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Is Everyone "Mind"ing the Farm? 
VA sponsored tools to support Mental Health
Good afternoon everyone.  I'm Laura Bonner, and I want to welcome you to session 247, Is Everyone "Mind"ing the Farm?  As you might have guessed, we're going to be talking about mental health and I'm going to give an introduction to the theoretical framework for caring for mental health disorders, especially depression, in the primary care setting, and then present some research results as to how informatics can best help support that effort.  And then I'm going to stop and Dr. Lysell's going to take over and speak about what is currently available and soon to be available in the VA medical record.

So why now, why is this such an important topic?  Well both the popular media and scientific journals point to veterans of the current conflicts who are entering the VA system and have significant mental health concerns, as well as the well-established veterans from Vietnam era and other eras who have important concerns with depression and other mental health concerns.

This topic has generated a lot of interest and polices at all level of the VA and the United States government.

Something that's very important is timeliness of assessment for veterans with mental health and substance abuse disorders, and I'm going to be talking especially about as I said the mental health side of that, but certainly some of this is applicable to substance abuse and other disorders as well.

So why is this a primary concern, talking about mental health?  Well primary care providers, and how many people here are primary care providers?  A couple, okay.  So as you know, you have the advantage and luxury almost I would say in primary care of these longitudinal relationships that you may see people for many years or months, and see them fairly frequently, and may be the first person to detect that there's something wrong with their mood.  They may open up and tell you well I haven't been doing well lately because of these recent stressors in my life.  Also not too surprisingly, mental illness and physical illness commonly coexist, so a person's mental well-being impacts their physical well-being as well, and the primary care provider has a great opportunity to reduce stigma by treating depression, anxiety, like any other concern it's equally important and this may help a person feel less ashamed or reluctant to seek help for these important disorders if their primary care doc is addressing it.  Also, giving care for mental health concerns in primary care reduces some of the barriers that we see to seeking help.  A person who may have a hard time getting back to the hospital to go see a specialty care provider, they can receive treatment from their primary care provider in the same visit as they would be ordinarily making, which is very important for some of the veterans especially, maybe those who live far away from their medical center or have other transportation problems or whatever.  And as I said, if you detect something as a primary care provider you can intervene early.  So these are reasons why we encourage and want to support the primary care effort to take care of mental health.  Another thing is that we have good research evidence about what does and does not work, so especially in the case of depression which is near and dear to my heart, but in terms of other disorders as well, we have good ideas on what we're doing, what works to treat these patients.

So when you talk about depression and screening for depression, up to 50% of patients seen in the primary care clinic, so half the patients, may have some sort of undetected behavioral health problems.  They won't all meet the criteria for major depressive disorder, but, and I'll be talking and presenting some more statistics about just how prevalent these concerns are.  As I said, we know kind of what we're doing about how to detect and treat these disorders.  

I don't want to drown you in statistics, but different studies show somewhat different numbers, but major depression and the anxiety disorders, not to mention substance abuse, are quite prevalent in primary care.

When you go beyond that and you talk about health behaviors that can be impacted by a person's psychological well-being, we know that smoking, obesity, sedentary lifestyle, non-adherence to medications, and other things, all have a mental health or behavioral health component, and if we can address those concerns in primary care we think that that would lead to better outcomes in general.

This is a very brief list of a lot of the research, there's very substantial as I said research to support treating depression in primary care, and to say that it does work and it improves outcomes and is cost-effective.

So how do we do this?  I said we have this research base that tells us what to do.  Well one of the things we've learned is that you need to have an intervention that's a little bit more complex than just giving a lecture to the provider, distributing guidelines on a pocket card.  Those are nice, but you need to have a little bit more sophisticated of an intervention than that.  Adding patient tracking, having a care manager who can track the patient and provide somewhat more intensive follow-up really does improve outcomes for patients with mental health concerns.  And I'll be talking more about the role of the care manager in a minute.  Another thing that we recommend is including a mental health specialist so the patient is still treated in primary care, but a psychiatrist or psychologist or other mental health specialist is available as a consult to work with the primary care provider and/or the care manager to make suggestions about patients who are a little bit more difficult to treat.

Some of you may be familiar with the collaborative care model first conceptualized by Wagner and adapted to many different chronic illnesses.  For those of you who are not I'll review it briefly.  The two important components of this are an informed patient, so a patient who's empowered, a patient who believes that they have a role in helping themselves get better, and believes that they can get better.  And certainly for depression as well as other disorders, that's very important.  And a prepared, proactive clinical team.  Well what does that mean?  We all want to say we're prepared and proactive.  But a clinical team, the nurse, the care manager, the primary care doc, who all believe that they have a good handle on what could be done to help the patient.  I'm going to ask also if anyone here is familiar with the TIDES, Waves, and ReTIDES projects, if anyone's heard of those.  I know some of you have.  I've been involved with those projects for several years, and what those projects do is treat depression in primary care.  This is one model, there's other models that have certainly been used and are certainly very good, but I'm going to talk a little bit about the ReTIDES model, just to give a framework for understanding why the informatics is developed the way that it is.  So depression in ReTIDES is detected in primary care.  Screening questions are asked and when the provider notices the patient is depressed, those who are appropriate, those who are not significantly affected by suicidality or by other severe comorbid disorders, don't have the psychotic disorders for example, those are appropriate to be treated in primary care.  And as I mentioned, the care manager who in ReTIDES is a nurse, it could be a member of a different profession and other programs have certainly used social workers or psychologists, but in ReTIDES a nurse care manager who supports the patient and works with the primary care provider.  Now this little logo down at the bottom, that's pronounced kayak, even though it isn't really spelled that way, and it stands for Creating HealtheVet Informatics Applications for Collaborative Care.  So collaborative care is this care model, and the CHIACC project really aimed to understand how informatics could work within the VA to support collaborative care for depression.  The CHIACC project is another project that I've been involved in, and before I go on I want to also acknowledge, which I unfortunately omitted from the slide, but acknowledge the PIs of that project, Ed Cheney and Alex Young, as well as a very large cast of characters who have helped us throughout that process.  

So the care manager is the end-user of the CHIACC software, and we want to help the care manager with their tasks.  They follow a patient diagnosed with depression for a six month period, they work to address barriers, support adherence to medication, psychotherapy or other treatment, they track progress, and when I say that very specifically they use an instrument called the PHQ-9, which is symptoms of depression, and measure by going over these symptoms with the patient how depressed they are, and hopefully they'll see the severity decreasing as the patient adheres to this treatment model.  Interacting with the care manager has been very favorable for many patients, we've heard anecdotal remarks from them that they enjoy talking to someone and they feel comfortable talking to the care manager about things that are very hard to discuss but that really impact treatment adherence, things like sexual side effects from medications, things like thoughts of suicide, that they really appreciate the outreach from the care managers.

So the CHIACC project is wrapping up now.  We have used literature reviews, expert panel meetings, and software development to give us a good idea of what is really required to support chronic illness care for depression.  And we're going to talk in a few minutes about what this project has taught us are the essentials for informatics to support depression care and other mental illnesses.  Currently we have a prototype of software for depression, and the question I always get is well is this available currently in the VA medical record?  It is not.  Currently as a prototype it's not available, but there are, and Dr. Lysell will address what is currently available.  We're also currently developing schizophrenia software and conducting some usability testing of the depression software.

I want to show you just a few features that we have developed in CHIACC.  The first one is caseload tracking so that the nurse care manager can view their entire panel of patients at a glance and help them prioritize.  There is a way to sort by anything that you see in blue there, so they can sort if they're interested in who is an OEF/OIF veteran, who has a very high PHQ score, who may have suicidal ideation, and other things that they may be interested in clinically.  They can prioritize when do I need to call this person or that person, with my limited time how do I make the most of that time to reach out to people in the order that's going to be the most clinically helpful.  This is a very important feature that we feel, and something that's not always easy to do using existing features of the medical record, something that people have responded very positively to.  

There's also at the patient level the ability to view, I was talking about the PHQ-9, the list of symptoms, and to view the patient's progress over time.  This patient, I'm happy to say that they have decreased their depression symptomatology, so they're doing better over a time period.  They started out fairly high, and they're still somewhat depressed but much better.  And you can actually share that with the patient, and it's kind of a nice visual reinforcement for adherence to the treatment plan.  You can see there's a few numbers in red, and those are the dosages of the medications.  If the medication is at a subtherapeutic dosage, that can be flagged.  So it's kind of a rudimentary form of decision support so the care manager can consider talking with the provider about changing the medication or changing the dosage, or whatever the provider then feels is appropriate.

So as I said, we're doing some usability testing.  Currently we're at the end of that process and we're really doing it to be able to find what the users, the care managers, like and don't like about the software and how we can use that information to inform future development efforts.

So what have they told us?  We've had care managers go through standardized patient role plays, just as if they were working with a patient, and they've given us quantitative and qualitative feedback.  

And they've told us they like being able to score and graph the PHQ-9.  They like having the panel management features that I just showed you on that first slide of the CHIACC software.  And they've made some really good suggestions, for example we do have a suicide assessment protocol that's a structured assessment and documentation if a person is at risk for suicide, but it wasn't easy for them to get to using the software, and that's obviously something that you really want to be able to get to immediately, so they've given us really good feedback.  

As I said, the software is a prototype.  It is adaptable to other disorders, it's not implemented clinically, it was really designed to give us an idea and practice developing what we think is necessary or will be helpful for mental illness, mental healthcare.

So I'm going to leave you with this summary before I turn it over to Dr. Lysell.  What we need for informatics to really provide good care for people with chronic illnesses, and this isn't only limited to mental health, that is what I'm speaking about, that is where we started, but we definitely see that it could be expanded to diabetes, to hypertension, to other disorders, to people that have comorbidities that they're dealing with.  We want to be able to track a patient's progress over time.  You want some form of decision support, whether it's looking at medication dosages, looking at psychotherapy versus medication versus a combination of those two, whatever else is appropriate.  You want to be able to have assessment tools such as I talked about, so that you can have something kind of standardized that you can compare a person's progress over time.  You want to take into account the comorbid conditions, and you want to support communication among team members so that everyone knows oh, I can look at this graph, I can look at this note and know exactly what information the team agrees is necessary.  Finally, we want to support patient recovery so we really want to have the mindset that we're empowering the patient to do as well as they possibly can with the support of the team.  

I'm Katie Lysell.  I work out of the mental health program office, the office of mental health services.  We actually have an informatics section in our program office, so I manage that group, and one of our primary responsibilities is the development of the MHA or mental health software.  So I'm going to shift gears a little bit now and focus more on what tools are available to you to try to address some of the issues and needs of the patients with depression.

We're going to start though with a case example to try and not be too dry and too technical.  I'll give you the disclaimer that the example here is fictitious, it's a composite and so it's not any resemblance to any real person you may know.  It's strictly coincidental.  So we have a 29 year old OIF/OEF female veteran, she's presenting to your primary care clinic with a four-week history of fatigue, insomnia, headache, abdominal discomfort, difficulty concentrating at work.  Denies any recent illness, she's not had headache or abdominal pain prior to the previous month.  A little bit of social history, separated from her spouse, she is employed as a computer programmer, has one child age three, she's had some intermittent relief from her headache using acetaminophen, she takes a multivitamin regularly, but not on any other medications.  She's appropriately and professionally dressed, she has brought her child with her to her appointment, she's tired but otherwise no obvious acute distress.  Her results of her recent physical exam including her neurological screening were within normal limits.

So one of the things that I would guess that most of you are familiar with is the requirement that all patients get screened annually for depression, and the requirement is that this is done using the PHQ-2.  PHQ is the patient health questionnaire, originally there was a PHQ-9, nine items.  PHQ-2 is the first two items.  I guess one of the things I want to show you here is that you can with the software release that we'll have hopefully in another month or two, the next version of the MHA software, the PHQ-2 will actually be added to the MHA software, to the mental health assistant, and it will be usable in a clinical reminder.  This is a sample that I have from Northern California courtesy of Bryan Volpp, who has been working very closely with us, and there will be national reminders released in an accompanying patch from clinical reminders that will include this screening.  So the PHQ-2 is actually the first two symptom or criteria for depression, looking at bothered by little interest or pleasure in doing things, or feeling down, depressed or hopeless.  So those are the first two items.

Then this is just a screenshot showing you the note that results from that ministering it through the clinical reminder dialog.  So for our patient, our case example, she had a positive screen.  

And so when you do have a positive screen you should also be evaluating carefully for other issues such as substance abuse, any possible medical conditions that might be contributing, and then other psychological factors.  A thorough follow-up or evaluation should come after a positive screen.  So one of the things that's now being required within the screening, the performance measures, is that for a positive two-question screen that it should be followed up with the PHQ-9, which is all nine questions that are nine symptom areas on the criteria for depression.  PHQ-9 is a misleading name because it actually has ten questions now.  There has been a tenth question that's been added regarding functioning, so how much have these symptoms impaired your functioning.

So within the reminder, there's a PHQ-2, there will be a follow-up reminder that's due, and the PHQ-9 will display only if it's not been done since the most recent PHQ-2, and really what this is getting at is giving you the option that you can not bother with the PHQ-2 but go directly to the PHQ-9, and that's a local decision.  So if you did just the PHQ-9 you won't get marked against you for not just asking two questions, but being more thorough.  And then the other aspect that is being worked out in terms of the details of exactly what is going to appear is when there is a positive screen to follow-up with some suicide screening.

Back to our case history, her screen for alcohol, her AUDC was 0 so there was no alcohol or drug use history that she reported, denied any history of abuse, had a negative screen for military sexual trauma.  So again each of these that are those required questions.  Lab work she had a normal work-up including CBC and TSH.  She weighed 140 pounds at 5'6", and her blood pressure was 115/70.  So at this point the only thing that's showing up positive is her depression screen.

As I mentioned before, the patient health questionnaire is a depression assessment questionnaire with the tenth question.  I think one of the things that is unique about this instrument is that it's both used in terms of screening, asking all the symptom areas, but it's also very useful for doing follow-up or monitoring of symptoms, and that's one of the reasons why the office of mental health wanted to shift to using this instrument as the preferred instrument for the performance measures.  So it can be very useful from a tracking standpoint as well.  

This is a screenshot of the reminder dialog that would show up for follow-up evaluation needed after the PHQ-2 is positive.  How many of you are familiar with looking at reminder dialogs closely and building them even yourself?  Can you see the one thing that's in here that has never been available before?  What I wanted to show you was what we have here is previous scores on the PHQ-2, so we will be, in addition to the mental health patch and the reminder patch, there will be a health summary patch that will allow the mental health instruments, or any of the instruments in MHA previous results to be in health summary and then you can make a health summary object out of it and so that you can present those in your dialog or in a note template the same way that you would in previous lab results for a patient, so in this instance here we show the test patient having a positive screen or a previous score there on her PHQ-2.

So we're going to do our PHQ-9 and so this is just showing the PHQ-9 test form.  Just highlighting this item, question number 9 which is specifically asking about suicidal ideation, thoughts that you might be better off dead or hurting yourself in some way.  And then the tenth question there is on functioning.

So we gave our patient the PHQ-9 after they had the positive screen and came up with a score of 15.  

And so one of the things we want to look at is the severity of the symptoms, and here's just a breakdown, and 15 is in a moderately severe depression range.  Just reinforcing that when you do have a positive result that it's important to follow-up with some brief suicide risk assessment or suicide screening as well.

Getting more into the details with our patient from the case study, some of her primary complaints were really around her sleep disturbance, decreased energy, tiredness, and difficulty concentrating.  With further questioning she also identified irritability, feelings of inadequacy, and that she really had withdrawn socially, wasn't interacting with friends and wasn't spending much time engaging with other people, and no social support.

Again, the suicidal ideation, I guess I've been working with the suicide prevention coordinators a lot in the last few weeks and got this one in there.  

This is the pocket card that has been distributed, and so at this point in time the recommendation is at least following up with the three basic questions that are on the pocket card.  

And so we have been working with Bryan Volpp on the follow-up questions that would have those items from the suicide pocket card.  So looking at feelings of hopelessness around the present or future,

 if the answer to that question is yes then it branches out into additional logic of thoughts of taking your life, and then specific plan or previous suicide attempt.  So these are the items that would then be available for you to use for follow-up.  Getting some sense from these questions is very important, but there's also a much more in-depth suicide risk assessment that really wouldn't be feasible for somebody to try to do in a traditional primary care setting, but at least addressing the issues, getting a sense of is there any urgency where this needs to be addressed more fully, perhaps by a mental health clinician immediately.  And so at this point in my sample we had the positive on all of these, and so there is a little message that pops up that this is a high risk and that some immediate intervention including a more in-depth assessment is necessary.

This is just giving you some more information.  It's one of those expand to learn more about it, but it won't be displayed in the dialog all the time. 

At this point just an option here where you would indicate that there was risk and that that would then trigger the consult or next step for follow-up, whatever was appropriate in your local setting.

I hadn't realized how many slides I had included with regard to just going through the risk and looking then at the disposition.  These are all designed to meet some of the requirements that the office of mental health is setting as part of the performance measures, so that there's an addition that when you do have the positive results that there is some indication of what your disposition is.

So when we get back to our individual patient, on further evaluation she was not suicidal, she doesn't have any family or prior history of prior history of depression.  It's possible that she was discussing that her father may have had depression but she really wasn't sure.  So the initial diagnosis was a major depressive disorder, at this point in time it's the first time so it's a single episode, and so she was played on 10 mg of Prozac.

She was followed up two weeks later.  Her mood had improved, but it wasn't completely improved, she still reported some depression.  Some improvement in her energy, but again she didn't feel like it was at normal level.  Continuing to have some difficulty concentrating, still not sleeping as well as she'd like, and some irritability.  At that visit her PHQ-9 score was a 12, so it's a little bit lower but it's still in depressed range.  So her provider modified treatment, increased her Prozac to 20 mg and added in 50 mg of trazodone at bedtime to help her with her sleep.

So then at six weeks she was reporting improved sleep, much better energy, still having some worries about work stress but much better able to concentrate and seeing some significant improvement.  Had her PHQ-9 score of 6.  And then at a three month follow-up she was reporting that her symptoms were pretty well resolved and PHQ-9 score of 2.

What I wanted to show you here is just the graphic representation of this as all of her PHQ-9 scores were stored within the MHA software.  So one of the options within MHA is to have some graphing.  At this point in time it's all within MHA, it's not integrated into the CPRS graphing, but we're trying to get it there.  As I said earlier, this particular instance was a case that's fictitious, but in my own practice at my local facility we have for several years required the BDI, the Beck Depression Inventory for outcome monitoring, and I've been able to use this graphing with individuals to show them changes, which can be particularly helpful when they're focused on the here and now and what might be going on, and feeling frustrated, but can see that they've had some significant improvement over time.  So I think as with many other elements of graphing, being able to show it to somebody can be very beneficial.

So with our individual after she had been treated for a year, had been pretty stable, she elected to discontinue her medication.  And so at that point because of the significant change in the treatment plan, we increased the monitoring a bit more, at one month, three months, and then six months she was doing fine, no return of symptoms.

And so this is shown here, but you get down here, she's at her next annual screening and she's showing a little increase in symptoms here.  

Routine evaluation, some increase in her depressive symptoms.  Not clinically significant from a cut-off score, it was only 4, but given that she had been down at the lower levels it's indicative that perhaps something is going on that might need some more follow-up.  So a quick easy way to see that there's a change for this individual.  Further questioning with her showed that she had some increased stress, had changed jobs and was experiencing some stress around that.  At that point did not want to go back on any medication, and so just followed up with some education and did some monitoring.  What is often referred to as watchful waiting.

And as you can see her scores decreased and she continued to do well.

So I just wanted to kind of walk you through this as an example of a way in which you might be able to use some of the assessment tools to help you with managing and monitoring depression in your patients in your own clinical settings.  I think in terms of the tracking, using quantitative measures, and having that assessment information readily available within the medical record, that that kind of corresponds with some of the findings that Laura had in the research of the importance of those things.  With MHA it is a tool that has been around, the psychological testing package has actually been in VistA since 1987 was when it was first released in the VistA side.  The MHA and the GUI graphical format was released in 2002, so we're releasing the third version of this.  In addition to updating the GUI it is really completely restructuring the file structure within the package, so we go from about 4 or 5 files to 25 files, and that's not really all that important to you from a clinical standpoint, but what it really does is make it much easier for us to add tests, make it much easier for us to use the data that's in the files, so I think it will ultimately have more value for you.  In the current system, every time you access a test the scores are actually being recalculated.  We just save the response string, we don't save the results in the FileMan structure, and so that will be changing so that all the actual responses and results and scores and scale scores are all saved.  Additionally we're also creating a national testing database, it will be located at one of our offices in Pittsburgh, and it will store the results from all the local VistA databases for tests that were administered through MHA.  Additionally as a new feature we'll be adding a progress note to CPRS for the administration of tests through MHA.  So if you used it as part of a clinical reminder dialog, you're getting the note through the reminder dialog.  If you use it in MHA freestanding you'll get a note that comes from MHA.  You won't get two, but you'll get one through one of those two options.  I'll back up for just a minute.  Just out of curiosity, I know there's one person in the room who would have an idea of how many tests are administered on an annual basis through the MHA software, including those that go through reminder dialogs.  Well, if you went to Carol's lunch and learn session earlier today you would know that there have been over 5 million AUDIT-C's administered and last hear there were 2 million AUDIT-C's administered alone, and about 2500 tests altogether as we add new instruments and are able to do more of the screens as instruments, that number we're hoping will be increasing.

These are the instruments that we're adding with this next release, so you can see the screening for PTSD and the PHQ-2, both of which right now are health factors, are collected as health factors, will be added as instruments.  Additionally the Braden skin risk and the Morse falls are being added for nursing.  The VANOD group had requested that.  We've also added the BOMC, which is the Blessed Orientation Memory Concentration test, to try to provide a tool for mental status evaluations and the reality is this was the easiest one to put in, it's the only one that doesn't have graphics.  But it will score the test for you so that you don't have to try to figure out the actual scoring of the individual responses.  And then we've also worked with the TBI group and have been able to get the second level evaluation added as an instrument in MHA.  This is really much less of an assessment instrument and more of a questionnaire.  It's really asking about situations in which different types of injuries occurred, how many, and length of loss of consciousness, those sorts of things.  But it was added in order to capitalize on the storing of this information as data, which really doesn't happen anywhere else in CPRS or VistA in terms of being able to save patient self-report information.  And so we've always wanted the package to branch out beyond just traditional psychological tests, but this is really an indication of a place in which we're doing that.  There are some modifications to the AUDIT-C so that the whole screening for alcohol can be fully completed within MHA.  Right now if you set up or create reminders at all, the very first question is have you used any alcohol in the past year, and if the answer to that is no it's captured as a health factor, and that's because the AUDIT-C in its current structure does not give an opportunity to answer no on that first item.  So we've changed the responses and added the no, and then additionally in the second question it's asking about amounts of alcohol that you've used, and if you're saying no on the first one you need the opportunity to say none on the second one as well.  And we will also include skip logic, so that if the answer to the first item is none, I haven't used at all in the past 12 months, then the second and third items can be skipped but the test will be counted as completed.  I know that this has been a source of frustration for many people in the past year with the changes that have come out from the office of mental health in terms of the performance measure requirements.  In terms of the itemized responses through some of the work that's been done in Seattle they've been able to determine with the alcohol screening, a very brief test, that looking at patterns of usage, and so that's kind of one of the ways in which or the reasons for requiring each of those answers, but it gets down to the point of needing to pass answers or have answers for something that you don't even have to ask the patient.  And I know that's been a source of frustration, so we've tried to work very closely with the office, coordinate things to try to make sure that we can include all of the requirements that are going into the performance measures.  Same issue with the PHQ-9, we've had the original version of the test in the package for some time, but it doesn't include that tenth question on functioning, so we'll be adding that.

In addition to our work with the MHA software, we've also been working very closely with clinical reminders.  Clinical reminders needed to make some changes so that they could work with our new file structure because without it it wouldn't be able to recognize any of the tests that were entered and stored under the new file structure.  So there will be an additional patch that's a reminders patch, it's the PXRM*2.0*6.  So it will allow reminders to work with any mental health instrument, or any instrument in the MHA package, I should stop calling them all mental health instruments since we're branching out and not just entering mental health instruments at this point.  Any of those tests that are traditional psychological tests that require the security key, the reminder dialogs will follow those rules so that that security associated with individual tests won't be lost.  While any instrument could be administered through a reminder dialog, you probably wouldn't want to administer some of the longer ones through a reminder dialog, so there's actually a parameter that will be included to control that.  As I mentioned earlier, we'll have the health summary components so that the test results can be used in that regard.  In CPRS version 27 reminders will actually instead of building the test, the MHA test as it does now, it will use a dll from MHA for the administration of the tests.  Again it will be pretty seamless from an end user standpoint, but it just makes the coding much easier and it allows reminders to work with any changes we make in the future without having to go through lots of effort to add those changes in from their end.  With this patch also there will be some reminders that will be released, the OIF and OEF reminder will be updated, that national reminder, so that all the screens that are included with that will match the performance measure requirements for mental health.  The TBI screen will have an update that's not related to mental health but it will be included in this patch from reminders.  There will be screening reminders, national screen reminders for depression, for depression it will be an update to the current one, but additional national reminders for PTSD and alcohol, and then there should also be national reminders for follow-up counseling when there's a positive alcohol screen.

Additionally some changes that reminders is making is that rather than working with just the total, was the instrument administered, if so what was the score, is it positive or negative?  It will actually allow reminders to work at the level of the individual item for scales, combination of items, and this is useful in terms of any sort of branching logic or additional decision support to present follow-up actions to the provider.  So going back to that question number 9 on the PHQ-9, if we had somebody who had a normal below the cut-off score on their overall PHQ-9, ended up in the negative realm but they had a positive response here of more than half a days on their suicide question, that could prompt for an additional follow-up.  So it's not just looking at the level of the positive negative, but can work at the level of individual scores.  The alcohol follow-up reminders, there's actually nine or ten reminders that are included, and the reason for that is that the recommendations, the next step, the follow-up is different depending on what the pattern and the actual cut-off score is, and so that's all based off of looking at the individual responses in the test.  Another one that isn't so much related to mental health, but is an example, with the Morse fall scale the very first item is have you had a fall within the past three months and that's a significant factor as a risk factor, so if it's yes you need to take certain follow-up action even if the overall scale is negative.  So I think this adds a lot of power that we've never had before in working with our instruments.  

And these are just some examples of questions that you might be able to ask.  It's not true panel management kinds of things that care management or that the CHIACC prototype software might be able to do, but it would really allow you to do some queries on particular populations, so looking at the AUDIT-C binge drinking type patterns, because you might target some of your interventions towards those individuals.  Looking at patients in the pain clinic and how many of them have moderate depression, you could just do your report based on that particular clinic setting.  Or suicide is a significant issue in geriatric populations, you could even be looking at patients in your primary care setting that are over 65 and how many of them are presenting with any sort of suicidal ideation as demonstration on the PHQ-9?

And that brings us to the end of the overall presentation.
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