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Molly:	We are at the top of the hour so I would like to introduce our speaker today. We have Dr. Melissa Garrido presenting for us. She is a health services researcher for Geriatric Research Education and Clinical Center known as GREC and that’s the _____[00:00:16 due to audio]. She’s also an assistant professor in the Brookdale Department of Geriatrics and Palliative Medicine at the Icahn School of Medicine at Mount Sinai in New York. So at this time I would like to turn it over to you Melissa.

Dr. Garrido:	All right, thank you, can you see my screen?

Molly:	We can, thanks.

Dr. Garrido:	Okay great. Well good afternoon and thank you all for joining in for today’s CDA cyber seminar. Today I’m going to be talking about some common types of psychosocial distress among seriously, physically ill patients. Some issues in the management of this distress, as well as, my research in this area. Before we get started I just need to first let you know that I have nothing to disclose and all opinions represented here are my own, are not those of any part of the VA. I’d also like to acknowledge my mentors both within and outside of the VA, as well as, funding from a VA Career Development Award and from the National Palliative Care Research Center. I would also like to get a sense of just who’s in the audience today. So I’d like to know which of the following options describes your role in the CDA Program and it looks like Molly’s got the poll question up. 

Molly:	Thank you. So for attendees as you can see you can check more than one option. Just click the box next to the response you’d like to give and the question is which of the following best describes your role in the CDA Program. The answer options are current CDA awardee, past CDA awardee, CDA mentor, other CDA Program involvement, or not affiliated with the CDA Program. Looks like we’ve got  a nice responsive audience. We’ve already had 75%, I’m sorry 70% vote so we’ll give people a few more seconds to get those responses in. Okay, great. Looks like we see some pretty clear trends so I’ll go ahead and close that out and share the results. As you can see on your screen we have 19% past CDA awardee. Also selected 19% CDA mentor, 6% other CDA Program involvement, and 81% not affiliated with the CDA Program. So thank you to those respondents and I will give this screen here back to you now. 

Dr. Garrido:	All right, thank you. Looks like I should update poll selections  for next time. Thank you all for joining in today. So as we go through some types of distress and issues into stress management I’d like you all to keep the following case in mind. This case is from the American Association for Geriatric Psychiatry. So an 83-year-old man, we’ll call him Mr. Jones, with severe heart failure and macular degeneration becomes anxious and depressed. He repeatedly changes his advanced planning decisions choosing emergency transport from home and aggressive treatment for illness exacerbations. Within days of moving to a nursing home he dramatically shares his plans for suicide for asphyxiation. He was a gruff and emotionally isolated man whose live experience had been significantly shaped by harsh experiences in World World II _____[00:03:37 due to audio]. His sense of self had much to do with his substantial business success, previous active leisure pursuits, and a practical support of his disabled wife. His adult daughter was extremely upset by his profound distress and desire for death and seeing the apparent impedance of initial treatment efforts she advocated for a narcotic treatment for his anxiety, even in her words, if it shortens his life but through individual and family psychotherapy his experience of isolation, concern with leaving his wife behind, ongoing importance to children and grandchildren and fears of an uncomfortable death were all addressed. So acknowledging the limits of research on psychopharmacologic treatment at the end of life, informed treatment was undertaken, it was aided by nursing staff observations. Later treatment included the use of stimulant medication for fatigue and depression and with all of this the patient showed a significant reduction in anxiety and depression. He gradually developed positive relationships with several staff members and began to re-engage in his life and he died at the nursing home holding to a decision forego aggressive care. You can see that Mr. Jones really experienced several types of psychological distress. So everything from depression and anxiety to concerns about the meaning of his life and practical concerns about his disabled wife would be supported. There’s a very wide spectrum of types of distress including symptoms of or diagnoses of _____[00:05:03]disorders, preparatory grief, existential or spiritual distress and concerns about preparing for the end of life. This certainly isn’t an exhaustive list but these are some of the more common types of distress one might see in seriously ill patients. I should clarify that when I’m saying serious illness I’m generally talking about an advanced physical illness with limited life expectancy, including conditions such as advanced cancer or conditions like congestive heart failure or COPD where patients have a pattern of repeated hospitalizations or ICU admissions. 

Among these patients depression and anxiety are common but they’re by no means a normal reaction. So some concern about a serious illness is normal and expected but clinical levels of mood disorders should not be expected for all patients. They’re very important to treat. In addition, even symptoms that don’t meet a clinical threshold can impact the quality of life for patients. Adjustment disorder is also of concern in seriously ill patients. It has many of the same symptoms as depression and anxiety but it occurs as a reaction to a specific stressor, which can certainly include being diagnosed with some sort of terminal illness and while being sad or concerned after a stressor, as expected, adjustment disorder occurs when this reaction is greater than expected or when it causes interference with a patients daily life. 

Now PTSD is a sub-type of anxiety but I’ve listed it separately because I think it really deserves special attention. So serious illness symptoms such as dyspnea can remind patients of experiences endured in the military and can actually reactivate PTSD and highest demand for a VA PTSD care is from Vietnam Veterans whose risk of serious illness is going to increase with age. Importantly PTSD symptoms can include paranoia and hallucination like episodes, as well as, confrontational behavior and in seriously ill patients there’s a risk that these symptoms could be misdiagnosed and treated as delirium. Beyond depression and anxiety there’s other types of psychological distress. Preparatory grief is a non-pathological state that’s a more normal consequence of preparing to die and even though it’s not an illness patients still benefit from counseling and support as they’re going through the process. Both preparatory grief and depression include sadness and crying and physical symptoms such as weight change or insomnia, although with depression these emotional states are more constant and global where grief comes and goes. So some days are better than others. 

Spiritual and existential distress are closely related to psychological distress especially among patients nearing the end of life. Spiritual distress symptoms include feelings that life has no meaning thus anxiety and unresolved grief and fears about death are among the overlapping symptoms of psychological and spiritual distress. Spiritual distress is really important because it can actually exacerbate the other types of psychological distress we’ve discussed. So negative religious coping mechanisms and beliefs, which is a view that a God is trying to punish with your illness are associated with depression and even suicidal ideation in patients with advanced cancer. Alternatively,  positive spirituality and more adaptive responses using spiritual beliefs might help patients with coping with types of distress. Among veterans when special concerns related to all of this is moral injury in which one witnesses or commits an act that violates individual or societal morals and morel injury can exacerbate psychological and spiritual distress at the end of the life as patients confront their own mortality. For example, among veterans who may have witnessed or engaged in combat and suffer from PTSD, unresolved grief and a desire to make peace with God are especially strong. 

So the final category of distress at the end of life that I’ll touch on briefly before moving on is distress related to practical and social concerns. So the bar graph represents the results of _____[00:09:20] 2000 study of 340 seriously veterans along with their family members and providers. Patients were asked to rate the importance of several factors at the end of life. So the ones I have listed here are ones that patients considered very important and that deal with practical or social concerns. You can see that nearly that every patient, so 98% of patients that naming a decision maker was very important. 94% said having financial affairs in order was very important and 82% said it was very important to have funeral arrangements planned. Things like saying goodbye to important people and resolving unfinished business with family and friends were also very important to the majority of veterans in this study. So these types of concerns don’t require any formal type of psychological or psychiatric care but finding ways to facilitate these goals for seriously ill patients might help alleviate their distress. 

So most of what I’ll talk about for the remainder of today is depression and anxiety, including PTSD but I wanted to make sure that everyone had a good overview of the other types of distress that are of concern. 

So depression and anxiety reduce quality of life. They’re associated with poor pain control and poor physical outcomes, including increased mortality in patients with serious physical illnesses. There’s even a reciprocal relationship between pain and depression. So worse pain and precipitate depression but depression can also lead to worse reports of pain. Anxiety is also associated with greater reports of pain and we can’t forget the caregivers either. Patient mental health in important to caregivers and caregivers experience burden from providing emotional support to patients. Depression has been identified as one of the most important conditions to target to improve the quality of care for older adults near the end of life or who are at risk for functional impairment. 

So within and outside the VA we have the convergence of a couple of major issues. We have that common comorbid distress that complicates management of psychical illnesses. This is combined with a shortage of mental health care providers and improvement of VA Mental Health Services and integration of mental and physical healthcare has been priorities within the VA for many years and mental health staffing has increased but so has demand. In August of 2012 President Obama signed and Executive Order to improve staffing, additional staffing increases were included in the 2014 Veteran Access Choice and Accountability Act. It is likely that demand will continue to grow. 

For the girth of available providers and likely _____[00:12:03 due to audio] need as psychological concerns are likely to be less stigmatizing as the baby boomers become older and have more serious physical illnesses. So with this issues there’s a few strategies we can consider for improving mental health management amongst seriously ill older veterans. 

First we can try targeting specialty mental health care to patients most likely to benefit from it. Secondly we can identify alternative sources of support for sub-clinical psychological distress, perhaps from palliative care teams or Chaplin’s. I’m just going to briefly introduce the role of palliative and spiritual care in the provision of mental health care and then I’ll go onto describe my work in this area. 

So coordination of mental health care and physical health care in collaborative treatment programs has deemed widespread acceptance as a way to effectively care for individuals with multiple comorbid mental and physical conditions. Really nowhere is this coordination of care more important than in seriously ill older adults where there’s really a unique set of psychosocial issues resulting from the life limiting physical illness, a high prevalence of depression and anxiety, as well as, concern over the impact of depression and anxiety on access to and utilization of the physical health care. The depression and anxiety have effective treatments. These conditions are not normal consequences of life limiting illnesses and need to be addressed. Palliative care may be one way facilitate this coordination of care. So this team-based care that provides an extra layer of support to patients and their families focusing on symptom control, eliciting goals of care and facilitating transitions of care. In psychosocial and psychiatric issues are one of the key domains of palliative care according to the National Quality Foundation. There was several preferred practices for palliative care, a couple of them deal directly with mental illnesses such as depression and anxiety. Preferred practices for this area include both measurement and management of anxiety, depression, and other psychological symptoms. Without even considering any specialty mental health treatment Jennifer Temel’s randomized trial of early palliative care for patients with metastatic non-small cell lung cancer found that palliative care reduced symptoms of depression and that’s the first two lines on the chart. It’s quite a striking difference even this relatively small trial. In addition, support from hospital-based Chaplin’s is associated with improved quality of care, lower estimated costs of care, and improved quality of life amongst seriously ill patients. Many veterans prefer to seek psychological support from Chaplin’s rather than psychologists largely due to the role that Chaplaincy plays in the military. The military Chaplin’s are held to stricter confidentially standards and psychologist which makes them a potentially less stigmatizing source of emotional support. So comfort speaking to Chaplin’s while active military members might influence help seeking behaviors within the VA, although VA Chaplin’s due record patient concerns in the medical record but among seriously ill veterans Chaplin’s might serve as a transmitter between patients and clinicians. Kind of alleviating patient distress by reconciling clinical issues with spiritual values. In primary the VA and the DoD are trying to formalize this relationship and I think seriously ill patients may also benefit from a more formalized collaboration between mental health providers and Chaplin’s. 

So to improve management of distress among seriously ill veterans my specific research focuses on characterizing unmet needs for distress management both on a local and national level; trying characterize variations in care; developing a decision support tool to identify veterans most likely to benefit from specialty mental health care; and finally improving the evidence base for management of overlapping symptoms of psychological and spiritual distress. So I started with a small local sample so this is in the New York, New Jersey area a few years ago, _____[00:16:29 due to audio] determined the extent to which psychological distress was assessed and addressed among a sample of hospitalized, seriously ill veterans. We wanted to determine whether distress identified during the palliative care consults, predicted provision of in hospital mental heath care and we also looked at potentially inappropriate medication use for management of psychological symptoms, but I won’t talk about that particular part today. So I performed a medical record review for veterans hospitalized in these VISN 3 acute acre facilitates who had received an inpatient palliative care consult in the year 2010 and all veterans in the sample had at least one of the following diseases for which a palliative care consult is often indicated: advanced cancer, advanced CHF or COPD or advanced AIDS or HIV. For 287 veterans we abstracted information on the first hospitalization in the study period that included a completed palliative care consult. We also looked at mental illness diagnoses and treatments in the same facility that occurred at any point prior to hospitalization. So our primary outcomes for documentation of first psychological needs assessment during the palliative care consult and secondly receipt of mental health care, which we define very broadly. Everything from emotional support or psychotherapy, health and behavior interventions, and counseling. So anything that could possibly be conceived as non-medication mental health care, and we received that after the palliative care consult but prior to hospital discharge. So psychological needs assessment was done with a Condensed Memorial Symptom Assessment Scale, which measures both physical and psychological distress and for psychological symptoms, worry, nervousness, and sadness experienced over the past week, individuals are asked are to rate symptom frequency. Frequency wasn’t always noted so for most of our analyses we had to use a binary variable to indicate whether a patient indicated that they were sad, nervous or worried in the week before the consult. Psychological distress and need for mental health care are often under reported by older adults and veterans due to either stoicism or stigma. I think our estimates of distress are likely conservative. For this study we focused on non-medication mental health care for a few reasons. So guidelines for palliative care stress the importance of managing psychological reactions in addition to diagnosable mental illnesses among individuals with serious physical illnesses. If someone has a high degree of worry or sadness they don’t meet the cutoff criteria for a DSM disorder. It’s unlikely that any type of psychotropic medication is going to be as useful. Even though some psychotropic medications are effective for depression and anxiety, clinical depression and anxiety at the end of life, many have long lag times before positive effects are felt and palliative care is often called in at the last minute in acute settings. So there might not be enough time to even get a medication started after recognizing distress. Also a lot of seriously ill patients are on several other prescription medications raising the risk of polypharmacy related adverse effects. So psychotherapy, psychological support, and palliative care might mitigate distress in individuals with serious physical illnesses but without that risk of side effects. 

In this sample, the mean age is about 74, fairly racially diverse, and this sample was very ill so the average length of stay was 20 days. One quarter of the sample died during the hospitalization, the first hospitalization of the study period. Patients could have, obviously, more than one physical condition so those graphs on the left hand side screen, those are not mutually exclusive categories but advanced cancer was the most common condition in this sample. For these patients the most common reason for a palliative care consult request was the need for a goals of care discussion. About 56% of patients needed a goals of care discussion. About half had a consult requested for counseling and slightly less than half needed a consult for discharge planning for transfer to a supportive care unit. In the year prior to hospitalization history of depression was noted for 15% of the sample and history of anxiety was noted for about 14%. Not on this bar graph but during the index hospitalization current or past depression or anxiety symptoms, so not clinical levels of depression or anxiety but the symptoms were noted in the records of one-third of the samples before the palliative care consult. So nearly everyone who was physically or cognitively able was administered the the Symptom Assessment Scale and of those capable of answering questions about symptoms, the 220 patients, nearly half reported being sad, nervous, or worried in the past week with worry being the most prevalent symptom. For the rest of this I’m going to focus on the patients who are capable of answering the Symptom Assessment Scale, who might been able to participate in some sort of consulting or emotional support. So of the 220 patients 26% received some sort of post-consult, non-medication mental health care from either a palliative care or a non-palliative care provider but what we found was that an adjusted analyses, psychological distress documented during the consultation did not predict mental health care receipt after the consult. We ran the same regression models on the sub-set of veterans who did have symptom severity data and also on the sub-set of patients who had at least three days between the palliative care consult and discharge and none of these scenarios did psychological distress, predict mental health care receipt. The most striking result from this chart review was that 62% of patients who reported any psychological distress and 65% of those who reported frequent psychological during the palliative care consult did not have any documentation of in hospital, non-medication mental health care after the palliative care consult. The _____[00:23:26] distress was not associated with mental health receipt after the consult we wanted to identify factors that might have been associated with it. We found that history of alcohol or drug abuse in the mental health care received after the palliative care consult and post hoc analysis suggest that providers might not have identified these veterans needs for mental health care until a palliative care consult. Also in-hospital psychotropic medication before the consult predicted provision of mental health care from all providers and these results are just that providers were already aware of and addressing some of these veterans psychological needs. Those who had symptoms, diagnosis, or history of depression or anxiety noted in the hospitalization, prior to consult, were less likely to receive mental health care after the palliative care consult and this seemed counter-intuitive at first but it may have been a result of some of these mental health care needs being assessed prior to the palliative care consult. However, we found that half the patients who reported psychological distress did not receive in-hospital mental health care before or after the palliative care consult. Additionally those who died during the hospitalization were less likely to receive mental health care and this mirrors the results of other studies that show that psychological support provided by palliative teams declines throughout the illness trajectory but 49% of the veterans in our sample who died and who were able to respond to the Symptom Assessment Scale reported psychological distress and of those who died and were able to respond to the Symptom Assessment the mean time between palliative care consult and death was 13 days. So that suggests that there was an opportunity for some sort of mental health care provision and of course, it’s a chart review so we’re limited and unable to distinguish between instances when mental health care was not provided versus when mental health care was provided by not recorded and refusals of mental health care might not be documented. I think it’s really important to note that our only information recorded in the charts is accessible to future providers making decisions about a given patient. It is also a small, local sample. From that sample it looked like there may be a potential to improve mental health care among seriously ill patients in the VA. So I wanted to look nationally at potential unmet need and practice variation, which if three’s a large degree of _____[00:25:59] variation it might suggest that there’s some clinical uncertainty and the best way to handle these patients. All of this is trying to understand needs for mental health care among seriously ill veterans; trying to target limited VA resources to the patients with the greatest need for these services. We want to look at relationships among mental illness, mental health treatment, and risk of ICU admission with the goal of developing a decision support tool to identify those patients most likely to benefit from specialty mental health care. 

So for all of these objectives we have a large national data set using the Medical SAS Inpatient and Outpatient files, Pharmacy and Treatment Specialty files, and Vital Status File for seriously ill veterans who were admitted to a VA Acute Care Facility in 2011, this about 22,000 patients. Looking at the same physical illnesses that I used in the smaller sample and excluded patients who had diagnoses of delirium or dementia at the end of hospitalization who were admitted to psychiatric wards because the idea was to focus on patients for whom the physical illness was the main clinical priority. We also excluded those who had a short length of stay where it would not really be reasonable to receive any mental health care and those were admitted for regular chemotherapy. So this sample is slightly younger than the local one with an average age of 68. Pretty highly diverse. You can see, again, that about half of the patients have advanced cancer and again these are not mutually exclusive physical illness categories. Length of stay is slightly lower so it’s a mean stay of eight days, still pretty long and 17% of these patients were admitted to an ICU while they were hospitalized. Slightly less than a quarter received some sort of palliative care or hospice care and 5% died during the hospitalization. So first we wanted to see what type of mental illness diagnosis were present at the index hospitalization. So these are patients with an ICD-9 code for depression, PTSD, other anxiety, substance abuse disorders and you can see that even at the hospitalization where there’s probably some sort of physical health care crisis going on, 10% had a depression diagnosis recorded, 5% had some sort of alcohol abuse or dependence recorded and PTSD was about 5% as well. I should note here that drug abuse dependence, that excludes tobacco. We also wanted to see whether there was different patterns of mental illness diagnoses present by physical illness. So these are, again, not mutually exclusive categories but you can see that COPD was associated with higher frequencies of prevalent depression, anxiety and substance abuse diagnoses and HIV was associated with higher depression and drug use than among patients without HIV. It’s not on this graph but if you then look at incident diagnoses, patients with cancer were more likely than other patients to have incident depression or anxiety. So this doesn’t give us any clear insight into which patients are more likely to have mental health needs but it’s interesting to see that there are some distinct patterns by the type of physical comorbidity patients have. We also looked at prevalence and incident of depression and anxiety before hospitalization and you can see that the prevalence before hospitalization was more than double what was reported during the index hospitalization. So this suggests that the figures I showed you earlier are really a conservative estimate. So one-fifth of the seriously ill veterans in our sample had a diagnosis of depression in the year before hospitalization and nearly one-third had a diagnosis of depression between five years and one year before hospitalization. A substantial minority of patients received incident diagnoses of depression in the year before hospitalization. So guidelines for incident depression and anxiety generally call for either psychotherapy or an appropriate psychotropic medication to be provided soon after diagnosis. We examined receipt of any guideline concordant medication or psychotherapy within the 90 days after an incident of depression or anxiety diagnosis in the year before hospitalization or between diagnosis and index hospitalization, which ever time period was shorter. Nearly two-thirds of patients with incident, past year anxiety or depression received at least some psychotherapy or guideline concordant medication and then when we looked at patients with incident depression or anxiety at the index hospitalization, that’s the top of that chart there, fewer than half received any sort of documented mental health care prior to discharge. So about 42% of patients with depression and 34% of patients with anxiety. There were no significant differences by a physical comorbidity and receipt of mental health care for incident diagnoses during the hospitalization. It’s interesting given the different prevalence of by physical comorbidity that I showed you before. So unsurprisingly psychotherapy was accessed more often before hospitalization than during the hospitalization. So 38% of patients with incident, past year depression and 38% with incident, past year anxiety received some sort of psychotherapy. So the next step is to work on adequacy of doses but still just from this looks like there’s some room for improvement and receipt of any mental health care among these patients. 

So we also wanted to detect patterns of variation and depression care for seriously ill veterans. As another preliminary step towards understanding and improving mental and physical outcomes for this large group of patients. So this graph represents two sub-samples, the blue represents about 2,300 patients who had a prevalent diagnosis of depression at the time of hospitalization and the red represents 482 patients with incident depression at the time of hospitalization. This graph depicts differences in antidepressant prescription rates after adjusting for patient characteristics and each VISN and each letter represents one VISN. So we accounted for patient age, race, depression type, comorbidities, past antidepressant and we still found a wide range in prescription rates. So among the veterans with prevalent depression 70% had received antidepressants before hospital discharge and the rates vary quite a bit by network so between 41% to 87% depending on which VISN. Even  _____[00:33:52] range had a decent amount of variability, 67%-76% and these differences remained after we adjusted for patient characteristics. This becomes even more dramatic when we look at the incident diagnoses where the range was 7% to 85% even after adjusting for patient characteristics. Though this might be partially a function of sample size but even if you take out the outlier of either and there’s still a really, almost a two-fold difference in prescription rates according to VISN and the interquartile range there is 29% to 49%. So we know that many veterans hospitalized with serious physical illnesses have comorbid mental illnesses and might benefit from depression and anxiety treatment and increased focus on comorbid mental illnesses might improve quality of life and symptom control among hospitalized veterans. At least one-quarter, probably more, of the patients in our sample had a mental illness or substance use disorder while hospitalized for a serious physical illness. Most treatment guidelines for mental illnesses among seriously ill patients concern the treatment of depression or focus on patients with cancer. Although depression is the most common mental illness observed in our sample a significant sub-sample are experiencing anxiety and alcohol abuse or dependence and our results seem to suggest that patients with COPD or HIV and AIDS might have an especially high mental illness burden. So initiative to expand mental health care access among older, seriously ill veterans should consider really a wide range of mental and physical health needs. With other patients with incident depression or anxiety during the index hospitalization, almost exclusively we see the psychotropic medication and not psychotherapy. It’s unclear whether the patients in our sample were deemed too ill to access or benefit from psychotherapy, whether they were disinterested  in psychotherapy or whether it wasn’t provided for some reason but given that psychotherapy or medication, our recommended first line treatments and given the potential for drug, drug, and drug condition interactions in seriously ill patients, it might be worth looking at reasons for low use of psychotherapy among the sample of patients. Also the geographic differences in antidepressant receipt might reflect clinical uncertainty on how best to manage depression among these hospitalized patients. So we need to look further to see whether these differences are impact with guideline knowledge, organizational culture or if there’s differences in clinical priorities that we’re not capturing when we adjust for patient characteristics. 

So all this brings us to our next question, which is how do we identify who really is most likely to benefit from specialty mental health care? So the idea was to use the data from the study to understand effects of existing mental health treatment strategies and studies in other samples suggest that patients with depression and anxiety are likely to have higher rates of ICU admissions. So the thought was to understand how receipt of either palliative care or palliative plus mental health care moderates relationships among depression or anxiety and ICU use and health care costs among older veteran inpatient to see which veterans had reduced ICU use or care costs after receiving mental health care plus palliative care. By doing all of that we thought we could create a case finding algorithm that might alert health care providers to severely ill inpatients who would have the greatest potential to benefit from a mental health care consultation. For instance we thought that individuals with multiple depression or anxiety diagnoses, major as opposed to minor depression or psychotic symptoms might have more severe conditions and benefit more from receipt of specialty mental health care. Our preliminary work on this isn’t looking so promising, unfortunately. So we found a slight association between depression or anxiety before the hospitalization and ICU use during the hospitalization but this is no longer significant _____[00:38:21] control for other patients after. So the relationship that we’d thought we’d have to attenuate doesn’t appear to be there. So it’s unclear, so far, whether ICU use is not _____[00:38:35] outcome, whether we need something more sensitive, if we need something that happens after a hospitalization for patients who survive to discharge. I thought maybe it was too heterogeneous of a population and tried to look at some of the physical illnesses just on their own because I tried to include a really wide group of people in this sample and thought that might be obscuring relationships but even with you restrict the sample to patients with a single physical illness, that doesn’t look like that’s a reason for these lack of findings. There might also be selection bias so, those with past diagnoses by definition had to receive at least some VA care in order to get that diagnosis. So, perhaps these people have had their physical illnesses better managed than those who do have depression or anxiety but it remains undiagnosed because they haven’t been in to see a VA provider. So we need to do some more analyses to explore this. Alternatively, we might just need better measures of distress during the hospitalization but diagnoses we can capture from administrative data just might not be sensitive enough. 

So this brings me to the final thing I’m going to talk about today is the involvement of Chaplin’s in manager of distress. So keep it in mind that the goal is to identify targets for interventions to improve mental health management among seriously ill veterans. We see that these preliminary results from administrative data indicate that it’s likely that we need more in-depth information on patient symptoms and care activities that can be gleaned from the administrative data. The VA is really a great source of surgical, medical chart notes including those notes from Chaplin’s and these quotes I have up here on the screen are from a small interview study with palliative care providers and many of them talked about the overlapping distress, overlapping spiritual and psychological distress that they saw among palliative care patients. So they mention at the beginning support from hospital base Chaplin’s seems to be associated with _____[00:40:52 due to audio] for patients but the specific mechanisms by which that might happen, by which Chaplin care might be addressing distress and improving end of life care outcomes is not well understood at all. Either studies don’t identify specific Chaplin activities or they describe activities without linking them to outcomes. So we’re really kind of at the beginning here. We assume that Chaplin care is a good thing but we don’t have a lot of information on how exactly it might be helping patients. So future work that we’re hoping to do is to use a large chart review study to look at the extent to which both psychological and spiritual distress are being assessed and addressed by Chaplin’s and with mental health professionals seeing how those two types of providers interact with each other and then understanding which Chaplin activities recorded in the medical record are most strongly associated with high end of life care quality. So either _____[00:41:54 due to audio] family members ratings of quality of care, receipt of goal concordant care, documentation of a surrogate decision maker, the more proximal outcomes in the ICU use we were using before. So that remains to be done but that might give us a little bit more insight than the administrative is so far. 

Just to summarize we know that many veterans have comorbid mental illnesses. Many of these seriously ill veterans might benefit from additional depression and anxiety treatment. For those that are at the end of life hospitalization might be the only opportunity to address the psychological distress but we know that there’s shortages in resources. So it’s important to expand on the role that palliative care providers and Chaplin’s can play in addressing distress amongst seriously ill, older patients. The ways to really target the specialty mental health care, to those most likely to benefit from it remain to be identified. I just want to close with a few quote from the recent Institute of Medicine Report that summarizes the importance of distress management. In that report, in the Dying in America report they write “Ideally, health care harmonizes with social, psychological, and spiritual support as the end of life approaches” and also “all clinicians should be able to identify distress and direct it’s initial and basic management.” I’d be happy to take any questions or comments at this time. Thank you. 

Molly:	Excellent. Thank you very much. We do have a few coming questions. For those of you that joined us after the top of hour to submit your question or comment you can use the control panel on the right hand side of your screen, just click the plus sign next to the word questions _____[00:43:46 due to audio] box and you can submit them and we’ll get to them in the order that they are received. So the first question we have, does the VA provide hospice care and if so, do they address concerns about preparing for the end of life?

Dr. Garrido:	Good question and the VA does provide hospice care. It’s a benefit for veterans. I think both the hospice and the palliative care teams are supposed to have mental health providers on their teams and addressing concerns about of end of life are supposed to be one of the duties they do. The extent to which different palliative care teams and which hospice providers are doing all of these activities isn’t always well documented. We’re just kind of getting at the beginning of being able to measure some of these processes but they are supposed to address these concerns. 

Molly:	Thank you. The next person writes, to what extent are outside resources or support staff provided for those without relatives to help for the planning?

Dr. Garrido:	That is an excellent question and I do not know the answer to that. If you send me a note afterwards I can try to track that answer down for you. 

Molly:	Thank you. The next person writes, great presentation. Have you looked at end of life care of formerly military in Europe as a model to consider?

Dr. Garrido:	I have not and that’s a very excellent suggestion. I will look at that. 

Molly:	Do you have any data about psychological or spiritual outcomes for people with advanced medical illness who are seeing palliative care, Chaplaincy, or mental health?

Dr. Garrido:	No and the difficulty with doing these types of research is that it’s really hard to track improvement in distress levels over time within the medical record because people are filling in these notes. Sometimes  you don’t know how sensitive the results are to different providers, the time of the day they’re filling things out, so it’s really hard to get a good objective measure of whether the distress has been sufficiently managed and that’s why I’ve started to look at some physical outcomes such as our health care use, more objective hard measures that we could get a better handle on like ICU use or that’s why you would look at just process measures. It is really hard to get at the outcome. 

Molly:	Thank you. Have you noticed a decrease in patients continuing their psych meds once they know that they are at the end of life?

Dr. Garrido:	You know I haven’t been able to tell that from this study because we’re looking at patients who meet criteria at a certain point in time so we don’t catch them before and after they’ve been diagnosed with an advanced physical illness but you really do see a wide range in the types of medications people do continue once they’re hospitalized and which ones are discontinued and it’s definitely and area for future research. 

Molly:	Does the VA allow immediate family members or caregivers to be involved in any mental health or therapy appointments?

Dr. Garrido:	They do. There are family visits. They think it’s a personal matter so each patient and family negotiates that with the providers on their own, what they’re most comfortable with and what makes most sense for the patients at the time. 

Molly:	Thank you. Does every VA Medical Center have a Chaplin and does the same go for COBC’s, Community Based-Outpatient Clinics?

Dr. Garrido:	I don’t know COBC’s. I think every VA Acute Care Facility is supposed to have at least some Chaplin support. Whether it makes it to the point of a full time Chaplin at every facility I don’t think that’s the case but I should double check on that. 

Molly:	Does the VHA coordinate with the VA Burial Services when organizing the funeral arrangements?

Dr. Garrido:	Asking all sorts of really good questions that I don’t know the answers to. I’m sorry, I don’t know how the VA Burial Services are involved. 

Molly:	Not a problem at all. We do have several people saying thank you for this important research and we appreciate you coming on to share it with us and a few people have asked where to get the slides. You can write into the question section and I’ll provide you the link or you can refer back to the reminder email that you received this morning and there’s also a live link in there. That is the final pending question at this time. Do you have any concluding comments you’d like to give to the audience?

Dr. Garrido:	I just wanted to say thank you all for joining in today and if you have further questions please feel free to send me an email afterwards. 

Molly:	Great. Thank you for making yourself available afterwards and thank you so much for coming on and sharing your research and lending your expertise to the field and thank you, of course, to our attendees for joining us today and also, of course, to Barb Elswas [PH] who helps organize this monthly cyber seminar series. We appreciate it. So I am going to close out the session at this time and a feedback survey will populate on your screen and please do take just a moment to fill out those few questions as we do look closely at your responses at it helps us to improve sessions we’ve already give, as well as, ideas for new sessions to facilitate. So thank you once again Dr. Garrido and thank you to our attendees and this does conclude today’s HSR&D cyber seminar presentation. Have a great rest of the day. 
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