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Acceptance and Commitment Therapy Intervention for 
Cardiometabolic Conditions in Rural Veterans 
Background 
Cardiovascular disease (CVD) is the leading cause of death in the United States.1 Veterans are at 
increased risk of CVD compared to non-Veterans.2 For rural-dwelling Veterans, this risk may be 
heightened, as rural-dwelling individuals are more likely to engage in behaviors that increase risk for 
CVD, such as smoking and/or physical inactivity3 and experience more adverse CVD outcomes.4 These 
increased risks are noteworthy, as 30% of Veterans reside in rural areas.5 It is imperative to examine 
interventions that target rural-dwelling Veterans. For those experiencing CVD, cardiac rehabilitation is a 
class-I recommendation from the American Heart Association and the American College of Cardiology 
Foundation;6 however, uptake has remained low.6  

The Department of Veterans Affairs (VA) Veterans Health Administration (VHA) Home-Based Cardiac 
Rehabilitation (HBCR) program attempts to improve uptake and overcome barriers to care by utilizing 
secure telehealth sessions.7 HBCR has demonstrated reductions in 12-month all-cause morbidity (illness) 
and mortality (death), improved blood pressure and cholesterol, and healthy lifestyle increases.8 The 
longer-term outcomes of HBCR are less clear. Health behavior change research suggests that making 
changes in the near-term is possible with intervention, but maintaining these changes in the long-term is 
more difficult. Acceptance and Commitment Therapy (ACT) is a behavioral intervention that has 
demonstrated empirical support for reducing depression and anxiety and facilitating health behavior 
change,9 making it a particularly appropriate fit for Veterans with CVD. 

Goals and Objectives 
The VHA Office of Rural Health (ORH) Veterans Rural Health Resource Center-Iowa City project, 
Acceptance and Commitment Therapy Intervention for Cardiometabolic Conditions in Rural Veterans, is 
examining the feasibility and acceptability of an ACT intervention for Veterans who have completed 
HBCR. The intervention was developed following qualitative interviews with rural-dwelling Veterans with 
the goal of tailoring the intervention to their experiences and needs. The goals of the project are to: 

1. Recruit and retain HBCR completers to take part in the intervention and assessments. 

2. Conduct post-intervention qualitative interviews and follow-up surveys with enrolled Veterans to 
improve the intervention and identify unmet needs. 

3. Utilize the findings of the pilot trial to determine if an efficacy trial is warranted. 
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Methodology 
Our team is recruiting Veterans who have completed VA 
HBCR. The ACT intervention was informed by our FY 2024 
qualitative interviews, which were instrumental in tailoring 
the intervention for rural-dwelling Veterans. We over-
recruited Veterans who identify as racial and ethnic 
minorities to ensure their perspectives were represented. 
Results of the interviews indicated that Veterans (22 total) 
desired individualized interventions that were tailored to 
their priorities. We developed the intervention accordingly, 
ensuring that the intervention could be adapted at every 
stage. We utilized an empirically based intervention, ACT, 
as our guiding framework, as this approach has been 
effective in treating depression, anxiety, chronic pain, and 
health behavior change.9 The goal of the 8-session 
telehealth intervention is to promote values-guided action, 
flexible behavior, and mindful awareness. We anticipate 
that these goals may be reflected in outcomes of reduced 
depression and anxiety symptoms, health-promoting 
behavior changes, and increased exercise capacity.  

Veterans are screened for eligibility and interest in the ACT 
intervention focused on maintaining and building upon 
behavioral changes and reducing depressive and anxiety 
symptoms. Eligibility is determined by experiencing 1 or 
more of the following: 1) elevated depressive symptom 
severity, 2) elevated anxiety symptom severity, 3) desired 
health behavior change(s), or 4) concern about maintaining 
health behavior change(s). Interested and eligible Veterans 
complete the baseline survey, which asks about mood, coping styles, tobacco use, physical health, eating 
habits, and demographic characteristics, as well as a virtual physical ability assessment that includes a 
30-second sit-to-stand test and two-minute step test while wearing their blood pressure cuff. A 
technology test call is conducted to introduce the telehealth platform and promote comfort with the 
intervention modality. Once completed, the Veteran begins the intervention sessions. After completion 
of the sessions (up to 8 sessions, though session number is collaboratively determined), Veterans 
complete a 60-minute qualitative interview about the program strengths and areas for improvement. 
Veterans complete a post-intervention and 3-month follow-up survey and physical ability assessment. 
Quantitative analyses will determine recruitment, enrollment, and adherence rates, as well as pre-
intervention to post-intervention change. Qualitative analyses will identify themes across Veteran 
experiences in the intervention and areas for revision.  

C.A.R.E. Pilot Flowchart 
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Impact on Rural Veteran Health  
The C.A.R.E. Pilot aims to improve the health of Veterans and assist Veterans with CVD in continuing to 
change health behaviors. We are first recruiting rural-dwelling Veterans who have completed HBCR and 
then will recruit non-rural-dwelling Veterans. Additionally, we are working closely with the HBCR team 
to ensure continuity of care by sharing health behavior change goals during the intervention.  

• We are prioritizing rural-dwelling Veterans in our 
recruitment efforts so that all interested rural-
dwelling Veterans have priority enrollment.  

• We are targeting modifiable risk factors for poor 
CVD outcomes (e.g., tobacco use, physical 
inactivity, poor diet, and depressive and anxiety 
symptoms).  

• We are coordinating with site coordinators of 
HBCR programs to prioritize continuity of care 
for Veterans.  

Key Takeaways 
As of April 2025, recruitment letters were mailed to 184 
potentially eligible Veterans. After completing follow-up 
calls to determine interest, 15 eligible Veterans were 
screened and 14 Veterans agreed to participate. Of those that agreed to participate, 10 have enrolled 
and completed the baseline survey. Average depressive symptom severity score was 6.80, indicative of 
mild depression. Average anxiety symptom severity score is 4.50, which is indicative of minimal anxiety. 
Of the enrolled Veterans, 4 Veterans have started the intervention, and 2 Veterans have completed the 
intervention and the post-intervention qualitative interview, both of whom expressed gratitude for the 
additional time to focus on their wellness goals. We will continue to follow up with enrolled Veterans 
over the coming year. We will iteratively revise the intervention based upon Veteran and interventionist 
feedback throughout the program. 

• Eligible Veterans are experiencing minimal to mild depressive and anxiety symptoms, and 
enrolled Veterans have identified behavioral changes that the intervention will target. 

• The telehealth format of intervention is intended to increase accessibility for Veterans. 

• As we collect post-intervention and follow-up data, we will be able to determine whether 
behavioral changes were made throughout the intervention, as well as identify areas for 
improvement and revision within the intervention.  

The three core therapeutic 
processes addressed in ACT to 

facilitate flexibility. 
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