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Additional Webinar Detalls

The following continuing education units (CEUs) and
continuing medical education (CME) credits are approved for
this activity:

— 1.5 AMA PRA Category 1 Credits™

— 1.75 CE Contact Hours Physical Therapy and Occupational Therapy

— 1.5 Nursing Contact Hours

— 1.5 Social Work CE Hours

For complete accreditation statements, visit the DCoE website
to review CEUs and CME credits

Webinar pre-registration required to receive CEUs or CME
credits

— Registration open for next 15 minutes; register at

dcoe.adobeconnect.com/dcoemaywebinar/event/reqistration.html

— Some network securities limit access to Adobe Connect
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http://www.dcoe.health.mil/Content/Navigation/Documents/DCoE Accreditation CEU.pdf
http://dcoe.adobeconnect.com/dcoemaywebinar/event/registration.html
http://dcoe.adobeconnect.com/dcoemaywebinar/event/registration.html
http://dcoe.adobeconnect.com/dcoemaywebinar/event/registration.html

Additional Webinar Details (continued)

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

- Dial: 888-455-4265

- Use participant pass code: 9415208#
= Webinar information

- Visit dcoe.health.mil/webinars
= Question-and-answer session

- Submit questions via the Adobe Connect or Defense
Connect Online question box
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http://www.dcoe.health.mil/webinars

Agenda

Welcome and Introduction

Presentations
- Anne C. Dobmeyer, Ph.D., ABPP

o Screening and Assessment of Depression in Primary Care

- Michael C. Freed, Ph.D.

o Treating Depression in Military Primary Care Settings

DCoE Resource Highlight

— Lt. Col. Philip A. Holcombe, Ph.D.
o Major Depressive Disorder Clinical Support Tools

Question-and-answer session/discussion
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Webinar Overview

Treating Depression in Primary Care

= Depression is a common medical condition impacting approximately
10 percent of Americans in a given yeatr.

= Depression accounts for one of every five visits to primary care
settings and is associated with various types of chronic illness (e.g.,
diabetes, heart disease, HIV, cancer), pain conditions and
neurological disorders.

= Primary care settings offer an opportunity for early identification and
Intervention.

» Research suggests that primary care settings, which incorporate
screening, treatment and symptom monitoring of patients, are likely
to improve patient care.

= This webinar will discuss the prevalence of depression, screening
tools and interventions that can be used by health care providers
treating patients in primary care settings.
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Required Disclosure

| have no relevant financial relationships
and do not intend to discuss the
off-label/investigative (unapproved) use of
commercial products or devices.
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Disclaimer

The views expressed herein are those of the author and do not
necessarily represent the official policy or position of the DoD
Deployment Health Clinical Center, Walter Reed National
Military Medical (WRNMMC), Uniformed Services University of
the Health Sciences (USUHS), Department of Defense (DoD) or
the United States Government.




Overview

Rationale for depression screening in
primary care

Key players and key tasks

Screening measures

Administrative and clinical processes
Training

Quality assurance




Why Screen for Depression?

= Depression is a cause of:
* Decreased quality of life
* Lowered productivity
* Increased mortality




Why Screen for Depression?

= Lifetime prevalence rates (Kessler, et al., 2005)
 Major Depression Disorder (MDD): 16.9 percent
* Any mood disorder: 21.4 percent
= MDD in military
* 5.1 percent of active-duty women, 2.8 percent of
active-duty men (Riddle, et al., 2008)
+ 8-15 percent of returning Operation Enduring
Freedom/Operation Iraqi Freedom (OEF/OIF)
veterans (Hoge, et al., 2004)




Why Screen for Depression
in Primary Care?

= Prevalence of significant depressive
symptoms ranges from 10-30 percent in

primary care settings (McQuaid, et al., 1999; Stein,
et al., 1995)

= Depression is under-recognized by primary
care providers (PCPs) in two-thirds of
patients (Coyne, et al., 1995; Nisenson, et al., 1998)
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Why Screen for Depression?

= U.S. Preventive Services Task Force: (May 2002)
 Routine depression screening is important for
reducing morbidity and mortality

= VA/DoD Clinical Practice Guideline: (May 2009)
* Annual screening for MDD in primary care
* Use standardized screening tools




Why Screen for Depression
in Primary Care?

“Depression is common,

underdiagnosed, and undertreated.”
(VA/DoD CPG, 2009)




Implementation of Primary Care
Depression Screening

= Key Players for Implementation
Clinic leadership

PCP representative

Nursing representative

Admin representative

Behavioral health asset, if present




Implementation of Primary Care
Depression Screening

: Key Tasks
* |dentify treatment and referral options
 Determine screening frequency
 Select screening and assessment measures
 Develop administrative/clinical processes
* Develop training plan
 Develop quality assurance plan




Selection of Measures

s Patlent Health Questionnaire (PHQ)-2

Brief screener for depression
* Two items
* Total score 0-6
« Consider cut score of “3” for balance between

sensitivity and specificity (Kroenke, Spitzer, & Williams,
2003)
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PHQ-2

= Over the past two weeks, how often have you
been bothered by any of the following

problems?

* Little interest or pleasure in doing things
v« 0=not at all
vc 1 =several days
v¢ 2 =more than half the days
v 3 = nearly every day
* Feeling down, depressed or hopeless
v¢ 0=not at all
v 1 =several days
v¢ 2 =more than half the days
Y 3 = nearly every day




PHQ-2 Scores and Depressive
Disorder PrObability (Kroenke, et al., 2003)

PHQ-2 Score | Probability of MDD (%) Probability of Any
Depressive Disorder (%)

I 15.4 36.9
2 21.1 48.3
3 384 75.0
4 45.5 81.2
5 56.4 84.6
6 78.6 929




Selection of Measures:
PHQ-9 as Diagnostic Aid

= PHQ-9
* Nine items, including suicide item (#9)
* Plus, question on functional impairment
* Adequate performance in medically ill patients
* Use with caution with patients older than 75

years




PHQ-9

= Can yield info for provisional diagnosis
= Sum of items yields severity score

PHQ-9 Score Initial Strategy




Administrative & Clinical
Processes: Example

Frequency of screening

* Every patient, every visit

Given PHQ-2 at check-in

+ Patient completes written form in waiting area

 Administrative staff scores and enters results in
electronic medical record (EMR)

If score > 3, given PHQ-9

+ Patient completes PHQ-9; gives to nurse
* Nurse enters results in EMR and alerts PCP
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Administrative & Clinical
Processes: Example

- PCP roles:
Reviews PHQ-9
* Conducts interview, determines diagnosis
+ Assesses and manages risk
* Develops initial treatment plan with patient
7¢ Medication and/or

Y Referrals
o Behavioral health consultant (internal)
o Behavioral health case manager (internal)
o Specialty mental health provider (external)
o Other (external)

AR
7 i

)
= SWa ) /ﬁ
\“"’ *(
OF
o Pochologialeath
B Traomatc i njury

DHcC 25



File Edit Wiew Go Tools Actions Help

caoal 3 H @ B & k ow £ B B T B

Preview Save Delete Template Mgt SO Drawing Disposition  Sign Options  Close

QQQCHCSIITEST, NHWPMCB M 20/812-30-2739 29y0 M SN DOB:12 Oct 1980

Folder Ligt o x Appaintments Current Encounter Patisnt Questionnaires Al
e Prationt List ~ |[[Date: 15 Apr 2010 1530 EDT Statuz: In Progress Treatment Facility: 88th Medical Group
_L CHCSH Frimary Provider: DOBMEYER.AMNMNE C Type: SPEC%E Clinic: BHO GOLD TEAM
= E'WSH Fatient Status: Outpatient
#- Repoits Reason for Appointment: depression’?
=+ Tools
&£ weh Browser AutoCites Refreshed by DOBME YER ANNE C @ 15 Apr 2010 1535 EDT
y Active Medications
s QQQEHES”TE_ST’ NHw/PHC Active Medications Status Sig Refills Left LastFilled
L=| Demographics CALCIUM CAREBOMATE, 500 MG, TAE CHEW, Actiwve cakes 4 daily NE Mot
= [J Health History pRLL ) ) Recorded
HYDROCODOME EIT/ACETAMINOPHEN, Active £ 1 daily NE Het
1_@ Problems SMG-500MG, TABLET, ORAL Recorded
12 Meds TEUFEOFEN, 100 MG, TAE CHEW, OFAL Active prn for pein NE ot
Allergy Decorded
0 welness

f Immunizations Screening

e Wital Signz Review

£ PEL Couplers Witals

I Readiness
(23 Patient Questionnaires 540 Questionnaire AutoCites Refreshed by DOBME YER ANME C @015 Apr 20101535 EDT
=] Db At/ Theater Histo Questionnaires
Lab Population Health (uestiomnaire-9 Version: 1 Completed On: 15 Apr 2010
Radiology 1. Little interest or pleasure in doing things: More than half the days (2]
. 2. Feeling down, depressed, or hopeless: More than half the days (2)
{ # Clinical Motes 3. Trouble falling or stayihg asleep, or slesping too mach: More than half the days (2)
Previous Encounters 4. Feeling tired or having little energy: More than half the days (2)
=] Flowshests 5. Poor_appet,:l.t,e ar owvereating: Several Days (1) X X A
= 6. Feeling bad about yourself or that you are a failure or hawve let yourself or your famwily dowm: Seweral
= -,1) Current Encounter Days (1)
b T Screening 7. Trouble concertrating on things, such as reading the newspaper or watching telewision: Sewveral Days (1)
LL " . 2. Mowing or speaking so =lowly that other people could hswve noticed 0OR the opposite (heing o fidgety or
,% “ital Signe Entry restless that you hawve heen movwing arowmnd a lot more than usual): Not at all (0}
Q 50 9. Thoughts that wyou would be better off dead or of hurting yourself in some way: Mot at all (O

10. If you checked any problem on this gquestiommaire, how difficult hawe these problems made it for wyou to
do ywour work, take care of things at home, or get alonyg with other pecple?: Sowmewhat difficult

11l. Total Score on Item 2 = If greater than Zero, alert PCM and consider referral to the Behawvioral Health
Consultart: O
P 12, Total Score: (0-3 = mindmal/mild depressicn, 10-14 = moderate depression, 15-19 = moderately sewvere
depression, Z04+ = severe depression). Consider BHC referral if greater than 10 or as clindecally indicated. @ 11

0. Drawing

<
iaeminders S SO HoteWyritten by DOBME YER ANME C @ 15 Spr 2010 1533 EDT
Chief conplaint
Q The Chief Complaint is: Depression.
Reason for Visit
Blood Pressure Screen “isit for: Deployment relsted = MO, Informed consent provided.
Blood Type Subjective
DMHA an file Pt weas referred by PCMW Dr. Doctor for initial Behavioral Health Consultation (BHC) appointment. R eviewed scope of care and limits of
GEPD confidentiality; informational BHC handout swas prosided. Pt completed the PHG-9 (resutls - see above) indicating moderate sx of depression.

/?)
DEFENSE CENTERS * -

OF EXCELLENCE DH C 2 6
TorPoychologca Heath
o

njury




Training

Rationale for screening

Overview of each team member’s role
Psychometric overview

Scoring PHQ-2 and PHQ-9

Entering results in EMR

Interpreting results

Assessment and intervention for suicide risk
Treatment and referral options and processes
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Quality Assurance

= |dentify team member to accomplish quality
assurance oversight

Percent of visits screened

Percent of screenings documented in EMR
Percent of “positives” addressed by PCP
Percent of “positive” suicide responses with risk
assessment/plan documented




Quality Assurance Example

= |n first two months, only 82 percent of
patients scoring positive on PHQ-2 were given
PHQ-9

= PCP/team notified of discrepancies

= Additional training provided to administrative
and nursing staff




Responding to Increased
|ldentification of Depression

= |f screening, need to have treatment options
available

Treatment from PCP alone

Primary care behavioral health (psychologist or
social worker as consultant in primary care)
Behavioral health case management for
depression (nurse in primary care)

Referral to specialty mental health clinic or other
resource
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Summary

= Screening for depression in primary care:

* |s feasible!

* Aids medical team in recognizing and treating
depression

 Can be accomplished with two-item screener

* |s consistent with VA/DoD CPG and U.S.
Preventive Services Task Force
recommendations

* |s enhanced through involvement of behavioral
health providers and case managers in primary
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Thank You

= Throughout the webinar, you are welcome to submit
guestions via the Adobe Connect or Defense
Connect Online question box located on the screen.

* The guestion box is monitored during the webinar,
and questions will be forwarded to our presenters
for response during the question-and-answer
session held during the last half hour of the webinar.

= Our presenters will respond to as many questions
as time permits.
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First Polling Question

Have you used interventions, such as
motivational interviewing, behavioral
activation and/or problem solving when
treating patients for depression?

Please select “YES” or “NO”




¥ DEFENSE CENTERS OF EXCELLENCE
For Psychological Health & Traumatic Brain Injury

Treating Depression
In Military Primary Care Settings

Michael C. Freed, Ph.D.

Director, Stepped Enhancement of PTSD Services Using Primary Care (STEPS UP)
Deployment Health Clinical Center
Research Assistant Professor, Department of Psychiatry, Uniformed Services University
of the Health Sciences




Required Disclosure

| have no relevant financial relationships
and do not intend to discuss the
off-label/investigative (unapproved) use of
commercial products or devices.
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Disclaimer

The views expressed in this presentation are those of the authors
and do not necessarily represent the official policy or position of
the Deployment Health Clinical Center, Walter Reed National
Military Medical Center, USUHS, DCoE, Department of Defense or
the United States Government.
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Objectives

= Describe differences between primary and specialty care
settings that may impact how depression care is delivered

= Introduce a population-based approach to depression care

= Build a case to improve access to and continuity of care
through systems level changes
* Need more than innovative medication and/or psychotherapy
* Need more than a behavioral health specialist co-located in a primary
care clinic
= Discuss several evidence-based therapeutic techniques that
can be used in primary care
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Setting Matters:

Primary vs. Specialty Mental Health

procedures, refer to specialist

Space Medical Office-like

Staff PCPs, Nurses, Admin Psychiatrists, Psychologists, Social
Assistants Workers, Admins

Visit length 15-20 minutes™ 50+ minutes

Reason for service  Anything and everything* Mental health

Patient Chief complaint, which may or ~ Mental health related

expectation may not be depression

Operation tempo  Always high Varied

Skill set Jack of all trades Master of a few

Interventions Medication, brief education, few Medication, psychotherapy (multiple

modalities), refer to I0P, residential, or

R
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What’s in a Primary Care Visit?

= 10-21 minutes is the length of the average primary care visit
(Chen, Farwell, & Jha. 2009; Yawn, Goodwin, Zyzanski, & Strange, 2003; Tai-Seale,
McGuire, & Zhang, 2007)

= Four to six concerns are discussed per visit (Tai-Seale, McGuire, &
Zhang, 2007; Beasley, Hankey, Erickson, et al., 2004)

= Five minutes to discuss the chief complaint on average (Beasley, et
al., 2004)

= Mental health problems usurp 85 percent more time to discuss
than physical problems (Beasley, et al., 2004)

=  Why are we talking about treating depression in primary care if
there does not seem to be room to do so?

Wi LF Uniformed Services University
P of the Health Sciences
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Why Treat Depression in Primary Care?

= Primary care is the de facto mental health service system (Regier, et al., 1993)

= Depression is common
»  Active component prevalence of depression is 5 percent (MsmR, 2010)

* Increases to 14-16 percent in those service members exposed to combat (wells, et al, 2010; Hoge, et al.,
2004)

= Service members go to primary care 3.5 times per year (Engel, 2005)

= And, service members with depression go to primary care (Engel, Freed, et al.,
AFPHC, 2011)
«  Of ~834k visits to R-Mil between February 2637 aiid Lecember 2010

PTSD Only
1.5%

Uniformed Services University
of the Health Sciences
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Why Treat Depression in Primary Care?

= A gap exists between needs and services in military and non-

military settings (Tanielian & Jaycox, 2008; Hoge, Auchterlonie, & Milliken,
2006; Kessler, Berglund, Demler, et al., 2003)

« Among the 20 percent of Soldiers with moderate to severe disorder after

OIF deployment (Hoge, et al., 2004)... Got help (past 12 months)

Acknowledge Want help Any Mental health
a problem professional professional

38-4504 23-40%

/8-86%

U

Uniformed Services University
of the Health Sciences
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Why Treat Depression in Primary Care?

= Summary

 Soldiers with depression see their PCPs for
medical care

* There are many soldiers with depression
* Depression is being treated there anyway
 Soldiers are not making it to a specialist

= How can we improve the primary care system
to improve depression care?

LS
WL@ Uniformed Services University
of the Health Sciences
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A Population-Based Perspective

= Not all depression is the same S\ésg.e

« NCS-R (Kessler, et al., 2003) 12%

» 16 percent depression of N=9090

Severe
38%

= Not all depression treatment is the same

= Maximal efficiency comes from a combination of low- and high-
intensity interventions (Engel, Hyams, & Scott, 2006; Engel, Jaffer, Adkins, et al., 2004)
* Low intensity, low risk, but low resources needed and high reach
 High intensity, higher risk, higher resources needed and lower reach

Goal is measurable improvements over a population

US
V'L' Uniformed Services University
of the Health Sciences
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A Population-Based Perspective

U

W"L' Uniformed Services University
of the Health Sciences

Examples

Referral to specialist in behavioral health for intensive cognitive
behavioral therapy and/or more intensive medication

Co-located behavioral health provider and/or second-line medication

Telephone therapy (simon, Ludman, Simon, Tutty, et al., 2004) and/or first-line
antidepressants

Behavioral activation or problem solving therapy in person or over
phone with a nurse

Self administered or nurse assisted computerized cognitive
behavioral therapy, like Beating the Blues (NICE, 2006)

Battlemind (Ader, Bliese, McGurk, et al., 2009)
Real Men. Real Depression. (NIMH, 2003)

We need a system that can support access to and
continuity of depression care!
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Collaborative Care

Randomized trials offer sound evidence that systems-level
interventions improve depression care (Engel et al., 2008; Gilbody et

al., 2006; Katon & Guico-Pabia, 2011)

YYYYY

Primary Care Clinician

Recognition, assessment, follow-up

A A
\ 4

Care Manager*

Support, adherence and outreach. | €secececerereeececereeee.
Do what PCPs wish they could do
but can't.

A
v v

Mental Health Specialist

Treatment advice, safety monitoring

Uniformed Services University

> of the Health Sciences
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Continuity through Care Management

= 40 percent of patients prematurely discontinue depression medication
(Reported in Cantrell, et al., 2006)

= ~25 percent of patients referred to psychotherapy do not attend the
first session (reported in Simon, et al., 2011)

= ~25-50 percent of patients prematurely discontinue psychotherapy
(Reported in Simon, et al., 2011)

= Compliance (e.g., homework completion) improves outcomes (Burns &
Spangler, 2000)

= Care managers should be a “cheap suit” (personal communication, Uniitzer, 2010)
= Engagement strategies exist

« Cognitive behavioral (Gorman, etal, 2011) and
* Motivational interviewing (e.g., van Voorhees, et al., 2009; Zukoff, et al., 2008)

US
W'uj Uniformed Services University
of the Health Sciences
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Fort 5ill, OK Fort Campbell, KY
Fort lrwin, CA Fort Bragg, NC
Fort Polk, LA Fort Jackson, 5C
Fort Huachuca, AL
Fort Bliss, TX Fort Stewart, GA
Fart Hood, TX Fort Gordon, GA

Fort Benning, GA

Sehofield Barracks, HI Fort Rucker, AL

San Antonio, TX

Bamberg. GE
Sehwelnfurl, GE

Katterbach, GE
Welsbaden, GE

Baumholder. GE
-y Vilseck, GE

Vicenza, IT Yongsan, Korea

Forl Wainwright, AK

* Fully Implemented Sites

Fartially Implemented Sites
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Building on Collaborative Care

U;‘éa' Co-Location ~ RESPECT-Mil  STEPS UP*

Screening Yes Yes Yes Yes*

Case Management No No Local only égrftarlal

Stepped Care No No Meds only Thﬂeigzy
Measurement-based Care No No Yes Yes
Routine Specialist Case Review No No Yes Yes
Embedded Specialist No Yes No Yes
IT Support No No Yes Yes

(IS
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= (Go to/Start at Next Step

Patient preference

Clinically indicated

Inadequate response to prior steps

US
v

Building on Collaborative Care:

STEPS UP

Care Management + Primary Care + Local Specialist
Specialty mental health (e.g., psychiatrist, psychologist, MSW)
Co-located in primary care clinic (preferable) or

Clinical risk of harm to self/others STEP 3 in behavioral health clinic

Complicating clinical features

Medication and/or
Distance cognitive behavioral therapy
Web-based therapy

STEP 2 Telephone therapy

PRN motivational interviewing for treatment adherence

I Care Management + Primary Care

Care Management and Connection To Services
Outreach and engagement

Patient preference and education

Behavioral activation and pleasant event scheduling
Motivational interviewing for treatment engagement

(Engel, Freed, Jaycox, Bray, et al., AFPHC, 2011; http://clinicaltrials.gov/ct2/show/NCT01492348)
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A Case Example

= John: 24-year-old married male with three kids

«  Chief complaint: recurrent stomach aches and sleep difficulty, resulting in daytime fatigue,
feeling run down, irritability with co-workers

«  Mild to moderate depression symptoms from PHQ-9

«  PTSD symptoms due to car accident while deployed

*  Does not like doctors

= Daily Stresses

*  Works 12 hour days but not productive

« Regular arguments with wife over kids not doing well in school

 Thinks wife spends too much money

« On weekends, just wants to be alone and watch TV

* Problems continuing to get worse

« Coming to the clinic is a hassle and will not go to behavioral health for fear of someone
seeing him

= John wants sleep meds, thinks the stomach aches are
“medical,” but agreed to talk to a care manager

WL@ Uniformed Services University
> of the Health Sciences
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A Case Example

= Continuity of care will be important with John

= A PCP may not be able to do much at the initial visit beyond
first-line meds and referral to a care manager

= Some key questions

What does the PCP think about John’s presentation?
What does John want for his care?

What does John understand his options to be?

What are John’s treatment options?

What are John’s expectations about treatment — course, intensity, side effects,
time commitment, etc.?

=  What psychosocial interventions could be used?

US>
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Intervention Options

Addressing ambivalence and treatment preferences with

Motivational Interviewing (MI) (Arkowitz, Westra, Miller & Rollnick, 2008;
Rollnick, Mason, & Butler, 1999)

Assess motivation vs. Motivate through lecturing

« Express Empathy

 Develop Discrepancy:

v¢ |dentify how John’s current behavior differs from his/her goals and/or values

Y By amplifying discrepancy, patients argue for change, rather than the

treatment provider

Y¢ On one hand, on the other hand

* Roll with Resistance
Y Avoid power struggles
Y¢ Join with reasons

 Support Self-Efficacy

Uniformed Services University
of the Health Sciences

Just say no!

You should
take your
medications!

Anti Ml
Club
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Intervention Options

= Motivational Interviewing continued: Motivation, Importance,
and Confidence rulers

* On ascale of 0-10, with 0 meaning not important and 10 meaning
extremely important,...

Y¢ how Motivated are you to ?
Y¢ how Important is it for you to do ?
v¢ how Confident are you that will occur?

 Then, follow up with one of the following questions:
v« Why did you select X and not (pick a lower number)
v« What will it take to get you to be a X (pick a higher number)

lm . . . ‘ ll‘::‘gf J Q )
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Intervention Options

= Behavioral Activation (Hopko, Lejuez, Ruggiero, et al., 2003; Jacobson,
Martell, & Dimidjian, 2001)

US>

W'L' Uniformed Services University
of the Health Sciences

Smile and you will be happy

Do the behavior and the feeling will follow

Think enjoyable, social, active, and feasible to do

Measure mood before, during, and after

Effective in primary care for depression and PTSD (zatzick, et al., 2011; Jakupcak,

etal., 2010)

Behavior Mood

 /
9
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Intervention Options

= Problem-Solving Therapy

« Empirically supported for depression in primary care (Mackin & Arean, 2006;
Malouff, et al., 2006)

* One-hour session followed by eight additional session, ~30 minutes

each

* |n person or via telephone
* Action oriented

N R - - e
~N O O A O DN

US>

W‘L’ Uniformed Services University
of the Health Sciences

1.
. Set realistic, achievable goal

. Generate multiple solutions

. Evaluate and compare solutions
. Select a feasible solution

. Implement the solution

. Evaluate the outcome

Clarify and define the problem

@

DHCC 56



Intervention Options

= Structured treatment packages

«  Web-based: Beating the Blues (NICE, 2006)
Published results supporting its use in primary care settings
Used in the UK’s NHSs; new U.S. contract with UPMC; STEPS UP
Eight weekly 50-minute sessions, CBT, homework assignments
Self-management, nurse assisted
Complete any time and anywhere
Provider workload will not delay care

X R X o R X

. Telephone therapy (Simon, Ludman, Tutty, et al., 2004)
v¢  One therapist can cover multiple clinics
Y No stigma from being seen walking into behavioral health
v¢  Contains core CBT elements for depression treatment
v But still not one size fits all because patient talks with a person

US
W'L' Uniformed Services University
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Information Technology
Can Help

FIRST-STEPS

Home Resources Logout PBRMS
Select Individua! ABCDEFGHIJKLMNOPQRSTUVWXYZ ALL Search  HNew Individual
: IMPORTANT MESSAGE  MESSAGE FROM PREVIDENCE
Ac mty Welcome. Welcome to the Previdence Risk
| acuty || casecosure || calScheave || Casebas || Ciosed Cases
MY VIEW | UNIT VIEW © Print Preview
Last
Facilitator
Unit Name Suicide Staffing Concern Deplovers Ix Non-Reponse
Fort Hood pril, Test o ||| Moderate 25 Apr 08
Germany 1 Braxton, Bruce || Ememeney ]| Hah J| :]g»\un
Beta Fort Stewart | Frankie, 8il (BT o |20ct08 |20ct08
Beta FortBliss | Harry, Dity AouyDey | [ 20 0ct 08
Fort Drum New, Tom A Duty Day ! i Unknown | Ne 24 Apr 07
Fort Carson Turner. Bl A Duty Day Uritnoun _— 20 Apr 07
Vicenza Violet Eric A Duty Day Unknaan ;W'i 19 Apr 07
Fort Lewis Wiking, Sarah A Duty Day Unknaan :W-i 19 4pr 07

« Defense Department approved software designed to manage symptoms,

treatment response and risk

* Currently used in RESPECT-Mil sites and facilitates the monitoring of

patient symptoms and supervision sessions

* Provides clinicians with the ability to document and monitor suicide risk,

providing a set of standardized questions

Homs |

Resources

H
g

tome | Resources |

Select Individual >

OpeniRecent PRES.

NG K FINAL ESTIMATE FOR:

PBRMS

Hew Individual

Search

The final estimate has NOT been made for this snapshot

Category
General Concern

Medication Non-Adherence

Counseling Non-Adherence
Self Management Concern
PCL

Suicide Staffing

Case Status

‘You made the following estimates.

First Previous
Vioderate Low Low

High [ High Moderate

i

Current

[ m [ Wodene | Tow
]

Low Vioderate High

[ 3388 1 122 | 1222

Moderate

Select InGiGURl > | OpenRecent PRES ABCDErGHIJKLMNOPQRSTUVWRYZ ALL Searen - New|
Home Resources Con Help Legout PBRMS PRE Work Flow =]
Selct el Openiecen P RS COETCH IR LM PGRETU VKT L ALL T cesron e ot
pe 5 Q reh New inarvicua Collect miomation | ¢a o oms Larry Gracen
pevon o .
e [ AT =] ,
Cotect romation edication £ Episodes: e
Medication saved. Episode is OPEN and waiting for input,
Hew Entry
EoisoderProduct  Greated Glosed Estimate
M == " -
—— Frst Sicps Syste... | 304un 021159 [ Open tiusi) (L)
Anerenzs Dose: mg
Prescribedate — « — ~ - [@ = S A
S - %‘ Snapshots in Selected Episode: Case Status
el o sty soLsaty
g . = = L = e
7 e | @ [ @ | Snapsnot Esimate |
Comments: R—
Estinste - <" R N — 20 NA b=}
Snapenor Eximats Management
P VewEnires | Curent || Archived || Emor Contact Infarmation
L= Historical Grapn for: | -
a 6 Prescribe  Change  Change [ medicaton | ,7
; 2 visaication
Contact Information Archive? Dose: ;iter s Tvpe: Comments: Error? s Scheduling
Ambien® S0 1057008 10182008 StartMed Todd Musig (0 | - e AR
(zolidem) octos) 50 e
==
Management Flan
o
Unknown

S
w_iL’
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Summary

= |mportant differences exist between primary- and specialty-care
settings

= Treating depression in primary care is more than just co-locating a
specialist in the primary care clinic: system changes are needed

= Patients may not be initially presenting with or seeking help for
depression

= Care coordination is important for improving access and continuity

= Basic collaborative care model helps PCPs manage patient
pharmacologically though care management and psychiatric
consultation

= Psychosocial interventions should be brief, targeted and flexible to
meet needs and preferences of the patient
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Thank You

= Throughout the webinar, you are welcome to submit
guestions via the Adobe Connect or Defense
Connect Online question box located on the screen.

* The guestion box is monitored during the webinar,
and questions will be forwarded to our presenters
for response during the question-and-answer
session held during the last half hour of the webinar.

= Our presenters will respond to as many questions
as time permits.
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Second Polling Question

Are you familiar with the VA/DoD Clinical
Practice Guideline for Major Depressive
Disorder in Adults: Primary Care?

Please select “YES” or “NO”
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¥ DEFENSE CENTERS OF EXCELLENCE
For Psychological Health & Traumatic Brain Injury

Major Depressive Disorder
Clinical Support Tools

Lt. Col. Philip A. Holcombe, Ph.D.

Psychological Health Clinical Standards of Care
Defense Centers of Excellence for Psychological Health and Traumatic Brain Injury




Required Disclaimer

| have no relevant financial relationships
and do not intend to discuss the
off-label/investigative (unapproved) use of
commercial products or devices.
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VA/DoD Clinical Practice Guideline for

Major Depressive Disorder in Adults: Primary Care

N

o 0 kW

Use of Patient Health Questionnaire (PHQ)-2

Conditions recommended for emergency referral for
dangerousness evaluation

Clinical assessment guidelines
Severity classification using PHQ-9
Collaborative treatment planning

Monitor treatment response using PHQ-9 and
consideration of specialty referral




Depression Screening

Suicide Assessment

STEP 1. Assess Suicidal |deation

sse times, what sorts of thoughts go through
your head?

* (Ifthe amswer s yes o question #6) When did this ocour?
How many times has it oecureed n the past By what
means? What was the oatcome?

STEP 2. Assess Risk Factors

> Family history of suicidal behavior

Substance

dependence

> Presence of peychiatric liness

> Seroas medical illness

% Means for suicide completion readily avaibible

> Poychosodial
retiement, b

recent separation, divorce,job loss,
,living alone)

b History of pecvious sicide attempts
> Impubivity oc history of poor adsptaton to lfe strss
» Mile

> Eddely (age 65 and sbove)

¥ Caucasian

Suicide Assessment, Cont.

Imminent Risk

Suspect if ANY of the following arc present

b Paticat endorses suicidalintent
b Organized plan is presented
b Lethal means are avilsble

i are present

s expressed

Immediate action is required: hospitalize or commit.
D0 NOT loave patient alone.

Short-Torm Risk

Suspectif several ik factors but no suicidal behaviors
are present

b With patient’s permissio

b Tnitiate stepe

hotline and ER

b Maintain contact with patient and froquently recvaluate isk

i conditions, inchiding substance abuse:
pitalization a5 appropriate

Long-Torm Risk

b Maintain contact with patient and froqu

y reeraluate cisk

¥ Consider all management suggestions on this card

&4 0

VA/DoD Essentials
for Depression Sereening

and Assessment in
Primary Care

KEY ELEMENTS OF MDD CPG

SCREENING: PHQ-2 and PHQ-9

SUICIDE ASSESSMENT

Key Elements of MDD Clinical
Practice Guidelines

Depression is common, under-disgoosed, and undertreated.

for Major Depressive Disorder (MDD)
are setting as an important
mortalit. Scrcening should

be s the Patient Health

adhults with MDD.

amather in effieacy
hing patients’
and prychiatric

p =
I Theaapy (IPT), and
nended treatien

berapics arc treatment

reatment require frequent v
uicidal ideation, side effts,

onths after a
Japie of majo

Three-Step Screening Process:

14 key elements related to the guideline
PHQ-2 and -9 for periodic screening
Suicide risk assessment questions and
some key response recommendations
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Depression Fast Facts

» PHQ-2

» Facts designed to
destigmatize experiencing
depressive symptoms

= List of symptoms
» Tips for self-care, treatment

expectations and active
participation in care

Y s ormremes G



Patient Workbook

» Reflects patient pamphlet

= Self-management

= What to expect in treatment

» Tips for self-care, sharing
diagnosis with others, building

a support network and sleep
hygiene
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Resources

* To download or order hard copies of the tools, screening
pocket and exam room cards, and full-length clinical
practice guideline, please visit MEDCOM'’s website:

https://www.gmo.amedd.army.mil/QMOCPGShopCart/
products.asp?cat=6

» Please send feedback to: CST feedback@tma.osd.mil



https://www.qmo.amedd.army.mil/QMOCPGShopCart/products.asp?cat=6
https://www.qmo.amedd.army.mil/QMOCPGShopCart/products.asp?cat=6
https://www.qmo.amedd.army.mil/QMOCPGShopCart/products.asp?cat=6

Thank You

= Throughout the webinar, you are welcome to submit
guestions via the Adobe Connect or Defense
Connect Online question box located on the screen.

* The guestion box is monitored during the webinar,
and questions will be forwarded to our presenters
for response during the question-and-answer
session held during the last half hour of the webinar.

= Our presenters will respond to as many questions
as time permits.
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Question-and-Answer Session

= Throughout the webinar, you are welcome to submit
guestions via the Adobe Connect or Defense
Connect Online question box located on the screen.

* The guestion box is monitored during the webinar,
and questions will be forwarded to our presenters
for response during the question-and-answer
session held during the last half hour of the webinar.

= Our presenters will respond to as many questions
as time permits.
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Webinar Evaluation / Feedback

We want your feedback!

= Please take the Interactive Customer Evaluation found
on the Monthly Webinar section of the DCoE website

= Or, send comments to
DCoE.MonthlyWebinar@tma.osd.mil



http://ice.disa.mil/index.cfm?fa=card&sp=122542&s=1019&dep=*DoD&sc=11
mailto:DCoE.MonthlyWebinar@tma.osd.mil

CEUs and CME Credits

If you pre-registered for this webinar and want to obtain a
continuing education certificate, you must complete the
online CEU/CME evaluation.

= Did you pre-register prior to May 21, 20127
o If yes, please visit conf.swankhealth.com/dcoe to complete the
online CEU/CME evaluation and download your continuing
education certificate.

= Did you pre-register between May 22, 2012, and now?
o If yes, your online CEU/CME evaluation and continuing education
certificate will not be available until May 28, 2012.

» The Swank Health website will be open until June 25, 2012.
o If you did not pre-register, you will not be able to receive CE credit

for this event.
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Save the Date

DCoE Monthly Webinar:

Intimate Partner Violence: 1 | 2
What Health Care
Providers Need to Know

10| 11 | 12 | 13| 14 | 15 | 16
June 28, 2012 17 | 18 | 19 | 20 | 21 | 22 | 23

1-2:30 p.m. (EDT) 24 | 25 | 26 27-29 30

For more information, please visit dcoe.health.mil/webinars
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http://www.dcoe.health.mil/webinars

Webinar Evaluation/Feedback

We want your feedback!

= Please take the Interactive Customer Evaluation found
on the Monthly Webinar section of the DCoE website

= Or, send comments to
DCoE.MonthlyWebinar@tma.osd.mil



http://ice.disa.mil/index.cfm?fa=card&sp=122542&s=1019&dep=*DoD&sc=11
mailto:DCoE.MonthlyWebinar@tma.osd.mil

DCoE Contact Info

DCoE Call Center
866-966-1020 (toll free)

dcoe.health.mil

resources@dcoeoutreach.org

| #" DEFENSE CENTERS OF EXCELLENCE 75
" T ——————



http://www.dcoe.health.mil/
mailto:resources@dcoeoutreach.org

