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Abstract

Background: Collaborative care and care management are corner-
stones of Primary Care-Mental Health Integration (PC-MHI) and have
been shown to reduce depressive symptoms. Historically, the standard
of Veterans Affairs (VA) collaborative care was referring patients with
posttraumatic stress disorder (PTSD) to specialty care. Although re-
ferral to evidence-based specialty care is ideal, many veterans with
PTSD do not receive such care. To address this issue and reduce
barriers to care, VA currently recommends veterans with PTSD be
offered treatment within PC-MHI as an alternative. The current pro-
ject outlines a pilot implementation of an established telephone-based
collaborative care model—Translating Initiatives for Depression into
Effective Solutions (TIDES)—adapted for Iraq/Afghanistan War vet-
erans with PTSD symptoms (TIDES/PTSD) seen in a postdeployment
primary care clinic. Materials and Methods: Structured medical re-
cord extraction and qualitative data collection procedures were used to
evaluate acceptability, feasibility, and outcomes. Results: Most par-
ticipants (n=17) were male (94.1%) and white (70.6%). Average age
was 31.2 (standard deviation=6.4) years. TIDES/PTSD was suc-
cessfully implemented within PC-MHI and was acceptable to patients
and staff. Additionally, the total number of care manager calls was
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positively correlated with number of psychiatry visits (r=0.63,
p<0.05) and amount of reduction in PTSD symptoms (r=0.66,
p<0.05). Overall, participants in the pilot reported a significant re-
duction in PTSD symptoms over the course of the treatment (t=2.87,
p=0.01). Conclusions: TIDES can be successfully adapted and im-
plemented for use among Iraq/Afghanistan veterans with PTSD.
Further work is needed to test the effectiveness and implementation of
this model in other sites and among veterans of other eras.

Key words: veterans, collaborative care, primary care mental health,
posttraumatic stress disorder

Introduction
pproximately one-fifth of Veterans Affairs (VA)-enrolled
Iraq/Afghanistan veterans have been diagnosed with
posttraumatic stress disorder (PTSD), which makes PTSD
the most commonly diagnosed mental disorder among
Iraq/Afghanistan veterans seeking VA care."” Despite need, fewer
than 10% of Iraq/Afghanistan veterans with PTSD attend the nine or
more sessions (in <15 weeks) recommended for treating PTSD, and
only one-third receive care in a VA clinic that specializes in empir-
ically supported treatments for PTSD, likely because of barriers (e.g.,
stigma, transportation and time, trust in mental health profession-
als).>* Given these issues with specialty care engagement, primary
care-based treatment may be needed.

To help address these issues, VA has implemented Primary Care-
Mental Health Integration (PC-MHI) teams within primary care
clinics.>”” A cornerstone of PC-MHI is the co-located collaborative
care model, including a care management program.®® Collaborative
care has been shown to reduce depressive symptoms among VA
primary care patients.’ Collaborative care explicitly enhances com-
munication, coordination, and the referral process between primary
care and mental healthcare providers through the use of care man-
agers (CMs). CMs, typically nurses, are supervised by mental health
specialists and assist primary care providers (PCPs) in assessing and
treating mental health symptoms. CMs track symptoms, educate
patients about symptoms and related treatments, and provide follow-
up contact to maintain connection between patient and provider.
CMs typically conduct these activities over the phone, reducing travel
burdens for patients and conserving hospital space.

Despite the promise of collaborative care, VA’s directive to offer
comprehensive mental health services within PC-MHL® and the fact
that the primary VA collaborative care models assess for PTSD
symptoms as part of routine care,®'® the use of these models among
veterans with PTSD has been limited. Likely because of factors such
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as providers lacking confidence to treat PTSD within primary care,''
collaborative care algorithms have typically recommended referral of
patients with PTSD to specialty clinics. Thus, although integration of
mental health services into primary care has improved PTSD detec-
tion,” PTSD symptoms are often undertreated in this setting.'* Given
inadequate specialty mental health treatment engagement for Iraq/
Afghanistan veterans with PTSD,? care coordination models would
likely optimize treatment for those whose symptoms can be managed
in primary care and encourage and facilitate referral to specialty
mental healthcare for those with more severe symptoms.'°

Primary care-based anxiety treatment is acceptable to and effec-
tive for civilians."> Additionally, adapting collaborative care models
to include PTSD-specific tools appears to be feasible and associated
with clinical improvements among military service members im-
mediately postdeployment. One study found that a model of col-
laborative care (RESPECT-Mil) was positively viewed by patients and
providers and that a majority of patients who participated in treat-
ment for 6 weeks or longer experienced significant improvements in
PTSD and depressive symptoms.'* A randomized controlled trial of a
newly implemented collaborative care model adapted for veterans
with PTSD (RESPECT-PTSD) was completed by the National Center
for PTSD investigators; participants were more likely to fill antide-
pressant prescriptions and to have a mental health visit but did not
experience mental health symptom improvements.'' The present
study builds on prior work to determine how to best deliver collab-
orative care within VA for veterans with PTSD.

To complement VA and U.S. Department of Defense efforts, this
pilot study evaluated the adaptation of an existing collaborative care
model for management of depression in primary care to be applied
among Iraq/Afghanistan veterans with PTSD: Translating Initiatives
for Depression into Effective Solutions (TIDES).?

The primary objective of this study was to assess the acceptability
and feasibility of TIDES/PTSD. Acceptability was measured by as-
sessing provider and patient satisfaction with various elements of the
program (e.g., telephone delivery, content of calls, coordination with
providers). Feasibility was examined based on whether we were able
to successfully implement TIDES/PTSD (i.e., establish CM practices,
update the CM scripts and templates, and enroll and follow veterans)
and providers’ ratings of program components’ feasibility following
its completion. As a secondary aim, we examined pre-post changes in
symptoms and associations with mental health engagement; it was
hypothesized that the degree of participation in TIDES/PTSD would
be associated with significantly reduced PTSD symptoms from
baseline to follow-up and with mental healthcare utilization.

Materials and Methods
TIDES/PTSD ADAPTATION

Within VA, there are two CM-based collaborative care programs
recommended for PC-MHI teams: Behavioral Health Lab'® and TIDES.
The latter is an evidence-based, telephone-delivered CM program de-
signed to support PCPs caring for veterans with depressive disorders
within primary care.? The TIDES protocol involves monthly telephone
calls that are carried out by nurse CMs. TIDES calls are guided by a

medical record-based template and script that (1) assesses current
psychiatric symptoms and medication adherence and side effects, (2)
provides patient education and self-management and psychosocial
support, and (3) facilitates treatment referrals when indicated. TIDES
CMs form an important therapeutic bridge among the patient, the PCP,
and a supervising psychiatrist, who aids in making treatment recom-
mendations to the PCPs.? CMs also guide patients in brief, self-directed
interventions such as behavioral activation. Below is a portion of the
script provided to CMs for use during follow-up telephone calls:

Last time we talked about ways you can help yourself to feel better,
such as planning more pleasurable activities into your life. Do you
remember the plan you made at the time? How is that going? Have you
been doing the activities you set for yourself? If not, what do you think
interfered with your intentions? Maybe we can come up with a new
plan today that feels better to you.

With the PC-MHI initiative resulting in increased presence of co-
located mental health providers (e.g., psychologists) in primary care,
CMs may also work directly with these providers.

In the current study, TIDES protocols, tools, and electronic medical
record templates were modified to include content relevant to PTSD
medication treatment (e.g., prazosin), psychosocial information, and
symptom management. For example, information regarding typical
PTSD symptoms such as hyperarousal and emotional numbing were
assessed and discussed. To supplement CM telephone calls, all par-
ticipants were provided with a printed copy of Strategies for Mana-
ging Stress After War: Veteran’s Workbook and Guide to Wellness, a
therapist-guided bibliotherapy tool designed for patients who are
unwilling or unable to attend mental health services for PTSD.'® This
tool was selected because it provides education regarding the com-
mon ways that posttraumatic problems present (such as via behav-
ioral difficulties with families and friends), promotes risk-reduction,
and encourages follow-through with referrals consistent with best-
practice prevention guidelines for posttraumatic stress.'® Based on
symptom presentation, CMs directed veterans to read specific chap-
ters that provided behavioral and cognitive modification coping
techniques (e.g., progressive relaxation, cognitive restructuring).

PARTICIPANTS

Twenty participants enrolled (response rate, 62.5%), and 17 com-
pleted at least one CM call. Of these, average age was 31.2 (standard
devation [SD]=6.4) years, and 94.1% were male. Most had served in
the Army (62.5%) and were white (70.6%). The remaining participants
were black (11.8%), Asian (5.9%), Native Hawaiian or Pacific Islander
(5.9%), and biracial (5.9%). The current relationship status of partici-
pants was as follows: 37.5% married, 12.5% living with a significant
other, 18.8% separated or divorced, and 31.3% never married.

PROCEDURE

Feasibility and acceptability of TIDES/PTSD were tested in a VA
postdeployment health clinic providing integrated primary care and
mental health services to postcombat veterans. Participants were
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referred to the pilot study by their PCPs and/or mental health pro-
viders if the patient expressed interest and the provider believed the
patient would benefit from TIDES/PTSD, at which point eligibility
was ascertained, and written informed consent was obtained. To be
enrolled, veterans had to have deployed to Iraq and/or Afghanistan
and report at least subthreshold PTSD symptoms (=35 on the PTSD
Checklist-Military Version [PCL-M]'”"'®). Exclusion criteria included
prominent suicidal or homicidal ideation, psychotic symptoms, and
active substance abuse. Participants enrolled in the study between
August 2008 and May 2009. CMs followed participants for an av-
erage of 4.23 months (range, 0.5-10 months). This study was ap-
proved by the local Institutional Review Board.

MEASURES

CMs entered data directly into participants’ electronic medical re-
cords using TIDES/PTSD templates, which are medical record notes
that guide the CM through a series of predetermined questions, mea-
sures (e.g., the PCL-M), and basic interventions (e.g., encouraging
medication compliance), with the latter being based on the partici-
pants’ responses to questions. Once the template is completed, it is
stored in the veteran’s electronic medical record as a note that can be
accessed by VA providers. Templated notes allow for standardization
of procedures and ease data extraction. All quantitative measures were
extracted from the veterans’ medical records using standardized pro-
cedures. Process of care measures included psychotherapy and psy-
chiatry utilization, no-shows (scheduled appointments that the patient
did not attend), and CM contact (i.e., number of TIDES/PTSD tele-
phone sessions in which the veteran participated). The primary clini-
cal outcome was PTSD symptom severity, measured with the PCL-M.
Depression was assessed with the Patient Health Questionnaire-9
(PHQ-9)." Initial and last clinical measures obtained during the study
were used for pre-post comparison. Analyses were performed in SPSS
version 19 software (2010 release; IBM Corp., Armonk, NY).

Qualitative data collection procedures to evaluate feasibility and
acceptability of the adapted model included a mixture of open-ended

questions administered in a semistructured interview using an in-
terview guide and 5-point Likert-scale ratings; all qualitative mate-
rials and methods were developed by the research team. A team of
two trained evaluators, one serving as the interviewer and one taking
notes, conducted approximately 30-min semistructured interviews
with a purposive sample of clinical staff (n=7) and patients (n=9).
Clinical staff included CMs and primary care and mental health
personnel. Patients were identified to maximize the range of demo-
graphics and the extent of follow-up received (i.e., both high-
involvement and low-involvement participants). Patient interviews
and rating scales focused on satisfaction with the program, as did
staff interviews, which also asked about issues pertaining to feasi-
bility of implementation. The rating scales were prompted with “How
practical is [model component] to put into place?” to assess feasibility
and “How desirable or useful is [model component]?” to assess ac-
ceptability. Rating scales were summarized using averages. After
each interview, interview notes were reviewed by both members of
the team for accuracy and completeness.

Results were analyzed using a simple grid in Microsoft (Redmond,
WA) Excel® so that common themes (e.g., compatibility with PC-
MHI, refinement recommendations) across respondents could be
identified and summarized. Interviewers addressed discrepancies in
thematic interpretations through discussion and review.

Results

Table 1 contains data regarding associations among mental
healthcare utilization, CM contact, and clinical outcomes. Total CM
contact was strongly associated with number of psychiatry visits.
Neither psychotherapy utilization nor no-shows was significantly
correlated with CM contact. CM contact was strongly associated with
reduction in PTSD symptoms. The average initial PCL-M rating was
53.65 (SD=10.71), and the average follow-up rating was 46.76
(SD=15.71), a significant reduction [r=2.87 (df=16), p=0.011].
Results were comparable when those with at least three CM contacts
were selected [mean score difference=9.21 (SD=9.24); t=3.73

Table 1. Associations Among Mental Healthcare Utilization, Care Manager Calls, and Posttraumatic Stress Disorder
and Depression Symptom Rating Reduction

FULL SAMPLE

CORRELATION (R)* WITH

PCL-M PRE-POST PHQ-9 PRE-POST
CM CALLS SCORE CHANGE SCORE CHANGE®

VISIT TYPE [MEAN (SD)]
CM calls 453 (2.24) = 0.660° —0.436
Psychiatry visits 1.47 (1.33) 0.625° 0.318 —0.500
Psychotherapy visits 3.71 (6.56) -0.010 —0.038 0.072
No shows 1.24 (1.79) —0.049 0.355 0.197

“Correlations calculated with Pearson's r.

®Analyses run among those with depression at baseline (=10 on the Patient Health Questionnaire-9 [depression] [PHQ-9]; n=13).
*p<0.01.

CM, care manager; PCL-M, Posttraumatic Stress Disorder Checklist-Military Version; SD, standard deviation.
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(df=13), p=0.003]. Average CM contact was not statistically asso-
ciated with reduction in depression symptoms among those with
comorbid depression at baseline (PHQ-9 > 10; n=13). However, their
depression decreased. The average initial PHQ-9 score was 14.69
(SD=3.47), and average follow-up PHQ-9 was 11.38 (SD=3.91), a
significant reduction [t=2.20 (df=12), p=0.048]. Difference in PHQ-
9 score was not statistically different when those who engaged in at
least three CM contacts were selected [mean score difference=3.09
(SD=5.87); t=1.75 (df=10), p=0.111).

QUALITATIVE FINDINGS

Table 2 presents clinical staff members’ ratings of feasibility and
acceptability regarding TIDES/PTSD program components. Staff
ratings were consistently high; the lowest ranked component was the
feasibility of using the patient workbook. In semistructured inter-
views, all staff interviewed reported that the model integrated well
with existing clinic processes and that it was a useful augmentation
tool for promoting patient engagement and improving access. Sev-
eral also noted that the program enhanced the PC-MHI mission.
Several providers recommended increased interface between CMs
and clinicians and increased flexibility of veteran contact hours. A
summary of participant ratings and semistructured interviews is
presented in Table 3. Participants were generally satisfied with
TIDES/PTSD. The lowest ranked component was health education.
All veterans said they would recommend TIDES/PTSD to others, and
two already had. All veterans recommended that the model of care
be continued. Four recommended that the program refine proto-
cols to reduce redundancy, modify assessment scales, and increase
individualization.

Discussion
Findings indicate that a telephone-based collaborative care model
can be adapted and implemented for use among Iraq/Afghanistan

Table 2. Component Ratings by Clinical Staff Following Translating Initiatives for Depression
into Effective Solutions/Posttraumatic Stress Disorder Adaptation (n=7)

Table 3. Summary of Participant Satisfaction with
Translating Initiatives for Depression into Effective

Solutions/Posttraumatic Stress Disorder Adaptation (n=9)

PROGRAM COMPONENT (RATING SCALE) | AVERAGE RATING

Medication support 47
Health education 38
Health self-management 4.3
General concern and interest 43
Assistance in communication with providers 4.6
Comfortable with being called 100%
Felt comfortable with frequency of calls 89%
Program should continue 100%
Would recommend to others 100%

Patients were asked to rate the components on a scale of 1-5, where 1=poor,
2 =fair, 3=moderate, 4=good, and 5=excellent.

veterans with PTSD, in line with other studies of collaborative care
treatment for anxiety disorders.'>'* The TIDES/PTSD telephone-
based collaborative care model was acceptable to patients and
staff, receiving consistently high satisfaction ratings. Moreover,
the program was viewed as feasible by providers across a wide variety
of program components, templates were successfully adapted, and
the program was successfully integrated into VA PC-MHI care. This
smooth integration into existing treatment protocols is notable given
the mixed findings regarding implementation of collaborative care
for PTSD in military and VA primary care settings. Engel et al.'* re-
ported successful implementation of a telephone-based collaborative
care program for PTSD among mil-
itary service members, but Schnurr
et al.'! noted significant difficulties

AVERAGE AVERAGE in implementation, accompanied by

FAMILIAR WITH FEASIBILITY SATISFACTION poor effectiveness outcomes. They

PROGRAM COMPONENT COMPONENT (N) RATING RATING hypothesized that the poor out-
Medication follow-up 5 44 50 comes were related to the observed
higher referral rate to specialty

P milenel i 2 e mental healthcare and poorer over-
Patient self-management support 4 48 5.0 all fidelity to the treatment proto-
N J— 4 50 50 col compared with studies assessing
similar treatments for depression.

Other patient education and support 4 4.3 4.8 They reported that PCPs’ confidence
Screening for depression 6 5.0 5.0 in addressing PTSD symptoms
Monitoring patient progress 5 4.4 5.0 within primary care was lower than
for depression, likely contributing to

Facilitating communication among team 5 4.8 48 the poor implementation. The au-

Average feasibility and desirability ratings include only respondents who indicated familiarity with the component. Staff
were asked to rate the components on a scale of 1-5, where 1=poor, 2="fair, 3=moderate, 4=good, and 5=excellent.
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thors in both studies recommended
further evaluation on implementa-
tion and efficacy of similar protocols.
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The current study represents a promising pilot of an alternative
method that may lend itself to effective integration into existing
systems of care.

Care management is a cornerstone of collaborative care. Psy-
chiatry visits and total CM contact were highly correlated, suggesting
that collaborative care may promote psychiatry engagement.
Otherwise, no significant associations with utilization were identi-
fied. TIDES/PTSD may need to be modified to maximize its ability to
coordinate and promote engagement with mental healthcare. Find-
ings also may reflect that veterans already engaged in behavioral
therapy are receiving adequate care management from other sources
(e.g., providers of evidence-based in-person psychotherapy), but that
collaborative care provides an important safety net for those other-
wise not receiving psychotherapeutic interventions.

Telephone-based collaborative care may also serve as a safety net
for veterans, such as those residing in rural areas, who find it dif-
ficult to engage in mental health services because of distance.’?%?'
In our sample those living further from VA facilities engaged in
more TIDES/PTSD calls, whereas those living closest to VA facilities
engaged in more in-person psychotherapy (data not shown). Thus,
telephone-based collaborative care may prove useful in promot-
ing care for Iraq/Afghanistan veterans with PTSD facing barriers
due to the time and costs of travel. Identifying treatments that
address such geographic barriers is essential, given that living
further from VA facilities interferes with receiving needed mental
healthcare services for Iraq/Afghanistan veterans.? As such, TIDES/
PTSD may prove a useful model for improving care for those liv-
ing further from VA facilities because travel is not required for
telephone-based care.

Clinical data suggest TIDES/PTSD was associated with improve-
ment in PTSD. Combat-related PTSD tends to be chronic without
treatment,””?* and, as such, it is unlikely this improvement was
entirely due to spontaneous recovery. A randomized controlled trial
will be necessary to draw firm conclusions regarding the efficacy
of the treatment. Although overall depression ratings decreased at
follow-up among those with baseline depression, symptom reduction
was not associated with CM contact.

LIMITATIONS

Several limitations warrant mention; study findings should be
interpreted with caution. The sample consisted of Iraq/Afghanistan
veterans seen in a VA postdeployment clinic, which may limit ability
to generalize findings to other VA clinics and/or other veteran sub-
populations. For this small pilot study we were unable to include a
comparison group of usual care; without one, it is unclear whether
improvements in PTSD can be attributed to TIDES/PTSD. Symptom
measurement may be subject to bias; because PCL-M ratings were
assessed during CM calls, symptom change for those participating in
few calls may be underestimated. Several variables that would have
provided rich information (e.g., prior mental health treatment, the
conflict in which they served [i.e., Iraq, Afghanistan, or both]) were
not assessed in this study. Because patients were not randomly as-
signed to a variable number of sessions, examining outcomes based
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on number of sessions attended is biased, as patient characteristics
that predict both treatment adherence and outcomes cannot be teased
apart. Only one woman participated in this study, despite substantial
efforts to recruit women; future studies of TIDES/PTSD should re-
quire recruitment of women. Finally, sample size was small, thereby
limiting ability to test for statistical significance, which may have led
to spurious statistical results.

Conclusions

This study adds to prior evidence that telephone-based care is
beneficial for symptom management and the treatment of depres-
sive and anxiety disorders'>'*?*"2® and that it can be delivered
with good adherence to treatment protocols.”’” Within VA, tele-
mental health has an increasingly prominent role.?® Telephone-
based care is poised to address veteran geographic access to care
barriers in a cost-effective manner by reducing the need to travel
for care.”® In an effort to provide an empirical basis for this
large expansion of services, this study provides preliminary find-
ings supporting the feasibility, acceptability, and effectiveness of
an adapted telephone-based collaborative care model for Iraq/
Afghanistan veterans with PTSD. The following modifications to
TIDES/PTSD may be needed to be responsive to staff and patient
suggestions and to improve care coordination: (1) clearer processes
for CMs making recommendations to providers, (2) a referral
management protocol to identify patients appropriate for care
management and those needing specialty care, and (3) enhanced
and tailored self-management strategies (e.g., exercise assessment
and recommendations) and use of Web-based and phone-based
materials. Further work is needed to rigorously test effectiveness
and implementation of TIDES/PTSD in general VA primary care
settings, among veterans from all eras. Such work should be con-
ducted with larger samples and use appropriate comparison groups
to more clearly estimate the impact of TIDES/PTSD. This model is
poised to improve functioning of veterans with PTSD and may hold
promise for non-VA setting implementation.
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