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Rani Elwy:
Yes, thank you so much, Maria, and welcome, everybody, to our VA Complementary and Integrative Health Cyberseminar series. This is brought to you by the QUERI Complementary and Integrative Health Evaluation Center, or CIHEC, which is a QUERI and Office of Patient Centered Care and Cultural Transformation funded partner evaluation initiative.


I'm Rani Elwy, I'm at the Bedford VA. We now are calling ourselves the VA Bedford Healthcare System. And I'm really pleased to have Dr. Erica Eaton as our presenter today. Today actually marks the two-year anniversary of the Cyberseminar series. 


And so to those of you who have been with us throughout the two years, thank you so much for your interest, and your support in this. And to those who are new, I hope that you will continue attending, we have a lot of great sessions coming up as, including the ones for today. 


So Dr. Erica Eaton is a clinical psychologist in the Trauma Recovery Service at the Providence VA Medical Center. Her primary research interests are in complementary and integrative treatment approaches for co-occurring substance use disorders and posttraumatic stress disorder, PTSD. 


Dr. Eaton received her PhD in clinical psychology in 2014. She completed her postdoctoral fellowship in the Department of Psychiatry and Human Behavior at Brown University, which is actually how I've gotten to know her. And she specializes in PTSD, both during her internship and in her research, as I mentioned. 


Over the past several years, she has been developing a program of research focused on the development and examination of complementary integrative, cost-effective, and tolerable treatment approaches for PTSD, and in veterans who also have substance use disorder. And specifically, her clinical work with this population has illuminated the common clinical issue of moral injury, and how it can be refractory to current treatment approaches. 


And we'll be hearing much more about this today in this VA Rehab Research and Development funded project, so very excited to have Dr. Eaton here. And I'm also going to introduce Alison Whitehead, who is the director of the Integrative Health Coordinating Center, which is part of the Office of Patient Centered Care and Cultural Transformation. 


Alison joins us every Cyberseminar to provide a reflection on the work that we've just heard about and putting it into the context of both VA policy, and practice; so really looking forward to having Alison's feedback and reflections on today's talk. So Erica will present her, she'll present her research today. 


And then Alison will give a two to three-minute reflection, and then we'll open it up for Q&A after. So please, don't hesitate to put your questions in the Q&A part of the panel, and I'll make sure that we get to those at the end. 


So right now, I'm going to turn it over to Dr. Eaton. Thank you again for joining us, it's all yours.

Erica Eaton:
Thank you so much, Rani. I really appreciate that welcome and I really appreciate the invitation to be here today. I'm particularly delighted to be talking a little bit about this idea of self-compassion among our veterans and to tell you a little bit about our project that we've been working on over the last couple of years.


So in the spirit of self-compassion, I would just like to invite you to participate in a, just a brief three-minute grounding practice before we get started. I'm well aware that many of you, including myself, have been on go mode leading up to our meeting today, this morning. And oftentimes that includes scrambling, and multitasking, and rushing about. 


So I want to invite you to do a, sort of, soft landing into our talk today. Soft landings are used in mindful self-compassion as transition exercises. And so I thought we could start there. 


So I invite you to put both of your feet flat on the floor, and beginning to sense your body in the chair, closing your eyes if you feel comfortable doing so; and perhaps, just starting by noticing points of contact with your body in the chair, and the floor, and allowing the chair to hold you up in the supported position. 


And now, turning to your breathing, turning your attention to your breathing, not needing to alter your breath in any way, just noticing, in breath to out breath. Simply resting with your breath for one moment, and of course, when you notice the mind wander as minds always do, simply notice, and gently return your attention back to your breathing.


And as we sit together taking a moment just to notice the sense of community that we have with us here today. We have connections here from near and far, and particularly when we're in a time in which healthcare, both medical care, and mental health care are so very crucial.


Taking pause to notice that we're part of a community that has dedicated ourselves to healing and to caring for others. What an admirable role we have together. And so with that thought, I invite you to start to come back into your space, gently opening your eyes if they were closed, perhaps moving the body a bit, taking a stretch.


And now transitioning into our talk, thank you for joining me for that soft landing. And once again, I'm delighted to be here. Briefly, I just wanted to touch base a little bit of our agenda for the next hour or so, discussing what is compassion, some compassion-based interventions that we've been examining, particularly within the VA.


And then our focus will largely be on self-compassion, particularly the intervention of mindful self-compassion, and why this might be useful for veterans. I want to take a moment to just give you a snapshot of the current literature that we have for compassion-based interventions among veterans.


And then I'd like to give you an update on our feasibility trial for mindful self-compassion with veterans that have been diagnosed with co-occurring PTSD, SUD, and moral injury. So quite a bit of symptoms going on with these folks that I'd like to talk to you guys about.


And before we jump into some of the data, I just wanted to get a sense of who we have in the audience today. And so just a couple of very brief polling questions, the first, do you have a personal mindfulness practice?

Maria:
And the poll is open. And again, do you have a personal mindfulness practice? Your choices are A, I do not have a practice; B, I try to be mindful on occasion, but have no regular practice; C, my practice is semi-regular or off and on; D, I have a near daily mindfulness practice; or E, I have a daily mindfulness practice with silent retreat experience. And we still have responses coming in. We'll just give it another moment – 

Erica Eaton:
Thanks, Maria.

Maria:
– For it to slow down. Okay, let's see, it is starting to slow down. So I'm going to go ahead and close that poll. And the results today, we have 11% that say I do not have a practice. 


B said – 33% say B, I try to be mindful on occasion, but have no regular practice; 22% say C, my practice is semi-regular or off and on; 19% say D, I have a near daily mindfulness practice; and 10% say I have a daily mindfulness practice with silent retreat experience.

Erica Eaton:
Wonderful, thank you so much. So yeah, we have quite a diverse group on our hands today. Some with very little personal mindfulness practice, ranging all the way to some expert, expertise in our 10% category for daily mindfulness practices silent retreat experience. So that's great.


And then if we go on to just the poll question two, Maria, we have, "If you are a clinician or a provider, I'm curious if you've ever taught mindfulness to your patients?" 

Moderator:
And that poll is currently open. And your choice options are: A, never; B, only as a component of another intervention; C, I teach mindfulness regularly; D, I teach a mindfulness-based intervention. 


And the responses are coming in, so we'll just give the audience a few more moments to respond. And when it starts to close down, I will close that poll. Okay, I'm going to close the poll. 


And the responses are: 18% have said A, never; 26% have said B, only as a component of another intervention; 44% have said, C, I teach mindfulness regularly; and 6% say D, I teach a mindfulness-based intervention. And back to you, Erica.

Erica Eaton:
Thank you, Maria. Yeah, so for our professional use, we have quite a few folks, 44%, teaching mindfulness regularly to their patients. We can see the discrepancy between teaching mindfulness regularly as, kind of, an ad hoc to the work that you're already doing with your patients; and then the 6% that are actually teaching a mindfulness-based intervention. 


So that's interesting. Thank you all for participating.


So when we think about compassion-based solutions, we know that there is some ancient wisdom to our intervention here. We have, we know that for over 2,500 years, the Buddhist culture has argued strongly that life has much pain and suffering in it, and that developing compassion is a way to help us through those difficulties.


We have an evolutionary perspective which supports studies that show that many animals, but especially humans, are evolved to need, and respond to the care of others. And that we are biologically hardwired to be very receptive to care and kindness.


And then finally, from our neuroscience perspective, which is growing each and every day, we know that compassion and mindfulness practices allow for more neural integration within our brains. And through mindfulness and compassion practices, like meditation, we can actually grow integrative fibers in the brain, which increases the connectivity of separate areas. 


And so why is this important? What does an integrative brain actually look like? And so an integrative brain is one that is, actually, mindful, that can be present, and compassionate. And so we can increase integration in the brain through mindfulness and compassion practices. And by increasing integration, we naturally become more mindful and compassionate.


So when we think about what is the definition of compassion, we have a couple of big players here on this slide starting with the Dalai Lama himself, speaking to compassion as a sensitivity to the suffering of self and others with a deep commitment to try to relieve it.


And Dr. Paul Gilbert, who is the founder of compassion focused therapy adds that, "There's a motivation and commitment to try to alleviate and prevent the suffering of others and the suffering of oneself."


And then Dr. Kristin Neff, whom we'll be talking quite a bit today about her work, it's a pivotal researcher for self-compassion. And she identified that self-compassion is composed of three main components: self-kindness, a sense of common humanity, and mindfulness.


So there are multiple available compassion-based interventions, these are just a few of them on your screen here. And if you take a look, well, if you take a look at the first three listed: They're mindful self-compassion, loving-kindness meditation, and the cognitively-based compassion training with particular attention to an adaptation called compassion meditation, which we'll talk about a little later. 


These are the three that have been studied among the veteran population. So today our focus will be on mindful self-compassion, and self-compassion in particular, and we're going to take a deep dive. And we'll start with, "What is self-compassion?" and so revisiting those three elements of self-compassion that Dr. Kristin Neff has explained. 


And she operationalized self-compassion as a type of self-to-self relating that represents a compassionate rather than an uncompassionate stance towards the self when faced with personal suffering. That's the key point. And so, self-compassion includes the three components; the first, mindful awareness, that one is suffering. 


And this is in contrast to over-identification. So self-compassion requires taking a balanced approach, a balanced approach to our negative emotion so that our feelings are neither suppressed nor exaggerated.


So it stems from the willingness to observe our negative thoughts and emotions with openness and clarity; non-judgmental receptive state of mind in which one can observe thoughts and feelings as they are without trying to suppress or deny them.


So our second component of self-compassion is acknowledging this shared sense of common humanity. And this is in contrast to isolation. So we've all been in that space in which frustration has come up because we're not getting things exactly as we wanted them to be. 


And this is often accompanied by an irrational, yet pervasive sense of isolation, as if I were the only person suffering, as if I am the only one who may make mistakes. And this can lead to feeling quite alone, right, this "I," these "I" statements. 


And the reality is, is that all humans suffer, that the very definition of being human means that one is mortal, vulnerable, imperfect. And so self-compassion recognizes that suffering and personal inadequacy is all part of the shared human experience.


And then finally, the last component is responding to oneself with kindness or goodwill in the face of suffering. This is in contrast to self-criticism or self-judgment. And this entails bringing a warm and understanding perspective to ourselves as we suffer, or fail, feel inadequate, make mistakes. 


This is in contrast to ignoring our pain, or perhaps berating ourselves with our inner self-critic. And self-compassionate people recognize that being imperfect is inevitable, that we're all going to have hiccups, and barriers in life. And so with this understanding, they tend to be more gentle with themselves when confronted with painful experiences or emotions. 


I just want to note, too, that more and more literature has been coming out in this component of compassion and self-compassion in particular by Kristin Neff. That there's this warm and understanding art of self-compassion, and then there's also this fierce self-compassion. And this, too, can be an act of care for the self. 


And fierce compassion holds a little bit more of, like, a no power. So perhaps, like, someone is overstepping our boundaries, and we can compassionately tell them, "No." This is also the example often given as a firefighter rushing into a burning building. 


That's fierce compassion in order to be there for somebody else. So I just want to note that that is also part of our compassionate stance, and that this fierce compassion can, actually, go a long way with our veteran population. 


And we can talk a little bit more about that as we go along. And so I wanted to just take a moment to identify that mindfulness and self-compassion are overlapping yet distinct constructs. And the idea is that each characterize how people, how people, relate to their emotional distress.


So mindfulness allows us to be aware of our current state, and the self-compassion brings the self-soothing qualities. So the overarching philosophy is that individuals need mindfulness to be compassionate. 


That is, one has to be aware that one is suffering while one is suffering, otherwise there cannot be a compassionate response. So mindfulness can be viewed as the first step in learning to be more compassionate or self-compassionate. And then compassion comes next in the emotional attitude of mindfulness.


So as, when we think about mindfulness training, we think about mindfulness training orienting the practitioner to moment to moment experience. Whereas self-compassion training focuses on the experiencer. Okay, so that's the main difference between the two; and also, how they complement one another. 


I wanted to take a moment, some of you may be very familiar with this exercise. This is the self-compassion break, and it's an informal exercise that we use in mindful self-compassion. 


And the reason I like to share this one is that it does, very nicely, break down each component of self-compassion so that it's a, kind of, on-the-go exercise that folks can use as they're learning self-compassion, or if they're well-versed in self-compassion. 


And it doesn't require a, kind of, formal sitting meditation. And so very briefly, we instruct our group members or our participants to think of a situation or life that is difficult, and that's causing them some discomfort, some stress. 


Very important to remind folks that as they select a situation or an event that is causing them some stress, we don't want this event to be the most overwhelming thing they have going on right now. We want it to be a fairly mild source of stress, especially when we're first learning, so that they can master the skill before going onto the big leagues, so to speak.


So they call the situation to mind. And we ask them to embody it a little bit, to be able to feel the emotion, and feel the stress in their body. And we ask them to repeat some phrases to themselves as they're sitting in this difficult moment. 


The first thing, this is a moment of suffering. This is a moment of suffering, that's the mindfulness. It could also be something like, "Oh, ouch, this hurts," or just simply labeling, "This is stress."


A second step, saying, "Suffering is a part of life." That's common humanity. It might look something like, "Other people feel this way. I'm not alone. We all struggle in our lives," something like that. And then finally, may I be kind to myself? 


We often ask folks, folks to think of a phrase that they need to hear in this moment, in this moment of stress. What do I need to hear right now to express kindness? So we might give them some examples like, "May I give myself the compassion that I need? May I learn to accept myself as I am? May I forgive myself; may I be strong?" et cetera. 


And so we give them this practice pretty early on because this can be used at any time, day or night, and allows the practice of the three components of self-compassion. 


So, you may be wondering why self-compassion for veterans? I think a couple of things, but all of our hypotheses that we're working through in the research right now. But what may be particularly appealing about the cultivation of self-compassion among our veterans is its wide range of impact on multiple symptoms.


So we know that veterans have poorer health status, more medical conditions, higher levels of pain, increasing levels of mental health diagnoses, particularly with the current conflicts in Iraq and Afghanistan. And we know that comorbidity is the rule rather than the exception with 63% of those presenting a substance use problems, also receiving PTSD diagnosis. So it's complicated. 


When we think about the three components of self-compassion and break them down into how they might help in the alleviation of suffering among our veterans, we can think about mindfulness as associated with reduced experiential avoidance.


Right, and that folks with higher levels of self-compassion are associated with a greater willingness to turn towards painful emotions, and a lesser need to avoid painful experiences. So this could be particularly relevant for veterans who rely on substances to avoid or alter negative affect in their psychiatric symptoms.


We also see that self-compassion may support healing by fostering self-kindness versus self-judgment, kind of, wrapping themselves in this unconditional acceptance, and support when they're suffering. And in doing so, we'll decrease that self-condemnation, or self-judgment, the inner self-critic that might come up. 


And this inner self-critic we see so frequently in our, in our sessions among our veterans, that can really lead to an exacerbation of shame, right, and getting in the way of the, of the healing.


And then finally we have the element of common humanity. And we think the common humanity could also be in a healing balm, if you will, to guilt and shame among our veterans by increasing the social connectedness. So it's, sort of, like common humanity provides an antidote to those hiding in shame and guilt, which can lead to isolation from others, which as we know, is prevalent in PTSD in particular. 


And so by fostering this sense of common humanity, group members are reminded of a shared nature of suffering among all beings rather than feeling desperately alone in their own suffering. So in terms of self-compassion and PTSD, we think that self-compassion may be an important protective factor for PTSD. 


There has been some literature to suggest that individuals who _____ [00:28:52] find self-compassion are less likely to feel threatened by, and therefore to avoid painful thoughts, and emotion. And this can help with the natural process of exposure in the subsequent healing.


We've also seen research examining the mental health functioning of combat veterans returning from Iraq and Afghanistan; and found that those higher self-compassion had better functioning in daily life and fewer symptoms of PTSD.


In another study, lower levels of self-compassion were a stronger predictor of developing PTSD symptoms than experiencing high levels of combat exposure. And so self-compassion – in this study, self-compassion was negatively associated with baseline PTSD symptoms, and predicted at 12 months PTSD symptom severity after accounting for combat exposure and baseline PTSD severity.


And then finally, self-compassion practice may activate this innate soothing and self-regulating functions that we humans can tap into. And this can help balance the overactive threat system that we often see in posttraumatic stress.


When we think about self-compassion and substance use, there's a little bit of literature highlighting the function of how it could be helpful. Notably, research indicates that lower levels of self-compassion are found among those with alcohol use disorders versus the general population. 


Low self-compassion is correlated with emotional dysregulation, which is considered a risk factor for developing substance use. Recently, Phelps and colleagues conducted a pilot study of a non-clinical population and found that individuals who identified as high risk for substance use disorders had lower levels of self-compassion.


And similarly, research has suggested that cultivation and _____ [00:31:18] of positive moral emotion may improve spiritual, social, and psychological functioning by promoting tolerance, and adaptive responses to negative emotional states, which could be very helpful for our substance using population.


And finally, just taking a note on how self-compassion may be helpful for guilt and shame. There has been some preliminary research evaluating this relationship. The first study examined a cross-sectional data from 159 participants. 


And this identified that both mindfulness and self-compassion were negatively associated with shame. And that self-compassion fully mediated the relationship between mindfulness and shame.


In another study, we found that self-compassion serves as a buffer to negative emotions while simultaneously facilitating taking responsibility for personal failures. So self-compassion may be ideally suited for work with trauma-related guilt and shame, and that it doesn't require acquittal from personal culpability in order to provide these benefits.


And then finally, here by a study by Held and Owens in 2015 examined some pilot data to look at the effects of a four-week self-administered self-compassion group training on trauma-related guilt. And they compared this four-week self-administered workbook to a stress inoculation control group.


And so both, participants in both interventions reported increased levels of self-compassion and equal reductions in trauma-related guilt. So even just a self-administered workbook was really able to help veterans start to heal some of the trauma-related guilt that they might be holding onto.


And so shifting a little bit here to the current state of our literature for veterans and compassion-based interventions, we have a handful of studies, very recent, actually, that has directly examined self-compassion interventions with veterans. And preliminary findings do suggest that self-compassion is a modifiable and teachable skill among veteran samples.


So our first study that I wanted to share with you guys today was from 2013. And Dr. David Kearney and his colleagues undertook an open pilot trial of loving-kindness meditation for veterans with PTSD. And loving-kindness meditation is a practice designed to enhance feelings of kindness and compassion. You'll note that the attendance was high with 74% attending nine to 12 classes.


And self-compassion increased with large effect sizes. Mindfulness increased with medium to large effect sizes. A large effect size was found for PTSD symptoms at the three-month follow-up. And a medium effect size was found for depression at the three-month follow-up.


And so there was evidence of mediation of reductions in PTSD symptoms and depression by enhanced self-compassion. 


We also have a pilot RCT of compassion meditation. This is, this study was conducted by Dr. Lang and her colleagues, and examined compassion meditation. Again, this is an adaptation of the Cognitively-Based Compassion Training program. 


And compassion meditation consists of exercises to stabilize attention, develop present moment awareness, and foster compassion. And they compared this program to veteran dot com, or VC, which consists more of psychoeducation about PTSD, rationale for relaxation, and relaxation training, and sleep hygiene. 


Both programs consisted of ten weekly 90-minute group sessions with between session practice. And a total of 28 veterans attended at least one session of each of the group intervention. So our repeated measure analysis of variance revealed a more substantive reduction in PTSD symptoms in the CM conditions than in the VC condition. 


And of note, credibility, attendance, and satisfaction were similar across both conditions demonstrating the feasibility of compassion meditation for veterans and the appropriateness of VC as a comparison condition.


And then finally, most recently, hot off the press as they say, we have Dr. Greg Serpa in Los Angeles VA, as many of you know. And his colleagues recently came out with a pilot study designed to assess the acceptability of mindful self-compassion with veterans.


And in this study participants met for eight weekly two-hour sessions, with one four-hour retreat between sessions five and six, and daily practice assignments. This study found engagement with MSC was very high, it began with a 74% completion rate, and 96% of treatment completers rated their participation in this intervention as positive.


Completers demonstrated small to medium effect sizes for increases in self-compassion, happiness, and social goal satisfaction; and decreases in depression, anxiety, fatigue, and pain interference. I just want to note here because it will come up again in a few slides, Dr. Serpa and his colleagues did find that MBSR graduates, so Mindfulness-Based Stress Reduction graduates had significantly higher levels of engagement with MSCs compared with non-MBSR graduates as measured by average session attendance.


They also had significantly higher baseline levels of self-compassion than participants with no prior MBSR exposure. So this is a bit notable and I'll talk about this a little bit more as we talk about our study.


Okay so all of that is leading up to how we found ourselves wanting to conduct a pilot feasibility study of mindful self-compassion for veterans with PTSD and moral injury. And so, I want to share a little bit, that when Rani and I discussed having this talk and presenting on our study, we would have been completed with our data collection. 


And so of course, as everybody is aware, COVID happened. And we were delayed for a bit. And so we are still ongoing for our study. And so I don't have a complete dataset to share with all of you today.


But it was an interesting journey, and we did make some changes, and have learned so many lessons as we've gone through, not only just applying MSC to our veteran population with PTSD and substance use. But also in this time of COVID, because we actually changed our last cohort, our last group to a telehealth modality. 


So we have collected both in-person and are in the midst of running our mindful self-compassion group via telehealth. So some, some fun challenges, and barriers, and lessons learned along the way.


I'm aware of our time and want to make sure we get through everything. And so just very briefly, the population we're looking at, co-occurring PTSD, and SUD, as VA clinicians, we're well-aware. It's very common among our veterans, particularly following combat exposure, veterans with co-occurring PTSD and substance use experience more symptomatology, increased risk for suicidality, poorer response to existing treatments than veterans with either disorder alone. And we also know that services researchers have tracked higher residential, inpatient, and other treatment utilization.


In terms of the moral injury piece, combat veterans often report perpetrating, failing to prevent, or witnessing acts that violate the values they live in their civilian lives. So, combat soldiers may face many moral and ethical challenges such as violating their own deeply held moral beliefs, witnessing the unethical behaviors of others, questioning the justness of their country's involvement in the war. And in addition, soldiers often witnessed intense human suffering and cruelty, thereby shaking many core beliefs about humanity.


So our study aimed to recruit 35 veterans from our VA mental health clinics and deliver mindful self-compassion as an add-on intervention to treatment as usual. Participants are currently in an eight-week MSC intervention. 


And assessments were conducted at baseline post treatment and one-month follow-up, and our aims were to test the _____ [00:42:13] acceptability and feasibility of MSC among this population; to provide preliminary evidence of the effects of MSC; and to refine study procedures, making adaptations to MSC as applied to veterans.


Briefly, our inclusion criteria included moral injury, a current substance use diagnosis within the last year, current PTSD diagnosis as diagnosed by the CAPS in the last 30 days, and not currently receiving trauma-focused treatment.


Exclusion criteria included symptoms of psychosis, hospitalization, or suicide attempt in the last month, or an unstable medical illness. So we were pretty broad in our criteria of people who could be included.


The intervention mindful self-compassion was developed by Drs. Kristin Neff and Chris Germer, an eight-week program meeting one time per week, two and a half hours long per session with a four-hour retreat. So this already is quite different than what our veterans are used to receiving in terms of interventions at the VA.


MSC includes patient education, and formal, and informal self-compassion practices with the goal of promoting greater clarity, and balanced perspectives about one's own suffering. So again, we're bringing the combination of mindfulness to recognize when one is suffering, and then applying the self-soothing qualities of self-compassion.


It's a snapshot of the curriculum of mindful self-compassion. You can see that as the sessions develop, it becomes more advanced in the level of skill in terms of applying self-compassion with meeting difficult emotions, or challenging relationships. In particular, the session sticks with me in difficult emotions. 


It does particularly focus on shame and guilt. Again, we are still in the midst of our data collection. But I did want to point out, briefly, that for cohorts one through three; and you can see that I have split them a little bit. And it gets a little confusing at the bottom here, but we had a pre-COVID sample, which was cohorts one and two, group one and two. 


As we were conducting group three, COVID hit, and we had to disband that group after session six, which was really unfortunate for our veterans. We did support them in every way possible via telephone and DBC sessions, if needed. But those, they were disbanding and were unable to complete. 


And then once we were approved for our six months no-cost extension in addition to the telehealth modality, we are currently running our fourth and final cohort with an NS-12. [PH] We'll be collecting data for them over the next few months. And so I'll have you guys take a look at the participants' demographics on your own the couple of things to point out. 


And of course, if you have any questions, I'll put my contact information as well. But just briefly, the age was 48 years old, all were Caucasian and male, and 57% were married or living as married.


And for baseline demographics, the self-compassion scale is the scale most widely used to measure self-compassion. And our folks were, on average, at a 2.28. And just as a guide, this is indicative of very low self-compassion, which perhaps isn't surprising to many of you. Average self-compassion scale scores are around a three in the, in their average population.


You can see that with a PCL score 53.4, we're indicating severe level of PTSD with the cutoff being 31 to 33. And then in addition, 19 of the 35 were diagnosed with an alcohol use disorder; 17 of the 35 with a substance use disorder.


So how did we adapt to the interventions? In consulting with both Drs. Chris Germer, one of the co-founders of the intervention, in addition to Dr. Greg Serpa, who has been implementing mindful self-compassion among our veterans, in a clinical setting, we elected to shorten the session from 2.5 hours to two hours. 


And we also shortened the retreat between sessions five and six to two hours, again, originally four hours. But we eliminated the retreat session for our telehealth modality. We couldn't quite wrap our heads around how to do that and in such short notice.


We do identify differences between military and the MSC group culture. We spend a fair amount of time acknowledging that what we were asking them to do is very different than what the government has asked them to do.


We're quite explicit when discussing the distinction between group content versus what they have been taught or instructed in the military. So for example, in group we asked them to notice how they feel, to take a moment to create space for yourself. This is obviously in stark contrast to the military culture of suck it up and soldier on.


And so we discussed the difference in our missions. The military mission to survive, and the mission now, to live with the greater peace and ease. Yeah. We also revised the language to be more approachable to veterans. This included some adaptations for the exercises. 


And one brief example is the loving-kindness for a loved one is an exercise which, in the original MSC protocol, you imagine your life as a child. And veterans who enter the military often comes from unstructured home life that isn't particularly nurturing or supportive. And focusing on their childhood could bring up some difficult emotions rather than feelings of kindness or support.


And so we elected to actually have them think of a person in the military, a service member. To think of a person who is deployed to service our country, who is away from their home, and family. Who's going to places where there is unpredictability, and where their days are difficult. And this creates a feel-good moment for the group in being able to access that loving-kindness vibe that we're asking them to access. 


Those are just a few examples of how we've adapted the intervention. And of course, we anticipate having more as after data collection and veteran feedback.


I do think it's important to just briefly note a few things that veteran have noted along the way as we've been collecting and running these groups. I'll let you read these on your own, but I do want to just read this last one. 


The first two are very positive, but this last one, I think, is really pertinent and for us to keep in mind, which is after his individual provider described and offered this study as a resource for veteran, he replied, "It sounds like a bunch of people feeling sorry for themselves, you know, like something for the Air Force." 


And so its language is really important. And how we want to make this more approachable for our veterans, I think, we have some work to do. And it may just not be for everybody. And so who is this intervention best for?


And so in terms of lessons learned, we had quite a few. I think, overall, taking a look that we're losing a large percentage of our folks, about a quarter of our folks that the complete baseline to the first session of MSC. This, we've been brainstorming, this could be from the intensity of the trauma assessment and the CAPS. Perhaps the motivational interviewing session would be important to, kind of, cultivate motivation to attend. 


We also recognize that we need to recruit quite a much larger number than maybe some of our other groups so that dropout won't impact the common humanity aspect of self-compassion. We've had some small group sizes. And my fear is that we're not cultivating the shared common humanity as much as we could in our larger groups.


I will say that we've learned that recruitment through social media has been wonderful. So when we switched to telehealth modality, of course, veterans aren't in the waiting room seeing our fliers, or having their clinicians hand them brochures quite regularly. 


So we switched up our recruitment efforts, and used My HealtheVet, the VA Twitter account, and the VA Facebook account. And we got many, many more referrals. So this could be really useful in studies moving forward.


And then finally, we did encounter some challenges just logistically at the VA with face difficulties, confusion about mindful self-compassion. And what is it and what is it for? 


So a little bit of provider education, I think, would be helpful. And then, of course, we had some hiring delays. We hired two stellar or mindful self-compassion certified teachers to run our groups. And it just took some doing to get them on board as everyone is aware. So we had a little bit of a backup there.


So I want to just share some mindful self-compassion resources with you all if you're interested in learning further. Of course, I'm open, and welcome you outreaching me with any questions, or thoughts you might have.


And we do want to take a moment to thank my collaborators on the project, as well as all the veterans that have participated thus far, taking the break to join something that they've never joined or heard of before.


And finally, just leave you with the quote from the Dalai Lama, "Love and compassion are necessities, not luxuries. And without them, humanity cannot survive." So thank you very much.

Rani Elwy:
Erica, that was fantastic. And I just – it's Rani Elwy. I just feel calm, having listened to _____ [00:54:26]. I specifically appreciate your soft-landing beginning to this. So thank you very much for centering us all in what you were talking about. I'm just gonna – 

Erica Eaton:
I know _____ [00:54:38].

Rani Elwy:
– Ask Alison to give a couple minutes of reflection. And for people who – we can go about five minutes over and if people can't stay, I suggest – because we have about five questions for you, Erica, but maybe people can just e-mail them to you, if they can't stay on to hear your answer, but.

Erica Eaton:
Absolutely. 

Rani Elwy:
I'm now just going to turn it over to Alison Whitehead for her reflections. Thanks, Alison.

Alison Whitehead:
Thanks, thanks. Yeah, thanks, Rani, and I'll try to be real brief to give more time for the questions. I saw some good ones come into the Q&A box, so.  


Well, first of all, thank you so much, Dr. Eaton. What a great presentation. I feel, Rani, I feel like that was a great one to have for our two-year CIH Cyberseminar anniversary. Although, of course, all of the presentations have been great. 


I thought it was a great presentation. I agree, and love the soft landing, and the centering, and really look forward to seeing the full results when they're complete. And I think, especially as we're really pushing for increased delivery of Whole Health services via telehealth, I would be super interested to see the results for your pivot to telehealth. 


And I just, I guess my reflection is mostly how different might our world be today, if everyone practiced mindful self-compassion? I know, it's something that I am always working on. And just tying this back to Whole Health and the work that we're doing in VA, the transition to a Whole Health system, mindful awareness is really at the heart of Whole Health.


Helping us live our lives more fully with all of its joys, and challenges, and helping to improve our quality of life, helping to, ourself to experience all the moments of our life, the ups and downs. And helping us to see things as they are and observe, but not judge our experiences. 


And something that I really loved also about the presentation was just that focus on mindful self-compassion around the shared human experience, and that community, and connection. And I think that's something we're always trying to improve upon within our Whole Health system. 


And I think, especially right now, when there's a whole added layer of isolation across the globe with COVID. But thanks, again, very much, and I really look forward to hearing your responses to the questions that are coming in.

Rani Elwy:
Thank you, Alison, for that. So Erica, I'm just going to start with some questions. Are you able to stay on for a few more minutes? Or do you need to have a hard stop at 1:00 p.m.? 

Erica Eaton:
Nope, I'm available. 

Rani Elwy:
Okay. Alright, great. So the first question that came in, it says, "Thank you for the overview today. Please comment on the elements of mindfulness versus over identification in terms of the element of self-compassion. Is this, like, the observer self stance of ACT, Acceptance and Commitment Therapy, and serving veteran, or staff practitioners with healthy boundaries?"

Erica Eaton:
Okay, yeah.

Rani Elwy:
Does that make sense to you?

Erica Eaton:
Yeah, I think so, so a great question. So taking a look at the mindfulness's, mindfulness versus over-identification, and yes, I think it's very similar to the observer self stance of ACT. So really taking a non-judgmental view of any difficult emotions or experiences that are arising, and allowing the patient, or the group member to elect to observe these freely without any harsh, harsh self-judgments. I got tongue-tied. 


And so as we know, mindfulness is a huge component of ACT, and goes along very nicely with mindful self-compassion in that way. And then in terms of serving veterans, or the practitioner with healthy boundaries, I'm not exactly sure. But I think I might have an idea of what you mean in terms of mindfulness allowing a non-judgmental stance on both the practitioners' side of the coin, and the veterans', and allowing for that space to be open, and shared between us. 


I know that's certainly a mindful awareness of my own emotions, and of what's happening in the room is particularly helpful in navigating some stormy waters with patients. And allowing me to, kind of, get out of the way for them to continue to have their healing journey. 


So I'm not sure if that quite answered but if they didn't, Michael, let me know, and we can follow-up on offline.

Rani Elwy:
Great, thank you, Erica, for that response. So the next question is, "How is or how could positive self-compassion be promoted in the training of soldiers to prevent PTSD in the first place?"

Erica Eaton:
Such a great question, I've thought about this many times. And I think we actually don't know for sure. We don't have any research examining this. So this is a hot commodity that could be coming out. But we do know that it can, as I mentioned, protect our veterans from developing further symptoms of PTSD. 


And so how can we combine this resource of self-compassion, and taking care of oneself, and still have that survival mechanism kick in for our soldiers to keep them safe? Yeah, it's a really wonderful question that, I think, future research would do well to take a look at, for sure.

Rani Elwy:
And a question came in about, maybe the different levels of receptivity to mindful self-compassion by race. This person notes that your pilot participants are white and they, this person started wondering about race, and gender interactions with self-compassion. Do you have any information on that? 

Erica Eaton:
Yeah, I think, a really great question, diversity is particularly lacking in terms of mindfulness research and self-compassion, although it's getting better. But primarily, we had middle-aged Caucasian women signing up for these mindfulness-based interventions. And so the majority of our research lies there. 


That being said, there was a recent study examining a meta-analysis of the mindfulness research, examining just, like, diverse populations. And it does look like it's very well-received across age, gender, racial status, sexuality. And if I can, maybe we could pass that out along to the e-mail listserv afterwards. 


Because it was a really great study, taking a look at all of that. So we have a long way to go, but it is looking like we can at least modify it to different cultures, including veterans who are primarily male, which is the primarily female component, or primarily female attended intervention at first. 


And how can we switch this language to make it more approachable, or acceptable, all that, kind of, good stuff? So a great question.

Rani Elwy:
I'm gonna – there are a couple comments, _____ [01:02:08] I'm going save to just the last minute. But the, another question is, during COVID, as you've mentioned, there, you had its challenges. All veterans are further isolating themselves. 

Erica Eaton:
Yeah, okay.

Rani Elwy:
What changes are you seeing that may indicate a change in treatments that covers all veterans? I'm not sure what that exactly means. But I guess, are you seeing anything in terms of just how, I guess, your treatments are being delivered generally? And how might this relate to the mindful self-compassion approach? 

Erica Eaton:
Yeah.

Rani Elwy:
What is –? What is your clinical _____ [01:02:44] for you, like, right now? 

Erica Eaton:
Yeah, I think we are certainly noticing an increase in isolation for all of us clinicians included, and being away from our colleagues, and doing this difficult work from home in some circumstances. But also having the veterans, many of whom may live by themselves, not have supportive family, or technology resources to be able to reach their clinicians, it has certainly caused a whole source of barriers. 


But also at the same time, I think, because of this experience, and the shared experience of common humanity that we all have, everyone is impacted in some way, shape, or form with this pandemic. I do feel in many ways closer to my patients despite being in a telehealth modality. Really, being able to go through this together and, and empathize with each other. 


And I think the common humanity aspect of self-compassion is something I'm using regularly, not only for my sessions, but for myself to remind myself that we're all part of this larger system. And it's not just me and my computer screen all day every day.

Rani Elwy:
Yeah, I so agree. I was actually thinking that I was in the category of the 22% of people who have a very irregular mindfulness practice. And I was thinking, "I need to bring this more into my life during, especially during this telework situation."

Erica Eaton:
Yes.

Rani Elwy:
Just two – 

 Erica Eaton:
Yes. 

Rani Elwy:
– Quick comments that might just be useful for you in your work. Somebody says, "It is doable to do a retreat on video conference." This person has been to a few; and surprisingly, it can still be a space of rest and connection. 


So maybe when there's more time to plan such a thing, because I get that you didn't have any time at all, it might be nice to – 

Erica Eaton:
Yeah.

Rani Elwy:
– Explore what that could look like. I could see that being a really interesting sub-study of your work. And then another – 

Erica Eaton:
Absolutely.

Rani Elwy:
– And another comment was that this person is happy to hear and know that others are experiencing drop off of participation between the intro session, and then the rest of the class series. So this person says that they've had similar attendance issues in their Whole Health Veteran program. So that is – 

Erica Eaton:
Interesting.

Rani Elwy:
– Definitely a, it sounds like it's both a clinical problem, and also a research problem, too. And – ?

Erica Eaton:
Yeah.

Rani Elwy:
– We all struggle with that, right? I mean, that's not. It's something that we've all had pre and during COVID, for sure.

Erica Eaton:
Yes, yes, certainly.

Rani Elwy:
So, we are at 1:06. So I think we should stop so that people can get to the next things that they have to do today. Thank you, again, Erica, for presenting, and for Alison for being on, and all of our great CIDER staff for helping us with the Cyberseminar series. 


We will be back in the new year. I can't believe I'm saying that, 2021. January 21st is our session from 12:00 to 1:00 p.m. Eastern _____ [01:05:56]. If you have any further questions that didn't get answered, you can e-mail Erica dot Eaton at VA dot gov. Thank you, everyone.

Maria:
Thank you, everyone – 

Erica Eaton:
Thank you, all.

Maria:
– For taking time to prepare and present today. When I close the meeting, you will be prompted with a survey form. Please take a few minutes to fill that out. We really do count and appreciate your feedback. Have a great day, and a great holiday. We'll see you in January.

[END OF TAPE] 
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