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Rob:  And as it’s just now the top of the hour I’d like to introduce our presenter today, Dr. Luke Funk is Chief of General Surgery at the William S. Middleton VA, an Associate Professor of Surgery at the University of Wisconsin, Madison.  Dr. Funk, can I turn things over to you?  

Dr. Luke Funk:  Absolutely.  

Rob:  Looks good.  

Dr. Luke Funk:  Okay.  We’re good to go, Rob?  

Rob:  We are.  

Dr. Luke Funk:  Okay.  All right, so first thank you very much for the introduction, for the opportunity to speak today.  I want to first just go over financial disclosures, as we’re required to do for all presentations.  So this work that I’m going to present today is primarily supported by a Career Development Award through the VA.  I also have support from the American College of Surgeons, George Clowes Career Development Award.  And an unrelated grant from the National Institutes of Health looking at bariatric surgery disparities that again is not related to this work.  

So the objectives of my talk today are to review the obesity burden and treatment options within the VA.  To highlight findings from aim one and aim two of my CDA, at least early findings from aim two which include the aim one qualitative findings.  And then aim two findings which is single-site pilot randomized controlled trial of an educational intervention.  And then I’d like to discuss recent early considerations for an upcoming potential trial proposal.  There’s not a ton about that, just because the majority of the talk is going to be taken up by aim one, two considerations.  I’m certainly happy to discuss those trial considerations after the presentation too if anyone is interested.  

Okay so I had a couple of poll questions I thought might help orient some of our participants.  I know there are a number of obesity researchers and clinical experts in the audience.  But I figured I would at least start with some baseline questions about access and utilization.  So my first question is, poll question, what percentages of Veterans who meet BMI criteria participate in behavioral weight management also known in the VA as the MOVE! Program.  And I’m noting on here that I had an error, it should’ve included 10 or less, 10% or less as option A so sorry for that.  So I wonder if Rob we want to give folks a couple of minutes, or a minute, or 30 seconds [unintelligible 02:49].  

[bookmark: _GoBack]Rob:  Yep, the poll is open and for some reason the software wouldn’t take the left and right arrow so I had to actually write out less than 10% so it’s less than or equal to 10%, 11 to 50%, 51 to 75%, and then greater than 75%.  And we have over, almost 70% of your attendees having made their choices and it’ll level off momentarily so, which it has.  So I’ll close the poll and share out the results.  And let you know that 40% of your attendees say that it’s less than 10% or less than and equal to 10%, 35% said it’s 11 to 50, 15% say that it’s 51 to 75, and 10% say it’s greater than 75%.  And now_ 

Dr. Luke Funk:  Yep.  

Rob:  Go ahead.  

Dr. Luke Funk:  Yeah.  So yeah, so the audience has it right.  So according to the, at least literature that I was referring to, is around, it was 10% of, around 10% of Veterans participate in MOVE!.  So I think the 40% and the 30% that had the second option were the closest.  So yeah, so nearly 80, 90% of patients actually are not participating in MOVE!.  So some potential for improvement there.  

Okay so along those lines curious what percent of Veterans who meet BMI criteria receive obesity medications; 0, 2%, 10%, 30%?  

Rob:  And again that poll is open, and answers are streaming in quickly.  I don’t think we’ll have to leave it open very long before it levels off.  And it looks like it just about has.  So I’m going to go ahead and close the poll and share out the results.  And 0% say zero, 78% say 2%, 22% say 10%, and 0% say 30%.  Back on your slides. 

Dr. Luke Funk:  Yeah, so that 80% of the audience is correct.  So it’s 2% that publication by Semla a couple of years ago indicated that of those that meet BMI criteria, 2% receive obesity medications.  So you know whether that should be, obviously I don’t think anyone thinks it should be 100%, maybe it shouldn’t be 50%, maybe it shouldn’t even be 25% but 2% seems like it’s likely highly underutilized as an obesity treatment. 

And then finally, the third and last poll question.  The third sort of evidence-based bucket for obesity treatment for severe obesity, what percent of Veterans who meet BMI criteria undergo bariatric surgery?  So probably guess based on the way this is heading what this might be, but less than 1%, 5%, 10%, 25%.

Rob:  And that poll is open and I apologize that I did not notice that we ran out of characters, the question that you see on the screen is what percent of Veterans who meet BMI criteria undergo bariatric S, you’ll have to understand that S means surgery.  That was my oversight.  Nevertheless we have almost 85% of your viewing audience having made their choices and we’re almost 90% now.  So I’m going to go ahead and close the poll and share out the results.  And let you know that 71% answered less than 1%, 18% answered 5%, 7% answered 10%, and 4% chose your fourth option 25%.  Back on your slides, sir.  

Dr. Luke Funk:  Yeah, so that 70% of the audience that selected less than 1% is correct.  So it’s around point three or point four percent.  So you know three out of a thousand that meet criteria actually undergo it.  And so that’s kind of the baseline that I wanted to start from just in terms of utilization of all of the evidence-based obesity treatment options.  I think we could make a strong case that they’re all lower than they probably could or should be.  

Okay so to get into the topic.  So more than 40% of the seven and a half million Veterans, so about three million Veterans who receive VA care have a body mass index of at least 30 which would put them into the obese category, 16% or around 700,000 Veterans have a body mass index of at least 35 which is often termed severe obesity.  With a BMI over 40 is what we, folks commonly refer to as morbid obesity.  And I think the thing that’s important to remember is overall obesity rates are leveling out somewhat, although this recent New England Journal of Medicine publication suggests that in 10, 20 years obesity rates would be over 50% in the country overall.  Severe obesity is actually increasing still significantly.  There was a 70% increase across the U.S. in the early part of 2000s.  That’s also true within the VA population.  

Just as a reminder because I know we have folks from all different kinds of disciplines, body mass index is your weight in kilograms over height in meters squared.  

And this is a common table that we use with patients to help people understand what body mass index, how it’s calculated or at least roughly what it represents.  So for example if you have an adult who’s 5’9” and weighs 277 pounds, male or female, then that person’s body mass index will be 41.  

And just for frame of reference here as I eluded to earlier the different BMI categories were originally established by the World Health Organization.  Healthy body mass index range is 18 1/2 to 24.9, overweight 25 to 29.9, class one obesity is 30 to 34.9, and then I have here severe obesity which is greater than or equal to 35.  But as many audience members probably know it’s class two obesity that’s 35 to 40 and then over 40, or 40 and over is considered class three or that morbid obesity.  

And the reason why that’s important is because adults with obesity are much more likely to have many, many obesity-related comorbidities.  This is, figures there are just showing some data from our University of Wisconsin Electronic Health Record where we looked at BMIs on the X-axis and prevalence, disease prevalence on the Y-axis.  And you can see for common comorbidities like hypertension, diabetes, hyperlipidemia the prevalence rates go up.  You know you can see almost linearly from normal weight to a BMI approaching 40 where it seems to level off.  It’s also correlated or associated with numerous cancers, osteoarthritis, obstructive sleep apnea, many, many, really nearly every organ system.  So a significant burden on our health care system in decreased life span for patients, the worst quality of life.  More time missed from work.  And it’s very expensive on our health care system as I think all of us would agree with.  

Within VA there are three main, I kind of refer to them as evidence-based buckets of care.  And I wanted to highlight each of those options moving forward.  So behavioral weight management is the first bucket.  And that’s that first bullet up there diet, exercise, and behavioral tools.  Then there’s each of those diet, exercise, and behavioral tools plus weight management medications or obesity medications.  And then there’s the third bucket which is diet, exercise, and behavioral tools along with bariatric surgery.  

So behavioral weight management in VA is the MOVE! Program that typically involves visits with a dietician.  Not always dieticians at all programs, sometimes it could be nurses or diabetes educators or other professionals.  But it’s often a dietician.  And in these visits they focus on behavioral tools such as selecting healthy foods, education regarding how to read nutrition labels.  How to do, sort of educated grocery shopping.  Identify calories, look at carbohydrates, sugars on nutrition labels.  Also sort of behavioral tools.  For example, setting weight loss goals and involving individuals that provide social support; family members and other health care providers in weight management efforts.  This here is an example of a daily food and physical activity diary that one of the MOVE! Programs use as an example.  Where patients keep track of their weight, kind of what they consume daily, and when they consume that how they feel in general.  There are also other tools such as meditation and other healthy behaviors that MOVE! teaches.  

So this is just graphically showing on average what the literature suggests that you would lose or could lose in the MOVE! Program.  About a 5 to 8% weight loss over a six-month period.  So for example, for a patient that weighed 275 pounds at baseline, over that six-month period they would lose on average 15-20 pounds or 14-22 pounds.  And if they participated in MOVE! longitudinally then they should maintain most of that weight loss.  

So moving onto the second bucket now, so diet, exercise, behavioral tools, plus weight management medications.  

So weight management medications work in really a couple of different ways.  One is they decrease your appetite and increase your sense of fullness.  They’re also metabolic changes that occur essentially where kind of more calories are burned.  There’s also a class of medication that binds fat as it enters your gastrointestinal system and prevents that medication from being absorbed by the body and instead it’s expelled into the GI system, through the GI system.  

And there’s a number of FDA approved weight management medications.  Each of these is available at some point within our VA system.  I’m not saying they’re available at every hospital, I don’t think that’s the case.  But each of these classes of medications is listed as available in the VA both fat blockers and then what we call term appetite suppressants so we would try contrive, phentermine, qysmia.  

Patients, so to qualify for those you need to have a body mass index of over 30 or 27 to 30, plus an obesity-related comorbidity is typically what the indications are.  So for a patient that’s 5’9” if they weighed 189 pounds, they had a BMI of 28 and they had hypertension or reflux they may qualify.  Or if their BMI were greater than 30.  And obviously this is a conversation that patients would need to have with their providers.  Often multiple providers, sometimes initially in a MOVE! provider and then a primary care physician or perhaps an endocrinologist if they’re managing weight for a particular patient.  

So compared to diet and exercise actually when you add medications because, at least within the VA you’re required to participate in MOVE! to receive an obesity or weight management medication.  So when we think about how much added weight loss there is with medications it’s around 8 to 14% overall, over a six-month period.  So for a patient that’s around 275 pounds that would be about 20 to 33 pounds of weight loss.  

And then finally diet and exercise and behavioral tools, along with bariatric surgery.  The last, the third bucket.  

So for bariatric surgery, for example if you have a patient who is 5’8” and weighs 243 pounds their BMI would be 37.  So to meet BMI criteria for bariatric surgery, if your BMI was in the 35 to 40 range you would need to, most programs have an obesity-related comorbidity; hypertension, cardiovascular disease, obstructive sleep apnea, or one of the other comorbidities.  Or you could have a BMI of greater than 40.  Certainly there are other criteria other than BMI criteria; mental health and nutrition status and nutritional understanding are critical in each bariatric program within the VA, which there are 20 or so.  And outside of the VA evaluates each of these components.  But I’m just saying in terms of weight and BMI this is what those categories are.  

So there’s two main operations that we do inside the VA and outside the VA.  So nationally in the U.S. last year, or I think in 2018 there were around 275,000 bariatric operations and 70% were sleeve.  In the VA we did about, nationally about 450 I believe in 2018.  There’s been a significant change in what’s being provided in the U.S., outside and inside the VA with sleeve gastrectomy being the most common bariatric operation, around 60 to 70% certainly outside the VA and I think a majority within the VA are sleeves.  What a sleeve gastrectomy involves, as that pictures shows, is removal, stapling and removal of about 70 to 80% of your stomach.  And so instead of food going into your football-sized stomach it goes into a long cylindrical tube essentially.  And patients feel fuller sooner and there’s also hormonal changes that occur when that part of your stomach is removed.  Gastric bypass is the other very commonly performed operation, bariatric operation.  And what that involves is stapling across your small intestine, stapling across your stomach, and then hooking up a piece of your small intestine to a small stomach pouch and then hooking together your small intestine done distally.  So when patients eat and again instead of food going into a football-sized stomach it goes into an egg-sized pouch and then immediately enters your small bowel and bypasses the majority of your stomach.  So you feel fuller sooner because that sensation of food going into that small pouch makes you feel full.  There are hormonal changes that occur because that fundus and most of your stomach does not see food and then so there’s changes in the things like groin and GLP one that stimulate appetite.  And then finally absorption doesn’t really happen until later in your small intestine when your food mixes with your stomach secretions, bile, and your pancreatic fluid down after the stapled part.  

So when you add bariatric surgery to diet, exercise, and behavioral tools on average literature suggests that out to a year and a half, and there’s certainly longer-term data but we felt like this was the strongest data that we wanted to convey in this figure.  There’s about a 25 to 30% total body weight loss over a year to a year and a half.  So that means for a patient with, that weighs 275 pounds they would lose about 70 to 85 pounds on average.  What I often tell patients because many of our patients weigh much more than 275 pounds, frequently in the 3 to 400-pound range.  You know that, on average bariatric surgery you know your weight loss is about 80 to 100 pounds.  I think probably a little bit more with bypass, a little bit less with sleeve.  But bypasses are a little bit higher risk procedure given the multiple stapled connections.  Is how I usually counsel patients personally.  

So in terms of evidence-based treatments in the VA.  These three buckets; behavioral weight management, obesity medications, and bariatric surgeries.  So there’s challenges which is what I highlighted in those poll questions.  So I think the challenge or at least a reflection of the challenges of referring patients relatively few Veterans participate in MOVE!.  Less than 10% or 10 or less percent.  Also with medications.  There’s a lot of obesity specific meds approved by the VA but not many Veterans are receiving them.  And then with respect to bariatric surgery even fewer patients receive that.  Yes as a bariatric surgeon I think I’m biased and I think it’s a very effective tool and one that you know many, many more patients should consider.  But I think it’s critical at least my position that Veterans consider all of these treatment options.  Particularly behavioral weight management because it’s really the foundation for any obesity treatment.  

So a couple of years ago the VA organized the State of the Art Conference I think which probably a number of the audience members participated in.  there were 40 of us within and outside of the VA.  Multiple workgroups addressing each of these buckets.  And there were goals that we developed.  Basically we wanted to improve adherence to evidence-based obesity treatments and also work on a research agenda to address the knowledge gaps.  

So the workgroup that I co-chaired with Dr. Matt Maciejewski who’s a Health Economist at Duke.  There were 15 of us involved and I just have those stars next to folks to indicate that they were not practicing bariatric surgeons.  So it wasn’t just a bunch of bariatric surgeons getting together saying do more bariatric surgery, that it was a multidisciplinary group where there were medical experts, scientific review officers.  Dr. Kalarchian was a Clinical Psychologist.  Everybody involved in the care of bariatric patients or having done research in the field.  

And there was this, a JGIM supplement that came out, now almost three years ago in which there were numerous original papers, editorials, perspectives and we published ours on Health Services Research Agenda for Bariatric Surgery Within VA.  

And in our white paper we described a number of research questions that our workgroup identified both through discussion and review of the literature.  And one of those questions was, what are the different barriers at the patient, provider, and system-level to bariatric surgery referral and receipt.  

And we noted that there was pretty limited literature regarding barriers and facilitators to referral and uptake of bariatric surgery and there was only one systematic review.  Which is one that my group had published a couple of years prior in JAMA Surgery noting, and one of the things that we noted was limited provider and patient knowledge about the obesity treatment options.  

So this is kind of, was the foundation I think and sort of some of the background work that went into the Career Development Award proposal that I submitted I think back in 2015 that was awarded for 2016 to 21.  We have three aims.  The first one was to identify these patient, provider, and work system elements that influence the treatment choice that the patients make.  Second aim was to develop and pilot-test an educational tool for obesity care.  And then the third aim involved understanding how primary care providers make decisions regarding patients with obesity.  And the idea is that that would be a national survey, which we are, have not initiated that yet just finishing up aim one, sorry two.  

So I want to go over aim one and two as I mentioned.  So with respect to aim one.  We did interviews with Veterans from two VAs that were, met criteria for severe obesity.  So BMI over 35.  And had some participation in MOVE!, so at least three MOVE! visits, or had been referred for bariatric surgery.  We also did provider interviews.  Identified the various provider types that worked with these types of patients so bariatric surgeons, primary care, registered dieticians, and health psychologists.  We sent mail and email invitations to these patients and providers and we performed audio-recorded semi-structured interviews asking patients and providers about their experiences within the VA.  We then transcribed these interviews and did a conventional content analysis using theme matrices which we organized by participant type.  

We used the Andersen model of health care utilization to do the analysis for these interviews.  And this model essentially splits the health care delivery environment up into the environment, characteristics of the population, then individual behaviors.  And uses this concept of either predisposing characteristics or enabling resources which then contribute to the need to receive a particular type of care within the context of both the individual and provider relationships and also the community overall.  

And we had previously published our sort of adaptation of the Andersen model of health services use as it pertained to bariatric surgery.  And particularly these, you can see in the left column the social factor and beliefs factors.  We reviewed the literature there.  And then over in the right column you can see we identified barriers to each of these levels and facilitators.  And for example, one barrier was that PCP belief, at least we found in the literature that obesity is not a disease.  That obesity is due to poor self-control.  That lifestyle change for example is the most effective weight-loss method.  So on, based on again these systematic review findings. 

So with respect to our study.  There were 33 Veterans that we interviewed, 40 providers.  This is just showing the demographics.  Primarily male patients and female providers.  Mostly white participants; 77% of Veterans and 77% of providers.  The majority of our providers have been in practice for about 14 years and about half had a dual appointment at a university.  

This table shows the breakdown between the type of contextual or system-level determinant.  Over in the left column the description and in the middle column of what that contextual determinant means.  And then the specific study themes or barriers that we identified.  And so there were eight different barriers, shown in the red rectangle; limited access to healthy foods, not referring patients for bariatric surgery early enough or at all, poor coordination of care between services and providers, long travel distances for patients, lack of pre- and post-operative guidelines for patient care, lack of education and training about bariatric surgery care, difficulty meeting preoperative requirements of patients, and lack of provider availability and/or time. 

And when we looked at the breakdown of which participant types identified these themes you can see this presented here.  All participant types identified poor care coordination between services and providers as a barrier.  And most of the participant types identified travel distance, lack of guidelines overall general guidelines about pre- and post-operative care, and lack of education and training about bariatric surgery care as barriers. 

And here are just a couple of representative quotes.  From one bariatric surgeon; if they would standardize the referral across the VA, I think they need to have a bariatric handbook again that addresses this so that the referring hospital knows exactly what they have to do and what their responsibilities are.  One dietician noted; there’s nothing standardized to my knowledge, even though there actually is a handbook within the VA, a lot are not aware of that, that would have been nice I’ve talked to others about how they chart and if they could share stuff.  So there’s a lot of sharing going on but not a lot of recognition that there are other outside resources.  

Regarding post-operative care.  This bariatric surgeon was pretty blunt; most of these programs have absolutely no idea what they need to do.  One PCP sort of acknowledged that they were not, he or she was not comfortable; it was not made clear to me what to do after surgery.  The dietician did all the lab ordering and now that the dietician is gone, patient’s mine and I just keep ordering the same labs.  

So one thing that we noticed when we were going through these barriers is that it seemed like communication and knowledge was an issue throughout multiple themes.  Both for care coordination with a lack of guidelines, that pertains more to providers but I think it also trickles down to patients.  And then a lack of education and training about bariatric care.  Again pertains to providers more so than patients.  One thing we wanted to know is, you know could we improve communication and knowledge from the patient perspective to help in their navigating the obesity treatment process.  

So this is what aim two is; to develop and pilot-test an educational tool for patients that aligns their preferences and knowledge with the treatment options that they pursue.  To help them and optimize the care that they receive.  

And so for this aim we applied the Fisher conceptual model which I’m sure many of you are probably familiar with; information, motivation, behavioral skills.  Which says essentially that when patients have health behavior information and they are motivated or if they’re motivated and they seek out this information that they are going to obtain the skills that they need in terms of their health behaviors to then actually pursue that health behavior.  

And so the way this applied to our issue is we created an educational intervention which actually became a video.  And patients that were motivated would be interested to watch the video and those that watched the video would become more motivated.  Their knowledge would improve, their attitudes would improve, and their ability to achieve their goals or self-efficacy would improve, improved.  That they would initiate weight management and become engaged in any one of these three buckets.  And then would ultimately achieve weight loss, at least that’s our hope.  

So in terms of identifying what this intervention was going to be.  Obviously there’s a lot of different things that we could do to probably improve knowledge, motivation, and hopefully weight-loss behaviors.  There’s certainly decision aids, save space in doing things like a conjoint analysis.  There’s decision support tools both within and outside the ER.  There’s provider education so you know going directly to the providers to try to improve their comfort, their knowledge with taking care of these patients.  And then there’s also patient education either through pamphlets or some sort of educational video.  We ultimately, I think for the purposes of creating an aim that we could execute in a context of the CDA and we thought sort of going to the providers there may be a number of challenges you know within the system that we may not be able to impact immediately.  So we thought going directly to patients and improving their knowledge about each of the areas and hopefully motivating them to pursue treatment, that that would be an effective way to pursue.  

And so we use our aim one qualitative data.  There’s a lot going on in this table and I would, I’m just showing this to kind of show the general variables that we considered.  So we looked at each, for example that top row we looked at codes that were developed for patients.  Those that were developed for providers.  And then we sort of summed those, summarized those in terms of the results for the qualitative analysis and then we considered each of those to incorporate in our education tool or our video.  Going back to sort of the principles of Fisher’s conceptual model.  

So what we ended up developing was a 16-minute educational video.  We showed it to four stakeholder engagement groups with Veterans in both the Madison area and Chicago area, at the Jesse Brown VA.  And we also did multiple interviews with providers after showing them the video and getting their feedback.  We actually also got some feedback from one of our collaborators, Sue Raffa who is the National Director of the MOVE! service as well to make sure our portrayal of the MOVE! Program, the things that we were conveying were things that the National MOVE! Office agreed with, you know that were part of, important parts of MOVE!.  

So our study design was a single-site pilot randomized controlled trial of an educational video that, where the goal was to highlight not only the risks of obesity including health risks but also some of the quality of life impact that it has.  And also highlighted those three different obesity treatment options.  And then the expected outcomes with each of those.  So we identified Veterans age 18 to 75 who had a BMI of over 35 and who were attending an upcoming MOVE! visit.  And we randomized them to either the intervention or usual care.  And the intervention was a diet, the video before a dietician visit or the MOVE! visit.  And usual care was just that visit as I mentioned.  We had 42 patients enroll and actually I’ll show that in a second.  Our primary outcome for the purposes of this pilot study was feasibility which were recruitment and retention rates.  And then acceptability which we measured in qualitative findings, interviews essentially with the intervention patients.  We also had multiple secondary outcomes.  How prepared patients felt to make a decision, how knowledgeable they were about obesity and its treatment options within VA.  What their attitudes about each of those three options were.  Behavioral intention and then self-efficacy.  

So in terms of the timeline.  We contacted patients a couple of weeks ahead of their first MOVE! visit.  Actually it wasn’t, just to be perfectly accurate it wasn’t, for many of these patients it was not a first MOVE! visit it may have been a subsequent visit if they were, attending for example a series of group visits.  Which is one of the things we learned in the pilot.  If they were randomized to the intervention group we asked them to show up early.  About an hour, 45 minutes early to watch the video and then we contacted them within one week after randomization to assess outcomes.  We’re also following outcomes out to 18 months to measure things like you know number of MOVE! visits.  Whether or not they got an obesity medication prescription filled.  Whether or not they got referred to bariatric surgery and if there are any weight loss differences.  But we’re not, we don’t have these data available and they won’t be available probably for another year.  

So in terms of our demographics.  We enrolled 40 patients; 20 were randomized to each group.  The mean age was 60.  About 85% male, largely white 90%.  Most were either working or about 40% were working full or part-time and around half were retired.  Around 80% of patients in terms of their financial status noted that they had enough to pay the bills or a little bit more than just enough to pay the bills.  The average BMI was around 42.  

So our recruitment rate was around 50%, slightly short 47%.  We retained, at that one-week period 40 out of 42 patients for a retention rate of 95%.  And we generally found in our qualitative assessment, in these interviews with the intervention patients that they found it easy to incorporate into their visit and they generally felt that the way the video was delivered in the study, in a sort of quiet area outside of the group on an iPad with headphones, that that was easy to incorporate and follow along.  

So our outcomes.  I’d like to kind of walk through each of these outcomes.  So our prep for decision-making was the first outcome that was looked at.  And so again, sorry I don’t have the scales there for each of these and one caveat that I’ll make is this analysis just finished up.  We just got these data last week.  We’re going to calculate effect sizes including cogency for each of these variables.  We don’t have those data available.  So I realize showing the absolute difference here may not be very, as informative because the scales are all different.  But I at least wanted to show you know in an initial pass what it looked like.  And I think to summarize I can say there weren’t significant changes between, or differences, large differences between and I don’t mean statistically significant I mean sort of overall differences between the two intervention, or the two groups.  Which have all sorts of thoughts about why that is but anyway I just wanted to explain that before I go through each of these.  So I apologize for the absolute difference showing that.  But with effect to each of the variables, so preparation for decision-making the usual care score was, this is an ordinal scale was 2.76 and the intervention was a slight increase at 3.3.  I have the scales, actually I don’t remember off the top of my head what that preparation decision-making what the ranges are but I think it was, I think oops.  Rob is that still there?  Or is it back?  

Rob:  It is, yeah results of outcomes.  

Dr. Luke Funk:  Okay.  Yeah, okay.  So I don’t have the ranges there but there was not a significant change between the two groups or difference.  With respect to knowledge, so that was on a one to ten scale.  So essentially there were ten questions and so that number 8.3 means that the usual care group got 8.3 questions right on average and the intervention group got 8.5.  So pretty similar between those groups as well.  So I don’t think this you know jumped off the map as or the page as the intervention was an increased knowledge significantly.  Or at least knowledge in how we measured it.  With respect to attitudes.  So how patients felt about each of the three options.  Their range for attitudes is negative three, being the, feeling the worst about it to three feeling the most positive about it.  You can see I think, you know patients overall felt better about behavioral weight management then they did about meds.  And they felt the worst about bariatric surgery.  It looked like bariatric surgery may have caused a slight increase or improvement in attitudes.  As did the intervention for both behavioral weight management and medications; slightly more positive attitude about each of those in the interventions versus usual care group.  With respect to behavioral intentions.  So we didn’t feel like given the, some of the constraints within the CDA and this particular aim we’re not able to follow patients for as long as we’d like.  To see what we’re really interested in which is did they initiate sustained treatment in MOVE! or did they receive an obesity medication or did they receive a bariatric referral.  We measured their intent to do those things.  So this particular scale it was a range from one to seven.  So I think you know the thing that stands out to me about this initially is that it looks like they are, in both groups much more interested in pursuing behavioral weight management than they are in either medications or bariatric surgery.  It doesn’t look like our intervention increased patient’s intentions in terms of pursuing behavioral weight management.  Maybe a slight increase of medications and a slightly larger increase with respect to bariatric surgery.  But I think one thing that this may highlight is since we targeted patients that were already participating in MOVE! we may at least for the subsequent trial consider targeting patients who are not participating in MOVE!.  Because I think the ones that are already participating, which are the ones we recruited for this study, they already you know had a strong desire, relatively strong desire to pursue behavioral weight management.  As evidence by their MOVE! visit attendance already.  And then finally self-efficacy.  So how effective the patients feel they could be about pursuing these treatment options.  This scale ranged from possibility of one, meaning they felt the least effective in doing that and then four, was they felt very strongly that they could achieve pursuing whichever treatment option was available.  And again you see, I think the take-home for me from each of these initial, each of these options is that there wasn’t significant changes in their ability to feel like they could pursue these treatment options.  Again we’re going to get the, I think Cohen’s D test for each of these.  To help us better understand the effect size.  Which I think for a pilot study is probably more important than the absolute differences.  

So the implications of the pilot at this point in time.  So we’ve concluded so far, again we’ve been done with the study for about, I would say about three weeks now at least with the short-term follow-up.  The intervention was feasible to implement.  And it was acceptable to Veterans.  We are interested in pursuing a subsequent adequately powered effectiveness trial.  But I think it may need different outcomes and/or potentially a different study population.  Preliminarily it looked like the absolute differences and potentially the effect sizes are small for most of the outcomes that we looked at.  I think there was some evidence that there was a ceiling effect possibly for knowledge.  Or maybe our knowledge questions which were adopted from a previous obesity video intervention that had been published, I think we asked questions that maybe our audience already had knowledge of.  And if perhaps we targeted those that were not in engaged in MOVE! then we may find that knowledge could improve more in that population.  So that kind of, I think gets into whether or not we are accessing the right secondary outcomes.  And if we are in our survey or questionnaire is asking the right questions with respect to that knowledge.  Also as I’ve mentioned before the pilot focused on patients with severe obesity who are quote, engaged in weight management.  And I think moving forward I’m going to be interested in talking to the MOVE! leadership about whether or not they would be interested or supportive of us opening up to all patients who meet obesity criteria.  And even those, potentially that, for example that 85 to 90% of patients who have not been to MOVE! and are not engaged in MOVE!.  Is it possible to target those folks to encourage them and convince them to start participating in obesity treatment in VA.  

So I think I’ll end there.  So in summary severe obesity and obesity is a significant problem for Veterans.  Evidence-based treatment options exist but are underutilized in VA, I think all three buckets.  I think addressing barriers to their delivery is or hopefully should or is, will be a high priority in the VA.  I hope that our work will contribute to the solution.  

Many people have obviously worked on this.  I especially want to thank the primary mentor on my Career Development Award, Dr. Corrine Voils who is a PhD Social Psychologist here at UW.  I think Corrine and I have been working together of the past five or six years and she is a phenomenal mentor, is an extremely smart, and hard-working and incredibly insightful methodologist.  And I’m extremely grateful for her participation, mentorship, inside advice, help in getting this work accomplished.  I also want to thank everybody on this list who has each had a role in helping execute this work.  Particularly the researchers who, executing to enroll patients, conducted the assessments and have been tracking our outcomes; Catherine Breuer and Anna Muraveva, right there.  

And that’s it.  And I think that I left some time for questions, if there are any.  Thank you.

I just have, I had here some supplemental information if anybody’s interested in what those scales were.  Maybe for now I’ll hold off and take questions.    

Rob:  If we don’t get to presenting the supplemental information that was included in the downloadable slides.  So that will be available to anybody who downloads the slides.  We do have a few questions queued up but let me take the opportunity to let people know, if you have questions for Dr. Funk there’s a section in that piece of software that popped up on the right-hand side of the screen when you joined the GoToWebinar dashboard it’s called questions.  You can actually grab the gray part of it and pull that section right out and expand it if you want more room to write your questions.  But launching straight in.  This one’s a little bit lengthy so bear with me sir.  Your intervention focuses mostly on knowledge.  Given that your conceptual model also includes motivation as a key piece.  Is your subsequent merit proposal going to incorporate motivation?  And then as a follow-up the person writes, if not will it be a strong enough intervention to effect change?  

Dr. Luke Funk:  Yeah, so thank you for that question.  I think that, that’s really an excellent point and something that we have, we’re thinking a lot about.  We definitely I think have concerns and I think collaborators do as well.  And folks that we’ve presented this to already.  That if we just do the educational video I think we’re getting pretty strong feedback that that’s not going to be enough to motivate patients to you know pursue weight loss potentially.  And so one thing that we’re thinking about doing right now is incorporating motivational interviewing.  To try to specifically encourage patients to pursue weight management.  For example, one of our collaborators is working on, has a funded merit on encouraging Veterans to stop smoking.  And is specifically targeting Veterans who have already indicated that they’re not interested in stopping smoking.  So targeting a really hard to reach population.  And she’s using motivational interviewing, her name’s Dr. Jessica Cook, to help convince these patients to stop smoking.  And we think that maybe incorporating that will be helpful to specifically target that motivation aspect.  Because I think we do worry that if we only target knowledge that that’s not going to be enough.  And I don’t know that this video really gets at that motivational piece.  So how to kind of motivate Veterans to take that step, now that they have the knowledge.  

Rob:  Thank you.  This person asks, do we have the infrastructure in place to support higher use of these weight management services? 

Dr. Luke Funk:  Yeah.  So that’s another great question.  So I guess I would think about each of those things a little bit differently because I think there are barriers at each level.  I guess my short answer is, I don’t know if we have all the infrastructure for each of those.  However I think we need to think about increasing our infrastructure sort of proactively.  So for example you know we’re doing, we do bariatric surgery at 21 hospitals in our VA, we do about 450 cases a year.  And so I would say that we certainly have capacity to increase that some even within the existing programs.  But if we wanted to dramatically or significantly increase we would need to think from a systems perspective about how to do that.  One way to do that has been, I’m not saying this is the right way but this is a way and I think we’ll be able to see here probably within the next year or two if this has happened.  But certainly with the MISSION Act we’ve seen, even locally here at our VA that patients can go outside the VA for bariatric surgery.  And they actually do that at our VA.  They can either go down to Jesse Brown which is two and a half hours away or they could go to University of Wisconsin which is ten minutes away.  And so many patients, you know opt for community care through the MISSION Act.  That is one way to address, you know increase demand or to ensure that there is adequate resources.  I think if we wanted to build that up within the VA which I think there are benefits to, we would need to be strategic.  I think there are a number of VAs that don’t currently have bariatric programs but certainly could develop them without massive changes in infrastructure.  And then there are probably some centers that you know just don’t have capacity to have programs and so sending those patients to the community may make more sense.  I think with respect to medications, I know Dr. Raffa, Sue Raffa from MOVE! and I think Laura Damschroder, Dr. Damschroder and others, or Laura Damschroder had led a MOVE! survey within the past couple of years that assessed the availability of resources such as obesity medications.  And I think one of the barriers there is that there aren’t providers at a lot of these VAs that are comfortable prescribing medications and there may not be pharmacists that are knowledgeable about obesity medication.  So even though they’re theoretically available maybe the infrastructure isn’t very good or isn’t set up for obesity medications.  And I know in fact one of the Co-Is on my proposal, Dr. Tannaz Moin was telling me the other day that she herself as an Endocrinologist has had challenges in how to prescribe obesity medications for her own patients and she’s an expert.  And so, you know raising the point to me that how are we going to do this in a lot of other VAs.  And so I think that’s a critical thing that we’ll need to think about because there are challenges there.  With respect to MOVE!.  MOVE! is available at 99% of VAs.  At least group MOVE! visits.  And so I do think there’s capacity there.  Now whether or not there’s enough FTEs to accommodate a doubling or a tripling of patients, for example probably not but I think given the importance of obesity in our overall treatment paradigm that you know we could make a strong case for making the resources available for that.  

Rob:  Thank you.  We do have a couple more queued up.  This person asks, why don’t you think the outcomes in your study changes much particularly knowledge?  

Dr. Luke Funk:  Yeah, so either the questionnaire that I created was terrible and didn’t identify any of the right questions, which I don’t think it’s that and that we adopted I didn’t make it up out of scenario we sort of adopted a questionnaire that David Arterburn’s group, who’s an obesity researcher had implemented in an education video trial.  I think the main thing is that many of the patients that, even in the control group that entered our study already had a baseline understanding of how MOVE! worked and what some of the obesity treatment options were.  So their knowledge was, I think better than I expected it to be.  Which I think in some ways is good.  But I don’t know that we were targeting in hindsight the right audience.  Which is again one of the reasons why our group is thinking maybe we should target Veterans who are not participating or engaged in MOVE!.  Maybe haven’t thought about obesity treatment.  That maybe they would be and their decision-making would be impacted more by an educational video and for example motivational interviewing.  

Rob:  Thank you.  This person writes, I think as a follow-up to an answer to one of your previous questions.  They write, and TeleMOVE! is a great resource for those who can’t meet face-to-face.  

Dr. Luke Funk:  I agree a hundred percent.  And certainly I think, you know our intervention for our merit proposal is going to be most likely some sort of you know teleconferencing intervention.  But certainly all the infrastructure that the VA has already set up through TeleMOVE!, would hopefully be able to be mobilized if we find that the intervention is acceptable and feasible and effective.  You know in a larger trial and is supported by you know our own operations leadership.  

Rob:  Thank you.  Should MOVE! be required prior to bariatric surgery?  There doesn’t seem to be an improvement in outcomes for weight loss after bariatric surgery.  

Dr. Luke Funk:  So I think whether or not it has to be MOVE!, I do think it’s important both for Veterans and non-Veterans that they participate in some sort of behaviorally management program beforehand and then they maintain that after.  There’s a lot of skills that patients have to learn with respect to behavioral weight management in terms of healthy eating, maintaining enough protein, not eating excess carbs and simple sugars.  And a lot of our patients need education about those things before surgery.  And then they need to maintain those afterwards.  Because if you don’t learn them before then you’re not going to maintain them after.  And so even though you’ll lose weight for a year or year and a half you’ll find that long-term you know you’re going to have weight regain.  So it’s not, you know it’s probably about a third of patients will regain at least a quarter of the maximum weight that they lose.  And although that’s significant long-term weight loss comorbidities can come back.  Diabetes can come back, high blood pressure can come back, your sleep apnea can come back if you gain a significant amount of weight long-term.  So I think having some sort of behavioral weight management knowledge and involvement is critical.  Whether it has to be MOVE! or it could be another type of behavioral weight management program I think is debatable.  But I think given that MOVE! exists within the VA those dieticians and other providers that are participants in MOVE! from a health care professional standpoint are interested in obesity care.  And I think many of them have that bariatric surgery knowledge.  So I think it makes sense to at least partly sit within the MOVE! Program.  Whether or not it needs to be a mandatory six months or 12 visits or I think those you know criteria are all debatable and each of the bariatric programs establishes their own criteria right now for that.  

Rob:  Thank you.  That’s about all the time that we have but this one last person asks, could the video be made available to Veterans on a VA website?  

Dr. Luke Funk:  Yes.  I mean I don’t know, it’s certainly something that we would be open to.  You know trying to think through even how we’re going to do the trial.  I mean right now I think we’re thinking that we would send patients a recruitment letter and if, you know they would type in the link and go to a website and watch the video.  Open to other ideas as well.  You know we’ve thought about how to get the video to patients best and I’m not sure we have identified the best option.  But certainly if we find that the video is effective and that maybe we would need to do some dissemination implementation work around how to get it to be utilized at you know all VAs or a significant number of VAs.  But you know from my perspective if the VA was interested in having this sit on some VA internet or website then we would absolutely be open to that and I think that’s a good suggestion, something that we thought about.  

Rob:  Well thank you, Dr. Funk.  That is all the time that we have for today and we did manage to get through all the questions.  Audience members when I close the webinar momentarily a short survey will pop up.  Please take a few moments and submit your answers to those questions.  We do pass your comments onto our presenters and we review your responses to continue to bring you high-quality Cyberseminars such as this one.  Once again Luke, thank you very much for preparing and presenting and for your work for the VA in general.  And with that I’ll just wish everyone a good day.  

Dr. Luke Funk:  Thanks again.  Thanks for the opportunity.       


[ END OF AUDIO ]


