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Objectives

As a result of attending this session, participants will be able to:
1. Describe the evidence around the use of telehealth and eHealth in the
context of cardiovascular rehabilitation
2. Detail the key facilitators and barriers to the use of telehealth and
eHealth intervention by patients

3. Recognize the core principles and skills of behaviour change counselling,
and how you might be able to leverage them for better patient
interactions

~S

@mbmc_cmcm @IBTNetwork
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Some initial questions to get started

« What is cardiovascular rehabilitation?
e What is telehealth and ehealth?

* What is your perspective on these?
= How comfortable are you with both of these?

@mbmc_cmcm @IBTNetwork
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Does tele-CV rehab work?
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Does tele-CV rehab work?

@mbmc_cmcm @IBTNetwork

Jin et al. EuroJ CV Nurs, 2019: 18; 260-271 https://doi.org/10.1177/1474515119826510

CV events
Model Study name Time point Statistics for each study Events / Total Risk ratio and 95% CI

Risk Lower Upper
ratio limit limit p-Value Intervention Control

vs. usual care Hanssen et al 2009 18 months 0.69 043 1.09 0.11 26/ 156 321132 -Ot

vs. usual care Lear et al 2015 16 months 057 024 1.40 0.22 6/38 11740 L ® o

vs. nothing Neubeck et al 2017 24 months 1.30 0.12 14.07 0.83 2/103 1167 O

adjunct to CR Widmer et al 2017 6 months 0.31 0.09 1.04 0.06 3/37 9/34 O

usual care incCR yaddison et al 2014 6 months  1.01 0.06 15.91 0.99 1/85 1/86 O

adjunct to CR MayerBerger etal 2012 36 months  0.24 0.05 1.08 0.06 2/53 8/51 o

usual care inc CR g, i et al 2003 Gmonfle: 034 0.05 1.08 0.06 2/53 8/51 o

Fixed 0.56 0.39 0.81 0.00 -
Heterogeneity: |-squared =0.00% 0.01 0.1 1 10 100

Favours Telehealth Favours Comparnison

~S
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Does tele-CV rehab work?

Cholesterol
Random  Overal 0.26 041 0.1 0.00 | | | |
Heterogeneity: |-squared =75.47% -400 -200 0.00 200 4.00
Favours Telehealth  Favours Comparison
SBP
Random Overall -0.12 -0.26 0.02 0.10 | ] - | |

200 100 0.00 1.00 2.00

Favours Telehealth  Favours Comparison

Heterogeneity: |-squared =72 65%

Smoking status

Random Overal 077 059 0.99 0.04 | | 4 | |

Heterogeneity. |-squared =67.9% 001 01 1 10 100
Favours Telehealth Favours Comparison

~S

@mbmc_cmcm @IBTNetwork  Jin et al. Euro J CV Nurs, 2019: 18; 260-271 https://doi.org/10.1177/1474515119826510
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How does tele-CV rehab compare to in person rehab?

Cholesterol
(a) Telehealth CR Center-based CR Mean Difference Mean Difference
Study or subgroup Mean SD Total Mean SD Total Weight IV, Random, 95% CI 1V, Random, 95% CI
Bell 1998[6] 59 11 60 52 08 61 16.8% 0.70[0.36, 1.04] o
Dalal 2007[11] 46 112 60 445 1.01 44 13.9% 0.15[-0.26, 0.56] o i
Gordon 2002, computer(8] -0.32 089 45 -0.31 0.61 22 15.9% -0.01[-0.37,0.35] S
Gordon 2002, telephone[8] -0.29 078 52 -0.31 0.61 23 17.6% 0.02[-0.31,0.35] o
Jolly 2007[12] 399 09 232 388 083 233 26.8% 0.11[0.05 027] et
Oerkild 2011[13] 0 12 30 -02 115 34 9.0% 0.20[-0.38,0.78] e
Total (95% Cl) 479 417 100.0% 0.19 [-0.02, 0.39] y 2 > : i
Heterogeneity: Tau2 = 0.03, Chi2 = 11.46, df = 5 (P = 0.04); 2= 56% A A ° 1 M

Test for overall effect: Z = 1.80 (P = 0.07)

Exercise capacity

H D L Favours [Telehealth CR] Favours [Center-based CR]
(b) Telehealth CR Center-based CR Mean Difference Mean Difference
Study or subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
Gordon 2002, computer{8] -0.01 025 45 002 025 22 255% -0.03[-0.16,0.10]
Gordon 2002, telephone[8] 0.03 025 52 0.02 0.25 23 27.5% 0.01[-0.11,0.13]
Jolly 2007[12] 129 039 233 133 062 233 46.9% -0.04[-0.13,0.05]
Oerkild 2011[13] 01 53 30 -006 071 34 01% -0.04[-1951.87] ¢ s
Total (95% Cl) 360 312 100.0% -0.02 [-0.09, 0.04]
Heterogeneity: Chi? = 0.41, df = 3 (P = 0.94); I2= 0% + + T + +
Test for overall effect: Z = 0.72 (P = 0.47) = 0.5 0 0.5 1
Favours [Telehealth CR] Favours [Center-based CR]
(c) Telehealth CR Center-based CR Mean Difference Mean Difference
Study or subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI IV, Fixed, 95% CI
Gordon 2002, computer[8] -0.09 032 45 -012 0.26 22 455% 0.03[-0.11,0.17]
Gordon 2002, telephone[8] -0.13 0.32 50 -0.12 0.26 23 48.8% -0.01[-0.15,0.13]
Oerkild 2011[13] 007 082 30 -017 084 34 56% 0.24[-0.17,0.65]
Total (95% Cl) 125 79 100.0% 0.02 [-0.07,0.12]

Heterogeneity: Chi2 = 1.32, df = 3 (P = 0.52); I2= 0%

Test for overall effect: Z = 0.45 (P = 0.65)

@mbmc_cmcm @IBTNetwork

4 05 0 05 1
Favours [Telehealth CR] Favours [Center-based CR]

(a) Telehealth CR Center-based CR Std. Mean difference Std. Mean difference
Study or subgroup Mean SD Total Mean SD _Total Weight |V, Fixed, 95% CI 1V, Fixed, 95% CI
Arthur 2002(7] 5.22 21 113 521 2 109 17.9% 0.00 [-0.26, 0.27]
Bell 1998[6] 7.29 281 91 71 812 91 14.7% 0.06 [-0.23, 0.35] =
Dalal 2007[11] 9.66 3.1 60 7.68 2.8 44 7.8% 0.66 [0.26, 1.06]
Giallauria 2008[9] 128 20.7 15 112 224 15 2.3% 0.50 [-0.28, 1.22] =
Gordon 2002, computer(8] 1.2 2.2 40 1.6 21 22  4.6% -0.18 [-0.70, 0.34] —
Gordon 2002, telephone(8] 0.9 1.9 49 1.6 21 28  5.0% -0.35 [-0.85, 0.15] =
Jolly 2007[12] 391.3 16211 191 4074 157.6 179 29.8% -0.10 [-0.30, 0.10] =
Miller 1984(brief)[20] 8 15 33 79 1.3 31 5.2% 0.07 [-0.42, 0.56] S |
Miller 1984(extended)[20] 79 15 33 8.9 1.4 30 4.8% -0.68 [-1.19, -0.17]
Oerkild 2011[18] 13.7 547 30 127 422 34 51% 0.20 [-0.29, 0.70] =
Wu 2006[10] 229 36 18 242 4.2 18  29% -0.32 [-0.98, 0.33] T
Total (95% CI) 673 596 1000%  -0.01[-0.12,0.10] €
Heterogeneity: Chi? = 24.25, df = 10 (P = 0.007); # = 59% 1 _075 . 015 t
Testforoveral effeck 2= 0.18(F =.0.65) Favours [Telehealth CR] Favours [Center-based CR]
(a) Telehealth CR Center-based CR Mean Difference Mean Difference S B P
Study or subgroup Mean SD Total Mean SD_Total Weight 1V, Fixed, 95% CI IV, Fixed, 95% CI
Bell 1998(6) 1363 209 63 1372 209 63 108% -0.90[-8.20, 6.40] b
Dalal 2007[11] 103 265 60 128 253 44 57% -2.50[-12.54,7.54]
Gordon 2002, computer[8] 63 139 45 -43 114 22 151% -2.00[-8.17,4.17] I
Gordon 2002, telephone(8] 52 87 52 43 111 23 220% -0.90[-6.02,4.22] -
Jolly 2007[12] 13218 2154 232 13355 1837 235 436% -1.37[-5.00,2.26] -
Oerkild 2011[13] 16 2955 30 -09 2946 34 2.7% 250[-11.99, 16.99]
Total (95% Cl) 482 421 100.0% -127[-3.67,1.13] : ) q X ’
i Chi2 — - o L12= 09 + + + + +
Heterogeneity: Chi - 0.40, df =5 (P = 1.00); = 0% 20 10 0 10 20
Test for overall effect: Z = 1.04 (P = 0.30) Favours [Telehealth CR]  Favours [Center-based CR]
Telehealth CR  Center-based CR Std. Mean Difference Std. Mean Difference BMI
Study or subgroup Mean SD Total Mean SD Total Weight IV, Fixed, 95% CI |V, Fixed, 95% CI
Arthur 2002[7] 0.1 103 113 1 125 109 43.6% -0.08[-0.34,0.18] ..
Dalal 2007[11] 043 226 60 081 223 44 19.9% -0.17[-0.56,0.22] ==
Gordon 2002, computer[8] 4.1 79 45 -19 48 22 11.5% -0.31[-0.82, 0.22] =
Gordon 2002, telephone[8] 2.2 51 52 -19 48 23 125% -0.06[-0.55, 0.43] —r
Oerkild 2011[13] 03 1.78 30 05 0.83 34 12.5% -0.15[-0.64, 0.35]
Total (95% Cl) 300 232 100.0% —0.13[0.30, 0.15] *
Heterogeneity: Chi2 = 0.73, df = 4 (P = 0.95); = 0% =5 ] 3 ; 5

Test for overall effect: Z = 1.45 (P = 0.15)

Huang et al. Eur. J. Prev. Cardiol., 2015: 22; 959-971. https://doi.org/10.1177/2047487314561168

Favours [Telehealth CR] Favours [Center-based CR]
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Barriers and facilitators of tele-CV rehab
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Barriers and facilitators to the use of telehealth

* What are your perceived barriers?
o For you
o For your patients

» What are your perceived facilitators?

o For you
o For your patients

@mbmc_cmcm @IBTNetwork
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Better patient communication and
interactions for behaviour change
counselling
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The challenges of behaviour change

* Adherence to medical advice involves a complex interaction between
healthcare providers (HCP) communication style and patient motivation
to adopt a particular behaviour

 Patients are not always motivated or willing to follow medical advice,
even when there appear to be obvious benefits

* Poor HCP communication style can seriously undermine patient
motivation and increase resistance (non-adherence) — which is
counterproductive for both parties

» Telehealth creates an additional ‘physical’ barrier

~S

@mbmc_cmcm @IBTNetwork
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What are the 3 essential elements needed for behaviour
change

~S’
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Traditional approaches to promoting adherence

* Traditionally, HCP’s have encouraged patients to adopt a particular
behaviour (e.g., start exercising, eat a better diet)
* Provision of “persuasive” information and advice

* While this works in some patients, evidence for its overall effectiveness
is low at 5-10%%2

* Patients are generally resistant to advice when it sounds like they're
being “told what to do”?3

~S

@mbmc_cmcm @IBTNetwork 1 Kottke et al, JAMA, 1988; 2 Britt et al, Pat Educ Counsel 2004; 3 Stott et al, Fam Pract, 1990
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“People are generally better persuaded by
the reasons which they have themselves
discovered, than by those which have
come from the minds of others.”

-Blaise Pascal

@mbmc_cmcm @IBTNetwork
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Shifting from extrinsic to intrinsic motivation

Yot NMotwation?

Non Self Determined ——> Self Determined

=

B ~ T -~
txternal

Extrinsic)
\(ALLLLISIL)

There is no real I'm doing this this I'm doing this I'm doing this

point in doing this
because my
success is unlikely
or impossible.

because of a
reward | might
receive or because
I'm being forced.

@mbmc_cmcm @IBTNetwork

because | really

want to do it.
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Motivational Communication: A new approach for HCPs

“[...] an evidence-based, time-efficient communication style used by
HCPs to promote patient engagement, adoption of healthy behaviours,
and sustained self-management of chronic conditions. It is informed by

the behavioural sciences and emphasizes shared decision-making that is
tailored to patients’ preferences, goals and values.”

» Developed specifically for general medical settings and short
consultations

~S

@mbmc cmcm @IBTNetwork Dragomir et al (2021). Translational Behavioral Medicine.


https://doi.org/10.1093/tbm/ibaa015

Core MC Communication Skills

Asking, listening, informing

~S

@mbmc_cmcm @IBTNetwork
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° Listening talk” mOtlvatlon & OUtCOpme

- Informing confidence
Core Things people say Major obstacle for Ultimate goal

communication in favour change; target of the of MC

skills of change three 3 MC skills

@mbmc_cmcm @IBTNetwork
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Asking

* In order to engage your patients, elicit accurate
information, and motivate them to change, you must
learn how to ask questions

« Remember
= Every question should have a purpose
= Some responses are entirely predictable!

~S

@mbmc_cmcm @IBTNetwork
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Building motivation: Asking the right questions

* Questions should target reasons for and ability to change

* Goal is to get patients to make their own arguments for change
(increases the probability of change)

» Disadvantages of the status quo

“What do you think your life will be like if you [are always short of
breath]?”

* Advantages of change
“What would you be able to do [if you were more physically fit and active]

that you have trouble doing now?” ?
\S

@mbmc_cmcm @IBTNetwork
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Listening

» Used to express empathy and reduce resistance?
= Active listening = non-verbal cues that let people know you are

listening
o Reflective listening = reflecting back the person’s needs, goals, values
and issues
* Involves making statements, not asking questions
“You’re not ready to quit smoking?”
“You’re not ready to quit smoking.”

~S

@mbmc_cmcm @IBTNetwork  IRollnick et al, 2008; 2 Pollack et al, J Am Board Fam Med, 2011; 3Ratanawonga et al, JAMA Intern Med, 2013
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Q: When the solution seems
obvious, how easy is it for you
to just listen without trying to
fix the problem?

@mbmc_cmcm @IBTNetwork
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If You are Doing any of These Things, You are NOT
Listening

Agreeing Persuading

Reasoning

Disagreeing Reassuring

91019
01010

0101010

@mbmc_cmcm @IBTNetwork
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Good Listening: Key Criteria

 Eye contact, facial * No judgement
expression, nodding » Able to reflect back what

» Body attitude patient has said

* No interruption by the * Leads to more focused
listener guestions

» No external interruption and comments

(telephone, etc.)

~S

@mbmc_cmcm @IBTNetwork



CMCM lbtn
MBIMC

Chair in Innovative
Behavioural Trials

Giving information

4 )
Ask permission: Provide information: Ask for feedback:
“Would it be ok if we » Keep it simple (1-2 bits at a time) » “What have you
discussed...?” Share facts (not your opinion) understood...?”
\_ /

~S

@mbmc_cmcm @IBTNetwork
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Helpful tips for communicating treatment benefits and
risks

* Avoid only using descriptive words; their meaning may differ from
patient to patient

“It’s a fairly rare side
effect.”

“For every 1000 people
treated, 1 person has this
side effect.”

~S

@mbmc_cmcm @IBTNetwork Schwartz LM, et al. Ann Intern Med 1997;127:966; Schwartz LM, et al. Med Decis Making 2005;25:290
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Helpful tips for communicating treatment benefits and
risks

* Express odds in positive terms as well

“2 out of 100 people
developed an infection.”

“98 people out of 100
never developed an
infection.”

~S

@mbmc_cmcm @IBTNetwork Schwartz LM, et al. Ann Intern Med 1997;127:966; Schwartz LM, et al. Med Decis Making 2005;25:290
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Helpful tips for communicating treatment benefits and
risks

* When expressing frequencies, use an common denominator

“Your risk of serious side
effects is 1 in 1000 for
drug Avs. 1in 250 for

drug B.”

“Your risk of serious side
effects is 1 in 1000 for
drug A and 4 in 1000 for
drug B.”

~S

@mbmc_cmcm @IBTNetwork Schwartz LM, et al. Ann Intern Med 1997;127:966; Schwartz LM, et al. Med Decis Making 2005;25:290
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Summary: Objectives

1. Evidence for tele-CV rehab
* |t reduces CV events, lowers clinical risk factors, changes behaviour
* |tis good as in-person CV rehab
2. Facilitators and barriers of tele-CV rehab
e Savings for time and money
» Technology is both positive and negative
* Good patient-physician communication is critical
3. Behaviour change counselling skills
* Asking
* Listening

* Informing \S?

@mbmc_cmcm @IBTNetwork
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“Things do not change:
We change”

Henry David Thoreau

@mbmc_cmcm @IBTNetwork
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Resources

» Beswick et al. Provision, uptake and cost of cardiac rehabilitation programmes: improving
services to under-represented groups. Health Technol Assess 2004:8(41).

« Wongvibulsin et al. Digital Health Interventions for Cardiac Rehabilitation: Systematic Literature
Review. ] Med Internet Res. 2021;23(2):e18773.

 Almathami et al. Barriers and Facilitators That Influence Telemedicine-Based, Real-Time, Online
Consultation at Patients’ Homes: Systematic Literature Review. ] Med Internet Res
2020;22(2):e16407.

» Jin et al. Telehealth interventions for the secondary prevention of coronary heart disease: A
systematic review and meta-analysis. Eur J Cardiovasc Nurs. 2019;18(4):260-271.

* Huang et al. Telehealth interventions versus center-based cardiac rehabilitation of coronary
artery disease: A systematic review and meta-analysis. Eur J Prev Cardiol. 2015;22(8):959-71.

» Dragomir et al. An international Delphi consensus study to define motivational communication
in the context of developing a training program for physicians, Trans Behav Med.

2021;11(2):642-52 \,S?

@mbmc_cmcm @IBTNetwork



