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Stephen Luther:
Our first talk is by Rebecca Sripada who is a research scientist in the VA Center for Clinical Management Research, and a clinical psychologist at the VA Ann Arbor Healthcare System, and assistant professor at the University of Michigan, the Department of Psychiatry. She is a recent HSR, CEA awardee, congratulations. Her talk is on Who Gets Evidence-Based Treatment? Factors Associated with the Receipt of Evidence-Based Treatment Psychotherapy for PTSD in the VA.

Rebecca Sripada:
Thanks Dr. Luther. I will be talking about factors associated with receipt of evidence-based treatment. I would like to think my co-authors, Paul Pfeiffer, Dara Ganoczy, and Kip Bohnert. I would like to acknowledge support that I have from HSR&D and MyCva, as well as support from the Center for Clinical Management Research, and the Ann Arbor VA, and U of M Department of Psychiatry.


A little bit of background, as you know, the VA has mandated that evidence-based psychotherapies or EBPs be offered to patients with PTSD in the VA. However, only a minority of patients with PTSD in the VA receive EBPs. Only a small minority of the psychotherapy Vets delivered to the VA patients with PTSD is evidence-based psychotherapy.


However, we don't know what factors are associated with receiving EBP versus non-EBP treatment. It's also unknown; what are the factors associated with receiving different types of EBPs? There has been some previous work on systems level factors associated with delivery of EBPs. Nina Sayer and colleagues recently published a paper and presented yesterday on some systems level factors associated with delivery of EBPs.  


They looked at sites with high and low reach of EBP delivery; and found that clinic mission, so how central to the mission of the clinic it was to deliver EBPs. It was associated with degree of delivery as well as clinic leader and staff engagement in EBP delivery. Clinic operations and how the clinic is structured, and staff perceptions at EBPs; and the practice environment, including how the PTSD clinic is positioned in mental health service delivery of the facility.  


For the administrative data, my colleagues and I have also identified a few systems level factors associated with EBP delivery. Region is associated with EBP delivery such that facilities in the Midwest and South deliver EBPs to a greater proportion of their PTSD diagnosed patients than facilities in the Northeast and psychiatric evaluations. Facilities that deliver psychiatric evaluations in their PTSD clinics to a greater proportion of PTSD diagnosed patients also deliver EBPs to a greater proportion of their PTSD diagnosed patients. 


But the individual level factors are still unknown. This study was designed to answer three questions. Firstly, who receives an EBP for PTSD in the VA? What are the patient level or individual level characteristics associated with receipt of EBP treatment versus non-EBP treatment? Of those who receive the EBP, who receives prolonged exposure therapy or PE versus cognitive processing therapy, CPT. These are the two EBPs that have been disseminated in VA. 


We just turned EBP receipt from EBP notes templates. These are structured note templates that can be embedded in the progress note in the electronic health record. These list the essential components of each EBP session according to the manual as well as standard progress note elements. The selection of the content element in the template creates a corresponding data tag in the encounter information of the visit; which makes it accessible via the corporate data warehouse.


Here is an example of what an EBP template looks like. You can see that a selection of a content element up here creates a corresponding data tag down here in the Health Factors section of the encounter information. This is accessible in CDW. This is not a real patient. But, this is typical for patients I see. If you could see. They went to the restaurant. They went to the grocery store. They did not go to the mall.  


These are potential predictors of EBP receipt that we examined in our analysis. The demographic variables included age, sex, race, ethnicity, and service connected disability level, both for PTSD and non-PTSD conditions. The mental health diagnoses we examined included depression; serious mental illness, including bipolar disorders and psychosis, other anxiety disorders, and substance use disorders. Psychiatric medications in the past year, specifically medications that are not first-line for PTSD; so benzodiazepines and antipsychotics.  


We also looked at missed mental health visits; so, visits that were not attended and not canceled. Our full cohort consisted of all VA patients with a new PTSD diagnosis from a PTSD clinic in fiscal year '15; and at least one psychotherapy visit in a PTSD clinic.


Then, we conducted a case control design as follows. The cases where all individuals who received at least one EBP in a PTSD clinic; and then our controls were a matched on facility and matched on date of initial psychotherapy visit. They did not receive any EBP visits. They were randomly selected and matched up to five to one with cases.  


Then to compare their receipt of PE to CPT, we conducted generalized estimated equation series to adjust by facility level variants to control for facilities that may be more predominately CPT; and versus facilities that may be more predominately PE.  


We then conducted conditional logistic regression with case control status as the outcome, and stepwise modeling of our predictors of interest. Then, to assess predictors of PE versus CPT, we conducted this GEE [PH] model to control for facility level variance.


Here are our results. This is a summary of our significant results. I only included here the results that were significant in adjusted models. You can see that individuals who received EBP were more likely to have a depression diagnosis or another anxiety disorder diagnosis. They had fewer mental health visits in the past year.  


They were less likely to be older. They were less likely to be service connected for PTSD. They had a lower average service connected disability level for non-PTSD conditions. They were also less likely to be prescribed a benzodiazepine or an antipsychotic.  


Here are our results from the comparison of prolonged exposure versus cognitive processing therapy. Those who received CPT were more likely to be older. They were more likely to have an SMI diagnosis. They were less likely to be male. They were less likely to have another inside diagnosis.


A few studies have examined the predictors of receiving the EBP versus non-EBP. But there have been several studies examining who gets EBP in general. It's including some qualitative interviews. One finding that comes about from these studies is that patients may be not be provided with EBPs, if they're not considered ready for EBPs.  


This concept is not well defined. But Joan Cook and colleagues operationalized this as a combination of psychiatric comorbidity, and cognitive capacity, and motivation such that individuals who are considered ready have less comorbidity, a greater cognitive capacity, and greater motivation.


In our data, the recipients of EBPs were actually more likely to have certain psychiatric comorbidities such as depression and anxiety. However, they were less likely to have other markers of clinical complexity such as service connection; either for PTSD or non-PTSD conditions.  


They were less likely to have frequent mental health business in the past year. They were less likely to have psychiatric medications that were not first-line for PTSD. This suggests that provider hesitancy to use EBPs with these more complex cases needs to continue to be addressed and challenged.


Then, when we looked at the comparison of CPT versus PE, we found that those who received CPT were my likely to be older with comorbid SMI, female, and without comorbid anxiety. Those who received PE were more likely to be younger without comorbid SMI, male, and have comorbid anxiety.


However, these results – these effects were small. This data needs to be replicated. But, there's no published data to suggest that these subgroups respond better to one EBP versus another. There are several limitations to our analysis. First of all, we measured EBP via the template usage; which may represent, under represent the total EBP usage.  


There are several reasons why this may be the case. For instance, it does pose an additional documentation burden for providers to fill out these templates. Some providers may be doing these EBPs and just not filling up the templates.  


It is also difficult to implement for group therapy. Because to use the templates, you need to fill out each template individually. You can't copy and paste between individuals. This is not compatible also with the groups notes functions in CPRS. There may be providers that are conducting CPT in a group, and not using the templates.


It's also unclear whether a decision to initiate a EBP is driven by the patients, or providers, or other factors. We did use a case controlled design,_____ [00:10:54] which allowed to match by facility. This controls for some of those variables. Also finally, individuals in the control group may have received EBPs in the past.  


Future directions, I just want to point out that the National Center for PTSD has recently released a decision aid to help patients select the treatment that best matches their needs and discuss it with providers. This could be one resource use with your patients.  


This is a screenshot here. In conclusion, we found that several indicators of treatment need, including the overall mental health service use and service connection for PTSD and non-PTSD conditions, and the prescription of medications that are not first-line for PTSD; in fact contraindicated for PTSD are less prevalent among EBP recipients. Suggesting that high need Veterans who do have these risk factors are less likely to receive EBPs. Additional work is needed to determine ways to improve access to EBPs for these high need Veterans. Thank you.

Stephen Luther:
First of all, I apologize if you download a new app. Let it go all of the way to ten minutes. By the way, I apologize for that. Are there questions? Would you please, because this is being live screen, would you step to the microphone with your questions.


I have one comment and one question, now. My comment, is this the only thing in healthcare where it's being done more in the Midwest and the South than it is in the Northeast? Having grown up in the Midwest, and I live in the South now.  


I felt good about that. But, I didn't know if this was the only thing? My other question is about the templates themselves. Is it a national template? Or, is there variability in the templates and the way they're used across the facilities? Then, they get put into the health factors. Is that anything you have to deal with?

Rebecca Sripada:
No. These are national templates. They are instructions for local facilities to download them and utilize them. These ones are standard. I believe.

Stephen Luther:
Okay. They are all put into the thing? Okay. Any other questions or questions? Thank you.

Rebecca Sripada:
Thank you.

Unidentified Male:
One question, do we have time?

Stephen Luther:
I'm sorry, go ahead.

Unidentified Male:
Rebecca, thanks for a nice talk. A question about – you mentioned in one of your summary slides. Some of the effect sizes are not too big, statistically significance. But, you had a really great sample size. Could you pull out the two, or three, or four large effect differences between EBP and non-EBP groups, and summarize for us?

Rebecca Sripada:
Well, let me take a look. I don't have the odds ratios here. But, I think that we did see a pretty strong effect for mental health visits and for a service connection. This to me suggests that these individuals have perhaps a higher burden of illness for both PTSD and other conditions; which is consistent with the previous work suggesting that more complex patients may not be offered these EBPs.

Unidentified Male:
Thanks.

[END OF TAPE] 

Page 1 of 5

