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A Tipping Point for Measurement-Based Care

John C. Fortney, Ph.D,, Jurgen Unutzer, M.D., M.PH., Glenda Wrenn, M.D., MSHP., Jeffrey M. Pyne, M.D,,
G. Richard Smith, M.D., Michael Schoenbaum, Ph.D., Henry T. Harbin, M.D.

Objective: Measurement-based care involves the system-
atic administration of symptom rating scales and use of the
results to drive clinical decision making at the level of the
individual patient. This literature review examined the the-
oreticaland empirical support for measurement-based care.

Methods: Articles were identified through search strategies
in PubMed and Google Scholar. Additional citations in the
references of retrieved articles were identified, and experts
assembled for a focus group conducted by the Kennedy
Forum were consulted.

screening, assessing symptoms infrequently, and feeding back
outcomes to providers outside the context of the clinical en-
counter. In addition to the empirical evidence about efficacy,
there is mounting evidence from large-scale pragmatic trials
and clinical demonstration projects that measurement-based
care is feasible to implement on a large scale and is highly
acceptable to patients and providers.

Conclusions: Inaddition to the primary gains of measurement-
based care for individual patients, there are also potential
secondary and tertiary gains to be made when individual

natient data are anarenated Snecifically anarenated sumn-

Psychiatric Service88(2)179-188, 2017
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rBackground

A Definition ¢ Measurement Based Caeatailsthe systematic
administration of symptom rating scales and uses the results to
drive clinical decision making at the level of the indivighaalent

I Notintended to be a substitute for clinicaldgment
I Usedas a starting point in thelinical evaluation

A Maximizethe likelihood that nonresponse to treatment is
detected by the provider

I Mental healthproviders detect deterioration for only 21.4% of their
patients who experience increased symptgeverity*

A Thefailure to detect patients who are not responding to treatment
contributes toclinical inertia
I Clinical Inertia= Not changing the treatment plan despite a lack of
substantial improvement in symptoseverity.

A Forthe past30years, leaders in the field of mental health have
been calling for the implementation of MBC into routicexre

©2015 University of Washington
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Psychiatric Rating Scales

A Symptom rating scales are structured instruments that patients use to report their
perceptionsabout psychiatricymptoms

I Patient-reported symptom ratingscales arequivalent to clinician
administered rating scales in their ability to identify treatment responders and
remitterst

A Optimizes theefficiency accuracyand consistencyf symptomassessment

A Brief diagnostiesspecific symptonating scales have been empirically validated to
assess the severity and change in severity of most psychiiooders:

I Depression

Bipolar disorder

Anxiety disorders

Posttraumaticstressdisorder

Shizophrenia

|
|
[
.
|
I SQubstanceabuse

1) RushAJ.et. al.,Psychiatric Service2006
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Narrative Review Methods

A Purpose Toreview the theoretical and empirical
support forMeasurementBased Care (MBC)

A Methods Articles were identified through search
strategies in PubMed an@oogleScholar

I Additionalcitations in the references of retrieved
articles weradentified

I Consulted with expertassembled for a focus group
conducted by The Kennedprum

I N=51 relevanarticles werereviewed

©2015 University of Washington
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A Screening

I Patientswith depressiorrandomizedto screening
did not have better outcomes than patients
randomized to nascreening

I Alertingclinicians to positive screening results and
providing them with guideline€oncordant
treatment recommendations IS ho more effective
than UC

1. GilbodyS,et. al. CanadiarMedicalAssociation2008
©2015 University of Washington
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A InfrequentAssessment

I Patientsseeking treatment at an eating disorder clinic randomized to
an intervention that fed back seféported symptoms to their provider
mid-way through treatment (i.e., counseling session 5 out of 10) did
not have better outcomes than patientandomizedo UC

A Assessment not Concurrent with Clinical Encounter

I Specialtymental health patients randomized to an intervention that
fed back selfeported symptoms to their provider every three months
(but not timed to coincide with a clinical encounter) had similar
outcomes as those randomized thZ

I Primary care patients randomized to an intervention that assessed
symptoms at 0, 3, 6 and 18 months and fed backreglbrted
symptoms to their provider at every encounter had similar outcomes
as those randomized to UC

1. Schmidt U et. alTheBritishJournalof Clinical Psycholog®2006
2. SladeM, TheBritishJournalof Psychiatry 2006
3. FihnSD,AmJMed, 2004
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PSymptom&‘everity Feedback Must Be
Clinically Actionable

A Thesymptom rating scale data must be perceived
by providers to have a direct benefit patients

I Symptomrating scale data must aldxze:
A Qurrent
A Interpretable
A Readilyavailable during the clinicahcounter

I The scales must be

A reliable (i.e., consistent across repeated measurements when
there is no actual change in severity)

A sensitive to change (i.e., able to detect clinically meaningful
changes in actual sever)ty

©2015 University of Washington
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RCTS of Measurement Based Care

A 14 of 15 RCTs of MBC have demonstrated tha
It Improves outcomes compared to UC

A These findings are robust and are consistent
aClrosSsS
I Patient groups:
ADisorders
AAge
I Providertypes
APsychotherapists

APsychiatrists
APrimary Care Providers

©2015 University of Washington
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Lambert and Colleagues (BYU)

A Meta-analysiof 6 studies (n=300 therapists,
6,000 patientsfound that those randomized
to MBC had significantly and substantially
better outcomes than patients randomized to
UC

iaSRAdzY o0 |-.38Rfaralhafentd I
I Only effective for patients who deteriorated or did
NOT respond to treatment intiafy

=

Lambert MJet. al.,ClinicalPsychobciPrag 2003
2. Lambert MJClinicalPsychology &sychotherapy2002
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Other Meta Analyses

A KnaupMeta Analysis (12 trials)
i MBCKIF R | aYlffs o0dzi aA3IyATA
outcomes compared tC
A KragelohMeta Analysis (27 trials)

I Administrationof symptom severity scales with no
feedback

I Administrationof symptoms severity scales with feedback
to the providerVS provider and patient

I Administrationof symptom severity scales with
unstructured feedback'S structured feedback and
treatment guidelines

1. KnaupC et. al.,TheBritishJournalof Psychiatry2009
2. KragelohCU,et. al.Psychiatric Service2015
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Other Notable Studies

A Couples Therapy (n=906 couples)

I Couples randomizetb MBC had significantly better outcomes than couples _
randomizedtdUCG A UK | Y2RSN}IGS SFFSOG aAal S

A Youth (n=28 clinics, n=144 providers, n=$40th )

I Youthsrandomized to MBC had significantly (p<.01) greater improvements in _
syrr)wzptoms than those randomizedWwCg A UK | aYltf STFFSC
18
A Specialty Mental Healthcare Outpatient (n=1,374 adwitk depression)

I Adults randomized to MBC haignificantly (p=.04) and substantially (28%)
greater improvement in depression symptoms than thé group

A Specialty Mental Healthcare Outpatiem=120adults with depression

I Adults randomizedo MBC froma psychiatrist hadnore treatment
adjustments andhigher remissiomates compared tgatients randomizedo
UC 73.8%versus28.8% p=001)

AnkerMG, et. al.,JConsultClinPsychql2009

BickmarnL, et al.,Psychiatric Service2011

BrodeyBB,et. al., TheAmericanJournalof Managed Carg2005
GuoT, et. al.,Am JPsychiatry 2015

HwnN e
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Research

Original Investigation

A Telephone-Based Program to Provide Symptom Monitoring
Alone vs Symptom Monitoring Plus Care Management

for Late-Life Depression and Anxiety

A Randomized Clinical Trial

Shahrzad Mavandadi, PhD; Amy Benson, MSEd, MPhilEd; Suzanne DiFilippo, RN; Joel E. Streim, MD; David Oslin, MD

Supplemental content at
IMPORTANCE Mental health (MH) conditions are undertreated in late life. It is important to jamapsychiatry.com
identify treatment strategies that address variability in treatment content and delivery and
take individual-specific symptoms into account, particularly among low-income,
community-dwelling older adults.

OBJECTIVE To evaluate program feasibility and MH outcomes among community-dwelling
older adults randomized to 1 of 2 treatment arms of varying intensity of evidence-based,
collaborative MH care management services (ie, the Supporting Seniors Receiving Treatment
and Intervention [SUSTAIN] program) that provide standardized, measurement-based,
software-aided MH assessment and symptom monitoring and connection to community
resources via telephone.

DESIGN, SETTING, AND PARTICIPANTS Trial participants were 1018 older, community-dwelling,

loiss imemaman adilbs mrasceibad am antidaneacsant ae amuiahdie b s ssiseaes caea ae mas WAL

JAMA Psychiatry2015Dec72(12:12118
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" Why Does MBC Improve Outcomes”

- Provider Behavior

A Helps overcome clinical inertia
I Triggers a change in the treatment plan
I Prompts for a consultation or referral

A Facilitateghe use of algorithms

I Symptomimprovement can be quantified and
operationalized into the decisigmoints

A Facilitateghe detection of residuadymptoms

I Promptsclinicians tantensifythe treatment plan
LI dASYdQa aéeyvyLlizvya K&

I Treatmentto target

A Focusegollaboration and coordination across
providers

until the_
S Oz
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" Why Does MBC Improve Outcomes”

- Patient Behavior

A More knowledgeable about theilisorders
I Leadingo a more informed and activated patient
I Prepared to participateneaningfully in shared decisianaking
A Attune to their symptoms
I Aware of symptonfluxuationover time
I Cognizanbf the warning signs of relapse m@occurrence
A Recognizédmprovement early in the course of treatment
I Help patients feeinore optimistic anchopeful
I Maintain better adherence to theéreatment
A Validates feelings
I Mitigatesthe selfblame that patients sometimesxperience
A Empowersatients
I Helps thencommunicate more effectively with theproviders
I Enhanced therapeutic relationship

©2015 University of Washington




Evidence about Feasibility of MBC for Providers

A MBC waghe cornerstone ofSTAR*D

I ImplementedMBC for 2,876 patients with depression in 23
specialty mental health and 18 primary cataics

I Replication (n=17 clinics, n=1,763 patients) found that
psychiatrists found MBC helpfl:
A Monitoring response to treatmen{100%)
A Assessingeverity (946)
A Making treatment decisions (93%)
A Tailoringtreatment (82%)
A Monitoring suicide risk (71%)
A Treatment changeth 40% of the patient encounters

A MBCwasthe cornerstone of STHEHED

I ImplementedMBC for 3,158 patients with bipolar disorder
treated in 22 specialty mental healtinics

1. Trivedi MHgt. al.,Am Jof Psychiatry 2006
2. Katzelnick DJ, et..aPsychiatric Service2011
3. SaChQS,et aI,B|0log|Ca| PsyCh|atr)2003 ©2015 University of Washington
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ProviderConcern®About MBC

A Practicalfactors are the most common reason providers
report for not implementingVBC:

I Paperwork burden
I Takedoo much time
I Lackof personneresources
A Provideracceptability idower when symptomseverity

scores are collected and fed back by an outside
organization

I 47% of the providers thought that the symptodatacollected
and fed back by a managed care organizatvas helpful

I Providers felthat the managed care organization was intruding
on the patientproviderrelationship

1. Hatfield DRet. al.,Administrationand Policyin Mental Health 2007
2. BrodeyBB,et. al.,TheAmericanJournalof Managed Carg2005
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rEviden(:e about Acceptability of MBC

to Patients

A Patientswith depressiomerceived scales to be
I Efficient
i Complementar2 ¥ 0 KS A NJ LINB@erR S N.

I Bvidencethat their provider was taking their mental
nealth problemsseriously

I Helpedthem to better understand their illness
I Helped them expresthemselves to theiprovider

1. DowrickC et. al..BMJ 2009

©2015 University of Washington




Benefits of MBC to Practices & Purchasers

A Patient reported outcomes data can be aggregated across patients
to benefit providers, practices and purchasers

I Providers
A Professional development
I Practices

A Aggregated outcomes data can be used for Continuous
Quality Improvement

A Aggregated outcomes data can be used to demonstrate
value to purchasers

I Purchasers

A Aggregated outcomes data can be used to identify the most
effective clinics and health systems

A Aggregated outcomes data can be used to create and
evaluate financial incentives to improve outcomes

©2015 University of Washington
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WA Mental Health Integration ProgramPay for
Performance initiative
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Summary

A Numerousbrief structured symptom ratingcales havéeen
validated in diverse patiergopulations

A Technologicaihnovationshaveincreased the efficiency of routinely
collecting symptom severity data from patients and feeding it back
to providersduringthe clinicalencounter

A Evidencdrom RCTs patients randomizedo MBC have better
outcomes than patients randomized WC

A Evidencdrom large pragmatic trials and clinical demonstration
projects- MBCis acceptable to both patients anptoviders

A Secondary (and Tertidrgains include the potentiab use
aggregated symptom rating scale dataetehance:

I Professional development

I Faclilitatepractice level qualitymprovement

I Demonstratethe value of the mental health services to purchasers
I Positivelyinfluence reimbursement policies

©2015 University of Washington



o
Future Directions RemoteMeasurement
Based Care

A Encounterles®Jtilization

A Asynchronoudligital patient-to-provider
communication

A ImprovesProvider Capacity

I Smarter encounter scheduling

A ImprovesPopulation Health

i ImprovedAccess
—  GreaterReach

I Improved Capacity

©2015 University of Washington




Questions and Comments

©2015 University of Washington
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Rating Scale Administration
A Administration of Symptom Rating Scales

Paper and pencill

Klosks

Handheld Devices
' Secure Messaging
i EHR Patient Portal g
i Smartphone Apps —— N

A Self Report ®

APassive Data

i Call frequency/duration < >

I Vocalprosody
I Time-Space Activity

©2015 University of Washington




ISSUE BRIEF

A Core Set of Outcome Measures
for Behavioral Health Across

Service Settings

Supplement to Fixing Behavioral Health Care in America: A National Call

for Measurement-Based Care in the Delivery of Behavioral Health Services

Prepared by: Glenda Wrenn, MD, MSHE with the Kennedy Center for Mental Health Policy and Research, Satcher Health Leadership
Institute{SHLI), Morehouse School of Medicine and John Fortney PhD, with the Advancing Integrated Mental Health Solutions (AIMS) Center,

Department of Psychiziry, University of Washington in conjunction with The Kennedy Forum/SHLUAIMS editorial review team, including Patrick THBKENNEDY
Kennedy, Henry Harbin, MD, and Garry Carneal, JD, Steve Daviss, MD, Harry J. Heiman, MD, MPH, Kevin Simon, MD, Rebecca Sladek MS,
and Jiirgen Unitzer MD, and Sarah Vinson, MD. FORUM
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Table 1: Adult Symptom Rating Scales for Core Outcome Measures

MEASURE DOMAIN # OF ITEMS
PHQ-9 Depression 9

Altman Scale Mania B

GAD-7 Anxiety 7

PCL PTSD 20

PDSS SR Panic attacks 7

Audit-C Alcohol 3

DAST-10 Drug abuse 10

PHQ-15 Somatization 15

©2015 University of Washington







