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Improving Collaboration in Mental Health Care

Discontinuity and lack of collaboration in mental-health care results in poor
outcomes. Current mental health care systems are substandard because so frequently
they are removed from evidence-based, clinical practices (Knesper, 2010). The focus of
this project is to implement an evidence-based collaborative care model to address the
issue of mental health discontinuity and lack of collaborative care and create a practice
change. Bauer et al. (2006) describes a collaborative chronic care model as care that
emphasizes improving and developing a patient’s illness management skills, supports
provider capability and availability, and engages patients in timely, joint decision making
about their illness. Collaborative care models have been used and studied in mental
health settings with success and emphasize ongoing, anticipatory mental health care
rather than the reactive, uncoordinated and crisis oriented care that often currently exists
(Bauer et al., 2006). The goal of this practice change project is to initiate a practice
change that results in holistic, effective, evidence-based, and collaborative patient-

focused mental health care.

Overview of Problem of Interest

Research supports the need for collaboration and continuity in the mental health system
and demonstrates how improved collaboration results in improved quality of life and outcomes
in persons diagnosed with mental illness. A recent meta-analysis reviewed 37 trials of
collaborative care and compared the results to the outcomes obtained from usual care. The
studies found evidence of two-fold higher rates of adherence to antidepressant medication over

the first six months of treatment and improved depressive outcomes that often persisted for at
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least 2 years (Katon, Untzer, Wells, & Jones, 2010). Other trials of collaborative care
approaches to treating depression in patients with a chronic medical illness found significant
improvements in quality of care and depressive outcomes compared to usual care (Katon et al.,
2010).

Care discontinuity occurs when there is lack of collaboration and coordination between
all involved members of the mental health system. The mental health system consists of many
interrelated components. These include private and public mental health providers, primary
health care systems, emergency services and human service systems (TriWest Group, 2003). As
Knesper (2010) states, “The present mental health care system is pluralistic with competing,
disconnected, and autonomous subsystems and with various types of singularly focused mental
health professionals ( 2010, p.7).”

Fragmented mental health care results in suboptimal clinical outcomes, substantial
functional deficits, decreased patient satisfaction and high costs for patients diagnosed with
persistent and severe mental illnesses (Bauer et al., 2006). Other effects of fragmented mental
health care include increased suicide risk, increased emergency department use to treat mental
health issues, and significant clinical and financial implications. Fragmented mental health care
also results in costly duplication and inappropriate use of services and hospital readmissions.
Readmissions

Readmission following a psychiatric hospitalization is a costly and often preventable
event that often relates to poorly coordinated care. During 2003 and 2004, almost one-fifth of
Medicare beneficiaries or more than 2.3 million patients, were readmitted within 30 days of

discharge (Centers for Medicare & Medicaid Services, 2012). Randomized controlled trials have
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shown that improvement in health care can reduce readmission rates and focus on interventions

that improve continuity of care (Centers for Medicare & Medicaid Services, 2012).

Financial Implications

There are multiple pressures for all members of the healthcare community to improve
health care collaboration and continuity. The trend in government is to reduce Medicare
spending and The Hospital Readmissions Reduction Program intends to reduce preventable
readmissions by reducing Medicare payments to certain hospitals with relatively high
preventable readmission rates (Stone & Hoffman, 2010). Policy makers have suggested
bundling Medicare payments to hospitals and post-acute care providers to encourage better
collaboration among providers and to enhance accountability for patient outcomes and treatment
costs (Stone & Hoffman, 2010). On October 20, 2011, the Centers for Medicare and Medicaid
Services finalized new rules under the Patient Protection and Affordable Care Act to help
doctors, hospitals, and other health care providers improve coordinated care for Medicare
patients (Centers for Medicare & Medicaid Services, 2012). Their goal is to deliver seamless,
high-quality care for patients instead of the fragmented care that often results from a Fee-For-
Service payment system in which different providers receive different, disconnected payments
(Centers for Medicare & Medicaid Services, 2012). Improved collaboration and continuity of
care improves both patient and financial outcomes.
Organizational collaboration issues

Susquehanna Health Systems Behavioral Health Department has identified a need to
improve the collaboration and continuity of their mental health care services. They have

identified issues with lack of communication between the inpatient and outpatient behavioral
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health departments, the emergency department and the primary care providers. The emergency
department continues to experience high levels of mental health patients with psychiatric and
somatic complaints and primary care providers continue to experience high numbers of patients
seeking mental health treatment in their offices. Both areas continue to request improved access
to behavioral health services and improved communication and collaboration with mental health
providers.

Uncoordinated and fragmented mental health care results in negative outcomes for the
patient and for the healthcare system. Improved continuity of mental health care results in
improved patient outcomes and functional status, and decreased costs to the healthcare system.

Using evidence-based interventions can result in improved continuity of mental health care.

Literature Review

There are many evidenced based interventions that improve mental health continuity and
collaboration of care (Butler et al., 2008). Care discontinuity occurs when there is lack of
collaboration and coordination between all providers involved in a patient’s care. Continuity has
been defined as “a process involving the orderly, uninterrupted movement of patients among the
diverse elements of the service delivery system” (Adair et al., 2005, p. 1061). Collaboration
occurs between providers, ensuring that the treatment plan and provision of services is
appropriate and coordinated across providers with different expertise and treatment domains
(Butler et al., 2008).

Chronic care model
A chronic care model improves continuity of care (Institute of Medicine, 2006). The

Substance Abuse and Mental Health Services Administration (SAMHSA) (2012) has developed



IMPROVING COLLABORATION IN MENTAL HEALTH CARE 6

a chronic care model that creates a Behavioral Health Home (BHH) for a patient diagnosed with
mental illness. Key interventions of the BHH to be used in this project include patient self-
management support and improved system delivery and community linkages (SAMHSA, 2012).
The Patient Centered Primary Care Collaborative (2008) also supports the BHH and evidence-
based interventions that support continuous coordinated care. ldentified interventions to improve
collaborative care include the assignment of a primary mental health provider who cares for the
whole patient, enhanced access to care through open access scheduling, and new options for
communication between patients, their personal physician, and practice staff (Patient-Centered
Primary Care Collaborative, 2008).

Improving patient self-management skills

Bauer et al. (2006) identified interventions aimed at improving patients’ self-management
skills through psycho-education and a Life Goals Program. The model they developed focuses
on the ongoing, anticipatory management of mental health issues with an emphasis on patient-
centered collaboration and wellness (Bauer et al., 2006). Productive interactions between an
informed patient and a proactive healthcare team and interventions to improve a patient’s
engagement and self-care result in improved continuity and collaboration of care (Butler et al.
2008; Wagner et al, 2001).

Bauer, Kilbourne, Greenwald, Ludman and McBride (2008) developed and tested a
program and workbook that focuses on illness and life management. The workbook draws on
behavioral, cognitive and motivational interviewing techniques. This program is now used in the
United States and several other countries around the world (Bauer, Kilbourne, Greenwald,
Ludman, & McBride, 2008). Evidence supports the interventions outlined in the Life Goals

Program. Bauer et al. (2008) note treating depression requires a bio-psychosocial approach. A
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bio-psychosocial approach to illness management includes working with a provider who
prescribes medications and using self-management skills to cope with the illness (Bauer et al.,
2008). Bauer et al. (2008) also discovered that collaboration between care providers and the
individuals they treat is the most effective approach to improving patient outcomes.
Enhanced access to care

Increased patient contact and access to care are effective interventions for improving
collaborative mental health care (Bauer et al., 2006). Bauer et al. (2006) focused on enhancing
access to care, continuity of care, and information flow through a nurse care coordinator. The
nurse care coordinator provided aggressive follow-up for missed appointments and collaboration
with other providers involved in patient care (Bauer et al., 2006). In addition to regular care, the
providers in the study also offered same-day telephone response and next-business-day clinic
visits on demand for problems, similar to what is now called open access scheduling (Bauer et
al., 2006). Evidence supports open access scheduling as an intervention that improves continuity
of care (Butler et al., 2008). Improved patient contacts and open access scheduling are
interventions also supported by the Patient Centered Primary Care Collaborative (2008) as ways
to improve continuity of care and are interventions identified for use in this change project.
IMPACT Model

A very effective model of collaborative mental health care is illustrated in the Improving
Mood- Promoting Access to Collaborative Treatment (IMPACT) Model (University of
Washington, n.d.). The IMPACT Model has been implemented in approximately 500 sites in the
United States affecting at least 50,000 individuals (National Registry of Evidence-based

Practices, 2013). Implementation of the IMPACT Model resulted in a 50% or greater
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improvement in depression at 12 months, better physical functioning, higher quality of life, and
greater patient and provider satisfaction (University of Washington, 2008).

The IMPACT intervention is a collaborative care approach in which a mental health
provider works with the patient's regular primary care provider to develop a course of treatment
(Natioanal Registry of Evidence-based Practices, 2013). Interventions in the IMPACT Model
include patient education and self-management support, frequent patient follow-up, systematic
outcome and diagnosis tracking, evidence-based algorithms, and close collaboration between the
primary care and mental health provider (University of Washington, 2008). Interventions from
the IMPACT Model and the other chronic care collaborative models will be the foundation of

this project.

Purpose of Project

The purpose of the proposed practice change is to implement a collaborative chronic
care model in the outpatient behavioral health department to improve collaboration between
mental health and primary care providers. This improved collaboration is hoped to result in
decreased symptoms of patient depression, improved collaboration between providers, fewer
inpatient psychiatric admissions, decreased use of the emergency department for somatic and

psychiatric complaints, and improved patient satisfaction and perception of collaboration.

Project description

The project includes several interventions all focused on improving collaborative mental
health care. Many of the interventions are adapted from the collaborative care model as

developed by Bauer et al. (2006) and from the IMPACT Model as developed by the University
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of Washington (2008). Identified interventions to improve inter-provider collaboration include:
(a) an education module for primary care providers relating to collaboration strategies, (b)
improved referral and communication between mental health and primary care providers using
model communication forms, (c) the psychiatric and mental health nurse practitioner (PMHNP)
functioning as the primary mental health provider, and (d) the use of a psychiatric nurse-care
coordinator to improve interdisciplinary and interdepartmental coordination.

To improve patient access and provide anticipatory proactive care, interventions include
enhanced access to care through open access scheduling, same-day telephone response and next-
business-day clinic visits on demand for problems, reminder phone calls for each appointment,
and frequent patient follow-up for unstable patients or after missed appointments. To improve a
patient’s self-management skills, interventions include patient psycho-education through the
initiation of a Life Goals Program as developed by Bauer et al. (2006), the IMPACT patient
education module (University of Washington, Department of Psychiatry & Behavioral Sciences,
2013), and the Group Therapy Manual for Cognitive Behavioral Treatment of Depression

(Munoz & Miranda, 2000).

Desired Outcomes

The desired outcomes of the practice change focus on improving patient outcomes through
collaboration of mental health treatment. These outcomes include improved patient satisfaction
and improved patient perception of continuity of care, a decrease in reported symptoms of
depression, decreased inpatient psychiatric readmission rates, decreased use of the emergency

department for behavioral healthcare, and enhanced access to behavioral healthcare.

Project Management
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Readiness for change

“The hardest thing is not to get people to accept new ideas; it is to get them to forget old
ones (Keynes as cited in Harris, Roussel, Walters, & Dearman, 2011).” A change
assessment was completed in relation to the identified problem of discontinuity and lack of
collaboration in the mental health department. The IMPACT Needs Assessment (see
Appendix B) was completed to determine the department’s visions, goals, to identify
current practices, and to guide implementation. The need for a program and/or policy
change was identified by the program directors of the behavioral health department and the
emergency department. Other staff supporting the need for policy change includes the
behavioral health nursing staff, the outpatient behavioral health psychiatric and mental
health nurse practitioner and therapy staff, the assessment and referral collaborator, as well
as senior management staff in the organization and Susquehanna Health Physician Group.
There is significant pressure in the behavioral health department from primary care, the
emergency department and senior management to improve access to care, to improve

collaboration and cooperation between providers and improve continuity of care.

Interdisciplinary collaboration

Interdisciplinary teams have been defined as “individuals working together to solve
problems too complex to be addressed by one discipline or multiple disciplines acting in
sequence (Drinka and Clark, 2000).” Multidisciplinary teams include professionals from a range
of disciplines working together to solve a problem (Harris, Roussel, Walters, & Dearman, 2011).
As the goal of this project is to improve collaboration and continuity of mental health care,

interdisciplinary collaboration will be a key part of this project.
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The IMPACT team-building tool will be used to define the role of all team members (see
Appendix C). The tool clearly defines the roles of all team members and creates an effective shared
workflow that makes optimal use of existing staff resources and meets the behavioral health needs of the
patient (University of Washington- AIMS Center, 2011). The tool defines the five steps needed in the
team-building process necessary to sustain evidence-based collaborative care for mental health disorders
(University of Washington- AIMS Center, 2011). This tool will be an important part of the proposed
practice change and will be used to introduce the interventions and team to patients, identify gaps,
training needs and duplication of services, create a customized and integrated behavioral health care

workflow, generate an implementation plan and timeline for the project, and track program outcomes.

Risk management assessment

Risk management involves contingency planning and management of potential issues
and ways to prevent risk (Harris, Roussel, Walters, & Dearman, 2011). A risk management
assessment was completed related to the implementation of this project. Identified risks to the
success of the project include lack of departmental and provider buy-in, lack of patient
participation in the interventions, absence of the nurse-care coordinator due to illness or other
emergency, difficulty with providing open access scheduling and emergency appointments, and

emergency situations that interfere with the ability to fully implement the chosen interventions.

Risk reduction actions have been identified as part of the risk assessment and
management plan. In the case of the inability of key staff to participate in the interventions,
alternative staff will be identified in case of absence or other inability to participate. This
includes coverage of the nurse-care coordinator by a nurse from the inpatient behavioral health
department who can complete the necessary interventions. To reduce risk and improve provider

buy-in, the importance of the project will be emphasized with all members of the behavioral
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health care team and the support of the administration is already secured. To continue the
support of management, proposed risk reduction actions include continuous communication with
management including the progress and importance of the project and interventions. To assure
all key players are aware of the proposed interventions, adequate communication and training
will be provided before the intervention and adequate support will be provided during the
intervention period. Tools and educational materials from the IMPACT program will be used to
educate the staff and improve team building. To address barriers to open access scheduling and
the ability to schedule emergency appointments, the office assistants will be directly involved in
developing a plan to ensure the schedule of the psychiatric and mental health nurse practitioner

will be able to accommodate these appointments.

Organizational approval process

Aside from the IRB process and approval, organizational approval will be obtained to
implement the collaborative care model and selected interventions. The administrative director
of the behavioral health department has already approved the proposed interventions. The
project and proposed interventions was presented to the outpatient behavioral health care team at
the weekly team meetings, and the project was presented and approved by the medical director of

the inpatient behavioral health department.

Role of information technology

Knowing how to use technology and tools in support of projects is a key to success (Harris,
Roussel, Walters, & Dearman, 2011). As Harris et al. (2011) state, healthcare organizations are

confronted with multiple challenges and as a result, planned projects must capitalize on the
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talents and skills of teams, support and expand program capacity, capitalize on available
information technology (IT) tools, and improve operational efficiency. Several IT tools will be
used in this project including computerized electronic prescribing of medications to coordinate
with other providers, secure messaging and email to communicate with other members of the
behavioral health team and for inter-departmental communication including communication with
primary care and emergency providers. Automated documentation templates and computerized
collaborative care plans that can be securely electronically shared are other IT tools that will be
used in the proposed project. IT will also be used for tracking and recording data with Excel

worksheets.

In addition, IT will used during the staff education and online ? component of the
intervention. The IMPACT program has an online training component and several video
modules and handouts will be used to provide education, support, and training for the
interventions. Different modules will be used in the education of different key players who will
be involved in the change project. The PMHNP will complete the entire IMPACT online

training program consisting of 13 modules.

Materials Needed

As there are several parts to the proposed change project, there are different materials that
are necessary for each part of the project. Stages of the project include staff education and
training, the implementation of the patient psycho-education and life skills group, the
administrative and scheduling changes, and the project outcomes evaluation. To implement the
staff training, a computer with internet access and projector will be required to present power-

point presentations and the online IMPACT training modules. These trainings will be completed
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both during staff meetings and other designated training times. Copies of the handouts to

accompany the power points and online modules will also be required.

To facilitate the patient life-skills group, the comprehensive workbook as developed by
Bauer et al. (2008) has been obtained and will be used to provide the modules and exercises
developed by Bauer et al. (2008). Additionally, each member of the group will receive a Group
Therapy Manual for Cognitive Behavioral Treatment of Depression (Munoz & Miranda, 2000).
This manual is publicly available for download and a copy will be downloaded and printed for
each participant. The Project IMPACT patient education manual will also be provided to each
patient (Oishi & Unutzer, 1999). This manual is available on the Project IMPACT website and
is in the public domain. Each of the eight patient life-skills sessions will occur in the outpatient
behavioral health group room, which will be secured for designated group times. Writing

utensils for each participant will also be provided.

Materials will also be required for the program evaluation including copies of the evaluation
tools and writing utensils for each patient to complete the evaluation tool. The decision was
made to use paper evaluation tools instead of computerized tools due to potential lack of
computer literacy of the patient population. There will be 10 patients participating in the
intervention so 10 copies of each of the evaluation tools will be needed at both the beginning and

conclusion of the intervention period.

Materials will also be needed to provide education and tools to each of the primary care
providers involved with the patients participating in the intervention. Each primary care provider
will be provided with a collaboration packet that will include a letter explaining the intervention

and which patient is participating in the intervention They will also receive depression quick
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reference cards, Mental Health Referral Forms (see Appendix D) , and a depression and
collaborative care education module that will be downloaded from the Project Impact Website.

This manual is also in the public domain.

Plans for IRB Approval

A standard Institutional Review Board (IRB) approval will be obtained for this project.
The IRB at Susquehanna Health will be used. An initial meeting was already completed
with a member from IRB and preliminary information was shared to determine the need to
use the organizations IRB. As discussed in the preliminary meeting, the time requirement
to obtain IRB approval is no less than three months from the time of project submission.
Completion of an Ethics Course is recommended by the organization before submission to
the IRB. The IRB template is attached in the IRB Appendix section of this paper ( see

Appendix A).

Plan for Project Evaluation

Outcomes

The expected outcomes of the interventions include improved patient satisfaction and
perception of continuity of care, a decrease in reported symptoms of depression, decreased
inpatient psychiatric readmission rates, decreased use of the emergency department for
psychiatric care, and enhanced access to psychiatric care. At the start of the intervention, each
patient will be asked to identify a pseudonym to use during the intervention and evaluation
period. Patient progress notes, visits, contacts and other appropriate clinical information will be

added to the patients chart accordingly, but for evaluation purposes, all surveys, data
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compilation, and other evaluation methods will be completed using the patients identified

pseudonym.

Decrease in symptoms of depression.

Symptoms of depression will be monitored with tools that quantify a treatment
response. The IMPACT Model encourages providers and organizations implementing or
adapting IMPACT to measure the effectiveness of their program to convince themselves that
they are achieving their goals (University of Washington, Department of Psychiatry &
Behavioral Sciences, 2013). Two recommended indicators include measurement of treatment
outcomes and measurement of symptom reduction. It is recommended that patients receive the
Patient Health Questionnaire-9 (PHQ-9) (see Appendix E) , a structured clinical assessment of
depression severity, at baseline, and at 8 weeks following treatment initiation (University of
Washington, Department of Psychiatry & Behavioral Sciences, 2013). The PHQ-9 can also be
used to measure a decrease in symptom reduction from baseline. In multiple studies the
researchers noted a 50% decrease in depressive symptoms so the goal for symptom reduction
from the IMPACT Model is a 50% reduction in symptoms in at least 50% of the program
participants (University of Washington, Department of Psychiatry & Behavioral Sciences, 2013).

The PHQ-9 is a publicly available tool that is well validated in many populations. In
two, large studies enrolling 6000 patients (3000 from general internal medicine and family
practice clinics and 3000 from obstetrics-gynecology clinics); the Patient Health Questionnaire
(PHQ) was developed and validated (Spitzer, Williams, & Kroenke, n.d.). In the past decade,
the PHQ-9 depression scale has gained increasing use in both research and practice (Spitzer,

Williams, & Kroenke, n.d.). Sensitivity and specificity of the PHQ-9 for diagnosing major
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depression were 74% and 91% with a score of 10 or higher (Arroll, 2010). Adewuya, Ola &
Afolabi (2006) found that the internal consistency of questions within the PHQ-9 was 0.85.
They also found the PHQ-9 had good concurrent validity with the Beck Depression Inventory
(BDI) (r=0.67, P <0.001) and it had a good (r = 0.894, P < 0.001) one month test-retest
reliability (Adewuya, Ola, & Afolabi, 2006).

An Excel based patient tracking form will be used to track patients, changes in PHQ-9
scores, treatment plan changes and contacts (See Appendix F). Change in PHQ-9 score will be
tracked and the minimum target is -50% reductions in score within 8 weeks of treatment
initiation in 50% of the patients. The patient tracking spreadsheet has a built in formula that
displays the change in the PHQ-9 score from the initial visit or start date. After the first PHQ-9
score is entered, as soon as a PHQ-9 score is entered on a follow-up visit, the formula will
display the percent that the score has changed.

Decrease in inpatient admissions and emergency department use.

The patient tracking form includes several other tracking features that will be used to
track intervention related descriptive statistics. The referral column tracks any referral made to
another provider. The contact columns track the type and duration of each patient contact.
There are columns that include the number of inpatient admissions in the last year as well as the
number of emergency room visits within the last year. Additional data tracked on the form

during the intervention includes:

e the number of emergency room visits for somatic or psychiatric complaints,
e the number of inpatient psychiatric admissions or readmissions,
e and the number of times a primary care provider was contacted relating to a participant in

the program.
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The goal of tracking psychiatric hospitalizations and emergency room visits is to
determine if applying the evidence-based interventions can reduce inpatient psychiatric
readmissions and use of the emergency department for psychiatric or somatic complaints.
The goal is a 50% reduction in psychiatric admissions or use of the emergency room for
somatic or psychiatric complaints during the intervention period as compared with the
preceding year. The inpatient census will be checked daily by the office assistant for
admissions and will the office assistant will notify the psychiatric nurse practitioner and the
nurse care coordinator. If a patient participating in the intervention is admitted to the
inpatient unit, this information will be noted on the tracking form. An additional electronic
chart review will be completed at the end of the intervention period to document each

inpatient and emergency room visit.

Improved access to care.

One of the identified outcomes of the project is increasing access to mental health care.
To measure if the interventions result in improved access, data relating to open access scheduling
will be tracked. In open access scheduling, patients are given same day telephone response for
concerns, and next business day clinic visits on demand for problems. Data will be tracked to
determine if we were able to accommodate these goals. The current practice model in the

outpatient behavioral health department does not guarantee next business day access to care.

Descriptive Statistics are used to present quantitative descriptions of data in a
manageable form (Trochim, 2006). A chart review will be completed at the end of the
intervention to document any calls that were not recorded during the intervention period. When

a patient calls the outpatient behavioral health office, the office assistants will take their
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information and the outpatient nurse care coordinator or the psychiatric and mental health nurse
practitioner will call the patient back within the same day. If it is determined that a patient
requires an in office visit for a problem, an appointment will be offered the same or the next
business day. At the end of the intervention, the data will be calculated to determine the
percentage of times patients received a same day phone response or next business day
appointment. An Excel database will also be used to track and calculate this data with a goal of
meeting these guidelines 85% of the time. Any particular reason why you chose this

benchmark?

Improved Patient Perception of Continuity of Care and Satisfaction.

Two of the desired outcomes of the project interventions include improved patient
satisfaction with their mental health treatment and an improved patient perception of continuity
of care. Multiple measurement tools were evaluated as possible tools to measure these
outcomes. The Alberta Continuity of Services Scale (ACSS-MH) was chosen due to its
excellent content validity (Uijen et al., 2012). The ACSS-MH as developed by Joyce et al.
(2004) was evaluated in a mental health setting, measures all three dimensions of continuity of
care, and has a higher quality of measurement properties than other continuity of care measures

(Uijen et al., 2012).

The ACSS-MH was developed empirically from a pool of attributes of continuity
extracted from 305 theoretical and empirical research articles and 36 interviews with patients
diagnosed with severe mental iliness (Joyce et al., 2004). The tool was later used in a 17-month
follow-up study of 486 adults with severe mental illness and was developed to measure

continuity of care for mental health services from the client’s perspective (Adair et al., 2005). It
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includes items in three sub-domains that measure personal, team, and cross-boundary continuity
(Uijen et al., 2012). The ACSS-MH has excellent internal consistency and excellent structural
validity (Durbin, Goering, Streiner, & Pink, 2004; Uijen et al., 2012). It was validated in both
community and outpatient mental health programs (Uijen et al., 2012). The information relating
to this tool is in the public domain. These questions were adapted to construct a Perceived
Continuity of Care Survey specific for use in the outpatient behavioral health department to

measure continuity (see Appendix G).

To evaluate the effectiveness of the interventions, data will be analyzed similarly to the
epidemiologic design followed by Adair et al. (2005). Adair et al. (2005) performed a classical
prospective cohort study and grouped participants according to exposure status and the incidence
of disease. In the study, the analogue for exposure status was continuity of care over the
intervention period, and the analogues for disease status were health outcomes (Adair et al.,
2005). In this project, the Perceived Continuity of Care Survey will be administered both at the
beginning and the end of the intervention period to evaluate a possible improvement in the mean
overall score (a decrease in overall score notes improvement). As similar to the study by Adair
et al. (2005), data from the ACSS-MH will be further examined to determine if there is a
correlation between interventions to improve continuity and collaborative care and improvement

in the other identified outcomes.

Planned Implementation Steps
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The lowa Model of Evidence-Based Practice to Promote Quality Care (see Appendix
H)! is being used as a model to guide the project interventions (Titler et al., 1998). The
problem focused trigger identified was a process improvement issue of lack of collaboration
in mental health treatment. It was determined that this is a priority for the organization and
department. Relevant research and data relating to collaborative care was assembled,
critiqued and synthesized and it was determined that there was a sufficient evidence base to
pilot a practice change. Outcomes to be achieved were identified and evidence-based
practice guidelines were created to improve collaborative mental health care. At project

completion, the outcomes will be evaluated to determine if a practice change is warranted.

Setting for practice change

The planned setting for the project will be the outpatient behavioral health department.
Collaboration will occur with other departments including the inpatient behavioral health
department, the emergency department and primary care. The staff education, process change
and patient psycho-education groups will all occur within the outpatient behavioral health

department.

Population for practice change

The population of focus in this project will include patients in the outpatient behavioral

health department with a DSM IV-TR Axis | diagnosis of major depression or bipolar disorder.

! Note: Used/Reprinted with permission from the University of Towa Hospitals and Clinics and Marita G. Titler, PhD, RN,

FAAN. Copyright 1998. For permission to use or reproduce the model, please contact the University of lowa Hospitals and

Clinics at (319)384-9098.
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Additionally, they must have a history of one inpatient behavioral health admission. The
intervention will be limited to a group of 10 patients who will be identified and selected by the
outpatient behavioral health care team as patients who could benefit from the intervention. This
will be discussed and decided during the outpatient behavioral health treatment-team meetings.
Each patient chosen to participate in the interventions must also have a primary care provider in
addition to the psychiatric and mental health nurse practitioner. Exclusion criteria will be similar
to those used by Bauer et al. (2006) and include active substance abuse, a diagnosis of moderate
to severe dementia, hospitalization on a psychiatric unit for more than six months of the last year,
and the existence of a terminal medical illness with less than three years of expected longevity.
Patients unable or unwilling to give informed consent or unable to participate in other ways or
patients participating in any other experimental mental health studies will also be excluded from

participation in the interventions.

Steps for Implementation

The intervention period will be nine weeks in duration. The first week will include
identifying and scheduling patients, signing of consents, and notification to the primary care
physician that their patient is participating in the project. The primary care physician will also be
provided with the collaboration packet discussed earlier in this paper. The second week the
implementation of the collaborative care model will begin and will continue for the following
eight weeks. All of the previously mentioned interventions will occur simultaneously throughout
the remainder of the nine-week intervention period. Each of the ten patients participating in the
intervention will participate in a life skills group, will participate in open access scheduling, and

will have contact from the nurse care coordinator. Additionally, the PMHNP and the nurse care
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coordinator will collaborate with the primary care provider of each of the patients participating in
the intervention. These interventions are intended to improve collaboration of care and result in
improvement in each of the aforementioned outcomes.

Life skills group.

Each of the patients participating in the project will participate in an eight week life
goals program using the Life Goals Workbook Program as developed by Bauer et al.(2008), the
Group Therapy Manual for Cognitive-Behavioral Treatment of Depression (Munoz & Miranda,
2000) and the IMPACT Model patient education brochure (Oishi & Unutzer, 1999). The Life
Goals Program supports improvements in clinical status, social function, and quality of life when
used in a collaborative care setting (Bauer, Kilbourne, Greenwald, Ludman, & McBride, 2008).
The life skills group will occur weekly for 75 minutes in the outpatient behavioral health group
room for eight weeks, and patients will be given take home assignments to complete after each
session. Each patient during the first and last weeks of the life skills group will complete the
PHQ-9 and the ACSS-MH.

Process Changes.

Several process changes will be implemented during the intervention period. To
improve access to care, open access scheduling will be implemented for each of the project
participants. Interventions include same day telephone response for patient phone calls during
business hours by the PMHNP or the nurse care coordinator and same or next business day
appointments for patient problems as scheduled by either the office assistants or the nurse care
coordinator. Additionally, patient reminder calls by the administrative assistants for each
scheduled appointment and follow-up calls by the nurse care coordinator after missed scheduled

appointments will occur. As previously noted, the nurse care coordinator or the PMHNP will
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track all referrals, phone contacts, appointments, emergency room visits, inpatient admissions,
contacts with the primary care provider, PHQ-9 scores and treatment plan changes on the Excel
patient tracking form that will be synchronized and shared through a document workspace. Any
information shared will be password protected, and emails will be sent using the secure email
system. The Mental Health Communication to Primary Care Clinician Form (see Appendix 1)
will be completed by the PMHNP during the first week of the intervention, at the end of the
intervention period, and for any identified changes in the patient’s treatment plan during the
intervention period. This communication form will be provided with the initial collaboration
packet provided during the first week, and faxed, emailed or sent interoffice mail with the
appropriate HIPPA precautions for all other times.

OK—what are your plans for dissemination when the project concludes??

Conclusion

Lack of collaboration in mental health care results in less than optimal outcomes for
patients diagnosed with mental illness. Evidence has identified many consequences of a
fragmented mental health system. These consequences include increased symptoms of
depression and other mental health symptoms, a patients perception of discontinuous and
fragmented care, low patient satisfaction with treatment, decreased access to mental health care,
increased use of the emergency department for somatic and psychiatric complaints, and

unnecessary patient admissions to the inpatient behavioral health unit.
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The purpose of this change project is to implement evidence-based interventions that
focus on improving continuity of mental health care and collaboration between mental health and
primary care providers. Proposed interventions include a patient psycho-education group to
improve patient self-management skills, process changes including open access scheduling and
frequent patient follow-up, and the use of a nurse care coordinator and other interventions
intended to improve collaboration between providers. All required approvals will be obtained
prior to the implementation of the interventions, including departmental, organizational and IRB

approval.

The goal of implementing an evidence-based collaboration project is to demonstrate a
significant correlation between improving mental health collaboration and identified patient
outcomes. The desired outcomes of the project include improved patient satisfaction, improved
patient perception of treatment continuity and provider collaboration, decreased symptoms of
depression, improved access to mental health care, decreased inpatient hospital readmissions,
and decreased use of the emergency department for somatic or psychiatric complaints. It is
hoped that the identified interventions in this project will result in clearly improved outcomes
and this project will be a model for a long-term practice change and improvement in the

outpatient behavioral health department at Susquehanna Health.

Heading Total Points Available Total Points Received
Structure/mechanics 10 9.5 a few comma faults
APA 5 5

Overview of problem 2 2

Overview of Lit Review 2 2

Purpose of project 4 4

Project management 6 6

Planned materials 6 6

Planned Implementation 8 6.5 more information is
Steps need on what will be
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accomplished during the
life skills sessions. Need to
expand setting description.

Plans for Project Evaluation

7 Some benchmarks need
further explanation. Some
of the analyses are research
oriented and go beyond
what is necessary for EBP.
In addition, there is no
literature provided to
support the need for the
patient perception measure.

References

4

IRB Appendix

12 Consent form needed:;
HIPPA waiver incomplete;
First section missing
implementation steps.

64/70 Nice Work!
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Appendix A: Standard Review IRB proposal

Chatham University- DNP Program
NUR 704 Design Paper

IRB APPENDIX TEMPLATE

Title of Submission: Improving collaboration in mental health care.
Type of Review: Exempt _ Expedited___ Standard Review_X___

Type of Submission: Evidence-based Practice

1. What is the purpose of the proposed project including specific objectives:

The purpose of this evidence-based practice change project is to implement interventions
in the outpatient behavioral health department that will improve mental health continuity and
collaboration. This will be accomplished by implementing interventions from evidence-based
collaborative care models with the outpatient behavioral health team functioning as the center of
a patient’s overall mental health care. The goal of this practice change project is to initiate a
practice change that results in holistic, effective, evidence-based, and collaborative patient-

focused mental health care.

Background

Research supports the need for collaboration and continuity in the mental health system and
demonstrates how improved collaboration results in improved quality of life and outcomes in

persons diagnosed with mental illness. A recent meta-analysis reviewed 37 trials of
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collaborative care and compared the results to the outcomes obtained from usual care. The
studies found evidence of two-fold higher rates of adherence to antidepressant medication over
the first six months of treatment and improved depressive outcomes that often persisted for at
least two years (Katon et al., 2010). Other trials of collaborative care approaches to treating
depression in patients with a chronic medical illness found significant improvements in quality

of care and depressive outcomes compared to usual care (Katon et al., 2010).

Care discontinuity occurs when there is lack of collaboration and coordination between
all involved members of the mental health system. The mental health system consists of many
interrelated components. These include private and public mental health providers, primary
health care systems, emergency services and human service systems (TriWest Group, 2003). As
Knesper (2010) states, “The present mental health care system is pluralistic with competing,
disconnected, and autonomous subsystems and with various types of singularly focused mental
health professionals ( 2010, p.7).”

Fragmented mental health care results in suboptimal clinical outcomes, substantial
functional deficits, decreased patient satisfaction and high costs for patients diagnosed with
persistent and severe mental illnesses (Bauer et al., 2006). Other effects of fragmented mental
health care include increased suicide risk, increased emergency department use to treat mental
health issues, and significant clinical and financial implications. Fragmented mental health care
also results in costly duplication and inappropriate use of services and hospital readmissions.
Uncoordinated and fragmented mental health care results in negative outcomes for the patient
and for the healthcare system. Improved continuity of mental health care results in improved
patient outcomes and functional status, and decreased costs to the healthcare system. Using

evidence-based interventions can result in improved continuity of mental health care.
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Purpose of Project

The purpose of the proposed practice change is to implement a collaborative chronic
care model in the outpatient behavioral health department to improve collaboration between
mental health and primary care providers. This improved collaboration is hoped to result in
decreased symptoms of patient depression, improved collaboration between providers, fewer
inpatient psychiatric admissions, decreased use of the emergency department for somatic and

psychiatric complaints, and improved patient satisfaction and perception of collaboration.

Project description

The project includes several interventions all focused on improving collaborative mental
health care. Many of the interventions are adapted from the collaborative care model as
developed by Bauer et al. (2006) and from the IMPACT Model as developed by the University
of Washington (2008). Identified interventions to improve inter-provider collaboration include:
(a) an education module for primary care providers relating to collaboration strategies, (b)
improved referral and communication between mental health and primary care providers using
model communication forms, (c) the psychiatric and mental health nurse practitioner (PMHNP)
functioning as the primary mental health provider, and (d) the use of a psychiatric nurse-care
coordinator to improve interdisciplinary and interdepartmental coordination.

To improve patient access and provide anticipatory proactive care, interventions include
enhanced access to care through open access scheduling, same-day telephone response and next-

business-day clinic visits on demand for problems, reminder phone calls for each appointment,
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and frequent patient follow-up for unstable patients or after missed appointments. To improve a
patient’s self-management skills, interventions include patient psycho-education through the
initiation of a Life Goals Program as developed by Bauer et al. (2006), the IMPACT patient
education module, and the Group Therapy Manual for Cognitive Behavioral Treatment of

Depression (Munoz & Miranda, 2000).

2. Describe the participant population to be used including description:

The population of focus in this project will include patients in the Susquehanna Health
outpatient behavioral health department with a DSM IV-TR Axis | diagnosis and a
history of at least one inpatient psychiatric hospitalization. The intervention will be
limited to a group of 10 patients who will be identified and selected by the outpatient
behavioral health care team. Each patient chosen to participate in the interventions must
also have a primary care provider in addition to their mental health provider. Exclusion
criteria will be similar to those used by Bauer et al. (2006) and include active substance
abuse, a diagnosis of moderate to severe dementia, hospitalization on a psychiatric unit
for more than 6 months of the last year, and the existence of a terminal medical illness
with less than three years of expected longevity. Patients unable or unwilling to give
informed consent or unable to participate in other way or patients participating in any
other experimental mental health studies will also be excluded from participation in the
interventions. Participation in all interventions is voluntary. After identification by the
outpatient behavioral health team through consultation and chart review, potential

patients will be invited through both a written letter as well as a face-to-face discussion of
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the proposed interventions. Consent forms will be obtained from each patient by the
PMHNP.

3. Alist of letter(s) of permission from any outside agency being used for project data
collection:

All data will be obtained from patients within the outpatient behavioral health system
at Susquehanna Health. An approval letter has not been obtained at this time.

4. The approximate amount of time each participant will be expected to commit to the
project:

Each participant in the program will meet for eight, 75-minute patient education and life
skills group sessions for a total time commitment of 600 minutes, or a total of 10 hours.

The overall duration of the complete intervention period is 9 weeks.

5. How will the outcome/evaluation data will be collected and recorded without
participant identifiers:

At the start of the intervention, each patient will be asked to identify a pseudonym to use
during the intervention and evaluation period and this will be used with their respective patient
number, from 1-10. Patient progress notes, visits, contacts and other appropriate clinical
information will be added to the patients chart accordingly, but for evaluation purposes, all
surveys, data compilation, and other evaluation methods will be completed using the patients
identified pseudonym.

6. What materials or equipment will be used during the project:

As there are several parts to the proposed change project, there are different materials that
are necessary for each part of the project. Stages of the project include staff education and
training, the implementation of the patient psycho-education and life skills group, the

administrative and scheduling changes, and the project outcomes evaluation. To implement the
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staff training, a computer with internet access and projector will be required to present power-
point presentations and the online IMPACT training modules. These trainings will be completed
both during staff meetings and other designated training times. Copies of the handouts to

accompany the power points and online modules will also be required.

To facilitate the patient life-skills group, the comprehensive workbook as developed by
Bauer et al. (2008) has been obtained and will be used to provide the modules and exercises
developed by Bauer et al. (2008). Additionally, each member of the group will receive a Group
Therapy Manual for Cognitive Behavioral Treatment of Depression(Munoz & Miranda, 2000).
This manual is publicly available for download and a copy will be downloaded and printed for
each participant. The Project IMPACT patient education manual will also be provided to each
patient (Oishi & Unutzer, 1999). This manual is available on the Project IMPACT website and
is in the public domain. Each of the eight patient life-skills sessions will occur in the outpatient
behavioral health group room, which will be secured for designated group times. Writing

utensils for each participant will also be provided.

Materials will also be required for the program evaluation including copies of the evaluation
tools and writing utensils for each patient to complete the evaluation tool. The decision was
made to use paper evaluation tools instead of computerized tools due to potential lack of
computer literacy of the patient population. There will be 10 patients participating in the
intervention so 10 copies of each of the evaluation tools will be needed at both the beginning and

conclusion of the intervention period.

Materials will also be needed to provide education and tools to each of the primary care

providers involved with the patients participating in the intervention. Each primary care provider
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will be provided with a collaboration packet that will include a letter explaining the intervention
and which patient is participating in the intervention They will also receive depression quick
reference cards, Mental Health Referral Forms (see Appendix D), and an depression and
collaborative care education module that will be downloaded from the Project Impact Website.
This manual is also in the public domain.

7. Where survey instruments are involved, a copy of the instrument and, for surveys

not created for this project, assurance that the project coordinator has proper
approval to use them:

All surveys used in this project are in the public domain.

1. The PHQ-9 is available for public use (see Appendix E)

2. The Perceived Continuity of Care Survey was adapted from questions from the
ACSS-MH but specifically adapted to the outpatient behavioral health department at
Susquehanna Health. Adaptations included formatting, questions specific to this
intervention, and changing language to include nurse practitioner instead of
psychiatrist only. This document is also in the public domain (see Appendix G).

8. How will participant anonymity OR confidentiality be maintained: <

. At the start of the intervention, each patient will be asked to identify a pseudonym to use
during the intervention and evaluation period so his or her identity remains anonymous. Patient
progress notes, visits, contacts and other appropriate clinical information will be added to the
patients chart accordingly, but for evaluation purposes, all surveys, data compilation, and other
evaluation methods will be completed using the patients identified pseudonym. Additionally, all

interprovider communication will be secure and HIPPA compliant. All communications, groups,
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and other correspondence will be treated with the same confidentiality that exists with all patient

interactions and information in the behavioral health setting.

9.

10.

11.

Describe the plans for securely storing data records during and after the project:

Records will be stored electronically on a secure, password protected computer in the
psychiatric mental health nurse practitioners locked office in the outpatient behavioral
health department. Only the psychiatric nurse practitioner uses this computer. The
computer system is protected with log-on passwords, as well as biometric fingerprint
security. Information will be stored in a password protected and encrypted file within the
computer for five years. After five years, the files will be permanently deleted from the
computer.

Who will be given access to the stored data:

No other staff members will have access to the stored data. No other staff members use
the computer in the psychiatric nurse practitioners office or have the password to that
computer system as it contains other protected health information.

Please attach the consent form and/or cover letter if you are planning to use one:

I will be using Susquehanna Health’s consent form for this project.
Consent will be obtained for all patients participating in the intervention.

Cover letter attached (see Appendix J)
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Appendix B

Implementing IMPACT
Exploring Your Organization

Vision & coals

1. What is our organizafion's vision for the IMPACT program?

Program options
A primary care-bosed depression care orogrom
A component of an existing chronic disease management /oopulafion care
managemant program
Other

Frogram scope
Number of sites, practices, providers, pafients

Target popuiation consideraticns
Age. gender
Languages
Special needs, comaorbid medical/psychiatric/substance abuse problems
Insurance benefits

2. What are our organization's goals for the IMPACT program?

Possible mofivating factors forimproving depression care and implemeniing the

IMPACT program
Improved health cutcomes — depression, functioning, other
Increased patient satisfaciion
Increased provider satisfaction
Increased employer/ourchaser demand
Improved HEDIS or other performance indicatorns

Financial incentives for quality care
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Appendix C

Integrated Behavioral Health Care AI M S CENTER

Team Building Process Achrarmwing Integrated Wil Hekh Solutions

Th iS feam bl_]l |d |r|g IDDI was developed based on experience helping mere than 500 organizations
adapt, imploment, and sustain evidencs-based collaborative care for common mental disorders. Our experience has taught
us that for integrated cars programs to succeed, dinic need te dearly define the reles of all team members and create an
effective shared work flew that makes optimal use of existing staff reseurces and meets the behavioral health needs of the
unique patient pepalatien served by sach clinic.

There are § steps in the feam building process:

Individual Team Members Complete a Staff Self-assessment
Identify Gaps, Duplication of Services, and Training Meeds
Create a Customized Integrated Behavioral Health Care Workflow for yaur Practice

Generate an Implementation Plan and Timeline Tailared to Your Practice

2o 20

Track Program Qutcomes and Adjust as Necessary

There are 3 worksheets to suppaort this team building process:

@ Team Membear Self Aszessment
&  Task Summary by Team Member
€ Summary & Change Flan

Facilitation of Integrated Care Team Building Process
First, 1 or 2 team member(s] should be identified te facilitate the team building process:
@ Tailar worksheets based on felevant collaborative cale tasks
& Distribute and collect completed Step 1 Wolksheets fol each team member®
& Tabulate all team member fesponses by completing the Task Summaly by Staff Wolksheet
0 Facilitate a follow-up meeting aftel Team Building Worksheets are completed and tabulated, and document—duling of
aftel the mesting—the airent status and change plans in the Summary & Change Plan Worksheet
B Create an implementation plan and timeline

@  FRegularly revisit the Summary & Change Flan with the team to review progress and adjust foles as necessaly
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Appendix D
MENTAL HEALTH REFERRAL FORM
Patient Naume DOEB
g:-.-‘.-p K loizarce Company =icnstica
3 duldrens
= Name, MD Practce Name
Z Name, DO Curect
= Namse, ARNP Cuty, State Zip
Z Name, PA
Telephone RO
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AL | fesiek Frof I Providing Servi
Nure
Thore Town
Sesses for Bolerial
Aamagement (ztsaen Servicer Regared
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Appendix E

PATIENT HEALTH QUESTIONNAIRE-9

(PHQ-9)

Cwer the last 2 weeks how often have you been bothered

Mara Mearl
by any of the following problems? sevaral  than half aver;
{Usz “»" fo indicate your answer) Hot at all days the days day
1. LHtle interest or plzaswre in doing things o 1 2 3
2. Feelng down, depressed, or hopeless 0 1 2 3
3. Trouble faling or staying aslesp, or sleeping too much 0 1 2 3
4. Feeing tired or having litle ensrgy 0 1 2 3
3. Poor appetite or overeating o 1 b 3
B. Feelng bad about yourself — or that you are a failure or o i . 3

hawe let yoursef or your family down =
T. Trouble concentrating on things, such as reading the i i . 3
newspaper or waiching television -
8. Moving or speaking so slowly that other people cou'd have
noticed? Cr the cpposite — being so fidgety or restless 0 1 2 3
that you have been moving around a lot more than usual
%. Thoughts that you would be better off dead or of hurting 0 i - 3
yourself m some way =
FioRr oFFicE coome 0+ + +
=Total Scora:

If you checked off gny problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?

Mot difficult Somewhat Very Extremely
at all difficult difficult difficult
O | O |

Developed by Drs. Robert L. Spizer, Janet B.W. Willams, Kurt Kroenie and colleagues, with an educational grant from
Pfizer Inc. Mo permission required to reprodwce, translate, display or distribute
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Appendix F: Clinical Tracking Chart

a O 0| on O
sobaw 3506+ | 1eBamdnog ¢ | TR g uay ey
T Y
e e g
woxamg | e iHg
saoN sYNsuo) I PNOHIN gy uopmsdeg uope NPy ueld [elojARyRg UOBULIO JU| JISIA
wmO|  aOw]
| Eump w5 = | wbumg g o= T T emgamy s
E—— T
S e _—
sa0N SYNSUOY IBYOHIN | twwy | ey uonedpay uejq [eioneYBg U0 [NBWIIO JU] MISIA
——
DE— T
e e e g
NG Y L i)
SaON SYNsU0) BYPOHW Iy uymudeg uopedIpay uejq |eloneysg uoj3ewoju| auljesey |

ferviads ‘ssoueuny aica puod Bul) ‘scssens 3 oddre 6o
SMOp [epogoyMsg

(seEUeLp 32US Y pe ‘AP LS 0P FURL)
VORI OB Po Y

T IWW
$q P o)
— YT T 1 W spu —sby
SweN
SUCIUPUC)) W2 |pe |y Uiy ) UoH) EULIOJu U Bd
EE—TTTT yey) buppes] (e B Seciaant



45

IMPROVING COLLABORATION IN MENTAL HEALTH CARE

Appendix G: Perceived Continuity of Care Survey
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Appendix H

The lowa Model of Evidence-Based

Practice to Promote Quality Care
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Usea/Reprinted with permission from the University of Towa Hospitals and Clinics and Marita G. Titler, PhD, RN, FAAN.

Copyright 1998. For permission to use or reproduce the model, please contact the University of Towa Hospitals and Clinics at

(319)384-9098.
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Appendix |

MENTAL HEALTH COMMUNICATION TO PRIMARY CARE CLINICIAN

Patient Name DOB: D&

Please provide an update abour the patient by: (Date)

Provider Name: Phone:

Stieet Address Fax =

City, State ZIP;

Panient Progress:

Dates of Treatment From o

a) Did the patient come for an evalation? Q Ye: Q No

b) Is the patient engaged m treatment’ O Ve QO No

¢) What are the psychotropic drugs either recommended or presenbed?
Med:cation: Doze: mg Fraquency
Med:cation: Doze mg Fraquency:
Med:cation: Doze: mg Fraquency:
Medication: Doze: mg Fraquency:

d) What type of psyvchotherapy is the patient receiving?

How Often”

Patient Response to Treatment (Symptoms & Function)

Plans to Alter Treatment

Recommendarions to the Primary Care Clinician

Mentzl Eealth Professional Signatue: Date:

Please FAX completed form to:
QName MD QName. DO O Name, ARNP O Name. PA

.........

Copwright © 2009 3CM, LILC - May be reproduced ov adapsed fov mom-commercial purposes
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Appendix J: Cover Letter

Susqut:l 1anna HL‘aith

Tl T caring. T e of healir

Chzar Participant,

Hello! As wouw know, I am a psychiamic md memial healih murse practidoener hers at Susquekarma Health
Behawroral Health Yoo may also koow that T am finishing ooy Doctor of MNorsing Practice Degree at
Chatham TUniversity, in Priitsburgh, Penosylvamia. You are being iovited to pardcipate in an evidences-
based project to Improve contimity of care and collaberation in the oupatient mental health deparmeent.
As part of the program, youw will be asked to pamicipats in a weskly Iife skills and psycho-educanon groop
w0 decrease sympioas of depression and belp you develop improsved self-care skills. The group will Last
for eipht wesks and each zmoup sessicn will last approximetely 75 pometes. All paterials will be
providad to you fres of charge. Each group pamticipant will receive a copy of the Life oals Workbook, a
copy of the Group Therapy Mammal for Coznitive Behanioral Treanment of Depression, and the project
IVPACT padient narmal Thess will be vours to keep at the end of the mremvertion. In additon o the
Lfe skdlls group, there will be other interventions amyed 1 Inproving wour care io the ouipaiient
belaioral health deparmyent. All interenrions are aimed at improving your health, decreasing sympioms
of depres=sicn and improadns collaboration betwveen vour mendal bealth and primary care prosaders. This
pTOELAn poses o sk to you. All inforraton and data will be confidenital apd securely stored Mo
persopal informpation about you will ever be shared. Your tdme copmyiment is approximately 10 hoors
for the zmoup sessions. Addiiomally, we will be ipaplemenins several changes o the way you receive
cara dunmg this mtervention pertad inclndng same day telephons response and pex business day
appoinmments for any protlers you may experience. We will also be comermaumi caiimg with your prinsary
cars proadders about your care, and providing thems with tools o balp vou freal your depression and
provids bemer coordmated care.

I am asking you to consider pamicipating m this evidence-based project. Please read the atached form
and sigw if you agres to pariccipate. If wou have aoy guestons of conoerns, please fesl to call mw office at
FM-320-7525. Thanok you for yous time and consideraion

Progect Coordicator Faculty Adwisor
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Appendix K: Permission to Use lowa Model

1613 Fermission o LUse andior Reproduce The lowa Modsl - Culiook Web Access Light
ﬁ:aﬂémmfmm [Type bere to search [T Folder E1[2] 0id Addresspock | IJ Optioss | ®p | Logof
3 v N It ] T s | =T
HEl catendar Permission to Use and/or Reproduce The Iowa Model
|82 conta noreply@ gemailserver.com [noreply@gemailserver.com]

Sant: Monday, Decerber 03, 2012 1203 PM
S Deloted Dtems (42} Tor  King, Stephanie
7 orafts [7)
4 Inbeo (581} o B as today, to The Iowa Model of Evidence-Eased Practios o Promote Qualty Care (Tiber et
(g JunkE-stat al, 2001) Click the PDF file below to downkad the model
[ Sent fenz Copyright of the lowa Model of Evidence-Bazed Practics to Promoke Qualky Care will be ooy Thee Lir v of Towa
and Clinics.

Ciick to wiew all folders

£ Manage Folders ..

Ihlova Mode

In varitten material, please add the following stabesrent:
= with of Towa and Ciinics and Marita G Tither, PhiD, R, FaAM.
1558, For o use or = the mndel, please contact the Linkrersity of Ioves Mospials and Clinkcs at
¥ you have guestions, plsse contact Kerberly Jordan st 3193049058 or kinderiy-jordanielove. adu.
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