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Webinar Detalls

= Live closed captioning is available through Federal Relay
Conference Captioning (see the “Closed Captioning” box)

= Webinar audio is not provided through Adobe Connect or
Defense Connect Online

— Dial: CONUS 888-877-0398; International 210-234-5878
- Use participant pass code: 3938468
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Resources Available for Download

Today’s presentation and resources are available for download in
the “Files” box on the screen, or visit www.dcoe.mil/webinars
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Today’s webinar:

State of the Science: Clinical, Metabolic and Pathologic
Effects of Multiple Concussions

January 16, 2014, 1-2:30 p.m. (EST)

Moderator: Donald Marion, M.D., M.Sc.
Files for Download z Clinical Affairs Senior Advisor
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Continuing Education Detalls

= DCoE'’s awarding of continuing education (CE) credit is limited
In scope to health care providers who actively provide
psychological health and traumatic brain injury care to active-
duty U.S. service members, reservists, National Guardsmen,
military veterans and/or their families.

= The authority for training of contractors is at the discretion of the

chief contracting official.
= Currently, only those contractors with scope of work or with
commensurate contract language are permitted in this training.

= All who registered prior to the deadline on Thursday, August 28,
2014, at 3 p.m. (ET) and meet eligibility requirements stated
above, are eligible to receive a certificate of attendance or CE
credit.
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http://dcoe.health.mil/Libraries/Documents/DCoE_Accreditation_CEU.pdf

Continuing Education Details (continued)

= |f you pre-registered for this webinar and want to obtain
CE certificate or a certificate of attendance, you must
complete the online CE evaluation and post-test.

= After the webinar, please visit
http://continuingeducation.dcri.duke.edu/ to complete the
online CE evaluation and post-test and download your CE
certificate/certificate of attendance.

» The Duke Medicine website online CE evaluation and
post-test will be open through Thursday, September 4,
2014 until 11:59 p.m. (ET).
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Continuing Education Details (continued)

= Credit Designation — The Duke University School of Medicine designates this
live webinar for:

1.5 AMA PRA Category 1 Credit(s)

= Additional Credit Designation includes:

1.5 ANCC nursing contact hours
0.15 IACET continuing education credit

1.5 NBCC contact hours credit commensurate to the length
of the program

1.5 contact hours from the North Carolina Psychology
Board

1.5 NASW contact hours commensurate to the length of the
program for those who attend 100% of the program
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Continuing Education Details (continued)

= ACCME Accredited Provider Statement — The Duke University School of Medicine is accredited by the
Accreditation Council for Continuing Medical Education (ACCME) to provide continuing medical education for
physicians.

= ANCC Accredited Provider Statement — Duke University Health System Department of Clinical Education &
Professional Development is accredited as a provider of continuing nursing education by the American Nurses
Credentialing Center’s (ANCC’s) Commission on Accreditation. 1.50 ANCC nursing contact hours are provided
for participation in this educational activity. In order to receive full contact-hour credit for this activity, you must
attend the entire activity, participate in individual or group activities such as exercises or pre/post-tests, and
complete the evaluation and verification of attendance forms at the conclusion of the activity.

= |ACET Authorized Provider Statement — Duke University Health System Clinical Education & Professional
Development is authorized by the International Association for Continuing Education and Training (IACET) to
offer 0.15 continuing education credit to participants who meet all criteria for successful completion of authorized
educational activities. Successful completion is defined as (but may not be limited to) 100% attendance, full
participation and satisfactory completion of all related activities, and completion and return of evaluation at
conclusion of the educational activity. Partial credit is not awarded.

Duke University Health System Clinical Education & Professional Development has been approved as an
Authorized Provider by the International Association for Continuing Education &Training (IACET), 1760 Old
Meadow Road, Suite 500, McLean, VA 22102. In obtaining this approval, Duke University Health System Clinical
Education & Professional Development has demonstrated that it complies with the ANSI/IACET 1-2007 Standard,
which is widely recognized as the standard of best practice in continuing education internationally. As a result of
Authorized Provider status, Duke University Health System Clinical Education & Professional Development is
authorized to offer IACET CEU's for its programs that qualify under the ANSI/IACET 1-2007 Standard.
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Continuing Education Details (continued)

= NBCC: Southern Regional Area Health Education Center (AHEC) is a National Board for Certified Counselors and
Affiliates, Inc.(NBCC)-Approved Continuing Education Provider (ACEP™) and a cosponsor of this event/program.
Southern Regional AHEC may award NBCC-approved clock hours for events or programs that meet NBCC
requirements. The ACEP maintains responsibility for the content of this event. Contact hours credit commensurate
to the length of the program will be awarded to participants who attend 100% of the program.

= Psychology: This activity complies with all of the Continuing Education Criteria identified through the North
Carolina Psychology Board's Continuing Education Requirements (21 NCAC 54.2104). Learners may take the
certificate to their respective State Boards to determine credit eligibility for contact hours.

= NASW: National Association of Social Workers (NASW), North Carolina Chapter: Southern Regional AHEC will
award contact hours commensurate to the length of the program to participants who attend 100% of the program.

AN ASW....

Nosond Amacietion of Sockl Werken

Approval Year
m 2014
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Questions and Chat

Throughout the webinar, you are welcome to submit technical or content-
related questions via the Q&A pod located on the screen. Please do not
submit technical or content-related questions via the chat pod.

The Q&A pod is monitored during the webinar, and questions will be
forwarded to our presenter for response during the guestion-and-answer
session of the webinar.

Participants may also chat amongst each other during the webinar using the
chat pod.

We will keep the chat function open 10 minutes after the conclusion of the
webinar.
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Webinar Overview

The webinar will address two major challenges relating to psychological treatment engagement in the military.
First, many with psychological health conditions do not access timely services. Second, most who access
services drop out of treatment before it is completed. Frontloading services in primary care can improve the first
challenge. A recent Institute of Medicine report noted the growing burden of posttraumatic stress disorder among
service members and veterans and recommended an integrated, coordinated treatment strategy and
measurement based care with feedback to clinicians to improve treatment engagement once patients access
care.

Webinar participants will review systems-level interventions that improve access and continuity of behavioral
health care. Delivering high quality services in primary care can improve treatment access. Once in treatment,
strategies such as motivational interviewing, behavioral activation and problem solving can increase continuity,
help patients manage symptoms and improve functioning, adherence, outcomes and risk management. The
addition of a care facilitator into staffing plans and workflows further strengthens continuity through improved
engagement.

During this webinar, participants will learn to:

= Define a population approach to behavioral health care in the Military Health System
» Differentiate patient level engagement strategies from system level strategies

» Foster total care team involvement in engaging patients in care

» Discuss examples and ways to improve treatment engagement

Il‘=r.|‘\* DEFENSE CENTERS OF EXCELLENCE
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Michael C. Freed, Ph.D., EMT-B

» The Associate Director of Research (by contract) in the DoD Deployment Health Clinical
Center, a component center of the Defense Centers of Excellence for Psychological
Health and Traumatic Brain Injury. Leads a multidisciplinary team of researchers,
clinicians, and administrators who work to improve the healthcare system for service
members and their family with psychological health needs through research and
knowledge translation activities. A licensed psychologist who holds appointments as a
Research Assistant Professor, in the Department of Psychiatry, and Scientist, in the
Center for the Study of Traumatic Stress, both at the Uniformed Services University of the
Health Sciences.

» Health services researcher, serving as principal or co-investigator on several research
studies, all designed to improve screening of and care for service members with PTSD
and depression. Most notably, the initiating Pl and director of Stepped Enhancement of
PTSD and Depression Services Using Primary Care (STEPS UP), a nearly complete 5-
year, $14.7 million MRMC-funded randomized effectiveness trial being conducted at 6 US
Army posts. Author of numerous peer-reviewed publications, book chapters, and
scholarly presentations.
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Charles C. Engel, M.D., M.P.H.

« Senior Health Scientist with the RAND Corporation in Washington DC.

* Research focuses on health system strategy for mitigation of chronic mental and physical
health effects of war, terrorist attacks, and natural or man-made disasters. Work interests
include mental health in primary care, persistent medically unexplained symptoms, post-
war syndromes, Gulf War syndrome, posttraumatic stress disorder, clinical trial research
methods, clinical practice guideline development, clinical program implementation and
evaluation, and environmental risk communication

» Prior to joining RAND in last October, retired as a Colonel after 31 years in the U.S. Army
Medical Corps and served as associate chair for research for the Department of
Psychiatry at the Uniformed Services University; founded and directed Deployment Health
Clinical Center for 17 years; founded and directed an Army Behavioral Health primary care
program for 7 years, overseeing implementation in 37 installations worldwide including
nearly 90 Military Health System primary care clinics.

« Served on the board of directors of the International Society for Traumatic Stress Studies.
Authored or coauthored more than 100 scholarly articles, including in the New England
Journal of Medicine, JAMA, and the American Journal of Psychiatry. Published more than
200 scholarly abstracts and delivered more than 200 invited presentations in 11 countries.
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Koby Ritter, R.N.

» Supports the Defense Health Clinical Center as the Central Care Facilitator in the STEPS
UP study providing telephonic and/or face to face centralized case management for active
duty soldiers diagnosed with depression and/or PTSD

» Previously the Nursing Care Facilitator for Tuttle Army Health Clinic. Participated in local,
national and international conferences and calls relative to program operations

« Contributed to STEPS UP and FIRST STEPS adaptations projects and was awarded a
Certificate of Appreciation for her contributions to the RESPECT-Mil program by the
DHCC director

« Has performed in the role of Behavioral Health Care Facilitator (BHCF) since 1997

* Assistant trainer for the Tri-Service BHCF course

Il‘==‘\\* DEFENSE CENTERS OF EXCELLENCE
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Disclosure

Theviews expressed are those of the authors and do not represe
the views of the Deployment Health Clinical Center, Defense
Centers of Excellence for Psychological Health and Traumatic B
Injury, Department of Defense, RAND Corporation or any other
agency either public or private.

The presenters have no relevant financial relationships
and do not intend to discuss thelaffel / investigative
(unapproved) use of commercial products/devices.
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Polling Question 1

Whenl think of patient engagement, | think of which patient group
most:

a) Patientcurrentlyseeinga behaviorahealth specialist who might
drop out of care early.

b) Patients whoreviously sava behavioral health specialist but wh
dropped out of care early.

c) Patients whaoever sava behavioral health specialist but who he
related needs for which they could benefit from services.

All of the above.

/g'%%}y*‘ DEFENSE CENTERS OF EXCELLENCE 16
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Objectives

* Defi ne oengagement o
effective behavioral health (BHe

* Describe patient and population engagement
objectives andtrategies

* Discuss role of the interdisciplinary team &
engagement

* [llustrate engagement through sawamples

and
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Engagement is a High Priority

Institute of Medicine (IOM) is concerned about those servi
members with needs but who are not in @areo14)

|IOM recommend3oDand VA develop an integrated and
coordinated management strategy for Rib&[o34

Presidential executive order to improve access to mental
health servicegoi2)

Measurement based care that provides feedback to

clinicians can improve patient engagemewmtoiaational
Research Action Pl2013)

PTSD and depression may make engagement more diffict

A Soci al Il sol ati on, avol dance, I rritabi
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Engagement
Population & Provider-Patient Perspectives

* Population engagememnécognizing those with needs and
attracting them to a form of assistance. This starts at the
population level.

* Provider engagememince recognized and involved in care,
keeping them involved long enough to obtain lasting benefit.
This is largely a care delivery issue.

* Patient engagemerhe degree of attachment and reciprocity
In the patienprovider relationship as measured by proactive,
patientinitiated behaviors like adhering to treatment,
completing homework, regulartone attendance at
appointments, and ease of contact (e.g., returning phone call
or emails). This is a treatment planning issue.

F EXCELLENCE
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If Only...

" May I have an evidence-
based CBT with extra
PE and CPT for my PTSD?
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> Your way right away!

w
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Systems & Stigma
Lifetime Probability of Treatment Contact

7% contact within year of PTSD onset and
12-year median delay to first treatment contact
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Engaging a Population

* Among the 20% of Soldiers with moderate to severe disorder aft:
Ol F depl oyment é.

Got help (past 12 months)

Acknowledge a Want help Any Mental health
problem professional professional

23-40%

78-86%

Hoge Castro, MessbtcGurkCotting & Koffman, 206#gge Tanieliag Jaycox2008Hoge
Auchterloni& Milliken, 2006; Kessler, BerGlamderJin Koretz&Merikanga2003
Graphics created from findings in aforementioned literature
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Barriers to Care

* In a sample of SMs who screened positive for a
ment al heal th probl eme.

= Those interested in receiving help
I Acknowledged a problem
1 Receiving prior mental health services in the past year

= Those not interested in receiving help reported
1 Negative views about treatment

I Stigma

* Interest in and willingness to go may be different
constructs

= |mproving attitudes toward mental health services may
Increase likelihood SMs will seek out care

ZAARAY, 7
KRG 7ol Farts et Brown, Creel, Engel, Herrell, & Hoge, 2011 23




Engaging a Population

*More recentl vy, | mMmprovements v

Need Help and Got Help

(at least 1 visit within 180 days) Need Help & Got Help
(at least 1 visit for PTSD within 90 days)

65% Yes

(DeFraites & Vythilingam 2011; 10M 2013) Hoge, Grossman, Auchterlonie, Riviere, Milliken, & Wilk, 2014
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Adeguacy of Care Remains Problematic

* More recently, but adequacy is still a prolpieget al., 2014)

**Only 41% of SMs receive minimally adequate PTSD care
(over 12-months)... let alone guideline concordant care

100% —
80%
60%
40%
111
0%

L Percent of SMS with at Ieast o wmts Mmlmally
Adequate

/@BAR:* DEFENSE CENTERS OF EXCELLENCE
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Engagement is Key to Improving Care

*  40% of patients prematurely discontinue depression medication
(Reported iantrell, Eaddy, Shah, Regan, & Sokol, 2006)

* ~25% of patients referred to psychotherapy do not attend the first
SeSSion(reported irBimon, Ding, Hubbard, Fisho@man& Morales, 2011

*  ~2550% of patients prematurely discontinue psychothgvaioned in
Simon, et al., 2011)

* Compliance (e.g., homework completion) improves outames
Spangler, 2000)

/='==_§\f DEFENSE CENTERS OF EXCELLENCE 26
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Reasons for Dropout

* More recently, why SMs drop out of @ai®, Grossman,
Auchterlonie, Riviere, Milliken, &9k,

* Morefrequent reasons
= Too busy with work
=  Appointments not available or too far apart
= Stigma (unit member or leaders might treat differently)
= Felt like take care of problems on own
= Treatment didndt seem to be working
= Didnot feel comfortable with the MH
* Didndét have sufficient time with the
= Worried about confidentiality

* Lessfrequent reasons
= Gotbetteaend di dndt need further care
= Transportation not available
= MH provider moved or SM moved away

[ 3 EFENSE CENTERS OF EXCELLENCE
For Psycholegical Health & Traumatic Brain Injury
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Improving Engagement Takes Focus!

* Even in wakksourced clinical trials for PAi@bdropouts reduce
overall effectiveness

Few evidence-
based

psychotherapies
60% designed for
Fail to veterans

Recover

-

Peterson, Luethcke, Borah, E., Borah, A., & Young-McCaughan, 2011; Steenkamp & Litz 2013; Hoge , 2011
Graphics internally created from findings in aforementioned literature

Many studies
report high rate of
dropout
(20-40%)

40%
Recover
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Tailor Engagement Strategies & Treatment Choices
Using Patients’ Readiness for Treatment

* Readiness factors to consider before a patient e

treatmentusz, wagner, Russo, Love, & Zatzick, 2011)

= Levebf engagement

= Barriers & Logqistical Prob(ergs transportation, competing demands)

= Crisis, other significant clinical issues, or conversely, remission

= Provider and setting challenges (e.g., poor training, limited resources)
= Patient preference (e.g., confidence in otdikedality)

= Stigma (e.g. confidentiality concerns, labeling, feeling embarrassed)

* Engagemestrategies

= Cognitive behaviqealman, Blow, Ames, & Reed, 2011) and

= Motivational interviewdng/an voorhees, Fogel, Pomper, Marko, Watson, ...& Domanico,
2009; Zuckoff, Swartz, & Grote, 2008)
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Polling Question 2

If you and your patient disagree on a treatment [diguglefdtdor most
Influences how hard you work to persuade your patient of your viev

a) Pat isgnptbnd severiassume here that even highly symptome
patients do not need involuntary hospitalization).

b) Level of eviden@oring your plan.

c) Likelihood your patientemiin in care

F EXCELLENCE
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Everyone Likes Freedom of Choice

You can bring a horse to water...

Graphic internally created
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A Population-Based Perspective

* Maximaefficiency comes from a combination of low a

hlgh intenSity interventiomﬁgel, Hyams, & Scott, 2006; Engel, Jaffer,
Adkins, Riddle, & Gibson, 2006)

= Low intensity, low risk, but low resources needed and high
= High intensity, higher risk, higher resources needed,raadno

* Goal iIg0 engage those in need and demonstrate
Improvements over the population.

/ﬂﬂ%}w’ DEFENSE CENTERS OF EXCELLENCE 32
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Offer Treatment Choices for
the Full Range of Population Needs

* We need a healthcare system that can engage all beneficiaries ir

* Examples

A Referral to specialist in behavioral health for intensive CBT and/or
intensive medication

Colocated behavioral health provider and/or sebpadnedication

Telephone therasimon Ludman, Tutty, Operskalski, & Von Korff, eogi4 2004nd/or
first line medications

MI with a nurse or other provider to assist with preference setting a
patientcentered treatment planning

BA or PST in person or over phone with a nurse

Selfadministered or nurssessisted computerized cognitive behaviora
therapy, like Beating the Bluesk, 2006)

ee

re

Battlemindadier Bliese McGurkHoge& Castro2011)
Real Men. Real Depressi@#ional institute of Mental Heaeg3; Realwarriors.net

o o Do Do Do Do D»
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Goal: Offer Places Where Different Patients
Can See Themselves Starting (& Continuing!)

34




Primary Care: One Place to Start For Many

* Thede facto mental health service sgi@enNarrow, Ra®janderscheitocke, &
Goodwin, 1993

Service members go to primary care 3.5 timespeelyeans)

And service members with PTSD and depression go to peEngaly aare
AFPHC201)

* ¢

Of ~834K visits PT?ESJ 9?”'?'
between 20670 1 7o

Depression &
PTSD 22%

* SMs are not getting evidehasdd specialtgireHoge Castro, MessttcGurk
Cotting& Koffman, 2004nieliad Jaycox2008HogeAuchterloni& Milliken, 2006; IOM 2012, 2013
2014)
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Collaborative Care: Evidence-Based Place for
Extending the Reach of Engagement Efforts

* Over 69 randomized trials offer sound evidence that sy

level interventions improve(lﬁcjbr@(mamamamoto, Gould, Barry, Stewart, .

& Dietrich, 20G@8ilbodyBower, Fletcher, Richards, & SuttorK2d@& GuicePabia2011Katon
UnutzerWells, & Jones, 2010)

= Mostly depression
= Other anxiety and mental health problems
= Comorbid medical conditions

= No clinical benefit In VA(SIdfl"ﬁllJrrFriedmalthmanDietrich, Smith, Shiner, ... &
Thurston, 2013) ut é

T Veterans received more guideline concordant care

I And follow up care

* Recommended platform for testing new inteqeeniags

F EXCELLENCE
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Key Ingredients of Collaborative Care

* Regular proactive follpn(in person or telephone) with
adherence and response to treatment monitoring

* Disease registries to track care

* Self management training with patients and family

= Disease management
= Active partner with the care team

* Decision support to PCPs

=  Structured algorithms
= Facile access to expert consultation & guidelines

Katon, Unutzer, Wells, & Jones, 2010; Wagner, Austin, & Von Korff

/g'ﬁ%}w DEFENSE CENTERS OF EXCELLENCE 37
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The Collaborative Care Model

R perense covrens of exceence OxmarDietrichWilliams® Kroenke2002 45




Contrasting Collaborative Care to Usual
Approach to Engagement

Care as Usual Collaborative Care

* Crisis driven model * Qutreach & engagement mode

*  Wait for patients to come forkx Use registries/automation to
their care identify those with needs

* No one on the team responswleCare facilitator job is
for keeping patients in care engagement

* Measur ement |* Cdiedfatiltaton rmeasurdsumhil

as assignedo engaging
* Patients that stop coming are&k  Reengagement intensifies wh
Nl to®llow p o patient seems falls out of care

* Providers engage the team * Care facilitator keeps team
when they can together

@anm)* DEFENSE CENTERS OF EXCELLENCE
holegical Health & Traumatic Brain Injur
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Polling Question 3

Do you work in an interdisciplinary care team (including administrative staff)
supports the care of your patients?

a) Yes

b) No

| F YESE

Howcoordinated your team in the pursuit of collaborative care engagement a
a) Notatalldit remeand 6smor e St ad f come and go.

b) Alittle bitwe 6r e tal king about it

c) Moderatelywe 6 r e starting to i mplement so
d) Quite a bitgot a team, refining a plan and we know our roles better all the time
e) Extremelyfcollabsevi r vanado, written process, I

/gnrgs}\f DEFENSE CENTERS OF EXCELLENCE 40
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Collaborative Care, Gen 2

Expanding the Engagement Team & Tools

« Centralized phone-based components to maximize
model fidelity and scalability and to extend hours and
resources for clinics

— centralized care management option for mobile patients
— centralized, weekly psychiatrist case reviews with all nurse care
Mmanagers

« Care Manager training in engagement to maximize

duration and continuity of follow-up
— motivational interviewing
— behavioral activation

famnep+’ DEFENSE CENTERS OF EXCELLENCE
2 For Psychological Health & Traumatic Brain Injury




Collaborative Care Gen 2 (Continued)

Expanding the Engagement Team & Tools

« Stepped psychosocial treatment options for primary care
— web-based, nurse assisted self-administered CBT
— phone-based CBT with flexible, modularized delivery sequence
— face-to-face brief therapy with a mental health specialist working
In primary care
* Population emphasis bolstered with web-based decision
support
— develops registries that stratify risk and monitor outcomes
— supports timely stepping of care for non-response
— reduces time from recognition to first treatment
— reinforces treatment continuity and duration

.
EN=)¢* DEFENSE CENTERS OF EXCELLENCE
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Measuring & Targeting Engagement

Unable to contact, does not return calls, no

0 Not Engaged contact for 1 month.

Sporadically returns call, inconsistently able to

I e BT s contact, inconsistently attends appointments.

Returns calls, consistently able to contact, may
call proactively.

Spontaneously contacts care team/therapist,
3. Extremely Engaged proactively schedules future appointments,
rarely misses sessions.

2. Moderately Engaged

TruszWagner, Russo, LovEakick2011




Measurement Based Care

T E——
MANAGEMENT'S CUSTOMER
OPINION OF OUR OPINION OF QUR

PRODUCT PRODUCT

Graphic internally created
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Measurement & Registries Allows
Centralized, Real-Time Engagement Assistance

* FIRSISTEPS

DoDapproved software designed to manage symptoms, treatment
response and assess risk

Currently used in RESPERZII/PCMHBH sites and facilitates for the
monitoring of patient symptoms and supervision sessions

Provides clinicians with the ability to document and monitor suicide risl
providing a set of standardized questions

IMPORTANT MESSAGE  MESSAGE FROM PREVIDENCE

Welcome to the Previdence Risk
Acuity Welcome.
more
Resources Contact Home | s Gt =D oz Acuty Case Closure || Call Schedule Caseload Closed Cases
Select Individusl > Open/Recent PREs ABCDEFGHIJKLMNOPQRSTUVWXYZ ALL Search  New Individual Select Individual > Open/Recent FREs ABCDEFGHIJKLMNOPQRSTUVY
BY VIEVY | UNIT VIEW & Print Preview

PRE Work Flow
Coflect infomation.
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Use of Real-Time Reports to Maximize
Engagement and Outcomes
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The Behavioral Health Care Faclilitator (BHCF)
An Essential Key to Patient Engagement

* Acts as a guide & facilitat
PCMOs prescribed treat ment
disorders.

* Contacts patient on a rout.
progress, ultimately promoting improved patient engagemen
In the treatment plan.

* Utilizes behavioral health specialist as an added resource fo
treatment plan recommendations.

* Acts as a coordinator of communication & information to the
primary care provider regar
treatment and progress toward remission.
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Connecting the Patient

* PCM

= Determines diagnosis and treatment plan for patients with
depression and/or anxiety

= Refers patient to BHCF for continued follow up

* BHCF
= Contacts patients on a routine basis
= PRN contacts completed as needed

= Intended to be mostly telephonic, however may béoface
face occasionally to improkegpport

/='==_§\f DEFENSE CENTERS OF EXCELLENCE 48
*ﬁ?'i'} For Psycholegical Health & Traumatic Brain Injury




Staffing — An Added Resource

* The BHCHIll staff the patient with the Internal Behavioral
Health Consultant (IBHC) / External Behavioral Health

Consultant (EBHC)

= Review of clinical information on specific patients based
on factors that may impede clinical improvement

* To provide oTeamd |1 nput t
treatment planning/adjustments
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Routine Call Schedules

* The BHCF routine schedule of calls is
= Weekl (Range is 7 to 10 days
= Weeld (Range of 4 to 6 wetks
= Week 8
= Weekl?2
= Weekl 6 €&

(Continue 4 week interval contacts until remission or case closure)

* Fidelity/Outcome Measures

/_ mept DEFENSE CENTERS OF EXCELLENCE
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Routine Call Content

*Assess patientods adherence
= Medicatiortherapy
= Mental Health treatment
= SeltManagement Goals

= Ongoing support and education to include available
resources, medication side effects, sleep hygiene, etc

* Assistwith barriers using:
= Motivationalnterviewing
= Problem Solving
= Behavioral Activation
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PCMH-BH: The Team Approach

WEEKLY CASE STAFFING

PCM BASELINE Visit

Y

Referral to BHCF

Y

- BHCF Call @ Week1

BHCF provides updates to
PCM and IBHC if applicable

BHCF Calls @ Weeks

< &/or PCL REVIEWED

r-'E“\ + DEFENSE CENTERS OF EXCELLENCE
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> 48,12, 16 etc.
WITH PHQ-9, GAD7

Y

BHCF updates PCM
and IBHC if applicable

PRN
Calls As
Needed
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Intervention Options

* Behavioral ActivatiofopkeLejuezRuggiero, Rifert 2003; Jacobson,
Martell, &imidjigri200])

A Smile and you will be happy

A Do the behavior and the feeling will follow

A Think enjoyable, social, active, and feasible to do
A Measure mood before, during, and after

A Effective in primary care for depression and RZEGDkRivaralurkovich
RussoJruszWang, J., ...Katon2011Jakupcak ul) McDermotiKaysenHunt, & Simpson,

h "

Behavior Mood

/
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Intervention Options

* Motivational Interviewing Addresses ambivalence and

treatment preferenceskowitz WestraMiller, &ollnick 2008;Arkowitz
Rollnick Mason, & Butler, 1999)

* Assess motivation vs. motivate through lecturing

* 1 session can enhance readiness to change and action tows
health behavior change gaalssuskiri wethereji2014)

You should
take your
medications!

/4
(L OO0

Anti MI
Club
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Intervention Options

* Problem Solving Therapy

A Empirically supported for depression in primary@afiénsArean2007:
MalouffThorsteinssp&Schutte2006)

A 1-hour session followed by 8 additional sessions, ~30 min each
A In person or via telephone

A Action oriented
v 1. Clarify and Define the Problem
. Set Realistic / Achievable Goal
. Generate Multiple Solutions
. Evaluate and Compare Solutions
. Select a Feasible Solution
. Implement the Solution
. Evaluate the Outcome

I .
N o oA wN
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A Case Example

* Anthony: 31 year old recently divorced male

A Chief complaints: loss of interest, avoidance, isolation, feeling distant from others, being
super alert and easily startled

A Moderate to Severe PTSD symptoms from PCL
A Multiple deployments serving in mortuary affairs to include the Pentagon after 9/11
A Prescribed Zoloft 50mg and referred to BHCF and IBHC

* Dally Stresses

A Feels worthless since Med Boarding out of Army for PTSD and back pain

A Just wants to stay in the house for fear of going out in public

A Lives with mom due to financi al probl em
A Hasndot followed up with the VA for cont
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A Case Example — The Plan

* Close follow up and sustained engagement will be important

* BHCF supports treatment plan(s) provided by PCP/IBHC
A Provided initial and ongoing education on medication and treatment options

A Routinely determined what areas the patient preferred to work on and how to
move forward (Problem Solving)

ARoutinely assessed patient®s moti Ve

A Set goals determined by the patient with the assistance of the BHCF

A Provided continued follow up and encouragement through routine contacts
which were communicated to both the IBHC/EBHC and the PCP
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A Case Example — The Outcome

* Patient remained engaged in care through Care Facilitation for a period
of 6 months

* Continued on medication which was tapered for effect based on patient
feedback and team participation

* Connected with VA for continued care

* Accomplished several goals such as taking walks on the waterfront and
enrolling in school

* Referred a friend with PTSD to the nurse in order to get connected with
Care Facilitation
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*

Summary

Pati ents I n care starts before t
Who is not in care and should be?

We need aystemthat can suppodccesso andcontinuityof mental
health care

All members of the care team are integral to engaging patients in care ar
ensuring patients stay in care

Randomized trials offer sound evidence that sydeamkinterventions
Improve care

The use of IT software can assist in the management of symptoms,
treatment response, assessment of risk, and workflow of an entire care
team

Providers can use strategies like as Motivational Interviewing, Behaviora
Activation and Problem Solving

The BHCF can play an integral role in keeping the patient engaged with {
entire team, thus improving treatment outcomes.
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Contacts

Michael C. Freed, Ph.D.,-BMT
michael.c.freed2.ctr@mail.mil

Charles C. Engel, MD, MPH
cengel@rand.org

KobyA. Ritter, RN
Koby.a.ritter.ctr@mail.mil
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Questions?

= Submit questions via the
Q&A Pod located on the
screen.

* The Q&A Pod is monitored
and gquestions will be
forwarded to our presenter
for response.

= We will respond to as
many questions as time
permits.
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Continuing Education Reminder

» |f you pre-registered for this webinar and want to obtain
CE certificate or a certificate of attendance, you must
complete the online CE evaluation and post-test.

= After the webinar, please visit
http://continuingeducation.dcri.duke.edu/ to complete the
online CE evaluation and post-test and download your CE
certificate/certificate of attendance.

* The Duke Medicine website online CE evaluation and
post-test will be open through Thursday, September 4,
2014 until 11:59 p.m. (ET).
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Webinar Evaluation/Feedback

We want your feedback!

Please complete the Interactive Customer Evaluation (ICE)
which will open in a new browser window after the webinar,
Or you may access it at:

Or send comments to

/g‘ﬂ%_‘%*‘ DEFENSE CENTERS OF EXCELLENCE
*\i?'i';‘ For Psychological Health & Traumatic Brain Injury

68


https://ice.disa.mil/index.cfm?fa=card&sp=131517&s=1019&dep=*DoD&sc=11
https://ice.disa.mil/index.cfm?fa=card&sp=131517&s=1019&dep=*DoD&sc=11
https://ice.disa.mil/index.cfm?fa=card&sp=131517&s=1019&dep=*DoD&sc=11
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil
mailto:usarmy.ncr.medcom-usamrmc-dcoe.mbx.dcoe-monthly@mail.mil

Save the Date

Next DCoE Psychological Health Webinar:

Suicide in Military and Veteran Populations

Sept. 25, 2014
1-2:30 p.m. (EDT)

Next DCoE TBI Webinar:
Gender Difference and TBI
Oct. 9, 2014

1-2:30 p.m. (EDT)
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DCoE Contact Info

DCoE Outreach Center
866-966-1020 (toll-free)
dcoe.mil
resources@dcoeoutreach.org
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