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Moderator: Hello everyone. Good morning or good afternoon and welcome. This session is part of the VA Information Resource Center’s Ongoing Clinical Informatics Cyberseminar Series. The series’ aims are to provide information about research and quality improvement applications in Clinical Informatics and also information about approaches for evaluating Clinical Informatic applications. Thank you to CIDER for providing technical and promotional support for this series. As Heidi indicated, questions will be monitored during the talk and the Q&A portion of Adobe Connect, and will be presented to the speaker at the end of this session. About two minutes before the end of the session, a brief evaluation questionnaire will pop up on your computer screen and, if possible, we ask that you please stay until the very end and take a few moments to complete it. Please let us know if there is a specific topic area or suggested speaker that you would like us to consider for a future session.
At this time, I would like to introduce our speaker for today’s session. Cathy Battaglia, PhD, RN is a Nurse Scientist at the VA Eastern Colorado Health Care System. Her research interests include tobacco cessation, health behavior change, telehealth, rural health and patient outcomes. Dr. Battaglia is a recipient of VA Nursing Research Initiative Merit Award to study an integrated telehealth care management and tobacco cessation intervention to help patients with PTSD quit smoking. She is also an Assistant Professor in the Colorado School of Public Health at the University of Colorado Denver. Without further ado, may I present Dr. Battaglia.
Dr. Battaglia: Thank you, Joanne, and thank you all for taking time off your day to attend this presentation. I look forward to hearing your comments at the end and answering some questions. First, I would like to start by recognizing our research team, Dr. Allan Prochazka, my mentor and Co-PI, Jamie Peterson, our research nurse for the intervention group, and Charmaine Bose, a Denver VA home telehealth nurse who is trained to be our control nurse for this study. I could not have done it without their support and excellent work.
[bookmark: _GoBack]First, I would like to find out who is in the audience before we get started. If you could answer the polling question, what is your primary role in the VA:  a Primary Care/Specialty Provider, Mental Health Provider, Nurse, Telehealth Care Manager, Researcher or Administrator?
Okay. So it looks like about half of you are researchers and some people working in telehealth and some nurses and a provider. Great. I am glad we have a diverse audience and I will try and tailor my remarks as we go. I will discuss how we developed, implemented and evaluated our Integrated Care Management Tobacco Cessation Intervention for Veterans with PTSD. I would like to just kind of show you the outline of how I organized my talk today. I will quickly review background information and then discuss how we developed and integrated the Tobacco Cessation curriculum into the PTSD Telehealth Care Management Program. Then I will present my research study and finish. We just finished data collection in April and we have some preliminary data to share.
Helping smokers quit is one of our most important clinical accomplishments. Smoking is bad for your health. All disease states are aggravated by smoking and it is still the largest cause of preventable death in the United States. Veterans use tobacco at a higher rate than the U.S. population, and Veterans with PTSD are a high-risk group because PTSD has been shown to increase the odds of smoking. These patients have biological and psychological factors that increase their tendency to smoke and make it harder to quit. Researchers have suggested that there is a bidirectional causal relationship between smoking and PTSD. Although PTSD symptoms may contribute to smoking and make it harder to quit, smoking can also increase PTSD symptoms such as hyperarousal and avoidance. At the same time, nicotine can enhance concentration and learning, temporarily decrease anxiety, and create positive effect on mood, making it more difficult to quit. The bad news does not stop there.
The VA estimates more than 50 percent of all active duty personnel smoke and a 2008 Rand study reported approximately 26 percent of the returning military personnel from Iraq and Afghanistan were estimated to have mental health problems, of which PTSD was the most common. Veterans with PTSD tend to avoid activities and struggle to be around others, including their caregivers. We wanted to create a smoking cessation intervention that considered these unique challenges. It seemed important to integrate the intervention into their usual PTSD care, not to worsen their symptoms, and to allow the Veterans some choices about amount and type of contact they had with us. Care management using telehealth seemed like a good place to start.
The majority of Veterans have two or more chronic conditions. Getting treatment can be complex and inconvenient, especially for older Veterans or Veterans who live in more rural communities. The VA implemented a home telehealth program in 2003 for many chronic conditions, including diabetes, heart failure, chronic pulmonary disease. Then in 2004, the VA offered mental health programs for Veterans with PTSD, depression, substance abuse and other mental health conditions. Home telehealth with care management can help patients feel less isolated. It has also been shown to reduce hospitalizations and emergency room use and increase medication adherence. Care managers link with the providers to coordinate care for Veterans. There are approximately 1,400 Veterans with PTSD using telehealth systems in the VA today.
Our research – we utilize the existing home telemonitoring technology called the Health Buddy. The VA now uses other home telemonitoring systems but the Health Buddy is still the most widely used system. Currently 76 percent of the Veterans using a PTSD home telehealth program are using the Health Buddy, and just kind of show this to you.
This is the Health Buddy. As you can see, it is really about the size of an answering machine. The Veterans use it in their home and read the information across the screen, and then answer the questions by pressing just one of these four buttons. And the Nurse Care Manager sees their answers the next day on their desktop and then she would follow up with the patient or the providers, depending on what their answers were. The Health Buddy program uses the branching algorithm to ask a series of preprogrammed questions related to a specific chronic condition. It usually takes about one to three minutes a day to answer the questions. The Care Manager, usually a nurse or a social worker, is the point of contact for the patient.
So I have another polling question. I was wondering what your experience was with using the home telehealth systems:  I have heard of the Health Buddy or another system, but have no experience using it; I have experience using the Health Buddy or another system; I have no experience or knowledge of any home telemonitoring system.
Okay, so it looks like most of you have either used the Health Buddy or another system or have at least heard of it but maybe not have used it. Great. I will talk a little bit more about it as we move through the presentation.
There is a daily curriculum, which includes medication reminders, education material, and information to help Veterans learn how to self-manage their PTSD. Patients read the information and answer questions. These questions are delivered to the Care Manager’s computer overnight and the responses are color coded to alert the Care Manager of any high risk answers. And for an example, the Veteran may be asked to rate his or her anger levels in the last 24 hours. If the Veteran answered with an eight, nine or a ten, the Care Manager would see that flagged as a high risk answer and it would be red on her screen. Veterans are taught that the Health Buddy is not to be used for emergencies, but that it provides information over time. Care Managers follow up with patients and providers as needed based on their responses. Now I will describe how we use this home telehealth program and technology in our research.
So the goal of our study was to improve the effectiveness on tobacco cessation treatment for Veterans with PTSD. To accomplish this goal, we used the existing PTSD home telehealth program with Care Management and added our smoking cessation intervention to it. We wrote a tobacco cessation curriculum and expanded the role of the Care Manager to include weekly tobacco cessation counseling calls. We successfully tested the feasibility and fidelity of this intervention in a one year pilot study prior to beginning our randomized control trial. The evidence and the literature support this idea. Telephone counseling has helped patients quit smoking. When we initiated our study, home telehealth smoking program was not being used. Currently, there is a stand-alone tobacco cessation home telemonitoring module available for Veterans who want to quit smoking, and there are approximately 171 Veterans using that program.
Through Care Management, nurses help to facilitate collaboration between patients and providers. Nurses have successfully managed chronic diseases using telehealth by focusing on increasing self-management, positive behaviors and knowledge, and nurses have also been successful in helping patients quit smoking. In the next several slides, I will let you know how we built our intervention. We used this Transtheoretical Model of Change to assess the Veteran’s Stage of Change. This allowed us to customize our intervention through both the written curriculum and the telephone counseling based on the Veteran’s readiness to make a change to his or her smoking behaviors.
Motivational Interviewing is the communication style we use in our tobacco cessation written material and our telephone counseling. MI helps people recognize their problems and encourages movement through the stages of change. MI has been shown to be effective in helping patients abstain from negative behaviors by helping that person resolve his or her ambivalence to change. MI stresses internal motivation and fits within the collaborative care model. Practitioners can influence patients to choose to take better care of their health or chronic disease. MI promotes collaboration between the practitioner and the client, respect for client autonomy and choice, and evokes client change and commitment talk. MI is also non-confrontational and it is a good fit for those with PTSD.
So during our pilot study, we composed the tobacco cessation curriculum in conjunction with MI experts and integrated it into the PTSD Health Buddy program, and we call this the Enhanced PTSD Program. We use the 2008 book by Rollnick, Miller and Butler called Motivational Interviewing in Healthcare: Helping Patients Change as a reference to create this material. And I just wanted to point out that the PTSD curriculum is not written in the spirit of MI, as our tobacco cessation curriculum was.
During the pilot study, we worked very closely with the Health Buddy vendor to integrate our tobacco cessation content into the PTSD program and we established feasibility. We incorporated some minor modifications to the original module before beginning our randomized control trial. We also integrated our research surveys into the PTSD program before starting the randomized trial. It was very important to us that we maintain the fidelity of our intervention we achieved during our pilot study. We approach quality on two fronts. One, we created a formal quality assurance process with the Health Buddy vendor that was initiated any time we made a change to the content or received data. And two, we continued having our MI coach help us with difficult cases and listen to a small percentage of our weekly nurse calls to ensure that we were staying true to MI.
Next, we will just take a look at some examples of the curriculum in our MI counseling dialogue.
I know there is a lot of information on this slide so I am going to use the pointer to show you a little bit about this. So here is an example of some of the topics that we covered as part of our tobacco cessation content. We created this matrix for the vendor, who then built the tobacco cessation program and added it to the PTSD Health Buddy program. We also identified the sessions each topic would display. So here is an example of that:  Assessing Stage of Change. We had a program to show on every 28 sessions. We built out the tobacco cessation curriculum for 90 sessions. We also captured some data during the follow-up period between sessions 91 and 270 so as you can see here across this line, this went out for 270 columns.
After the initial greeting, the patient would read on their Health Buddy screen the daily tobacco cessation curriculum and then the PTSD information. As I said, we wrote 90 sessions using this branching algorithm. We developed the tobacco cessation curricular using Stage of Change framework and the core tenets of MI. Here is a couple of the dialogues. These are some general things that were kind of introductory and then, on this next slide, these are some of the other topics that we addressed in our content. So the curriculum generally went from pre-contemplation to action. We also addressed relapse and maintenance and so, as you can see, these first few topics were looking at addressing pre-contemplation and contemplation, and then we went into goal setting, which really focused on preparation. And commitment and taking steps moved us into action, Stage of Change, and then staying quit. And quitting and staying quit were dialogues focused on maintenance and relapse control. Everyone did not move through the stages of change at the same time, so there were options for Veterans to choose an answer that indicated no change or not ready for change, staying true to one of the core tenets of MI, respect for client autonomy and choice.
Next, I will show a specific example of a tobacco cessation question. Here is an example of how we address the pros and cons of smoking. We started off with an introduction to the topic and setting the stage for developing discrepancy. And as you can see, the Health Buddy is able to customize the patient’s name and also the Care Manager’s name into the daily curriculum. We then asked patients to pick what they liked or disliked about smoking. The nurse would see these answers the following day and then be able to build on the information during the next MI counseling call. Without having a conversation, we are asking questions, letting patients tell us what is important to them, and letting the patients make choices.
Next, I have an example of our weekly tobacco cessation question. We asked this question of both the intervention group and the control group to obtain information about smoking habits. I just wanted to point out here is an example of the branching algorithm. So if the patient answered no to the question, “The number of cigarettes I smoked yesterday was the same as I usually smoke,” you can see how the responses changed based on the patient’s answer. Under “fewer cigarettes,” we asked if the patient was making a serious quit attempt.
A couple of things I wanted also to point out, here you can see if the patient answered, “Yes, the number of cigarettes I smoked yesterday was the same as the cigarettes I usually smoke,” here we used MI to illustrate once again respecting the patient’s choice. Also here under “More,” if they smoked more cigarettes than they usually do, this text also reinforced talking about their smoking habits with their nurse during their next phone call. In addition to these questions, if the participant made a change to smoking, we also asked if they were using nicotine replacement, medication, going to a support group, or going to the Tobacco Risk Clinic.
Here is an example of how we use MI rulers, or a rating scale, in the Health Buddy. Rating scales are familiar to patients. On a scale from one to ten, how much pain are you in? MI rulers are used not only to find out how important quitting is to the patient, but also it can be used to elicit change talk. How important is it for you to quit smoking? Here are the choices: Not Important – Choose One, Two or Three; Somewhat Important – Choose Four, Five, Six Seven; Extremely Important – Choose Eight, Nine or Ten.
So the patient would move these buttons to move the numbers along the scale that they wish to select, and then they would press okay when they were finished.
Once the patient provided information of a particular number on the ruler, the nurse can delve into this and elicit change talk or commitment talk during the next MI counseling call. Other MI rulers that we used in our cessation curriculum was: how much do you want to make a change to your smoking; how motivated are you to make a change to your smoking; how confident you are; and how ready you are to make a change. And all answers used the same ten point scale.
This is a brief example of an MI counseling conversation between the nurse and the patient. The nurse is able to incorporate the patient’s dislikes into the MI counseling session that she observed from the Health Buddy answers. The nurse uses MI to promote health behavior change. Techniques include asking open-ended questions or using reflections. So just to point that out, an open ended question here: Why might you want to make a change to your smoking? And then here, a reflection: so the inconvenience and the cost are two negative aspects of your smoking.
During the pilot study, we created an MI training manual that defined each Stage of Change, provided sample dialogues and a template for charting counseling sessions. We continued this process during our randomized trial. Each week, to prepare for the MI counseling call, the nurse would review the Health Buddy answers, review previous week’s conversations, noting any goals that the patient expressed interest in implementing, and identify a goal for this week’s session. This would help guide the conversation and minimize getting off topic.
Now I will move on to our intervention and recruitment, and enrollment of our patients. The control group received the PTSD Health Buddy program, weekly smoking history questions, research surveys and nurse care management by the home telehealth control nurse. The intervention group received the enhanced PTSD Health Buddy program, so that included the tobacco cessation curriculum along with the PTSD program, the research surveys, the weekly MI counseling calls, and care coordination by the intervention nurse. Both groups were able to receive usual tobacco cessation care, which included referrals to the Tobacco Risk Clinic, support groups or referrals to their PCP or mental health provider for nicotine replacement therapy. The intervention period was for 90 sessions, followed by a six-month follow-up period, or from sessions 91 to 270. The enrollment time was approximately nine months.
We included Veterans who met our inclusion criteria, regardless of their willingness to quit smoking. We excluded anyone who could not use the Health Buddy in their home. We did check with the patient’s mental health provider or PCP to ask if there was any severe psychiatric symptoms, or psychosocial instability that would prevent them from using the Health Buddy.
We had a very slow start to recruitment. At first, the VA did not permit a wireless connection to the Health Buddy, and we found so many Veterans only used a cell phone. We also felt that we were not able to reach enough patients through our marketing efforts, which included educating primary care mental health providers about the study. We had also attended staff meetings, PTSD and smoking cessation support groups to talk about the study and generate interest in our research. So we changed our protocol to conduct an outreach mailing to, a mailing campaign. We mailed at least one letter to 3,233 Veterans. We had a 40 percent response rate. Of those who responded, eight percent, or 264 Veterans, were interested and eligible. We enrolled 110 patients through this outreach activity. We also enrolled 68 subjects through our other efforts, for a total of 178 subjects. We randomized those patients and all analysis was conducted on an intent to treat principal. Everyone was included in the analysis except for three subjects in the control group and they were ineligible for the study after they were randomized. We needed 120 patients to complete the study for adequate power.
Next, I will share our results.
In general, there was no statistical difference between groups, except more participants in the intervention group were unemployed. We had slightly more females in the intervention group, and the age ranged from 26 years to 73 years, but over 50 percent of our population was 50 years old or older. The average age was in the mid-50s. More participants in the intervention group lived alone and a third of all participants had documented substance abuse on their active problem list.
Here are the results of three research surveys we included in our tobacco cessation curriculum. Just point out the key here for a second. The T1, or Time 1, is baseline. T2 was the end of the intervention period and T3 was the end of the follow-up period. The first survey was the – we measured the addiction – how addicted participants were to cigarettes using the Fagerström Addiction Scale at baseline. As you can see, participants were moderately addicted to cigarettes. Studies have shown that Veterans with PTSD have a higher rate of being highly addicted to cigarettes compared to smokers without PTSD. Ours was in the medium dependence range. I just wanted to point out that this 2.0 here is a standard deviation, not a percent. So excuse me for that typo. And that is the same with all of these standard deviations.
The second survey that I would like to talk about is our PTSD checklist. We monitored patients’ symptoms. We used this checklist survey because it accounted for both military and civilian traumatic events. Our objective was to monitor patient safety. We wanted to make sure our intervention did not cause any harm. Although our patients fell into the problematic range, our intervention did not worsen their symptoms. So you can see, anywhere from 30 to 80, the score of 30 to 85 is considered problematic and ours was in between 50 and 60.
The next survey that we used was the Geriatric Depression Scale. We assessed depression and our participants tended to be at the higher end of the depression scale as well, but symptoms did not worsen. So here you can see they range between eight and ten. This was a very symptomatic group, trying to cope with their PTSD symptoms and depression every single day.
We also measured how long it took to complete the intervention. The average time it took to complete the intervention, the 90 sessions, was 142 days. As you can see, there was a large variability and it was not normally distributed. And this was different from the pilot study results we had had.
The PTSD program measures overall satisfaction with the Health Buddy. These questions are not related to our smoking cessation curriculum. We found that patients were highly satisfied with the Health Buddy and were likely to continue using it after the study. This is true even when we looked at it by age and gender. There was one exception; 40 to 49 year olds were only 69 percent satisfied or very satisfied with the Health Buddy, and only 46 percent of that age group were likely to use it in the future. The PTSD program also asked questions related to self-efficacy and a majority of the patients did feel their understanding of their PTSD and their management of their PTSD improved when using the PTSD Health Buddy program. Once again, these were part of the PTSD program and not part of our tobacco cessation program.
These next two surveys we created during our pilot study and tested the validity and reliability. These questions were given to the intervention group only. This first survey is a satisfaction survey related to the MI content that patients read on their Health Buddy. There was a high level of satisfaction with the tobacco cessation content. The curriculum gave patients new information and helped them to see their reasons for quitting. Close to 50 percent of patients saw themselves making a change to their smoking, either by quitting or by smoking fewer cigarettes.
This was a survey we created asking participants about their satisfaction with the MI counseling calls. Participants indicated that they were highly satisfied with the MI counseling calls by agreeing or strongly agreeing to these statements, and this was done on a four point Likert Scale. Patients felt that the nurse respected their choice to quit smoking, quit or smoke, listened carefully and asked before sharing information. Participants felt they understood their reasons for making a change and, if they decided to, they felt the nurse would help them with a plan.
We hypothesized that integrating tobacco cessation into home telehealth care management and adding MI counseling would increase the proportion of patients who made self-reported quit attempts, progress in the stages of change, and quit smoking when compared to usual care alone. Our primary outcome was self-reported 24 hour quit attempts and our secondary outcomes were progression along with Stage of Change, and sustained quit attempts measured by a seven day point prevalence. We measured this at the end of the intervention period and at the end of the follow-up period.
We can only report preliminary results at this time. The unadjusted results show no difference between the proportion of patients who reported a 24 hour quit attempt during the intervention period, so here, from Time 1 baseline to the end of the intervention period, and during the follow-up period, Time 2 to Time 3, when we compared both groups. During the intervention period, 100 percent of the intervention group noted it was a serious quit attempt, while 93 percent of the control group reported a serious quit attempt. There was also no difference in the seven day point prevalence between the intervention and control groups. It is interesting that almost 50 percent of the patients in the intervention group saw themselves as a non-smoker, but we did not achieve that quit rate. I think this shows that this is a group who wants to quit smoking, but actually accomplishing it is very difficult.
Stage of Change Outcome. Also the progression along the Stage of Change was calculated based on answers to the Stage of Change short form questionnaire, which was asked every 28 days. The unadjusted results show no difference between the groups; 39.3 percent of the intervention group reported forward progression along the Stage of Change continuum any time during the intervention period and 38.4 percent of the control group showed forward progression.
We conducted interviews with participants chosen by a convenience sample methodology to both intervention and control subjects to learn what it was like to participate in our study and how we might improve it in the future. We only interviewed patients who completed the study between August of ’13 and April of ’14. Veterans were positive about using the Health Buddy and thought it helped them keep their goals in the forefront. Veterans cited that they just forgot to use the Health Buddy every day.
Veterans told us that a longer intervention period was needed. More sessions devoted to written tobacco cessation content and more MI counseling sessions. One Veteran said it like this, “When you start working on something for three months, 90 days is not that long. I mean when you have been doing something for 50 years, three months gets you started and then all of a sudden you stop.”
Another suggestion came from a Veteran to add more information about the benefits of quitting to keep reinforcing how much better the patient felt when he was not smoking.
So in conclusion, we successfully utilized an integrated telehealth care management tobacco cessation intervention for Veterans with PTSD. We also demonstrated high levels of satisfaction with the tobacco cessation curriculum and nurse MI calls.
Here are some lessons we learned from our research. It was a surprise that this study population did not use the Health Buddy on a more regular basis. This was not our experience in the pilot study. It was also not described in the literature when the Health Buddy was used in research for other conditions like heart failure or diabetes. Over a third of our population had a diagnosis of substance abuse or alcohol abuse, which may have contributed to forgetting to use it. We also know that having a diagnosis of PTSD affects how much interaction the patient wants to have with others. This may have also influenced their motivation to read and answer questions. MI promotes patient choice, and there are times when participants were not available for the scheduled counseling calls.
Staying in close contact with our vendor throughout the project was critical. The branching algorithm made it more difficult to perform quality checks. We also had to perform many quality checks on data we received from the vendor. Answers to every question were transferred to us. It is a huge amount of data. Every question had a question ID and question IDs changed for various reasons. We had to figure out how to track it. Our analyst did an awesome job with this.
So what does it all mean? Patients with PTSD want to quit smoking but face significant barriers, not only getting out of the house and interacting with others, but they have been using smoking as a way to handle stress. I believe integrating tobacco cessation and MI counseling into home telehealth is a good start, but it may still need to be strengthened. We just finished up a pilot study that tested the feasibility of adding the tobacco cessation curriculum to the Health Buddy program for Veterans who have chronic obstructive lung disease or COPD. It seemed to work well paired with other conditions. We may need to increase the amount of time the patients use the tobacco cessation intervention, especially for those who start in pre-contemplation. Our immediate next step is to finish our analysis by the end of the summer and write our results. We also have some ideas for some future research.
In summary, Veterans with PTSD face barriers accessing tobacco cessation services they need for a number of reasons. Nurses have filled the role of care manager and have experience helping patients quit smoking. We combined the Transtheoretical Model of Change and Motivational Interviewing to assess readiness to change, and then we customized our intervention to reach out to Veterans even before they verbalized a need to quit smoking. Veterans are highly satisfied with our intervention, the cessation curriculum and MI counseling. We will need to finish our analysis before determining our effectiveness. There is a reference list at the end of this PowerPoint for your review. Thank you for attending and I look forward to talking and answering questions when the lines are unmuted.
Moderator: Hi Cathy. This is Joanne. Thank you very much. We appreciate all the information that you have shared regarding your study and implementation, and results at this time. We did experience, just so you know, a little technical difficulty with some attendees, whose Voice-over IP for some reason went out, so that is now back, but we are not quite sure how much time some folks lost. So in that vein, I am waiting for some people to see if they want to write in or some of them may want to listen to the recording again to see what sections that they missed. But I have a question for you, if that is okay.
Dr. Battaglia: Okay.
Moderator: So you refer to the Health Buddy and the telehealth piece regarding the need for a patient to have a landline, but since patients do work with cell phones on a regular basis, did you get any sense that they rules for that would change?
Moderator: Hello?
Unidentified Female: And now we lost Cathy.
Moderator: We did.
Dr. Battaglia: I am here. I am sorry about that.
Moderator: That is okay.
Dr. Battaglia: I just wanted to feel like one of the group. Okay, go ahead. I am sorry Joanne.
Moderator: Okay, so I will repeat my question.
Dr. Battaglia: Thank you.
Moderator: So I believe that you had indicated earlier that with the telehealth program and using Health Buddy, patients were required to use a landline but that a lot of patients, Veterans, are using cell phones. So I was wondering if you are aware of any changes that will be implemented in the future regarding the ability to use wireless connectivity.
Dr. Battaglia: Oh, yes. It has already changed.
Moderator: Oh, it did.
Dr. Battaglia: Yes. It currently, right now, the VA does allow wireless technology and it can also use a landline. It can also use the internet. So it has, it currently right now has all three options. There was just a transition period when it went from landlines to wireless.
Moderator: Okay. Thanks. And another question that I have in regard to the data that you said was received from the vendor. There were some issues with that. Can you talk a little bit more about that?
Dr. Battaglia: Issues with the vendor around?
Moderator: Around the data.
Dr. Battaglia: Oh, data. Well, it was not, we had to just make sure they have – We have our own study IDs and in their system, they had their own patient IDs and it was not our number. So when we got volumes of data, we just did quality checks to make sure that all of the patients were our patients and reflected the right time period. So it just, because there was so much of it, we just also wanted to make sure that everything was correct. So that was what our analytical team did to really go through everything related to the data.
Moderator: And when you started working, or before you started working with the vendor, how did you actually come about being able to work with them? What approvals did you have to go through?
Dr. Battaglia: Well, because they were already a vendor with the VA, because we were using existing technology, we went through the – there was already a business use agreement in place. So we just went through our usual IRB approval and then we had gotten in contact with the Eastern Colorado Health Systems representative from the vendor and worked with their nursing team. And then that person really helped us understand the branching algorithm and helped us figure out the right way of writing our information.
Moderator: Okay. Thank you. I am going to read a question that was just received. So the individual indicates: I work in primary care but use phone calls and MI for more support to patients. Is there access to this material that RNs could use to improve their MI questions and process?
Dr. Battaglia: Well, I am not sure. There are people in most of the VAs that are training primary care pack team members in Motivational Interviewing. The Health Behavioral Change in our institution, it is Rich Harvey, Dr. Harvey. So I think in some of the other systems, there is that same role associated with the pack. Here in our system, my team, we put together a MI training group and we have a support group. So we have continued to do that in our system. I have seen on TMS Motivational Interviewing Module but I have not used it myself so I do not know too much about it. But I have seen it on the TMS list of offerings.
Moderator: Okay. Thank you. Next question. Why did you pick PTSD clients versus other diagnoses?
Dr. Battaglia: Well, when I first came here, I had been doing smoking cessation work in the community. And I was able to kind of design my research study and was working with my mentor, Dr. Precosca. And I think we did because there are so many Veterans in our system that had PTSD and it was a really hard population to reach. So it kind of intrigued us both to work with that patient population and to see if we could really adapt the home telehealth system. I really liked the technology and I was also, eventually I was kind of interested in rural Veteran care. And I liked the idea that this was an option for rural Veterans as well with PTSD.
Moderator: Thank you. Next question is: Can you review your control group and intervention group because they lost the audio. So I guess we would have to go back a little bit in your slides. Can you describe those two different groups one more time?
Dr. Battaglia: Sure. I sure can. So the intervention group was anyone who was smoking regularly, at least one cigarette a day, and also had a diagnosis of PTSD, and they had – they did not have to want to quit smoking to join in our study. We specifically wanted people to join who were in all different Stages of Change. And then, we did not include anyone who was not smoking cigarettes, so if they were using smokeless tobacco or pipes or cigars instead of cigarettes, then they were not able to come in. And if they had any of those psychiatric problems I talked about, they were not eligible. And they had to be able to connect to the Health Buddy in their home.
Moderator: Okay. Thank you. That is the end of the questions that have been sent in, Cathy, so I am going to ask Heidi to put up the evaluation. If you do not mind, Heidi. And I would like to thank you, Dr. Battaglia, for taking the time to develop and present this talk. We would like to inform the audience to please feel free to forward any remaining questions to the presenter or to VIReC’s help desk at VIReC@va.gov. Our next session is scheduled for Tuesday, September 16th. Our speaker is Alicia Heapy and the title is Interactive Voice Response: An Alternative to Face to Face Cognitive Behavioral Therapy for Patients with Chronic Low Back Pain. We hope you can join us at that time.
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