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14. ABSTRACT

The purpose of this study is to pilot test practice improvement approaches for management of
PTSD in military behavioral health treatment settings. This project also targets depression
and alcohol use problems, which are highly comorbid with PTSD. Key evidence-based assessment
and treatment recommendations for the Management of PTSD from the US Departments of Veterans
Affairs and Defense (VA/DoD) Clinical Practice Guideline and other major practice guidelines
were extracted. The PTSD Checklist-Civilian Version (PCL-C), the 9-item Patient Health
Questionnaire (PHQ-9), and AUDIT-C were selected as screening and severity monitoring tools
for PTSD, depression, and alcohol use problems, respectively. Performance Improvement in
Practice (PIP) tools to inform evidence-based assessment and management for PTSD, depression,
substance use problems, and for suicide risk assessment have been published, to provide
evidence-based resources to facilitate practice evaluation and identification of potential
gaps 1n care. APIRE staff have met with key clinical staff from select behavioral health MTFs
to facilitate management of PTSD, depression, and alcohol use problems in the behavioral
health clinics. To achieve this, APIRE has teamed up with the staff of Workflow Division,
Office of the Chief Information Officer, Air Force Medical Support Agency, and clinical staff
at practice sites to arrive at a practical clinical workflow that is responsive to the needs
of the clinicians. The principal charge of the Workflow Division has been to improve AHLTA
usability. In APIRE’s collaboration with the Workflow Division, AHLTA enhancement also
involved integration of PCL-C, PHQ-9 and AUDIT-C into AHLTA to support severity monitoring
for PTSD, depression and alcohol use, as a routine part of clinical care.
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A Comprehensive Approach to Disseminate Evidence-Based Care for PTSD
Running Title: PTSD Care Dissemination Project

Introduction

The need for improved treatment of PTSD and depression is underscored by the substantial prevalence of
these disorders in the military and general populations. In a recent study of Army soldiers, PTSD rose
from 5% before deployment to 13% after deployment to Iraq, and depression increased from 5% to 7%; it
is estimated that up to 28% of soldiers returning from Iraq may meet criteria for anxiety or depression (1).
A separate study found that 35% of soldiers returning from Iraq receive mental health care in the year
following Iraq deployment (2). Despite these data, the RAND Corporation (2008) found that among those
returning from Iraq or Afghanistan with PTSD or depression, less than half received any mental health
services, and only half of those received minimally adequate care (3). These figures highlight the need
for timely and accurate identification, diagnosis, and treatment for affected service members.

In September of 2008, the American Psychiatric Institute for Research and Education (APIRE) received a
Department of Defense PTSD Research Program Concept Award to pilot test practice improvement
strategies to facilitate evidence-based approaches for the management of PTSD in military behavioral
health settings. Because of high rates of comorbidity of PTSD with depression and alcohol use problems,
and to parallel current efforts in the Army’s RESPECT-MIL program, this project also targets evidence-
based care for depression and alcohol use problems. The aims of the PTSD Care Dissemination Project
are to:

1) systematically identify and disseminate key evidence-based recommendations to support clinical
decision-making in the assessment, diagnosis, and treatment of PTSD, depression, and alcohol use
problems in military behavioral health settings; 2) select psychometrically-validated and easy-to-use
measures for screening and monitoring PTSD, depression, and alcohol use problems; 3) test practice
improvement activities to facilitate management of PTSD and depression in military behavioral
health settings.

Traditional didactic approaches to continuing education have shown limited success in changing practice
(4-5). However, practice collaborative methodology modeled after the Institute for Health Care
Improvement (IHI) Breakthrough Series (BTS) allows clinicians to actively plan, test, and implement
practice improvements that can significantly improve care delivery efficiency and treatment outcomes
(6). The PTSD Care Dissemination Project has adapted the IHI methodology, by specifically promoting
Plan-Do-Study- Act (PDSA) approach to testing and implementing improvements for the management
of PTSD, depression, and alcohol use in routine clinical practice. Moreover, project participants are
provided with Performance in Practice (PIP) tools for the assessment and treatment of PTSD, depression,
substance use problems as well as suicide risk assessment as a resource to evaluate their practices’
capacity to provide evidence-based care and identify potential gaps in care. Finally, strategies to
implement the PCL-C, PHQ-9, and AUDIT-C for routine screening and management of PTSD,
depression, and alcohol use problems as a component of clinical workflow are explored.

Body: To meet project objectives, four tasks were outlined in the proposal. Each of the tasks has been
described below followed by a brief update on the status of each task.

Task 1: Extract key recommendations from three major practice guidelines for the treatment of
patients with PTSD that are considered professional standards among clinicians; document
agreements and discrepancies between the two guidelines; develop quality indicators.



Status: This task was completed in the first quarter following initiation of the project in 2008. Four
major guidelines were reviewed, including the US Departments of Veterans Affairs and Defense
(VA/DoD) Clinical Practice Guideline for the Management of PTSD (2004; 7), the American
Psychiatric Association practice guideline for the treatment of patients with ASD and PTSD (2004; 8),
the National Collaborating Centre for Mental Health PTSD Clinical Guidelines (2005; 9), the APA
Guideline Watch (2009; 10), and the Institute of Medicine (IOM) report on Posttraumatic Stress
Disorder: Diagnosis and Assessment (2006; 11). Key recommendations for the assessment and
treatment of PTSD were extracted and included in a table format (Appendix 1). This table was shared,
discussed, and updated based on recommendations from the team of experts assembled under Task 2,
and subsequently served as the foundation for developing the Performance in Practice (PIP) tools for
PTSD (Appendix 2; 12). The PIP tools for PTSD were published in the Spring 2009 issue of Focus. It
is important to note that this publication only includes key recommendations from major guidelines
published in the United States in order to complement treatment strategies supported in the US health
care systems. The PIP tools for depression were available earlier (Appendix 3; 13), and served as a
model for subsequent PTSD PIP tool development. The PIP tools for Alcohol and Substance Use
Disorder (SUD) (Appendix 4; 14) and Suicide Risk Assessment (Appendix 5; 15) since been published
in the Winter and Spring of 2011, respectively. These PIP tools were specifically targeted given high
rates of comorbidity of alcohol and SUD with PTSD and depression, and high risk for suicide among
patients suffering from abovementioned disorders.

The PIP tools have multiple applications. First, they provide clinicians with active learning
opportunities by translating conceptual information from practice guidelines into practical steps,
supporting integration of evidence-based best practices into clinical care. Second, through strategies
such as chart reviews and real-time evaluation of new or existing patients, the PIP tools can inform
improvement efforts at the clinician-, practice-or systems-level, facilitate detection of potential gaps in
evidence-based care, and speed the adoption of evidence-based care into clinical practice. Third, in
anticipation of new Maintenance of Certification (MOC) requirements from the American Board of
Medical Specialties (ABMS) and the American Board of Psychiatry and Neurology (ABPN) for self-
assessment, the PIP tools will provide clinicians with early opportunities for self-assessment and will
help prepare them for the coming changes to be implemented in 2014. Fourth, the PIP tools are
applicable beyond psychiatry, as they can be used for self-assessment by other provider groups to
support improvement activities for care of PTSD, depression, and alcohol use problems, and
assessment of suicide risk.

Clinicians in select project MTFs have been provided with PIP tools as a resource to facilitate their
evaluation of their practices’ capacity to provide evidence-based care and identify potential gaps and
targets for quality improvement efforts. Clinicians have been encouraged to employ the Plan-Do-Study-
Act approach, promoted by IHI-BTS methodology, to actively plan, test, and implement incremental
improvements in their practice. The IHI-BTS methodology has been well studied (6) and previously
pilot-tested at APIRE as a part of the National Depression Management Leadership Initiative to enhance
depression management in routine psychiatric practices (16).

Task 2: Convene a team of experts to support following tasks:

a. Examine and reconcile discrepant findings from the review in Task 1.

b. Identify psychometrically validated and easy-to-use measures for screening, diagnosing, and
monitoring PTSD.

c. Adapt the Institute for HealthCare Improvement Breakthrough Series (IHI-BTS) model to develop a
concentrated CME curriculum for training psychiatrists in evidence-based screening, diagnosing,
monitoring and treatment of PTSD, incorporating findings from Tasks 1, 2a and 2b.



Status: Parts 2a and 2b of this task were completed in the first quarter following initiation of the project
in 2008. Experts in the field were identified and invited to join the panel of experts. A series of
substantive conference calls preceded a one-day, in-person meeting of the panel, which was convened on
November 3, 2008. The panel was charged with completion of Task 2a, to examine and reconcile any
discrepancies between major treatment guidelines, and Task 2b, to identify psychometrically validated
and easy-to-use measures for screening, diagnosis and monitoring of PTSD. An agenda and list of
participants for this meeting are included in Appendix 6.

For Task 2a, the panel reviewed treatment recommendations that had been extracted from the major
practice guidelines (Appendix 1). The panel used the 2009 APA Guideline Watch, which was
considered to contain the most up-to-date evidence-based recommendations on treatment of PTSD in
military populations, to reconcile any potential variations across guidelines.

To complete Task 2b, the panel reviewed Appendix 7 and agreed on the use of the PTSD Checklist-
Civilian Version (PCL-C) for screening and monitoring PTSD. Panel also selected the 9-item Patient
Health Questionnaire (PHQ-9) for screening and monitoring depression. Since then we have identified
AUDIT-C as a suitable screening tool for alcohol use problems. This package of assessment tools are
also used in the RESPECT-MIL initiative, thus parallel approaches in measurement-base care will be
promoted in both military primary care and behavioral health care settings.

The panel addressed part of Task 2¢ by providing valuable guidance on potential target settings and
participants for this pilot project. They recommended that study efforts should be concentrated in
selected DoD military treatment facilities (MTFs) rather than the VA settings. Additionally, the panel
encouraged engaging mental health providers from various disciplines rather than psychiatry only.

Finally, the panel strongly encouraged involvement of Dr. Charles Engel, the Principal Investigator
for the RESPECT-MIL initiatives, in the PTSD/Depression Care Dissemination Project. We are
delighted that Dr. Engel has graciously accepted our invitation and has joined the project as co-
investigator.

To date the project research team including Drs. Charles Engel, Henry Chung, David Katzelnick, and
Charles Motsinger (as project co-investigators) along with APIRE project staff, have held a number of
in-person meetings and conference calls, along with military medical leadership at Psychiatry Clinic at
Walter Reed Army Medical Center and the Adult Behavioral Health Clinic at the National Naval Medical
Center in order to gain knowledge of behavioral health care and improvement needs in each behavioral
health settings. These two sites have since merged into one: the Behavioral Health Center at the Walter
Reed National Military Medical Center in Bethesda, MD.

During a full-day in person planning meeting on February 4™, 2011 with clinical leadership at Walter
Reed, members of the Workflow Division, and project research team, core principals of chronic disease
management, the latest evidence for management of PTSD and other co-occurring conditions ( including
alcohol and substance use, suicide, and other anxiety and mood disorders), and the IHI Plan-Do-Study-
Act approach for implementing quality improvement in clinical setting were reviewed in detail (agenda in
Appendix 8). Subsequent to this meeting, plans were made for this project to be implemented as
augmentation to current site improvement plans, and in collaboration with the Workflow Division, Office
of the Chief Information Officer, Air Force Medical Support Agency. As an approach to system
improvement, the Workflow Division routinely conducts clinical workflow analysis and provides system
support to improve usability of AHLTA by standardizing documentation of clinical information. The



Workflow Division has an extensive track record in improving quality of documentation via AHLTA by
routinzing use of the PHQ-2, PHQ-9 and AUDIT at every visit throughout Air Force primary care clinics.
To facilitate integration of evidence-based assessment and management of PTSD, depression, and alcohol
use problems, Workflow Division has worked with site clinical leadership at the Walter Reed National
Military Medical Center to gain support for the integration of PCL-C, PHQ-9, and AUDIT-C as a routine
part of clinical workflow, and upgrading AHLTA to support documentation of these measures during
routine clinical visits. An in-person meeting was conducted by the Workflow Division on June 9, 2011 to
introduce site clinicians to enhanced AHLTA, to support standardized documentation of PCL-C, PHQ-9
and AUDIT-C. Clinicians were encouraged to share their perspective on how best to improve the system
to support their daily clinical needs.

Several presentations of study methods and PIP products have been made in 2010-2011: 1) oral
presentation at the American Psychiatric Association Annual Meeting (2011), and 2) oral presentation at
the Institute for Psychiatric Services (2011).

Task 3: Implement a pilot study by recruiting 20 local psychiatrists to attend the CME course (developed
in Task 2c); evaluate participants’ knowledge concerning PTSD before and after the course.

Status:

Project is being implemented in the Behavioral Health Center at the Walter Reed National Military
Medical Center in Bethesda, MD. All behavioral health clinicians in this site, including psychiatrists,
psychologists and social workers are taking part with regard to integration of the PCL-C, PHQ-9 and
AUDIT-C as routine component of clinical care. Although a subset of 30 clinicians (10 per disciplines of
psychiatry, psychology and social work) will be studied with regard to routine use of these measures.

Task 4: Conduct a 5-month follow-up study to assess: a) sustainability of the improvement gains
achieved following the completion of the course, b) spread within practice to other psychiatric
conditions; and c) spread to other clinicians, practices and across specialties (e.g., spread to primary
care physicians).

Status: Practice-based assessment will involve pre- and post- evaluation of health care organization,
decision support, clinical information systems, overall patient care, and sustainability with regard to use
of PCL-C, PHQ-9 and AUDIT-C as a routine part of clinical care, following implementation of the PTSD
Care Dissemination Project, and AHLTA enhancements put into operation by the Workflow Division.

Key Research Accomplishments:

» Extracting key assessment and treatment recommendations for PTSD from four major practice
guidelines that are considered professional standards among clinicians (Appendix 1)

» Convening an expert panel meeting to: a) address discrepancies across guidelines (Appendix 1), b)
select assessment tools for screening, diagnosis, and severity monitoring for PTSD, depression, and
alcohol use problem (i.e., PCL-C, PHQ-9, AUDIT-C), ¢) inform site selection process (see Task 2)

» Developing PIP tools for PTSD (Appendix 2), based on work accomplished under Task 1 (Appendix
1)

* Subsequently developing PIP tools for alcohol and SUD (Appendix 4) , and suicide risk assessments
(Appendix 5)

» Forging a productive collaboration with Workflow Division, Office of the Chief Information Officer,
Air Force Medical Support Agency to conduct clinical workflow analysis at project sites to arrive at
standardized methods in documentation of clinical information and facilitate integration of evidence-



based approaches in the assessment and management of PTSD, depression, and alcohol use in
AHLTA.

* Conducting an in-person planning meeting and follow-up site visits with clinical leadership of the
Behavioral Health Center at the Walter Reed National Military Medical Center in Bethesda, MD.

Reportable Outcomes

» Published Performance in Practice: Clinical Tools for the Care of Patients with Posttraumatic Stress
Disorder; Focus; Spring 2009; 7:186-191.

»  Published Performance in Practice Physician Practice Assessment Tools for the Screening,
Assessment, and Treatment of Adults with Substance Use Disorder; Winter 2011; 9:31-41.

»  Published Performance in Practice: Clinical Tools for the Care of Patients with Posttraumatic Stress
Disorder; Focus; Spring 2011; 9:171-182.

» Organized a symposium on Scope, current evidence, and innovative approaches in managing PTSD
in the military and oral presentation at the American Psychiatric Association Annual Meeting (2011)

*  Oral presentation at the Institute for Psychiatric Services (2011).

Conclusion

Successful implementation of the PTSD Care Dissemination Project will facilitate integration of
psychometrically validated assessment tools, including the PCL-C, PHQ-9, and AUDIT-C as a routine
part of clinical care for PTSD, depression, and alcohol use problems. These well-validated tools can
support case identification and severity monitoring in order to treat service members to response and
remission. To this end, a productive collaboration has been forged with the Workflow Division, Office of
the Chief Information Officer, Air Force Medical Support Agency in order to provide system support in
AHLTA, to facilitate integration of these tools for routine assessment of patients at every visit at the
Behavioral Health Center at the Walter Reed National Military Medical Center. This approach could
generate an effective model to support evidence-based approaches in the assessment and management of
PTSD, depression and alcohol use problems, creating opportunities for dissemination to other MTFs.

Moreover, the PIP tools for PTSD developed through this grant has the potential to change the way new
scientific information is disseminated and adopted in routine practice. Successful implementation of the
PIP approach could have immediate impact by lessening existing gaps between evidence-based practice
and actual care, and provide preliminary data to inform future development of self-assessment tools for
Maintenance of Certification competency requirements, to be launched by 2014. In addition to PTSD, PIP
tools for depression, alcohol and SUD, and suicide risk assessment have been published and available as a
resource to all clinicians. To this end, this project has the potential to generate workable models for the
implementation and dissemination of high impact evidence-based care for PTSD, depression, alcohol use
problems and other psychiatric disorders, improving care delivery efficiency and treatment outcomes
among suffering service members and their families.
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Appendix 1
Evidence-Based Guideline Assessment and Treatment Recommendations for PTSD
PTSD/Depression Care Dissemination Project

DEFINITION

Trauma - An extreme traumatic stressor involving direct personal
experience...the person’s response to the event must involve
intense fear, helplessness, horror

Acute Stress Reaction (ASR) - ...onset of some signs and
symptoms may be simultaneous with the trauma or may follow
after an interval of hours or days...symptoms not resolved within
4 days after the event, after ruling out other disorders

Acute Stress Disorder (ASD) - clinically significant symptoms
>2 days, but <Imonth after exposure

Post Traumatic Stress Disorder (PTSD) - clinically significant
symptoms lasting more than 1 month after exposure to a trauma

Acute PTSD - clinically significant symptoms lasting >1 month,
but <3 months

Chronic PTSD - clinically significant symptoms lasting >3
months after exposure to trauma

PTSD with delayed onset - clinically significant symptoms at
least 6 months after exposure to trauma

STABILIZATION FOLLOWING AN ACUTE TRAUMA

In the aftermath of an acute trauma — stabilize patient, provide

supportive medical and psychiatric care, and assessment I
Assess for availability of basic resources for self care and
recovery I

Page 1 of 7



ASSESSMENT

After large-scale catastrophes, initial psychiatric assessment
includes:

v’ differential diagnosis of physical or psychological effects
of traumatic event (e.g. anxiety from hemodynamic
compromise, hyperventilation, fatigue, etc...)

v" identification of persons or groups at greatest risk for
subsequent psychiatric disorders including ASD or PTSD

Assess for trauma exposure
v" Recency

v' Type

v Nature

v Severity

v’ History

Screen all patients for PTSD (based on DoD/V A guideline
recommendations -- suggested initially and then on an annual
basis or more if clinically indicated)

1
Screen for recent or
remote trauma

C
> For individuals
at high risk of
developing PTSD
(following a major
disaster)
consideration
should be given to

female gender

low socioeconomic or educational status
psychiatric disorders or personality dimensions
cognitive factors

AN N N N N NN

exposure the routine use of a
brief screening
instrument for
PTSD at 1 month
after the disaster

Assess for pre-trauma risk factors for ASD/PTSD
prior exposure to trauma
adverse childhood
younger age
minority race, |
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Assess for peri-trauma risk factors for ASD/PTSD:
v’ severity of trauma B
v’ peri-traumatic dissociation
v" youth at time of exposure
Assess for post-trauma risk factors for ASD/PTSD
v’ resource loss
v" lack of social support B I
v' ongoing life stressors, bereavement , pychosocial
difficulties
Assess for ASR, ASD at the time of trauma -- known risk factor B I
for developing PTSD
Assess for co-occurring physical or psychiatric disorders
(depression, alcohol, other substance, or other anxiety disorders B |
commonly co-occur with PTSD)
Assess risk for suicide or harm to others B |
Provide functional Assessment
v Global Functional Assessment using GAF or SF-36 )
v" Narrative Functional Assessment to include work/school, Irllasvulii’:j:t |
relationships, housing, legal, financial, unit/community
involvement, and recreation
Operational Risk: Because re-exposure to trauma exacerbate or
trigger PTSD symptoms special consideration must be given when
including patients with a history of PTSD symptoms in mission
critical operations
v" Danger to self or others B
v" Risk for family
v Ongoing health risk behavior
v Medical/psychiatric comorbidities or unstable medical
conditions
Additional useful information as a part of assessment include: .
time of onset, frequency, course, severity, level of distress, and I;igﬁibligt
time elapsed since exposure
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PSYCHIATRIC MANAGEMENT

C

> Chronic disease
management
models should be
considered for the
mngmnt of pts w/
chronic PTSD who
have not benefited
from a number of

> A study of collaborative care
suggests that care-
management in combination
with evidence-based

psychotherapy and medication
Tx may diminish PTSD
symptoms in acutely injured
trauma survivors

traumatized patients

use or by mental
health specialist)
in preference to a
trauma-focused
psychological
therapy

courses of
evidence-based
treatment
Monitor patients with ASD for development of PTSD
Evaluation and management of physical and psychological health I
and functional impairment
Availability of resources for self-care and recovery I
Coordination of care I
Enhance treatment adherence |
Providing education regarding ASD/PTSD I
> Committee > Emerging evidence for
found the evidence | adjunct psychotherapy and d-
for all classes of cycloserine
TREATMENT -PHARMACOTHERAPY drugs reviewed > Prazosin may be more
(i.e. a- effective than other
medications indicated for
PTSD (e.g. SSRIs)
A
> Drug tx for
PTSD should not
be used as a
routine first-line
Phamacotherapy may be the first-line intervention for acutely treatment for
11 adults (in general
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Propranolol may be considered for treatment of immediate post-
event stress

Pharmacotherapy for treatment of ASD — Impiramine for
hyperarousal/excessive arousal/panic attacks

Other pharmacotherapy for treatment of ASD
v Benzodiazepines for sleep disturbance/insomnia/
hyperarousal/excessive arousal/panic attacks

v Chloral hydrate for sleep disturbance/insomnia 1
v" Propranolol for hyperarousal/excessive arousal/panic
attacks
B > Weight of the > Evidence for superiority of
> Drug tx scientific evidence | SSRIs and SNRIs over placebo
(paroxetine or is insufficient to for non-combat-related PTSD
mirtazapine for determine the
general use, and efficacy of SSRIs > SSRIs may no longer be
SSRIs as first line for the treatment of PTSD 1 amitriptyline or recommended with the same
phenelzine for level of confidence for veterans
initiation by with combat-related PTSD as
mental health for patients with non-combat-
specialists only) related PTSD
should be
Second line treatment for PTSD include TCAs and MAOIs I considered for the
treatment of PTSD
in adults who
Consider a second generation antidepressants (e.g. nefazodone, expresses a
trazodone, venlafaxine, mirtazapine, bupropion, etc. ) for 111 preference not to

management of PTSD

engage in a
trauma-focused

psychological tx

Consider antidepressant trail of 12 weeks before changing
therapeutic regimen

Augment management of nightmares and other symptoms of
PTSD with prazosin

> Potential
efficacy for
combat-related
nightmares and
sleep disturbance
in veterans

Consider maintenance treatment, reassess periodically
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Insufficient evidence in use of following class of drugs for the
treatment of PTSD:

> Potential
efficacy for the
adjunctive use of

> Data are encouraging for
adjunctive treatment with a 2™
generation antipsychotic in

v" Mood stabilizers hésvl;g;f:t III risperidone in pts patients with partial response to
v Atypical antipsychotics inadequately an SSRI or SNRI, including for
v Pharmac otherapy prophylaxis of PTSD responsive to other | co-occurring psychotic
therapy symptoms
Recommend against: C > Evidence is
v Long term use of benzodiazepines to manage core Insuffici > Hypnotic g;atgﬁg‘i‘;‘;et;‘é
symptoms of PTSD nsufficient I medication for
. . evidence short-term use for | efficacy of
v Use of Benzodiazapine as monotherapy sleep disturbance | benzodiazepines in
v" Typical antipsychotics in the management of PTSD the tx of PTSD
4 basic compnts of | > Support for exposure-based
CBT: CBTs such as CPT and
> Psychoedu. prolonged exposure therapy
> exposure when delivered in individual
> iti fi t
TREATMENT -PSYCHOTHERAPY e Ormats
> anxiety mgmnt
training
Brief intervention of CBT (4 to 5 sessions) for ASD A 1T
Cognitive Therapy (CT) is effective with civilian men and women A I A
exposed to combat and non-combat trauma > Trauma-focused
] ] ; - ] CBT or EMDR on
CT is effective with military and veteran with combat- and non- Insufficient an individual
combat-related PTSD evidence outpatient basis
CT is effective for women with PTSD associated with sexual A B
assault > Recommend 8- . ‘
Eye Movement Desensitization and Reprocessing (EMDR) is 12 sessions for > Evidence is
more efficacious for PTSD than control: wait-line, routine care, A 11 90 min Eigﬁg‘;ﬁ;et;‘;
and active treatment controls efficacy of EMDR
EMDR compared to ET and CT show mixed results B in the tx of PTSD
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> Evidence is
sufficient to
conclude the

Exposure Therapy (ET) is effective in the treatment of PTSD A 1T efficacy of
exposure therapies
in the tx of PTSD

Stress Inoculation Training (SIT) is effective as a treatment for A I

PTSD related to sexual assault

Imagery Rehearsal Therapy (IRT) considered for treatment of B I

PTSD (nightmares and sleep disruption in particular)

Psychodynamic psychotherapy for the treatment of patient with B I

PTSD/complex PTSD

Consider group therapy (not favoring any particular type) B I

Consider Dialectical behavior Therapy for patients with a B

borderline personality disorder typified by parasuicidal behaviors

Hypnosis may be used to alleviate PTSD symptoms B Insufficient evidence

Psychoeducation B-C 11

Case management I

Supportive psychotherapy 11

A
. . .. . D i

Psychological debriefing is ineffective and has adverse long term Ineffective, or may| Not recommended > Debriefing

effects be harmful should not be

routine practice

T DoD/VA Quality Rating
Final Grade of Recommendation

A recommendation that the intervention may be useful/effective
A recommendation that the intervention may be considered

—oaQw»

1 APA Clinical Confidence Rating

I Recommended with substantial clinical confidence.

II Recommended with moderate clinical confidence.

III May be recommended on the basis of individual circumstances.

A strong recommendation that the intervention is always indicated and acceptable

A recommendation that a procedure may be considered not useful/effective, or may be harmful.
Insufficient evidence to recommend for or against — the clinician will use clinical judgment

§ National Institute for Clinical Excellence Grading Scheme for Levels of Evidence
A Evidence obtained from a single randomized controlled trial or a meta-analysis of

randomized controlled trials

B Evidence obtained from at least one well-designed controlled study without

randomization; evidence obtained from at least one other well-designed quasi-
experimental study; evidence obtained from well-designed non-experimental
descriptive studies, such as comparative studies, correlation studies and case studies
Evidence obtained from expert committee reports or opinions and/or clinical
experiences of respected authorities
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Performance in

Practice:

Clinical Tools to Improve the
Care of Patients with
Posttraumatic Stress Disorder

Abstract: To facilitate continued clinical competence, the American Board of Medical Specialties and the American
Board of Psychiatry and Neurology are implementing multifaceted Maintenance of Certification programs, which in-
clude requirements for self-assessments of practice. Because psychiatrists may want to gain experience with self-assess-
ment, two sample performance-in-practice tools are presented that are based on recommendations of the American Psy-
chiatric Association (APA) Practice Guideline for the Treatment of Patients with Acute Stress Disorder and
Posttraumatic Stress Disorder and the US Departments of Veterans Affairs and Defense (VA/DoD) Clinical Practice
Guideline for the Management of Post-Traumatic Stress. One of these sample tools provides a traditional chart review
approach to assessing care (Appendix A); the other sample tool presents an approach that permits a real-time evaluation
of practice (Appendix B). Both tools focus on treatment of posttraumatic stress disorder (PTSD) among adults age 18
or older, and both can be used as a foundation for subsequent performance improvement initiatives with the aim of

enhancing outcomes for patients with PTSD.

In current practice, psychiatrists, like other med-
ical professionals, are expected to maintain their
specialty expertise in the face of an ever-expanding
evidence base. Because a number of studies have
demonstrated a gap between recommended evi-
dence-based best practices and actual clinical prac-
tice, a variety of strategies have been developed with
the aim of improving the quality of clinical care
(1-10). Proactive approaches to improving quality
of care such as the use of clinical reminders (11-19)
and audit and feedback of practice patterns to prac-

titioners (12—14, 19—-22) have resulted in some de-
gree of care enhancement in contrast to the limited
success in changing clinician behavior via tradi-
tional didactic approaches to education (e.g., CME
conferences) (11-15, 23-26). It is also likely that a
combination of quality improvement strategies will
be essential in promoting substantial improve-
ments in patient care and outcomes (13, 20, 21,
26-30).

As part of this effort to bridge the quality gap
between evidence-based practices and actual clini-
cal practice, the American Board of Medical Spe-
cialties and the American Board of Psychiatry and

Neurology are implementing multifaceted Mainte-
nance of Certification (MOC) programs that in-
clude requirements for self-assessments of practice
through reviewing the care of at least five patients
(31). As with the original impetus to create spe-
cialty board certification, the MOC programs are
intended to enhance quality of patient care in ad-
dition to assessing and verifying the competence of
medical practitioners over time (32, 33). Although
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the MOC phase-in schedule will not require com-
pletion of a Performance in Practice (PIP) unit un-
til 2014 (31), individual psychiatrists may wish to
begin assessing their own practice patterns before
that time. To facilitate such self-assessment related
to the treatment of posttraumatic stress disorder
(PTSD), this article will provide sample PIP tools
that are based on recommendations of two major
guidelines published in the United States: APA’s
Practice Guideline for the Treatment of Patients
with Acute Stress Disorder and Posttraumatic
Stress Disorder (PTSD) (34) and the U.S. Depart-
ments of Veterans Affairs and Defense (VA/DoD)
Clinical Practice Guideline for the Management of
Post-Traumatic Stress (35), supplemented by the
latest evidence in the most recent APA Guideline
Watch (36). Other noteworthy practice guidelines
for the treatment of PTSD include the Australian
guidelines for the treatment of adults with acute
stress disorder and PTSD (37) and the National
Institute for Clinical Excellence management of
PTSD in primary and secondary care (38).

The PIP tools described here have been devel-
oped to specifically address care of PTSD among
adults age 18 years and older; screening, diagnosis,
and treatment of PTSD among patients younger
than 18 years of age is beyond the scope of this
article. A similar set of self-assessment tools for the
treatment of depression among adults was pub-
lished earlier (39), guided by recommendations
from the APA Practice Guideline for the Treatment
of Patients with Major Depressive Disorder (40).

Evidence-based practice guidelines and quality
indicators (41, 42) provide an important founda-
tion for assessing quality of treatment. For a num-
ber of reasons, however, the realities of routine clin-
ical practice may temper the development and
assessment of a clinically appropriate treatment
plan for a specific patient. First, as described previ-
ously (39), evidence-based practice guidelines and
quality indicators are often derived from data based
on randomized controlled trials (RCT's). Because
patients in efficacy trials and even those in effective-
ness trials must meet stringent enrollment criteria,
they often differ in important ways from patients
seen in routine clinical practice (43). For example,
patients in RCTs are less likely to be suicidal, have
co-occurring psychiatric and medical conditions
that may interfere with treatment, or be as severely
ill as patients in routine clinical practice. Such dif-
ferences may need to be taken into account when a
physician is formulating the best treatment plan for
an individual patient.

In addition, when quality indicators are used to
compare individual physicians’ practice patterns,
differences in patient characteristics and illness se-
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verity between practices may lead to false conclu-
sions about differences in quality of care. In such
circumstances, case mix adjustment is important to
address confounding and permit accurate compar-
ison of quality indicator results (44, 45). Also, in-
adequate attention to factors such as case mix ad-
justments may lead to unintended consequences
such as excluding more severely ill or less adherent
patients from practices in an attempt to improve
performance on specific quality indicators. Finally,
for patients who have complex conditions or are
receiving simultaneous treatments for multiple
disorders, composite measures of overall treat-
ment quality may yield more accurate appraisals
than measurement of single quality indicators (46—
48).

Although the above caveats need to be taken into
consideration, use of retrospective quality indica-
tors can be beneficial for individual physicians who
wish to assess their own patterns of practice. If a
physician’s self-assessment identifies aspects of care
that frequently differ from key quality indicators,
further examination of practice patterns would be
helpful. Through such self-assessment, the physi-
cian may determine that deviations from the qual-
ity indicators are justified, or he or she may acquire
new knowledge and modify his or her practice to
improve quality. Itis this sort of self-assessment and
performance improvement efforts that the MOC
PIP program is designed to foster.

INDICATORS FOR THE EVIDENCE=BASED
RECOGNITION AND TREATMENT OF PTSD

The evidence underlying the development of in-
dicators for quality assessment/improvement is
generally derived from three sources: 1) experimen-
tal studies (e.g., RCTs); 2) epidemiologic or obser-
vational studies; and 3) expert consensus. For ASD
and PTSD, recent clinical practice guidelines have
examined these sources of evidence and have been
published in the United States by APA (APA Prac-
tice Guideline for the Treatment of Patients with
Acute Stress Disorder and Posttraumatic Stress
Disorder) (34) and the VA/DoD (Clinical Practice
Guideline for the Management of Post-Traumatic
Stress) (35). The clinical indicators in Appendixes
A and B are largely derived from these guidelines
supplemented with information from a recent
Guideline Watch that updates APA practice guide-
lines (36) and focuses on recent evidence for phar-
macological and psychotherapeutic treatment for
PTSD. Appendix C highlights key assessment and
treatment recommendations derived from the
aforementioned guidelines (34-36)
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INDICATORS FOR SCREENING,
ASSESSMENT, AND EVALUATION OF PTSD

The need for screening and diagnosis of PTSD in
psychiatric practice is underscored by the substan-
tial prevalence of PTSD in both the general popu-
lation and in high-risk populations, especially after
exposure to speciﬁc traumatic events. For example,
recent epidemiologic studies using DSM-III-R and
DSM-1V criteria have found the lifetime preva-
lence of PTSD to range from 6.4% to 9.2% (49—
51). In addition, women generally have a higher
risk of PTSD than men, controlling for type of
trauma (51). These findings support the impor-
tance of quality indicators focused on screening for
PTSD in the general population using structured
instruments such as the PTSD Checklist-Civilian
Version (PCL-C) (52). In recent studies of military
service members deployed to Iraq and Afghanistan,
PTSD prevalence rates of 5.0%—19.9% have been
found, varying based on strict or broad definition of
PTSD using the PCL, deployment location, and
pre-post deployment status (53). In addition, sev-
eral reports have suggested that routine screening
for PTSD can identify subsyndromal PTSD with
significant disability at least as frequently as
PTSD that meets the full diagnostic criteria (48,
54, 55).

In addition to routine screening for PTSD in
general civilian and military populations, evidence
has suggested the need for intensive screening and
diagnostic efforts intended for populations with a
history of exposure to trauma. For example, ele-
vated rates of lifetime and current prevalence of
PTSD have been reported for populations exposed
to terrorist attacks [e.g., 12.6% PTSD prevalence
among residents of lower Manhattan after the 9/11
attacks (56) and 31% PTSD prevalence among sur-
vivors of the Oklahoma City bombing 1 year later
(57)], natural disasters such as hurricanes [22.5%
PTSD prevalence after Hurricane Katrina (58)]
and earthquakes [24.2% PTSD prevalence 9
months after an earthquake in China (59)], and
medically traumatic events such as burns [28.6%
PTSD prevalence at 1 year (60)], cancer surgery
[11.2%-16.3% 6-month PTSD prevalence after
surgery (61)], acute coronary syndrome [12.2%
PTSD prevalence at 1 year (62)], and hospitaliza-
tion for traumatic injury [20.7% PTSD prevalence
at 1 year (63)]. An additional consideration is the
need for longitudinal screening of trauma survivors
because the onset of PTSD symptoms may be de-
layed for 6 months or more in a substantial number
of individuals. More specifically, a systematic re-
view found that “studies consistently showed that
delayed-onset PTSD in the absence of any prior

symptoms was rare, whereas delayed onsets that
represented exacerbations or reactivations of prior
symptoms on average accounted for 38.2% and
15.3%, respectively, of military and civilian cases of
PTSD” (64).

Finally, ongoing screening is essential in identi-
fying PTSD in patients being evaluated or seeking
treatment for other psychiatric conditions such as
psychosis (65—67). Also, a substantial proportion
of patients with mood and other anxiety disorders
also have PTSD. For example, it has been estimated
that 7%—40% of patients with bipolar disorder also
meet the criteria for PTSD (68). In addition, the
National Comorbidity Survey found the rate of
affective disorders to be 4 times higher among
respondents with PTSD than among those with-
out PTSD (e.g., 47.9%—48.5% for major depres-
sive episode in subjects with PTSD versus 11.7%-—
18.8% for those without PTSD) (49). Similarly,
rates of anxiety disorders other than PTSD were
twice as high or more among those with PTSD
(e.g., 7.3%—31.4% for a variety of specific anxiety
disorders) than among those without PTSD (e.g.,
1.9%-14.5% for the same range of disorders) (68).
Finally the same study reported alcohol abuse/
dependence to be up to twice as high among
those with PTSD (e.g., 51.9% for men and 27.9%
for women) compared to individuals without
PTSD (e.g., 34.4% for men and 13.5% for
women) (49).

TREATMENT INDICATORS

Indicators for assessing the quality of treatment
should ideally be derived from experimental treat-
ment trials, preferably RCTs. However, in the ab-
sence of such trials, clinicians must rely on clinical
experience augmented by data from observational
and retrospective studies and expert consensus.
Evidence-based practice guidelines provide clini-
cians with a valuable clinical resource by compiling
and processing the most recent scientific knowledge
and expert consensus for the treatment and man-
agement of selected disorders. Well-established
practice guidelines such as those developed by APA
and the VA/DoD, that have been referenced here,
use a rigorous standardized process for searching
the literature, data extraction, and synthesis (35,
69). For ease of use, recommendations are then
graded based on the level of supporting evidence.
For example, Appendix C includes the level of clin-
ical confidence/grade for each of the recommenda-
tions based on the VA/DoD and APA practice
guidelines, and the definition associated with each
level/grade.
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PHARMACOTHERAPY

The APA and VA/DoD guidelines uniformly
recommend the initiation of serotonin-specific re-
uptake inhibitor antidepressants (SSRls) as first-
line treatment for PTSD (34, 35). However, the
recent Guideline Watch (36) and Institute of Med-
icine report (70), although still supporting use of
SSRIs for PTSD among civilians, have found less
RCT evidence to support these medications for
the treatment of combat-related trauma. There is
also less RCT evidence supporting the use of other
antidepressants (tricyclic antidepressants, mono-
amine oxidase inhibitors, and non-SSRI second-
generation antidepressants) (36). Expert consensus
plus observational studies suggest consideration of
an antidepressant trial of at least 12 weeks at ade-
quate doses before the therapeutic regimen is
changed and consideration of long-term antide-
pressant maintenance treatment as clinically indi-
cated. In terms of other potential treatment strate-
gies, there is growing evidence to support the use
of prazosin specifically for treatment of PTSD-
associated nightmares (71). In addition, recent data
suggest that adjunctive treatment with a second-
generation antipsychotic agent may be helpful in
patients with a partial response to an SSRI or other
second-generation antidepressant. However, first-
generation antipsychotics should not be used in the
management of PTSD. Current evidence also rec-
ommends against long-term use of benzodiazepines
to manage core PTSD symptoms or as mono-
therapy, especially given the potential for misuse/
abuse and the lack of strong evidence of efficacy.
There is, as yet, insufficient evidence to recom-
mend the use of anticonvulsants or primary phar-
macotherapeutic prophylaxis of PTSD.

PSYCHOTHERAPY

There is strong RCT evidence supporting the use
of exposure-based therapies including exposure-
based cognitive behavioral therapy, cognitive pro-
cessing therapy, prolonged exposure therapy, and
brief exposure therapy for civilians with PTSD ex-
posed to trauma (both civilian and wartime) and
for women with PTSD associated with sexual as-
sault (34-36). Current recommendations suggest
use of trauma-focused cognitive behavior therapy as
a first-line treatment for PTSD (36), which is typ-
ically delivered on an individual basis for 812 ses-
sions of 90 minutes each (38). Exposure-based
therapies, however, are not indicated and should be
used with caution for “patients living in dangerous
situations (e.g., domestic violence) or for patients
with current suicidal ideation, substance abuse not
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in stable remission, comorbid psychosis, or health
problems that preclude exposure to intense physio-
logical arousal” (35).

RCT evidence has suggested that eye movement
desensitization and reprocessing treatment may be

efficacious for PTSD (36). There is also some RCT
evidence supporting the use of stress inoculation
therapy for PTSD related to sexual assault (36).
Imagery Rehearsal Therapy may be considered for
treating nightmares and sleep disruption associated
with PTSD. There is strong evidence against the
use of psychological debriefing as it may have long-
term adverse consequences and has not shown any
apparent benefit.
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DISCLOSURE OF OFF-LABEL USE OF
MEDICATION

Medications discussed in this manuscript derived from the APA and the
VA/DOD practice guidelines may not have an indication from the U.S. Food and
Drug Administration (FDA) for the treatment of PTSD. To date sertraline and
paroxetine are the only medications approved by the FDA to treat PTSD.
Decisions about off-label use should be guided by the evidence provided in the
APA or the Va/DoD practice guidelines, other scientific literature, and clinical
experience. Medications which have not received FDA approval for any indi-
cation are not included in this manuscript.
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AprPENDICES A AND B: PERFORMANCE IN PrACTICE SAMPLE TOOLS

Appendices A and B provide sample PIP tools,
each of which is designed to be relevant across clin-
ical settings (e.g., inpatient, outpatient), straight-
forward to complete, and usable in a pen-and-paper
format to aid adoption. Although the MOC pro-
gram requires review of at least 5 patients as part of
each PIP unit, it is important to note that larger
samples will provide more accurate estimates of
quality within a practice.

Appendix A provides a retrospective chart review
PIP tool that assesses the care given to patients with
PTSD. Although Appendix A is designed as a self-
assessment tool, these forms could also be used for
retrospective peer-review initiatives. As with other
retrospective chart review tools, some questions on
the form relate to the initial assessment and treat-
ment of the patients whereas others relate to subse-
quent care. In general, treatment options for newly
diagnosed patients who are being treated for the
first time should judiciously follow the first-line ev-
idence-based treatment recommendations. On oc-
casion, however, there may be appropriate clinical
reasons for deviation from recommended care in-
cluding: patient’s prior response or reaction to a
similar class of pharmacologic agents, differential
diagnoses, psychiatric or medical co-occurring con-
ditions, and patient preferences.

Appendix B provides a prospective review form.
It is intended to provide a cross-sectional assess-
ment that could be completed immediately follow-
ing a patient’s visit. As currently formatted, Appen-
dix B is designed to be folded in half to allow real-
time feedback based upon answers to the initial
practice-based questions. This approach is more
typical of clinical decision support systems that pro-
vide real-time feedback on the concordance be-
tween guideline recommendations and the individ-
ual patient’s care. Such feedback provides the
opportunity to adjust the treatment plan of an in-
dividual patient to improve patient-specific out-
comes. In the future, the same data recording and
feedback steps could be implemented via a web-
based or electronic record system enhancing inte-
gration into clinical workflow. Data from this form
could also be used in aggregate to plan and imple-
ment broader quality improvement initiatives. For
example, if self-assessment using the sample tools

suggests that signs and symptoms of PTSD are in-
consistently assessed, consistent use of more formal
rating scales such as the PTSD Checklist (PCL)
(35, 52) could be considered.

Each of the sample tools attempts to highlight
aspects of care that have significant public health
implications (e.g., suicide, substance use disorders)
or for which gaps in guideline adherence are com-
mon. Appendix C includes evidence-based recom-
mendations derived from the APA (34, 36) and the
VA/DoD (35) practice guidelines and summarizes
specific aspects of care that are measured by these
sample PIP tools. Quality improvement sugges-
tions that arise from completion of these sample
tools are intended to be within the control of indi-
vidual psychiatrists rather than dependent upon
other health care system resources.

After using one of the sample PIP tools to assess
the pattern of care given to a group of 5 or more
patients with PTSD, the psychiatrist should deter-
mine whether specific aspects of care need to be
improved. For example, if the presence or absence
of co-occurring psychiatric disorders has not been
assessed or if these disorders are present but not
addressed in the treatment plan, then a possible
area for improvement would involve greater con-
sideration of co-occurring psychiatric disorders,
which are common in patients with PTSD.

These sample PIP tools can also serve as a foun-
dation for more elaborate approaches to improving
psychiatric practice as part of the MOC program. If
systems are developed so that practice-related data
can be entered electronically (either as part of an
electronic health record or as an independent web-
based application), algorithms can suggest areas for
possible improvement using specific, measurable,
achievable, relevant and time-limited objectives.
Such electronic systems could also provide links to
journal or textbook materials, clinical practice
guidelines, patient educational materials, drug-
drug interaction checking, evidence-based tool kits
or other clinical materials. In addition, future work
will focus on developing more standardized ap-
proaches to integrating patientand peer feedback with
personal performance review, developing and imple-
menting programs of performance improvements and
reassessment of performance and patient outcomes.
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Appendix A: Retrospective Chart Review Performance in Practice Tool for
the Care of Patients with Posttraumatic Stress Disorder (PTSD)

The purpose of this clinical tool is to complement the physician’s clinical judgment with a visual aid highlighting key evidence-based recommendations for the assessment and treatment of
PTSD and to provide an opportunity to evaluate potential reasons for deviation from recommended care.

Instructions: Choose the last 5 patients you treated with a diagnosis of PTSD. If the answer for a given item is “Yes,” or “Not Applicable,” place a check mark in the appropriate box; if
the answer to the question is “No” or “Unknown,” leave the box unchecked. After reviewing the charts of all 5 patients, complete the final column.

Scoring: Any rows for which the total is less than 5 reflect clinical areas for the physician to examine whether clinical or other circumstances explain why clinical practices are not consis-
tent with recommended care, or whether changes in practice can strengthen the provision of evidence-based care.

Patient
|. ASSESSMENT for PTSD #1 #2 #3 #4 #5
Check box if new patient initiating treatment O O O O O # of new patients
Did the initial evaluation assess: Number of patients with : Q
check mark in row? E %
a. Exposure to trauma (see Appendix C: recommendation II.1) Ol ] Ol Ol | _/5 E} :
b. Signs/symptoms of PTSD O ] O O 0 _/5 er
¢. PTSD type: Acute, Chronic, PTSD w/ delayed onset O O ] O O _/5 -
d. Risk factors for PTSD (see Appendix C: recommendation II.3 to 5) [l O O [l O _/5
e. Traumatic brain injury ] ] ] O ] _/5
f. Suicidal ideation/plans/intentions [l O O 1 [ _/5
g. Suicidal behavior/attempts O O O O O _/5
h. Non-suicidal self-injurious behaviors O O O O ] _/5
i. Nicotine use/abuse/dependence ] O O O O _/5
j. Alcohol use/abuse/dependence O O O O O _/5
k. Other substance use/abuse/dependence ] O ] ] Ol _/5
I. Presence of other co-occurring psychiatric disorders ] O ] ] O _/5
m. Presence of general medical conditions Ol O O] Ol O _/5
n. Functional impairment ] Ol [l ] Ol _/5
0. Prior history of hospitalization O ] ] O ] _/5
p. Patient’s prior response to treatment Ol Ol O Ol Ol _/5
q. Availability or lack of social support O 1 ] 0 O _/5

Il. TREATMENT / MANAGEMENT of PTSD

Does the treatment plan currently include, refer, or consider the following treatment management approaches for PTSD?

Check if any one of the “a” or “b” psychotherapeutic interventions
are provided
a. Exposure-based psychotherapeutic first-line interventions for PTSD
(e.g. Exposure-based Cognitive Behavioral Therapy, Cognitive
Processing Therapy, Prolonged Exposure Therapy, Brief Exposure
Therapy (4 to 5 sessions)) ] ] O ] ] _/5

OR

b. Other psychotherapeutic interventions considered for PTSD (e.qg.,
Stress Inoculation Therapy, Eye Movement Desensitization and
Reprocessing, Imagery Rehearsal Therapy)

c. Appropriate psychopharmacologic intervention for PTSD (e.g.,

SSRIs, SNRIs, TCAs, MAOIs) O | O O | _/5
e. Ongoing follow-up and monitoring (e.g. at least one follow-up

every 3 months) O [l [l O O] _/5
f. Patient/family education about illness/treatments O O O O O _/5
g. Treatment for co-occurring substance use disorders | Cl ] ] O _/5
h. Treatment for other co-occurring psychiatric disorders O] O [ O] O _/5
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Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for

Patients with Posttraumatic Stress Disorder (PTSD)

This “real-time” PIP tool is intended to be a prospective cross-sectional assessment that could be
completed immediately following a patient visit. As currently formatted, the tool is designed to be
folded in half to allow real-time feedback based upon answers to initial practice based questions.

To establish a diagnosis of PTSD (refer to DSM-IV-TR for the diagnostic criteria), a thorough assessment of the patient’s current and prior exposure to traumatic
event(s) is required. The patient’s response to the traumatic event at the time of trauma must involve intense fear, helplessness, or horror (Criterion A) and involve

persistent re-experiencing (one or more symptoms in Criterion B); persistent avoidance of stimuli associated with the trauma and numbing of general responsive-
ness (three or more symptoms in Criterion C), and persistent symptoms of increased arousal (two or more symptoms in Criterion D). There need to be associated

change in functioning and the duration of disturbance of one month or more.

Patient’s Sociodemographic Characteristics
Age:
Sex: [] Male [] Female

Racial/ethnic background

Highest level of education
Marital status
Employment status
Assess the following:

Assess for PTSD Specific pre-, peri-,
and post-trauma events

Most recent trauma types (motor
vehicle crashes, violence, combat-
related, sexual-related, other)

Severity of trauma (mild, moderate,
severe)

Recency of exposure to trauma (time
elapsed since exposure)

Level of distress at the time of
trauma/peri-traumatic dissociation
(mild/moderate/severe)

History of trauma exposure (i.e.,
type, severity, frequency, adverse
childhood experiences)

Since exposure to most recent
trauma, is patient experiencing
any of the following?

Nightmares about the experience/
thinking about it when patient
did not want to

Patient tries hard not to think
about the trauma or goes out of
his/her way to avoid situations
that remind them of it

Patient is constantly on guard,
watchful, easily startled

Patient feels numb or detached
from others, activities, or their
surroundings

OoOooos

Yes

Yes

(I R i =5

No

Unknown
Ol

O oo

Unknown

O

Unknown

The treatment plan should consider
factors such as age, sex, ethnicity,
culture and religious/spiritual beliefs,
which may require a modified
treatment approach.

Assessment of risk factors should
include: Pre-trauma Risk Factors for
ASD/PTSD: prior exposure to trauma,
adverse childhood experiences,
younger age, minority race, female
gender, low socioeconomic or
educational status, psychiatric
disorders or personality dimensions,
cognitive factors.

Peri-trauma Risk Factors for ASD/PTSD
including: severity of trauma, peri-
traumatic dissociation, young age at
the time of exposure, and acute
stress reaction.

Post-trauma Risk Factors for ASD/PTSD
including: resource loss, lack of social
support, ongoing life stressors,
bereavement, psychosocial difficulties.

If associated symptoms of PTSD are not
routinely assessed (as indicated by
multiple unknown symptoms of
PTSD), consider using a standardized
tool for assessing and recording PTSD
symptoms such as the 17-item PTSD
Check List (PCL) (52) or the Clinician
Administered PTSD Scale (CAPS) (72).
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Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for
Patients with Posttraumatic Stress Disorder (PTSD

(p. 2 of B)

Current PTSD Diagnosis

Is the patient experiencing clinically
significant distress or impairment in
social, occupational, or other important
areas of functioning that is a change
from their pre-trauma level of
functioning?

Length of time in treatment with
psychiatrist or other clinicians for
current PTSD:

Co-Occurring Psychiatric Conditions
Other Anxiety Disorder(s)

Depressive Disorder(s)

Bipolar Disorder

Psychotic Disorder(s)

Nicotine Dependence
Alcohol Use Disorder

Other Substance Use Disorder
Adjustment Disorder
Somatoform Disorder

Sleep Disorder

Personality Disorder

Other

Other psychiatric concerns:
Impaired cognition
Smoking/Nicotine

Alcohol use problem
Other substance use problem

Sleep problems

If the patient has current or past co-
occurring psychiatric disorders, are
these being addressed in the treatment
plan?

If the patient uses tobacco, has he/she
been encouraged to quit?

Acute

O

months

Current

O

Ooooo ooooo

O

Current

0
[l

[ W

O

Chronic

O

Past

O

ooooo o ooooo

0

Past

O

[ N

O

Delayed
Onset
I

Unknown
O

Unknown

O

ooooo o ooooo

L
Unknown
Il
L

[ N

N/A

O

If the patient has clinically significant
symptoms of PTSD consider initiating
treatment. If the patient is currently
receiving treatment, depending on the
duration of treatment and persistence of
symptoms a change in the treatment plan
may be indicated. Consideration may be
given to changing a medication dose,
modifying or adding a medication, or
revising the primary diagnosis.

The patient’s level of functioning is important
in making a diagnosis of PTSD, but is
equally important in examining response to
treatment. It is also a primary focus of
patients and their families as well a major
determinant of illness related disability.

Co-occurring psychiatric disorders are
common in patients with PTSD and need
to be considered when planning care.

Tobacco use abuse/dependence contributes
to significant morbidity and mortality
among smokers, yet can be treated
effectively.

Use of alcohol or other substances can be
problematic among patients with PTSD and
can influence treatment response and
suicide risk even in the absence of
substance use disorder.
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Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for
Patients with Posttraumatic Stress Disorder (PTSD) (p. 3 of 6)

Presence of traumatic brain injury (TBI): Current Past Unknown Assessment of TBI should include, but not be

O O O limited to, the following: history, symptoms,
neurological exam, neuro-cognitive function,
and psychological function.

If TBI present, rate the severity Mild Moderate Severe Unknown Mild TBI = loss of consciousness 0 to 30
O O O O min, alteration of consciousness/mental state
up to 24 hours, amnesia 0-1 day.

Moderate TBI = loss of consciousness
Suicidal/Self Injurious Behaviors Yes No Unknown >30 min and <24 hours, alteration of

consciousness/mental state >24 hours,
amnesia >1 day and <7 days

Has patient had suicidal ideation or O O O Severe TBI = loss of consciousness
behavior in the past 90 days? >24 hours, alteration of

consciousness/mental state >24 hours,
amnesia >7 days

If Yes:
Mild/intermittent ideation: Ol [l O
Severe/persistent ideation: Ol ] ]
Made a suicide plan: O O L]
Self-injurious behavior without intention to O O |
die (e.g. cutting behavior)
Self-injurious behavior with intention to die | ] |
(e.g. suicide attempt)
Number of previous suicide attempts # attempts A history of hospitalization, prior suicide
(enter 0 if no previous history) attempts or other self-harming behaviors is
relevant in estimating suicide risk.
Does patient have history of violent or O O O The presence or absence of aggressive
aggressive behaviors toward others? behaviors can also be important to risk
assessment.
Was patient ever hospitalized for the O O O]
treatment of a psychiatric disorder?
Does this patient have a family history of Ol O O

mental illness?
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Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for
Patients with Posttraumatic Stress Disorder (PTSD) (p. 4 of 6)

Axis lll—General Medical Conditions
(including side effects of meds):

Trauma-related injury
Problems with pain
Hypertension
Cardiovascular disorders
Asthma/COPD

Renal disorders

Hepatic disorders
Infectious diseases (e.g., HIV, Hepatitis C)
Thyroid disease

Seizure disorder

Sleep apnea

Obesity

Other

If the patient has current general medical
conditions, has contact been made with
the patient’s primary care physician?

If obesity is present:
Is the patient’s weight being monitored?
Have nutrition/exercise been discussed?

Axis IV—and other psychosocial and
environmental problems

Lack of social support
Housing problems

Economic problems
Occupational/school problems
Marital problems

Other relationship problems

Problem with access to healthcare
services

Problems related to interaction with the
legal system

Ongoing life stressors

Other psychosocial problems

Yes

Oooooooooooood

Oo0oooo-gio-™

O

O

No

O ooooooooobooood

g 0O O

Ooonoog;nod

O

O

Unknown

O ooooooooooOood

|
Ol
Unknown

O oonoog;nod

O

O

For many patients with PTSD, the trigger
traumatic event may also result in physical
injury (eg., motor vehicle crashes,
violence), consequently the patient’s health
status should be a particular focus of care.

When present, general medical conditions and
their treatments can exacerbate existing
symptoms or require adjustments in medi-
cation doses.

Medications prescribed for psychiatric
disorders can interact with those for
general medical conditions and can
produce side effects in various organ
systems.

Weight gain is common with psychiatric
medications and obesity contributes to
morbidity and mortality.

Sleep apnea can be an unrecognized
complication of obesity that can be
exacerbated by sedating medications.

Psychosocial rehabilitation services are
effective in improving quality of life.
Consider psychosocial rehabilitation
services including: health education, skills
training, supported housing, family skills
training, social skills training, supportive
employment intervention, vocational
counseling, occupational/recreational
therapy, peer support group
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Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for
Patients with Posttraumatic Stress Disorder (PTSD) (p. 5 of 6)

Pharmacologic treatments provided (by
psychiatrist or other clinicians):

Current psychiatric medication(s):
SSRIs:

SNRIs:

TCAs:

MAQIs:

Other (Specify:

Current non-psychiatric medication(s):

In reviewing the patient’s list of psychiatric
medications:

Has the potential for drug-drug interactions
been assessed?

Is each medication essential?

SSRIs are considered the first-line
psychopharmacologic intervention.
However, SSRIs are no longer
recommended with the same level of
confidence for combat-related PTSD as for
non-combat-related PTSD. (36)

There are recommendations against: long
term use of benzodiazepines to manage
core PTSD symptoms; use of
benzodiazepines as monotherapy; and use
of first generation antipsychotics for the
management of PTSD. (34, 35)

Knowledge of medications that patients are
receiving for treatment of non-psychiatric
disorders is important in assessing
potential drug-drug interactions and
interpreting reported side effects of
treatment. Such information can also alert
the clinician to the presence of general
medical conditions that may not have been
reported by the patient (e.g., hypertension,
hyperlipidemias) or to side effects of
treatment that may require changes in
medications or medication doses.

With the fragmentation of health care,
medications that were intended to be
tapered may have been continued
inadvertently. Continued use of non-
essential medications increases costs as
well as side effects and drug-drug
interactions. Also consider if any of the
medications require blood level monitoring
or other follow-up laboratory testing. If the
patient has residual symptoms, assess the
adequacy of the medication dose and
determine if changes in medication or dose
are indicated.

198 Spring 2009, Vol. VII, No. 2

FOCUS T1HE JOURNAL OF LIFELONG LEARNING IN PSYCHIATRY




Appendix B: Sample “Real-Time” Performance-in-Practice (PIP) Tool for
Patients with Posttraumatic Stress Disorder (PTSD) (p. 6 of 6)

Psychosocial treatments provided (by Current Past
psychiatrist or other clinicians):

Exposure-based Cognitive Behavioral [l ]
Therapy

Cognitive Processing Therapy ] O

Prolonged Exposure Therapy O ]

Brief Exposure Therapy O ]

Stress Inoculation Therapy O ]

Imagery Rehearsal Therapy L] L]

Eye Movement Desensitization and L] Ll
Reprocessing

Treatment for nicotine problem [l ]

Treatment for alcohol problem L] L]

Treatment for other substance use ] I
problem

Treatment for sleep problem L] L]

Case Management or Care Management ] Ol

Self-management approaches Ol O]

Patient/family psychoeducation ] ]

Other O ]

In reviewing the psychosocial treatment approaches that are being used:

Does the treatment approach adequately target core symptoms:
Yes (] No []

Are modifications needed to address residual symptoms?
Yes [1 No [

Estimated degree of adherence to treatment:
[ Good [ Fair [ Poor []Unknown

Estimated magnitude of treatment-related side effects:
(] Mild [ Moderate [ Severe [ Unknown

Side effects experienced:

Unknown

OJ

Oooooonod

O o d

Oo0oooao

Is additional education or discussion of the Yes No
treatment plan needed to enhance the O ]
patient’s understanding and adherence?

Based on the severity of the patient’s O O
PTSD, is patient receiving evidence-
based psychopharmacological and/or
psychosocial treatments that are
recommended by the practice
guidelines?

Were patient/family preferences taken into ] I
consideration in the development of
treatment plan?

Are any changes in the treatment plan ] I
likely as a result of using these PIP
tools?

Exposure-based therapies (e.9. exposure-based
cognitive behavioral therapy, cognitive
processing therapy, prolonged exposure
therapy, brief exposure therapy) are considered
first-line evidence-based psychotherapeutic
interventions. However, exposure therapies are
not indicated and should be used with caution
for “patients living in dangerous situations (€.g.
domestic violence) or for patients with current
suicidal ideation, substance abuse not in stable
remission, comorbid psychosis, or health
problems that preclude exposure to intense
physiological arousal.” (35)

There is strong evidence against the use of
psychological debriefing as it may have long
term adverse consequences without any
apparent benefits. (34, 35)

Difficulty adhering to treatment is a common
cause of inadequate response. Treatment of
PTSD can be enhanced by assessing
adherence and discussing barriers to
adherence such as costs, concerns about
medication use, complexity and side effects
of medication regimens and obstacles to
keeping appointments (e.g., transportation,
childcare, schedule constraints).

Common side effects of antidepressant
medications include sleep-related effects (i.e.,
sedation, insomina), gastrointestinal effects
(e.g., diarrhea, constipation, nausea),
restlessness/anxiety, sexual dysfunction,
headache, and anticholinergic effects. Effects
on cardiac conduction can be a particular
problem with tricyclic antidepressants.

For all antidepressants, the FDA has issued
warnings that the potential for increased
suicidal thoughts or behaviors with
antidepressant therapy in individuals under
the age of 25 must be balanced against the
benefits of treatment.

focus.psychiatryonline.org
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Appendix C: Evidence-Based Assessment and Treatment
Recommendations for Posttraumatic Stress Disorder

I. Definition

Trauma: An extreme traumatic stressor involving direct personal experience . . . the person’s response to the event must involve
intense fear, helplessness, horror

Acute Stress Reaction (ASR): . . . onset of some signs and symptoms may be simultaneous with the trauma or may follow after an
interval of hours or days . .. symptoms not resolved within 4 days after the event, after ruling out other disorders

Acute Stress Disorder (ASD): clinically significant symptoms >2 days, but <1 month after exposure

Post Traumatic Stress Disorder (PTSD): clinically significant symptoms lasting more than 1 month after exposure to a trauma
Acute PTSD: clinically significant symptoms lasting >1 month, but <3 months

Chronic PTSD: clinically significant symptoms lasting >3 months after exposure to trauma

PTSD with delayed onset: clinically significant symptoms at least 6 months after exposure to trauma|| (35)

Il. Assessment

DoD/VA APA
Guideline Guideline
Key Evidence-Based Guideline Recommendations 20041 (35) 20041 (34)
. Level of
Final Grade c‘:;’:icgl
Confidence
1. Assess for trauma exposure including: time of onset, recency (time B |
elapsed since exposure), type, nature, severity, history, frequency, course,
and level of distress.
2. Screen patients for PTSD (screen for recent or remote trauma exposure. In B |
military populations the VA/DoD guidelines recommend initial screening
followed by screening annually or more if clinically indicated).
3. Assess for pre-trauma risk factors for ASD/PTSD including: prior exposure B |
to trauma, adverse childhood, younger age, minority race, female gender,
low socioeconomic or educational status, psychiatric disorders or
personality dimensions, cognitive factors.
4. Assess for peri-trauma risk factors for ASD/PTSD including: severity of B |
trauma, peri-traumatic dissociation, youth at time of exposure
5. Assess for post-trauma risk factors for ASD/PTSD including: resource loss, B |
lack of social support, ongoing life stressors, bereavement, psychosocial
difficulties
6. Assess for co-occurring physical or psychiatric disorders (depression, B |
alcohol, other substance, other anxiety disorders, TBI, commonly co-occur
with PTSD)
7. Assess risk for suicide or harm to others B |
8. Assess for functional impairment |
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Appendix C: Evidence-Based Assessment and Treatment
Recommendations for Posttraumatic Stress Disorder (p. 2 of 3)

lll. Treatment/Management:
Based on the 2009 APA Guideline Watch, best evidence from recent studies bolsters support for exposure-based psychotherapies but
also pharmacological interventions in many circumstances. (36)

DoD/VA APA
Guideline Guideline
Key Evidence-Based Guideline Recommendations 2004+ 2004

Level of
Final Grade Clinical

Confidence

A. Pharmacotherapy

1. Pharmacotherapy may be the first-line intervention for acutely traumatized [}
patients

2. SSRIs as first-line for the treatment of PTSD

Based on most recent evidence outlined in the 2009 APA Guideline Watch for
PTSD:
a. “Evidence for superiority of SSRIs and SNRIs over placebo for non-
combat-related PTSD . . . Evidence of efficacy most convincing for the
SSRIs, across all symptom clusters and for co-occurring depression and A |
disability.”
b. “SSRIs may be no longer recommended with the same level of
confidence for veterans with combat-related PTSD as for patients with non-
combat-related PTSD.” (36)

3. Second-line treatment for PTSD include TCAs and MAOIls B [}

4. Consider antidepressant trial of 12 weeks before changing the therapeutic
regimen

5. Propranolol may be considered for treatment of immediate post-event B
stress

6. Consider augmentation with prazosin for the management of nightmares C
and other symptoms of PTSD (36)

7. Pharmacotherapy for treatment for ASD—Impiramine for B
hyperarousal/excessive arousal/panic attacks

8. Other pharmacotherapy for treatment of ASD C ]]
a. Benzodiazepines for sleep disturbance/insomnia/hyperarousal/excessive
arousal/panic attacks
b. Chloral hydrate for sleep disturbance/insomnia
c. Propranolol for hyperarousal/excessive arousal/panic attacks

9. Consider maintenance treatment, reassess periodically C

10. Insufficient but increasing evidence in use of atypical antipsychotics for
the treatment of PTSD
Based on the most recent evidence outline in the 2009 APA Guideline Insufficient
Watch for PTSD, “data are encouraging for adjunctive treatment with a 2™ evidence
generation antipsychotic in patients with partial response to an SSRI or
SNRI, including for co-occurring psychotic symptoms.” (36)

11. Recommend against:
a. Long term use of benzodiazepines to manage core symptoms of PTSD Insufficient
b. Use of benzodiazapine as monotherapy evidence
c. First generation antipsychotics in the management of PTSD
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Appendix C: Evidence-Based Assessment and Treatment
Recommendations for Posttraumatic Stress Disorder (p. 3 of 3)

DoD/VA APA
Guideline Guideline
20041 2004%
Key Evidence-Based Guideline Recommendations
Final Grade Level of
Clinical
Confidence
B. Psychotherapy:
Based on most recent evidence outline in the 2009 APA Guideline Watch for
PTSD, support for “exposure-based CBTs such as CPT and prolonged
exposure therapy when delivered in individual formats” (36)
1. Cognitive Behavioral Therapy (CBT) is an effective treatment for core |
symptoms of acute and chronic PTSD
2. Brief intervention of CBT (4 to 5 sessions) for ASD A Il
3. Cognitive Therapy (CT) is effective with civilian men and women exposed to A |
combat and non-combat trauma
4. CT is effective with military and veteran with combat- and non-combat- Insufficient
related PTSD evidence
5 CT is effective for women with PTSD associated with sexual assault A
6. Exposure Therapy (ET) has shown to be effective in the treatment of PTSD A Il
7. Exposure therapy may not be indicated and should be used with caution
for individuals with following conditions: “living in dangerous situations (e.g. Ineffective,
domestic violence), current suicidal ideation, substance abuse not in stable or may be
remission, comorbid-psychosis, or health problems that preclude exposure harmful
to intense physiological arousal.” (35)
8. Eye Movement Desensitization and Reprocessing (EMDR) has shown to be A Il
effective in the treatment of PTSD
9. Stress Inoculation Training (SIT) is effective as a treatment for PTSD A Il
related to sexual assault
10. Imagery Rehearsal Therapy (IRT) considered for treatment of PTSD B |
(nightmares and sleep disruption in particular)
11. Psychodynamic psychotherapy for the treatment of patient with PTSD/ B ]
complex PTSD
12. Hypnosis may be used to alleviate PTSD symptoms B Insufficient
evidence
13. Psychological debriefing is ineffective and has adverse long term effects Ineffective, Not
or may be recommended
harmful
C. Psychosocial Rehabilitation Services
1. Psychosocial rehabilitation services to include health education, skills
training, supported housing, family skills training, social skills training,
supportive employment, vocational counseling, occupational/recreational
therapy, peer support group should be considered

t DoD/VA Quality Rating:

Reference: Post-traumatic Stress Disorder VA/DoD Clinical Practice Guidelines: http://www.ncptsd.va.gov/ncmain/doclist.jsp
Final Grade of Recommendation

A A strong recommendation that the intervention is always indicated and acceptable

B A recommendation that the intervention may be useful/effective

C A recommendation that the intervention may be considered

May be considered not useful/effective, or may be harmful

Insufficient evidence to recommend for or against—the clinician will use clinical judgment

1 APA Clinical Confidence Rating:

Reference: The American Psychiatric Association Practice Guideline for the Treatment of Patients with Acute Stress Disorder and Post-traumatic Stress Disorder:
http://www.psych.org/psych_pract/treatg/pg/ASD PTSD_05-15-06.pdf

I Recommended with substantial clinical confidence.

Il Recommended with moderate clinical confidence.

Il May be recommended on the basis of individual circumstances.

§ APA Guideline Watch (January 2009)—Reference #36

202 Spring 2009, Vol. VII, No. 2 FO CUS THE JOURNAL OF LIFELONG LEARNING IN PSYCHIATRY




Sample “Real-Time” Performance in Practice Tool
for Patients with Posttraumatic Stress Disorder (PTSD)

Survey Form and CME Certification Begin date April 2009,

End date December 31, 2011.

To earn CME credit for this Survey Program, psychiatrists should use the Sample Real Time Performance in Practice Tool (Appendix B)
as indicated. After using the performance in practice tool for at least 5 patients, participants should fully complete this survey and send it by mail
to APACME 1000 Wilson Boulevard, Suite 1825 Rosslyn VA 22209, or fax to 703 907 7849, or send by email to educme@psych.org.
Objective: After completion of this activity psychiatrists will have the foundation for subsequent performance improvement initiatives aimed
at enhancing outcomes for patients with PTSD.
The APA is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide continuing medical education
for physicians. APA designates this educational activity for a maximum of 5 AMA PRA Category 1 credits. Physicians should only claim credit
commensurate with the extent of their participation in the activity.

1 2 3 4 5

1. Overall, | am satisfied with the usefulness of this PIP tool Strongly disagree 0 0 0 0 0 Strongly agree
(Appendix B) in assessing my practice patterns.

2. This PIP tool was difficult for me to use. Strongly disagree 0 0 0 0 0 Strongly agree

3. The questions and information on this PIP tool were worded Strongly disagree 0 0 0 0 0 Strongly agree
clearly.

4. The organization of information on this PIP tool was clear. Strongly disagree 0 0 0 0 0 Strongly agree

5. | was able to complete this PIP tool rapidly. Strongly disagree 0 0 0 0 0 Strongly agree

6. Completing this PIP tool had no effect on my knowledge about Strongly disagree 0 0 0 0 0 Strongly agree
treating patients with PTSD.

7. By completing this PIP tool, | have identified at least one way in Strongly disagree 0 0 0 0 0 Strongly agree
which | can improve my care of patients.

8. Completing this PIP tool has helped me to verify that | am Strongly disagree 0 0 0 0 0 Strongly agree
providing appropriate care to my patients.

9. Completing this PIP tool was a good use of my time. Strongly disagree 0 0 0 0 0 Strongly agree

10. Reviewing my patterns of practice is a good use of my time. Strongly disagree 0 0 0 0 0 Strongly agree

List the most helpful aspects of this PIP tool (Appendix B):

1.
2.
3.

List the least helpful aspects of this PIP tool (Appendix B):

1.
2.
3.

How do you plan to use the information gained from this self-

assessment in your practice?

How might we improve upon this PIP tool in the future?

Additional comments:

Please evaluate the effectiveness of this CME activity.

1. Achievement of educational objectives:

2. Material was presented without bias:
American Psychiatric Association CME
1000 Wilson Blvd., Suite 1825 Arlington, VA 22209-3901
Telephone: (703) 907-8637, Fax: (703) 907-7849

To earn credit, complete and send this page.
Retain a copy of this form for your records.

Number of hours you spent on this activity

YES NO

YES NO

(understanding & using the tool; completing the survey up to 5 hrs)

Date

APA Member:

Member number

No

focus.psychiatryonline.org

Last name First name Middle initial

Degree

Mailing address

City State Zip code

Country

Fax number

E-mail address:

I would like to receive my certificate by:
Emal

Fax
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Appendix 3

Robert Kunkle, M.A.
Robert M. Plovnick, M.D., M.S.

Performance in

Practice:

Sample Tools for the Care of Patients

with Major Depressive Disorder

Abstract: To facilitate continued clinical competence, the American Board of Medical Specialties and the American

Board of Psychiatry and Neurology are implementing multi-faceted Maintenance of Certification programs, which in-

clude requirements for self-assessments of practice. Because psychiatrists may want to gain experience with self-assess-

ment, two sample performance-in-practice tools are presented that are based on recommendations of the American Psy-

chiatric Association’s Practice Guideline for the Treatment of Patients with Major Depressive Disorder. One of these

sample tools provides a traditional chart review approach to assessing care; the other sample tool presents a novel ap-

proach to real-time evaluation of practice. Both tools can be used as a foundation for subsequent performance improve-

ment initiatives that are aimed at enhancing outcomes for patients with major depressive disorder.

Psychiatrists, like other medical professionals, are
confronted by a need to maintain specialty specific
knowledge despite an explosion in the amount of
new information and the ongoing demands of clin-
ical practice. Given these challenges, it is not sur-
prising that researchers have consistently found
gaps between actual care and recommended best-
practices (1-10). In attempting to enhance the
quality of delivered care, a number of approaches
have been tried with varying degrees of success. Di-
dactic approaches, including dissemination of writ-
ten educational materials or practice guidelines,
produce limited behavioral change (11-19). Em-
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bedding of patient-specific reminders into routine
care can lead to benefits in specific quality measures
(11, 13-16, 20-23) but these improvements may
be narrow in scope, limited to the period of inter-
vention or unassociated with improved patient out-
comes (24-27). Receiving feedback after self or
peer-review of practice patterns may also produce
some enhancements in care (13—15, 23, 28-30).
Given the limited effects of the above approaches
when implemented alone, the diverse practice styles
of physicians and the multiplicity of contexts in
which care is delivered, a combination of quality
improvement approaches may be needed to im-
prove patient outcomes (14, 19, 28, 29, 31-34).
With these factors in mind, the American Board
of Medical Specialties and the American Board of
Psychiatry and Neurology are implementing muldi-
faceted Maintenance of Certification (MOC) Pro-
grams that include requirements for self-assess-
ments of practice through reviewing the care of at
least 5 patients (35). As with the original impetus to
create specialty board certification, the MOC pro-
grams are intended to enhance quality of patient
care in addition to assessing and verifying the com-
petence of medical practitioners over time (36, 37).
Although the MOC phase-in schedule will not re-
quire completion of a Performance in Practice
(PIP) unit until 2014 (35), individuals may wish to
begin assessing their own practice patterns before
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Table 1. Aspects of Major Depressive Disorder Treatment Addressed by
Sample Performance-In-Practice Tools

Source of Performance
Recommendation Recommendation’ Tool?
Identify signs and symptoms of depression MDD PG A, B, PCPI
Assess suicidal ideation, plans and intent MDD PG; SB PG A, B, PCPI
Identify past or current symptoms of mania or hypomania MDD PG; BP PG A B
Identify past and current substance use disorders, including MDD PG; SUD A B
nicotine, alcohol and other substances PG; SB PG
Identify other past and current co-occurring psychiatric MDD PG A B » A
disorders ; c
Identify past and current general medical conditions MDD PG A B ; E
O
Use treatments that are concordant with practice guideline MDD PG A, B, PCPI 5 >
recommendations (see Appendix A). ~ =
Integrate treatment of any substance use disorders or other MDD PG; SUD A B
co-occurring psychiatric disorders with treatment for PG; SB PG
MDD
Provide education to patients/families about depression and MDD PG A B
its treatment
Consider factors such as age, sex, ethnicity, cultural or MDD PG B
religious beliefs in planning treatment
Assess the patient’s level of functioning in social, MDD PG B
occupational and other important realms
Determine whether cognitive impairment is present MDD PG B
Determine whether aggressive behavior is present SB PG B
Determine whether suicide attempts or other self-harming MDD PG; SB PG B
behaviors are present
Determine the degree of adherence to treatment MDD PG B
Determine if side effects of treatment are present and, if MDD PG B

so, which ones

" Source of Recommendation: MDD PG= Practice Guideline for the Treatment of Patients with Major Depressive Disorder (38); SUD PG= Practice Guideline for the
Treatment of Patients with Substance Use Disorders (61); BP PG = Practice Guideline for the Treatment of Patients with Bipolar Disorder (42); SB PG = Practice
Guideline for the Assessment and Treatment of Patients with Suicidal Behaviors (62)

2 Performance Tool: A = Sample retrospective PIP tool of Appendix A; B = Sample prospective PIP tool of Appendix B; PCPI = Major depressive disorder mea-

sures of the American Medical Association Physician Consortium for Performance Improvement (63)

that time. To facilitate such self-assessment related
to the treatment of depression, this paper will dis-
cuss several approaches to reviewing one’s clinical
practice and will provide sample PIP tools that are
based on recommendations of the American Psy-
chiatric Association’s Practice Guideline for the
Treatment of Patients with Major Depressive Dis-
order (38).

Traditionally, most quality improvement pro-
grams have focused on retrospective assessments of
practice at the level of organizations or departments
(39). The Healthcare Effectiveness Data and Infor-
mation Set (HEDIS) measures of the National
Committee for Quality Assurance (NCQA) (40)
are a commonly used group of quality indicators
that measure health organization performance.

focus.psychiatryonline.org

When used under such circumstances, quality indi-
cators are typically expressed as a percentage that
reflects the extent of adherence to a particular indi-
cator. For example, in the quality of care measures
for bipolar disorder (41) derived from the Ameri-
can Psychiatric Association’s 2002 Practice Guide-
line for the Treatment of Patients with Bipolar Dis-
order (42), one of the indicators is that “Patients in
an acute depressive episode of bipolar disorder who
are treated with antidepressants, [are] also receiving
an antimanic agent such as valproate or lichium.” In
this example, to calculate the percentage of patients
for whom the indicator is fulfilled, the numerator
will be the “Number of patients in an acute depres-
sive episode of bipolar disorder, who are receiving
an antidepressant, and who are also receiving an
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anti-manic agent such as valproate or lithium.” and
the denominator will be the “Number of patients in
an acute depressive episode of bipolar disorder who
are receiving an antidepressant” (41).

As in the above example, most quality indicators
are derived from evidence-based practice guide-
lines, which are intended to apply to typical pa-
tients in a population rather than being universally
applicable to all patients with a particular disorder
(43, 44). In addition, practice guideline recom-
mendations are mainly informed by data from ran-
domized controlled trials. Patients in such trials
may have significant differences from those seen in
routine clinical practice (45), including clinical pre-
sentation, preference for treatment, response to
treatment, and presence of co-occurring psychiatric
and general medical conditions (43, 46, 47). These
differences may result in treatment decisions for
individual patients that are clinically appropriate
but not concordant with practice guideline recom-
mendations.

When quality indicators are used to compare in-
dividual physicians’ practice patterns, quality mea-
sures can be influenced by practice size, patients’
sociodemographic factors and illness severity as
well as other practice-level and patient-level factors.
For example, when small groups of patients are re-
ceiving care from an individual physician, a small
shift in the number of individuals receiving a rec-
ommended intervention could lead to large shifts in
the resulting rates of concordance with evidence-
based care. Without appropriate application of
case-mix adjustments, across-practice comparisons
may result in erroneous conclusions about the qual-
ity of care being delivered (48, 49). For patients
with complex conditions or multiple disorders re-
ceiving simultaneous treatment, composite mea-
sures of overall treatment quality may yield more
accurate appraisals than measurement of single
quality indicators (50-52).

With the above caveats, however, use of retro-
spective quality indicators can be beneficial for in-
dividual physicians who wish to assess their own
patterns of practice. If a physician’s self-assessment
identified aspects of care that frequently differed
from key quality indicators, further examination of
practice patterns would be helpful. Through self-
assessment, the physician may determine that devi-
ations from the quality indicators are justified, or he
may acquire new knowledge and modify practice to
improve quality. Itis this sort of self-assessment and
performance improvement efforts that the MOC
PIP program is designed to foster.

Appendices A and B provide sample PIP tools,
each of which is designed to be relevant across clin-
ical settings (e.g., inpatient, outpatient), straight-

forward to complete and usable in a pen-and-paper
format to aid adoption. Although the MOC pro-
gram requires review of at least 5 patients as part of
each PIP uni, it is important to note that larger
samples will provide more accurate estimates of
quality within a practice. Appendix A provides a
sample retrospective chart review PIP tool that as-
sesses the care given to patients with major depres-
sive disorder. Although it is designed as a self-assess-
ment tool, this form could also be used for
retrospective peer-review initiatives. As with other
retrospective chart review tools, some questions on
the form relate to the initial assessment and treat-
ment of the patient whereas other questions relate
to subsequent care. Appendix B provides a prospec-
tive review form that is intended to be a cross-sec-
tional assessment and could be completed immedi-
ately following a patient visit. As currenty
formatted, Appendix B is designed to be folded in
half to allow real-time feedback based upon answers
to the initial practice-based questions. This ap-
proach is more typical of clinical decision support
systems that provide real-time feedback on the con-
cordance between guideline recommendations and
the individual patient’s care. In the future, the same
data recording and feedback steps could be imple-
mented via a web-based or electronic record system
enhancing integration into clinical workflow (53).
This will make it more likely that psychiatrists will
see the feedback as interactive, targeted to their
needs and clinically relevant. Rather than relying
on more global changes in practice patterns to en-
hance individual patients’ care, such feedback also
provides the opportunity to adjust the treatment
plan of an individual patient to improve patient-
specific outcomes (54-56). However, data from
this form could also be used in aggregate to plan
and implement broader quality improvement initi-
atives. For example, if self-assessment using the
sample tools suggests that signs and symptoms of
depression are inconsistently assessed, consistent
use of more formal rating scales such as the PHQ-9
(57-59) could be considered.

Each of the sample tools attempts to highlight
aspects of care that have significant public health
implications (e.g., suicide, obesity, use of tobacco
and other substances) or for which gaps in guideline
adherence are common. Examples include under-
detection and undertreatment of co-occuring sub-
stance use disorders (5) and the relatively low con-
cordance with practice guideline recommendations
for use of psychosocial therapies and for treatment
of psychotic features with MDD (4). Table 1 sum-
marizes specific aspects of care that are measured by
these sample PIP tools. Quality improvement sug-
gestions that arise from completion of these sample

FOCUS t1HE JOURNAL OF LIFELONG LEARNING IN PSYCHIATRY




tools are intended to be within the control of indi-
vidual psychiatrists rather than dependent upon
other health care system resources.

After using one of the sample PIP tools to assess
the pattern of care given to a group of 5 or more
patients with major depressive disorder, the psychi-
atrist should determine whether specific aspects of
care need to be improved. For example, if the pres-
ence or absence of co-occurring psychiatric disor-
ders has not been assessed or if these disorders are
present but not addressed in the treatment plan,
then a possible area for improvement would involve
greater consideration of co-occurring psychiatric
disorders, which are common in patients with
MDD.

These sample PIP tools can also serve as a foun-
dation for more elaborate approaches to improving
psychiatric practice as part of the MOC program. If
systems are developed so that practice-related data
can be entered electronically (either as part of an
electronic health record or as an independent web-
based application), algorithms can suggest areas for
possible improvement using specific, measurable,
achievable, relevant and time-limited objectives
(60). Such electronic systems could also provide
links to journal or textbook materials, clinical prac-
tice guidelines, patient educational materials, drug-
drug interaction checking, evidence based tool kits
or other clinical materials. In addition, future work
will focus on developing more standardized ap-
proaches to integrating patient and peer feedback
with personal performance review, developing and
implementing programs of performance improve-
ments and reassessment of performance and patient
outcomes.
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Appendix A. Sample Retrospective Chart Review Performance-in-Practice Tool
for the Care of Patients with Major Depressive Disorder

Instructions: Choose 5 patients with a primary diagnosis of major depressive disorder. If the answer to a given question is “Yes”, place
a check mark in the appropriate box. If the answer to the question is “No” or “Unknown”, leave the box unchecked. After reviewing the

charts of all 5 patients, complete the final column to determine the relative proportion of patients to whom the recommendation was
followed. Any rows for which the total is <2 may be a useful focus for quality improvement efforts.

Guideline recommendation being reviewed Patient Number of patients with
i ?
1 # 43 44 #5 checkmark in row?
Did the initial evaluation assess:
Signs/symptoms of major depression: O O 0 0 O _/5 ”
Suicidal ideation/plans/intent O O 0 0 O /5 ; =
Substance use/abuse/dependence ’; ;
Nicotine O O O O O 5 o>
— =
Alcohol | | [l [ O /5 ]
Other substances O O O O | /5
Presence/absence of general medical conditions O O O O O _/5
Presence/absence of other co-occurring psychiatric O O O O O _/5
disorders
History of hypomanic or manic episodes O O O O O /5
Referring to the chart on the reverse side, was
treatment concordant with guideline
recommendations:
During the initial acute phase of treatment? O O O O d /5
At the time of the chart review O O O O O /5
(if the treatment plan differs from that in the initial
phase of treatment)?
Has the treatment plan addressed:
Patient education about illness/treatments O O 0 0 a /5
Co-occurring substance use disorders O O O O O __/__ (# applicable)
Other co-occurring psychiatric disorders O O O O a _/__ (# applicable)
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Appendix A. (continued)

Recommendations for APA Practice Guideline Concordant Treatment of

Major Depressive Disorder

Acute Phase of Treatment

(focused on inducing symptom remission)

Clinical presentation

Mild MDD (minor functional impairment, few
symptoms beyond those required for
diagnosis)

Moderate MDD (greater degree of functional
impairment, some symptoms beyond those
required for diagnosis)

Severe MDD (marked interference with social or
occupational function; several symptoms in
excess of those required for diagnosis)

MDD with psychotic features

MDD with catatonic features

Guideline treatment will include:

Antidepressant therapy alone OR

Psychotherapy alone’ OR

Combined treatment with psychotherapy’ and
antidepressant medication? (if preferred by patient)

Antidepressant therapy alone OR

Psychotherapy alone’ OR

Combined treatment with psychotherapy' and
antidepressant medication® OR

Electroconvulsive therapy (if preferred by the patient
and depression is chronic)

Antidepressant therapy alone OR

Combined treatment with psychotherapy’ and
antidepressant medication? OR

Electroconvulsive therapy (if preferred by the patient, if
the patient has responded preferentially to ECT in
the past or if rapid treatment response is essential)

Combined treatment with an antidepressant and an
antipsychotic medication OR
Electroconvulsive therapy

Benzodiazepines OR
Electroconvulsive therapy

Continuation Phase of Treatment

(focused on preserving symptom remission over the 16 to 20 weeks after the acute phase of treatment)

If acute phase treatment included:
Psychotherapy

Antidepressant medication

Electroconvulsive therapy (ECT)

Guideline concordant treatment will include:
Continued psychotherapy

Antidepressant medication of a comparable dose to
that used for acute treatment

Pharmacotherapy or psychotherapy; continuation ECT
is an acceptable alternative if pharmacotherapy or
psychotherapy have not preserved remission in past

Maintenance Phase of Treatment

(focused on protecting against recurrence of major depressive episodes)

If treatment to prevent depressive recurrence
is indicated® and acute treatment included:

Psychotherapy

Antidepressant medication

Electroconvulsive therapy (ECT)

Guideline concordant treatment will include:

Continued psychotherapy, with a decrease in visit
frequency generally occurring if cognitive behavioral
therapy or interpersonal therapy are used

Antidepressant medication, generally at a comparable
dose to that used for acute treatment

Pharmacotherapy or psychotherapy; maintenance ECT
may be considered if pharmacotherapy or
psychotherapy have not preserved remission in past

" The presence of significant psychosocial stressors, intrapsychic conflict, interpersonal difficulties, co-occurring personality disorders or poor adherence with treat-

ment may add to the rationale for treating with psychotherapy.

2In patients who have experienced only partial response to adequate trials of medications or psychotherapy alone, combination treatment may be considered.
3 Indications for maintenance phase treatment are based upon risk of recurrence (including consideration of number of prior episodes; presence of co-occurring
conditions; residual symptoms between episodes), severity of episodes (including consideration of suicidal ideas and behaviors; psychotic features; severe func-

tional impairments), side effects experienced during continuation therapy, or patient preferences.
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with

Depression

This “real time” PIP tool is intended to be a prospective cross-sectional assessment that could be completed immediately following a
patient visit. As currently formatted, the tool is designed to be folded in half to allow real-time feedback based upon answers to initial
practice based questions. Up to 5 hours additional CME credit can be earned through use of the PIP tool and completion of the survey.

Patient Characteristics:  Age: Sex:

Estimated duration of depressive illness:

Length of time in treatment for current
depressive episode:

Which of the following is the patient experiencing?

Yes No Unknown

Little interest or pleasure in doing O O O
things?

Feeling down, depressed, or O O O
hopeless?

Trouble falling or staying asleep, O O O
or sleeping too much?

Feeling tired or having little O O O
energy?

Poor appetite or overeating? O O O

Negative feelings about self? O O O

Trouble concentration? O O O

Psychomotor retardation or O O O
agitation?

Thoughts of suicide, self-harm, or O O O

being better off dead?

If the patient has thoughts of suicide, self-harm or being better
off dead, was there a specific inquiry into:

Suicide plans Yes [ No (I
Suicide intent Yes [ No O
Suicide methods Yes [ No O
Is the patient experiencing clinically Yes No  Unknown

significant distress or impairment O O O
in social, occupational, or other

important areas of functioning that

is a change from their baseline

level of function?

To establish a diagnosis of depression, at least 5 of these symptoms
need to be experienced nearly every day over a two week period
(with one of the symptoms being either depressed mood or loss
of interest or pleasure). However, other symptom assessment
intervals may be appropriate when monitoring the presence or
absence of symptoms over time.
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If associated symptoms of depression are not routinely assessed (as
indicated by multiple boxes on the left that are checked as
unassessed or unknown), consider using a standardized tool for
assessing and recording depressive symptoms such as the PHQ-9.

When patients are experiencing thoughts of suicide, self-harm or of
being better off dead, more detailed questioning is crucial. The
presence of suicide plans or intent indicates a significant increase in
suicide risk. An intention to use a highly lethal suicide method (e.g.,
guns, hanging, jumping) will also confer an increase in suicide risk.
When a suicide method is identified, the accessibility of the method
is an additional part of the inquiry.

The presence of clinically significant distress or functional
impairment is one of the criteria used in making a diagnosis of
depression. In addition to being a primary focus of patients and their
families, functional impairment is a major determinant of illness
related disability and should be routinely assessed.

Distress and impairment are equally important to assess in
examining response to treatment. If clinically significant distress
or functional impairment are present, consider whether a change
in treatment plan is indicated. Depending on the duration of
treatment and persistence of symptoms, consideration may be
given to changing a medication dose, modifying or adding a
psychosocial treatment, changing or adding a medication, or
revising the primary diagnosis.

focus.psychiatryonline.org
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with
Depression (p. 2 of 6)

Current Depressive Diagnosis:

Other Psychiatric Diagnoses:
Anxiety disorder(s):

Nicotine dependence

Alcohol use disorder:

Other substance use disorder:

Personality disorder:

Other:

Other psychiatric issues:

Psychosis

Impaired cognition

Problematic use of alcohol or
other substances (not
meeting criteria for a
substance use disorder
diagnosis)

Additional psychiatric history:
Hospitalizations

Suicide attempts

Other self-harming behaviors
Aggressive behavior
Mania/Hypomania

Current

|

Yes

O o oo

Past

O

O

No

oo oo

Unknown

O

Unknown
O

O o oo

In establishing a diagnosis of depression, it is essential to
determine whether the patient has had multiple depressive
episodes or only a single episode of depression as this will
have implications for treatment planning. It is also important
to identify other co-occurring psychiatric disorders as part of
the initial assessment. Such disorders are common in
depressed patients and need to be considered in planning
care.

The presence of psychotic symptoms in a depressed patient will
generally necessitate treatment with an antipsychotic and an
antidepressant medication or with ECT.

Cognitive impairment may be associated with depression,
medication side effects or other underlying causes. It can also
influence adherence with treatment and patient safety.

Use of alcohol or other substances can be problematic in
depressed patients and can influence treatment response and
suicide risk even in the absence of a substance use disorder.

A history of hospitalization, suicide attempts or other self-
harming behaviors is relevant in estimating suicide risk. The
presence or absence of aggressive behaviors can also be
important to risk assessment.

If not specifically assessed, manic or hypomanic episodes may
not be reported. The treatment of a depressive episode may
need to be modified if Bipolar | or Bipolar Il disorder is
identified, as use of an antidepressant in bipolar patients may
be associated with occurrence of hypomanic or manic
episodes.

If any of the aspects of psychiatric diagnosis, symptoms or
history on this page are not routinely assessed, increasing
rates of assessment may be a useful goal for performance
improvement.
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with

Depression (p. 3 of 6)

General Medical Conditions Yes No
(including side effects of meds):

Hypertension O O
Cardiovascular disorders O O
Asthma/COPD O O
Renal disorders O O
Hepatic disorders O O
Infectious diseases (e.g., HIV, | O
Hepatitis C)

Thyroid disease O O
Seizure disorder O O
Sleep apnea O O
Obesity O O
Diabetes O O
Hyperlipidemia O O
Other:

O O

If obesity is present, is the patient’s weight being monitored?
Yes OJ

Unknown

(A I

Oio;ioi@|)o|O

O

No [J

have nutrition and exercise been discussed?

Yes [J

No [J

If the patient has current general medical conditions, has contact been

made with the patient’s primary care physician?
Yes [J

Current non-psychiatric Dose Frequency
medication(s)

No [

Route

When present, general medical conditions and their treatments
can contribute to depressive symptoms or require
adjustments in medication doses. Medications prescribed
for psychiatric disorders can interact with those for general
medical conditions and can produce side effects in various
organ systems (e.g., renal or thyroid difficulties with lithium,
seizures with clozapine and other psychotropic medications,
glucose dysregulation and hyperlipidemia with second
generation antipsychotic medications). In addition,
individuals with psychiatric illnesses may be at increased
risk of acquiring general medical conditions (e.g., HIV and
Hepatitis C acquired through intravenous substance use,
cardiovascular and respiratory conditions through smoking).
Weight gain is common with psychiatric medications and
obesity contributes to morbidity and mortality. Sleep apnea
can be an unrecognized complication of obesity that can be
exacerbated by sedating medications.
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If general medical conditions and medication related side
effects are not being routinely identified, this may be a
useful focus of performance improvement efforts

Given the rise in obesity as a public health problem and the
common occurrence of weight gain with psychotropic
medications, monitoring of weight and recommendations
about weight control strategies are increasingly relevant
elements of treatment planning.

Collaborating with other clinicians is an important part of
psychiatric management. When a patient has a current
general medical condition, communication with the patient’s
primary care physician may be indicated.

Knowledge of medications that patients are receiving for
treatment of non-psychiatric disorders is important in
looking for potential drug-drug interactions and interpreting
reported side effects of treatment. Such information can
also alert the clinician to the presence of general medical
conditions that may not have been reported by the patient
(e.g., hypertension, hyperlipidemias) or to side effects of
treatment that may require changes in medications or
medication doses.
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with

Depression (p. 4 of 6)

Current psychiatric medication(s) Dose

Frequency

Route

Has the potential for drug-drug interactions been assessed for the

patient’s current medication regimen?
Yes O No OJ N/A O

If any of the patient’s medications require laboratory monitoring (e.g.,
medication blood levels, evaluation of side effects), has this been

performed?
Yes O No I N/A O

Is each medication essential?
Yes O No [

Other somatic treatment approaches:

Knowledge of medications that patients are receiving for
treatment of psychiatric disorders is important in
assessing the patient’s response to treatment and
interpreting reported side effects of treatment. In
reviewing the list of the patient’s current medications,
infrequently administered medications (e.g., long-acting
injectable antipsychotic medications) should not be
overlooked. If the patient has residual symptoms, assess
the adequacy of the medication dose and determine if
changes in medication, medication dose or concomitant
psychosocial therapy are indicated.

Many psychotropic medications are metabolized through the
cytochrome P450 and uridine 5'-diphosphate
glucuronosyl-transferase enzyme systems, have high
degrees of binding to plasma proteins or act on the P-
glycoprotein transporter in the gastrointestinal tract.
Consequently, there are many opportunities for clinically
relevant drug-drug interactions to occur when patients
are receiving psychotropic medications. If identification of
potential drug-drug interactions is not routinely done, this
may be a useful focus for performance improvement.

Specific medications may also require blood level
monitoring or other follow-up laboratory testing to assess
for the presence of side effects. If such monitoring is
indicated but sometimes overlooked, this may also be a
useful focus for performance improvement initiatives.

Continued use of non-essential medications increases costs
as well as side effects and drug-drug interactions. With
the fragmentation of health care, medications that were
intended to be tapered may have been continued
inadvertently. As a result, patients may be taking multiple
medications of the same class without evidence in the
literature that this improves outcomes. Regular review of
patients’ medication regimens may help determine which
medications are essential (and should not be stopped)
and which may be able to be tapered and discontinued.

Current Past Unknown | The current and past use of other somatic treatment
. approaches is relevant to treatment planning as well as
Electroconvulsive therapy O g O to assessment of therapeutic responses and treatment-
Vagal nerve stimulation therapy 0 0 0 related side effects. Inquiring about past experiences
with these treatments is sometimes overlooked as part of
Other: u U U the evaluation of patients with depression.
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with

Depression (p. 5 of 6)

Psychosocial treatments used (by Current Past Unknown
psychiatrist or other clinicians):
Psychodynamic psychotherapy O O O
Cognitive psychotherapy O O O
Behavioral psychotherapy O O O
Interpersonal psychotherapy O O O
Supportive psychotherapy O O |
Education about illness or O O |
treatment
Medication management O O O
Self-management approaches O O O
Other:
O U U

In reviewing the psychosocial treatment approaches that are being
used:

Does the treatment approach adequately target core symptoms?
Yes (0 No [

Are modifications needed to address residual symptoms?
Yes (0 No [

Estimated degree of adherence to treatment:
Good [0 Fair 0 Poor 0 Unknown [J

Is additional education or discussion of the treatment plan needed to
enhance the patient’s understanding and adherence?
Yes 0 No O

Estimated magnitude of treatment-related side effects:
Severe [ Moderate (0 Mild OO0 Unknown [J

Side effects experienced:

The current and past use of psychosocial treatment
approaches is relevant to treatment planning as well as
to assessment of therapeutic responses. Inquiring about
past experiences with these treatments is sometimes
overlooked as part of the evaluation of patients with
depression. If the past and current use of psychosocial
treatments is not routinely assessed, this may be a
useful focus for performance improvement. If
psychosocial treatments are being provided by other
clinicians, it will be crucial to collaborate with these
clinicians in the care of the patient.

If psychosocial treatment approaches are infrequently
utilized as part of the treatment of depressed patients,
this might prompt a review of typical treatment planning
approaches. If the psychosocial treatments being
employed do not adequately address core symptoms or
residual symptoms, modifications in the patient’s plan of
treatment may be indicated depending upon factors such
as the type and duration of treatment.

Difficulty adhering to treatment is a common cause of
inadequate response. Treatment of depression can be
enhanced by assessing adherence, providing additional
education to patients and their involved family members
and discussing barriers to adherence such as costs,
concerns about medication use, complexity and side
effects of medication regimens and obstacles to keeping
appointments (e.g., transportation, childcare, schedule
constraints).

Assessment of side effects of treatment is crucial in all
patients and could be a focus for performance
improvement if not routinely determined. Although side
effects are less commonly considered in patients
receiving psychosocial treatments, intensive insight
oriented treatments or exposure therapies may be
associated with increases in anxiety for some patients.
With antidepressant medication, common side effects
include sleep-related effects (i.e., sedation, insomnia),
gastrointestinal effects (e.g., diarrhea, constipation,
nausea), restlessness/anxiety, sexual dysfunction,
headache, and anticholinergic effects. Effects on cardiac
conduction can be a particular problem with tricyclic
antidepressants. For all antidepressants, the FDA has
issued warnings that the potential for increased suicidal
thoughts or behaviors with antidepressant therapy in
individuals under the age of 25 must be balanced
against the benefits of treatment.
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Appendix B. Sample “Real-Time” Performance-in-Practice Tool for Patients with

Depression (p. 6 of 6)

Based upon the severity of the patient’s depressive disorder,
is the overall treatment approach concordant with that
recommended practice guideline on the preceding page?

Yes O No O

What patient specific factors (if any) have led to
modifications in the approach to treating the patient’s
depression compared to that recommended by the
practice guideline?

If the patient has current or past co-occurring psychiatric
disorders, are these being addressed in the treatment
plan?

Yes O No O N/A O

Has the treatment plan considered factors such as age, sex,
ethnicity, culture, and religious/spiritual beliefs that may
require a modified treatment approach?

Yes O No O N/A O

Although care is often noted to diverge from guideline based
recommendations, other evidence suggests that providing
guideline-concordant care is likely to improve patient
outcomes. However, these data are based upon
populations of patients and the samples in randomized
trials (on which guidelines are typically based) have
different characteristics than patients seen in actual
practice. If a patient’s plan of treatment does diverge
from that recommended in the practice guideline, it is
useful to consider the patient-specific factors relevant to
the treatment plan as well as the rationale for the current
plan of care. If patients’ treatment plans infrequently
follow guideline recommendations, this might serve as a
focus for performance improvement.

Co-occurring psychiatric disorders are common in depressed
patients and need to be considered in planning care.
Including treatment for each disorder in the treatment
plan is likely to improve outcomes for each disorder.
Substance use disorders, in particular, are often
underrecognized and undertreated, despite the fact that
integrated treatment is effective. Performance
improvement efforts might be focused on increasing the
rates of treatment for all co-occurring disorders or may
focus on specific disorders with high rates of occurrence
in individuals with depression (e.g., smoking cessation in
individuals with nicotine dependence).

In individualizing the patient’s plan of treatment, factors
such as age, sex, ethnicity, culture and religious/spiritual
beliefs are essential yet are often overlooked. If such
factors are unassessed or infrequently incorporated into
treatment planning, this might serve as a focus for
performance improvement.

Are any changes in this patient’s treatment plan likely as a
result of this review process?

Are any performance improvement initiatives or further
reviews of practice planned as a result of this review
process?
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Sample “Real-Time” Performance in Practice Tool for Patients with Depression
Survey Form and CME Certification Begin date February 2008,

End date February 2010.

FOCHTMANN ET AL.

To earn CME credit for this Survey Program, psychiatrists should use the Sample Real Time Performance in Practice Tool as indicated.
After using the performance in practice tool, participants should fully complete this survey and send it by mail to APACME 1000 Wilson
Boulevard, Suite 1825 Rosslyn VA 22209, or fax to 703 907 7849, or send by email to educme@psych.org.

at enhancing outcomes for patients with major depressive disorder.

Objective: After completion of this activity psychiatrists will have the foundation for subsequent performance improvement initiatives aimed

The APA is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide continuing medical education

for physicians. APA designates this educational activity for a maximum of 5 AMA PRA Category 1 credits. Physicians should only claim credit
commensurate with the extent of their participation in the activity.

—_

w N

[=2 BN S B

-

o

©

. Overall, | am satisfied with the usefulness of this PIP tool in

assessing my practice patterns.

. This PIP tool was difficult for me to use.

. The questions and information on this PIP tool were worded

clearly.

. The organization of information on this PIP tool was clear.
. | was able to complete this PIP tool rapidly.

. Completing this PIP tool had no effect on my knowledge about

treating patients with depression.

. By completing this PIP tool, | have identified at least one way in

which | can improve my care of patients.

. Completing this PIP tool has helped me to verify that | am

providing appropriate care to my patients.

. Completing this PIP tool was a good use of my time.

. Reviewing my patterns of practice is a good use of my time.

1 2 3 4 5
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0
Strongly disagree 0 0 0 0 0

Strongly agree

Strongly agree

Strongly agree

Strongly agree
Strongly agree

Strongly agree

Strongly agree

Strongly agree

Strongly agree

Strongly agree
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List the most helpful aspects of this PIP tool:

1.
2.
3.

List the least helpful aspects of this PIP tool:

1.
2.
3.

American Psychiatric Association CME
1000 Wilson Blvd., Suite 1825
Arlington, VA 22209-3901

Telephone: (703) 907-8637, Fax: (703) 907-7849

To earn credit, complete and send this page.
Retain a copy of this form for your records.

Number of hours you spent on this activity

(understanding & using the tool and completing the survey up to

5 hours)

Date

How do you plan to use the information gained from this self-
assessment in your practice?

How might we improve upon this PIP tool in the future?

Additional comments:

APA Member: Yes No

Member number

Last name First name Middle initial Degree
Mailing address
City State Zip code Country

Fax number

Please evaluate the effectiveness of this CME activity by
answering the following questions.

1. Achievement of educational objectives:

2. Material was presented without bias: YES NO

YES NO

E-mail address:

I would like to receive my certificate by:

Fax E-mail
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Appendix 4

Performance in

Practice:

Farifteh F. Duffy, Ph.D.
Joyce C. West, Ph.D., M.P.P.
Laura J. Fochtmann, M.D.
Mark L. Willenbring, M.D.
Robert Plovnick, M.D., M.S.
Robert Kunkle, M.A.
Beatrice Eld, B.S.

Physician Practice Assessment

Tools for the Screening, Assessment,
and Treatment of Adults with Substance

Use Disorder
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Abstract: The American Board of Medical Specialties (ABMS) and the American Board of Psychiatry and Neurology
(ABPN) are implementing multifaceted Maintenance of Certification (MOC) requirements to enhance quality of patient
care and assess and verify the competence of physicians over time (ABPN 2009). Beginning in 2013, for those applying
for 2014 MOC examinations, the practice assessment component (Part 4 of MOC) will require physicians to compare
their care for five or more patients with “. . . published best practices, practice guidelines or peer-based standards of care
and develop a plan to improve effectiveness and efficiency of his or her clinical activities” (ABPN 2009). To this end,
the Performance in Practice Physician Practice Assessment Tools for the Screening, Assessment, and Treatment of Adults with
Substance Use Disorder that are presented here provide psychiatrists with the opportunity to gain experience with prac-

tice assessment, in preparation for the new ABMS and ABPN MOC requirements. Because the evidence-based quality

indicators included in the tools presented here are considered core components in the care of patients with substance

use problems or disorders, use of these tools can serve as a foundation in developing a systematic approach to practice

improvement for the assessment and treatment of patients with substance use disorders.

Alcohol, tobacco, and other substance use disorders
are among the most common medical problems in
patients presenting in primary care and specialty
mental health settings. In the United States, it is
estimated that one in seven adults will have an al-
cohol or other substance use disorder over the
course of his or her lifetime (1). Alcohol and nico-
tine disorders are most prevalent. Nearly one-third
of U.S. adults drink enough to cause or place them
at risk of adverse consequences (2), whereas 28% of
the population aged 12 or older use tobacco prod-
ucts and 9% have used illicit drugs in the past
month (3). Individuals with substance use disor-
ders have very high rates of morbidity, mortality,
and functional impairment, as well as significantly
higher medical costs associated with their dispro-
portionate use of health care resources (4-8). Al-
cohol and tobacco use are two of the nation’s lead-

focus.psychiatryonline.org

ing causes of death from modifiable factors (8, 9).
Moreover, substance use disorders are common co-
morbidities among individuals with mood, anxiety,

(ME Disclosure
Farifteh F. Duffy, Ph.D., and Joyce C. West, Ph.D., M.P.P., American Psychiatric Insfitute for
Research and Education, Arlington, VA
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and other mental disorders (5). Longitudinal stud-
ies suggest that individuals with these diagnoses are
at an increased risk for the later onset of nicotine,
alcohol, and illicit drug dependence (10).

Despite the availability of effective treatments
and preventative interventions (11-18), only a
minority of patients receive care of any type, and
there is generally a 10-year gap between the onset
of these disorders and first treatment, according
to studies of treatment access in the United
States (8, 19-21). Systematic assessments of the
quality of general medical and specialty mental
health care in the United States indicate that
patients with substance use problems and disor-
ders receive the poorest overall quality of care
compared with that for individuals with other
conditions (22). A major national study of care
quality in primary care practices found that only
11% of patients with alcohol dependence re-
ceived what the study described as indicators of
quality care, including assessment of alcohol de-
pendence among binge drinkers and treatment
referral for individuals with a diagnosis of alcohol
dependence (22).

Among psychiatric patients treated in routine
practice settings in the United States, approxi-
mately one-quarter were identified by their treat-
ing psychiatrist as having a current substance use
disorder (23); however, the majority of these pa-
tients were not reported to be receiving current
treatment for these conditions. For example,
91% of patients identified as having nicotine de-
pendence were not receiving any smoking cessa-
tion treatments (24). Similarly, nearly 7 of 10
patients with identified alcohol dependence and
6 of 10 patients with other identified substance
use disorders were not receiving treatment for
these disorders from their psychiatrist or any
other clinician. Although medications to treat
other mental health conditions are commonly
used by psychiatrists, medications to treat sub-
stance use disorders are rarely used in routine
psychiatric practice settings (25). These findings
underscore the fact that clinical assessment and
treatment of substance use and related disorders
represents a tremendous opportunity to improve
clinical practice in an area of medicine associated
with high morbidity and mortality (4-38).

The American Board of Medical Specialties
(ABMS) and the American Board of Psychiatry
and Neurology (ABPN) are now moving to im-
plement multifaceted Maintenance of Certifica-
tion (MOC) requirements to enhance quality of
patient care and assess and verify the competence
of physicians over time (26). Beginning in 2013,
for those applying for 2014 MOC examinations,

a practice assessment component of maintenance
of certification will require physicians to com-
pare their care for five or more patients with
“. .. published best practices, practice guidelines
or peer-based standards of care and develop a
plan to improve effectiveness and efficiency of his
or her clinical activities” (26). Because the assess-
ment and treatment of substance use disorders
reflects a clinical area of great opportunity to
improve clinical practices and ameliorate the im-
mense burden of disease and suffering associated
with these conditions, these Performance in Prac-
tice: Physician Practice Assessment Tools for the
Screening, Assessment, and Treatment of Adults
with Substance Use Disorder were developed to
meet the new ABMS and ABPN MOC require-
ments.

These performance in practice (PIP) tools were
developed by first identifying evidence-based
assessment and treatment recommendations
from the following sources: the American Psy-
chiatric Association’s (APA’s) “Practice Guide-
line for the Treatment of Patients with Substance
Use Disorders” (2006) (11); APA’s “Guideline
Watch: Practice Guideline for the Treatment of
Patients with Substance Use Disorders” (2007)
(12); the Veteran’s Administration (VA)/De-
partment of Defense (DoD) “Clinical Practice
Guideline: Management of Substance Use Dis-
order (SUD)” (2009) (13); U.S. Department of
Health and Human Services “Clinical Practice
Guideline: Treating Tobacco Use and Depen-
dence: 2008 Update” (2008) (14) and Vareni-
cline criteria for prescribing (updated February
2010) (15); the National Institute on Alcohol
Abuse and Alcoholism (NIAAA): A Clinician’s
Guide (2005) (16); the NIAAA Prescribing
Medications for Alcohol Dependence (2008)
(17); the National Institute for Health and Clin-
ical Excellence, NICE Clinical Guideline: Drug
Misuse—Opioid Detoxification (2007) (18);
and APA’s Practice Guideline for Psychiatric Eval-
uation of Adults (2006) (27). These evidence-
based guidelines were developed through sys-
tematic medical literature reviews and critical
evaluation of the scientific research by experts in the
assessment and treatment of substance use disor-
ders. Consequently, the physician PIP Tools pre-
sented here are based on the best available current
medical research and evidence-based recommenda-
tions for the assessment and treatment of substance
use disorders.

These Performance in Practice: Physician Practice
Assessment Tools for the Screening, Assessment, and
Treatment of Adults with Substance Use Disorder are
specifically intended to do the following:
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1. Provide simple assessment tools for physicians
to examine the care provided to systematically
selected adult patients to assess whether the cli-
nician’s current patient assessment and treat-
ment practices for alcohol, tobacco, opiate and
other substance use disorders are consistent with
the latest evidence-based recommendations.

2. Offer valuable clinical resources (including
easily accessible sources for brief screening,
assessment, and treatment interventions)
and key evidence-based recommendations
for clinicians to use if they identify areas in
which additional knowledge or modifica-
tions to clinical practices may help improve
clinical assessment and treatment practices.

3. Provide a brief, practical, easy-to-use tool
that in the future may be used to meet the
new ABMS and ABPN maintenance of cer-
tification requirements for assessments of
clinical practice with the aim of enhancing
the quality of patient care.

The Performance in Practice: Physician Practice As-
sessment Tools for the Screening, Assessment, and
Treatment of Adults with Substance Use Disorders
presented in Appendices 1 and 2 are designed to
facilitate retrospective chart review and allow phy-
sicians to evaluate their capacity to provide screen-
ing and comprehensive assessment and to allow
physicians to evaluate their provision of evidence-
based treatments for patients with selected sub-
stance use disorders. To this end, the PIP tools in-
clude three sections related to 1) screening of all
patients for use of tobacco, alcohol, and other sub-
stances. 2) review of the core components of a com-
prehensive clinical evaluation for those whose
screening results are positive, and 3) provision of
treatment for nicotine, alcohol, and opioid use dis-
orders for clinicians who wish to assess their prac-
tice alongside current evidence-based treatment
recommendations. Each of the sections attempts to
highlight aspects of care that have significant public
health implications or for which gaps in guideline
adherence are common (e.g., screening all patients
for use of tobacco, alcohol, and other substances).
The last column of the tools provides guideline-
supported recommendations and clinical resources
to assist in practice improvement efforts. Quality
improvement opportunities that arise from using
the tools can generally be managed by individual
psychiatrists and applied as a part of their routine
practice, rather than by relying on other health care
system resources.

The PIP clinical tools have been designed to be
relevant across clinical settings (e.g., inpatient and
outpatient), straightforward to complete, and us-

focus.psychiatryonline.org

able in a pen-and-paper format to aid adoption. In
addition to its value as a practice-assessment tool,
this form could be also used for retrospective peer-
review initiatives. Although the ABPN MOC pro-
gram requires review of at least five patients as part
of each PIP unit, it is important to note that larger
samples will provide more accurate estimates of
quality of care within a practice.

After using the PIP tool to assess the pattern of care
provided to patients, the physician should determine
whether specific aspects of care need to be improved.
Through such practice assessment, the physician may
determine that deviations from the quality indicators
are clinically appropriate and justified or he or she may
choose to acquire new knowledge and modify his or
her practice to improve quality. For example, if pa-
tents in the physician’s current psychiatric caseload
are not screened for tobacco or alcohol use, then an
area for improvement could involve implementation
of systematic screening for alcohol and tobacco use,
which are common among patients with any psychi-
atric disorders.

It is important to note that although these tools are
intended to highlight current evidence-based assess-
ment and treatment recommendations for patients
with or at risk for developing substance use disorders,
justifiable variations from recommended care are ex-
pected. Assessment and treatment recommendations
provided in the practice guidelines are generally in-
tended to be relevant to the majority of individuals
(28, 29). However, patients vary widely in their clin-
ical presentations, presence of comorbid physical and
psychiatric conditions, response to treatment, and
other factors that may influence clinical decision mak-
ing. In addition, practice guidelines and quality indi-
cators are often derived from findings of efficacy and
effectiveness trials in which stringent enrollment cri-
teria are used; thus individuals in clinical trials often
differ in important ways from those seen in routine
clinical practice (30). To this end, divergence from
evidence-based recommendations can be antici-
pated. Finally, the PIP tools need to be updated
regularly to keep pace with the growing scientific
base for the assessment and treatment of substance
use disorders.

The PIP tools presented in Appendices 1 and 2
provide clinicians with an opportunity for practice
assessment in preparation for the new 2014 ABPN
MOC program requirements. Because the evi-
dence-based quality indicators presented here are
considered core components in the care of patients
with substance use problems or disorders, use of
this tool can serve as a foundation in developing a
systematic approach to practice improvement for
the assessment and treatment of patients with sub-
stance use disorders.
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Appendix 1. Performance in Practice Physician Assessment Module for the
Screening of Adults with Substance Use Disorder

Instructions: Choose five adult patients as indicated in the table below. Review the charts for these five adult patients to determine if care was consistent with
the evidence-based recommendations described in each row (Yes/No). If Yes, check the appropriate box; if No or Unknown, leave the box unchecked.

Scoring: In the TOTAL column, tally the total number of check marks in each row. For any row for which the total is less than 5, examine whether clinical or
other circumstances explain why practice in this area was not consistent with recommended care. If not, consider whether changes or use of any of the sug-
gested clinical tools in your practice could strengthen the provision of evidence-based care.

To use this Module for Part IV MOC, see instructions on page 40.

TOTAL
Number of
; Patients with
Patient Check Mark
I. Screening for Substance Use Disorders | #1 | #2 | #3 | #4 | #5 | in Each Row Recommendations and Clinical Resources

Select five patients you treated in your current practice (regardiess of the psychiatric diagnoses).
Within the past year, either as part of the initial assessment or subsequent evaluations . . .

1. Was the patient screened for currentor | ] | [ (O] |0 | [ _/5 e Smoking is common among individuals with
past tobacco use? other substance use disorder and
psychiatric disorders. It is essential that
clinicians routinely screen for current or
past tobacco use in order to provide timely
and appropriate interventions (11, 13-14).

e Nearly all daily tobacco users are nicotine
dependent. Identification and treatment of
comorbid nicotine dependence may improve
recovery for other substance use disorders
(13).

e Fagerstrom Test for Nicotine Dependence
(FTND) is a well-validated instrument that can
be used as a screening tool for nicotine
dependence as well as a severity rating scale
that can inform treatment planning (11, 31)

2. Was the patient screened for current or | [] | [ |1 | | ] /5 e Screening for alcohol use is recommended
past alcohol use? for all patients seen in general medical and
mental health settings (16).

e Annual screening has been recommended
by the VA/DoD guideline (13).

e Available well-validated and guideline
recommended tools include NIAAA single
question screener asking about the number
of heavy drinking days in the past year, CAGE
questionnaire (4 items), AUDIT-C (3 items) or
full AUDIT (10 items): http://pubs.niaaa.nih.
gov/publications/Practitioner/CliniciansGuide
2005/clinicians_guide.htm (13, 16, 27)

3. Has there been documentation of the HEIRRIREIERIN _/5 e At-risk drinking/unhealthy alcohol use among
number of standard drinks the patient men =65 years of age involves: greater
consumes per week? than14 standard drinks/week (13, 16).

e At-risk drinking/unhealthy alcohol use
among women and persons >65 years of
age involves: greater than 7 standard
drinks/week (13, 16).

e A standard drink is any drink that contains
about 0.6 fluid ounce of pure alcohol (e.g.,
one 12-0z. beer or 5-0z. glass of wine
contains 0.6 fluid ounce pure alcohol) (16).
For a more detailed description of a
standard drink go to http://pubs.niaaa.nih.gov/
publications/Practitioner/CliniciansGuide2005/
clinicians_guide13_p_mats.htm.
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Appendix 1. Performance in Practice Physician Assessment Module for the
Screening of Adults with Substance Use Disorder (p. 2 of 2)

TOTAL
Number of
: Patients with
Patient Check Mark

l. Screening for Substance Use Disorders | #1 | #2 | #3 | #4 | #5 | in Each Row | Recommendations and Clinical Resources

4. Has there been documentation of the IR IR _/5 e At-risk drinking/unhealthy alcohol use
highest number of drinks consumed on among men =65 years of age involves: 5
any single occasion within the past or more drinks on any occasion in the past
month/past year? month (13) or past year (16).

e At-risk drinking/unhealthy alcohol use
among women and persons >65 years of
age involves 4 or more drinks on any
occasion in the past month (13) or past
year (16).

5. Has there been documentation whether | [] ] (] | [0 | _/5 e Recommend lower limits or abstinence for
the patient engaged in unhealthy alcohol patients when medically indicated (e.g.,
use (i.e., nondependent alcohol use patients with alcohol use disorder,
problem) or meets the criteria for an pregnancy, liver disease, other medical
alcohol use disorder? conditions potentially exacerbated by

drinking, or medication regimens that
interact with alcohol) (13, 16).

e Consider a brief intervention for at-risk
drinking (16).

e Provide educational materials for clinicians
(16) http://pubs.niaaa.nih.gov/publications/
Practitioner/CliniciansGuide2005/clinicians_
guide.htm

e Provide educational materials for patients
(32). http://rethinkingdrinking.niaaa.nih.gov/.

6. Has there been inquiry regarding use of |[] [ (] | ] | _/5 e |ndividuals who misuse, abuse or develop
other substances, including use of illicit dependence for a specific drug commonly
drugs, caffeine, illicit use of over-the- misuse, abuse, or develop dependence
counter and prescription medications, toward other substances (8, 33).
inhalants?

7. If a patient was suspected, presumed, or | [ ] |[] | ] |[] | ] _/5 e For patients with suspected, presumed or
identified as having a substance use identified substance use disorders a
disorder, did the patient receive a comprehensive assessment for substance
comprehensive assessment for substance use disorders should be conducted.
use disorders in order to inform * A detailed list for comprehensive evaluation
treatment planning? can be found in APA Practice Guidelines for

SUD 2006 (11, 12), APA Practice Guidelines
for Psychiatric Evaluation 2006 (27), the
VA/DOD Clinical Practice Guidelines for SUD
2009 (13), and the NICE Practice Guidelines
for Drug Misuse 2007 (18).

e Appendix B. Performance in Practice
Physician Assessment Tool for the
Assessment and Treatment of Adults with
Substance Use Disorder provides a tool
detailing components of a comprehensive
assessment.
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Appendix 2. Performance in Practice Physician Assessment Module for the
Assessment and Treatment of Adults with Substance Use Disorder

Instructions: Choose five adult patients as indicated in the table below. Review the charts for these five adult patients to determine if care was consistent with
the evidence-based recommendations described in each row (Yes/No). If Yes, check the appropriate box; if No or Unknown, leave the box unchecked.

Scoring: In the TOTAL column, tally the total number of check marks in each row. For any row for which the total is less than 5, examine whether clinical or
other circumstances explain why practice in this area was not consistent with recommended care. If not, consider whether changes or use of any of the sug-
gested clinical tools in your practice could strengthen the provision of evidence-based care.

To use this Module for Part IV MOC, see instructions on page 40.

TOTAL
Number of
Patient Patients with

Il. Comprehensive Assessment for Substance Check Mark
Use Disorders #1 |#2 |#3 |#4 |#5 | in Each Row | Recommendations and Clinical Resources

Select five patients you treated in your current practice with suspected, presumed, or identified substance use
disorders.

Did the patient receive a comprehensive evaluation to guide treatment, including assessment of the following?

1. Detailed history of past and present substance |[ ([ 1|[]|[]|[] _/5 e A detailed list for comprehensive evaluation
use, associated problems, symptoms, and can be found in APA Practice Guidelines for
types and amount of substances used (e.g., SUD 2006 (11, 12), APA Practice Guidelines
alcohol, illicit drugs, tobacco, caffeine, over- for Psychiatric Evaluation 2006 (27), the
the-counter and prescription medications, VA/DOD Clinical Practice Guidelines for SUD
inhalants), last use and history of withdrawal 2009 (13), and the NICE Practice

Guidelines for Drug Misuse 2007 (18).

With permission from the patient, consider
obtaining collateral input from significant
other(s) or other sources of information in
order to provide complete representation of
individual’s substance use problems (11).
The specific substance or substances used
will influence the cognitive, psychological,
and behavioral effects of substance use as
well as the potential impact on
physiological functions (e.g., vital signs;
cardiac, pulmonary, renal, hepatic and
other gastrointestinal effects).

2. Effects of substance use on cognitive RN _/5
functioning

3. Effects of substance use on psychological and |[ ] |[[]|[]|[]|[] _/5
behavioral functioning

4. Effects of substance use on physiological Oggigid _/5
functioning

5. General medical and psychiatric history, O _/5
including physical examination and necessary
laboratory tests

6. History of psychiatric treatments and outcomes |[] ([ 1|[1{[]|[] _/5

7. Family and social history O|\g|a. it _/5

8. Risk to self and others, including aggressive, || |] || _/5
suicidal or other self-injurious behaviors

9. Assessment for signs and symptoms that oo _/5

would suggest a need for medically managed
withdrawal or detoxification (e.g.,
tremulousness, vital sign changes)
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Appendix 2. Performance in Practice Physician Assessment Module for the
Assessment and Treatment of Adults with Substance Use Disorder (p. 2 of 3)

TOTAL
Number of
Patients with

Patient
Check Mark
lll. Treatment for Substance Use Disorders #1 |#2 |#3 |#4 |#5 | in Each Row | Recommendations and Clinical Resources

e Definition of Substance Abuse: A maladaptive pattern of substance use leading to clinically significant impairment or distress, with
one or more of the following occurring within a 12-month period: failure to fulfill major roles or obligations at work, school, or home
consequent of substance use, recurrent substance use when physically hazardous, recurrent substance-related legal problems,
continued substance use despite having persistent social or interpersonal problems which are caused or exacerbated by the effects of
the substance (34).

e Definition of Substance Dependence: A maladaptive pattern of substance use, leading to clinically significant impairment or distress with
three or more of the following, occurring within a 12-month period: development of tolerance and withdrawal; substance is often taken in
larger amounts or over longer period of time than intended; persistent desire or unsuccessful efforts to cut down or control use; a great deal
of time is spent in activities necessary to obtain the substance; giving up important social, occupational, or recreational activities because of
substance use; substance is used despite knowledge of its deleterious impact on physical and psychological health (34).

A. Treatment Approaches for Nicotine Use Disorder

If you have a patient with nicotine
dependence

N = number of patient charts reviewed with
nicotine dependence

Was the patient assessed for: _ /N e Among patients with nicotine dependence,
the APA Practice Guideline for the
Treatment of Patients with SUD
recommends assessing patients for
readiness to quit (11).

1. Readiness to quit tobacco use s _/N
2. Past attempts to quit and reasons for failure || |1 (1|[] _/N
3. Preferences with respect to treatment modality |[ ] 1T _N
For patients ready to quit tobacco use: e Psychosocial treatments for nicotine
dependence have shown to be effective (e.g.,
cognitive behavioral therapy, behavioral
therapies, brief intervention, motivational
enhancement therapy provided in individual,
group, or telephone formats) (11, 14).
4. Were evidence-based psychosocial i _N e Pharmacotherapy [e.g., a nicotine
interventions AND/OR pharmacotherapy replacement therapy, bupropion, as first line
offered? (11, 14, 15), and varenicline as second line

(15)] is recommended for individuals who
prefer to use such agents or who have not
achieved cessation without pharmacological
treatments (11-12, 14). Refer to package
inserts for all FDA-approved medications for
the treatment of tobacco use in order to
obtain updates on contraindications,
warnings, side effects, etc.

e The combination of pharmacotherapy and
psychotherapy has been shown to be more
effective than either alone (14).

B. Treatment Approaches for Nondependent Alcohol Use, Alcohol Abuse, or Dependence

If you have a patient with nondependent e Provide a brief intervention for at-risk
alcohol use problems who is an at risk drinking (NIAAA Clinician Guide).
drinker but does not meet diagnostic ¢ Additional information or interventions for
criteria for alcohol use disorder at risk drinking can be found at: http://
N = number of patient charts reviewed with non pubs.niaaa.nih.gov/publications/Practitioner/
dependent alcohol use CliniciansGuide2005/clinicians_guide.htm
. . . . . e Provide educational materials for patients
1. Was the patient advised and assisted in cutting |[] |1 (1|1 _N with alcohol use problems: http:/

down/quitting alcohol consumption (e.g., was
there discussion about unhealthy alcohol
consumption and whether patient educational
materials were provided)?

rethinkingdrinking.niaaa.nih.gov/
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Appendix 2. Performance in Practice Physician Assessment Module for the
Assessment and Treatment of Adults with Substance Use Disorder (p. 3 of 3)

TOTAL
Number of
Patient Patients with
lll. Treatment for Substance Use Disorders Check Mark
(continued) #1 |#2 |#3 |#4 |#5| in Each Row | Recommendations and Clinical Resources
If you have a patient with an alcohol use disorder _IN
N = number of patient charts reviewed with an
alcohol use disorder
1. Did the patient receive an evidence-based Ooiai _N e Brief intervention is recommended as the
psychosocial intervention? first step toward engaging the patient in a
dialogue about potential alcohol use
problems or disorder (16).

e Evidence-based psychosocial treatments
include brief intervention, cognitive
behavior coping skills training, motivational
enhancement therapy, behavioral therapy,
12-step facilitation, interpersonal therapy,
self-help manuals, behavioral self-control,
case management, behavioral couples
therapy, community reinforcement
approach, and group therapy (11, 13, 16).

2. Was pharmacotherapy considered as a potential |[] (] |1 |[] _N e Oral naltrexone, acamprosate, disulfiram,
treatment option (e.g., naltrexone, acamprosate, and extended-release injectable naltrexone
disulfiram) are FDA-approved for the treatment of
OR alcohol dependence (13, 16).

Was the patient referred a psychiatrist or another e Topiramate (oral medication for treatment

physician specializing in addiction medicine? of epilepsy and migraine) has shown to be
effective in treating alcohol dependence,
although it is not approved by the FDA for
this indication (17).

e Extended-release injectable naltrexone is
recommended when treatment adherence
is a concern (11, 13).

e |f medications are prescribed, they should
be offered in combination with addiction-
focused counseling (13, 16).

C. Treatment Approaches for Opioid Abuse or Dependence

If you have a patient with an opioid use disorder

N = number of patient charts reviewed with an
opioid use disorder

1. Was the patient provided, offered, or referred |[] (] |[1([] _N e First-line treatment for opioid-dependent

for pharmacotherapy for opioid dependence in
conjunction with addiction-focused
psychosocial treatment?

patients includes opioid agonist treatment
[e.g., methadone, buprenorphine
monotherapy for pregnant women,
buprenorphine/naloxone, naltrexone, or
extended release form of injectable
naltrexone (recently FDA-approved for the
treatment of opioid dependence)] under
appropriate medical supervision AND
concurrent addiction-focused psychosocial
treatment (e.g., contingency management/
motivational incentive, cognitive behavior
coping skill training) (13, 18).
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PERFORMANCE IN PRACTICE (PIP) MODULES
1. PIP Module for the Screening of Adults with Substance Use Disorder (Appendix 1)
2. PIP Module for the Assessment and Treatment of Adults with Substance Use Disorder (Appendix 2)

Either of these PIP modules, PIP Module for Screening of Adults with Substance Use Disorder (SUD) and PIP Module for Assessment and Treatment
of Adults with SUD can be used to fulfill a Maintenance of Certification (MOC) Part IV Performance in Practice (PIP) requirement. The
modules are approved for MOC Part IV by the American Board of Psychiatry and Neurology (ABPN). ** The chart review data collected in
Stages A and C, as well as the improvement plan, are included in this issue of Focus. The data is for your use. You do not submit the data to
the ABPN. To earn credit, submit an evaluation (see page 41) to APA as you complete each of the three stages (A, B, C) of a module. You must
complete Stages A, B, and C of a PIP module to qualify for a completed MOC Part IV activity. The PIP modules provide clinicians with an
opportunity for practice assessment. The evidence-based quality indicators presented in these modules are core components in the screening
and care of patients with substance use problems or disorders.

Instructions to Use a Module to Fulfill ABPN MOC Part IV Requirement and Earn CME credit.

STAGE A Chart Review

Through chart review, the physician uses the Screening of Adults or Assessment and Treatment forms provided to assess whether their
current screening, or their current assessment and treatment is consistent with evidence-based recommendations.

Program Evaluation Stage A — complete the evaluation for Stage A and submit it to American Psychiatric Association (APA).
CME Ciredit for Stage A — 5 AMA PRA category 1 credits™

STAGE B Improvement Plan and Suggested Interventions

After comparing your recorded patient data to quality measures in Stage A you should initiate and document a plan for improvement. You may

decide to access additional resources as part of your improvement plan. For example:

. Use of specific recommendations and clinical resources outlined in Stage A of the module.

. FOCUS Journal of Lifelong Learning in Psychiatry: Addiction: Current and Future Treatments. Winter 2011 9:1

. APA Practice Guideline for the Treatment of Patients with Substance Use Disorders — Psychiatryonline.com.

CME Course - APA Practice Guideline for the Treatment of Patients with Substance Use Disorders — apaeducation.org

. National Institute on Alcohol Abuse and Alcoholism (NIAAA): A Clinician’s Guide (2005) at http://pubs.niaaa.nih.gov/publications/
Practitioner/CliniciansGuide2005/guide.pdf

Improvement Plan Documentation

Record your improvement plan in the space below or on a separate sheet for your own use. Your improvement plan is not submitted to ABPN.

Program Evaluation Stage B — complete the evaluation for Stage B and submit it to APA.
CME Ciredit for Stage B — 5 AMA PRA category 1 credits™

STAGE C Repeat Chart Review

Within 24 months following your initial chart review and completion of an improvement plan, complete a second chart review using the same
module. Reevaluate your performance by comparing results of Stage C with Stage A review. You may use the same or different patient charts.
Document Improvement for your records.

Program Evaluation Stage C — complete the evaluation for Stage C and submit it to APA.
CME Credit for Stage C— 10 AMA PRA category 1 credits ™ and Completion of Part IV MOC ABPN Clinical Module Requirements.

These performance in practice (PIP) modules were developed by identifying evidence-based assessment and treatment recommendations from
the following sources: the American Psychiatric Association’s (APA’s) “Practice Guideline for the Treatment of Patients with Substance Use
Disorders” (2006) (11); APA’s “Guideline Watch: Practice Guideline for the Treatment of Patients with Substance Use Disorders” (2007) (12);
the Veteran’s Administration (VA)/Department of Defense (DoD) “Clinical Practice Guideline: Management of Substance Use Disorder
(SUD)” (2009) (13); the VA/DoD “Clinical Practice Guideline: Treating Tobacco Use and Dependence: 2008 Update” (2008) (14) and
Varenicline criteria for prescribing (updated February 2010) (15); the National Institute on Alcohol Abuse and Alcoholism (NIAAA): A
Clinician’s Guide (2005) (16); the NIAAA Prescribing Medications for Alcohol Dependence (2008) (17); the National Institute for Health and
Clinical Excellence, NICE Clinical Guideline: Drug Misuse—Opioid Detoxification (2007) (18); and APA’s Practice Guideline for Psychiatric
Evaluation of Adults (2006) (27). These evidence- based guidelines were developed through systematic medical literature reviews and critical
evaluation of this scientific research by experts in the assessment and treatment of substance use disorders. The physician PIP Tool is based on
the best available current medical research and evidence-based recommendations for the assessment and treatment of substance use disorders.

**Completion of these PIP modules does not fulfill MOC Part IV Patient and Peer feedback requirements.
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EVALUATION SURVEY FOR USE WITH PERFORMANCE IN PRACTICE PHYSICIAN PRACTICE ASSESSMENT MODULES:

Check the Module and Stage you are Evaluating

1. Performance in Practice Module for the Screening of Adults with Substance Use Disorder. Stage A, B ,orC__.

__ 2. Performance in Practice Module for the Assessment and Treatment of Adults with Substance Use Disorder. Stage A ,B__,or C _.
CME credit Begin Date: February 2011 End Date: February 2013.

To earn AMA PRA category 1 credit™ for a Performance in Practice Module and to document participation in an ABPN approved MOC Part IV
activity, physicians should use the assessment tools as indicated. Physicians who complete in sequence, the three stages (A-C) of a Performance In
Practice module may be awarded a total of 20 credits. Participants should complete an evaluation survey for each of the three STAGES of a module.
CME credit is earned for each of the three stages in sequence. Stage A = 5 credits, Stage B = 5 credits, Stage C = 10 credits. Stages are completed
within a 24 month period.

Objective: After completion of this activity, physicians will have the foundation for performance improvement initiatives aimed at enhancing
outcomes for patients with substance use disorders.

The APA is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide Continuing Medical
Education for physicians. APA designates this educational activity (completion of Stages A-C) for a maximum of 20 AMA PRA category 1
credits ™. Physicians should only claim credit commensurate with the extent of their participation in the activity.

These Performance in Practice Modules: 1. PIP Module for the Screening of Adults and 2. PIP Module for the Assessment and
Treatment of Adults, are approved by the American Board of Psychiatry and Neurology (ABPN) for MOC Part IV.

EVALUATION SURVEY FOR STAGES A AND C

1 2 3 4 5

. Overall, | am satisfied with the usefulness of this PIP tool in Strongly disagree 0 0 0 0 0 Strongly agree
assessing my practice patterns.

—_

2. The material was presented without bias. Strongly disagree 0 0 0 0 0 Strongly agree

3. Completing this PIP tool has helped me to verify that | am Strongly disagree 0 0 0 0 0 Strongly agree
providing appropriate care to my patients.

4. By completing this PIP tool, | have identified at least one way in Strongly disagree 0 0 0 0 0 Strongly agree

which | can improve my care of patients.

EVALUATION SURVEY FOR STAGE B

1. Overall | am satisfied with the usefulness of STAGE B Strongly disagree 0 0 0 0 0 Strongly agree

2. Based on STAGE A, | was able to identify and review quality Strongly disagree 0 0 0 0 0 Strongly agree
measures assessing my practice patterns.

3. Based on STAGE A, | accessed additional resources. Strongly disagree 0 0 0 0 0 Strongly agree

4. Based on STAGE A, | developed an improvement plan that | will Strongly disagree 0 0 0 0 0 Strongly agree

apply in practice

American Psychiatric Association CME

1000 Wilson Blvd., Suite 1825 Arlington, VA 22209-3901

Telephone: (703) 907-8637, Fax: (703) 907-7849

To earn credit for each completed stage of a Performance in Practice Module, complete an evaluation and send this page to APA.
Retain a copy of this form for your records.

Number of hours you spent on this activity
(understanding & using the tool; completing the survey up to 5 hrs)

Date

APA Member:  Yes No

Focus subscriber number

Last name First name Middle initial Degree
Mailing address

City State Zip code Country
Fax number: E-mail address:

I would like to receive my certificate by:
Fax E-mail
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Performance in

Practice:

Farifteh F. Duffy, Ph.D.

Eve K. Moscicki, Sc.D., M.P.H.
Laura J. Fochtmann, M.D.
Douglas G. Jacobs, M.D.
Diana E. Clarke, M.Sc., Ph.D.
Robert Plovnick, M.D., M.S.
Robert Kunkle, M.A.

Physician Practice Assessment

Tool for the Assessment and Treatment

of Adults at Risk for Suicide and
Suicide-Related Behaviors
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Abstract: The American Board of Medical Specialties (ABMS) and the American Board of Psychiatry and Neurology

(ABPN) are implementing multifaceted Maintenance of Certification (MOC) requirements to enhance quality of patient

care and assess and verify the competence of physicians over time (ABPN 2009). Beginning in 2013, for those applying

for 2014 MOC examinations, the practice assessment component (Part 4 of MOC) will require physicians to compare

their care for five or more patients with “published best practices, practice guidelines or peer-based standards of care

and develop a plan to improve effectiveness and efficiency of care delivery in their clinical practice” (ABPN 2009). To

this end, the evidence-based Performance in Practice Physician Practice Assessment Tool for the Assessment and Treatment of

Adulss ar Risk for Suicide and Suicide-related Behaviors that is presented here provides psychiatrists with the opportunity

to gain experience with practice assessment, in preparation for the new ABMS and ABPN MOC requirements. More-

over, this tool can facilitate implementation of a systematic approach toward practice improvement for the assessment

and treatment of patients with suicidal ideation and behavior.

Suicide-related morbidity and mortality among
psychiatric patients are ongoing concerns in providing
good patient care (1, 2). The vast majority of individ-
uals who experience such morbidity or mortality will
have an underlying psychiatric illness (1, 3-14). Pop-
ulation-based evidence has consistently demonstrated
that fatal and nonfatal suicidal behaviors can be asso-
ciated with mood disorders, psychotic disorders, sub-
stance use disorders, anxiety disorders, conduct disor-
der, and antisocial and borderline personality
disorders (4, 5, 13-27). Psychiatric disorders repre-
sent potentially modifiable risk factors, and their iden-
tification and appropriate treatment are central com-
ponents of efforts to reduce risk for suicide (3, 7, 28).

Suicide fatalities are the 11th leading cause of
death in the United States, accounting for 1.4% of
all deaths (29). In 2007, the most recent year for
which final mortality data are available, the 34,598
suicide deaths in the United States represented a

focus.psychiatryonline.org

rate of 11.3 deaths per 100,000 individuals (29).
The 12-month prevalence of nonfatal suicidal self-
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injuries among U.S. adults ranges from 0.2% to
0.6% (4, 5, 14-15).

The national burden of injury associated with
fatal and nonfatal suicidal behaviors is large and
includes hospitalization, emergency department
visits, reported events, unreported events that are
not medically treated, and suicide mortality. The
overall burden translates into nontrivial eco-
nomic and societal costs, with 376,306 individ-
uals treated in emergency departments and
163,489 hospitalized in 2008 (30), direct costs
estimated to be approximately $68 million (31),
indirect costs estimated to be $11.8 billion (28),
and devastating emotional consequences for
families and friends of decedents.

Suicidal behaviors exist along a continuum from
fleeting thoughts about suicide at one end to end-
ing one’s life at the other end (28). The fundamen-
tal features that define suicidal thoughts and behav-
iors and that distinguish suicidal from nonsuicidal
thoughts and behaviors are 1) the act must be self-
inflicted, 2) the act must be intentional, and 3) the
objective is death (28). A useful nomenclature pro-
posed by O’Carroll and colleagues (2, 32) that re-
flects these fundamental features and defines a gra-
dation in the continuum of suicide-related
behaviors includes the following:

o Suicide: Self-inflicted death with explicit or
implicit evidence that the person intended to
die

® Suicide attempt: Self-injurious behavior with a
nonfatal outcome accompanied by explicit or
implicit evidence that the person intended to
die

o Aborted suicide attempr. Potentially self-injuri-
ous behavior with explicit or implicit evidence
that the person intended to die but stopped the
attempt before physical damage occurred

® Suicidal ideation: Thought of serving as the
agent of one’s own death; seriousness may vary
depending on the specificity of suicidal plans
and the degree of suicidal intent

® Suicidal intent: Subjective expectation and de-
sire for a self-destructive act to end in death

o Lethality of suicidal behavior: Objective danger
to life associated with a suicide method or ac-
tion. Note that lethality is distinct from, and
may not always coincide with, an individual’s
expectation of what is medically dangerous.

o Deliberate self-harm: Willful self-inflicting of
painful, destructive, or injurious acts without
intent to die

More recent nomenclatures building on the works
by O’Carroll and colleagues include the Institute of

Medicine proposed nomenclature in their review
Reducing Suicide: A National Imperative (28), and
the Columbia Classification Algorithm of Suicide
Assessment (C-CASA) (33).

MAINTENANCE OF CERTIFICATION:
PERFORMANCE IN PRACTICE (PIP)
PHYSICIAN PRACTICE ASSESSMENT
REQUIREMENTS

By 2014, the American Board of Medical Spe-
cialties (ABMS) and the American Board of Psychi-
atry and Neurology (ABPN) plan to implement
multifaceted Maintenance of Certification (MOC)
requirements to enhance quality of patient care and
assess competence of physicians over time (34). The
MOC process will include a practice assessment
component, requiring physicians to compare their
care for five or more patients “with published best
practices, practice guidelines or peer-based stan-
dards of care.” Based on the results of this practice
assessment, physicians are then asked to develop a
practice improvement plan to enhance effectiveness
and efficiency in delivery of clinical care and reeval-
uate their practice within 24 months after the initial
evaluation (34).

Suicide risk assessment is one of the core compo-
nents of a comprehensive psychiatric evaluation
(35). Given the potential for suicidal ideation and
behavior across the spectrum of psychiatric disor-
ders, timely identification and appropriate treat-
ment of mental disorders, which are considered po-
tentially modifiable risk factors, may reduce the
probability of patients developing suicidal ideation
and behaviors (3). Moreover, several evidence-
based treatments are currently available to target
suicide-related behaviors. The Performance in Prac-
tice Physician Practice Assessment Tool for the Assess-
ment and Treatment of Adulss at Risk for Suicide and
Suicide-related Behaviors presented in Appendix 1,
has been developed in response to new ABMS and
ABPN maintenance of certification requirements.
This tool provides psychiatrists with an opportu-
nity for practice improvement in a clinical area that
poses a substantial burden of injury, morbidity, and
mortality across multiple psychiatric diagnoses.

This PIP tool was developed by first identifying
key evidence-based assessment and treatment rec-
ommendations from practice guidelines of the
APA, Veterans Administration and Department of
Defense (VA/DoD), and the National Institute for
Health and Clinical Excellence (NICE). The APA
sources included the Practice Guideline for the As-
sessment and Treatment of Patients with Suicidal Be-
haviors (2) (2003), Practice Guideline for Psychiatric
Evaluation of Adults (35) (2000), Practice Guide-
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line for the Treatment of Patients With Substance
Use Disorders (36) (2006), Guideline Watch:
Practice Guideline for the Treatment of Patients
with Substance Use Disorders (37) (2007), Prac-
tice Guideline for the Treatment of Patients with
Major Depressive Disorder (38) (2010), Practice
Guideline for the Treatment of Patients with Bor-
derline Personality Disorder (39) (2001), and the
Guideline Watch: Practice Guideline for the Treat-
ment of Patients with Borderline Personality
Disorder (40) (2005). The VA/DoD sources in-
cluded the Clinical Practice Guideline: Manage-
ment of Major Depressive Disorder (41) (2009)
and the Clinical Practice Guideline: Management
of Bipolar Disorder in Adults (42) (2010). The
NICE Clinical Guideline resources included De-
pression: The Treatment and Management of De-
pression in Adults (43) (2009) and Schizophrenia:
Core Interventions in the Treatment and Manage-
ment of Schizophrenia in Adults in Primary and
Secondary Care (44) (2009).

These evidence-based practice guidelines were
developed through systematic medical literature re-
views and critical evaluation of scientific research by
experts in the field of suicide as well as individuals
with expertise in other areas of psychiatry, includ-
ing depression, bipolar disorder, and schizophre-
nia. Thus, the PIP tool presented here is based on
the best available evidence for comprehensive as-
sessment and treatment of adults with suicidal ide-
ation and behavior. Although several of the practice
guidelines that have been referenced are more than
5 years old, core recommendations that have been
highlighted in the PIP tool are still considered best
practice.

The Performance in Practice Physician Practice
Assessment Tool for Assessment and Treatment of
Adulss ar Risk for Suicide and Suicide-related Be-
haviors presented in Appendix 1 is designed to
facilitate retrospective chart review of the core
components of a comprehensive evaluation for
risk of suicide and suicide-related behaviors, as a
part of psychiatric evaluation for patients with
any psychiatric diagnoses. Appendix 2 provides a
general review of evidence-based treatment(s)
specifically targeting suicide-related behaviors.
Each of the appendices attempts to highlight as-
pects of care that are evidence-based and have
significant public health implications where gaps
in guideline adherence are common. The last col-
umn of each appendix provides guideline-sup-
ported recommendations, knowledge-base and
resources to assist in practice improvement ef-
forts. Quality improvement opportunities that
arise from using this tool can generally be man-
aged by individual psychiatrists and applied as a
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part of their routine practice, rather than relying
on other health care system resources.

The PIP tool has been designed to be relevant
across clinical settings (e.g., inpatient and outpa-
tient), is straightforward to complete, and is usable
in a pen-and-paper format to aid adoption. In ad-
dition to its value as a self-assessment tool, this form
could be also used for MOC retrospective peer-
reviewed initiatives. Although the ABPN MOC
program requires review of at least five patients as
part of each PIP unic, larger samples will provide
more accurate estimates of quality of care within a
practice.

After using the PIP tool to assess the pattern of
care provided to patients, the psychiatrist should
determine whether specific aspects of care need
to be improved. Through such practice assess-
ment, the psychiatrist may determine that devi-
ations from the quality indicators are clinically
appropriate and justified, or he or she may
choose to acquire new knowledge and modify his
or her practice to improve quality. For example,
if patients in the psychiatrist’s current psychiat-
ric caseload are not adequately assessed for
suicide-related behaviors, then an area for im-
provement could involve implementation of sys-
tematic assessment for suicidal ideation and be-
haviors across all patients.

It is important to note, however, that although
this tool is intended to highlight current evi-
dence-based assessment and treatment recom-
mendations for patients at risk for suicide-related
behaviors, justifiable variations from recom-
mended care are expected. Assessment and treat-
ment recommendations provided in the practice
guidelines are generally intended to be relevant
to the majority of individuals (45, 46). However,
practice guidelines and quality indicators are of-
ten derived from findings of efficacy and effec-
tiveness trials where stringent enrollment criteria
are used; thus individuals in clinical trials often
differ in important ways from those seen in rou-
tine clinical practice (47). Moreover, patients
vary widely in their clinical presentations, pres-
ence of comorbid physical and psychiatric con-
ditions, response to treatment, and other factors,
thus influencing clinical decision making.

CONCLUSION

The PIP tool presented in Appendix 1 provides
clinicians with an opportunity for practice assess-
ment in preparation for the new 2014 ABPN
MOC program requirements. Because the evi-
dence-based quality indicators presented here are
considered core components in the care of patients
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at risk for suicide-related behaviors, use of this tool
can serve as a foundation for development and im-
plementation of a systematic approach to practice
improvement for the assessment of patients with
suicidal ideation and behavior.
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Appendix 1: Performance in Practice Physician Practice Assessment Tool for the
Assessment and Treatment of Adults at Risk for Suicide and Suicide-related
Behaviors (p. 1 of 4)

Instructions: Choose five adult patients as indicated in the table below. Review the charts for these adult patients to determine if care was consistent with the
evidence-based recommendations described in each row (Yes/No). If Yes, check the appropriate box; if No or Unknown, leave the box unchecked.

Scoring: In the TOTAL column, tally the total number of checkmarks in each row. For any row for which the total is less than 5, examine whether clinical or other
circumstances explain why practice in this area was not consistent with recommended care. Consider whether changes in your practice or use of any of the sug-
gested clinical tools could strengthen the provision of evidence-based care.

TOTAL
Number of
Patient Patients with Supporting Knowledge-base
I. Comprehensive Assessment for Check Mark Resources, and Clinical Issues for
Suicide and Suicide-related Behaviors #1 | #2 | #3 | #4 | #5 | in Each Row Consideration

Definition of terms comprising suicidal ideation and behavior (2, 30)

o Suicide: Self-inflicted death with explicit or implicit evidence that the person intended to die

e Suicide attempt: Self-injurious behavior with a nonfatal outcome accompanied by explicit or implicit evidence that the person
intended to die

e Aborted suicide attempt: Potentially self-injurious behavior with explicit or implicit evidence that the person intended to die but
stopped the attempt before physical damage occurred

e Suicidal ideation: Thought of serving as the agent of one’s own death; seriousness may vary depending on the specificity of suicidal
plans and the degree of suicidal intent

e Suicidal intent: Subjective expectation and desire for a self-destructive act to end in death

e Lethality of suicidal behavior: Objective danger to life associated with a suicide methods or action. Note that lethality is distinct
from and may not always coincide with an individual’s expectation of what is medically dangerous.

¢ Deliberate self-harm: Willful self-inflicting of painful, destructive, or injurious acts without intent to die

Select five patients you treated in your current psychiatric caseload who present with one or more psychiatric
symptoms, regardless of the psychiatric diagnoses.

Within the past year, either as part of the initial assessment or subsequent evaluations . . .

1. Has the patient received an assessment | [ ] |[] (] |1 1|[] _/5 e The vast majority of individuals who experience
for risk of suicide and suicide-related suicide-related mortality or morbidity have an
behaviors at least once, as a part of the underlying psychiatric illiness (3); thus psychiatric
clinical evaluation? illness is a major risk factor for suicidal

behaviors. To this end, patients across all

psychiatric diagnostic groups should obtain a

comprehensive assessment of suicide risk.

Timely identification and appropriate treatment of

mental disorders may reduce the possibility that

patients will develop suicidal ideation and

behaviors (3).

e One of the potential goals of clinical
management when treating patients with
psychiatric disorders is to provide appropriate
interventions and reduce the potential risk for
suicidal behaviors (2).

o The potential for suicidal behavior increases with
an individual’s burden of risk (3). However, even
with careful assessment of suicide risk, the
ability to predict suicidal behavior is poor, with
potential for many false positives and false
negatives (2, 38).

o Available suicide risk assessment instruments
that can provide clinicians with a memory aid to
conduct assessment of suicide-related behaviors
include:

[0 MacArthur Initiative on Depression and
Primary Care: http://www.depression-primary
care.org/ (48)

[J Assessment and treatment of suicidal
patients (46)—recommended by the VA/DoD
Practice Guideline for Depression (41).

O A Review of Suicide Assessment Measures
for Intervention Research with Adults and
Older Adults (50).
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Appendix 1. Performance in Practice Physician Practice Assessment Tool for the
Assessment and Treatment of Adults at Risk for Suicide and Suicide-related

Behaviors (p. 2 of 4)

I. Comprehensive Assessment for
Suicide and Suicide-related Behaviors

Patient

| #2 |43 |44 |45

TOTAL
Number of
Patients with
Check Mark
in Each Row

Supporting Knowledge-base
Resources, and Clinical Issues for
Consideration

A comprehensive evaluation for risk of suicide and suicide-related behaviors should assess for the following components (2, 38)

2. Was the patient assessed for current/
suicidal or self-harming thoughts, plans,
and intent (regardless of patient’s
psychiatric diagnoses)?

3. Was the patient assessed for prior
suicidal ideation and behaviors?

4. Were all current psychiatric illnesses
identified?

5. Was the patient’s prior psychiatric
history assessed?

6. Was the patient assessed for current as
well as previous psychiatric signs and
symptoms?

0J

O

OJ

O

O]

_/5

_/5

_/5

_/5

_/5

o Assess for specific methods planned;
expectation of method’s lethality; any
preparatory acts and access to methods
and means (e.g., access to firearms by the
patient).

Assess for

® Previous serious suicidal ideation, including
frequency and plans.

e Previous suicidal behaviors including suicide
attempts or aborted attempts.

e Previous nonsuicidal self-injurious behaviors.

e Assess for recent psychiatric diagnoses,
specifically diagnosis of mood, psychosis,
substance use disorder (SUD), anxiety
disorders including PTSD, cluster B
personality disorders—a dose-response
relationship has been observed with regard
to increased risk for suicidal ideation and/or
attempts among persons with multiple
psychiatric diagnoses (3).

e Assess for previous psychiatric diagnoses
and treatments, including illness onset,
course, prior or recent psychiatric
hospitalization, and treatment for SUD.

Access for:

 Sign and symptoms of current
hopelessness, impulsivity, anhedonia, panic
attacks, anxiety, psychomotor agitation,
psychotic symptoms, presence of
aggression and violence and long-standing
tendency to lose temper or become
aggressive with little provocation, global
insomnia, decreased self-esteem,
narcissistic vulnerability, psychic pain,
nature of cognition to include loss of
executive function, tunnel vision, polarized
thinking, close-mindedness, poor coping
and problem solving skills.

Alcohol or other substance use associated
with the current presentation of suicidal
ideation or behaviors—approximately 25%—
50% of adults who die by suicide are
intoxicated at the time of death (3). The
number of substances used appears to be
more important than the type of substance
used as contributors to risk for suicidal
ideation and behavior (3).
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Appendix 1. Performance in Practice Physician Practice Assessment Tool for the
Assessment and Treatment of Adults at Risk for Suicide and Suicide-related

Behaviors (p. 3 of 4)

I. Comprehensive Assessment for
Suicide and Suicide-related Behaviors

Patient

#1

#2

#3

#4

#5

TOTAL
Number of
Patients with
Check Mark
in Each Row

Supporting Knowledge-base
Resources, and Clinical Issues for
Consideration

7. Was the patient assessed for current as
well as history of co-occurring medical
conditions?

8. Was the patient assessed for family
history related to mental disorders and
suicide-related behaviors?

9. Was the patient assessed for the
presence of acute as well as chronic
psychosocial stressors?

10. Was the patient assessed for his or her
strengths and vulnerabilities?

11. If patient was clinically judged to be at
elevated risk for suicide and suicide-
related behaviors, did he/she receive
an ongoing assessment regarding
changes in clinical status and risk for
suicide?

O

O

O

_/5

_/5

_/5

_/5

_/5

Assess for:

e Recent medical diagnoses, including a
cardiovascular event, cancer, epilepsy,
arthritis, headache and other chronic severe
pain.

e Previous hospitalizations, surgeries, medical
diagnoses and treatments.

Access for:

e Family history of suicide and suicide
attempts.

e Family history of mental illness, including
substance use.

Assess for acute and chronic psychosocial

stressors including:

e Significant loss (e.g., loss of loved ones).

e Employment status.

e Living situation (e.g., living alone).

e Presence or absence of external support.

e Presence and quality of family relationships.

e History of physical or sexual abuse and
other trauma.

Assess for individual strengths, resilience, and

vulnerabilities including (2, 3, 51-53):

e Reasons for living and plans for the future,

e Coping skills,

e Personality traits,

e Past responses to stress,

o Self-esteem and self-efficacy,

e Capacity to utilize support from others,

e Capacity for reality testing,

e Ability to tolerate psychological pain and
satisfy psychological needs, and

e Cultural and religious beliefs about death or
suicide.

e Physicians should address the modifiable
risk factors (e.g., psychiatric disorder,
symptom severity, difficulty sleeping,
availability of social support, provision of
psychosocial rehabilitative services, to
address occupational or housing concerns)
identified in the initial psychiatric evaluation
and make ongoing assessment during the
course of treatment (2).

The frequency of patient monitoring should
be determined based on the patient’s
symptom severity (specifically presence of
suicidal ideation), co-occurring disorders,
adherence to treatment, availability of social
support, frequency and severity of side
effects (38).
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Appendix 1. Performance in Practice Physician Practice Assessment Tool for the
Assessment and Treatment of Adults at Risk for Suicide and Suicide-related
Behaviors (p. 4 of 4)

TOTAL
Number of
Patient Patients with Supporting Knowledge-base
I. Comprehensive Assessment for Check Mark Resources, and Clinical Issues for
Suicide and Suicide-related Behaviors #1 |#2 | #3 | #4 | #5 | in Each Row Consideration

e \When pharmacotherapy is indicated for an
individual with suicidal thoughts or
behaviors, the choice of a medication
should consider its lethality in overdose.
Treatment effects may not be observed
immediately and patients should be
educated about possible delays in symptom
relief. Close monitoring is particularly
important during this early period of
treatment as well as with changes in
medications or dosages. The FDA has
issued warnings for varenicline (http://www.
fda.gov/Drugs/DrugSafety/PostmarketDrug
SafetylnformationforPatientsandProviders/
DrugSafetylnformationforHealthcare
Professionals/ucm169986.htm), anti-
convulsants (http://www.fda.gov/Drugs/
DrugSafety/PostmarketDrugSafety
InformationforPatientsandProviders/
ucm100190.htm) and, for those under age
25, antidepressants (http://www.fda.gov/
drugs/drugsafetyinformationbydrugclass/
ucm096273) suggesting that these agents
may confer some increase in the possibility
of suicidal ideas or behaviors. Accordingly,
patients, patients’ families and other
caregivers should be trained to look for the
emergence of agitation, irritability, unusual
changes in behavior or suicidal ideation or
behaviors and to report such symptoms
immediately to health care providers.

focus.psychiatryonline.org FOCUS Spring 2011, Vol. IX,No.2 [ 79



DUFFY ET AL.

Appendix 2. Treatment Options for Suicide-Related Behaviors

e Consider evidence-based somatic, psychotherapeutic, or combined interventions that have demonstrated efficacy in reducing the risk for suicide when treating
patients at risk for suicide or suicide-related behaviors taking into account patients’ prior medical and psychiatric history, co-occurring conditions, prior response

to treatment, adverse effects of specific agents, and patient preferences.

e The least restrictive setting for treatment that will address patient’s safety and facilitate improvement in patient’s condition should be considered. However, for
patients who pose serious threat of harm to self or others, hospitalization should be considered. Such high risk patients who refuse hospitalization can be admit-
ted involuntarily if their condition meets the criteria of their local jurisdiction for involuntary admission (38).

e Factors to consider in determining the nature and intensity of treatment include (but are not limited to): the availability and adequacy of social support, access to
and lethality of suicide means, the presence of co-occurring SUD, past personal and family history of suicidal behavior, and nature of doctor-patient alliance (38).

Supporting Knowledge-base and Clinical Issues for Consideration

1. For patients with bipolar disorder with reported suicidal-related
behaviors, consider treatment with lithium.

2. For patients with schizophrenia, schizoaffective disorders or
patients with current psychotic symptoms with reported
suicidal-related behaviors, consider treatment with clozapine.

3. For patients with borderline personality disorder, consider
providing dialectical behavior therapy.

4. For patients with severe episodes of major depression that are
accompanied by suicidal thoughts or behaviors, or for patients
suffering from depression and associated psychotic or catatonic
features for whom a delay in treatment response is considered
life threatening, consider providing ECT.

5. For patients who have attempted suicide, consider providing
suicide-specific cognitive behavior therapy.

6. For patients with reported suicide-related behaviors, consider
providing combined somatic and psychotherapeutic
interventions.

e L ong-term maintenance treatment with lithium has been shown
to be associated with significant reduction in the risk of
suicide-related behaviors among patients with bipolar disorder
(2, 3, 42). When deciding between lithium and other first-line
agents for treatment of patients with bipolar disorder, the
efficacy of lithium in decreasing suicidal behavior should be
taken into consideration, when weighing benefits and risks of
treatments with each medication (2).

Clozapine treatment is associated with significant decreases in
rates of suicide attempts for individuals with schizophrenia and
schizoaffective disorder. However, benefits of clozapine need to
be weighed against the risk of adverse effects, which has
generally led clozapine to be reserved for use when psychotic
symptoms have not responded to other antipsychotic
medications (2, 3).

For patients with borderline personality disorder, Dialectical
Behavior Therapy (DBT) has been shown to reduce the
frequency of suicide attempts (3, 54).

ECT has established efficacy in patients with severe depressive
illness, with and without psychotic features. ECT is associated
with a rapid and robust antidepressant response as well as
rapid diminution in associated suicidal thoughts (2).
Continuation or maintenance treatment with pharmacotherapy
or with ECT is recommended after an acute ECT course (2, 38,
41, 43).

If treatment with antidepressants is indicated, select an
antidepressant with low risk lethality; SSRIs and other newer
antidepressants pose lower risk regarding lethality (2).
Antidepressant effects may not be observed for days or weeks
after starting treatment; therefore, patients should be monitored
closely early in treatment and educated about probable delay in
symptom relief (2).

Suicide-specific cognitive behavior therapy has been shown to
reduce recurring suicide attempts (3, 55).

Patients with suicidal thoughts, plans, or behaviors could
benefit most from a combination of somatic therapies and
psychotherapeutic interventions (2, 38).
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PERFORMANCE IN PRACTICE (PIP) CLINICAL MODULE
1. PIP Clinical Module for Comprehensive Assessment for Suicide and Suicide-Related Behaviors (Appendix 1)

The PIP module, Comprehensive Assessment for Suicide and Suicide-Related Behaviors can be used to fulfill a Maintenance of Certification
(MOC) Part IV Performance in Practice (PIP) requirement. The module is approved for MOC Part IV by the American Board of Psychiatry
and Neurology (ABPN). ** The chart review data collected in Stages A and C, as well as the improvement plan, are included in this issue of
Focus. The data is for your use. You do not submit the data to the ABPN. To earn credit, submit an evaluation (see p. 182) to APA as you
complete each of the three stages (A, B, C) of amodule. You must complete Stages A, B, and C of a PIP module to qualify for a completed MOC
Part IV activity. The PIP module provides clinicians with an opportunity for practice assessment. The evidence-based quality indicators
presented in this module is core components in the screening and care of patients with substance use problems or disorders.

Instructions to Use a Module to Fulfill ABPN MOC Part IV Requirement and Earn CME credit.

STAGE A Chart Review

Through chart review, the physician uses the Comprehensive Assessment form provided to assess whether their current screening, or their
current assessment and treatment is consistent with evidence-based recommendations.

Program Evaluation Stage A — complete the evaluation for Stage A and submit it to American Psychiatric Association (APA).
CME Ciredit for Stage A — 5 AMA PRA category 1 credits™

STAGE B Improvement Plan and Suggested Interventions
After comparing your recorded patient data to quality measures in Stage A you should initiate and document a plan for improvement. You may
decide to access additional resources as part of your improvement plan. For example:
1. Use of specific recommendations and clinical resources outlined in Stage A of the module.
2. FOCUS Journal of Lifelong Learning in Psychiatry: Quality and Professionalism in Psychiatry, Jabbarpour Y, Jayaram G, Suicide Risk,
Navigating the failure modes
3. APA Practice Guideline for the Treatment of Patients with Suicidal Behaviors — Psychiatryonline.com.
4. CME Course - APA Practice Guideline for the Treatment of Patients with Suicidal Behaviors — apaeducation.org
Improvement Plan Documentation

Record your improvement plan in the space below or on a separate sheet for your own use. Your improvement plan is not submitted to ABPN.

Program Evaluation Stage B — complete the evaluation for Stage B and submit it to APA.
CME Credit for Stage B — 5 AMA PRA category 1 credits™

STAGE C Repeat Chart Review

Within 24 months following your initial chart review and completion of an improvement plan, and within a reasonable time to enact and be
able to see review improvements in your chart, complete a second chart review using the same module. Reevaluate your performance by
comparing results of Stage C with Stage A review. You may use the same or different patient charts. Document Improvement for your records.

Program Evaluation Stage C — complete the evaluation for Stage C and submit it to APA.
CME Credit for Stage C— 10 AMA PRA category 1 credits ™ and Completion of Part IV MOC ABPN Clinical Module Requirements.

The performance in practice (PIP) module was developed by identifying evidence-based assessment and treatment recommendations from the
following sources: the American Psychiatric Association’s (APA’s) Practice Guideline for the Assessment and Treatment of Patients with Suicidal
Behaviors (2003) (2); Practice Guideline for the Psychiatric Evaluation of Adults (2006) (353); Practice Guideline for the Treatment of Patients With
Substance Use Disorders (20006) (36); Guideline Watch: Practice Guideline for the Treatment of Patients with Substance Use Disorder (2007) (37);
Practice Guideline for the Treatment of Patients with Major Depressive Disorder (2010) (38); Practice Guideline for the Treatment of Patients with
Borderline Personality Disorder (2001) (39); and the Guideline Watch: Practice Guideline for the Treatment of Patients with Borderline Personality
Disorder (2005) (40). The VA/DoD sources included the Clinical Practice Guideline for the Management of Major Depressive Disorder (2009)
(418) and the Clinical Practice Guideline for the Management of Bipolar Disorder in Adults (2010) (42). The NICE Clinical Guideline resources
included Depression: The treatment and management of depression in adults (2009) (43); and Schizophrenia: Core interventions in the treatment and
management of schizophrenia in adults in primary and secondary care (2009) (41). The Physician PIP Modules presented here are based on the best
available evidence-based recommendations to support comprehensive assessment and treatment of adults with suicidal ideation and behavior.

**Completion of this PIP module does not fulfill MOC Part IV Patient and Peer feedback requirements.
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DUFFY ET AL.

EVALUATION SURVEY FOR USE WITH PERFORMANCE IN PRACTICE PHYSICIAN PRACTICE ASSESSMENT MODULES:
Check the Module and Stage you are Evaluating

__ 1. Performance in Practice Module for the Comprehensive Assessment for Suicide and Suicide-Related Behaviors. Stage A, B ,or C__.

CME credit Begin Date: February 2011 End Date: February 2013.

To earn AMA PRA category 1 credit™ for a Performance in Practice Module and to document participation in an ABPN approved MOC Part IV
activity, physicians should use the assessment tools as indicated. Physicians who complete in sequence, the three stages (A-C) of a Performance In
Practice module may be awarded a total of 20 credits. Participants should complete an evaluation survey for each of the three STAGES of a module.
CME credit is earned for each of the three stages in sequence. Stage A = 5 credits, Stage B = 5 credits, Stage C = 10 credits. Stages are completed
within a 24 month period and within a reasonable time to make and assess improvements.

Objective: After completion of this activity, physicians will have the foundation for performance improvement initiatives aimed at enhancing
outcomes for patients through evaluating and treating suicide risk and suicide-related behaviors.

The APA is accredited by the Accreditation Council for Continuing Medical Education (ACCME) to provide Continuing Medical
Education for physicians. APA designates this educational activity (completion of Stages A-C) for a maximum of 20 AMA PRA category 1
credits™. Physicians should only claim credit commensurate with the extent of their participation in the activity.

This Performance in Practice Module: 1. PIP Module for Comprehensive Assessment is approved by the American Board of Psychiatry
and Neurology (ABPN) for MOC Part IV, Clinical Module.

EVALUATION SURVEY FOR STAGES A AND C

1 2 3 4 5

. Overall, | am satisfied with the usefulness of this PIP tool in Strongly disagree 0 0 0 0 0 Strongly agree
assessing my practice patterns.

—

2. The material was presented without bias. Strongly disagree 0 0 0 0 0 Strongly agree

3. Completing this PIP tool has helped me to verify that | am Strongly disagree 0 0 0 0 0 Strongly agree
providing appropriate care to my patients.

4. By completing this PIP tool, | have identified at least one way in Strongly disagree 0 0 0 0 0 Strongly agree

which | can improve my care of patients.

EVALUATION SURVEY FOR STAGE B

1. Overall | am satisfied with the usefulness of STAGE B Strongly disagree 0 0 0 0 0 Strongly agree

2. Based on STAGE A, | was able to identify and review quality Strongly disagree 0 0 0 0 0 Strongly agree
measures assessing my practice patterns in STAGE B.

3. Based on STAGE A, | accessed additional resources. Strongly disagree 0 0 0 0 0 Strongly agree

4. Based on STAGE A, | developed an improvement plan that | will Strongly disagree 0 0 0 0 0 Strongly agree

apply in practice

American Psychiatric Association CME

1000 Wilson Blvd., Suite 1825 Arlington, VA 22209-3901

Telephone: (703) 907-8637, Fax: (703) 907-7849

To earn credit for each completed stage of a Performance in Practice Module, complete an evaluation and send this page to APA.
Retain a copy of this form for your records.

Date

APA Member: Yes No

Focus subscriber number

Last name First name Middle initial Degree
Mailing address

City State Zip code Country
Fax number: E-mail address:

I would like to receive my certificate by:

Fax E-mail
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Appendix 6

A Comprehensive Approach to Disseminate Evidence Based Care for PTSD

Running Title: PTSD/Depression Care Dissemination Project

Meeting: PTSD Expert Panel Meeting
Date: Monday, November 3, 2008
Time: 9 AM to 5PM
Location: American Psychiatric Institute for Research & Education; 1000 Wilson Blvd, Arlington, VA;
20" Floor, Room 2030
Participants: David Benedek, MD; Henry Chung, MD; Thomas Craig, MD; Matthew Friedman, MD, PhD;
Charles Hoge, MD; David Katzelnick, MD; Harold Kudler, MD; Cameron Ritchie, MD, MPH;
Robert Ursano, MD; Joshua Wilk, PhD
Staff: Lisa Countis; Farifteh Dufty, PhD; Eve Moscicki, ScD, MPH; William Narrow, MD, MPH;
Darrel Regier, MD, MPH; Donald Rae, MS; Elizabeth Stickman, MSW, MPH; Joyce West,
PhD, MPP
PRESENTER/
TIME ACTIVITY DISCUSSION
LEADER
8:00-9:00 Breakfast
Welcome and Introductions
9:00-9:15 1 APIRE’s current PTSD activities and APA’s DSM-V Development Darrel Regier
Overview of project aims, timeline, and meeting agenda
What are the key components of PTSD care?
9:15-9:35 2 v' What approaches are working in DoD/V A practices? Farifteh Duffy
v Where are opportunities for improvement?
v" How do we measure improvement?
Disease Management & Dissemination Models
9:35-10:00 |3 Application of Chronic Care Model for PTSD David Katzelnick
10:00-10:20 | 4 Institute for HealthCare Improvement Breakthrough Series Model Henry Chung
10:20-10:30 Break
Current Status of the Field
10:30- 11:00 | 5 DSM-V: PTSD diagnosis and VA assessment and treatment Matthew Friedman
11:00- 11:30| 6 DoD: PTSD/Comorbid TBI assessment and treatment Charles Hoge
11:30- 11:45 OPEN DISCUSSION
PTSD Screening Instruments
v What are the strengths and limitations of current instruments? Eve Moscicki
11:45-12:15| 7 v What top 2 instruments can be recommended for use with military . .
Open discussion
men and women?
v What other desirable features do the best instruments offer?
Guidelines
Key assessment and treatment recommendations for PTSD derived from
12:15-1:15 DoD/VA, APA, and NICE Clinical guidelines and IOM report and Farifich Duff
Working 8 updates on PTSD care from Guideline Watch Open discuss?on
Lunch v" What are key aspects of PTSD care that can be potential targets for p
intervention?
1:15-1:45 9 Presenting evidence-based assessment and treatment recommendations in | Thomas Craig
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A Comprehensive Approach to Disseminate Evidence Based Care for PTSD
Running Title: PTSD/Depression Care Dissemination Project

a user-friendly package

1:45-2:00

Break

Treatment of PTSD

2:00-2:30

10

DoD: Promising models for acute care of PTSD w or w/o comorbidity

Robert Ursano

2:30-3:00

11

VA: Promising models for chronic care of PTSD w or w/o comorbidity

Harold Kudler

Developing the Curriculum Framework

3:00-4:00

12

Revisiting Meeting Aims
v" What are the key components of PTSD care?
v What approaches are working in DoD/V A practices?
v Where are opportunities for improvement?
v' How do we measure improvement?

Farifteh Duffy
Open discussion

4:00-4:30

13

Plans to recruit clinicians to participate in the PTSD/DP project
v Where should the pilot study be implemented, MTFs or VA
treatment facilities?
v 'Who should be recruited—primary care providers, psychiatrists,
other clinicians/gatekeepers?
v' What —&y staff” are important to include on the practice teams?
v 'What are the best approaches for recruiting?

Joyce West
Open discussion

4:30-5:00

14

Preliminary plans for workshops — Next Steps

Farifteh Duffy

5:00

15

Adjourn




Appendix 7

Comprehensive Approach to Disseminate Evidence-Based Care for PTSD (PTSD/DP)
Post-Traumatic Stress Disorder Assessment Tools

1.Primary Care Length: 4 items Reliability «Screening Online Currently used
Posttraumatic Stress Mode: Self-report Test-retest reliability r = 0.84 eIncluded on Post-Deployment Health in military
Disorder Screen (PC- Time: 2-3 minutes Internal consistency = 0.79 Assessment (DD Form 2796) populations.
PTSD) Scoring: if any 2 items Validity R ded
Prins, Kimerling, Cameron, | endorsed, or single hyper- | Optimal sensitivity and specificity = 0.87 i eﬁonﬁnﬁg e
Oumiette, Shaw, Thrailkill, | arousal item endorsed, glui doelines
Sheikh & Gusman, 1999 refer for further :
evaluation
2.Post Traumatic Stress | Length: 4 items Overall efficiency = 0.78 e Screening Online Recommended
Disorder Brief Screen Mode: Self-report Correlations lower for other mental disorders in DoD/VA
Leskin & Westrup, 1999 Time: 2-3 minutes Adequate construct validity Guidelines
Scoring: If two or more
items endorsed, refer for
additional assessment
3.Short Screening Scale Length: 7 items Reliability e Screening Online Recommended
for DSM-IV PTSD Mode: Self-report Test-retest reliability = 0.84 in DoD/VA
N Breslau, EL Peterson, RC | Time: 5 minutes Likelihood Ratio: 0.04 to 13.40 Guidelines
Kessler, & LR Schultz, 1999 | Scoring: summation of  Validity
positive responses (0 to 7) |Sensitivity: 80%
Cutoff score: 4 Specificity’ 97%
4.Combat Exposure Scale | Length: 7 items Reliability eScreening Online
(CES) Mode: Self-report Test-retest reliability = 0.97 e Psychiatric settings. Primarily used
T Keane, J Fairbank, J Time: 5 minutes K=0.85 for war-zone related stress
Caddell, R Zimering, K Scoring: 0 to 41 « Norms include military populations experiences.
Taylor, & C Mora, 1989 calculated by using a sum *Male population used for
of weighted scores psychometric evaluation.
5.Short Post-Traumatic | Length: 8-item Reliability Online

Stress Disorder Rating
Interview (SPRINT)
Connor & Davidson, 2001

Mode: Self-report
Time: 5-10 minutes
Scoring: Symptoms are
rated on 5 point scales
from 0 (not at all) to 4
(very much).

Cut-off score: 14
Populations with higher
prevalence: 11- 13

Test-retest reliability = 0.778

Cronbach’s o. 0.77 at baseline and 0.88 at endpoint
Validity

Sensitivity: 0.95

Specificity: 0.96

Convergence: DTS r=0.73

Responsive to symptom change over time

14-17 score: 96% accuracy with victims of trauma

¢ Screening, monitoring

* Assesses the core symptoms of PTSD
(intrusion, avoidance, numbing, and
arousal), somatic malaise, stress
vulnerability, and role and social
functional impairment.
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6. Trauma Screening Length: 10 items Validity o Screening: 4 weeks or more post- Included in Currently used
Questionnaire (TSQ) | Mode: Self-report Sensitivity: 0.86 trauma article and by~ in military
CR Brewin, S Rose, B Time: 5 minutes Specificity: 0.93  Based on PTSD Symptom Scale — Self| request populations

Andrews, J Green, P Tata, C| Scoring: 5 re- Report (PSS-SR; Foa et al., 1993) Brewin, CR
McEvedy, S Turner, & EB | experiencing items; 5 « Positive Predictive Power: 0.91 * Does not assess level of fear, 2005. J of
Foa, 2002 arousal items * Negative Predictive Power: 0.92 helplessness, or horror experienced, or | Traumatic
Cutoff score: 6 e Overall Efﬁciency: 0.92 information about criterion C Stress, 18:53-62.
avoidance symptoms.
o Norms include military populations « Originally administered to 42 train Translation:
crash survivors. Chinese, Dutch
Japanese, French
7. Trauma Questionnaire | Length: 10 items Validity * Screening for women’s history of Online Currently used
(TQ) Mode: Self-report Construct validity: good to excellent childhood and adult sexual trauma, in military
LM Mclntyre, MI Butterfield, | Time: apprx 5 minutes Specificity and sensitivity is good, except for sexual harassment and domestic populations
K Nanda, K Parsey, KM questions dealing with desire for mental health violence.
Stechuchak, AW McChesney, referral.
C Koons, & LA Bastian, ® Developed for use in veteran
1999 « Norms include military populations population; includes assessment of .
whether trauma occurred in the military
(Statistical research ongoing ) * Subjects have requested mental health
referral more frequently in clinical
interviews than with the questionnaire.
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8. Impact of Event Scale
(IES)

MJ Horowitz, N Wilner, & W

Alvarez, 1979

Length: 15 items

Mode: Self-report

Time: 5-10 minutes
Scoring: Grade Level 6.0
Subscale scores for
Intrusion, Avoidance, and
Hyperarousal; Total score
range 0 to 75

|

Reliability
o Intrusion subscale: Cronbach’s a 0.79 to 0.92
e Avoidance subscale: Cronbach’s a 0.73 to 0.91
e Test-retest total score 1 week interval: r = 0.93
Subscale correlations (pre-therapy, 4 mos after, and 12
mos after): 0.57 to 0.78
Validity
Correlation:
SCID
o Intrusion subscale: 0.56
e Avoidance subscale: 0.29
e Total score: 0.53
MSS
e Intrusion subscale: 0.56
e Avoidance subscale: 0.29
e Total score: 0.53
MMPI-PTSD
o Intrusion subscale: 0.33
e Avoidance subscale: 0.21
e Total score: 0.33
Norms include military populations
IES has demonstrated sensitivity to change with
psychosocial and pharmalogical treatment for PTSD.

|

« Screening
o Brief, reliable assessment of intrusion
and avoidance symptoms.

o Caution must be used to population
that may be prone to malingering due
to the high face validity of the items.

Online

Copyright and
permission for
nonprofit research
and clinical use
granted by
Horowitz without
need for a
permission
request.

Available on
Handbook of
Psychiatric
Measures CD-
ROM and Zilberg
et al 1982 article.

9. PTSD Checklist (PCL)
FW Weathers, JA Huska,
TM Keane

Length: 17 items
Mode: Self-report
Time: 5-10 minutes
Scoring: 1-5 Scale
Cutoff score: 50

Gender and/or time since
a traumatic event may
influence reporting style,
resulting in different
optimal cutoff

Reliability

Cronbach’s a: 0.94 to 0.97

Test-retest reliability: 0.96 at 2-3 days and 0.88 at 1 week
Validity

Attention should be given to cutoff scores according to
population prevalence

Cutoff score: 50

Sensitivity: 0.78 to 0.82

Specificity: 0.83 to 0.86

Cutoff score of 44

Sensitivity: 0.94

Specificity: 0.86

* Norms include military populations

« Screening, monitoring

o Lack of studies using diverse and/or
mixed samples

Online

Translation:
Spanish

Recommended
in DoD/VA
Guidelines
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10. PTSD Checklist- Length: 17 items See #9 o Screening, monitoring Online Recommended
Military Version (PCL- | Mode: Self-report Reliability in DoD/VA
M) Time: 5-10 minutes e Internal consistency coefficients: 0.97 Guidelines
FW Weathers, JA Huska, | Scoring: 1-5 Scale o Test-retest reliability: 0.96 (over 2-3 days)

TM Keane Cutoff score: 50 Validity
Correlations
Re-experiencing and e M-PTSD: 0.93
avoidance symptoms ¢ MMPI-PK: 0.77
apply to military-related e IES: 0.90
stressful experiences only Sensitivity: 0.82
Specificity: 0.83
K: 0.64
Norms include military populations
11. PTSD Checklist — Length: 17 items See #9 o Screening, monitoring Online Recommended
Civilian Version Mode: Self-report in DoD/VA
(PCL-C) Time: 5-10 minutes « Norms include military populations Guidelines
FW Weathers, JA Huska, | Scoring: 1-5 Scale
TM Keane Cutoff score: 44
Cutoffs should be used
with caution as they were
developed from samples
with high prevalence rates
of current PTSD and may
not be appropriate for
samples with lower rates
12. PTSD Checklist- Length: 17 items See #9 Screening, monitoring Online Recommended
Stressor Specific Mode: Self-report Reliability in DoD/VA
Version (PCL-S) Time: 5-10 minutes Cronbach’s a: 0.94 Guidelines
FW Weathers, JA Huska, | Scoring: 1-5 Scale Validity
TM Keane Correlations
Re-experiencing and e CAPS:0.93
avoidance symptoms e Sensitivity: 0.94-0.97
apply to a stressful o Specificity: 0.86
experience specified by o Overall efficiency: 0.90-0.94
the experimenters
* Norms include military populations
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13. Davidson Trauma
Scale (DTS)
JR Davidson, 1997

Length: 17 items

Mode: Self-report

Time: 10 minutes
Scoring: Dichotomous, 3-
point scale, and 5-point
scale from 0 to 4.

Frequency score (0 to 68),
severity score (0 to 68),
and total score (0 to 136)

Response formats vary
making scale longer to
complete than other 17
items scales

Reliability
Test-retest coefficient: 0.86 (P<0.0001) repeat of the DTS
one to two weeks later
e (.93 at one to two weeks
e (.73 at six months
Internal Consistency:
e Overall: Cronbach’s o 0.99
e Frequency scale: Cronbach’s o 0.97
o Severity scale: Cronbach’s o 0.98

Validity
Construct/ Convergent/ Discriminate:
Correlations

e CAPS: 0.78 (P<0.0001)
IES: 0.64 (P<0.0001)
SCL-90-R PTSD: 0.89 initial, 0.85 repeat
AUDIT: 0.29 initial, 0.31 repeat)
Ratio measure of thyroid function: total T3/free T4
(0.27 initial, 0.20 repeat) and startle response (0.18
initial, 0.26 repeat).

Criterion-related/ Concurrent/ Predictive:
Concurrent validity with Structured Clinical Interview for
DSM-III-R (SCID) scores
Cut-score 40
e Efficiency= 0.83
e Sensitivity = 0.69
e Specificity = 0.95
e Positive predictive value = 0.92
e Negative predictive value = 0.79
* Predictive validity /Regression analysis
(DTS scores = predictor; CGI scores = outcome):
(p<0.005)and R2 0.10

* Total score was a significant predictor of reaction to
treatment as assessed by the CGI, although the model

accounted for a small proportion of the variance in scores.

* Norms include military populations

e Screening, monitoring of treatment
effect, assessment of symptom
severity

e Assesses DSM-IV PTSD criteria (B—
D)

e Generalizability of the scale’s use
among children and adolescents is
unknown.

Contact Mental
Health Systems,
Inc.

The cost per
administration/
copy is apprx.
$1.00, viaa
copyright license
agreement

Available in
several language
translations.
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14. IES-R
D S Weiss & CR Marmar,
1996

Length: 22 items
Mode: Self-report
Time: 5-10 minutes
Scoring: 5 point Scale

Revised instrument
includes arousal symptoms

Total score: 0 to 88

Subscales: Intrusion,
Avoidance, and
Hyperarousal

Recommend using means
instead of raw sums with
subscales scores for
comparison with SCL-90-
R scores

Reliability
o Intrusion a: 0.87 to 0.92
e Avoidance a: 0.84 to 0.86
e Hyperarousal a: 0.79 to 0.90

Test-Retest Correlation of subscales (shorter, longer
recency of event):

e Intrusion = 0.57, 0.94

e Avoidance subscale = 0.51, 0.89

o Hyperarousal subscale= 0.59, 0.92

Validity
Criterion (or Predictive)Validity

o Hyperarousal subscale: good predictive validity with
regard to trauma.

o Intrusion and avoidance subscales: detect change in
respondent’s clinical status over time and detect relevant
differences in the response to traumatic events of varying
severity

Content Validity
e Intrusion and avoidance subscales: 85%

Construct Validity:

o Two sleep items highly correlated

e Ex. item-to-subscale correlation ("I had trouble falling
asleep")

e hyperarousal subscale: 71%

e intrusion subscale: 79%

* Norms include military populations

o Screening
e DSM-IV PTSD criteria (B-D)

Online
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Appendix 8: PTSD Care Dissemination Project - Planning Meeting Agenda

February 4, 2011

Time

Section #

Activity

8:00-8:30AM

Breakfast

8:30-8:50 AM

Introduction, Welcome, Project Overview (Darrel Regier, Farrah Duffy)

8:50-9:20 AM

» Benefits of systematic approach for routine monitoring — theory, research, success stories
(NDMLI, National College Depression Partnership Experiences, RESPECT-MIL)
(Henry Chung, Charles Engel, David Katzelnick)

9:20- 9:40AM

» Review of Chronic Care Model for chronic disease management (Henry Chung)

9:40-10:15AM

» Clinical Workflow at:
1) Behavioral Health Clinic, Malcolm Grow Medical Center, Andrews Air Force Base
2) Psychiatry clinic, Walter Reed Army Medical Center
e Current clinical workflow to support management of PTSD, depression, and alcohol
problems - Site presentations (10-15 minutes each)
e Q&A

10:15-10:30AM

Break

10:30-11:30AM

Clinical Workflow Analysis and AHLTA enhancement- Military success stories (Charles
Motsinger, Tim Corcoran) (15 minutes)
Clinical Workflow Analysis to facilitate AHLTA enhancement at Behavioral Health
Clinic at Malcolm Grow Medical Center, and Psychiatry Clinic at Walter Reed Army
Medical Center — What is required? (Charles Motsinger; Tim Corcoran)

e  Chart review

e Site visits

e High risk file/registry

11:30-12:00PM

» Review of PCL-C, PHQ-9, AUDIT and AUDIT-C as core assessment tools

(Charles Engel, Henry Chung, Joyce West)

12:00-12:20 PM

» Review [HI - PDSA approach to implementing quality improvement

(David Katzelnick, Henry Chung)

12:20-12:45PM

Lunch

12:45-1:05PM

Assessment tools for suicidality (Eve Moscicki, Diana Clarke)

1:05 -1:30PM

\7

Overview of assessment tools to assess functional impairment:
WHO-DAS II, Sheehan Disability Scale (William Narrow, Farrah Duffy)

1:30-3:00PM

10

Participatory group activity
Define patient population for tracking
High risk file/registry
Review and discuss proposed change concepts, measures, and goals
Select feasible change concepts, measures, and goals
Q&A

3:00-3:15PM

Break

3:15-3:35PM

11

VI VIVVVYVYY

Review performance in practice clinical tools for PTSD, Depression and SUD, a quality
improvement exercise (Eve Moscicki, Farrah Duffy, Joyce West)

3:35-4:15PM

12

Site-specific group activity
Site-specific implementation planning discussion (30 min)
Q&A

4:15-5:00PM

13

Way Forward — concrete steps: timeline, responsibilities, follow-up, etc.
(Charles Motsinger, Farrah Dufty)
Adjourn

YV  V|(VYV
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