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Moderator:
And we are the top of the hour now, so at this time I would like to introduce our speakers. Joining us today, we have Dr. Jennifer Funderburk. She's a clinical research psychologist at the VA Center for Integrated Health Care and adjunct assistant professor at Syracuse University, and adjunct senior instructor at the University of Rochester. Joining her today is Dr. Brook Levandowski. She's a health science specialist, VHA, VISN 2 Center of Excellence for Suicide Prevention, also a research assistant professor in the Department of Family Medicine at SUNY Upstate Medical University. And also joining us, we have Dr. Marsha Wittink. She's an associate professor in the departments of psychiatry and family medicine, and medical director of inpatient medicine and psychiatry. And that's at the University of Rochester Medical Center. And Dr. Wittink's is just joining us now. So I want to make sure we have her on audio before we get going. Marsha, do I have you on the call?
Dr. Wittink:
Can you hear me?

Moderator:
Yeah, we can, excellent. So I'm not sure if you—do you have your slides pulled up. Are you ready to share your screen?

Dr. Wittink:
One second, sorry.

Moderator:
Yup, no problem at all. So for attendees _____ [00:01:14] oh, you all set? 

Dr. Wittink:
Okay.

Moderator:
All right, so I'm going to go ahead and give the screen share over to you and you should have that pop up on your screen now. And you can just click "show my screen." Perfect.

Dr. Wittink:
Do you need me to go ahead, or?

Moderator:
Oh, yeah, I'm sorry. We're all finished. It's all yours.

Dr. Wittink:
Okay. All right, so welcome to the webinar. We're going to be talking about team [?] based primary care and suicide prevention in the VA. And the title of our topic's perspectives from the front lines. There are three folks that are going to be talking today. I'm beginning. My name is Marsha Wittink and I'm an associate professor in psychiatry and family medicine at the University of Rochester. And then we'll be having Jennifer Funderburk who is talking from Syracuse University. She is at the VA Center for Integrated Healthcare. And then finally, Brooke Levandowski who is going to be speaking to us from the Center of Excellence for Suicide Prevention, and she is also a research assistant professor at the Department of Family Medicine at SUNY Upstate. So we have no external funding or conflicts of interest to declare and all the views expressed here are those of just us, the authors, and do not necessarily reflect the position of the VA. So I wanted to start talking about who all was involved in this initiated. This was instigated by a couple of different folks from VISN 2—in particular, folks from primary care, mental health, but also from the Center of Integrated Healthcare as what you heard about earlier. And the Center of Excellence for Suicide Prevention. And really, we were interested in understanding a little bit more about suicide prevention efforts happening in a particular VISN, so VISN 2. And what sorts of things could be understood about processes that might be better—sort of worked on to try and improve outcomes as well as things that are working well. And these are just some of the folks who have been very helpful in facilitating this study that was started. I won't go through all of the names, but you can see them there from the various centers who have been involved. And so now I'm just going to switch over to helping us understand a little bit about who's out in the audience today. So we have a poll with a couple of questions. And I think that's getting pulled up right now. 

Moderator:
Yeah, so far attendees, we'd like to find out who's in our audience, so please click on your screen, what is your primary role in VA? We understand that many of you wear many different hats, so we'd like to know what your primary role is. And those answer options are research investigator, data manager or analyst, clinician, social worker, or other. And please note if you are selecting other. When I put up the feedback survey at the end of the session, there will be a more extensive list of job titles for you to choose from. So you might find your exact title there to select. Okay, it looks like we're at about a 80% response rate, so I'm going to go ahead and close the poll out and share those results. So it looks like 16% of our respondents are research investigators, and 7% data manager or analysts, 24% clinicians, 23% social workers, and 31% responded other. So thank you to those respondents. Marsha, do you want me to go ahead and go onto the next poll, or did you have any comments about our audience makeup?

Dr. Wittink:
No, I think that's helpful for us to understand. So social workers and clinicians make up a good portion of the group, it sounds like. And we'll be talking a lot about the role of both of those types of folks in the VA. So you can go ahead to the next one.

Moderator:
Excellent, thank you, so the next poll—who do you think veterans would feel most comfortable talking about suicidal thoughts with, primary care support staff, nurses, primary care providers, behavioral health providers, or peer support specialists? It looks like people are a little bit slower to respond to this one and that's perfectly fine. We can give you a few more seconds. These are anonymous responses and you're not being graded, so feel free to take an educated guess at it. Okay, it looks like we're at about 75% response rate and I see a pretty clear trend, so I'm going to go ahead and close this poll out and share those results. So 4% of our respondents selected primary care support staff, 8% nurses, 7% primary care providers, 36% behavioral health providers, and almost half, 46% selected peer support specialists. So thank you. And we'll go ahead and move onto the last one. Who do you think veterans would feel most comfortable talking about hopelessness, or life challenges with? And we have those same answer options—primary care support staff, nurses, PCP's, behavioral health providers, or peer support specialists. And it looks like about 2/3rds of our audience has replied and the answers are still streaming in. So we'll give people a little more time. All right. I'm going to go ahead and close this poll out, and share those results. So 1% primary care support staff, 5% nurses, 5% primary care providers, about a third of our respondents selected behavioral health providers. And just over half, peer support specialists, so thank you once again to our respondents. And Dr. Wittink, I will turn it back to you now.

Dr. Wittink:
Great, thank you. Hopefully, we'll get these up. Okay. Everybody can see my screen now. So thank you very much for taking some time to respondent to the poll. That helps us think about where everybody's at and where their thoughts are of how veterans are making their way through the system in primary care, and where they're talking about suicide. And we include those questions about hopelessness. I think you'll come to see why we were thinking about that. Really recognizing the spectrum of where patients may begin with where they're thinking about suicide versus when they're actually actively suicidal. We really want to be thinking along that full spectrum, and so that's really where our interest lied with why we started this study. And we obviously all know that veterans are at increased risk of suicide compared to the general population and that primary care is really a very important venue for identifying patients at risk. And we were really particularly interested in what we could understand about what the role of the VA is given the recent changes in primary care of the VA. It's really—the VA's been around one of the places where things are changing rapidly, and healthcare systems have begun to adapt to the changes there. So we really wanted to see what was happening. And let's see if my slides will _____ [00:09:15]. There we go. So one of the things that's happening in primary care right now is that patients are increasingly showing up with multiple chronic conditions, so it is rare these days that we see only one chronic medical condition. Most patients have two, or three, or more—often, diabetes, hypertension, heart disease come in a triumvirate [?]. And there's also changing medical landscape, so how we're caring for patients is changing. That all is in the context of mental health, and life quality concerns that are the forefront for veterans. Why the VA is of interest for understand these changes is that the VA as you probably all know has instituted patient aligned care teams, or PACTs in response in particular to the multiple chronic conditions, and the increased competing demands for primary care physicians to manage all of these things. They really started to think about, how can we use a team based care model to do a better job of caring for the whole population. So we were interested in what imPACT VHA's PACTs might have on suicide prevention. At the same time, the VHA has really been at the forefront of integrating behavioral health providers right into primary care. And we wanted to understand where things stand with that since that's been going on really, since 20005 at some level or another. What imPACT has that had on how primary care is addressing suicide? So I think we want to take a step back and this is why we were asking these questions in the poll. So what is it about suicide? How does it present in primary care? And how might it be different than when a behavioral health provider is meeting with a patient? So clearly, the suicidal ideation is so critical to assess with good communication. And yet we know that primary care physicians and primary care providers have not been very consistent about how they ask about it. And patients may not disclose it for a variety of reasons. They may fear what the repercussions would be, that they'd be referred through to psychiatry, or have to go to the emergency room. Physicians and providers may not feel comfortable asking, 'cause they're not sure what to do with assessing risk. So one of the ways that the VA has addressed this and many primary care practices throughout the country have as well is through doing depression screening, which would include a suicide screen. And what's nice about this is it's structured. It can be given to the whole population and then patients can be further forwarded to other folks, referred to other folks to gather more information by determining risk and developing a safety plan. So those are some of the ways that tend to address this challenged communication. That being said, there is still a lot that could happen with communication that might be able to assess the precursors of suicide and we wanted to understand some of that. So here's just a nice slide that shows us all the things that the VA has been doing—again, probably familiar to most of the people in this webinar—to try to address suicide prevention in the VA. So we now have support specialists, suicide prevention folks, peer support specialists who are a nice go between, between the patient potentially and the rest of the healthcare system. They often access patients after they've been admitted to a psychiatric hospital, or in the emergency room and try to help facilitate the transfer back into primary care. They can also be a go between, between the patient and the primary care office. There is of course the integrated behavioral health provider who Jen will be talking a little bit—Jen Funderbunk will be talking to us a little bit more about the role of integrated behavioral health providers. And of course, the nurses and the staff right in the PACT teams. In addition, the electronic medical record has a flag system for patients who have had some suicidal ideation and we were interested in understanding a little bit more about that here, too. There are other things mentioned here including the crisis line and the use of the mandated educational program for providers. So as I mentioned, communication is critical to understanding patients who may have some suicidal ideation, or thoughts of suicide, or death. And so we wanted to understand how the communication in primary care might help facilitate that conversation between patient and provider. So we were interested in things like what's happening in PACT teams at huddles where providers are meeting with nurses, and potentially with their integrated behavioral health specialists, and other folks in primary care. And we were also interested in the electronic medical record, and how that might be either enhancing, or creating barriers to having conversations about suicide prevention. So the overall study objectives for this were to assess PACT clinicians perspectives, so these are the folks right on the front lines. What are their perspectives on the facilitators and barriers to successful suicide prevention? In particular, around the PACT and communication that happens within PACT. And kind of the whole spectrum, looking to downstream [?] suicide prevention all the way from the beginnings of possible hopelessness, or changes in lifestyle that might eventually turn into a patient feeling helpless. And the goal here was to develop some potential areas for improving existing suicide prevention efforts in the VHA as well as potential areas for refining prevention that is reoccurring by aligning primary care initiatives. So the type of study that we wanted to use to address this was mixed methods, sort of sequential exploratory design. And when I say that, what I mean is that we started out with trying to assess, what are the range of issues that might be going on among primary care providers? What can they tell us about challenges, things that are going well, understanding some practices that might be doing things that are particularly unique. And that was really to try to develop a qualitative assessment of what are the things that are most important to people. And what are their challenges. Again, to develop a quantitative survey that would be given out to all of the members of the VISN 2 PACT team. So, again, primary care providers, nurses, integrated health behavioral health specialists. And at this point, I'm going to turn it over to Brooke Levandowski, who's going to talk to us about the qualitative piece and what we learned from that. And how that helped us to develop our quantitative survey.
Dr. Brooke Levandowski:
Thank you so much, Marsha. So I will be speaking about the qualitative research. And so for this piece, a question that we were really interested in trying to find some answers to were identifying facilitators and barriers to current suicide prevention efforts within primary care. And so what we did was we conducted eight focus groups with nurses and behavioral health providers, and then eight in-depth interviews with primary care providers, and integrated behavioral health providers. And all of these providers were located within six regions in VISN 2. And so, the nurses included RNs, and LPNs. Our behavioral health specialists included integrated behavioral health specialists, psychiatrists, psychologists, social workers. And then our primary care providers included MDs such as internists and geriatricians. And so, our analysis were typical qualitative analysis in which we conducted simultaneous deductive and inductive content analysis. And what we were really focused on is trying to see across [?] and within group differences, and similarities. So between the nurses and behavioral health providers, and primary care providers in considering behavioral health providers as those who are integrated and not, what were the differences and similarities in these groups? So I did want to share that we have presented preliminary findings already at the Injury Control Research Center for Suicide Prevention. And so this presentation, you can go to this link at the top. And then you can search for this title that I highlighted at the bottom. And this presentation talks about how primary care is a unique entry point for suicide prevention. And we describe facilitators and barriers to suicide prevention within primary care. We also discuss the expertise of PACT members within their suicide prevention roles. So we certainly encourage you to look at that if you're interested. And so this presentation today is going to be moving on from those themes and discuss the two themes of communication, and relationship building. And I'll discuss both of these themes within the two contexts of communication and relationship building within the patient aligned care team, and also between the dyads of veterans and their providers. So first thinking about communication in the veteran and clinician dyad, we found that communication really helps to facilitate the disclosure of veteran concerns within the appointment. And I'll just give you a moment to read this quote from a nurse. And then next we found communication within teams supports high quality care provision. And so I'll give you a moment to read this quote from a primary care provider talking about how communication within huddles really helps to improve the care that they're providing. And then, next we found that relationship building between veterans and clinicians also builds trust. And here we see an overlap between relationships and communication with this quote from a behavioral health provider. And this behavioral health provider is discussing a paper that might say—or a chart that might say that the veteran is high-risk. And they're saying that within this relationship, you really have a lot of trust. And so the veteran will disclose and talk to you about their concerns. And then, lastly, when we think about relationships. We have the relationships between the patient provider dyad. But then we also see relationships within the patient care—patient aligned care team in which the behavioral health provider is really part of that team, sees [?] these relationships help to facilitate connections among themselves. I'll give you a moment to read this quote. And so the takeaway points from this qualitative research is really that communication is bi-directional [?]. It's multi-directional. It's happening all over the place—with the veteran, and then within the team members. And we really saw that nurses were a primary communication person, that they're facilitating the communication that needs to happen among all of these levels. And that also you saw in that last quote that providers are really talking about the verbal and electronic levels that communication is occurring at. And so to contextualize this piece within the mixed message. The study design that Marsha just described, these communication points really led us to ask, how can communication frequency and levels be measured. And so Jennifer's section is really going to help us to begin to think about how we can answer this question. And so the takeaway points from our relationship building, and the relationships that we saw within the dyad, and within the team is that the regular team _____ [00:22:08] meetings help to improve the relationships that exist. And that relationships really need to be tended. That care needs to be taken to ensure that the existing clinicians are speaking with themselves. That when somebody new enters into the realm of providing care for the veteran that they are encouraged to be part of this relationship to help support the veteran. And so these relationships led us to ask how does direct and indirect communication support the relationship development, and strengthening, so that we can support veteran care. And so this is another example of how our qualitative research helped to answer some questions and then lead us to ask more. And so Jennifer will also begin to answer this question as well. And so, I will turn it over to her to discuss the quantitative research that evolved from the qualitative focus groups, and in-depth interviews that we conducted.
Moderator:
Jennifer, you should have the screen share. Perfect, thank you. 

Dr. Jennifer Levandowski:
You're welcome. Okay, so I think—is it showing to everybody at home? Maybe not.

Moderator:
Yeah, we see it. 

Dr. Levandowski:
Oh, is it, okay. If I mess it up, let me know. Thanks, Brooke. That is a nice setup for the quantitative aspect of this project. So what we decided to do after we completed the focus groups was we decided we'd like to get a little bit more information from a larger group of individuals in primary care. And so what we did was we did an online survey with primary care staff within the upstate NY region. And we really wanted to focus on how does this communication occur among the various team members. So what we did was we sent out three recruitment emails and asked people out of their generous selves to participate in this online survey. And it was very nice, because over 139 people completed the surveys with 91 who are included in the final analysis. And that is actually due to the fact that we really wanted to focus on those primary care staff working within integrated primary care clinics. And there were a couple—there were some individuals who didn't complete the survey, and there were also some individuals who were working in clinics where their integrated provider was either on maternity leave, or not present during the time of the survey. And so they weren't really experiencing an integrated team. We ended up with a wide range of individuals. We had about 32 primary care providers. We had 39 registered nurses, 5 suicide prevention coordinators, and 15 integrated behavioral health providers. And they ultimately represented all of the medical centers and small clinics associated with those medical centers in the upstate NY region. So we had a quite nice diverse sample to participate in this online survey. And we really—this was a preliminary survey. We really want to just build off of our other focus group information to see if the themes that we were seeing in the focus groups were consistent across primary care providers experiences. So when we look specifically at direct communication, we really like to try and include some varieties. So those of you who are familiar with Family Feud. I set up the data this way to try to make it a little bit more interesting since Brook's data is interesting just because it's quotes. Sometimes numbers can be less interesting to others, so hopefully this will make it a little interesting to you. So focusing on this first question, we asked the individuals participating in the online survey, how often do integrated behavioral health providers attend the huddles in the past month, since that was—huddles was commented in the qualitative focus groups as being something significant. And what we find when you look at the data is that a majority of integrated behavioral health providers are not regularly attending those huddles. And it's not _____ [00:26:37] that they wouldn't go to everyone, because most times those integrated behavioral health providers are covering more than one team _____ [00:26:45]. So going to a huddle every time might not be possible, but the fact that a majority were not attending at all suggests that there's some opportunity for increased communication through the huddles that maybe can be taken advantage of in the future. Then we ask how often do PCPs talk with those integrated behavioral health providers. And we gave a _____ [00:27:09] week as being what we were interested in. And what the survey said was that a majority of individuals are talking to an integrated behavioral health provider on regularly, three or less times in a week. So individual communication is not happening as often. It is happening, but it's not happening at a team level through the huddles. It's happening individually. But that would limit the team from functioning and from knowing all of the information since the nurse is not included in that huddle. And other various team members that I may not be mentioning are also not included. So the question of where that communication goes and what is happening during those individual contacts between the PCP and the integrated behavioral health provider is something for future research to kind of answer a little bit better. Then we were curious about what would be the situations where a PCP or a nurse would go out of their way to initiate contact. And rather than just asking them what would most likely, we ask them what would be least likely. When would they be less motivated to initiate a contact with the integrated behavioral health provider? And what we found, the survey kind of showed is that the lower levels of motivation occur for sharing changes in medical diagnosis and or medications. And that's relevant to any conversation when dealing with a patient at risk for suicide since many who have made an attempt often have a medical chronic deteriorating condition. And that you see the increase of suicidal ideation increase when you have two or more medical illnesses. And it's also concerning is often times medications can be a choice method for suicide and not knowing when individuals are changing to a medication that might have a lethal dose associated with it might be important to an integrated behavioral health provider who's working with a patient at risk for suicide due to that fact. Now, there are other ways obviously, to communicate within the primary care team that Brooke and Marsha mentioned. And maybe there's more communication occurring through these indirect methods through the electronic medical record. And I'll just review briefly within our electronic medical record, within the VA we do have flags that exist in patients charts who are at imminent risk, or high risk for violence, or suicide. We also have templated through _____ [00:29:52] risk assessment notes. And we also have this ability to add additional signers [?] to progress notes that can not only convey that you've seen the patient, but also the content of the note can be reviewed to convey specific information that might be relevant to the team. So we wanted to ask some questions related to that. And what our survey said when asking people about the use of the suicide risk assessment template within the EMR is that there are a lot of individuals, particularly behavioral health providers and primary care providers using that template, which is awesome. But we don't know—we weren't able to ask—due to the length of the survey, we couldn't really ask all the questions we wanted to know. So we still need to understand a little bit better now that we know that they're actually using the suicide risk assessment template how much they attend to the information in them if somebody else in the team has conducted it. And how helpful it is for them within the team to assess suicidal risk. We also asked a little bit about the alerts that are set for patients at high risk for suicide or violence. And a majority of the primary care staff, both integrated behavioral providers, primary care providers and nurses, all reported that those were very helpful in monitoring risk status for their patients. Then we also asked them a little bit more about those alerts and specifically the additional signer [?] alerts. And when they were added as additional signer, a little bit more information about that. And when you look at that information, you find that providers report—people within the team that they value knowing that the provider saw a patient. But that they're reporting in general that it's hard to identify relevant information within other providers notes. And that's not surprising. Other research has found that psychologists and primary care providers, when they view information within a note, they view it very differently. And so, it brings to question that in some additional research or additional understanding needs to be gathered as to how we can help use this wonderful electronic medical record to the best that we can use it for with regards to suicide prevention. And how can we help the relevant information be presented clearly so that all members of the team really can take that information in. And really understand it, and use it for the best of the patient. In addition, another dilemma that occurs is that you often add a provider to a progress note as an additional signer right after you've seen that patient. But there can be considerable time between the time that—for instance, that an integrated behavioral provider can see that patient and then the primary care provider sees them for the next visit. It could be that next week if they're having a lot of chronic health conditions. But it also could be several weeks from now to months. And I think we need to understand with the information overflow that comes along with this additional signer privilege that comes along. What method is the best way to help members of the team understand relevant information without overwhelming them with a large number of notes being that, I think I am pretty typical in my lack of ability to remember things for several weeks about a particular patient? It may not be the case that if you tell me some pertinent piece of information that I'll be able to remember that several weeks from now. The other information that we can glean from the survey that I think is relevant to this conversation about communication is that other providers often add me as an additional signer. This is very true from the survey, it seems, _____ [00:33:52] for PCPs, but not as clear for integrated behavioral health providers. And I think that, that aligns well with the other information related to the survey showing that maybe when a patient has a new medical diagnosis that that's not always conveyed to an integrated behavioral health provider. So this suggests that this method, this indirect communication is happening sometimes more often via some members of the team and less often via others. And so a better understanding of how that might imPACT suicide prevention is very important as we continue to move forward. We also looked at some individual factors that may imPACT team communication. So we looked at comfort related to talking about depression or suicide with patients, and it was nice to see that, at least within this sample of primary care staff, a majority of people felt very comfortable talking to veterans about their depression and or suicide. When we looked at this relationship piece and a little bit of some what happens when other members of the team are involved in a patient's care, we were interested in looking at whether there was some diffusion of responsibility within the team. And that does seem to be happening somewhat within—at least the survey results suggest that it may be happening in the sense that they are less concerned about a patient's risk for suicide if they're actively in treatment with a behavioral health provider. That's somewhat problematic only because a lot of the research suggests that patients see a primary care provider within a month of committing suicide, but they don't always see a behavioral health provider. And so, really, kind of understanding a little bit more about this diffusion of responsibility and how we might reduce that in that essence, might be beneficial for our suicide prevention efforts. Lastly, we did ask people about the nurses. Within the qualitative data, although Brooke only mentioned it a little bit at the takeaway of points. Nurses came up a lot within the qualitative focus groups as being fundamental to the team and helping everybody on the team know more about the patient's current situation, whether they're engaged in treatment, whether they have had a change of life circumstances, or whether there's been a change in their mood. It seemed fairly consistent that the nurses felt that, that was their role within the team to help convey information to other providers in the team about change in the patient's circumstances. And highlight whether there's a need for additional resources. However, there was some mixed reporting, it seems, amongst the primary care providers and integrated behavioral health providers as realizing that their role. And I think this goes along with the importance of within a team really understanding who's role is what and understanding what your role in that team is related to helping with any individual health information. But specifically when it comes to suicide prevention, helping others know what your role is within the team might help it work a little bit better. And lastly, we asked about in-person _____ [00:37:15] just because it did seem like we do have these two levels of communication occurring within the team. We were curious about whether or not people valued a certain method more than others. And it does seem like there was a large level of value on in-person feedback regarding shared participation [?]. So what does this overall mean and what can we take away from this preliminary study, as far as indirect communication, I think we find that the providers in this sample really did value the flags that are placed on patients who are at high, high risk. But that there is still some opportunities for additional understanding for how to use the EMR, and how to use it well. And thinking a little bit more about when you add individuals on as additional signers of note. And what is the relevant information you're trying to communicate to those providers might be another function of the progress notes that maybe not all providers are thinking about. And that there's this mixed level of communication occurring between primary care providers and integrated behavioral health providers. And how can we strengthen that, and help the team work more cohesively. Lastly, as far direct communication, it seemed that people were reporting they value in-person feedback, but there was definitely some missed opportunities with regards to the huddles as being an ideal setting for—potentially, for in-person feedback to happen. And how to kind of do that, and how this element of diffusion and responsibility may be a problem. It's uncertain at this point what role that does play, but the fact that providers feel as if they don't have to worry as much about a patient if they're involved with a behavioral health provider suggests, at least to me at least, it's a possibility of a problem in the sense that they may not be seeing that behavioral health provider, or they could not be seeing them regularly. They could be seeing a psychiatrist every three months and yet you might miss the opportunity to touch someone who's in extreme distress. And that how we can better facilitate this communication from occurring. So that is the takeaway points from the quantitative data. I'm going to hand it back to Marsha to integrate both the qualitative and the quantitative survey feedback. And hopefully pull this all together into a cohesive conclusion.
Dr. Wittink:
Great, can you hear me? 
Moderator:
 We can.

Dr. Wittink:
Okay, fantastic, so thank you both very much. But I just want to kind of re-emphasize the methodology that we're using there. And what the advantages are of doing this qualitative open-ended focus groups to begin with to really generate some hypothesis about what is working will. And what may need some help in premise of how we're doing suicide prevention in primary care settings with the advent of PACT teams as well as having integrative behavioral health specialists, and many people focused on suicide prevention now. And so, we were able to generate some hypothesis. You heard some of those through both Jen and Brooke talking about the role and the importance of communication. The special roles and the differentiation between roles of nurses versus primary care providers who can by the way be both nurse practitioners as well as MDs, or in some cases, PAs, I believe, as well as the role of the integrated behavioral health provider. And the people outside of their system [?]. And what we learned was really that—at least in our open-ended conversations, the focus groups we were having—that some of the folks saw themselves as having really having very special roles, and special relationships with veterans. That nurses in particular might know more about the day-to-day lives of veterans, might be more in touch with what's happening. For example, had there been a divorce, or had there been a change in the family life. And they might tell their primary care provider, hey, I just wanted to give you an update. This is what's going on with this veteran and it might have an imPACT on how they're feeling today. So, really, critical things that other people might not be attending to. And behavioral health specialists, of course, on the other hand might have more in-depth knowledge of what's going on with them sort of internally, or psychologically more so than the primary care physician. And so, we really wanted to use our quantitative methods, our survey, to piece apart [?] a little bit more about that communication as well as the role. And that's what Jen talked about. And we were able to reapply some of those findings that indeed there may be some differences in how people think about who they contact, or who they involve in suicide prevention. But perhaps not to the extent that they could be. And so, one place that there might be an area for improvement would be to involve nurses more systematically in our suicide prevention efforts. Another opportunity as Jen talked about is to think about the EMR, and what we might be able to do to better facilitate team communication, and recognizing that sometimes when we just have somebody cosign and note, it isn't necessarily conveying the information that's helpful to them. And so, how would we develop our notes in a way that is both helpful and collaborative to other people who are reading it. And that really requires a different frame, and it may mean that behavioral health specialists and primary care folks have to learn the language of each other's sort of specialties. And just to kind of put that in context for where things are going in medical care in general, we're beginning to think more about how we can train physicians and nurses concomitantly in medical schools. Teaching them more about what their individual roles are and what they know about the patient that can be helpful to the other person. And the same thing is beginning to happen in internal medicine, or primary care, and psychiatry, or mental health—co-training people up, so that they learn the language, because, really, patients may not see their mental health and their physical health as differentiated. So the next steps, really at this point, are to think more about how PACT is functioning, where the fluid communications are occurring, and where we might be able to improve those relationships both between the clinicians and the veterans, and the clinicians. And have that be more of a fluid connection to the suicide prevention efforts, and really integrating the two things. And so, this is mostly what I talked about here that the clinicians were seen as having some unique roles. And we want to really understand what those roles mean for suicide prevention. Again, downstream very early on, a nurse might for example be able to recognize some very simple changes that are happening in the home, that are happening with relationships, and alert the rest of the team to these issues that could then be really folded in better into earlier prevention methods. And finally, the really critical piece here as you might think, our next steps are to go back and understand a little bit more of our findings. We'd like to do some more qualitative and quantitative follow-up with team providers. But also really critical is to understand what do veterans think about all of this? Are they even aware that there's a team that's starting to think about them? And how do they feel that—changes their ability to communicate, about mental health needs as well as any kind of behavioral or social, or physical needs that might put them at risk for suicide. And so our next steps are going to be continuing to use this mixed methodology, which uses both open-ended and close-ended types of survey methods, and ways of communicating with people. To look at patients and what's happening to them through the concourse of when they come through primary care to being identified potentially as having some suicide risk, perhaps, to being admitted to hospitals. And then doing some in-depth interviews with veterans themselves to find out what their perspectives are on the care that they received. How they felt communication happened with different team members, and whether they were even aware of a team being wrapped around them or not. And all of this really is to capitalize on the expertise again of each role, each member, and their specific role in primary care to further integrate suicide prevention into the overall healthcare functions so that it's not separated from physical health, but really one and the same. And perhaps more along the lines of how patients are thinking about their overall well-being. And, again, we'd really like to further explore what we began to see, at least in our qualitative interviews and as well as a little bit in the quantitative data about the special role that nurses may potentially play in further assessing suicide risk. And that is the end of our talk. And so, if you have any questions, we will take those now and we'll turn it over to the moderator.

Moderator:
Thank you very much. We do have some great questions that have already come in. For those of you looking to submit a question or a comment, just use the question section of the "go to webinar" control panel. Click the plus sign next to the word "questions." That will expand the dialogue box and you can submit your question, or comment there. The first one came in. VA central office suicide prevention—I'm sorry, the VACO Suicide Prevention office this past August issued a directive that chaplains must be on each facilities suicide prevention team. Has this filtered down to PACT and primary care teams yet? 

Dr. Wittink:
I'm going to see if Jen might have an answer to that, 'cause she works more directly in primary care in the VA.  

Dr. Funderbunk:
This is Jennifer. You know what, I haven't—so I don't know outside of where I currently work whether they have. I know they're received or begun to receive the training in the areas where I work. I work at three different clinics here in upstate NY. But I haven't—I don't know how it imPACTs primary care. My guess is it doesn’t at this point. But you bring up a good point of making sure to in the future as we continue to explore the team, how much chaplains do play a role in the team. 'Cause I would imagine as an extender, that they could be a good individual to include in the team for certain patients who are very connected with them.

Moderator:
Thank you. Another question writes, as part of the team concept pertaining to the holistic approach, what about spiritual care?

Dr. Funderbunk:
I mean, this is Jennifer as well. I would think that spiritual care is vital and I think integrated behavioral health providers, when they are working with patients at suicide risk are likely taking advantage of spiritual care as a component of safety planning when working with a patient who's identified as someone at risk. But perhaps Brooke and Marsha have other things to add.

Dr. Wittink:
I would just add—this is Marsha. In our focus groups, interestingly, spirituality didn't come up _____ [00:48:48] when we talked to the provider about how they were communicating with the veterans. Maybe once or twice, there may have been a provider who talked about engaging patients if they talked about God, or spirituality as a way to think about safety planning, but not particularly in general in the team work. But I will say that, that is certainly of interest and I think we will make sure that we include some questions about that for when we talk to our veterans. Because I think it's a really valid point. I think they may be going to other places besides primary care, and we want to be thinking about where else—what other resources are there besides in the primary care setting.

Moderator:
Thank you both. The next person writes, I had to step away for a minute, so forgive me if you already covered this. Is there an intent to expand this study to encompass all, like a nationwide study? Or will this be used to make the results generalizable across the VA? 

Dr. Funderbunk:
I'll answer that. As someone who's very interested in integrated teams within primary care, I think yes, I'm very interested in helping move this forward. Maybe change it some based on what we've learned already, but definitely moving it out to a national survey is an interest of mine. And I think is a part of our team, absolutely. 

Moderator:
Thank you.

Dr. Levandowski:
Right, this is Brooke. Our veteran perspectives piece is just focused on VISN 2, but then we'll use that information to help to develop our intervention, which we do hope to test at a national level.

Moderator:
Thank you. We do have another person that wrote in with a comment. Home telehealth is also a vital part of the PACT team in recognizing a change in a veteran's mental health. 

Dr. Wittink:
This is Marsha. That is excellent to hear and I'm so glad to know that's beginning to happen. Interestingly, we didn't get a lot—again, we didn't specifically ask about telehealth, so it's possible that we didn't prompt for that. But it didn't come up _____ [00:51:11] in our conversations, or in our surveys. And we did have some open-ended questions in the survey too as ways to reach out. But that's a wonderful use of telehealth, I think.

Moderator:
Thank you. The next person writes, I'm curious if you or other investigators have queried veteran stakeholders about increased communication across staff. This may be somewhat alarming to veterans who have traditionally come to expect information will not be shared beyond the provider the disclosure is being made to. 

Dr. Funderbunk:
That is a great question and it is included in our current research study where we are asking veterans about that very fact. 'Cause I also wonder, and I think all of us within our team wonder about how veterans feel about this type of information being shared across so many individuals in their team, and how they feel about that.

Moderator:
Thank you.

Dr. Levandowski:
Right, I was going to say the exact same thing. We are very interested to find out what they say about it.

Moderator:
Thank you both. This next person also writes in with a comment. One way we have built upon these issues is to create a one page decision treaty for suicidal patients presenting to PACT staff. We presented this  resource at AAS last year. And we'd be glad to share it with anyone who would like to see it as an example. 

Dr. Wittink:
That sounds great and we would love to see that. I'm sure _____ [00:53:00] would love to see that too.

Dr. Funderbunk:
Absolutely.

Dr. Levandowski:
Yes, our emails are right there on that last slide, so please do send it along. 

Moderator:
Thank you. And for any of our attendees how are interested, you can write into the question section and I can put you in contact with the gentleman who offered up that resource. So thank you. Well, it looks like that's our last pending question at this time. But I would like to give you ladies the opportunity to make any concluding comments if you'd like. In no particular order, Dr. Levandowski, do you have anything you'd like to wrap up with?

Dr. Levandowski:
Oh, thank you so much, Molly, just to say that this is pilot data, but I do think as you've seen through our presentation today, and certainly welcome to go and look at our other presentation on the qualitative findings as well, that this hopes to create a lot of questions and lots of different lines of inquiry. And we are very interested and committed to continuing to follow-up these questions, and to continue to use this pilot data for exploring these questions. And to inform future research. So we're very excited about what this has shown us, and what it can lead to. So thank you very much. 

Moderator:
Thank you. Before we move onto the remaining concluding comments, we do have a couple of things that just came in from our attendees. It looks like this first one's a comment. A lack of meaning and purpose is huge within these veterans. Spiritual is defined by VA as what gives one meaning and purpose for living. I recommend contacting chaplain services to be a part of this. You might be surprised, so thank you for that comment. And one last question, for the patient study you are going to do, it would be interesting to find out about the mode of assessment for depression or suicide that is most acceptable and promotes honesty. That via pen or pencil questionnaire, electronic questionnaire, iPad, asking the questions in person.

Dr. Levandowski:
This is Brooke. Oh, that's a great comment. And I think that that also lends itself to considering how shared decision making helps us to consider disclosure of concerns. So we don't have that as a particular question. We have focused in our initial interviews on trying to obtain the veteran perspectives on what has occurred for them, and what they feel has worked. So we can certainly look back at the questionnaire and see if we can start to also ask more direct questions about how they would want interactions with the VA clinicians to improve. Right now, it's a very general question, so I really appreciate the suggestion. Thank you.

Moderator:
Thank you. I guess we'll get back to concluding comments. Jennifer, did you want to wrap up with anything?

Dr. Funderbunk:
I'll just second what Brooke said and just suggest to others that although our focus is on suicide prevention, this type of team communication needs to be happening across a lot of very important health related issues within primary care. And I think a better understanding of how these newly formed PACT teams with the extenders, and how we can best take advantage of some of the technology as well as in-person contact. That we can do it efficiently, and to think about how to best take advantage of that in a way that makes the team function a little bit more cohesively for the patients' concerns. And, no, just thank you and thank you for your time. 

Moderator:
Well, thank you. And Dr. Wittink, did you want to wrap up with anything?

Dr. Wittink:
Sure, I'll just say, again, thanks for all of your really astute thoughts and comments. I hear a lot about spirituality and so we will definitely make sure that we are kind of thinking about that more explicitly in our conversations with veterans. And I just want to speak to that sort of antidotedly [?] or from my clinical perspective. I run an integrated medical and psychiatric unit, and we've spent a lot of time thinking explicitly about who the team members should be. And including family, and patients into that team is really where we're at right now. And what we've learned to kind of address some of the questions that came up about—sorry—about patients feeling a part of the team. And knowing that different people are talking about them, perhaps. Once we address that from the outside and we talk to the patients about a team being on their—working with them in this cooperative way, they're actually very pleased to know that. And there are also opportunities as Jen was saying to you—sort of technology, we could even identify whether patients want everybody to know, or if there's a particular person they feel more comfortable communicating their needs to. So there's lots of opportunities here to really tailor things to the needs of patients and to think about this from the outset more in a more integrated way. 

Moderator:
Thank you. Well, I'd like to thank all three of you for coming on and lending your expertise to the field. And thank you to our audience for joining us and for the great questions. I am going to close out the session in just a moment. For our attendees, please wait till the feedback survey populates on your screen and take just a moment to answer those few short questions. It's not a long survey, but we do look closely at your responses. And it helps us improve presentations, and gives us ideas for new sessions to support. So thank you once again everyone and have a great rest of the day. Thank you ladies. 
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