illness who experienced childhood adversity, since that might be an additional risk factor for obesity.

Alexander Young:	That’s a very important issue in this population as the questioner I’m sure knows, we have high rates of child mistreatment, abuse and neglect. It’s this link to worsening of illness, psychotic symptoms and other problems in adulthood, problems such as homelessness and other challenges. We haven’t so far dealt with that around weight. I think it’s certainly something to attend to. I think we don’t do enough around trauma and the consequences of trauma in this population.

It would be interesting to think about if we could use some of these computerized and education and support and peer support services to help engage with folks. It’s also a population of course, the traumatized population is folks who often have difficulty engaging in traditional healthcare services. So I think that’s a great idea and something that would definitely be worth pursuing.

Unidentified Female:	Great thank you. So I have a question here about the peer coaches. Were they paid?

Alexander Young:	Yes, these peer coaches were employees so yes. They were paid as the peer specialists in the VA are paid so it’s really, the idea is that from sort of basic principles, that if you’re going to take peers and veterans and have them providing service as part of a healthcare system, that other people who are doing that, they’ve got to be paid. So why should these individuals not be paid?

So there was actually a lot of effort early on in developing the peer specialist approach within mental health that all the way from GS5 to GS9-11 levels, that folks are hired into peer specialist positions that are standard VA employee positions and are compensated for their work that they do.

Unidentified Female:	OK. So the in-person sessions, were those with the peer coach?

Alexander Young:	No, so the in-person sessions were actually conducted by a clinician, which is the usual kind of model in this population, is that they’re clinician led at mental health settings. So that’s the way we conducted them. It would be interesting I think to see if peers could co-lead sessions for example or maybe independently lead over time as their skill set increases. That’s certainly a model I know that Weight Watchers has used for example and it’s an intriguing one though here, we use the more traditional approach of clinician led, group based, in-person services.

Unidentified Female:	OK, so there was no peer coach involvement in the in-person arm at all?

Alexander Young:	There was not, no.

Unidentified Female:	OK. So the peer manual, was that similar to the move buddy, I’m not sure if you’re familiar with that.

Alexander Young:	The move buddy is, I think people might be referring to the app, there's a sort of move, it’s an app that’s been developed. The manual that we had that the peers followed is actually, was actually an old school PDF paper kind of manual which was computerized but is used for training and supervision and for folks to understand their responsibilities.

So it was not app based. There's no reason why it couldn’t be app based, but we haven’t developed it that way.

Unidentified Female:	All right. Did your measures allow you to strategy and conduct secondary outcome analyses based on cognitive impairment or symptom severity?

Alexander Young:	Yes, so it does allow us to do that. We did do some cognitive assessments. We were very interested in that and there are relatively brief cognitive assessments that can be done that we think might mediate learning and outcomes. We have not examined those mediators, potential mediators yet, but we hope to, and symptoms as well, we hope to do so. I wouldn’t expect symptoms to have a substantial effect. Most literature in serious mental illness shows that symptoms don’t have a lot to do with learning or outcomes, but that the cognition does. So we are interested in whether cognition impacts the effectiveness of the intervention.

Unidentified Female:	OK. It looks like we’re at the last question. We still have some time, so if the audience has any more questions, you can continue sending them in. Are there any specific psychiatric medications that you have identified that put mental health patients at higher risks for weight gain? Can you identify a few and would this be helpful for other clinicians to help monitor and encourage them towards programs such as move and WebMOVE preemptively?

Alexander Young:	So that’s a great question. Thanks for that lead-in question from whoever it’s from. There are different levels of weight gain potential in these psychiatric medications, in particular anti-psychotic medications. So there are some anti-psychotic medications that are associated with substantial weight gain, meaning it can be in a brief period of time, like three to six months. An unrestricted diet can be five or 10 pounds.

Those are the ones that are commonly thought of as being particularly high in that regard, for instance olanzapine or quetiapine, olanzapine being one of the higher ones. People at moderate level common medications took things like quetiapine or risperidone. Then there are anti-psychotic medications that have relative low potential for weight gain such as aripiprazole. Then there's a whole range of newer medications that are in there somewhat and the first generation medications which tend to have, the more potent ones have lower weight gain potential though they have risks for other things such as tardive dyskinesia and akathisia so we tend not to use them as much anymore.

In fact, what we found in this study and another studies have also found is that some of the greatest effectiveness and weight interventions is in preventing weight gain. So this study was conducted of course in people on anti-psychotic medications. We had people from, we did stratify the sample by the weight gain potential to anti-psychotic medications so we hope to have a chance to look at that. We had people with high, medium and low within medications in the sample.

The higher weight gain medications tend to be used somewhat less now that we have a wide range of choices, but if people are engaging or starting treatment of someone with one of the higher weight gain medications, or anti-psychotic medication, or some of the other mood stabilizing medications, for instance Depakote, valproic has substantial weight gain liability. It’s also some with lithium.

So it is definitely worth thinking about preemptively, engaging people around weight and weight education, whether it’s something like WebMOVE or something like the traditional move program, if folks want to engage with that at the VA or some of the community based alternatives. Around the community, alternatives include programs such as Weight Watchers or programs such as Jenny Craig. If people can afford that, they provide food, those can be great for this population.

We also, one of the other issues is also around dietary control and so it’s also important to talk to your patients around their opportunities to control their diets. If they are in an institutional setting, such as boarding care, there may be a predominant diet provided to them or its possible in their community that the predominant restaurant availability are restaurants that specialize in high calorie foods. We discovered in doing this study that most of the veterans actually do have ability to _____ [00:52:27] with regard to their diet, either by choosing alternative diets in the institutional setting that they’re at which are actually sometimes available or choosing different items from the menu of the restaurant that might be thought of as a high calorie restaurant, or from a different restaurant.

So I think it’s important to have all those sort of discussions, particularly if you’re starting a patient on a medication that has the potential of weight gain.

Unidentified Female:	OK great. Thank you. I have one more question for you. An additional variable that seems important for weight loss in non-psychiatric populations and those with serious mental illness is age. Did you have a good distribution of veterans from younger to older? This might be an additional patient characteristic for a secondary examination.

Alexander Young:	Yes. Of course our population in here was representative of the larger VA population that we see. So we tend to have more people who are 40’s, 50’s, 60’s in this group than the younger cohort, but there were some of them, just because of the overall numbers that we have in care with serious mental illness. We will be looking at that.

We certainly saw good effectiveness in terms of weight, even in folks that had been ill for many years and who are older folks that had, but most people developed serious mental illness in their 20’s, teens, 20’s and so if the older folks also have been ill for many years but we did see, and it’s a little hard to phase out the effect of those two, but we did see effectiveness in the population, older population of more appearance of illness.

Unidentified Female:	All right. OK, those are all the questions we have. Dr. Young, thank you so much for taking the time to present today’s session. To the audience, if you have additional questions, you can contact Dr. Young directly. Our next session is for our database and method surveys and is scheduled for Monday, May 2nd at 1 p.m. eastern. This session is titled Clinical Epidemiology Research Using National MCA and CDW Laboratory Data: Perspectives From the Front Line. It will be presented by Dr. _____ [00:54:56] and his team.

We hope you can join us. Thank you once again for attending this session. Heidi, can I turn things over to you?

Heidi:	Great, thank you. For the audience, I’m going to close this session out in a moment. When I do, you will be prompted with a feedback form. Please take a few moments and fill that out. We really do read through all of your feedback. Thank you everyone for joining us for today’s HSR&D cyber seminar and we look forward to seeing you at a future session. Thank you.
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