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BEGIN TRANSCRIPT:
LAURA GALBREATH: Addressing Obesity and Chronic Illness, What Works. My name is Laura Galbreath and I serve as Deputy Director for the SAMHSA-HRSA Center For Integrated Health Solutions of the National Council for Community Behavioral Healthcare. Today’s webinar is being recorded and all participants will be kept in a listen only mode and you can find a call-in number for the webinar on the right-hand side of your screen. 
Questions may be submitted throughout the webinar by typing your question into the dialogue box to the right of your screen and sending it to the webinar organizer. We’ll answer as many of your questions as time allows; we will have a break in the middle of the webinar for questions as well as at the end. And if at any point during the webinar you experience technical difficulties, please call Citrix Online Technical Support at 888-259-8414. 

We’re really excited about today’s webinar with Dr. Steven Bartels. We had over 1800 people register for today’s webinar and really demonstrated that the interest in the topic reflect a continued awareness and impact that early mortality and morbidity is having on individuals with [inaudible at 0:01:14] mental illness and co-morbid addictions. And we hope that today’s presentation gives you some valuable information and ideas that you can use to provide enhanced integrated primary behavioral healthcare services in your communities. We’d like to thank you for attending and encourage you to continue to utilize the resources of the Center for Integrated Health Solutions.
Today’s presenter is Dr. Steven Bartels who is a professor of psychiatry, family policy at the Dartmouth Institute for Health Policy and Clinical Practice. He’s also the Director of the Dartmouth Center for Health and Aging, where he directs their research and their educational programs and resource centers. He has a wide array of research interests including healthcare management and rehabilitation for older adults with serious mental illness, health promotion, integration of mental health and primary care, chronic disease self-management and many others. He’s been published in over 130 peer-reviewed articles, book chapters and is a national leader in the field of geriatrics. And we’re very excited to have him participating today. [0:02:23]
Before we turn it over to Dr. Bartels to present with us, we actually want to turn it over to you and ask you a few questions. So we have the poll questions that are going to be coming up and we’d like for you to quickly answer them to give us a sense of are you currently providing any of the following: Education and nutrition and fitness; group exercise activities; individual fitness coaching or individual nutrition evaluation; or dietary planning? We’ll give you just a few seconds to complete the poll question. 

And while you’re doing that I just want to remind you again that you can always type in your questions throughout the webinar and we will have multiple breaks where you can engage with Dr. Bartels about this topic. We’ll give you a few more seconds to answer that. And we’re going to go ahead and close the webinar. And we are going to share the results and as you can see about 70 percent of the participants do provide some education and nutrition and fitness. Next at 38 percent, you provide group exercise activities, and right there at 37 percent dietary planning. Next is individual nutritional evaluation and at the bottom individual fitness coaching. Thank you for participating in that. [0:03:54]
Our next poll question is we wanted to know if you are providing any of these services are you actually measuring health outcomes for the participants? So maybe you’re doing some individuals group nutrition or exercise program; we would like to know if you’re measuring and tracking them for the participants. Thank you. Fifty percent of the participants have already completed the poll. We’ll give you a few more seconds. And again these are health outcomes to know whether or not you’re tracking someone’s progress in terms of their weight loss, increased nutrition. Thank you we’ll go ahead and close the results and share that. At 55 percent you’re not currently measuring the health outcomes for your participants, but 45 percent of you are doing those measures. 
Our last one before we turn this over to Dr. Bartels is we want to get a sense of what motivated you to participate on the webinar today. Have you not started a program but it’s something you’d like to do at your organization? Are you hoping to improve upon your existing program? Or are you really wanting to help peers and consumers with their health goals? Or to learn more about evidence-based EBPs which are evidence-based practices and opportunities for your community? Again thank you. Fifty percent of you have already recorded your response. I’ll give you a few more seconds. 

All right we’ll go ahead and close the poll and share those results. As you can see on your screen the most of you at 42 percent will like to help consumers with their health goals. At the next level we have kind of shared between 26 percent as you would like to improve upon existing programs and 23 percent that you want to learn about evidence-based practices and opportunities for your communities. And at the bottom 8 percent of you are looking just to get started and looking to inform. So thank you so much. It looks like we have quite a few people who are already doing some work, wanting to see if they’re on the right track and what they can do more to help consumers in their community. With that I’ll turn it over to Dr. Bartels. [0:06:39]
DR. STEVEN BARTELS: Great. Well thank you very much. It’s really - I’m delighted to be here and really thrilled to see the amount of interest in this important topic. So just by way of disclosure I have funding from a number of Federal agencies and you can see my disclosures here. So what I’d like to do over the several minutes is to talk about obesity risk factors and cardiovascular mortality very briefly, these are things that you know. And then talk about findings in the research literature on physical activity and weight loss to give you a clear synopsis on what we know from research that’s been done. And then to summarize that into what is more and what is less likely to work in terms of addressing fitness and addressing obesity in people with serious mental illness. And then summarize with some recommendations. And again, as you heard we’ll have some time for a break in the middle in terms of questions and answers.
So we’ve already done the poll questions which it’s great to hear those of you who are already significantly involved and where you are in this process. And what I’d like to do is think with you specifically about the implications of those poll questions as we go forward in terms of what we know. First though, what I’d like to do is tell you what I’m going to tell you, to summarize up front what the essential findings are and what we’ll be talking about today in terms of the research, just to let you know where we’re going in terms of this presentation. [0:08:18]
So first of all both obesity and poor fitness are killers. Both contribute to heart disease together and independently. Changing health behaviors is difficult, hard work but essential to improving life and health expectantly. Healthcare is not enough. We need the health consumers to change their health behaviors. But it’s something that, as you’ll hear, requires more than just simply providing education. Best studies that demonstrate that have been done show modest results in reducing obesity but better results in improving fitness and I’ll say more about that. 

So there’s reason to be optimistic even though this is difficult and even the best studies are finding it difficult to help people to lose significant amounts of weight, certainly enhancing fitness has been better demonstrated. And then in terms of what works better intensive manualized programs that combine physical activity and dietary change that lasts over a period of time. Not just three months but usually up to six months or more. The things that you’ll see tend to have the biggest impact and the biggest likelihood of having change shown. 

And then finally clinically significant weight loss is likely to be achieved by some individuals who are participating in health promotion programs, not all, but that’s okay. But improved fitness probably by more and both are important for heart health. So that’s in essence what I’ll be talking about today. What I want to do is give you the evidence for all of these statements so that you’ll come away better informed in terms of thinking about your own programs and what you’re doing in the settings where you work and provide services. [0:10:06]
So how did we get here in terms of this particular topic and this is by way of review that all of you are aware of. First of all you know that the life span and life expectancy of individuals with major mental illness is about 25 to 30 years shorter of the rest of the population regardless of state and regardless of year. So this is that study that you have all heard about by now in terms of life lost. And this is the other part of the study that you know by now, which is the hashed mark that you see here in terms of the charts here show that this is heart disease across the top, which shows that that is the biggest cause of mortality, not suicide, in people with major mental illness.
So it is heart disease that is the major cause of early mortality in people with major mental health challenges. And then you also know that this is a complicated chain of causation that part of it unfortunately has to do with types of medications that are being prescribed. Particularly the atypical or so called second generation anti-psychotics and particularly those on the right hand side here, Olanzapine and Clozapine in particular, that have contributed to significant weight gain, very high weight gain for lots of consumers. And that’s part of the story and that’s an important part of the story and worth also attending to and working with prescribers to change which is one of the things we’re doing here in New Hampshire with the research that we’re involved in.
But the other part of the story that is what the topic of this discussion is about is the determinance of health. What accounts for health? What accounts for premature mortality? How much is due to healthcare? Many of those of you who are part of the SAMHSA-funded grantee group that are doing integrated physical healthcare and health homes, you’re doing very important work in terms of improving access to healthcare. But one of the questions is okay so if we really improve healthcare and make it better how much is that going to impact early mortality and how much of mortality or how much of health for all us is due to healthcare versus health behaviors? [0:12:38]
Well, first of all it’s important to know that if you look at the cause of premature mortality worldwide, what you can see is that a great degree of the reason for early mortality has to do with these sorts of factors. Tobacco use, high blood pressure, high blood glucose, physical inactivity, being overweight or being obese, and high cholesterol, all of which are fortunately things that we can do something about that are risk factors that increase the likelihood of early mortality. If you put those all together, and you’ll see those all have a significant impact in terms of people’s lifespan. 

But if you look particularly not in the whole world but if you look at people with schizophrenia and bipolar disorder for example, you’ll see that the risk factor, the likelihood, what is called the relative risk of people having these sorts of factors, risk factors, that are associative cardiovascular disease is much higher in people with mental health disorders particularly these disorders. So you’ll see that obesity, smoking, diabetes, high blood pressure and hyperlipidemia are dramatically increased in people with the mental health conditions. [0:14:04]
So suffice it to say that the types of risk factors that are most likely to put you in a high-risk category for early mortality are all experienced in great degree by consumers with mental illness. So in essence it’s a tragic perfect storm that’s confluence or bringing together both the medications that people are treated with these sorts of increased risk factors that also is complicated by inadequate or suboptimal healthcare, which all come together to result in early mortality.
So if you think about the risk factors for people with serious mental illness what you’ll see here is that people with serious mental illness are more likely to have obesity, three to six times more likely to have metabolic syndrome and unfortunately are much less likely to engage in moderate exercise compared to the general population and tend to have suboptimal consumption of good dietary habits. So all of these things are again in greater degree a problem and a concern.
So again this is the so-called perfect storm for risk factors. And you can see here this is based on the Framingham Study, which is the longest longitudinal study not of people with mental illness but the general population looking at the cumulative risk factors for heart disease as they build up. So you can see an elevated BMI or B-multiple weight and smoking and having elevated cholesterol and diabetes, hypertension. Those add up, significantly. You can see the multiple risk factors compound. And unfortunately this is a really common scenario for people with major mental illness to have all of these risk factors come together in a way that is aggregated. [0:16:20]
So what does this mean, going back to this question of premature death? How much of it is due to healthcare and how much of it is due to health behavior? Well there’s two different ways of thinking about this and this is the paper that was published in the New England Journal Medicine a while back in which there was an estimate made of the extent to which premature death is affected by health behaviors versus healthcare. And the really extraordinary thing to point out here behavioral patterns or health behaviors out gun healthcare four to one. 

So it is the case that although it’s really important to improve healthcare, one can argue that it’s four times more important to really have an impact on health behaviors if it’s possible if you want to affect premature death in the general population. Now we don’t know for sure if this is exactly the same in people with serious mental illness but this is based on estimates in the general population.
In another group of researchers did a kind of similar look at the determinants of health, not early death but actually physically health and this is based on the World Health Organization estimates. And you’ll see it looks pretty much the same except here it’s five times more likely. So if you look at the determinants of health, what is associated with good health according to World Health Organization? Fifty-one percent is due to lifestyle issues - smoking, obesity, nutrition, other sorts of problems, alcohol and drug abuse. Ten percent is due to healthcare. 
So this is really sobering. This really tells us that if we are simply providing good healthcare, we are not doing enough if we want to have an impact both on health and certainly on early mortality. We really need to get at that lifestyle issues. We need to get at helping people with health behaviors. And that is where we are in terms of this discussion. [0:18:23]
So the good news is that there’s data from research again on the general population that changes in body weight, decrease and getting to an ideal body weight, can significantly decrease the risk of cardiovascular disease. Maintaining an active lifestyle, dramatic reduction, 33 to 55 percent, and stopping smoking clearly very, very important. So the good news is that these are actually very potent strategies in terms of affecting health, although difficult to achieve, they are likely to have a significant impact if you can achieve them.
So then the question is okay, that’s what’s known in the general population. If people have been doing research on trying to implement and test the effectiveness of health promotion programs for people with serious mental illness, what works more and what doesn’t work as well? So if you’re thinking about implementing such a program or you have such a program in place, how would you make it better, how would you make it optimal? What do we know? Well when those of us who do research think about these questions, what we do is we go to the existing research literature and we do what’s called a systematic review where we try to look at every single paper that’s been published by using specific criteria to identify the research that is likely to have an impact. 

So this basically shows you in a systematic review that we just completed that you’ll hear about how to acquire a little later on - it’s on the web now as of today - is that we looked originally at 728 potential articles. And looked at all of them from the standpoint of potential inclusion into this systematic review and what we were looking for were research trials, research studies with good outcome data that were specifically looking at health physical activity or dietary interventions for people who are overweight or unfit with mental illness. That was the study frame. [0:20:34]
And at the end of the day we came up with 24 studies that we thought were eligible. Twelve of which were randomized trials which were the highest level of quality research where the claim was flipped and people were signed to one group or the other; non-randomized comparison trials where people were in an outcome study and there was a comparison group but people weren’t randomized in them and then pre-post high quality outcomes studies. So this is a little busy and I won’t go into detail but suffice it to say that you can see that the types of studies from exercise. The bottom line probably is the most important here, that nutrition plus exercise was the most common - the combination of those were the most common studies in each of these three groups.
So what did we find? I’m not going to put you through the details of all of the different studies we looked at, those are detailed in tables in this report that we put together. But suffice it to say that among the 12 randomized trials, the median weight loss was about five, a little over five pounds. And the good news - there’s both good news and sobering news here. The good news is that about half, over half of the studies that we looked at had statistically significant weight loss. But as you know, simply being statistically significant only means that it wasn’t due to chance. The question is was it clinically significant? [0:22:08]
The median weight loss in all of these studies was about 2.6 percent and unfortunately what is considered in general healthcare to be a clinically significant weight loss is 5 percent or more of body weight for people who are overweight or obese. And I should say that there is only one study that we found that had over 5 percent body weight and that was actually in a residential care facility where people’s - what they ate was controlled and we didn’t consider that to really be a community based study. So there’s literally, among all the community based study where people actually had a little, where what people ate wasn’t controlled, there were really no studies that had a 5 percent or more weight loss. Although there was one study we found of which a significant proportion, 38 percent, had 5 percent or more of weight. 

So again, in aggregate, if you look at everybody it looks like there’s no slam dunk in terms of an intervention or model for which most of the people or more than most of the people have at least a 5 percent weight loss but there are models for which a significant proportion get there, which is the good news. 

So this slide basically shows the summary of the major studies. And the major point her is that there’s two types of studies when we looked at this. There were a number of studies of a number of different types but there were education interventions or activity interventions. And then there were intervention where they did both education and an activity; they just didn’t lecture people or teach them but they actually did something with them. Same thing on the other side; there were studies that just did nutrition and then there were studies that did both nutrition and exercise. [0:24:06]
Among the studies that had the most positive findings, those were the ones that both did education and activity, and did nutrition and exercise and that’s important, so keep that in mind as we go forward here. The other things we found, again to reiterate, is that the studies with the most significant results statistically were studies that had a duration where the intervention was longer; that both education and activity was done; both diet and exercise was done; the interventions tended to standardized or manualized; and they tended to be ones where people were actually measuring and feeding back success - monitoring physical activity, nutrition change, and also weighing folks.
That’s really the synthesis of what we know about what tends to work. Longer duration; education and activity, not just education; diet and exercise, not just exercise and not just diet; more manualized, more intensive; and measuring and giving feedback to people. And these are principles that you know yourself when you think about having worked out or tried to lose weight or get more fit yourself. These things all make sense and that’s certainly the case for the research.
So that’s the good news. Again, the limitations that we found so far in terms of looking at all of these studies, and again we did a very comprehensive review and you can read that on your own if you’d like. But to date, here’s the limitations of what we know so far. To date, the research shows that in essence although we’ve been able to show that a portion of people can achieve clinically significant weight loss among people who are obese or overweight, that that has remained pretty much elusive in terms of everybody getting there. But it’s not the case with the interventions that we have so far achieve 5 percent or more weight loss for the majority of people where mean overall weight loss of 5 percent. So that’s a goal that we all have to aspire to. [0:26:28]
The studies are generally limited to briefer duration. So although I highlighted that this longer studies and longer interventions work better, a lot of the data out there is based on very short-term studies. And you know for yourself that fitness and weight loss is a marathon, it’s not a sprint; that this is something that is a change in lifestyle that has to be supported and reinforced over the long run. And even though good outcomes have been shown in some of these short term studies, that it’s really worth being skeptical because at three months most programs show some benefits. It’s really at six months and nine months where you start to see whether or not the programs are holding and really changing things. 

And you probably know that fitness clubs have a whole business model based on people showing up for three months and then dropping out but continuing to pay for their membership. So it’s well known in the field. Also, many of the studies have smaller study samples and they weren’t that many really well designed randomized trials, which of course is the gold standard for knowing for sure that something works. So that’s what we found so far, that’s what we know. And before I go into recommendations, I’d be happy to entertain questions about what we learned and what we know works based from this overview.
LAURA GALBREATH: Thank you Dr. Bartels. This has been very helpful and this will remind everybody that you can either type in your question or if you use your phone and entered your audio pin you can click on your hand icon and we’ll open up your phone line. And we’ll take just the next couple of minutes for questions. We have one individual that asked specifically about when you looked at the studies did you see any that - were you looking at anything regarding children or adolescents or did any of the studies look at cultural differences, differences between different cultures? [0:28:29]
Dr. Bartels: Those are really great questions. I don’t think we found any studies that specifically targeted children and adolescents as a focus. Now, again, we were trying to look at the general question of whether or not these programs worked at all and how much, so we didn’t do the fine-grained analysis of sub groups. So many of the studies had a wide age range, but I’m not familiar with any and I don’t know that we - to be honest with you, if we had found one that was only focused on children we probably would’ve excluded it from this review because we were interested in looking at programs that were widely applied across populations. 

So, simply for that reason had we found a study, and I don’t remember any that just looked at a very narrow ethnicity, we would’ve been very interested in it but wouldn’t have necessarily clustered within this review that was meant to look at the entire literature. I don’t recall seeing a study specifically focused on the issue of ethnicity or race. Although I can tell you that we have, in our own group here, we have researchers that are very interested in that and are working to try to figure out whether or not, for example is it the case that different minority groups - in this instance one of the young researchers working for me is focused on Latino adults with mental illness and wondering about whether or not the types of dietary or exercise interventions are ways of engaging Latinos with mental health needs in health promotion is different. And he so far is finding that there are some at least qualitative differences around engagement and participation that are interesting and important to think about. [0:30:32]
LAURA GALBREATH: Great. Thank you Dr. Bartels. And some of you are asking about the paper in which Dr. Bartels and his team looked at this research and it is currently on the website. We’ll show it, we’ll actually pull up the website later on and show you where to find it on the site. And that is available so you can do a deeper dive into the research studies that were found. In any of the studies that you looked were the use of peers and peer support in any of those models or in those research studies I should say?
DR. STEVEN BARTELS: That’s a great question and it comes up very frequently. These studies, some of the outcome studies that we looked at, some of the pre-post mentioned that’s (ph) involving pre peers we haven’t seen any that were exclusively peer-led or peer run. I should also say that many of these studies at this point were very focused on trying to in a more controlled setting do something about physical activity and weight loss in a way that would allow showing some difference.
So what that means is that I think the way research normally follows is at first you try to figure out can you get some sort of an assess on what taking what is known from the empirical literature, the research literature, not our populations and see if you can make it work. And then say gosh, can we make it work better if it was delivered by different types of partners or individuals who are delivering intervention? So we didn’t see any papers that were specifically exclusively looking at peer-delivered or peer supported interventions. [0:32:26]
I can say though that we have some experience in, at least anecdotally, in involving peers in a program that we’ll be talking about, I’ll be talking about in a little bit, and I found that that’s been really a terrific addition. But don’t know of any programs that are exclusively led by or entirely delivered through peers. But really important and that research needs to be done and we’re really interested in moving in that direction ourselves in our research group.
LAURA GALBREATH: I think you make a great point that this is still an area for lots of growth in terms of the research and I know you’ll be talking about that a little bit later on as well. And I just wanted to clarify that when you were looking at research, you were looking primarily at people with serious mental illness only?
DR. STEVEN BARTELS: We were looking at a mixed group of individuals. People needed to have a heterogeneous group of disorders that included a mixture of people with serious mental illness. For example, there is a literature, a small literature also on for example the specific focused issue of depression and obesity. We excluded those targeted very selected studies from this particular view because we want to define what was known about more broadly based interventions that apply to a larger population.
So for example also if there were a study on what to do with people who are anxious who are obese, we didn’t include that because we were again interested in what can providers use right now, what are the lessons learned that apply to a broad population of people that incorporates serious mental illnesses more broadly. [0:34:19]
LAURA GALBREATH: Great, thank you. One of our last question and we’re going to move forward and we’ve got lots of other questions, is about the increase in health risk factors and people with serious mental illness. Is there a reflection on the impact of medications compared to behavioral? What’s your thoughts on that?
DR. STEVEN BARTELS: Well, it’s hopelessly confounded by mainly which is the web. By that I mean it’s hard to tease out what’s due entirely to medications and due to health behaviors. What we do know is they all come together and certainly if you look at smoking for example as a risk factor, that by itself is so important. And one can argue about whether or not medications increase the decrease to smoke. Some people think it increases the idea to smoke. But clearly stopping smoking is so critical in terms of reducing heart disease risk. 

Similarly we think that there are ways even if people are on some of these higher weight gain agents to effect fitness and weight, certainly to effect fitness in particular regardless of weight. But at the same time we strongly believe that one of the things we need to be doing also is helping prescribers to think very carefully about weight gain and about monitoring weight gain and selecting along with consumers those agents that least likely to cause significant weight gain. And consider switching to agents that may be associated with lower weight gain also. [0:36:03]
So it all comes together. I think though that there’s pretty good - we know that some people are not on anti-psychotic medications who have depression also; who have chronic and serious depression also, unfortunately engage in unfortunately not healthy behaviors around nutrition and lifestyle and fitness and they may not be on anti-psychotic medications that are among the worst offenders. So all of it comes together and all of it really needs to be addressed.
LAURA GALBREATH: Great, thank you and I think we’re going to move forward. But I think we have a lot of questions that kind of can be summed up in what are the things that we can do as peers, family members, providers? Strategies in terms of how to help motivate people, to engage them in education, nutrition, intervention. And so I think that will be a great conversation for us to have after we hear a little bit more from you about some of your recommendations.
DR. STEVEN BARTELS: Sure. Well that’s great. Thank you. So I’m going to move on here and what I will do is I’m going to take the liberty of talking a little bit about the work we’ve been doing at our research center here and then to New Hampshire and Boston where we work on a project where we tried to put everything we can into the most intensive intervention that we can think of that would be helpful. So again, the reason here is not to basically say that this is the only solution or the solution, but rather to give you some inside look at what ongoing research looks like in one area. And one way of putting together a fairly assertive or fairly intensive intervention that hopefully will make a difference. So I’m going to walk you through what has been briefly one program that we’ve been working on and evaluating called the In SHAPE Health Promotion Program. [0:38:10]
This was developed not by us but by a mental health center in Monadnock Family Services in Keene, New Hampshire, by Ken Jue and staff and consumers, which is called the In SHAPE Program which we’ve been evaluating and testing. And this consists of an individualized fitness and healthy lifestyle assessment by what’s called a health mentor, somebody who is trained as a fitness instructor, who gets certified as a fitness instructor. 

Now this can be somebody who comes with a fitness instructor certification or someone who is a case manager or someone who is a consumer who gets trained as a certified fitness instructor but then is supervised in thinking about how to plan with consumers their selection of a fitness activity that they choose to work on in partnership. And then spend an hour a week going with that individual to the gym or on walks and work out with them as well as helping to support those individuals the rest of the week in terms of fitness memberships at the fitness centers. And then they’re also group motivational celebrations and also initially some education around fitness - around rather nutrition and I’ll talk more about that. And then also there’s a nurse evaluation on the front end.
So this program, again, participants spend each week with a personal health mentor working out, taking walks and classes, or working on nutrition plans. And the whole idea is to think about integrated health promotion where a health mentor is being just as important as integrated case management around vocational goals or around where you lived. Fitness is just as important and when we talked to consumers in some instances they say this is the most important thing that is being done for them right now is focusing on their wellness and health. [0:40:09]
So mentors help participants to track their progress, set their goals and to stay motivated. And motivation, as we heard from the questions at the end of the hour, is really one of the major things. Not to give up but also to be sensitive to the challenges that people with mental health needs have and pursuing and maintaining a positive health behavior and what is a context and often a long-standing lifestyle where that hasn’t been possible. And certainly there are challenges in not only with helping people have access to fitness but also in terms of access to healthy foods when you’re on a Medicaid budget and don’t have the finances to get good food. 

So we literally would go to people who would go with people to the grocery store to help them to navigate that, to choose healthy foods on a low budget and then also to help people to work out in a number of different options. Here are some pictures of some of the participants that have been willing to have us show their pictures here that are in the In SHAPE Program engaged in a number of activities that are part of the program. 

So that’s the In SHAPE Program in brief and let me tell you a little bit about some of the findings and some of the challenges that we’ve learned about so far. So in the original pilot study when we went to Keene, New Hampshire, to work on this first evaluation, this is what we saw in terms of the participants in the program. And these are pretty representative because anyone could join the program. So you can see that the rates of obesity and overweight are really substantial. And this unfortunately is not that unusual in mental health centers today given the current different risk factors that we talked about. [0:42:02]
On the other hand, the positive part of this is that if you ask consumers where they are in terms of their readiness for change or interest in change you’ll see that just like everybody, that consumers are largely wanting, planning to do it, wanting to do it, or thinking about it. Unfortunately just like many people, not necessarily exercising regularly. But there’s great interest and great readiness and great wish to move into a wellness sphere as part of people’s personal recovery. We hear over and over again from consumers that this is really, really important and that they are ready and willing and interested in doing this if only the opportunity was provided to them. 

So our first pilot study we did where we did pre-post before and after evaluations of people over nine months in this In SHAPE pilot, we saw among 70 people with serious mental illness that people were more likely to be involved in exercise and are more likely to actually get fit to be able to walk further. And this is the finding that we were intrigued by which is that people’s weight circumference, that indicator of obesity of weight, also changed significantly in terms of the IN Shape Study. And so we were quite optimistic and interested in this when we saw it. 

And then went ahead and decided that we were going to test this more empirically, by that I mean more rigorously, in a randomized trial where we were going to flip a coin and have half of the people in this study get In SHAPE, mainly a health mentor and a membership in a Y or a health club in weekly one-hour meetings after a physical individualized assessment where they’d go to a health club with a mentor and then get phone calls and encouragement sometimes the rest of the week and open to coming to group activities and also have some participation in nutrition education, versus simply giving people a membership in a health club. [0:44:23]
So the comparison group was not just care as usual or life as usual. We actually gave people in the comparison group a free membership to a Y or a physical health club because we thought that was a fair comparison in that the people who had access, it wasn’t about access; it was about the health mentor and the program. People did have access to a gym in the middle of the winter up here in New Hampshire. That’s an important thing. 

So here’s some of the results from the first study showing the exercise capacity of in terms of a six-minute walk test increase. In SHAPE is the upper line and the lower line is the control group. And at 12 months, at one year, that gap between the intervention, rather the model and the health club membership is actually clinically significant. That the amount of additional distance walked, the people who walked for six minutes were both statistically and clinically significant, showing that we’re able to significantly impact people’s fitness. That people are more fit.
People are also more likely to engage in exercise. The other thing we found though is that we had a variety of people having different degrees of weight loss. And we didn’t spend a lot of time counseling people or most importantly helping people to specifically measure what they’re eating or to educate individuals and then also to work on dietary plans. We have that as part of the model but it wasn’t strongly emphasized. And so what we learned from that the good news is that with a health mentor type of model where you exercise with people, you can definitely impact significantly people’s fitness. And that fitness is important. [0:46:24]
What we also learned is that if you don’t very specifically tackle helping people with weight management which includes helping people with weighing individuals once a week and really working with them to plan what they eat and help them to eat more healthy, that you will not see significant weight loss. That exercise alone is not adequate. And that, you know, probably unfortunately from your own experience, that going to the gym is fun and working out is fun, but if you don’t modify what you eat you’re probably not going to lose much and if you do lose it’s not going to be clinically significant. So that’s what we learned on this first randomized trial.
Now I should say that we are currently embarked on a second randomized trial in an urban setting in Boston where we are - it’s a bigger study, 200 people as opposed to 133 people in the other studies - and we are now well about 2/3 of the way through this study. But I should say that it’s a longer duration, we’re having people in the program a bit longer, a year, and we are significantly emphasizing nutrition in addition to the physical activity component. And we have actually a number of additional people randomized, we actually have 210 people in this study that’s Federally funded, a grant from the National Institute (ph) of Mental Health. 

So we’re about 2/3 of the way through so you need to recognize that what I’m going to show you are interim findings, that these are not final findings. But it’s important because we think that we’re optimistic about this, that we’re seeing that there’s significant interim results in terms of - partial results; this is not the whole sample because everybody’s not this far down but in terms of early results of people who started out in the front end - that we’re seeing improved six-minute walk tests in terms of people being able to walk further. And we’re also seeing some significant and very encouraging early signs of significant weight loss, which we’re encouraged by but we don’t think it will be as dramatic once we get all the data in. But suffice it to say we think that the more aggressive focus on helping people with their weight management strategies in addition to physical activity is having an impact. [0:48:49]
So I think one of the things that is important to stress, well that’s research that’s great but how do we actually make a difference in the community? And we’ve been very interested and invested in making sure that this isn’t just academic research but that it actually, it’s something that is able to be used and implemented. And so early on, as you can see here, the identification of need and development of In SHAPE actually came from the community. And then we came in as the research partners from Dartmouth to evaluate this in a pilot study and then conducted a couple of effectiveness studies here, the randomized trials here that were funded by the Center For Disease Control and National Mental Health. 

Right now where are we? The state of New Hampshire Department of Health and Human Services were so impressed how important this weight issue is, this fitness issue is, and also with the promise of the pilot study and some of these early results from our research that there was permission to have this in part supported at least the recovery oriented goal setting that’s consistent with wellness goals to partly support it through Medicaid. And that that’s helped to have us launch this to a statewide implementation. [0:50:27]
So right now the In SHAPE Program is being implemented. We’re training with a manual, we’re training everybody across the state of New Hampshire, all the mental health centers, and implementing In SHAPE in a statewide implementation and evaluation study which is aimed at making sure everyone can get this and also to see what makes a difference. So that statewide implementation process is underway and we’ve also just been awarded a Center for Medicaid wellness incentive program. 

We’re also seeing what happens when you provide vouchers and rewards for attending fitness facilities and stopping smoking. So we’re also going to be looking at how to help motivate people also through literally rewarding for showing up at the gym or stopping smoking as a way to help - you probably know that if you’re in your own fitness plan, sometimes you can get a discount on your premiums on your health insurance. Well why not allow people who are Medicaid beneficiaries also to have some financial benefit if they are involved in some fitness activities. So that’s the basic premise that’s funded for Center for Medicaid and Medicare Services that we’re involved in.
So the summary is that if we look at this - whoops, did I go back here; I think I might have gone forward let me see. I apologize, let me see, here we go. Yes, here we go. So the summary is that most of the studies that we’ve looked at in the systematic review and also in our own experience that as you heard earlier and before the break, showed statistically significant weight loss but not clinically significant. Again that was our experience in our first randomized trial. But that improving fitness is more likely to be achieved and that fitness by itself is important, that that by itself can make a difference. [0:52:34]
And here’s the good news. I originally was concerned about gosh, we were able to get people more fit but not result in a lot of weight loss. And it’s important to know that on the general population, independent of obesity and smoking and age, that improving fitness by itself is important. So what do I mean by that? That if you compare people who are in a vigorous activity group, people who engage in regular vigorous activity - which is 22 percent of the general population engage in some sort of vigorous activity once a week at least or more than once a week, one or more times a week - that you can see that the eight year mortality in the general population of the people who are middle aged and over is about 4.2 percent. 

If you look at people who engage in no vigorous activity, who are mainly 78 percent of the population, they have an 8.2 percent mortality. And this is independent of obesity, so this is regardless of whether you do anything about weight. Irrespective of weight, simply being more vigorous, engage in vigorous activity, puts your risk of mortality in eight years in half. Then if you look at 16-year follow up in another study, if you compare the lowest 1/3 activity group, the people who are basically sedentary, to the people in the middle 1/3 who are in the next group up in terms of physical activity, you reduce mortality in 16 years by 23 percent. Highest third compared to the lowest third of physical activity, you reduce by 32 percent, irrespective of obesity. [0:54:22]
So the point of this slide is to tell you that even if you’re not achieving a lot weight gain with these nutrition and exercise programs, it’s simply enhancing people’s fitness. As long as you measure that and show it in things like six-minute walk tests and greater stamina, you’re making a difference. You’re making a difference and it’s important. So what are the recommendations based on all of this? Based on our own experiences, researchers and based as those of us who’ve been working in this field for almost a decade and also in reviewing the literature? 

Well first of all what’s most likely to be effective? What’s most likely to be effective in terms of these sorts of interventions focusing on improving fitness and reducing weight? First of all longer duration interventions; the short ones you’re going to lose your benefit. You’re probably need to be able to have people in a program like this at least six months and as you saw we’re now doing a one year intervention, one-year program, in terms of people being actively involved. It takes a while for people really to change their lifestyle. And that’s for all of us.
That something that’s manualized that combines education and activity. Education alone is insufficient unfortunately. But providing classes on nutrition and classes on fitness is useful in terms of setting the stage perhaps but has not been shown to be effective in actually changing people’s health behaviors significantly. You need to engage people in activities. Actually having people work out, coaching them, working out with them, and also helping people to plan their nutrition and helping them to monitor. [0:56:12]
The combination of nutrition and physical exercise is important. So doing one but not the other is less likely to be as effective as the two together. And certainly if you just do physical exercise alone you will not show weight loss that’s significant. And then ideally, obviously, choosing an intervention, choosing a model that’s been shown to be effective in randomized trials is important so that you can really know that what you’re looking at is going to have an impact and it’s not just based on anecdote.
What’s less likely to be successful? Briefer interventions; briefer models; general wellness or health promotion education where you don’t have activities; non-intensive, non-structured or non-manualized things that are kind of general support but not necessarily put together in a way that - because this is really hard work. This is not something that can be done simply by advice or simply on the cuff - and programs, again, only limited to nutrition only or exercise only as opposed to the combination.
If weight loss is a primary goal, and I think an argument can be made that you could promote a program saying we’re about fitness and we’re not going to tackle weight loss - although I would encourage, I think it’s important to go after both because both are killers - but if weight loss is a primary goal, then the nutritional component is critical and it’s very important to incorporate weight management activities. And by that we mean monitoring people, having people in a program where you are both working with them to plan their diet, have a nutritionist involved or nutritional principles and then yes, helping people to monitor their weight on a weekly basis and tracking that over time and helping them to achieve their goal. And this is true for yourself too, if you want to lose weight. It’s the same sort of thing; it’s true of all of us. [0:58:15]
If physical fitness is a primary goal, then again support is not going to be, it is good but it’s not going to be sufficient, nor is education or encouragement. What really makes a difference is actually providing the opportunity, and providing the coaching, providing the support directly around activity based programs. These can be group; these can individual. But they should include active and intensive exercise and monitoring the physical activity and focusing on getting people’s heart rate up enough so that they have some aerobic - again vigorous exercise is the thing that obviously has an impact on increasing life expectancy and helping people to achieve that is important.
We also believe that evidence-based health promotion should be a core service, that the body and the mind are connected. If you talk to consumers and give them the choice to be involved in health promotion or be involved in wellness as part of recovery or goals, they will and are voting with their feet, literally. We’re having no trouble whatsoever when we open up any of these programs in our mental health centers in filling them very quickly. That if anything what we’re hearing from consumers is what took you so long? We’ve been worried about our weight and worried about our physical health for a long time and this has been ignored. And it’s about time that we see this as part of our recovery. 

On the other hand we know that it’s not easy and we need every single support that we can get to make this happen and ideally support that will result in success. So, combined physical fitness and nutrition we believe, this is a personal bias I guess, maybe not a statement of fact, but it should be an integrated service in mental health delivery systems. That it’s just as important as anything else that we provide because it is directly related to people’s wellness, their well being, their functioning and even their likelihood of living over a period of time as opposed to having one of these preventable illnesses and dying an early death. [1:00:44]
That pursuing weight loss as opposed to fitness, well, the answer is obviously both are important and that both dietary reform and weight management is important. But also physical activity is important independent of obesity. So even for clients or consumers who don’t lose a lot of weight, they should be encouraged if they are cheating physical fitness, if their cardiorespiratory fitness is improved that they have reduced their likelihood of early mortality, even if they’re on a medication that’s not - that’s blocking, if not blocking diminishing the weigh loss that they would hope to experience that people who are not on these medications might experience. That simply improving fitness by itself is really important and of value. But the two need to go together. And all of us need to be engaged in a more healthy, healthy diet. 

The next and second to last point is that measuring outcomes is important and trying to achieve fidelity. What we mean by fidelity is you’re implementing the program as it’s meant to in terms of these things, these principles that are based on science not just on guess. So it’s important that physical fitness and weight outcomes be measured. So in the same way that you might measure whether people are showing up or whether they’re taking their medications or maybe in a healthcare setting whether people have high blood pressure, we should be measuring and monitoring whether people are engaged in fitness, whether or not they are overweight. [1:02:30]
We should be weighing people within their mental health settings. When they see their doctors, their psychiatrists, prescribing medications, they should be getting weighed. Their lipids should be checked but also we should be asking about people are they engaged in healthy behaviors, are they smoking, are they engaged in regular physical activity at least 20 minutes several times a week and are they working on decreasing their fats in their diets and the sugars and the things that are unhealthy. 

And then these things should be - and if we are providing these programs, which I think we should be, we should be measuring whether the programs are being delivered in the way that they need to be to have an impact. That it may not be due to the clients or consumer’s challenges but actually us not delivering the program in the way it was intended that is making it not have its maximum effects. 

And then certainly if you’re interested in selecting a health promotion program for implementation, it’s important to think about the usual things that we think about in any evidence-based practice, which is a practice supported by science. Is it something that has been tested or is it a good idea that somebody has found seems to work, that those some times make a difference? Is it manualized, is it something that you could in fact learn to do and then is there training available to do it? That these things are challenging and it’s useful when you look around the programs are there manuals and training that is offered? 

And is it feasible? Is it something that you can do? Is it something that has a demonstrated track record of implementation? And is it potentially sustainable? Is it something that can be supported over time in the system where you work so that it’s something that doesn’t just go get up and run and unfortunately loses funding or a grant and then it’s not available? [1:04:32]
So those are the things that we think we know at this time knowing that we have a lot to learn. What are some of the areas where we need to learn much, much more? Well it would be helpful to know whether or not financial incentives help. That includes whether or not giving people vouchers to go to the Y as we have has helped and we’ll be actually researching whether actually reimbursing people for showing up and stopping smoking whether that helps. There’s a lot of work now being done with Smartphones and electronic pedometers and electronic feedback that may be helpful in supporting wellness, so those Smartphone technologies that many people are using now for their health and monitoring their physical activity and diet certainly could have great applications for people who are most at risk. 

Engaging families in social networks. We know that where a lot of health behaviors are really ensconced or particularly supported for the negative and for the positive are the social networks and family (inaudible). So a health mentor may advise somebody about exercising regularly and eating healthily, but if they go to an environment or setting with peers or families that is unhealthy, how do we help change that so that people are given the best optimal choice possible to get better and be healthful. So we need to help families in social networks also support consumers in their battles to be healthy and to pursue wellness. [1:06:06]
And then we heard really important peer-led and peer-supported interventions. Great potential there. Some things being done in this area that are now being introduced and evaluated. But certainly this is a great opportunity for involvement of people who have had the experience, lived experience of having a mental health challenge and maybe a lived experience of having overcome their weight problem or their exercise or their lifestyle problem and can provide great support. So certainly health mentors in our model is no reason at all why those health mentors shouldn’t be and couldn’t be consumers who have graduated from the program and would probably be the best leaders of all in the sense of inspiring and motivating other consumers and peers.
Ethnically and culturally behavioral interventions we were asked about that on the break. This is a really important area which to my knowledge very little has been done and much needs to be done to make sure to think about these things. But again it’s kind of the state of the art right now, where we are just trying to answer basic questions. And then could we figure out ways to combine both pharmacological behavioral interventions, how do we help medications that might be helpful in achieving weight loss or at least augmenting behavioral interventions. 

And finally integrating smoking cessation and substance abuse treatment. So we know very little about how substance abuse affects the course of people’s fight for wellness and fight to be healthy and have better fitness and nutrition, but we’re sure that it complicates things in the negative direction and integrating new sorts of approaches needs to be done. 

So the bottom line, just to summarize, and this is where we started in the first slide, obesity and poor fitness were both killers; changing health behaviors is hard work but essential; best studies demonstrate modest results in reducing obesity but better in improving fitness; what works better - you heard about that -  coaching, combined physical activity and dietary change not just education, longer better than shorter; and weight loss and physical activity both important; integration is critical reducing obesity and improving fitness is challenging but probably most likely to work with evidence-based approaches; and successful implementation is likely to require leadership, culture change, fidelity, financing, training and technical assistance. [1:08:50]
So that’s it. I think that there’s some potential, and polling questions I guess we could quickly do here before we open up discussion for the last few minutes.
LAURA GALBREATH: Certainly. We do have a final poll question that we wanted to ask everyone. And we’ll be launching that now as we lead into questions with Dr. Bartels. We wanted to know to what extent does your program need training and technical assistance in implementing a [inaudible at 1:09:15] health promotion program? Would you say that you have a high need, a moderate, little need, or no need? 

And while we’re doing that, I did want to - Dr. Bartels thank you for all your recommendations. I think there’s a lot that can be done as more research and evidence is being pulled together. There are some evidence-based practices, it sounds like, like you highlighted, In SHAPE, and some other strategies, but you really highlighted some of the features that can be embedded into work that people are doing today.
DR. STEVEN BARTELS: And the summary that we’ll have has other studies that have been done. There is some excellent work by other people across the country that is also sited in that report that you should look at. [1:10:01]
LAURA GALBREATH: Great, thank you. We have about 65 percent of you have voted. We’ll leave it open for just a few seconds longer and then we’ll jump into the Q&A portion. Okay and as I think anticipated, we have 46 percent of you said that you have a high needs in terms of it’s a major priority or you have an inadequate program and you’d like some assistance. Moderate need, 38 percent that you have that it’s kind of a moderate priority for you and for your organization and that you have an okay or adequate program. And then 11 percent think that it’s a little need and 5 percent at no need.
Okay, I want to and I will show in just a few minutes where on the website you can find the paper and materials that Dr. Bartels shared. Jumping into questions. Go ahead and type those in if you like. We have a lot of questions that I apologize I know we will not get to all of them. Dr. Bartels can you just say a word about the impact of this health and wellness activity on recovery and people’s mental health goals?
DR. STEVEN BARTELS: That’s a great question. What we found is that really understated and this is where research falls down because the things we measured often aren’t measuring the most important things. I can tell you that first of all I mean some of the objective measures of things like self-efficacy from studies we’ve done go up substantially in our research, and even depression goes down. But the most important things that we heard are the testimonials from consumers, from clients. 

And they universally say this is - I really feel like this has been empowering. That this is one thing that I can take charge of in my life and really make a difference. I’m working out in a gym on a treadmill next to the vice president of the bank. I’m a real person, I’m an important person, and I’m taking my life in my hands and moving forward towards my own recovery and I feel like this is one of the things that I can do. I may not have as much control over my medications I’m getting prescribed or the voices that I’m hearing or the mood swings that I’m having but boy this is something I really feel is so important for me that I can take charge of and move down the pike. [1:12:31]
And so we’ve heard testimonial on testimonial from consumers. When we’ve talked to legislators or talked to funders about how important this is for people’s sense of self and sense of own journey towards recovery. So I believe that it’s incredibly important. The other thing I can say is that we specifically in this model focused on it being one that emphasizes social inclusion. So you might imagine a program for fitness and exercise that’s in a basement of a mental health center. We don’t think that that’s the right way to do it.
The part of the whole issue of being part of the community of wellness is to be working out in the same settings and participating in the same type of physical exercise and nutritional activities that everyone else is and being fully integrated and fully a part of that. And so again we think health club memberships are important in making that statement and helping people to use those and then coaching them to find their own wellness is important and that’s exactly what we hear from the consumers. They find this to be one of their more valuable things in some instances that they’re getting from the mental health center bar none.
LAURA GALBREATH: Great. Thank you and I think it points to as you said about measuring health outcomes and see if people are losing weight and I think if you’re also measuring someone’s recovery in terms of reaching some of their recovery goals they’re going to be able to look and see how they play on one another so that if someone’s maybe not doing so well in the health front, should we take a look at how they’re doing in their depression or their other recovery goals and vice versa. So I think there’s a lot of great opportunity. [1:14:23]
Dr. Bartels, there’s quite a few questions about how do you pay for these kinds of interventions? I think I wanted to point out here that we will as you may have seen on the promo slides, we will be doing some webinars on financing to look at funding. But I think you really pointed to the need to really kind of embed it as a standard of care. And then we also want to, as you can see on your screen, really want to highlight examples from the standard funded PBHCI Grantee sites. A lot of them are doing some really interesting work, both from their grants funds but also outside of their grants funds to support use of incentives and other things. So any word you want to say about paying or financing?
DR. STEVEN BARTELS: Sure. Yes, I think the issue around sustainability and financing is absolutely critical and I think there’s several answers to that question. One is that again under the recovery oriented services, under Medicaid, one can make an argument that some of the rehabilitation options that are under Medicaid that are focused on person-centered goals and recovery around one’s mental health and wellness, that those things are completely supported by people’s focus around their own self-determined goals and wellness.
Now that doesn’t mean that Medicaid will pay directly for prevention or for fitness, although under healthcare reform increasingly we’re going to see more dollars being supported toward preventive strategies and wellness and I’m optimistic that will change. But even right now, there are options for having at least part of what a case manager’s time or a peer-support agency’s, peer-support specialist might be doing in this area and have at least part of that covered. Gym memberships literally have been ones that we’ve, mental health centers, have gone out and negotiated a bulk rate, a bulk discount and then fundraised for. [1:16:33]
That’s not optimal but that has actually worked and again we’re implementing this across the state of New Hampshire and there are other states that have been implementing the at least In SHAPE and other programs that are out there. And so those are also venues to pursue. And then I think it really is about to some extent providers that have choices to make around what they’ll invest in. To think about whether wellness is as important as employment as important as medication compliance so-called or case management services. And my belief is that it certainly is and the consumers will tell you the same thing. 

So these things can be partly supported but certainly having for those of you who have the SAMHSA, those of you who have funded through an integrated healthcare, you may have some options to think about this creatively that others don’t have across the country but I’m hoping this will change over time.
LAURA GALBREATH: Thank you and as you can see on your screen, everyone, we’ve gone to the SAMHSA-HRSA Center for Integrated Health Solutions website, which is www.integration.samhsa.gov and you’ll see under the health and wellness tab, under new from CIHS is the research works that Dr. Bartels and his team did. And you’ll see there a list of some of the interventions that they talk about as well as some of the studies that they look at. So I encourage you to look at that. We will be adding quite a robust amount of resources to this section of this website. [1:18:18]
And Dr. Bartels as you mentioned some of the other activities the center’s been working on is how do you - you know it’s the workforce issue. Some of you asked questions about what is the role of staff? And so we’ve asked the Center to help navigate our training for case managers, for traditional behavioral health case managers to talk about their role in doing this work. We’ve also developed the whole health action management course [inaudible at 1:18:49] to support peer support and specialists and their role to help people develop whole health and wellness goals and build confidence in their ability to achieve those manageable goals. So there’s a lot of exciting work coming out of the Center but also coming form communities to help give you resources. 

Next question was around, there’s a couple questions around residence, independent living versus supportive housing. Any look up the factors about people with serious mental illness and these interventions around nutrition or exercise and where people live?
DR. STEVEN BARTELS: Sure. Well I can tell you some of the programs that have been most successful have been ones that have been focused on residential, individuals living in residential facilities where group activities have been more easy to deliver and where some of the modifications around nutrition have been under better guidance. And so that one of studies that have, again the one study that I saw that we found that had the most robust findings was in a residential care setting where the diet and nutrition was changed dramatically in terms of who cooked the food and what food was being distributed and served and then group based activities. [1:20:13]
So, I think there’s tremendous, there’s a special opportunity to do things in those sort of settings. At the same time recognizing that for most individuals with major mental illness don’t live in residential care facilities, they actually live in more community based settings and they’re figuring how to deliver these things for those individuals in the more dispersed individually supported settings where independent settings is a bit more challenging and also really important. But yes, those sets of settings seem to have some of the more robust findings for obvious reasons.
LAURA GALBREATH: We actually have somebody who’s asking questions of the other participants. Whether there are any agencies in Western Pennsylvania that have implemented a program like this or are planning to? If so feel free to type in and we’ll make sure to connect you guys together. Glad to assist in any way there. There was a question about surgery, weight loss surgery or weight loss medications. Anything you can say about that?
DR. STEVEN BARTELS: Yes, well I don’t know any work in so-called bariatric surgery and people with mental illness. Not - and that of course sets aside the fact that many people who have obesity have depression and other sorts of psychiatric symptoms. So I don’t know for people with serious mental illness on these high weight gain [inaudible at 1:21:37] agents, I don’t know anything about whether they have been - I haven’t seen any reports around so-called bariatric surgery. And one would suspect that that would be the last approach that one would use for morbid obesity that can kill people, you know, people that are really in serious likelihood of dying and hopefully everything else has been tried. [1:22:00]
Now there are some pharmacological - there are agents that have been tested in terms of combining with physical activity and nutrition that have been used in weight loss. So there are several studies that have done combinations and those look somewhat promising but not definitive. So there’s no magic bullet but my guess is that if we go down the pipe that you’ll be seeing increasingly several things happen. 

One is more clear focus on being more thoughtful about switching people off of high weight gain medications to lower weight gains one if possible. Secondly, thinking very seriously about these two component fitness and nutrition interventions for those who are most at risk and really hopefully implementing them well. And then lastly adding sometimes agents, medications that have been shown to sometimes help diminish appetite in people without mental illness with perhaps some modest advantage in terms of supporting the primary intervention but not certainly as a cure.
LAURA GALBREATH: Great. Thank you. Another question is whether or not in person - how important is in person engagement versus potentially phone or other ways to connect with clients on their goals?
DR. STEVEN BARTELS: Yes, that’s a great question. I don’t know but I can tell you that we did do a qualitative study. By that I mean we interviewed people at length about, at least in the In SHAPE Program, which is the one program I know best since we’ve been studying it. And there we asked people what makes the biggest difference? Is it the gym membership, is it the program, is it the phone calls, is it the incentives, the group celebrations? 

The major message we heard for sure was that it was the health mentor. That having one person who was working with them, motivating them, interested in them as a person - not as a patient, or a consumer, or a client, but as a person struggling with their own wellness challenges and working with them as an individual around their personal health goals - that that health mentor relationship was universally cited at least with this particular program, as the most important component. [1:24:33]
But that’s just one program, one study but that’s what we heard. So I don’t know. I think it’s a great question. And do what extent do telephone reminders or text messages or things like that, I think there’s a lot of research that will be inevitably happening in that area around electronic reminders.
LAURA GALBREATH: Great. I’m going to ask one more question and I’m going to share with you, Dr. Bartels, some of the ideas that people have shared while typing in during today’s webinar that I thought would be nice to share with everyone who’s participating. The question is what exactly should we be measuring other than weight loss or gain? Are there other program outcome measures, what health measures? Any thoughts on what people should be measuring?
DR. STEVEN BARTELS: Sure. Yes, I think there’s a couple of things. One is that I think asking people to what extent are they engaged and again knowing that self-report has some limitations. Are they engaged in some sort of vigorous activity, you know, rapid walking or running or jogging or some other exercise for 20 minutes at least once or twice or hopefully three times a week? So engagement in physical activity is important.
Secondly, certainly again weight and ideally weight circumference is important if you can do that but weight obviously very important. And then I think asking people about whether or not are they working on improving their diet. Reducing sugars, soda drinks, sweets, high fat diet. And then certainly smoking, as we know is a killer, and smoking cessation programs are absolutely essential. 

A little harder to measure, physical fitness. Again we found that it does take a little bit of training to do this but we found that doing a six minute walk test is really, really, very helpful but again requires - it’s a standardized test around how far people walk in six minutes and requires some training and probably not for clinical settings. But if you were doing a research evaluation it’s probably the cheapest way of getting a cardiorespiratory fitness. [1:26:45]
LAURA GALBREATH: Great. Thank you. We have some other comments in terms of what strategies have seen to work in their communities. Several of them include “so many with mental illness have lost their support system. Doing group activity not only helps rebuild their support but reduce weight gain.” “Shopping with consumers, leading peer discussions about budgeting and cooking for one and ways to make healthy choices on a limited budget.” “Getting peers talking about what they already know and encouraging one another seems to work better than just lecturing and sharing information.” “I have a schedule with a consumer where I take into the gym once a week and he goes on his own once a week.” 

DR. STEVEN BARTELS: Good.
LAURA GALBREATH: “Hard to tell what strategies work best but working one to one with individuals rather than in groups seem to build better results for us.” “Return to work and daily walking seems to be the primary interventions that have assisted our clients to improve their personal outlook, perception and consequently physical health.” So those are a couple of the strategies that we wanted to share with you that people have been typing in during today’s webinar.
DR. STEVEN BARTELS: That’s great. Well I’m really delighted to hear. I know that people are working on this and are struggling with this as we all are, but delighted to see so much interest and hope in the future we’ll have an opportunity to talk with any of you who are interested in kind of moving it down the pipe and working hard to improve people’s fitness and help advance what we know of how to do it best. We’re all learning as we go. [1:28:30]
LAURA GALBREATH: Well thank you and I do apologize but we are out of time. There were many questions and we will see if we can try to address some of those off line. And of course you can contact Dr. Bartels or the National Council and the Center for Integrated Health Solutions staff and we’ll be glad to answer any direct questions and resources. And again Dr. Bartels’ new paper is on the website at integration.samhsa.gov. 

On your screen, if you’d like to continue the conversation on Twitter, feel free to use the hash tag [healthcare hc integration] (ph). And then also we just encourage you to please at the conclusion of this webinar make sure to complete the survey to give us feedback and ideas for other topics you’d like for us to address in other webinars. Again thank you so much Dr. Bartels for your work on this paper and for all the great information and strategies you’ve provided today on the webinar.
DR. STEVEN BARTELS: It’s been my pleasure. Thank you very much for inviting me.
LAURA GALBREATH: Thank you everyone and have a wonderful afternoon. [1:29:33]
END TRANSCRIPT
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