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I. Abstract

Objectives:

The primary objective of this initiative is to implement a collaborative intervention to identify, treat, and monitor patients with depression and anxiety disorders in primary care.  This collaborative intervention will be known as the Behavioral Health Clinic in Primary Care (BHC-PC). 

Patient data will be systematically collected for the purpose of documenting quality improvement, and outcomes of the initiative. Data may also be used to answer additional research questions, for those patients who consent to our doing so. 

The key features of this intervention are:

1. Systematic follow up of screening with in-depth assessment and treatment initiation. 

2. Empowering patient by educating them and involving them in choice of therapy.

3. Use of Pharmacist and Nurse for systematic follow up to ensure compliance and symptom resolution. 

4. Avoidance of need for Mental Health referral for cases of uncomplicated depression and anxiety. 

5.    Avoidance of stigma associated with mental health referral by integrating this intervention into primary care.

Target Population:

All veterans screening positive for depression who are actively enrolled in the Iowa City Primary Care Clinics and the Community Based Outpatient Clinics will be candidates for enhanced screening and eligible for referral to the BHC-PC for management of depression and anxiety disorders.

Intervention Team:

The BHC-PC team will consist of:

1. Clinical Pharmacist

2. Nurse Clinician 

3. Internal Medicine-Psychiatry physician.  

These team members will work closely with the patient and their primary care physician to provide care for depression and anxiety disorders.
Intervention Methods:

This will be a two-step intervention:

A.
All patients with positive depression screens will undergo enhanced screening - the Primary Care Behavioral Health Screen. This will evaluate the veteran for the presence and severity of several common psychiatric disorders.

B.
Appropriate patients with uncomplicated depression and anxiety will be eligible for enrollment in the Behavioral Health Clinic in Primary Care. This clinic will help ensure that patients get adequate therapy and that their symptoms resolve.

Primary Care Behavioral Health Screen

Following a positive depression screen, the patient will be contacted by telephone to undergo a more thorough assessment for depression, anxiety, substance abuse, and other psychiatric disorders using standardized assessment tools.  Following this assessment, the depression care specialist will generate a progress note alerting the primary care provider to ongoing psychiatric symptoms present and provisional diagnoses.  If depression, anxiety, or concurrent depression and anxiety symptoms are identified, the primary care provider will be given the option of managing the disorder themselves, or referring the patient to the BHC-PC for treatment and monitoring. Complex patients will be referred to specialty Mental Health Services as found appropriate. 

Behavioral Health Clinic in Primary Care.

Patients diagnosed with depression and/or anxiety may receive care by the BHC-PC team.  Patients will be scheduled for an initial appointment to further refine the diagnosis, will receive education about their depression or anxiety diagnosis and the treatment options available (medication or Problem-Solving Therapy for Primary Care), and will begin the treatment process.  

Pharmaco-therapy will be managed by the Pharmacist/Nurse under close supervision of the Med-Psych physician. Problem Solving Therapy will be delivered by the Nurse, who will undergo specific training in this modality. 

During the Acute Phase of therapy patients will be followed weekly, by phone and in person (or using video telemedicine), until symptom remission is achieved.  At least one visit per month will occur in person during the acute phase.  Once remission has occurred, patients will move into the continuation and maintenance phases of treatment to prevent relapse and recurrence of symptoms.  Visits during these phases of treatment will also occur by phone, in person, and via telemedicine at monthly or bimonthly intervals, or less frequently if found appropriate.

Outcome Measures:

The outcomes to be tracked will include:

· Measures of Implementation: Number of Referrals, rate of referral of positive screens, changes in referral patterns to Mental Health from Primary Care, rate of acceptance of intervention by patients/providers. 

· Process outcomes: Number/rate of patients achieving appropriate therapy for depression, 

· Patient Outcomes: Rate of achievement of remission of depression/anxiety symptoms, medical service utilization, suicidal ideation. 

These measures will be compared with historical controls (where these can be obtained from the VA medical record), and with results reported in the literature for similar interventions.
II.
Target Mental Health Conditions for Management in Primary Care

A.
Depressive Disorders

According to the National Institute of Mental Health, in any given 1-year period, 9.5 percent of the population, or about 18.8 million American adults, suffer from a depressive illness.  Between 17 and 25% of older primary care patients suffer from dysthymia and minor depression.  The economic cost for these disorders is high, but the cost in human suffering cannot be estimated. Depressive illnesses often interfere with normal functioning and cause pain and suffering not only to those who have a disorder, but also to those who care about them. By 2020, depression is expected to be the second leading cause of worldwide global health disability, following cardiovascular disease [Rollman 2003].

Evidence from both the Veterans Health Administration (VHA) and the private sector has shown that the majority of depression is treated in primary care [1]. Unfortunately it has also been repeatedly demonstrated that quality of depression care in the primary care setting typically falls short of that described in clinical practice guidelines. Various interventions have been tested in research and real world settings to improve care [2-14]. Effective interventions have included elements of collaboration between primary care and mental health providers, ongoing follow up and empowering patients with choice and involvement in their own care [2,15,16,20]. It has repeatedly been shown that in the absence of systems of care designed to ensure adequate follow up, screening for depression alone is ineffective in improving outcomes in depression [7,15,16].

Practice guidelines for depression treatment have been developed as a way of making information on efficacious treatment of depression available for primary care providers.  Yet, as indicated by the low rates of depression recognition and treatment in primary care, the transfer of clinical research knowledge to primary care settings remains unsatisfactory.  Most studies find that physician behavior is slow to change in response to newly developed practice guidelines.  However, in their review of 59 published evaluations of clinical guidelines, Grimshaw and Russell concluded that guidelines could positively influence both the process of care (93% of 59 studies) and clinical outcomes of care (81% of 11 studies).  The amount of improvement varied by the extent of physician adherence to the guideline; adherence levels varied by the kind of strategy employed to influence physician behavior.  Time constraints are a growing problem among primary care practices and physicians’ lack of time has been identified as a significant barrier to their treating depressed patients adequately.

Of those diagnosed with depression, 50% of patients either do not receive adequate levels of antidepressants or are not treated for an adequate period of time, 10-20% are intolerant to an initial trial of antidepressant medication, and 25-30% who complete an adequate trial do not show an acceptable response.  In randomized controlled trials, at least 30% of depressed patients fail to respond to first-line antidepressant treatment, despite adequate dose, duration, and compliance.  Up to 21% of patients with major depression who seek treatment have not recovered after two years.  

B.
Anxiety & Panic Disorders

Aside from depression, anxiety disorders are among the most prevalent psychiatric conditions in primary care populations. The most common disorders include Simple Phobia, Generalized Anxiety Disorder (GAD) (8%), Panic Disorder, Social anxiety disorder (9%) and, in a Veteran population, Post-Traumatic Stress Disorder (PTSD).

Anxiety disorders are commonly co-morbid with other mental illnesses, especially depression and can have a profound impact on the course and severity of depression. Unrecognized anxiety disorders co-morbid with major depression increase the risk of suicide attempts (RR~1.7) and psychiatric hospitalization, slow recovery, and increase the likelihood of recurrence. Anxiety disorders are also commonly found among high-users of medical services (22% of the top decile of medical service users) and are commonly implicated in the etiology of unexplained medical symptoms. 

Although a lot of attention has been focused on depression in a primary care setting in recent years, albeit with variable success, there has been little or no attention paid to the anxiety disorders. The consequence of this is that anxiety is often undiagnosed, untreated or worse, mistreated with expensive medical work-ups or use of potentially addictive medications.

Of the common anxiety disorders mentioned above GAD and panic disorder are amenable to pharmacological treatment with antidepressant agents similar to those used in depression and dysthymia. Individuals with these disorders are particularly sensitive to side effects of medications, thus they have an increased risk of premature medication discontinuation. These are also chronic disorders that require ongoing monitoring and frequently require maintenance therapy. Lastly, these are disorders that are commonly treated initially in primary care settings. For these reasons patients with anxiety are excellent candidates for a disease management approach based in primary care, similar to those that have demonstrated efficacy with depression. 

While we recognize that PTSD is a common condition in the Veteran population, most of these patients come to the attention of Mental Health services due to the intrusive nature of their symptoms. Nevertheless some cases do go undetected, or untreated for many years. Therefore we will be screening for symptoms of PTSD and recommending Mental Health Referral when present, however treatment of this disorder is beyond the purview of this initiative.  

III.
Barriers To Effective Management of Depression and Anxiety in Primary Care

Barriers to the effective recognition and treatment of depressive and anxiety disorders occur at many stages in health care.  Adequate diagnosis and treatment of depression requires recognition of and effective planning to overcome these barriers.

A.
Provider Factors

1.
Barriers to recognition & diagnosis - insufficient training in the diagnosis and treatment of mental health disorders; failure to recognize depression; depression and anxiety considered a normal part of aging or a natural consequence of physical illness

2.
Barriers to effective treatment – lack of support staff; inadequate reimbursement; lack of follow-up on prescribed medications; inadequate dosage or duration of therapy

3.
Co-morbidity – medical conditions that mask the presence of depression or anxiety; overlapping symptoms of medical illness; vague somatic symptoms; overlapping symptoms of dementia

B.
Patient Factors

1.
Stigma – stigma about psychiatric diagnosis

2.
Attitude toward diagnosis and treatment – refusal to acknowledge depressive symptoms; resist mental disorder diagnosis; not ready to accept treatment; fail to follow through on prescribed therapy

3.
Belief System

C.
Health System Factors

1. Time Constraints: Along with the poor reimbursement, the increased amount of time needed to address depression and anxiety compounded by the multiple competing demands on the providers time create a disincentive to effective management of these problems. 

2. Access – access to mental health services an unmet need; confusing system of fragmented health care settings; fail to organize mental health services to support primary care

2.
Reimbursement – inadequate insurance benefits for mental health services; reimbursement policies that discriminate against persons with mental illness 

3.
Professional Services – lacking in number of trained health care professionals; lack of culturally competent services

This clinical initiative aims to resolve some of the barriers to depression care identified in sections A and B above.  Following a thorough literature review, and based on research conducted by the IMPACT, Philadelphia MIRECC, and Tides & Waves investigators, it is felt that the following barriers can be overcome with this initiative:

Barriers to Recognition, Diagnosis & Treatment

1.
Provision of a support mechanism for PCPs by performing in-depth assessments

2.
Primary care provider (PCP) education, but not as primary intervention

3.
Circumventing PCP time constraints

4.
Tracking mechanisms to prevent loss of follow-up

5.
Guideline based algorithm and stepped-care approach to treatment to ensure adequate treatment doses with pharmaco-therapy and symptom resolution

Patient Factors

1.
Ongoing patient education about diagnosis and treatment plan

2.
Patient empowerment and activation

3. Close follow-up to detect and address noncompliance

4. Increasing patients choice by offering psychotherapy as well as pharmaco-therapy

5. Circumventing stigma associated with mental health referral by offering these services within primary care 

6. Decreasing stigma among patients with education regarding target conditions 

IV.
Protocol Introduction

This protocol outlines the Behavioral Health in Primary Care Initiative, a collaborative care practice for evaluation and management of adults with depressive and anxiety disorders who are actively enrolled in the Veterans Affairs Medical Center (VAMC) primary care clinics.

A.
Target Population

The target population will consist of all veterans screening positive for depression who are actively enrolled in the Iowa City VAMC primary care clinics (Red, White, Blue and Coralville teams) and the Community Based Outpatient Care Clinics (CBOCs) in Dubuque, Waterloo, Quad Cities, Galesburg, and Quincy.

Examination of patient data in calendar year 2003 revealed 1750 and 1672 positive depression screens at the VAMC Iowa City and associated CBOCs, respectively.

Between January 3, 2005 and December 31, 2006 it is expected that 3500 screening interviews will be completed at the Iowa City VAMC and associated CBOCs.  Based on this screening, it is estimated that 600 patients will be eligible for follow-up in the Behavioral Health Clinic in Primary Care.
B.
Process of Care

The primary objective of this initiative is to implement a collaborative intervention to identify, treat, and monitor patients with depression and anxiety disorders in primary care.  This collaborative intervention will be known as the Behavioral Health Clinic in Primary Care (BHC-PC).

This will be a two-step intervention:

1.
All patients with positive depression screens will undergo enhanced screening - the Primary Care Behavioral Health Screen. This will evaluate the veteran for the presence and severity of several common psychiatric disorders.

2.
Appropriate patients with uncomplicated depression and anxiety will be eligible for enrollment in the Behavioral Health Clinic in Primary Care. This clinic will help ensure that patients get adequate therapy and that their symptoms resolve.

C. Mechanisms for Care

Follow-up visits will utilize telephone contact, clinic visits and telemedicine hookups to outreach clinics (CBOCs).

D.
Goals & Objectives of the Behavioral Health in Primary Care Initiative

Primary Objective: The primary objective of this initiative is to implement a collaborative intervention to identify, treat, and monitor patients with depression and anxiety disorders in primary care.  This collaborative intervention will be known as the Behavioral Health Clinic in Primary Care (BHC-PC).

Secondary Objectives: To assess the effectiveness of implementing the BHC-PC by identifying and/or evaluating:

1.
Rates of initiating therapy (medications, psychotherapy, or mental health consultation) in patients screening positive for depression.

2.
Rates of referrals to psychiatry for major depressive disorder (MDD), minor depression, dysthymia, generalized anxiety disorder (GAD), and panic disorder.

3.
Rates of achievement of AHRQ and VA/DOD suggested goals for adequate therapy.

4.
Rates of treatment response.

5.
Remission rates.

6.
Relapse rates.

7.
Discontinuation rates for therapy (compliance).

8.
Compliance rates with VA appointments.

9.
Overall health care utilization.

10.
General symptom reporting.

11.
Quality of life.

12.
Patient satisfaction with depression care.

13.
Patient satisfaction with overall VA health care.

14.
Provider satisfaction with depression intervention and care.

E.
Outcomes

Documenting efficacy of this kind of clinical initiative is difficult due to the absence of a randomized comparison group. We will attempt to overcome this limitation by using several methods of evaluation. 

The following outcomes are expected, relative to a comparable population of patients screened in 2003. The comparison data will be abstracted from the VA computerized medical record.

1. Higher rates of patients initiating therapy (medications, psychotherapy, or mental health consultation) after screening positive for depression.

2. Decreased referrals to psychiatry for uncomplicated depression as the primary diagnosis.

3. Increased rates of achievement of AHRQ and VA/DOD suggested goals for adequate therapy (in terms of dose and duration of medication). [Appendix I-1]

4. Increased show rates to scheduled VA appointments.

5. Decreases in unscheduled health care visits.

The following measures will be compared to results achieved with comparable interventions in a research setting and in other descriptive studies, while acknowledging the problems introduced by differences in patient population:

1. Treatment response rates

2. Depression/Anxiety remission rates

3. Relapse rates

4.
Treatment compliance

5.
Improvement in measures of depression and anxiety

6.
Improvement in quality of life

The following measures will be assessed at baseline (or for the year preceding enrollment for appropriate measures) and then at follow up. We anticipate improvements in:

1. Number and severity of general symptom reporting

2. Quality of life

3. Satisfaction with depression care

4. Satisfaction with overall health care

5. Positive provider satisfaction with collaborative care initiative

F.
Summary of Assessment & Outcome Measures

	Measure
	Instrument
	Screen
	Base-line
	Ea. Visit
	3 Mos
	6 Mos
	12 Mos
	18 Mos
	24 Mos

	Depression Symptoms & Severity
	PHQ-9
	X
	X
	X
	X
	X
	X
	X
	X

	Anxiety Symptoms & Severity
	MINI
	X
	
	
	
	
	
	
	

	
	State-Trait Anxiety Inventory (STAI)*
	
	X
	X
	X
	X
	X
	X
	X

	Panic Symptoms & Severity
	MINI
	X
	
	
	
	
	
	
	

	General Physical Symptoms
	Symptom Assess-ment Scale (SAS)
	X
	X
	X
	X
	X
	X
	X
	X

	Suicidal & Homicidal Ideation
	Paykel for Suicide
	X
	X
	X
	X
	X
	X
	X
	X

	Psychosis & Mania
	MINI
	X
	
	
	
	
	
	
	

	Substance Use
	In-depth Interview
	X
	
	
	
	
	
	
	

	
	Brief Interview
	
	X
	X
	X
	X
	X
	X
	X

	Social Support
	MSPSS
	
	X
	
	
	
	
	
	

	Functional Status
	Bed Days
	
	X
	X
	X
	X
	X
	X
	X

	Quality of Life
	SF-12
	X
	X
	
	X
	X
	X
	X
	X

	
	Single Item Indicator (SII)
	
	X
	
	X
	X
	X
	X
	X

	Medication Compliance
	Brief Interview
	
	X
	X
	X
	X
	X
	X
	X

	Health Care Utilization
	Brief Interview
	
	X
	X
	X
	X
	X
	X
	X

	Patient Satisfaction
	Survey
	
	X
	
	X
	
	X
	
	

	Provider Satisfaction
	Survey
	
	
	
	X
	
	X
	
	


All assessments provided in Appendix A.

G.
Duration of Clinical Initiative & Funding Source

The Behavioral Health in Primary Care initiative is funded by the VISN 23 Primary and Specialty Medicine Service Line.  Funding began in July 2004 (FY04) and continues for two years.  Long-term support for the initiative will be determined following outcome of the primary and secondary objectives.

V.
Role of the Depression Management Team
A.
The Team

The essential component of this model of care is an engaged patient who is empowered to be an active participant in their depression care. The care is delivered by an organized team of professionals including: Behavioral Health Specialists for Primary Care (PharmD, RN), a Medicine-Psychiatry physician and the patient’s primary care physician.

1. Behavioral Health Specialist (BHS)

a. Clinical Pharmacist (PharmD) 

b. Nurse Clinician (NC)  

The BHS is responsible for the enhanced screening evaluation of patients with positive depression screens in primary care. S/he is also primarily responsible for the initial assessment and education of each patient referred to the disease management program. The BHS closely follows each patient until s/he has met established treatment goals.  Once the patient achieves remission, the BHS completes a relapse prevention plan with each patient and follows him/her at appropriate intervals to reduce the risk of relapse or recurrence.

The PharmD-BHS is responsible for implementing the medication treatment arm of the algorithm in the patients that s/he follows by prescribing medications, adjusting dosages and monitoring therapeutic outcomes.  S/he will also implement a brief psychosocial intervention using behavioral activation with each visit during the active treatment phase.

The NC-BHS is primarily responsible for providing Problem Solving Therapy for Primary Care (PST-PC) to the patients that opt for this treatment.  S/he is also responsible for implementing the medication treatment arm of the algorithm in the patients that s/he follows by communicating recommendations for medication prescription and dosage adjustment to the patients’ primary care physician. 

The BHS will meet at least weekly with the Medicine-Psychiatry physician to discuss cases in active treatment and recommendations for therapy. The PharmD-BHS and the NC-BHS will communicate changes made in therapy and patients’ progress to the primary care physicians by use of alerted notes and where necessary, in person or by phone contact. 

2.
Medicine-Psychiatry Physician (MPMD)

The MPMD is primarily responsible for oversight of the clinical care provided by the PharmD and NC.  The MPMD meets weekly with the PharmD and NC to review treatment plans for all patients in active treatment and is available for clinical consultation for patients not responding to treatment.  The MPMD is also available by pager to discuss questions and respond to emergencies.  The MPMD reviews the results of the enhanced screening and the patients’ medical charts with the BHS.  Based on this review tentative diagnoses are assigned and appropriateness for ongoing follow-up in the BHC-PC is determined.
In the absence of the MPMD, a designated staff psychiatrist will be available to serve the above functions. In the rare event of a patient needing urgent/emergent evaluation when either of the above physicians is not immediately available, the BHS will follow the Iowa City VA Medical Center policy for psychiatric emergencies utilizing the Psychiatric Officer of the Day (POD).

Additionally a Staff Internist/Primary Care Physician will be identified and available for consultation regarding medical issues of the patients in the event of the absence of the MPMD, and if the patients primary care physician cannot be immediately contacted. 

As should be evident from the above this model of care can work successfully with the supervisor input of a psychiatrist and a primary care physician, rather than  a dually trained provider.  

3.
The Patient

This program aims to include the patient as an active collaborator in his or her treatment.  In order to assist the patient in this effort, s/he will be given educational information regarding their condition.  The initial visit with the BHS will emphasize patient education and activation.

In order to help empower each patient to be an active participant in his/her treatment, the establishment of a good working relationship with the patient is very important.  Depressed persons often feel isolated and alone and do not have the energy to seek help.  The effect of having someone seek them out, explore with them their feelings, thoughts, and behaviors, offer help, and encourage them to explore effective treatment for depression can be quite powerful.  Through the relationship with the patient, the BHS does more than coordinate appointments and assess needs.  He or she provides a crucial and therapeutic force in a patient’s ongoing treatment.

4.
The Patient’s Primary Care Provider

This initiative is designed to support each patient’s PCP in the care of the depressed patient.  Each patient’s PCP also has an important role in encouraging and supporting the patient’s participation in the depression care activities.  PCPs will receive orientation regarding the initiative.  Following orientation, PCPs will be surveyed regarding their preferences for primary care management of their depressed and anxious patients and the protocol for mental health referral.

A good working relationship between the patients’ PCPs and the BHC-PC team is an essential element to the success of treatment.  It will be the priority of the team to keep each patient’s PCP informed about the progress of his/her patients and about any questions or problems that arise in the course of treatment.
B.
Team Meetings

The PharmD, NC, and MPMD will meet at least weekly to discuss new and ongoing patients.  During these meetings, the PharmD and NC will go over his or her caseload and discuss new patients and their treatment plans as well as ongoing patients who are experiencing difficulties with their treatments or are not responding as expected.

C.
Collaborative Care

Role of Mental Health Specialty Services

Although this initiative seeks to identify and treat patients with depressive and anxiety disorders in a primary care setting, the collaboration of established mental health services is integral to the success of the program. As mentioned above the Internist-Psychiatrist is also a part of the Psychiatry department. The outpatient psychiatry department at the Iowa City VAMC will provide back up to the Internist-Psychiatrist for the functions described above in his absence. They will also be involved in urgent evaluations of the patients identified as having acute needs (suicidality, homicidality or active psychosis) during Enhanced Screening or depression management follow-up. This will involved a brief contact (in-person or telephonic) with the patient to assess need for acute services and make decisions regarding appropriate management. 

In addition, those patients identified at any stage with complex illness as described below (Section V-5) will be referred to psychiatry or psychology as deemed appropriate. The Behavioral Health team will also collaborate with psychology and psychiatry in evaluating the impact of implementation of the initiative on referral patterns and attendance at initial consult visits in those departments. 

VI.
Screening and Case Identification of Depressive Disorders

In order to provide appropriate treatment for individuals with depression or anxiety, it is first necessary to identify the patients that are in need of assessment and possible treatment.  Case identification can be done in a number of ways, including systematic screening, self-referral, or physician identification.  Both self-referral and physician identification have been shown to identify only the most severely impaired patients and thus misses an opportunity to be proactive in treatment initiation.  The methods of self-referral and physician identification offer several advantages, namely that there is less work involved in identifying those in need and that those identified are likely to be more adherent to treatment because they have established themselves as being proactive in their own recovery.  Systematic screening, on the other hand, will identify a broader group of patients who can benefit from care, but these patients may have milder symptoms and thus, may be less motivated to engage in treatment for those symptoms.

Current Screening Practices at the IC VAMC

Currently, a system of annual screening for depression exists in primary care.  Screening is done by asking two questions from the PRIME-MD.  The current initiative is structured to follow this up with an enhanced screening as below.
Behavioral Health Screening in Primary Care (Enhanced Screening)

A.
Patient Population

Inclusion Criteria:  

Phase 1:
All patients in the IC VAMC primary care clinics (Red, White, Blue, and Coralville Teams) with a positive depression screen.

Phase 2:
In addition to Phase 1 patients, all patients at the IC VAMC CBOCs (Dubuque, Waterloo, Quad Cities, Galesburg, Quincy) with a positive depression screen.

Exclusion Criteria:  Patients actively enrolled in Psychiatry clinics including General Psychiatry, OSATP, and Dual Diagnosis.
B.
Identification of Positive Depression Screens

When a patient screens positive for depression during the initial intake interview the screening nurse enters this information into CPRS (VA electronic medical record).  In addition to notifying the patient’s PCP, the intake nurse will generate an electronic consult to the BHC-PC team via the CPRS system. The nurse will notify the patient that the BHS will be calling them and confirm the patients contact information.

[See Appendix E-1 for LPN script]

C.
Initial Telephone Screening Assessment (Enhanced Screening)

The enhanced screening evaluation will be done by phone within 48 hours of the patient’s primary care visit.  Alternatively, a face-to-face assessment may occur on the same day of the primary care visit if deemed necessary by the PCP.  An in-person visit will follow the same procedure as a telephone visit and may offer the advantage of rapport building with the patient.

1.
Telephone Contact

Good communication skills, including listening, empathy, patience, flexibility, and a positive conviction that the patient can get better, are all qualities of the interviewer that cannot be scripted.  This will contribute to good rapport and, in turn, trust in the management team and a belief that his/her main goal is to see that the patient feels better.  

It is important during the initial telephone contact that the patient is treated respectfully by making sure the contact is private and without interruption.  The BHS will encourage the patient to find a quiet place in which to speak on the phone.

The BHS will introduce him/herself and thank the person for making the scheduled phone contact.  Patients will always be addressed properly as Mr. or Ms. The BHS will explain the purpose of the phone call in order to allay any fears or miscommunication and inform the patient of the estimated length of the call.  The patient will also be asked if s/he would like educational materials on depression and a list of symptoms of depression mailed to him/her.

[See Appendix E-2 for telephone script]

2.
Outcomes of Telephone Contact/Enhanced Screening

a)
Full interview: patient agrees to the enhanced screening assessment.  The patient will be informed that they can refuse to answer any question or end the interview at any time without repercussion.

b)
Refuses interview: if the patient refuses the enhanced screening interview, this will be documented in the patient’s electronic medical record and his/her PCP will be notified.

c)
Unable to contact: a reasonable number of attempts to contact the patient will be made.  Inability to contact the patient for enhanced screening will be documented in the patient’s electronic medical record and his/her PCP will be notified.  At least one phone call attempt will be made in the evening and one on a Saturday.

d)
Unable to assess: patients with hearing impairment, cognitive impairment or language barriers may be unable to complete the interview over the phone or in person.  A reasonable effort will be made to overcome barriers to completion of Enhanced Screening.  Inability to complete the Enhanced Screening will be documented in the patient’s electronic medical record and his/her PCP will be notified.

e)
No phone: patients with no listed telephone number, an incorrect listed number or no telephone will be contacted via letter, next of kin (see below, 3b) or at the patient’s next scheduled VA appointment if occurring within a reasonable time period (i.e. 1 month) of the original screening.

3.
Procedures for Hard to Reach & Unable to Contact Patients

a)
Voicemail Messages

 - The BHS will leave a message to the effect that s/he is calling from the Iowa City VAMC as a follow-up to the patient’s primary care visit.  The message will not contain any sensitive or damaging information.  [Script, Appendix E-3]

b)
Unable to Contact Letter

-
if the BHS is unable to reach the patient by phone, a letter will be sent to the patient’s home address after the 4th call attempt.  [Appendix F-3]

c)
Contacting Next of Kin

-
an attempt to contact the patient may be made via the patient’s designated next of kin (NOK)

-
the NOK’s number should be called after 4 attempts have been made to reach the patient or if the patient does not have a listed telephone number

-
when contacting the NOK, the BHS will not discuss the nature of the contact of the patient with the NOK, only that the BHS is trying to reach the patient can be discussed

[See script – Appendix E-4]

d)
Meet the Patient at Next Scheduled Appointment at the IC VAMC

-
if any appointments exist in the upcoming month, meet the patient at his/her appointment and make arrangements for interviewing them (in person that day is preferable)

e)
Documentation

-
an “Unable to Contact” note will be written in the patient’s electronic medical record stating the number of attempts made and avenues taken in attempt to contact the patient.  [Appendix D-3]

f)
Time frame

-
after 14 days an Unable to Contact note will be entered into the patient’s electronic medical record

-
after this time, no further attempts will be made to contact the patient

4.
Suggested Timeline for Enhanced Screening

Day 0: Primary Care nurse sends consult noting positive depression screen

Days 1-2: The BHS makes the first attempt to reach the patient.

Days 2-7: If unable to contact initially, continued attempts to contact the patient with at least one evening call, one Saturday call, and a letter.

Days 7-14: The BHS attempts to reach the next of kin and will look for upcoming appointments of the patient.  The BHS posts an Unable to Contact note in the patient chart and enters the patient in the database as unable to contact.

Days 14-30: This is the window for meeting the patient at an appointment.  If the patient is available, the BHS will need to reactivate the patient in the database.

D.
Screening Assessments

a)
Demographics:  age, race, gender, education level

b)
Current care:  primary care (VA), local provider(s), mental health provider(s)

c)
Finances

d)
Social support

e)
Cognitive Status: Blessed Orientation-Memory-Concentration Test in those over 50

f)
MINI diagnosis for psychosis, mania, GAD, Panic Disorder, PTSD

g)
Alcohol use, abuse, and dependence

h)
PHQ-9 for depression

i)
Paykel for suicide

j)
SF-12

k)
Drugs of abuse

l)
Symptom assessment

m)
Patient satisfaction

n)
Depression treatment and past depression history

See Appendix A for assessments.
E.
Results of Screening & Options for Care 

The following provisional diagnoses may be identified based on symptom clusters detected during the Enhanced Screening interview.  Based on the provisional diagnosis, the patient may be eligible for BHC-PC, primary management by the patient’s PCP, or consultation to a specialty service (i.e. Psychiatry, Medicine-Psychiatry, Outpatient Substance Abuse Treatment Program, Neuropsychiatric Testing).  PCPs will complete a survey to establish their preferences for automatic referral to the BHC-PC if indicated, PCP-management of mental health diagnoses, and mechanisms for referral to mental health services.  The following table describes the possible screening outcomes and various options for further care.
	Possible Screening Diagnosis
	Disease Mgmt by BHC-PC
	Provider Management
	Psych, M-P  or OSATP Referral
	Other

	Minor Depression
	1
	√
	X
	Repeat Screen

	MDD – Mild-Mod
	√
	√
	X
	-

	MDD – Severe
	√
	√
	2
	-

	MDD – SI/HI
	2, 4
	X
	√
	-

	MDD/Anxiety
	√
	√
	2
	-

	MDD/Panic
	√
	√
	2
	-

	MDD/Psychosis
	X
	X
	√
	-

	MDD/Mania
	X
	X
	√
	-

	MDD/ETOH Use or At Risk Use
	√
	√
	X
	-

	MDD/ETOH Dependence
	X
	X
	√
	-

	MDD/ETOH Abuse
	X
	X
	√
	-

	MDD/Drug Use
	X
	X
	√
	-

	MDD/Drug Abuse
	X
	X
	√
	-

	MDD/PTSD
	X
	X
	√
	-

	MDD/Mild Cog Impairment
	√
	X
	X
	Neuropsych

	MDD/Mod Cog Impairment
	√
	X
	2, 3
	Neuropsych

	MDD/Severe Cog Impairment
	X
	X
	2, 3
	Neuropsych

	Dysthymia
	√
	√
	2
	-

	Generalised Anxiety Disorder
	√
	√
	X
	-

	Panic Disorder
	X
	√
	√
	-

	Mania/Bipolar
	X
	X
	√
	-

	Cognitive Impairment
	X
	√
	2, 3
	Neuropsych

	PTSD
	X
	√
	√
	-

	ETOH – At Risk
	X
	√
	√
	-

	ETOH Abuse
	X
	√
	√
	-

	ETOH Dependence
	X
	X
	√
	-

	Drug Dependence/Abuse
	X
	X
	√
	-

	Psychosis
	X
	X
	√
	-


Key:
√ = option available
X = option not available

1 
Enhanced screening will be repeated in 6 months to assess for resolution of symptoms or meeting depression criteria

2
Potential for referral will be evaluated on a case-by-case basis with the MPMD

3
Referral for neuropsychiatric testing

4
Initial assessment by MPMD
a)
Acute Patients: Acute patients include those with suicidal ideation (SI), homicidal ideation (HI), severe mania or psychosis.  Once identified, the BHS will contact the MPMD (or designated psychiatrist).  The MPMD or delegate will then follow-up with the patient for further assessment.
b)
Complex Patients: Complex patients are those meeting criteria for a mental health diagnosis other than depression or anxiety.  Appropriate action will be taken as indicated above.

c)
Minor Depression: Patients meeting criteria for minor depression will continue follow-up with their PCP.  Enhanced screening will be repeated by the BHC-PC in 12 weeks to ensure resolution of depressive symptoms or to identify if the patient meets criteria for major depression prior to receiving annual screening for depression in primary care.
F.
Documentation

Findings from the enhanced screening assessments will be documented in a progress note signed by the BHS in the patient’s electronic medical record.  The patient’s PCP will be identified as an additional signer of the note.

[See Appendix D-1 for progress note template]

G.
Follow-Up Letter to Patient

Following each enhanced screening contact, a letter will be sent to the patient summarizing what was discussed during the interview, provisional diagnosis, plan for care, and whom to contact if questions arise.  

[See Appendix F-1 for letter template]

H.
Consent

1.
Interview

The BHS must obtain the patient’s verbal consent for participation in the assessment.  The patient may refuse to answer specific questions, stop the assessment at any time, or refuse the entire assessment.

2.
Data

Permission for use of information collected for research purposes.  See Appendix E-5 for script obtaining verbal consent.  See Appendix F-2 for follow-up letter reiterating consent if granted.

VII.
Referral to the Behavioral Health Clinic in Primary Care (BHC-PC)

A.
Case Identification and Eligibility

1.
Identification via BHS-PC (Enhanced Screening)

2.
Primary Care Provider referral of patients with established Depression, Dysthymia, or Anxiety diagnosis

B.
Referral Mechanism

1.
Assessment of Provider Preference

PCPs will be surveyed regarding their preferences for depression management and mental health referrals.  See Appendix I-4 for survey.

2.
Automatic Enrollment in the Behavioral Health Clinic in Primary Care

Per the provider survey, PCPs indicating a preference for the depression team to follow their patients with depression and/or anxiety, will result in these patients automatically enrolled into the Behavioral Health Clinic in Primary Care (BHC-PC).  If the patient is also agreeable to this arrangement, s/he will be immediately scheduled for an intake appointment in the BHC-PC clinic.  The goal will be to schedule this new patient visit within one week of the enhanced screening phone call.

3.
Electronic Consult

PCPs who prefer to manage their own patients with depression and/or anxiety, will still have the opportunity to refer patients to the BHC-PC at their discretion.  Providers will initiate a consult to the BHC-PC through the CPRS consult package.  A BHS will complete the consult and contact the patient to schedule an intake appointment.

C.
Exclusions

Patients who have Major Depressive Disorders complicated by any of the following criteria may be considered in need of specialized care and will be referred to either Psychiatry or Medicine-Psychiatry for assessment and follow-up.

1.
Bipolar Depression

2.
Drug Dependence/Abuse

3.
Alcohol Dependence/Abuse

4.
Imminent Suicidal Plan (requiring hospitalization)

5.
Severe Cognitive Impairment

6.
Primary Psychotic Illnesses

VIII.
Treatment Protocol for Depressive Disorders

Stepped Care for Depression & Mixed Depression/Anxiety Disorders

 All patients enrolled in the disease management clinic will carry a diagnosis of clinical depression, dysthymia, or anxiety.  The patients will, however, differ in their prior history of depression, treatment histories, current treatments, and in the extent of their medical and psychiatric co-morbidities.  Because of this considerable variation in each patient’s clinical circumstances, it is not possible to specify a treatment algorithm that will be a perfect fit for each patient.  The stepped care algorithms outlined below provide a general guideline for treatment and follow-up care for patients followed by the depression management team.  Within this guideline, the treatment team will use clinical judgment to ensure that patients enter the care algorithm at the correct step and that each patient has a treatment plan that is best suited for his or her clinical circumstances.

For patients identified as having co-morbid anxiety and depressive disorders, the choice of medications and medication titration schedules used will be those of the anxiety disorder treatment protocol. 

A.
Goals of Treatment:

1.
Achieve symptomatic remission

2.
Achieve full return of psychosocial functioning

3. 
Prevent relapse

4.
Prevent recurrence

B.
Treatment Outcome Definitions:

	
	
	PHQ-9 Improvement
	DSM-IV-TR Symptoms
	SAS Improvement

	1.
	Full Response
	
	
	

	
	MDD
	75-100%
	< 3/9 
	75-100%

	
	Dysthymia
	75-100%
	< 2/7 
	75-100%

	
	
	
	
	

	2.
	Partial Response (MDD & Dysthymia)
	50-75%
	3-4/9 MDD
	50-75%

	
	
	
	
	

	3.
	Minimal Response (MDD & Dysthymia)
	25-50%
	3-4/9 MDD
	25-50%

	
	
	
	
	

	4.
	Nonresponse
	
	
	

	
	MDD
	< 25%
	( 5/9
	< 25%

	
	Dysthymia
	< 25%
	( 3/7
	< 25%


	5.
	Remission
	Full Response maintained a minimum of 

4 weeks

	
	
	

	6.
	Relapse
	50% worsening of symptoms x 2 weeks

	
	
	

	7.
	Recurrence
	Patient meets DSM diagnostic criteria during maintenance or post-maintenance phase


Treatment Algorithms – Appendix C

Figure 1: Stepped Care Treatment Algorithm - Depression
	 Step 1  (8-10 weeks) 

(1) Check TSH (if not done within 6 months)

(2) Start first line antidepressant (AD) or Problem Solving Treatment (PST-PC)

Antidepressant (AD)  
OR 
 
PST-PC 


(usually an SSRI -        
 
 
(if patient strongly 


titrated to therapeutic dose)
  prefers psychotherapy)  

Evaluate response to step 1 treatment.
Patients with full response go to maintenance treatment. Others go to step 2.
 
 
    (AD in step 1) 
 
 
 
(PST in step 1) 

Step 2
  

(4-8 weeks)      
 

Partial response to step 1   No response 
Partial response 
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Different AD type       
PST-PC  
 
Add 1st line AD 
1st line AD 

or 
 
 
 
or 
 
 
 

Augment AD  
 
Different AD type


Evaluate response to step 2 treatment.  Patients with full response go to maintenance treatment. Others are considered for step 3.

 

Step 3

Consider 

-   Trial of a 2nd or 3rd type of antidepressant 

-   Combination of antidepressant and PST-PC (if not already tried in step 2) 

-   Other augmentation of antidepressants (if patient has had a partial response to an 

    antidepressant in step 2)

-   Referral to specialty mental health care for  


-  ECT (especially if depression is severe or if patient has psychotic symptoms, 

poor po intake, or high risk of suicide) 

   - Treatment of comorbid psychiatric disorders (for example OCD, Panic disorder, 

PTSD) 

   - Other types of psychotherapy not available in primary care such as CBT, IPT, or 

family therapy.  

Additional Treatments to be considered during the course of the program.


C.
Stepped Care

1.
Step 1:  This will be the initial treatment step for the majority of patients entering the BHC-PC.  Patients not tolerating the initial antidepressant (AD) will restart at step one.

a.
TSH Screening: Because of the relatively high prevalence of hypothyroidism in older adults and because hypothyroidism can contribute to a depressive syndrome, a TSH will be ordered in patients who have not had a normal TSH within the past 6 months.

b.
Initial treatment choice:  In most cases, patients will be started on an antidepressant medication, usually a selective serotonin reuptake inhibitor (SSRI).  Patients who have previously failed or not tolerated an adequate trial of an SSRI will be considered for an alternative AD.  Patients who have previously responded to an antidepressant from a different class will be restarted on the previous AD whenever possible. 

Patients who have a preference for psychotherapy will be started on PST-PC. See section VII-F.

c.
Titration of initial treatment: ADs will be started at low doses and titrated to a therapeutic dose over a period of 4-6 weeks.  If a patient cannot tolerate a particular treatment (i.e. intolerable side effects even with careful titration and clinical management), s/he will be switched to an alternative AD or PST-PC and will restart step 1.

d.
Treatment response: An adequate trial of step 1 treatment means that patients have completed an 8-10 week AD trial at a sufficient dose or a trial of 6-8 sessions of PST-PC.  Patients who have had a full response to step 1 treatment will proceed to relapse prevention planning and continuation treatment.  Patients who do not have a full response to step 1 treatment will be discussed in the weekly team meeting and may be eligible for a one-time psychiatric consultation by the MPMD.

Initial response to AD medications usually occurs within 2-6 weeks.  If there is NO response to AD treatment after 4-6 weeks of an AD at a therapeutic dose, an alternative plan will be initiated (e.g. proceed to step 2, MPMD consultation).  If there is a partial response by weeks 4-6, a full trial (8-10 weeks) of the AD at a full therapeutic dose will be recommended.

2.
Step 2: Patients who have failed an adequate trial of a first-line therapy at step 1 will be considered for a trial of an AD from a different class.  The choice of the second agent may vary depending on the clinical circumstances.  Patients with an established depression diagnosis receiving AD therapy may enter the BHC-PC at step 2.

a.
Alternative agents:  If the first trial was an SSRI or if the patient has severe vegetative symptoms, a noradrenergic agent such as Venlafaxine XR or a secondary amine tricyclic antidepressant (TCA) may be considered for a second trial.  TCAs will be used with caution in the elderly due to anticholinergic effects.  Tertiary amine TCAs will be avoided.  At this stage patients may also be considered for trial of the following ADs: Bupropion SR (Wellbutrin), or Mirtazapine (Remeron).

b.
Augmentation strategies: In general, augmentation strategies are not preferable as first or second step treatments due to the requirement of closer clinical monitoring, more complex drug regimens, and often greater expense to the patient.  There are times, however, when a patient has had a partial response to an initial AD agent and augmentation with either PST-PC or another medication is clinically indicated.  The MPMD will be consulted in this situation to provide guidance on specific augmentation strategies.

3.
Step 3: Patients who have not had a full response at step 2 will be discussed in the weekly team meeting and strongly considered for an extended psychiatric evaluation by the MPMD or for referral to the Psychiatry or Medicine-Psychiatry service.  See Figure 1, above, for potential treatment strategies in step 3.  Patients referred to the BHC-PC will generally not enter the treatment algorithm at step 3; these patients will be initially referred to the Psychiatry or Medicine-Psychiatry service.

D.
Initial Assessment of Depressive Disorders (Visit 1)

The baseline visit (intake appointment) focuses on initial clinical assessment, patient education, and discussion of initial treatment plans.  The initial assessment will be a face-to-face visit with the BHS occurring either in person or via telemedicine.  This visit is anticipated to last 90 minutes.  The majority of patients referred to the BHC-PC are expected to be newly diagnosed and not on active treatment at the time of the initial visit.  Patients referred to the clinic with a diagnosis of depression and/or on an antidepressant at the first visit will enter into the treatment algorithm at either step one or step two as deemed appropriate.

On the day of the initial contact it is important to convey a positive experience for the patient.  Good communication skills, including listening, empathy, patience, flexibility, and a positive conviction that the patient can get better, are all qualities of the interviewer that cannot be scripted.  This will contribute to good rapport and, in turn, trust in the management team and a belief that his/her main goal is to see that the patient feels better.  The resulting rapport might well contribute to the patient’s adherence with treatment and willingness to communicate with the management team if questions, concerns, or feelings of ambivalence over treatment arise.

The initial patient interview will ideally occur within one week of the enhanced screening assessment.  This visit will consist of the following elements:

1.
Focused Record Review

Prior to the initial contact, the BHS will review the patients’ medical records for the following information:

a.
Review of provider progress notes

b.
History of psychiatric and medical conditions

c.
List of current medications

d.
History of use of psychotropic medications

e.
Recent laboratory and neuroimaging reports

The review of psychiatric history and use of psychotropic medications will focus on evidence for adequately treated behavioral health disorders.

2.
Semi-Structured Patient Interview

a.
Patient History – verification of the information obtained from the focused record review and further inquiry of needed medical history.

b.
Assessments – assessments obtained during the enhanced screening will be considered the baseline assessments when the initial visit occurs within one week of enhanced screening.  Baseline assessments are identified in Section IV-F.
c.
Diagnosis – verification of diagnosis obtained from enhanced screening with review by the MPMD.

d.
Lab – lab tests to rule out underlying causes of depression or anxiety (e.g. TSH) will be ordered only if indicated.

3.
Patient Education & Treatment Decision

In addition to effective patient education regarding the diagnosis, patient participation during the process of treatment selection is likely to enhance compliance to the chosen treatment option.  Patients will be given the option of pharmacotherapy or PST-PC.  Guidance will also be provided by the BHS, as some patients may be more appropriate for pharmacotherapy based on the depression and family histories elicited.

4.
Development of Individualized Therapy Plan

a.
Pharmacotherapy: Pharmacotherapy will be initiated in a patient not receiving treatment at the baseline visit.  Patients referred to the BHC-PC already on an AD will be evaluated for response to their current therapy and therapy will be continued or changed as appropriate.

In selecting a medication, the following will be considered prior to treatment selection:
expected results, routine dosing strategies, possible side effects, drug-drug and drug-disease interactions, potential toxicity in overdose, and the patient’s previous response to AD treatments.  Prior treatment history and relevant psychiatric factors (e.g. e.g. symptom severity, co-morbidity) may also influence treatment decisions and where each patient enters into the treatment algorithm.

b.
PST-PC: patients opting for PST-PC will enter the treatment algorithm as outlined below (VII-F).

c.
Patient refuses treatment: The PCP will be informed of the patients choice and then the patient will be contacted again in 3 months to repeat the Behavioral Health Screening for Primary Care. If still meeting criteria for Depression they will be offered treatment again in accordance with the treatment protocol.  

d.
Alternate diagnosis – patients determined not to have a diagnosis of depression or anxiety or those with an identified underlying cause for their depression or anxiety symptoms (e.g. hypo- or hyperthyroidism) will be referred back to their primary care provider or to specialty services for follow-up care as deemed appropriate.

E.
Follow-up Assessment of Depressive Disorders – Pharmacotherapy


1.
Initial Treatment Course (Acute Phase; 8-10 weeks) 

Following initiation of antidepressant medication, the BHS will have phone contact with the patient within one week to ensure the prescription has been filled and the patient is not experiencing any side effects that may lead to early treatment dropout.

The BHS will then have frequent contact with the patient during the acute treatment phase.  These contacts will be in person or by telephone as clinically indicated.  At least one visit will occur in person per month in accordance with VA mandates and clinical guidelines (refs).  Early contacts will focus on the recognition and management of early treatment side effects and the possibility of worsening depressive symptoms.  Later follow-up contacts will focus on adherence to ongoing treatment and remittance of depressive symptoms.

During each follow-up contact, the BHS will complete the following assessments:

MSE (in person), SAS, PHQ-9, Suicide Assessment, Substance Use, Medication Compliance, Bed Days, and health care utilization.

Each follow-up visit will be documented in CPRS by a note written by the BHS and co-signed by the MPMD and the patient’s PCP.

a.
Visit Frequency: Frequent visits are recommended during the active phase of treatment in order to optimize treatment outcomes by:

-
encouraging patient adherence with treatment

-
rapidly identifying and correcting problems or adverse events associated with treatment

During initial treatment and after each dose adjustment or medication change, weekly contact, by office visit or telephone, will occur for the first 4 weeks; then every other week until 50% improvement in symptoms is attained for at least 4 weeks; then once per month until 75% improvement has been attained for at least 4 weeks.

b.
Treatment Duration: Response to a medication is enhanced by ensuring an adequate treatment trial of at least 4-8 weeks of administration at the recommended dose range.  However, if a patient fails to respond to an adequate dose of a specific medication for 4-6 weeks or has an unsatisfactory or partial response by weeks 8-10, an alternative treatment plan is recommended.  The duration of a treatment trial may be extended to 8-12 weeks if an augmentation strategy has been instituted in patients with a partial response.

c.
Achievement of Symptom Remission:  Patients exhibiting a continued full response (75-100% improvement on the PHQ-9; 0-2/9 DSM symptoms) for a minimum of 4 weeks will have achieved symptom remission.  The patient will then move into the continuation phase of treatment.

d.
Failure to Achieve Remission:  Patients moving into Step 3 of the treatment algorithm and who have failed to achieve symptom remission will undergo further evaluation by the MPMD for potential unidentified medical or psychological co-morbidities. Patients may also be referred to psychiatry services for more specialized care.

2.
Continuation Phase

Patients who have had a complete treatment response will meet with the BHS to complete a Relapse Prevention Plan and will be followed by the BHS monthly either in person or by telephone.  

a.
Maintenance Medication: All patients are encouraged to stay on the full dose of the antidepressant that led to clinical response.

b.
Visit Frequency: After 75% improvement has been reached, visits may be scheduled monthly.

c.
Treatment Duration: Continuation phase treatment is recommended to prevent relapse for all patients with depression who achieve a satisfactory clinical response, preferably symptom remission.  After achieving the target response (75-100% symptom remission), the medication(s) should be continued for 6-9 months at the dose effective during the acute phase.

d.
Relapse Prevention Plan: The relapse prevention plan will include the name and dose of the antidepressant that led to clinical response, the patient’s target symptoms, risk factors for relapse, early warning signs of relapse, and an action plan if the early warning signs appear.

e.
Relapse: If relapse occurs, patients will re-enter the treatment algorithm at Step 2 and more intensive follow-up will be resumed.

3.
Maintenance Phase

Patients experiencing an initial episode of major depression have at least a 50% chance of having a second episode, and by the third episode of major depression, there is a 90% chance of recurrence.  Therefore, all patients having a third depressive episode and some patients experiencing a second episode will be evaluated for maintenance antidepressant treatment.

Patients who are at high risk for relapse (history of dysthymia, more than 2 prior depressive episodes, or persistent depressive symptoms) are encouraged to continue maintenance treatments for at least two years.  

Maintenance Phase treatment is also recommended for patients with depression who:

a.
Have had at least 3 episodes of major depression

b.
Have experienced 2 episodes of major depression and have additional factors that contribute to an increased risk of recurrence such as

-
family history of bipolar disorder

-
history of recurrence within 1 year after previously effective medication was discontinued

-
a family history of recurrent major depression

-
early onset (before age 20) of the first depressive episode

-
depressive episodes were severe, sudden, or life-threatening within the past 3 years

c.
Dysthymia

Patients will be followed every three to four months or as clinically indicated either in person or by telemedicine.  Patients will be encouraged to call the Depression Management Team if symptoms of depression return or if they have questions about their treatment.  Patients who show signs of recurrence or relapse during this follow-up period will be discussed in the clinical team meeting and may be scheduled for additional follow-up visits.

a.
Maintenance Medication: Maintenance medication should be continued at full therapeutic doses using the regimen associated with symptom remission.

b.
Visit Frequency: Visits may be scheduled every 3 months as the patient moves into the maintenance phase of treatment.  Depending on the anticipated duration of therapy, visit frequency will be continually reevaluated and every 3-6 month visits considered.

c.
Treatment Duration: The optimal duration of maintenance treatment has not been established, but depending on risk factors, is generally between one year past continuation phase and lifetime administration.  Treatment duration will be decided on an individual basis.

d.
Relapse/Recurrence:  Patients relapsing on medication therapy will re-enter the treatment algorithm at Step 2 and more intensive follow-up will be resumed.

4.
Treatment Discontinuation

Medication tapering and discontinuation may be considered after the maintenance period is completed or if the patient wishes to discontinue therapy.
When discontinuing the antidepressant, the dose should be tapered no more rapidly than 25% per week.  Tapering and discontinuation can be completed over a 2-3 month period.  Patients will be educated concerning the signs and symptoms of recurrence of depressive symptoms.

A new depressive episode is most likely to occur within the first 8 months of medication discontinuation; therefore, patients should be evaluated every 2-4 months during that period.  The patient will be followed in the BHC-PC for this or this recommendation will be made to the PCP.  If depression recurs, prompt treatment with the medication previously effective will be initiated.

A recurrent depressive episode will be treated as a subsequent episode of depression.  Patients no longer taking an AD will be restarted on the medication and titrated to the dose that originally led to symptom remission.  Patients will re-enter the treatment algorithm at Step 1 and more intensive follow-up will be resumed.

Active discussions regarding the initiation and duration of maintenance treatment are an important element in the clinician-patient collaboration for this as well as other phases of pharmacological management of major depressive disorder.  The patient’s personal preference, as well as the risk factors for recurrence, will be considered in the decision process.

F.
Follow-up Assessment of Depressive Disorders – PST-PC

1.
Initial Treatment Course (Acute Phase)

If the patient opts for PST-PC as the treatment modality then an appointment will be set up for an initial visit with the RN-BHS to meet face-to-face. If the intake visit is being conducted by the PharmD-BHS then s/he will give the patient the name of the RN-BHS and set up an appointment to meet with him/her, or inform the patient that the RN-BHS would be calling them in the next 48 hrs to set up a time to meet.  If possible the patient will be introduced to the RN-BHS at the initial visit.  

During each follow-up contact the RN-BHS will complete the following assessments: MSE, SAS, PHQ-9, Suicide Assessment, Substance Use, Bed Days, SII, and health care utilization. 

The RN-BHS will spend approximately 15 minutes completing these measures and discussing medication related issues, for those on both medication and PST-PC. S/he will then indicate that they are beginning the formal PST-PC session and the rest of the visit will be structured accordingly and will typically last 30 minutes (60 minutes on the first session). 

a.
Visit frequency: Visits will be weekly for 6-8 weeks depending on the individual patient’s progress. If this is not feasible for the patient, the interval may be increased, but not greater than every 2 weeks. In the event that the patient is unable to travel to the VAMC to be seen in person at least every 2 weeks, they will not be eligible for PST-PC, or if this transpires after starting the course, strong consideration will be given to discontinuing the course of therapy, as it is unlikely to be effective.  In-person visits may be conducted face-to-face or via video telemedicine.

b.
Treatment duration: Individual PST-PC will continue for 6-8 sessions.  Appendix H contains PST-PC session outlines and narratives.

c.
Achievement of symptom remission: Patients exhibiting a continued full response (75-100% improvement on the PHQ-9; 0-2/9 DSM symptoms) for a minimum of 4 weeks will have achieved symptom remission.  The patient will then move into the continuation phase of treatment.

d.
No response or Failure to achieve remission: Patients not demonstrating a response to PST-PC as expected will be discussed during the weekly team meeting.  Alternative treatment plans will then be presented to the patient (entering Step 2 of the treatment algorithm).  Patients who fail to achieve symptom remission may also undergo further evaluation by the MPMD for potential unidentified medical or psychological co-morbidities.

2.
Continuation Phase

Patients who have had a complete treatment response will meet with the RN-BHS to complete a Relapse Prevention Plan and will be followed by the RN-BHS monthly as described below.

a.
Visit frequency: monthly PST-PC or group therapy visits.

b.
Treatment duration: Continuation phase treatment is recommended to prevent relapse for all patients with depression who achieve a satisfactory clinical response, preferably symptom remission.  After achieving the target response (75-100% symptom remission), PST-PC or group therapy sessions will be continued for a minimum of 6 months.

c.
Relapse prevention plan: The relapse prevention plan will include the patient’s target symptoms, risk factors for relapse, early warning signs of relapse, and an action plan if the early warning signs appear.

d.
Treatment discontinuation: A new depressive episode is most likely to occur within the first 8 months of treatment discontinuation; therefore, patients should be evaluated every 2-4 months during that period.  Patients will be educated concerning the signs and symptoms of recurrence of depressive symptoms.  If depression recurs, prompt treatment will be initiated.

e.
Relapse or recurrence: If relapse occurs, patients will re-enter the treatment algorithm at Step 2 and more intensive follow-up will be resumed.

IX.  Treatment Protocol for Anxiety Disorders

It is anticipated that a relatively small number of individuals will be identified that have pure generalized anxiety disorder. This is due to the high incidence of comorbidity with depression and other psychiatric disorders. 

For patients identified as having co-morbid anxiety and depressive disorders, the choice of medications and medication titration schedules used will be those of the anxiety disorder treatment protocol.
A.
Goals of Treatment:

1.
Achieve symptomatic remission

2.
Achieve full return of psychosocial functioning

3. 
Prevent relapse

4.
Prevent recurrence

B.
Treatment Outcome Definitions:

	
	STAI State Improvement
	Symptom Resolution*

(from patient’s baseline)

	Full Response
	75-100%
	75-100%

	
	
	

	Partial Response
	50-75%
	50-75%

	
	
	

	Minimal Response
	25-50%
	25-50%

	
	
	

	Nonresponse
	< 25%
	< 25%

	
	
	

	Remission
	Full Response maintained a minimum of 4 weeks and no functional impairment.
	

	
	
	

	Relapse
	50% worsening of symptoms x 2 weeks.
	

	
	
	

	Recurrence
	Patient meets DSM diagnostic criteria during maintenance or post-maintenance phase.
	


*see Appendix I-3 for target symptoms

C.
Stepped Care

Stepped care for anxiety disorders will be modeled upon the algorithm for depression, but with a different time course for achievement of response and remission.  Treatment steps and time courses for monitoring treatment response in anxiety disorders are less well-defined in the literature, however there is a general consensus that symptoms are slower to respond to treatment and to remit.  

1.
Step 1:  This will be the initial treatment step for the majority of patients entering the BHC-PC.  Patients not tolerating the initial anti-anxiety medication (AM) will restart at step one.

a.
TSH Screening: Because hyperthyroidism can contribute to an anxiety syndrome, a TSH will be ordered in patients who have not had a normal TSH within the past 6 months.

b.
Initial treatment choice:  In most cases, patients will be started on an antidepressant medication also effective in the treatment of anxiety, usually a selective serotonin reuptake inhibitor (SSRI).  Patients who have previously failed or not tolerated an adequate trial of an SSRI will be considered for an alternative AM.  Buspirone will be an alternative for Step 1 in certain patients without co-morbid depression. Patients who have previously responded to an AM from a different class will be restarted on the previous medication whenever possible. 

Patients who have a preference for psychotherapy will be referred to psychology. See section VIII-F.

c.
Titration of initial treatment: Medications will be started at low doses and titrated to a therapeutic dose over a period of 4-6 weeks.  If a patient cannot tolerate a particular treatment (i.e. intolerable side effects despite careful titration and clinical management), adjustments will be made in therapy. Options may include addition of a short-term benzodiazepine, switching to an alternative AM or referral for psychotherapy. Such patients will restart step 1.

d.
Treatment response: An adequate trial of step 1 treatment means that patients have completed an 8-10 week AM trial at a sufficient dose.  Patients who have had a partial or full response to step 1 treatment will proceed to continuation treatment.  Patients who have a minimal or no response to step 1 treatment will be discussed in the weekly team meeting and may be eligible for a one-time psychiatric consultation by the MPMD.

Initial response to medication usually occurs within 2-6 weeks.  If there is NO response to treatment after 4-6 weeks of an AM at a therapeutic dose, an alternative plan will be initiated (i.e. MPMD consultation, proceed to step 2). 

2.
Step 2: Patients who have failed an adequate trial of a first-line therapy at step 1 will be considered for a trial of an alternate AM.  The choice of the second agent may vary depending on the clinical circumstances.  

Patients with an established GAD diagnosis receiving pharmacotherapy may enter the BHC-PC at step 2.

a.
Alternative agents:  If the first trial was an SSRI or if the patient has severe vegetative symptoms, a noradrenergic agent such as Venlafaxine XR, Mirtazapine or a secondary amine tricyclic antidepressant (TCA) may be considered for a second trial.  TCAs will be used with caution in the elderly due to anticholinergic effects.  Tertiary amine TCAs will be avoided.

3.
Step 3: Patients who have not had a partial or full response at step 2 will be discussed in the weekly team meeting and strongly considered for an extended psychiatric evaluation by the MPMD or for referral to the Psychiatry or Medicine-Psychiatry service.  Patients referred to the BHC-PC will generally not enter the treatment algorithm at step 3; these patients will be usually referred to the Psychiatry or Medicine-Psychiatry service.

Figure 2: Stepped Care Treatment Algorithm - Anxiety
	 Step 1  (8-10 weeks) 
(1) Check TSH (if not done within 6 months); other labs as indicated to rule out medical causes

(2) Start first line Anti-anxiety Medication (AM) or psychotherapy

Anti-anxiety Medication  
OR 
 
Psychotherapy 


(usually SSRI or SNRI     
 
 
(if patient strongly 


titrated to therapeutic dose)
  prefers psychotherapy)  

Evaluate response to step 1 treatment.  Patients with partial or full response

 go to continuation treatment. Others go to step 2.
 
 
    (AM in step 1) 
 
 
 (Psychotherapy in step 1) 

Step 2
  

(8-10 weeks)      
 

Minimal or Partial                                                Minimal or

response to step 1              No response 
Partial response 
No response
Different AM OR       
Different AM OR
 Add 1st line AM
Add 1st line AM
 

Augment AM OR
 
Psychotherapy
 

 
 
 

Add Psychotherapy
 



Evaluate response to step 2 treatment.  Patients with partial or full response 

go to continuation treatment. Others are considered for step 3.

 

Step 3

Consider 

-   Trial of a 2nd or 3rd type of Anti-anxiety Medication

-   Combination of AM and psychotherapy (if not already tried in step 2) 

-   Other augmentation of anxiolytics (if patient has had a partial response to an 

    AM in step 2)

-   Referral to specialty mental health care
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D.
Initial Assessment of Anxiety Disorders

The baseline visit will follow the procedure outlined in Section VII-D for the initial assessment of depressive disorders.

1.
Focused Record Review

Prior to the initial contact, the BHS will review the patients’ medical records for the following information:

a.
Review of provider progress notes

b.
History of psychiatric and medical conditions

c.
List of current medications

d.
History of use of psychotropic medications

e.
Recent laboratory and neuroimaging reports

The review of psychiatric history and use of psychotropic medications will focus on evidence for adequately treated behavioral health disorders.

2.
Semi-Structured Patient Interview

a.
Patient History – verification of the information obtained from the focused record review and further inquiry of needed medical history.

b.
Assessments – assessments obtained during the enhanced screening will be considered the baseline assessments when the initial visit occurs within one week of enhanced screening.  Baseline assessments are identified in IE.

c.
Diagnosis – verification of diagnosis obtained from enhanced screening with review by the MPMD.

d.
Lab – lab tests to rule out underlying causes of depression or anxiety (e.g. TSH) will be ordered only if indicated.

3.
Patient Education & Treatment Decision

As with depression, patient participation during this process is likely to enhance compliance to the chosen treatment option.  Patients will be given the option of pharmacotherapy or psychotherapy.  Guidance will also be provided by the BHS, as some patients may be more appropriate for pharmacotherapy based on the history elicited.
4.
Development of Individualized Therapy Plan

a.
Pharmacotherapy: Pharmacotherapy will be initiated in a patient not receiving treatment at the baseline visit.  Patients referred to the BHC-PC already on an AM will be evaluated for response to their current therapy and therapy will be continued or changed as appropriate.

In selecting a medication, the following will be considered prior to treatment selection: expected results, routine dosing strategies, possible side effects, drug-drug and drug-disease interactions, potential toxicity in overdose, and the patient’s previous response to anxiolytic treatments.  Prior treatment history and relevant psychiatric factors (e.g. e.g. symptom severity, co-morbidity) may also influence treatment decisions and where each patient enters into the treatment algorithm.

b.
Psychotherapy: patients opting for psychotherapy will enter the treatment algorithm as outlined below (VIII-F).

c.
Patient refuses treatment: The PCP will be informed of the patients choice and then the patient will be contacted again in 3 months to repeat the Behavioral Health Screening for Primary Care. If still meeting criteria for Anxiety they will be offered treatment again in accordance with the treatment protocol.  
d.
Alternate diagnosis – patients determined not to have a diagnosis of depression or anxiety or those with an identified underlying cause for their depression or anxiety symptoms (e.g. hypo- or hyperthyroidism) will be referred back to their primary care provider or to specialty services for follow-up care as deemed appropriate.

E.
Follow-up Assessment of Anxiety Disorders – Pharmacotherapy

1. Initial Treatment Course (Acute Phase; 8-12 weeks)

Following initiation of anxiolytic medication, the BHS will have phone contact with the patient within one week to ensure the prescription has been filled and the patient is not experiencing any side effects that may lead to early treatment dropout.

The BHS will then have frequent contact with the patient during the acute treatment phase.  These contacts will be in person or by telephone as clinically indicated with at least one visit will occurring in person per month.  Early contacts will focus on the recognition and management of early treatment side effects and the possibility of worsening anxiety symptoms.  Later follow-up contacts will focus on adherence to ongoing treatment and remittance of anxiety symptoms.

During each follow-up contact, the BHS will complete the following assessments:

MSE (in person), SAS, PHQ-9, STAI (state inventory), Substance Use, Medication Compliance, SII, Bed Days, and health care utilization.

Each follow-up visit will be documented in CPRS by a note written by the BHS and co-signed by the MPMD and the patient’s PCP.

a.
Visit Frequency: Weekly follow-up will be incorporated in an attempt to optimize treatment outcomes by encouraging patient adherence with treatment and rapidly identifying and correcting potential problems or adverse events associated with treatment.

During initial treatment and after each dose adjustment or medication change, weekly contact, by office visit or telephone, will occur for the first 4 weeks; then every other week until 50% improvement in symptoms is attained for at least 4 weeks.

b.
Treatment Duration: Response to a medication is enhanced by ensuring an adequate treatment trial of at least 6-8 weeks of administration at the recommended dose range.  However, if a patient has no response to an adequate dose of a specific medication after 4-6 weeks or has minimal response by weeks 8-10, an alternative treatment plan is recommended.  

c.
Achievement of Partial Response:  Patients exhibiting at least a partial response (minimum 50% improvement on the STAI and minimum 50% reduction of baseline symptoms) for a minimum of 4 weeks will have achieved the target response for the acute phase.  The patient will then move into the continuation phase of treatment. This is a less stringent requirement than in depression due to the fact that many patients show further improvement over a longer period of treatment and that some patients with anxiety disorders may not achieve full remission. 

d.
Failure to Achieve Partial Response:  Patients moving into Step 3 of the treatment algorithm and who have failed to achieve at least a partial response will undergo further evaluation by the MPMD for potential unidentified medical or psychiatric co-morbidities. Patients may also be referred to psychiatry services for more specialized care.

2.
Continuation Phase (~6months from the time of completing the acute phase)

Patients who have met anxiety treatment goals for the acute phase will meet with the BHS to complete a Relapse Prevention Plan and will be followed by the BHS monthly either in person or by telephone.  Clinical trials have shown that patients with GAD and other anxiety disorders continue to respond to treatment (i.e. symptom resolution) over the initial 6 months (refs).  In addition to symptom remission, absence of functional impairment is also recommended as an endpoint in defining remission for anxiety disorders.

a.
Maintenance Medication: All patients are encouraged to stay on the full dose of the AM(s) that led to clinical response.

b.
Visit Frequency: After 50% improvement has been reached, visits may be scheduled monthly.  Visit frequency will vary according to the waxing and waning course of the patient’s condition.

c.
Treatment Duration: All patients with anxiety who achieve a satisfactory clinical response should enter continuation phase treatment. After achieving the target response (50-100% symptom remission), the medication(s) should be continued for at least 6 months at the dose(s) effective during the acute phase.  This is intended to maintain response, prevent relapse and in some patients achieve full symptom remission.  Treatment duration will also be based on the patient’s ability to reach pre-morbid functioning.

d.
Treatment Goal- Remission: The goal of the continuation phase is achievement of remission defined as full response (75-100% reduction in symptoms) as well as no functional impairment.  The expectation is for patients to demonstrate progressive improvement and achieve this goal by the end of the continuation phase.  

If progressive improvement is not noted at 3 months into this phase of treatment, consideration will be given to advancing to Step 2 of treatment, which may include evaluation per the MPMD, additional medication, or referral for psychotherapy. 

If patients improve progressively but do not achieve Full Response or have residual functional impairment, then once again advancement to Step 2 will be considered with strong consideration of referral to psychotherapy. 

e.
Relapse Prevention Plan: The relapse prevention plan will include the name and dose of the medication(s) that led to clinical response, the patient’s target symptoms, risk factors for relapse, early warning signs of relapse, and an action plan if the early warning signs appear.

f.
Treatment Discontinuation: For those meeting the goals of treatment in terms of response and duration, discontinuation of an AM may be considered for patients deemed appropriate (i.e. without concurrent medical or psychosocial stressors).  Medication tapering and discontinuation may be considered after the continuation period is completed.

When discontinuing the AM, the dose should be tapered no more rapidly than 25% per week.  Tapering and discontinuation can be completed over a 3-6 month period.  Patients will be educated concerning the signs and symptoms of recurrence of anxiety symptoms.  Patients will be evaluated every 3-4 months following medication discontinuation.  If anxiety symptoms recur, prompt treatment with the medication previously effective will be initiated.

g.
Relapse: If relapse occurs, patients will re-enter the treatment algorithm at Step 2 and more intensive follow-up will be resumed.

3.
Maintenance Phase

Given the tendency to chronicity and recurrence in anxiety disorders, most patients who achieve remission by the end of the continuation phase will be advised to continue maintenance therapy. Patients will be assessed at regular intervals to ensure compliance and monitor for early signs of relapse and functional decline.  Little information exists in the literature as to the optimal duration of treatment for patients with chronic anxiety.

a.
Maintenance medication: All patients are encouraged to stay on the full dose of the AM (s) that led to clinical response.

b.
Visit Frequency: Visits may be scheduled every 3 months as the patient moves into the maintenance phase of treatment.  Depending on the anticipated duration of therapy, visit frequency will be continually reevaluated and every 3-6 month visits considered.

c.
Treatment Duration: The optimal duration of maintenance treatment has not been established.  Most patients will be advised to continue maintenance treatment for a minimum of 6 months. Patients who are at high risk for relapse (longstanding illness, concurrent medical illness, ongoing psychosocial stressors) will be encouraged to continue maintenance treatment for at least 2 years and consider lifelong treatment.  Treatment duration will be decided on an individual basis.

d.
Relapse prevention plan: The relapse prevention plan will include the name and dose of the medication(s) that led to clinical response, the patient’s target symptoms, risk factors for relapse, early warning signs of relapse, and an action plan if the early warning signs appear.

e.
Treatment Discontinuation: For those meeting the goals of treatment in terms of response and duration, discontinuation of an AM may be considered for patients deemed appropriate (i.e. without concurrent medical or psychosocial stressors). 

When discontinuing the AM, the dose should be tapered no more rapidly than 25% per week.  Tapering and discontinuation would preferably be completed over a 3-6 month period.  Patients will be educated concerning the signs and symptoms of recurrence of anxiety symptoms. 

f.
Relapse/Recurrence:  Patients relapsing on medication therapy will re-enter the treatment algorithm at Step 2 and more intensive follow-up will be resumed.

Patients no longer taking an AM will be restarted on the medication and titrated to the dose that originally led to symptom remission.  Patients will re-enter the treatment algorithm at Step 1 and more intensive follow-up will be resumed.

Active discussions regarding the initiation and duration of maintenance treatment are an important element in the clinician-patient collaboration for this as well as other phases of pharmacological management of anxiety disorders.  The patient’s personal preference, as well as the risk factors for recurrence, will be considered in the decision process.

F.
Follow-Up Assessment of Anxiety Disorders - Psychotherapy

Patients opting for psychotherapy for the treatment of anxiety will be referred to psychology service for cognitive behavioral therapy or therapy deemed most appropriate by the treating clinician.  Patients will maintain regularly scheduled follow-up (maximum every 3 months) with the BHC-PC to ensure overall treatment goals are being met.

X.
Acute Concerns

Acute patients include those with suicidal ideation (SI), homicidal ideation (HI), severe mania or psychosis.  Once identified, the BHS will contact the MPMD or designated psychiatrist.  The MPMD or delegate will then follow-up with the patient for further assessment.  In the rare event of a patient needing urgent/emergent evaluation when either of the above physicians is not immediately available, the BHS will follow the Iowa City VA Medical Center policy for psychiatric emergencies utilizing the Psychiatric Officer of the Day (POD).

[See Appendix I-2 for the VA Policy]

XI.
Referrals to Mental Health Specialty Clinics

Consults will be submitted to the appropriate service via CPRS. The BHS will try to ensure that the initial consultation visit is scheduled within 2-4 weeks depending on the acuity of the need and will encourage the patient to follow through with the referral by telephone calls before and after the scheduled appointment. 

XII.
Patient Education

Motivating the Patient for Treatment

Techniques drawn from Motivational Interviewing are appropriate for this model of care.  Motivational Interviewing is a specific approach to discussing a patient’s problems, concerns, and ambivalence about their symptoms, with the aim of assisting the individual in recognizing their symptoms and developing an interest in addressing the symptoms.  It is especially useful when someone is reluctant or ambivalent about changing behaviors.  Motivational Interviewing helps to resolve ambivalence so that the patient can make a decision to accept and adhere to treatment suggestions.  It is a supportive, respectful approach that is persuasive without being coercive or cajoling, which is particularly relevant when working with adults.  Motivational Interviewing differs in a number of ways from many traditional approaches to modifying behaviors.  For example, a common method of attempting to assist people in modifying their behavior is to employ a confrontational or paternalistic approach aimed at removing obstacles to changing a behavior and prescribing change with little reference to the patients beliefs or fears.  Whereas this approach may be effective in certain individuals seeking help, it is not suggested when approaching patients who are more ambivalent about treatment or may be only seeking assistance at the advice of someone else.  Part of motivating the patient is to help them identify and understand his/her true goals of treatment (how would they like to feel or what they want to accomplish in 3 months).  By using these patient established goals, it helps the patient to feel in control and part of the treatment team.  Motivational Interviewing is the key to engaging patients in their treatment.  (Reference: Motivational Interviewing: Preparing people for change by Miller, W.R. & Rollnick, S. 1991).

A.
Verbal Education

Verbal education regarding the patient’s diagnosis and treatment options will be provided by the BHS.  This education will be supplemented by an educational video provided to the patient.

B.
Written Materials

In addition to verbal education, written materials will be provided to the patient and his/her family for future reference.

C.
Patient Education at Initial BHC-PC Visit

During the initial BHC-PC visit, the BHS will show the educational video and review the video and answer patient questions.  The following topics will be discussed:

1.
Overview of the patient’s diagnosis (depression, anxiety)

2.
Treatment options

3.
The patient’s selected treatment

a.
Pharmacotherapy: drug, dose, potential side effects, onset of effect

b.
PST-PC: PST procedures, session outlines

4.
Short-term goals

5.
Long-term goals

6.
Clinic procedures and contact information

XIII.
Discharge from Clinic

Patients will be discharged from clinic under the following circumstances:

1.
Patient Request: If the patient should request to stop follow-up in the clinic at any time their wishes will be honored. They will be encouraged to attend one last visit to discuss the reasons for this decision with the BHS and/or the MPMD. 

2. 
Achievement of Treatment Goals: For patients reaching remission, they will continue to be followed for up to one year into the maintenance phase of therapy. At the end of this period further follow-up will be per the PCP.

3. 
Referral to Specialty Mental Health Services: Patients who are found to need referral to specialty mental health services will be referred on to Psychiatry, Medicine-Psychiatry or Outpatient Substance Abuse Treatment Program. They will then discontinue follow-up in the BHC-PC.

XIV.
Patient Confidentiality & Data Safety

A.
Confidentiality

The BHC-PC and all personnel involved will adhere to VA policies and procedures for maintaining patient confidentiality.

B.
Data Safety & Integrity

1.
Data Collection

All data will be collected electronically and entered into a password protected Access database on tablet PCs configured to the VA network.  Only the data collection forms will be maintained on the tablet PC.  Actual patient data will not be stored on the tablet PC hard drive.  Personnel authorized for data collection must first sign into the VA network (password protected) then sign into the Access database (also password protected).

2.
Data Storage

All data entered into the Access database will be stored on the VA Research Server.  The research server is a freestanding server accessible only by authorized VA research personnel.  Within this server researchers are assigned a research folder to which access is further limited.  The BHC-PC has been assigned a folder on this server in which the patient database is maintained.  Access to this folder is limited to the PharmD, NC, MPMD, and database manager.  The server (and hence all patient data) is backed-up daily by the VA Information Resource Services (IRM).  The server is currently 400 GB with 100 GB of free space and is being upgraded by 365 GB prior to the end of the calendar year 2004.  Disruption of services (e.g. ability to save information) is not anticipated following the server upgrade.
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