Evaluating the
Implementation of the
Re-Engineering Systems of
Primary Care Treatment in

the Military (RESPECT-Mil)

Eunice C. Wong, Lisa H. Jaycox, Lynsay Ayer, Caroline Epley, Racine Harris,
Scott Naftel, Susan M. Paddock



http://www.rand.org/pubs/research_reports/RR588.html
http://www.rand.org/

Form Approved

Report Documentation Page OMB No. 0704-0188

Public reporting burden for the collection of information is estimated to average 1 hour per response, including the time for reviewing instructions, searching existing data sources, gathering and
maintaining the data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimate or any other aspect of this collection of information,
including suggestions for reducing this burden, to Washington Headquarters Services, Directorate for Information Operations and Reports, 1215 Jefferson Davis Highway, Suite 1204, Arlington
VA 22202-4302. Respondents should be aware that notwithstanding any other provision of law, no person shall be subject to a penalty for failing to comply with a collection of information if it
does not display a currently valid OMB control number.

1. REPORT DATE 3. DATES COVERED
2015 2. REPORT TYPE 00-00-2015 to 00-00-2015
4. TITLE AND SUBTITLE 5a. CONTRACT NUMBER

Evaluating the Implementation of the Re-Engineering Systems of £b. GRANT NUMBER

Primary Care Treatment in the Military (RESPECT-Mil)
5c. PROGRAM ELEMENT NUMBER

6. AUTHOR(S) 5d. PROJECT NUMBER

5e. TASK NUMBER

5f. WORK UNIT NUMBER

7. PERFORMING ORGANIZATION NAME(S) AND ADDRESS(ES) 8. PERFORMING ORGANIZATION
RAND Corporation,National Defense Resear ch Institute,1776 Main REPORT NUMBER
Street, P.O. Box 2138,Santa M onica,CA,90407-2138

9. SPONSORING/MONITORING AGENCY NAME(S) AND ADDRESS(ES) 10. SPONSOR/MONITOR’'S ACRONYM(S)
11. SPONSOR/MONITOR’ S REPORT
NUMBER(S)

12. DISTRIBUTION/AVAILABILITY STATEMENT

Approved for public release; distribution unlimited

13. SUPPLEMENTARY NOTES

14. ABSTRACT

15. SUBJECT TERMS

16. SECURITY CLASSIFICATION OF: 17. LIMITATION OF 18. NUMBER 19a. NAME OF

ABSTRACT OF PAGES RESPONSIBLE PERSON
a REPORT b. ABSTRACT c. THISPAGE Sa_me as 170
unclassified unclassified unclassified Report (SAR)

Standard Form 298 (Rev. 8-98)
Prescribed by ANSI Std Z39-18



For more information on this publication, visit www.rand.org/t/RR588

Library of Congress Cataloging-in-Publication Data is available for this publication.
ISBN: 978-0-8330-8898-7

Published by the RAND Corporation, Santa Monica, Calif.
© Copyright 2015 RAND Corporation
RAND?" is a registered trademark.

Limited Print and Electronic Distribution Rights

This document and trademark(s) contained herein are protected by law. This representation of RAND
intellectual property is provided for noncommercial use only. Unauthorized posting of this publication
online is prohibited. Permission is given to duplicate this document for personal use only, as long as it
is unaltered and complete. Permission is required from RAND to reproduce, or reuse in another form, any of
its research documents for commercial use. For information on reprint and linking permissions, please visit
www.rand.org/pubs/permissions.html.

The RAND Corporation is a research organization that develops solutions to public policy challenges to help make
communities throughout the world safer and more secure, healthier and more prosperous. RAND is nonprofit,
nonpartisan, and committed to the public interest.

RAND’s publications do not necessarily reflect the opinions of its research clients and sponsors.

Support RAND
Make a tax-deductible charitable contribution at
www.rand.org/giving/contribute

www.rand.org


http://www.rand.org/t/RR588
http://www.rand.org/pubs/permissions.html
http://www.rand.org/giving/contribute
http://www.rand.org

Preface

During the decade following the September 11, 2001, terrorist attacks, approximately 2.6 mil-
lion U.S. service members were deployed to support combat operations in Afghanistan (Opera-
tion Enduring Freedom) and Iraq (Operations Iragi Freedom and New Dawn) (U.S. Gov-
ernment Accountability Office [GAQO], 2011). The U.S. military has been functioning at an
unprecedented high operational tempo, as evidenced by the multiple deployments of more
than a third of these U.S. service members and the extended period of conflict (GAO, 2011).
The psychological toll of these protracted combat operations on U.S. service members has gar-
nered increasing concern. The Department of Defense (DoD) has engaged in a series of efforts
to ensure that the military health system is adequately positioned to address the psychological
health needs of service members.

In 2009, the Defense Centers of Excellence for Psychological Health and Traumatic Brain
Injury (DCoE) requested the RAND Corporation’s assistance in assessing the effectiveness of
DoD-sponsored programs aimed at promoting the psychological health of service members
and their families. One of the programs selected for evaluation is the Re-Engineering Systems
of Primary Care Treatment in the Military (RESPECT-Mil), a system of care designed to
screen, assess, and treat posttraumatic stress disorder and depression among active duty service
members in the Army’s primary care settings.

This report details RAND’s independent evaluation of the implementation of RESPECT-
Mil. Analyses were based on existing program data used to monitor fidelity to RESPECT-Mil
across the Army’s primary care clinics, as well as discussions with key stakeholders.

This report will be of particular interest to policymakers and officials within the DoD
who are responsible for developing and implementing programs to address the psychological
health of service members, especially within the context of military primary care settings.

This research was sponsored by the Assistant Secretary of Defense for Health Affairs
and the DCoE and conducted within the Forces and Resources Policy Center of the RAND
National Defense Research Institute, a federally funded research and development center
sponsored by the Office of the Secretary of Defense, the Joint Staff, the Unified Combatant
Commands, the Navy, the Marine Corps, the defense agencies, and the defense Intelligence
Community. This report is one of a series of program evaluations conducted as part of the
Innovative Practices for Psychological Health and Traumatic Brain Injury project; for more
information and to access other products from this project, please visit the project web page
(http://www.rand.org/multi/military/innovative-practices.html).

For more information on the RAND Forces and Resources Policy Center, see
http://www.rand.org/nsrd/ndri/centers/frp.html or contact the director (contact information is

provided on the web page).
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Summary

The Re-Engineering Systems of Primary Care Treatment in the Military (RESPECT-Mil)
Program is a system of care designed to screen, assess, and treat posttraumatic stress disorder
(PTSD) and depression among active duty service members in the Army’s primary care set-
tings. A team of researchers from RAND evaluated the implementation of the program in
military treatment facilities based on existing program data and discussions with key stake-
holders. This report presents results from the evaluation and makes recommendations intended
to improve the implementation of collaborative care models such as RESPECT-Mil in military
treatment settings. Lessons learned may apply to other primary care—based models that facili-
tate and coordinate care for behavioral health needs (e.g., Patient Centered Medical Home, or

PCMH).

Background

Improving Access to Mental Health Services for Active Duty Service Members

Despite high rates of need, many service members do not seek mental health care. Among
active duty service members with probable PTSD or depression, nearly half have not sought
any mental health care in the prior year (Schell and Marshall, 2008). The Department of
Defense (DoD) Task Force on Mental Health put forth a recommendation to embed mental
health professionals in primary care settings as one way to increase the accessibility of mental
health services among service members (Department of Defense Task Force on Mental Health,
2007). This recommendation is based on the view that primary care settings may be less stig-
matizing than specialty mental health clinics. Identifying service members with unmet mental
health needs in primary care and connecting them to services in the same setting may be an
effective means for increasing access to treatment. Service members make an average of three
primary care visits per year; women and those with PTSD access primary care at even higher
rates (Frayne et al., 2011).

Effective approaches to integrating mental health treatment within primary care have
been established for depression and anxiety in civilian settings (Archer et al., 2012; Thota et al.,
2012). Similar efforts have been under way in the Department of Veterans Affairs (VA) for sev-
eral years now but have mostly targeted depression (Felker et al., 2006; Fortney, Enderle, et al.,
2012). DoD has launched programs to integrate mental health care into military primary care
settings with active duty service members, but these programs have not been evaluated exten-
sively (Weinick et al., 2011).

In 2009, the Defense Centers of Excellence for Psychological Health and Traumatic Brain
Injury (DCoE) asked RAND to evaluate DoD-sponsored programs aimed at promoting the
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psychological health of service members and their families. One of the programs selected for

evaluation was RESPECT-Mil.

Origins and Components of the RESPECT-Mil Program

RESPECT-Mil is based on a collaborative care model known as Re-Engineering Primary Care
Treatment of Depression (RESPECT-D) (Dietrich et al., 2004). At the center of RESPECT-D
is its Three Component Model (3CM), a systematic integrated team approach to depression care
involving three core components: (1) the primary care clinician and practice, (2) care manage-
ment, and (3) a collaborating mental health specialist. RESPECT-D was designed to account
for challenges in implementing and sustaining collaborative care programs in real-world set-
tings that lack intensive, externally funded research support. RESPECT-D is composed of
practical, evidence-based clinical routines for depression management intended to facilitate
broad dissemination using available resources within health care organizations. RESPECT-D
has been found to substantially improve depression-related outcomes and treatment satisfac-
tion compared with treatment as usual in primary care (Dietrich et al., 2004). RESPECT-Mil
builds on RESPECT-D by using the 3CM to improve the management of PTSD and depres-
sion in the Army’s primary care clinics.

Analogous to RESPECT-D, RESPECT-Mil has three components: (1) the primary care
provider and prepared practice, (2) the RESPECT-Mil care facilitator, and (3) the behavioral
health specialist, more commonly referred to as the bebavioral health champion (Engel et al.,
2008). The primary care provider and prepared practice provide routine screening, assessment,
and management of PTSD and depression. The primary care provider works with service
members to develop a treatment plan, which may include psychotropic medication, counsel-
ing, and self-management strategies. The care facilitator plays a supportive role by promot-
ing service members’ adherence to treatment plans. Care facilitators achieve this via monthly
follow-up contacts during which they attend to service member needs, monitor treatment
adherence and response, and encourage self-management strategies. Care facilitators keep the
primary care provider and the behavioral health champion abreast of the service members’
treatment experiences. The behavioral health champion, typically a psychiatrist, provides clini-
cal and pharmacotherapy advice to the primary care provider, monitors service members’ treat-
ment progress with the care facilitator, and facilitates referrals to specialty care when indicated.

In addition to the 3CM, the U.S. Army Medical Command ordered the formation of the
RESPECT-Mil Implementation Team to provide program management, training, oversight,
and assistance to Army installations assigned to implement RESPECT-Mil (U.S. Army Medi-
cal Command Operation Order 07-34; see U.S. Army Medical Command, 2007).! Beginning
in 2007, the program was implemented at 15 Army military treatment facilities, involving 43
primary care clinics. By the summer of 2012, RESPECT-Mil had expanded to 37 Army instal-
lations and more than 90 clinics (Deployment Health Clinical Center, 2012). RESPECT-
Mil represents one of the largest undertakings to implement collaborative care for PTSD and
depression in real-world settings.

1" Though formed in response to the U.S. Army Medical Command Operation Order 07-34, the RESPECT-Mil Imple-

mentation Team was not actually within the Army chain of command.
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RAND’s Evaluation Goals

RAND?’s evaluation focused on the implementation of RESPECT-Mil. The evaluation had
three specific aims: (1) assess the degree to which RESPECT-Mil is being implemented in the
Army’s primary care settings; (2) identify facilitators and barriers to implementation; and (3)
examine the sustainability of RESPECT-Mil according to the perspectives of key stakeholders
in the military health system. We map these three aims onto the Reach, Efficacy, Adoption,
Implementation, Maintenance (RE-AIM) framework (Glasgow, Vogt, and Boles, 1999). The
RE-AIM framework has been used as a model for evaluating the implementation or translation
of evidence-based practices into real-world settings (Meyer et al., 2012; Rogers et al., 2013).

According to the RE-AIM framework, the implementation and public health impact
of an evidence-based intervention depends on the following factors: the scope and extent to
which the intervention reaches the targeted population; the efficacy of the intervention in yield-
ing positive outcomes; the degree of adoption of the intervention across a substantial propor-
tion of settings; the level of implementation fidelity with respect to whether the intervention is
being delivered as designed; and the viability of the long-term maintenance of the intervention.

For aim 1, we examined the implementation of RESPECT-Mil in relation to the reach,
adoption, implementation fidelity, and efficacy of the program.? Aims 2 and 3 explore factors
associated with the maintenance of collaborative care programs like RESPECT-Mil. Aim 2
identifies facilitators and barriers to implementing RESPECT-Mil from the perspective of pro-
viders and the RESPECT-Mil Implementation Team. Aim 3 assesses the sustainability of the
program from the vantage point of stakeholders in the military health system.

Methodological Approach

For aim 1, we relied on two data sources that the RESPECT-Mil Implementation Team main-
tains for the purposes of program oversight—Monthly Screening and Referral Clinic Reports
and the Fast Informative Risk and Safety Tracker and Stepped Treatment Entry and Planning
System (FIRST-STEPS). Data were extracted from these two sources for the period of August
2011 to March 2012 for 37 U.S. Army installations with 84 primary care clinics. The Monthly
Screening and Referral Clinic Reports track screening and referral practices for PTSD and
depression. FIRST-STEPS is an electronic case-management tracking tool designed for use
by care facilitators and behavioral health champions. FIRST-STEPS contains records on care
facilitator contacts, clinical assessments, medication and counseling adherence, engagement in
psychoeducation and self-management goals, and final dispositions of case closures.?

For aim 2, we spoke with RESPECT-Mil providers and the RESPECT-Mil Implementa-
tion Team to identify facilitators and barriers to implementation. A total of 35 RESPECT-Mil

2 The efficacy of an intervention can be tested using a variety of study designs. A randomized controlled trial in which
PTSD and depression outcomes are compared among service members who are randomly assigned to RESPECT-Mil or
usual care is considered the most rigorous test of efficacy. However, this was not possible given that the program had already
been implemented throughout most of the Army installations before the start of the evaluation. This evaluation naturalisti-
cally investigated changes in clinical symptoms and functioning to examine the impact of the program on participants.

3 The RESPECT-Mil Implementation Team has not had access to the kind of data obtained for the current evaluation

(i.e., aggregated individual-level data over the entire course of treatment). This has precluded a more fine-grained assessment
of the implementation of RESPECT-Mil, which is provided in the current report.
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providers participated in the study (i.e., 11 care facilitators, seven behavioral health cham-
pions, eight primary care champions, and nine primary care providers), while all 11 of the
RESPECT-Mil Implementation Team members participated (e.g., program director, deputy
director, behavioral health and care facilitator proponent, program evaluators, database man-
agers and analysts, and administrative assistants). For aim 3, we relied on discussions with key
stakeholders within the military health system and with the RESPECT-Mil Implementation
Team to gain further insight to factors that may influence the sustainability of the program.
Personnel from the Regional Medical Commands, U.S. Army Medical Department, U.S.
Army Medical Commands, the Office of the Assistant Secretary of Defense for Health Affairs,
and Tricare Management Activity were invited to take part in the study. A total of 24 of 43 key
stakeholders who were contacted agreed to participate.

Findings

Aim 1: Extent of Implementation of RESPECT-Mil in Army Primary Care Settings

Reach

To determine the reach of RESPECT-Mil, we asked the following question: 70 what extent does
RESPECT-Mil facilitate the identification of service members with mental health needs related to
depression andfor PTSD?

* Of the primary care visits made from August 2011 to March 2012, 93 percent (599,760)
included screens for PTSD and depression.

* Of the screened visits, 13 percent (77,998) resulted in a positive screen.

* Of the positive screens, 61 percent (47,797) resulted in a probable diagnosis of a mental
health disorder:
— Forty-six percent (36,231) of positive screens had a diagnosis of PTSD, depression, or

both.

— Fifteen percent (11,566) of positive screens had a diagnosis other than PTSD or depres-

sion.

Of the approximately 80,000 positive screens, a breakdown of their final disposition is as fol-
lows (final dispositions of the remaining 2 percent [1,617] were unknown due to missing data):*

e Sixteen percent (12,835) resulted in a referral being accepted to one or more of the follow-
ing sources of care: enhanced primary care treatment (i.e., RESPECT-Mil), behavioral
health, or another psychosocial resource.

* Eight percent (6,353) resulted in a referral being declined to RESPECT-Mil, behavioral
health, or both.

* Five percent (4,033) resulted in the need being addressed in primary care “as usual.”

e Thirteen percent (10,172) resulted in no behavioral health need being identified.

* Fifty-five percent (42,988) were recorded as already being in one or more sources of
mental health treatment.

4 'The Monthly Screening and Referral Clinic Reports track the final disposition of only positive screens. The final disposi-
tion of visits in which a probable diagnosis is identified is not tracked and thus is not provided in this report.
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Findings indicate that at an absolute level, RESPECT-Mil is identifying a considerable
number of service members who are reporting depression and PTSD symptoms, as evidenced
by the number of positive screens resulting from routine screening. Moreover, a substantial
proportion of positive screens are resulting in the detection of probable diagnoses of depression
and PTSD and other mental diagnoses. Of the total positive screens, only a smaller propor-
tion (13 percent) had no behavioral health need identified. Of the 19,188 referrals provided
(referrals accepted plus referrals declined), approximately two-thirds were accepted, resulting
in a sizeable number of service members being connected to needed mental health care. More
than half of the positive screens were composed of service members who were already in treat-
ment but were still symptomatic. To the extent that routine screenings can facilitate additional
support for service members who are engaged in treatment but are not progressing sufficiently,
this may be another venue in which RESPECT-Mil can address unmet mental health needs.

Adoption

To examine the level of adoption of RESPECT-Mil,> we analyzed the screening and referral
rates for each of the 37 Army installations that had implemented RESPECT-Mil. This helped
answer the following question: How do Army installations vary with respect to the identification
and referral of service members with mental health needs?

* A majority of installations (25 out of 37) were screening a high proportion of visits (rang-
ing from 91 to 99 percent); 31 of 37 installations were screening at least 80 percent of
their visits.

* In many cases, service members who screened positive were already in treatment. At 20
of the 37 installations, 50 percent or more of those screening positive were recorded as
already receiving care.

* For ten of the 37 installations, at least 20 percent of positive screens resulted in an accepted
referral to RESPECT-Mil; 24 of the installations had rates between 10 percent and
19 percent.

* Of positive screens, five of the 37 installations had rates of declined referrals to RESPECT-
Mil that were 10 percent or higher.

Most installations were conducting depression and PTSD screening for a large proportion
of primary care visits. Rates of positive screens were also fairly uniform across sites. In contrast,
rates of probable diagnosis resulting from positive screens were more variable, with no evident
or consistent relationship to length of implementation time. With respect to rates of referrals
of positive screens, variation also occurred across sites but with no clear relationship to length
of implementation time. Thus, implementing RESPECT-Mil over a longer duration does not
guarantee greater rates of identification and referral of service members with mental health
needs. Further, the extent to which variations in probable diagnoses and referral rates are due
to service member factors (e.g., differences in clinical symptoms, willingness to disclose, or
preferences for certain types of services is unknown) versus provider factors (e.g., administra-
tion of clinical assessments, willingness to address mental health needs) is unknown.

> Adoption indicators could only be derived from screening and referral clinic data because they contained installation site

information. Adoption indicators could not be derived for other RESPECT-Mil components (e.g., care facilitator contacts)
because FIRST-STEPS data do not contain installation site information.
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Implementation Fidelity

The RAND team analyzed data from FIRST-STEPS, an electronic case-management track-
ing tool, to examine the implementation of key components of RESPECT-Mil. We extracted
clinical assessment and treatment monitoring information for 3,043 service members who
were enrolled in RESPECT-Mil during the period between August 2011 and March 2012.
Below are the main findings to the questions we posed regarding the implementation fidelity
of RESPECT-Mil. We asked: 7o what degree is RESPECT-Mil enrolling service members with
depression andfor PTSD?

Of the 3,403 service members enrolled in RESPECT-Mil:

e Sixteen percent (549) had no symptoms or minimal symptoms.

* Another 14 percent (473) were missing clinical assessments at baseline.

* The remaining 70 percent (2,381) were classified according to one of the baseline clini-
cal status categories created for this study (i.e., depression prominent, PTSD prominent,
depression plus PTSD prominent). Of the 3,403 service members enrolled in RESPECT-
Mil:

— Twenty-one percent (716) were classified as “depression prominent” (mild to severe
depression).

— Twenty-six percent (875) were classified as “PTSD prominent” (mild to severe PTSD).

— Twenty-three percent (790) were classified as “depression + PTSD prominent” (mild to
severe depression and PTSD).

RESPECT-Mil enrolled, at somewhat comparable rates, service members with depression
prominent, PTSD prominent, and depression plus PTSD prominent symptoms. Enrolled ser-
vice members also exhibited a wide range of clinical symptom severity levels. A proportion of
service members are also presenting with no or minimal depression and/or PTSD symptoms.

We also asked: 7o what extent are care facilitators able to implement their RESPECT-Mil
responsibilities? To facilitate comparisons between our findings and other collaborative care
studies, we focused on the 2,381 service members who had mild to severe depression and/or
PTSD symptoms (i.e., service members classified with one of the baseline clinical status cat-
egories). These are the main findings regarding care facilitator contacts:

e Of the 2,381 service members who were classified with one of the baseline clinical status
categories:

— Thirty-eight percent (897) had their cases closed after the initial primary care refer-
ral to RESPECT-Mil and had no contacts with the care facilitator. This proportion
is in the middle range compared with similar studies of collaborative care programs
(e.g., Wells, Sherbourne, Schoenbaum, et al., 2000; Chaney et al., 2011).

— Twenty-three percent (541) only had an initial care facilitator contact.

— Thirty-nine percent (943) had an initial care facilitator contact and at least one
monthly follow-up contact. This rate of follow-up contacts is lower than in the original
RESPECT-D study (Dietrich et al., 2004), in which 64 percent of depressed patients
had follow-up contacts.

e After the initial care facilitator contact, service members had an average of 2.6 follow-up

contacts, which falls slightly below RESPECT-Mil recommended guidelines.
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* Nearly 80 percent of all monthly follow-up contacts were conducted early or on time.
* Ninety percent of monthly follow-up contacts had a clinical assessment recorded.

Similar to other collaborative care studies, care facilitators experienced challenges with
establishing contact with a substantial proportion of service members after their initial pri-
mary care referral to RESPECT-Mil. Furthermore, care facilitators were unable to engage ser-
vice members in the recommended number of follow-up contacts. Of the follow-up contacts
that were made, a high proportion were conducted on time and included clinical assessments
to track responses to treatment. Service members who had established contact with the care
facilitator remained enrolled in RESPECT-Mil for approximately two months, on average,
which is a shorter time frame than outlined by the program.

We then asked: Are service members participating in the full course of recommended treat-
ment? What is the degree of engagement in psychotropic medication, counseling, self-management
goals, and psychoeducation?

Regarding psychotropic medication:

 Approximately 39 percent of service members who established contact with the care
facilitator reported starting psychotropic medication. Psychotropic medication use was
relatively lower than rates found in comparable studies with ranges between 73 and 83
percent (Fortney, Pyne, Edlund, et al., 2007; Hedrick et al., 2003; Schnurr, Friedman,
Oxman, et al., 2013).

* At baseline, only 9 percent of service members reported that they were taking or that
their primary care provider had suggested that they take medication.¢ This increased to
53 percent by last follow-up contact.

* Among service members who had been prescribed medication, adherence rates stayed
about the same from baseline (60 percent) to last follow-up contact (61 percent).

Regarding counseling:

* Twenty-three percent of service members who had contact with a care facilitator had
started counseling while enrolled in RESPECT-Mil.

* At baseline, only 14 percent of service members were recorded as either attending coun-
seling or having been referred to counseling by a primary care provider.” This increased to
67 percent by last follow-up contact.

* Among service members attending counseling appointments, approximately 30 percent
reported “attending all,” “almost always,” or “often.” This increased to 49 percent by the
last follow-up contact. Comparable rates of engagement in counseling were found in the

RESPECT-D study (Dietrich et al., 2004).

¢ This finding is based on responses to the question, “Are you taking or has any primary care provider suggested you take
any prescribed medication for depression or PTSD?” Whether service members are taking medication or whether their
primary care provider suggested that they take medication are distinct constructs. However, this study’s analyses could not
examine these constructs separately given how the medication engagement question is asked in FIRST-STEPS.

7" The counseling engagement question similarly confounds the two constructs of whether service members are engaged
in counseling and whether any primary care provider has recommended counseling.
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Regarding self-management goals and psychoeducation:

* Sixty-seven percent of service members who made contact with a care facilitator reported
working on self-management goals. This rate of engagement is substantially higher than
found in a VA collaborative care study (Fortney, Endetle, et al., 2012).

* Sixty percent were recorded as having read psychoeducational materials. This figure is
comparable to the 71 percent of individuals who reported being offered psychoeduca-
tional materials (a less stringent criteria) in RESPECT-D.

Overall, 46 percent of service members had started either psychotropic medication or
counseling while enrolled in RESPECT-Mil. Although primary care provider recommenda-
tions for psychotropic medication and service member initiation of psychotropic medications
appeared to increase over the course of RESPECT-Mil, only 39 percent of service members had
started psychotropic medications, which is relatively lower than rates found in other collab-
orative care studies. Similarly, rates of attending counseling or having a primary care provider
recommend counseling increased during the course of being enrolled in RESPECT-Mil. In
total, 23 percent of service members were recorded as having started counseling while enrolled
in RESPECT-Mil, which is comparable to some other collaborative care studies (Dietrich
et al., 2004; Hedrick et al., 2003). More than 60 percent of service members were recorded as
having engaged in self-management goals and in psychoeducation, rates that are comparable
to or higher than those found in other collaborative care studies.

Efficacy

The RAND team used the same FIRST-STEPS data to examine outcomes associated with
RESPECT-Mil. We summarize our findings in response to the following questions: What pro-
portion of service members experience improvement in depression andfor PTSD symptoms? What
proportion shows improvement in functz’oning?

 Forty-two percent of service members in the “depression prominent” category experi-
enced a 50 percent reduction in depression symptoms from baseline to the last follow-up
assessment. Other studies have reported a range of 19 percent to 53 percent of patients
showing similar improvement.

e Thirty-three percent of service members in the “PTSD prominent” category experienced
similar decreases in symptoms. In a civilian collaborative care study with PTSD patients,
50 percent experienced decreases in symptoms with a less stringent criterion (i.e., 40 per-
cent reduction in symptoms) and with a longer follow-up period (six months) (Craske
et al., 2011).

 Twenty-nine percent of service members in the “depression prominent” category experi-
enced remission, which is within the range of other depression collaborative care stud-
ies, with rates of 26 percent to 30 percent (Dietrich et al., 2004; Fortney, Endetle, et al.,
2012).

* Twenty-six percent of service members in the “PTSD prominent” category experienced
remission. This rate is substantially higher than that found in the Re-Engineering Systems
for the Primary Care Treatment of PTSD (RESPECT-PTSD) study (Schnurr, Friedman,
Oxman, et al., 2013), which may have enrolled patients with greater levels of clinical
symptom severity.
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Across the clinical status categories, the proportion of service members who reported no
longer experiencing depression and/or PTSD-related impairment in functioning at their
last follow-up visit ranged from 17 to 28 percent.

Overall, rates of treatment response and remission seen in RESPECT-Mil were within

the range of other collaborative care studies. A slightly larger proportion of service members
in the depression prominent category reported no longer experiencing functional impairment
at the last follow-up assessment compared with service members in the PTSD prominent or
depression plus PTSD prominent categories.

Aim 2: Facilitators and Barriers to Implementation

Based on interviews with providers (care facilitators, behavioral health champions, primary
care champions, and primary care providers), we identified factors that facilitate or hinder the
various provider roles.

Facilitators

Screening for mental health needs is valued as a means of reaching a broader population
that otherwise might not receive mental health care.

Regular communication and consultation with the behavioral health champion eases pri-
mary care providers’ comfort with prescribing and managing medication for depression
and PTSD.

Solid linkages between primary care providers and care facilitators facilitate successful
care coordination.

Barriers

Stigma (that is, fear of negative repercussions by one’s unit and for career advancement)
impedes engagement in mental health treatment.

Some primary care providers do not buy into the program and refuse to refer service
members to RESPECT-Mil.

Short appointment times and heavy caseloads create challenging time constraints, espe-
cially for primary care providers and behavioral health champions.

Primary care providers can experience discomfort with handling behavioral health issues.
Many viewed certain behavioral health problems as requiring treatment outside of pri-
mary care.

Insufficient coordination and communication between providers can pose problems. In
particular, the handoff between the primary care provider and the care facilitator pre-
sented difficulties.

Care facilitators are perpetually challenged in their ability to maintain contact with ser-
vice members due to deployment, permanent change of station, block leave, and so on.
Lack of engagement by top command is seen as a lost opportunity to strengthen the pro-
gram, if not an outright barrier.

Interviews with the RESPECT-Mil Implementation Team also provided insight into fac-

tors that facilitate and impede their role in providing training, monitoring, and oversight of
program implementation.
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Facilitators

e Command support (e.g., Medical Command, Installation Command, chief of primary
care, chief of family medicine) assists in the development of an implementation plan that
is good for the site.

* Site performance reports are a valuable tool for monitoring and enforcing program fidel-
ity.

* Monthly phone “coaching” calls provide sites with support around hiring, staff turnover,
and training, as well as with problem solving around any implementation issues.

Barriers
e RESPECT-Mil Implementation Team staff are “too small” and “stretched too thin” to
perform effectively.
 Unfilled provider positions due to long hiring processes and staff turnover can hinder
program implementation.
* 'There are challenges in providing real-time feedback to sites due to delays in obtaining
data from clinics as well as in creating and disseminating performance reports.

Aim 3: Sustainability of RESPECT-Mil

We also asked key Army and DoD stakeholders, many of whom are responsible for implement-
ing health care initiatives in the Army, about sustainability issues regarding RESPECT-Mil,
particularly in the context of the transition to the PCMH model of care that is now under way.
The discussions focused on the following issues:

Addressing stigma in the Army. RESPECT-Mil was cited as a promising way to destigma-
tize mental health care, suggesting that the program meets an important need. Other com-
ments noted the possibility of adapting RESPECT-Mil for other deployment environments
and for explicitly targeting suicide prevention.

Meeting the mental health care needs of service members. There was general support among
respondents, who saw value in the RESPECT-Mil program. At the same time, there was con-
sensus that the time was ripe for a reevaluation of mental health initiatives. Circumstances
have changed since RESPECT-Mil was first launched. In addition, future funding for mental
health initiatives may not be as robust as once envisioned, suggesting a possible need to con-
solidate mental health programs and potentially integrate RESPECT-Mil with other initia-
tives. Further, though some considered RESPECT-Mil’s performance monitoring system as
advanced for Army medicine programs, others were more critical and stressed the need to
examine the evidence base for the program and service member outcomes.

Transitioning to the PCMH model. Most respondents agreed that the RESPECT-Mil pro-
gram would likely be integrated into the PCMH model over time, meaning that the program
would lose its status as a separate program with fenced funding. However, some aspects of the
program were perceived as valuable and worthy to be continued. In particular, respondents
pointed to the screening aspect of RESPECT-Mil, as well as the continuing integration of
primary care providers into behavioral health care, especially for medication management for
depression and PTSD. In addition, the program’s activities for monitoring and tracking patient
progress were noted as strengths.

Interviews with the RESPECT-Mil Implementation Team identified other factors that
may affect the sustainability of RESPECT-Mil. Factors include the amount and source of
funding (e.g., U.S. Army Medical Command versus Defense Centers of Excellence), which can
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affect critical implementation processes like hiring, training, and the use of the FIRST-STEPS
system; leadership support and buy-in; and the increased workload resulting from the expan-
sion of services to dependents of service members, and to the Navy, Marines, and Air Force,

which is occurring under the rollout of the PCMH.

Conclusions and Recommendations

Overall, our results indicate that RESPECT-Mil is performing in ways that are comparable to
other primary care collaborative care efforts that have been analyzed in the published scien-
tific literature. Of course, RESPECT-Mil is difficult to compare with other collaborative care
studies because of differences in selection criteria for enrollment, settings, and types of inter-
ventions. Given this caveat, however, both processes of care and outcomes for RESPECT-Mil
are generally comparable with those of other programs. Nonetheless, some aspects of program
implementation lagged behind expectations delineated in the program design and manuals,
indicating opportunities for improvement in the future.

Based on these results, we developed several recommendations for refining the RESPECT-
Mil program and for improving the access and quality of behavioral health services for military
service members. The highlights of these recommendations appear below.

Improving the Recognition and Assessment of Depression and PTSD

Consider ways to streamline screening and assessment. Routine screening is seen as a major strength
of RESPECT-Mil. Potential areas where streamlining might be explored include bypassing
clinical assessments among service members who have been recently screened and diagnosed
by the program and finding ways to ease the administrative burden involved in conducting and
recording assessments.

Determine the value of screening service members already enrolled in behavioral health care.
Half of the positive screens were already in behavioral health care. Flagging service members
who are experiencing clinically significant depression and/or PTSD symptoms despite receiv-
ing care in behavioral health settings may provide an opportunity to intervene to ensure that
adequate levels of treatment are being obtained.

Enhance command support. Findings from stakeholder and RESPECT-Mil provider dis-
cussions indicated that service members may not report PTSD and depression symptoms
during routine screening because of anticipated negative repercussions from their fellow service
members and commanders. Due to the use of different screening and diagnostic instruments
as well as scoring algorithms in other research studies, there are no benchmarks to accurately
gauge whether service members are underreporting on RESPECT-Mil screening and diagnos-
tic assessments. However, concerns regarding underreporting of PTSD and depression symp-
toms due to stigma have been well documented (Institute of Medicine, 2012). Continuing and
enhancing command support for the RESPECT-Mil program, as well as other evidence-based
programs for psychological health, may foster greater openness and disclosure of PTSD and
depression among service members.

Explore expanding routine screening and evidence-based primary care management prac-
tices for depression and PTSD. Findings suggest that RESPECT-Mil is catching people who

may have previously fallen through the cracks. Based on this observation, stakeholders and
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RESPECT-Mil providers recommended that routine screening for PTSD and depression
should be expanded to all primary care settings.

Improving Referrals and the Management of Depression and PTSD in Primary Care

Increase primary care provider engagement and comfort. RESPECT-Mil provider discussions
revealed that some primary care providers do not feel comfortable managing the mental health
needs of service members. Identified concerns include fears of being held liable for adverse
behavioral health outcomes and beliefs that PTSD should be handled in behavioral health.
Ways to increase primary care provider engagement in the program and comfort with address-
ing behavioral health needs could include monitoring individual primary care provider per-
formance, providing additional training with primary care champions, and strengthening the
consultative relationship with behavioral health champions, as well as structural or cultural
changes to the primary care environment that better allow for the time and effort needed to
address mental health issues.

Incentivize and support primary care champions. Primary care champions face severe con-
straints and need to demonstrate productivity outside the RESPECT-Mil program. Opportu-
nities should be expanded for incentivizing and supporting those in the champion positions
so that they can continue to train, monitor, and assist primary care providers in maintaining
fidelity to the program.

Consider whether modifications are needed given the range of symptom severity among service
members referred to the program. Of the service members referred to and enrolled in RESPECT-
Mil, fewer than half met criteria for a probable depression or PTSD diagnosis. Further investi-
gation is needed to understand the reasons for referral and enrollment of service members with
no or minimal depression or PTSD symptoms.

Strengthen the handoff between the primary care provider and the care facilitator. A sig-
nificant proportion of service members with mild to severe depression or PTSD symptoms
(38 percent) who were referred to the program never established contact with the nurse serving
as the care facilitator. More than half of these service members either withdrew from the pro-
gram or could not be engaged or contacted. It would be helpful to explore strategies to prevent
service member dropout after the initial primary care referral, including training primary care
providers to better orient and introduce service members to the program as well as providing
warm handoffs within clinics.

Facilitate engagement and communication with service members. Service members with mild
to severe depression and/or PTSD who successfully established their initial contact with nurse
care facilitators have an average of 2.6 subsequent follow-ups with the facilitators. Moreover,
during the period of enrollment in the program, only 46 percent of service members report
starting any medication or counseling. Given that the level of treatment engagement is below
optimal for a substantial proportion of service members, strategies for facilitating engagement
and communication should be explored. This may include the use of newer technologies for
communication (e.g., texting, social media) as well training nurse care facilitators in motiva-
tional interviewing strategies.

Enlist command in support of service members’ treatment engagement and adherence while
recognizing that some service members may want to keep their treatment confidential. According to
provider and stakeholder discussions, barriers to treatment engagement include service member
concerns about the potential negative repercussions on job performance and career advance-
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ment, as well as the lack of flexibility and support on the part of commanders to accommodate
treatment requirements (e.g., modifying schedules to attend treatment appointments). Enlist-
ing the support of commanders could play an integral role in creating incentives for service
members to engage in and adhere to treatment. Avenues that can be explored include educat-
ing commanders on the effect of policies that discourage treatment seeking among service
members, building collaborative relationships between commanders and primary care provid-
ers, and promoting commander awareness of the program via trainings delivered by behavioral
health champions or primary care champions.

Fortify communication between providers. Based on discussions with providers, several
areas of communication between them were identified as possible targets for improvement.
To strengthen the coordination of care among providers, the following could be considered:
Explore ways to integrate and streamline record management systems (e.g., Armed Forces
Health Longitudinal Technology Application, FIRST-STEPS), expand venues for commu-
nication outside the medical record systems (e.g., colocation, cross-unit meetings focused
on service member care), and identify strategies to ensure that primary care providers are
obtaining feedback (positive and negative) about the service members they have referred to
RESPECT-Mil.

Ensure that the behavioral health champion role is adequately supported. Barriers to carry-
ing out the responsibilities of behavioral health champions include severe constraints on staff
time, competing priorities related to their primary occupational responsibilities within behav-
ioral health, and few incentives to participate in RESPECT-Mil. In order to enable behavioral
health champions to perform optimally, consider ways to provide adequate and protected time
for RESPECT-Mil duties, incentivize participation in the program, and ensure efficient staff-
ing of cases.

Consider enhancing the behavioral champion role. Behavioral health champions were
depicted as functioning positively in their role as informal consultants to primary care provid-
ers regarding the diagnosis and management of depression and PTSD. Consideration may be
given to enhancing the behavioral health champion role in providing more-intensive support to
primary care providers. Expansion of the behavioral health champion role may occur through
changes in location, availability, and incentives. Behavioral health champion engagement may
be especially important during the initial phases of implementation, when primary care pro-
viders are being trained in the program and their comfort and skill level in managing behav-
ioral health issues are developing.

Improving Quality Assurance Monitoring
Augment individualized and real-time performance feedback. Currently, no apparent, routinized
protocol is in place to provide primary care providers or behavioral champions with perfor-
mance feedback on fidelity to the program. Care facilitator performance can be monitored via
FIRST-STEPS, but the type and frequency of feedback provided are unclear. For example,
performance feedback for care facilitators could include the rate at which service members are
being successfully connected to medication and counseling, engaging in the full course of rec-
ommended treatment, and appropriately referred to other behavioral resources. The develop-
ment of targets for optimal performance for each provider role will be important so that sites
can gauge their own performance against target metrics.

Create incentives for sites and providers to buy into quality improvement processes. More rou-
tine, localized, on-site monitoring may increase ownership and investment in quality improve-
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ment processes. In addition, localized monitoring may facilitate more real-time and personal-
ized feedback, which is more challenging to conduct when the monitoring of all Army sites is
centralized.

Continue support for the RESPECT-Mil Implementation Team or similar centralized quality
improvement programs. The RESPECT-Mil Implementation Team data collection efforts on
clinic screening and referral practices and care management activities via FIRST-STEPS allow
for valuable tracking on implementation fidelity as well as program effectiveness. This is in line
with one of the major recommendations issued in an Institute of Medicine report, Treatment
for Posttraumatic Stress Disorder in Military and Veteran Populations: Initial Assessment, which
called for the DoD and the VA to “institute programs of research to evaluate the efficacy,
effectiveness, and implementation of all their PTSD screening, treatment, and rehabilitation
services” (Institute of Medicine, 2012, p. 13).

Establish a self-monitoring process for the RESPECT-Mil Implementation Team oversight
efforts. Ongoing evaluations of the relative merit and impact of different monitoring strategies
(e.g., site visits, site calls) may be beneficial for targeting which activities should be continued
and supported, particularly in light of limited resources.

Implementation of RESPECT-Mil Within the Military Health System

Given that RESPECT-Mil is slated to be the model that is used to implement behavioral
health treatment within the PCMH, careful consideration is needed to determine the aspects
of RESPECT-Mil that add value and can be preserved within the PCMH. Continued moni-
toring and oversight of the RESPECT-Mil program and the PCMH will be necessary as these
programs change and adapt over time, since they have similar goals but different structural
elements.

Conclusions

The real-world implementation of RESPECT-Mil in Army primary care settings is compa-
rable to other collaborative care efforts that are often conducted under more tightly controlled
research conditions. As with other collaborative care efforts, RESPECT-Mil encountered sig-
nificant implementation barriers. Challenges included establishing initial contact with service
members on referral to the program, procuring service member engagement in the full course
of recommended treatment, obtaining provider buy-in, provider time constraints and compet-
ing demands, and the provision of oversight and accountability to program fidelity. Factors
that facilitated the implementation of RESPECT-Mil included valuing routine screening for
depression and PTSD as an effective way to reach service members who may otherwise fall
through the cracks; behavioral health champions’ support and consultations with primary care
providers; and solid linkages between primary care providers and care facilitators. Our findings
highlight key junctures where opportunities for engaging service members in needed treatment
for depression or PTSD may be improved. Potential avenues for improving program fidelity
include increasing the comfort of primary care providers and incentives to address depression
and PTSD within primary care settings, ensuring warm handoffs between the initial primary
care referral and the care facilitator in order to protect against dropouts, equipping providers
with additional skills and strategies to improve treatment engagement, and providing individu-
alized provider performance feedback. Even if perfect program fidelity were achieved, barriers
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such as stigma and lack of leadership support for reccommended treatment plans are unlikely to
be completely overcome without corresponding increases in organizational and policy support.
Recommendations issued in this report are targeted at the provider, clinic administration, and
military organizational levels on how to improve the implementation of primary care collab-
orative care programs aimed at enhancing mental health care. Recommendations are relevant
to efforts currently under way to usher in the PCMH by building on the foundations and
infrastructure developed by RESPECT-Mil.
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CHAPTER ONE
Introduction

This report describes RAND’s evaluation of the implementation of the Re-Engineering Sys-
tems of Primary Care Treatment in the Military (RESPECT-Mil). In this chapter, we provide
an overview of the RESPECT-Mil program, its implementation within military installations,
and the key aims of the present evaluation.

Background

During the decade following the September 11, 2001, terrorist attacks, approximately 2.6 mil-
lion U.S. service members were deployed to support combat operations in Afghanistan (Opera-
tion Enduring Freedom [OEF]) and Iraq (Operation Iragi Freedom [OIF] and Operation New
Dawn [OND]) (U.S. Government Accountability Office [GAO], 2011). The U.S. military has
been functioning at an unprecedented high operational tempo, as evidenced by the multiple
deployments of more than a third of these U.S. service members and the extended period of
conflict (GAO, 2011). The psychological toll of these protracted combat operations on U.S.
service members has garnered increasing concern. Estimates indicate that up to a fifth of U.S.
service members deployed to OEF and OIF may be affected by posttraumatic stress disorder
(PTSD) and major depression.

The Department of Defense (DoD) has engaged in a series of efforts to ensure that the
military health system is adequately positioned to address the psychological health needs of
service members (see, e.g., Independent Review Group on Rehabilitative Care and Adminis-
trative Processes at Walter Reed Army Medical Center and National Naval Medical Center,
2007; President’s Commission on Care for America’s Returning Wounded Warriors, 2007;
Task Force on Returning Global War on Terror Heroes, 2007). In 2006, the DoD Task Force
on Mental Health was commissioned to conduct an investigation on how to improve the efh-
cacy of psychological health services for members of the armed forces (Department of Defense
Task Force on Mental Health, 2007).

One of the major findings highlighted by the task force is the continued and widespread
stigma associated with mental health treatment in the military (Department of Defense Task
Force on Mental Health, 2007). Concerns about negative repercussions with respect to career
advancement and perceptions by one’s unit have been identified as significant barriers to access-
ing care (Hoge, Auchterlonie, and Milliken, 2006; Schell and Marshall, 2008). Indeed, despite
high rates of need, a substantial proportion of service members forgo mental health services.
Among active duty service members who have probable PTSD or depression, nearly half have
not sought any mental health care in the prior year (Schell and Marshall, 2008).
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Consequently, one of the main recommendations issued by the task force is increasing
the accessibility of mental health services by embedding mental health professionals in primary
care settings, which may be less stigmatizing than specialty clinics for mental health (Depart-
ment of Defense Task Force on Mental Health, 2007). Service members make an average of
three primary care visits per year, with women and those with PTSD accessing primary care at
even higher rates (Frayne et al., 2011). Identifying service members with unmet mental health
needs in primary care and connecting them to services may be an effective means for increas-
ing access to treatment.

Effective approaches to integrating mental health treatment within primary care settings
have been established for the treatment of depression and anxiety in civilian settings (Archer
et al., 2012; Thota et al., 2012). Though efforts to integrate mental health care into primary
care settings have been well under way in the Department of Veterans Affairs (VA), most
efforts target the treatment of depression (Felker et al., 2006; Fortney, Enderle, et al., 2012).
Similar efforts to integrate mental health care within primary care settings in military treat-
ment facilities (M TFs) with active duty service members have also been initiated, but they have
not been evaluated extensively (Weinick et al., 2011).

In 2009, the Defense Centers of Excellence for Psychological Health and Traumatic Brain
Injury (DCoE) requested RAND’s assistance in assessing the effectiveness of DoD-sponsored
programs aimed at promoting the psychological health of service members and their families.
One of the programs selected for evaluation is RESPECT-Mil, a system of care designed to
screen, assess, and treat PTSD and depression in Army primary care settings with active duty
service members. This report details RAND’s independent evaluation of the implementation
of RESPECT-Mil. In the remaining sections of this chapter, we provide an overview of the
core features of RESPECT-Mil, its implementation in the Army’s MTFs, and the key aims of
this implementation evaluation.

RESPECT-Mil Three Component Model (3CM)
RESPECT-Mil is based on a collaborative care approach to delivering mental health care within
primary care settings (Engel et al., 2008). Though different variations exist, collaborative care
models generally consist of health care system—level interventions that employ case managers
to coordinate care between primary care providers (PCPs), patients, and mental health special-
ists (Thota et al., 2012). Case managers typically support PCPs by delivering patient psycho-
education, tracking patient treatment adherence and outcomes, and coordinating consultation
with mental health specialists when treatment modifications are needed (e.g., medication side
effects, treatment nonresponse). PCPs often implement routine screening and diagnosis for
mental disorders, prescribe psychotropic medications, and, when necessary, refer service mem-
bers to mental health specialists. Mental health specialists provide clinical consultation and
decision support to PCPs. Collaborative care approaches have been found to be effective in
improving the quality of care for depression in civilian and VA primary care settings (Chaney
etal., 2011; Gilbody et al., 2006; Hedrick et al., 2003; Thota et al., 2012). Moreover, there is a
growing evidence base for the effectiveness of collaborative care approaches for the treatment of
anxiety, but relatively little research has specifically focused on PTSD or military populations
(Archer et al., 2012).

RESPECT-Mil expands on a collaborative care model, the Re-Engineering Primary Care
Treatment of Depression (RESPECT-D) (Dietrich et al., 2004). At the center of RESPECT-D
is its Three Component Model (3CM), a systematic integrated team approach to depression
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care involving three core components: the prepared primary care clinician and practice, care
management, and the collaborating mental health specialist. RESPECT-D was designed to
account for the challenges involved in implementing and sustaining collaborative care pro-
grams in real-world settings that are devoid of intensive, externally funded research support.
RESPECT-D is devised of practical, evidence-based clinical routines for depression manage-
ment that are intended to facilitate broad dissemination using available resources within health
care organizations. It was tested in five large health care organizations with 60 primary care
practices and relied on established quality improvement programs to facilitate its implemen-
tation (Dietrich et al., 2004). Hallmarks of quality improvement programs include tracking
performance quality via data collection, providing feedback to providers and administrators on
performance quality indicators, and supporting providers and organizations in meeting perfor-
mance targets through additional training, resources, and changes in organizational practices.
RESPECT-D was found to substantially improve depression-related outcomes and treatment
satisfaction compared with treatment as usual in primary care (Dietrich et al., 2004).

RESPECT-D has been adapted and tested for the treatment of PTSD in primary care
clinics at VA medical centers (i.e., Re-Engineering Systems for the Primary Care Treatment of
PTSD [RESPECT-PTSD]) (Schnurr, Friedman, Oxman, et al., 2013). In a randomized clini-
cal trial, veterans who had been enrolled in RESPECT-PTSD versus treatment as usual exhib-
ited no significant differences in PTSD treatment outcomes (Schnurr, Friedman, Oxman,
et al., 2013). Although RESPECT-PTSD did not significantly affect PTSD symptoms, vet-
erans enrolled in the program were more likely to engage in mental health visits and fill an
antidepressant prescription. The VA population is characterized by more-severe and comorbid
PTSD and they receive care in settings that differ from active duty service members (Institute
of Medicine, 2012).

RESPECT-Mil builds on RESPECT-D by using the 3CM to improve the management of
PTSD and depression care in the Army’s primary care clinics.! Each component has been care-
fully outlined in RESPECT-Mil manuals created for each provider role (Barry and Oxman,
2008; Oxman, 2008). In the next section, we summarize the following three components
according to the RESPECT-Mil model: (1) the PCP and prepared practice, (2) the RESPECT-
Mil care facilitator (RCF), and (3) the behavioral health specialist, more commonly referred to
as the bebavioral health champion (BHC) (Engel et al., 2008). We also describe the role of the
RESPECT-Mil Implementation Team (RMIT) and the efforts thus far related to the imple-
mentation of RESPECT-Mil. Figure 1.1 provides an overview of the interactions between pro-
viders and the RMIT, as well information that is collected to track implementation fidelity and
treatment process and outcomes.

Primary Care Providers and the Prepared Practice

The PCP’s role in the 3CM model of RESPECT-MIL is to recognize and assess service
members who may be experiencing depression or PTSD, facilitate access to needed mental
health treatment, and manage service members’ care. Preparing the practice to implement the
RESPECT-MIL program requires training and equipping the clinic staff with the tools and
information needed to assist service members who may become engaged in the program. At
each installation site, a PCP is selected to serve as the primary care champion (PCC), whose

1 At the time when this current implementation evaluation was commissioned, RESPECT-Mil had already been imple-
mented in most Army installations, precluding a randomized clinical trial study.
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Figure 1.1
Overview of RESPECT-Mil
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role is to oversee the PCPs at each clinic, supporting them in their role and acting as a liaison
with the central RMIT (see the following for a description of the RMIT).

Screening for Depression and PTSD

One goal of RESPECT-MIL is to institute routine screening for depression and PTSD among
service members attending primary care clinics or battalion aid stations. The integration of this
process into clinical practice is achieved through operational meetings with the clinic adminis-
trators and staff during the preparation of the practice. Screening is incorporated into the clini-
cal visit during the taking of vital signs. At that time, service members are given the U.S. Army
Medical Command (MEDCOM) Form 774, which includes brief screeners for depression and
PTSD (see Appendix A). Section I of the MEDCOM Form 774 contains a modified version of
the Patient Health Questionnaire-2 (PHQ-2) (Kroenke, Spitzer, and Williams, 2003), a two-
item brief screener for depression. The MEDCOM Form 774’s modified version of the PHQ-2
employs “yes” or “no” responses instead of a 0 (not at all) to 3 (nearly every day) response scale.
A positive screen for depression requires at least one “yes” response to either of the two PHQ-2
questions. Section II of the MEDCOM Form 774 is composed of the Primary Care PTSD
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Screen (PC-PTSD, a four-item brief screener for PTSD) (Prins et al., 2003). A positive screen
for PTSD requires at least two “yes” responses.

Establishing a Probable Diagnosis for Depression and PTSD

If a service member screens positive on the PHQ-2, a slightly longer measure, the Patient
Health Questionnaire-9 (PHQ-9) (Kroenke, Spitzer, and Williams, 2001), is administered
to aid in the probable diagnosis of depression and to determine the severity of symptoms.
The PHQ-9 is based on criteria from the Diagnostic and Statistical Manual of Mental Disor-
ders, Fourth Edition, Text Revision, DSM-1V; (American Psychiatric Association, 2000). The
PHQ-9 contains nine items that assess the frequency with which depression symptoms were
experienced over the past two weeks using a four-point scale, from 0 (not at all) to 3 (nearly
every day) (see Appendix B). The PHQ-9 also employs a single functional impairment item
that assesses the degree to which depression symptoms have made it difficult to function at
work, at home, and with other people, using a four-point scale ranging from “not difficult at
all” to “extremely difhicult.” Upon completion, the PCP or nursing staff member scores the
self-administered questionnaire in order to establish the probable diagnosis and calculate a
symptom severity score to help select and monitor treatment. See Appendix C for RESPECT-
Mil scoring guidelines.

If a service member screens positive on the PC-PTSD, the Posttraumatic Stress Disor-
der Checklist—Civilian Version (PCL) (Weathers et al., 1993) is administered to assess the
probable diagnosis and severity of PTSD. The PCL is also a self-administered questionnaire,
which incorporates the DSM-1V criteria for PTSD. The PCL contains 17 items and evaluates
symptoms in three PTSD symptom categories: intrusion, avoidance, and arousal. It assesses
the degree to which symptoms have been experienced in the past month using a five-point scale
ranging from 0 (not at all) to 4 (extremely).? In addition to the PCL, service members who
screen positive on the PC-PTSD are administered the single functional impairment item from
the PHQ-9 with respect to PTSD symptoms, as well as the PHQ-9 item on suicidal ideation
(see Appendix D). RESPECT-Mil guidelines for establishing a probable PTSD diagnosis and
calculating the PTSD symptom severity are provided in Appendix E.

Following the administration of the relevant clinical instruments, a clinical interview and
a suicide-and-violence assessment are completed before the PCP makes a diagnosis. During
the interview, the PCP asks service members about suicidal ideations, intent, or plans using a
progressive set of suicide screening questions to assign a suicide risk level (low, intermediate, or
high). The PCP then uses the risk assessment in addition to the score from the PHQ-9 to make
a provisional diagnosis and recommend treatment. A list of effective antidepressants along with
therapeutic dose ranges, suggested initial dose, and advantages versus disadvantages are pro-
vided to PCPs during the preparation phase of implementation of RESPECT-Mil. PCPs may
rely on this list when making treatment recommendations to service members. In addition to
treatment recommendations, PCPs encourage a self-management plan in which service mem-
bers select an activity to work on each week to support positive coping (e.g., engaging in physi-
cal activity, spending time with supportive people). PCPs also offer the service of a nurse RCF
to help monitor symptoms and side effects and to encourage treatment and plan adherence. If
the services of the RCF are requested by service members, then a referral into RESPECT-Mil

2 RESPECT-Mil changed the scoring range for the PCL and uses a 0 to 4 response set instead. We report PCL findings

using the 0 to 4 scoring range.
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is completed by the PCP. A similar protocol is in place for the treatment of PTSD. The PCL is
used in place of the PHQ-9 to aid in the diagnosis of and treatment options for PTSD.

Acute, Continuation, and Maintenance Phases of Treatment

After being referred into RESPECT-Mil, the acute phase of treatment begins, which involves
PCPs working with RCFs and BHC:s to evaluate treatment response, modify treatment among
those with suboptimal responses, and strive for the remission of symptoms. For depression,
remission is defined as a reduction of the PHQ-9 score to less than 5, along with no functional
impairment. For PTSD, remission is defined as a reduction of the PCL score to less than 11,
along with no functional impairment. After remission is attained, service members enter into
the continuation and maintenance phases of treatment. During the continuation phase, the
goal is to keep service members in a state of remission. For service members on medication,
RESPECT-Mil recommends that they continue to take the same medication and dose for four
to nine months after achieving remission. During the maintenance phase, service members are
provided education on how to recognize the early signs of relapse and to request an appoint-
ment with their PCPs or behavioral health providers. Referral for formal psychiatric consulta-
tion is recommended for service members who have the following: a suicide plan, comorbid
substance abuse, hallucinations or delusional thinking, failure to respond to two trials of medi-
cation of adequate dose and duration, or serious or prolonged difficulty in performing military
duties.

RESPECT-Mil Care Facilitator

The role of the RCF is to support the service member through the course of treatment and
to support the PCP by promoting service member adherence to the treatment plan. The RCF
provides service members with psychoeducation, supports their treatment preferences, and
monitors adherence and response to treatment. As a liaison between the service member and
the PCP, the RCF communicates the service member’s experience to the PCP and ensures that
the service member’s needs are addressed. The care facilitation process begins after the PCP
has made a diagnosis of depression or PTSD and the service member has opted for care facili-
tation services. According to the 3CM protocol, the RCF then makes contact with the service
member within seven to ten days of the referral to RESPECT-Mil. PCPs typically complete
referrals through the military’s electronic health record, Armed Forces Health Longitudinal
Technology Application (AHLTA). In the initial referral note sent to RCFs via AHLTA, PCPs
will include information about the reason for the referral, clinical assessment scores, and details
of the initial treatment plan (e.g., medication type and dose, counseling, self-management
goal). When offices are colocated, service members are introduced to the RCF directly by the
PCP. In the 3CM, the facilitation model is designed to be telephonic; however, in-person clinic
visits are sometimes employed to increase access for service members.

During the initial encounter, the RCF explains his or her role as part of the service mem-
ber’s care team, reviews the details of the treatment plan, encourages treatment adherence,
and schedules follow-ups in person or on the phone at four-week intervals. The RCF monitors
treatment progress at four-week intervals, using the PHQ-9 for depression, the PCL for PTSD,
and a suicidal risk assessment, until the service member reaches remission. Also, should the
need arise, RCFs are available to service members between scheduled follow-up contacts. After
each follow-up contact, the RCF completes notes on service member’s treatment progress,
adherence, and concerns, which are sent to the PCP via AHLTA using the Telephone Consults
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(T-Cons) module. RCF notes are also recorded in the Fast Informative Risk and Safety Tracker
and Stepped Treatment Entry and Planning System (FIRST-STEPS), an electronic case-
management tracking system that records all service member contacts, PHQ-9 and PCL scores
and changes, progress with self-management goals, psychotropic medication and counseling
use, changes in medication and counseling adherence, and suicidal risk assessments. RCFs are
registered nurses, and one RCF is allotted for every 6,000 eligible service members.

FIRST-STEPS

FIRST-STEPS is an electronic case-management tracking tool designed for use by RCFs and
BHCs. FIRST-STEPS contains records on RCF contacts, clinical assessments, psychotropic
medication and counseling adherence, engagement in psychoeducation and self-management
goals, and the final dispositions of case closures. FIRST-STEPS is designed to facilitate the
weekly staffing sessions in which RCFs and BHC:s review select cases of service members who
are enrolled in RESPECT-Mil. FIRST-STEPS automatically flags cases that need to be staffed
based on treatment adherence barriers (e.g., medication side effects, waiting lists for counsel-
ing), lack of symptom improvement, suicidal ideation, or when remission has occurred. The
flagged cases are reviewed with the BHC, who makes recommendations for the care of the
service member. Those recommendations are then communicated to the PCP by the RCF via
an AHLTA T-Cons. Depending on the staffing recommendations, the BHC may decide to
contact the PCP. The PCP then uses his or her own discretion in adhering to the recommenda-
tions of the BHC regarding the service member’s treatment plan.

Behavioral Health Champion

As prescribed by the 3CM, the BHC is a psychiatrist who serves as a component of the ser-
vice member’s care team. The BHC provides clinical and pharmacotherapy advice to the PCP,
discusses the service member’s progress with the RCF, and facilitates referrals to specialty
care when indicated or requested. BHCs and RCFs discuss their assigned service members
in weekly telephonic or in-person meetings. The service member’s scores on clinical assess-
ments (e.g., PHQ-9, PCL), symptoms, treatment adherence, and barriers to receiving care
are discussed. The BHC reviews the information with the RCF and makes clinical recom-
mendations for management based on the information presented and clinical judgment. All
service members are staffed with the BHC before their cases are closed out of RESPECT-Mil.
Recommendations are communicated to the PCP by the RCF via the service member health
record in AHLTA. PCPs are able to make treatment changes based on the recommendations
at their own discretion. If there are follow-up questions from the PCP, they are relayed to the
BHC via the RCF. BHCs and PCPs can also communicate directly with each other via phone,
email, or in person. For service members with depression, if remission is not achieved after two
adequate trials of antidepressants and/or 20 to 30 weeks of psychological counseling, the BHC
may recommend a formal or informal psychiatric consultation for diagnostic and management
purposes. BHCs may also make similar referrals for service members being treated for PTSD
who have not achieved remission following two adequate trials of pharmacotherapy and/or 24
weeks of psychological counseling.

RESPECT-Mil Implementation Team and Oversight
In 2007, MEDCOM issued Operation Order 07-34, which mandated the formation of the
RMIT to provide program management, oversight, leadership, training, mentorship, and assis-
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tance to Army installations assigned to implement RESPECT-Mil (U.S. Army Medical Com-
mand, 2007). The RMIT is responsible for leading the worldwide implementation effort and
has two missions:

* Oversee and implement training of the program to all relevant personnel.
* Facilitate and manage program implementation at all designated sites.

Within this capacity, the RMIT functions much like quality improvement programs estab-
lished in civilian health care organizations. The RMIT performs a variety of responsibilities
to support implementation and monitoring of fidelity to the program, including preparing
the practice settings, assisting with hiring and staffing, training providers and champions,
conducting coaching calls and site assessment visits, and providing performance feedback to
installations.

The RMIT functions within the Deployment Health Clinical Center under DoD. It con-
sists of individuals from various backgrounds (e.g., psychologists, psychiatrists, nurses), who are
each responsible for different tasks related to the implementation and oversight of RESPECT-
Mil. For example, there is a behavioral health proponent, who is responsible for training BHC:s.
The primary care proponent trains PCCs. Another RMIT member trains RCFs and facilitates
monthly coaching calls with sites. Various RMIT members conduct site visits on an as-needed
basis to assist sites lacking additional support in implementing RESPECT-Mil. There are also
program evaluation and information technology RMIT members; they analyze FIRST-STEPS
and clinic data, produce site reports, and troubleshoot problems with the system.

Implementation of RESPECT-Mil in Army Treatment Facilities

After an initial pilot was conducted to test the feasibility of RESPECT-Mil at the Womack
Army Medical Center in Fort Bragg, North Carolina (Engel et al., 2008), the Army surgeon
general in 2007 directed the dissemination of RESPECT-Mil to 15 Army MTF sites, involv-
ing 43 primary care clinics. The 15 Army sites were funded to hire one or two RCFs and an
administrative assistant to facilitate the implementation of the program (Engel et al., 2008).

The implementation of RESPECT-Mil was rolled out in the following phases:

* Phase 1: preparing the sites

e Phase 2: training for personnel and initial implementation
* Phase 3: training for Army PCPs

e Phase 4: implementation and expansion

Phase 1: Preparing the Sites

In preparing for program implementation, MTF sites were expected to coordinate with the
Ofhice of the Surgeon General (OTSG), the Regional Medical Command (RMC), and satel-
lite clinics to collect data on the need for care and the capacity to provide care at the instal-
lation where the MTF was located (U.S. Army Medical Command, 2007). Types of data to
be collected included estimates of the number of primary care clinics, active duty enrollees
and PCPs at each clinic, associated battalion aid stations, sick call and regular clinic visits per
month, installation behavioral health and related psychosocial support resources, preexisting
behavioral health resources integrated into primary care clinics, and the nature of specialty
care programs specifically addressing depression and PTSD.
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Table 1.1
Timeline for the Preparation Phase of Dissemination Sites

January-June 2007 May-September 2007 August-December 2007
Fort Drum, New York Fort Benning, Georgia Fort Lewis, Washington
Fort Stewart, Georgia Fort Bliss, Texas Vicenza, Italy

Fort Campbell, Kentucky Fort Polk, Louisiana Vilseck, Germany

Fort Hood, Texas Fort Riley, Kansas Schweinfurt, Germany
Fort Bragg, North Carolina Fort Carson, Colorado Schofield Barracks, Hawaii

According to Operation Order 07-34, the site preparation phase for the initial dissemina-
tion installations was scheduled to occur during the first year of implementation, following the
timeline in Table 1.1.

Phase 2: Training for Personnel and Initial Implementation

The RMIT held two-day training workshops during the same time frame as the site prepara-
tion phase. RCFs, administrative assistants, PCCs, and BHCs attended the training sessions.
A train-the-trainer method was used so that trainees learned the material comprehensively and
gained experience that they could apply when training other personnel at their home stations.
Operation Order 07-34 directed MTF site leaders to draft instructions for processes related to
the preparation of sites, including the development of staff and operational communications
strategies and protocols, tactics for oversight, service member tracking, and data collection.
MTF site leaders were tasked with the responsibility of systematically assessing their program’s
adherence to the RESPECT-Mil design by using fidelity checklists developed by the RMIT.
It was recommended that new PCPs and other relevant personnel go through RESPECT-Mil
training as part of their orientation in order to minimize disruption to the program when staff
turnover occurred.

Phase 3: Training Army Primary Care Providers

The RMIT began a RESPECT-Mil training program for Army PCPs in 2007 and continued
through 2008 (U.S. Army Medical Command, 2007). The surgeon general RESPECT-Mil
project officer directed the Army Medical Department Center and School, the RMIT, and the
family medicine and behavioral health consultants to the surgeon general to develop training
materials and a training plan on depression, PTSD, and RESPECT-Mil for PCPs throughout
the Army (U.S. Army Medical Command, 2007). The purpose of the training was to enhance
PCPs’ abilities to assess and treat depression and PTSD in the primary care environment.

Phase 4: Implementation and Expansion
During the implementation phase, RESPECT-Mil staff and the RMIT continued with train-
ing, site visits, program monitoring and evaluation, and performance reporting (U.S. Army
Medical Command, 2007). In February 2010, Operation Order 10-25 was issued, directing
the expansion of RESPECT-Mil to an additional 19 installations (U.S. Army Medical Com-
mand, 2010). The site preparation and expansion phase for the additional installations was
scheduled to occur according to the timeline in Table 1.2.

By the summer of 2012, RESPECT-Mil had expanded to 37 U.S. Army installations and
more than 90 clinics (Deployment Health Clinical Center, 2012). As of 2012, RESPECT-Mil
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Table 1.2

Timeline for the Preparation Phase of Expansion Sites

January-August 2010

January-August 2010

September-April 2010

Bamberg, Germany
Baumholder, Germany
Katterbach, Germany

Wiesbaden, Germany

Fort Eustis, Virginia

Fort Gordon, Georgia

Fort Jackson, South Carolina
Fort Knox, Kentucky

Fort Rucker, Alabama

Fort Sam Houston, Texas
Fort Sill, Oklahoma

Fort Leavenworth, Kansas
Fort Leonard Wood, Missouri

Fort Huachuca, Arizona

U.S. Military Academy, West Point, . . .
New York Fort Irwin, California
Walter Reed Army Medical Center, . .
Washington, D.C. Fort Wainwright, Alaska

Brian Allgood, Korea

was beginning to undergo a tri-service expansion to provide services to the Air Force and the
Navy in addition to the Army.

New Developments

Patient-Centered Medical Home and RESPECT-Mil

In January 2011, Operation Order 11-20 put into effect the implementation of the Army
Patient Centered Medical Home (PCMH) (Tricare Management Activity, 2011). The con-
cept of a PCMH was initially introduced by the American Academy of Pediatrics in 1967. In
2007, a consensus statement on the joint principles of the PCMH was developed and endorsed
by the American Academy of Pediatrics, the American Academy of Family Physicians, the
American College of Physicians, and the American Osteopathic Association (Rittenhouse and
Shortell, 2009). PCMH is a team-based model in which the PCP is responsible for ensuring
comprehensive and coordinated care in collaboration with specialty health care and other pro-
fessional services (National Committee for Quality Assurance, 2011). Under the PCMH, the
integration of behavioral health services within the Army’s primary care settings continues to
use aspects of RESPECT-Mil but through the new configuration of the PCMH-Behavioral
Health Team (Deployment Health Clinical Center, 2012). In the PCMH-Behavioral Health
Team, RCFs are called behavioral health case managers (BHCMs) and provide care facilita-
tion for the health care team and the PCPs. The PCMH-Behavioral Health Team also includes
internal behavioral health consultants (IBHCs), typically psychologists or social workers, who
serve as part of the primary care team. IBHCs provide real-time consultation to PCPs as well
as brief, time-limited interventions, such as behavioral activation, smoking cessation, mood
management strategies, sleep hygiene guidance, and relaxation training. In addition, in the
PCMH-Behavioral Health Team, RESPECT-Mil BHCs are known as external behavioral
health consultants. In contrast to RESPECT-Mil, which supported only active duty service
members, PCMH also supports service members’ family members who are adult beneficia-
ries. IBHC:s are available to share in the responsibilities of the additional workload, while the
BHCMs attend to individuals who are likely to benefit from extended contact. The role of the
BHCM:s continues to be to assist PCPs and the health care team by providing continuity of
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care by monitoring behavioral health symptoms, medication side effects, and treatment adher-
ence issues through regular phone contact with patients. BHCMs also ensure timely treatment
from team decisions by facilitating the communication of important patient information to
providers during team meetings.

STEPS-UP

As part of a five-year research project (2009-2014), the RMIT and outside collaborators at
RTT International, RAND Corporation, and six Army MTFs are developing and testing an
enhancement to RESPECT-Mil called Stepped Enhancement of PTSD Services Using Pri-
mary Care, or STEPS-UP, which is funded by the Congressionally Directed Medical Research
Program. In this project RESPECT-Mil is enhanced by RCF training in motivational inter-
viewing and behavioral activation, telephone-based psychotherapy and centralized care facili-
tation for service members who have difficulty making appointments during regular business
hours, and enhanced access to evidence-based psychotherapy through web-based interven-
tions for depression and PTSD. The project was ongoing in 2015 in six MTFs (Fort Bliss,
Fort Bragg, Fort Campbell, Fort Carson, Joint Base Lewis-McChord, and Fort Stewart), with
service members randomized to receive STEPS-UP or RESPECT-Mil. Results are expected to
show whether these enhancements in STEPS-UP can improve outcomes over and above those

observed in RESPECT-Mil, and are expected in 2015.

Purpose and Key Aims of This Study

The purpose of this study is to conduct an evaluation of the implementation of RESPECT-Mil.
With the program having been stood up in more than 90 Army primary care clinics across 37
installations, RESPECT-Mil represents one of the largest real-world endeavors to implement
collaborative care on a mass scale. By focusing the current study on evaluating the implementa-
tion of RESPECT-Mil, we will be able to examine the degree to which the program is reach-
ing service members, areas that could be further strengthened, and salient issues related to
integrating mental health treatment in the Army’s primary care settings. Lessons learned may
inform other current efforts to integrate mental health care into military primary care settings,
including the rollout of the PCMH.

This implementation evaluation had the following key aims: (1) Assess the degree to
which RESPECT-Mil is being implemented in the Army’s primary care settings; (2) identify
facilitators and barriers to the implementation of RESPECT-Mil; and (3) examine factors asso-
ciated with the sustainability of collaborative care programs such as RESPECT-Mil from the
perspective of key stakeholders within the military health system.

We map these three aims onto the RE-AIM (Reach, Efficacy, Adoption, Implementation,
Maintenance) framework (Glasgow, Vogt, and Boles, 1999). The RE-AIM framework has been
used as a model for evaluating the implementation or translation of evidence-based practices
into real-world settings (Meyer et al., 2012; Rogers et al., 2013). According to the RE-AIM
framework, the implementation and public health impact of an evidence-based intervention
depends on several factors: the scope and extent to which the intervention reaches the targeted
population; the efficacy of the intervention in yielding positive outcomes; the degree of adoption
of the intervention across a substantial proportion of settings; the level of implementation fidel-
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ity with respect to whether the intervention is being delivered as designed; and the viability of
the long-term maintenance (or sustainability) of the intervention.

For aim 1, we examined the implementation of RESPECT-Mil in relation to the reach,
adoption, implementation fidelity, and efficacy of the program. We outline the questions asked

to assess each of these domains.
To determine the reach of RESPECT-Mil, we asked the following questions:

* To what extent does RESPECT-Mil facilitate the identification of service members with
mental health needs?
* To what degree does RESPECT-Mil support referrals to needed mental health treatment?

To examine the level of adoption of RESPECT-Mil across Army installations, we asked:

* How do Army installations vary with respect to the identification and referral of service
members with mental health needs?

To assess the level of implementation fidelity, we posed the following questions:

* To what extent is RESPECT-Mil enrolling service members with depression and/or
PTSD?

* Is RESPECT-Mil being delivered as intended? For example, to what extent are RCFs able
to implement their responsibilities as outlined by the program protocol?

* To what degree are service members engaging in psychoeducation, psychotropic medica-
tion, counseling, and self-management goals? Are service members participating in the
full course of recommended treatment?

To investigate the efficacy or positive outcomes associated with RESPECT-Mil, we
explored the following:?

* What proportion of service members experience improvement in depression and/or PTSD

symptoms?
* What proportion of service members show improvement in functioning?

Aims 2 and 3 address the maintenance of collaborative care programs such as RESPECT-
Mil by identifying factors that facilitate, hinder, and sustain implementation.

Organization of This Report

In Chapter Two, we describe in detail the methodological approaches employed to carry out
the key aims of this evaluation. Chapters Three through Six contain the findings resulting from

3 The efficacy of an intervention can be tested using a variety of study designs. A randomized controlled trial in which

PTSD and depression outcomes are compared among service members who are randomly assigned to RESPECT-Mil or
usual care is considered the most rigorous test of efficacy. However, this was not possible given that the program had already
been implemented throughout most of the Army installations before the start of the evaluation. This evaluation naturalis-
tically investigated changes in clinical symptoms and functioning to examine the impact of the program on participants.
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the evaluation. Chapter Seven concludes with a summary of the main findings and recommen-
dations that may enhance the implementation of collaborative care programs like RESPECT-
Mil. The recommendations are based on the findings that resulted from the three study aims
and are organized according to major components and processes common to collaborative care
programs. Specifically, the recommendations addressed areas for potential improvement with
respect to the 3CM (i.e., PCPs and the prepared practice, the care facilitator, and the BHC),
performance monitoring, and institutional support for the program.






CHAPTER TWO

Methodological Approach

In this chapter, we describe the methodological and analytical approaches used to carry out the
following three key aims of this study:

1. Assess the degree to which RESPECT-Mil is being implemented in the Army’s primary
care settings.

2. Identify facilitators and barriers to the implementation of RESPECT-Mil.

3. Examine the sustainability of RESPECT-Mil from the perspective of key stakeholders
within the military health system.

To accomplish these aims, we employed five complementary methods: (1) an analysis of
Monthly Screening and Referral Clinic Reports; (2) an analysis of data from FIRST-STEPS, an
electronic case-management tool designed for RESPECT-Mil; (3) discussions with RESPECT-
Mil providers; (4) discussions with RMIT members; and (5) discussions with key stakeholders
within the military health system. Table 2.1 provides a crosswalk between each of the methods
used to inform the different aims. The remainder of this chapter is organized around each aim,
and within each aim we provide detailed descriptions of the methods and approaches used.

Aim 1: Assess the Degree of RESPECT-Mil Implementation

For aim 1, we developed indicators to assess the reach, adoption, implementation, and efficacy
of RESPECT-Mil by relying on two data sources that the RMIT collects to track program

Table 2.1
Crosswalk Between Study Aims and Methods

Aim 1: Assess the Aim 2: Identify Facilitators Aim 3: Examine the

Degree of RESPECT-Mil  and Barriers to RESPECT- Sustainability of
Method Implementation Mil Implementation RESPECT-Mil
Monthly Screening and Referral X
Clinic Reports analysis
FIRST-STEPS analysis X
RESPECT-Mil provider X
discussions
RMIT discussions X X
Military health system X

stakeholder discussions

15
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fidelity—namely, Monthly Screening and Referral Clinic Reports and FIRST-STEPS data.
Data were extracted from these two sources for the period of August 2011 to March 2012.
August 2011 is when the Monthly Screening and Referral Clinic Reports incorporated the col-
lection of separate screening and referral information for PTSD and depression. Prior to this
time, the reports contained only aggregated information across the two mental health condi-
tions. March 2012 is when the data from the reports and FIRST-STEPS were transferred to
RAND. We focused our evaluation on the data from the specified time frame because this
allowed us to report on program implementation across the specific type of mental health con-
dition being addressed (i.e., PTSD, depression, or both). Data from the reports and FIRST-
STEPS were analyzed for 37 U.S. Army installations with 84 primary care clinics. We excluded
six primary care clinics that were in the initial phases of implementing RESPECT-Mil. In the
next section, we provide a more detailed description of the two data sources and the analytic

approaches applied to these data.

Data Sources

Monthly Screening and Referral Clinic Reports

As described earlier, RESPECT-Mil primary care clinics use the MEDCOM Form 774 to
screen service members for depression and PTSD. In addition to the depression and PTSD
screener questions,! the MEDCOM Form 774 is also used to document relevant clinical infor-
mation, including depression and PTSD clinical assessment scores, suicidal risk assessments,
diagnostic information (e.g., probable depression and/or PTSD), treatment plans, and a final
disposition plan (e.g., refer the service member to RESPECT-Mil, behavioral health, or another
resource) (see Appendix A). At the end of each month, RESPECT-Mil primary care clinics are
asked to provide to the RMIT summative information based on completed MEDCOM Forms
774. The RMIT uses these Monthly Screening and Referral Clinic Reports to track program
fidelity across installations and clinics. The RMIT maintains a database of all the Monthly and
Referral Clinic Reports and issues periodic performance reports to sites with individualized
feedback on program fidelity. The Monthly Screening and Referral Clinic Report data used for
the analyses contained information on a total of 647,642 service member visits.

FIRST-STEPS Case-Management Tool

FIRST-STEPS, the electronic case-management tracking tool designed for use by RCFs and
BHC:s, contains records on RCF service member contacts, clinical assessments, treatment
plans, medication and counseling adherence, engagement in self-management goals, and case
closure dispositions. RAND obtained FIRST-STEPS data with deidentified service members
from the U.S. Army Medical Information Technology Center. The RMIT has not had access
to the kind of individual-level data obtained for the current evaluation, which has precluded a
more fine-grained assessment of the implementation of RESPECT-Mil as is provided here. For
the purposes of this study, FIRST-STEPS data were analyzed for service member cases opened
and closed between August 2011 and March 2012. For service member cases not yet closed
during this period, we included only those that were opened before October 2011 to ensure a
minimum six-month period of treatment. This resulted in a total sample size of 3,403 service
members who were included in the analyses using the FIRST-STEPS data.

! The MEDCOM Form 774 employs the PHQ-2 and PC-PTSD as brief screeners for depression and PTSD, respectively.
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Analytic Plan

The following section describes the analytic plan for deriving implementation indicators for
the reach, adoption, implementation fidelity, and efficacy of RESPECT-Mil. To assist with the
interpretation of the derived implementation indicators, we compare our findings with other
collaborative care studies about depression and PTSD, which we review alongside the results
of aim 1 in Chapter Three of the report.

Reach

To determine the reach of RESPECT-Mil, we relied on the Monthly Screening and Referral
Clinic Report data. Table 2.2 provides a list of definitions for constructs and measures used to
operationalize indicators for reach. Outlined below are the indicators that are used to address
the question: 70 what extent does RESPECT-Mil facilitate the recognition of service members with
mental health needs?

e number and percentage of service member primary care visits that were screened for
depression and PTSD (visits screened)

* percentage of screened visits that resulted in a positive screen for depression and/or PTSD
(positive screen)

* percentage of positive screens resulting in a probable depression and/or PTSD diagnosis
(positive screen resulting in a probable diagnosis)

* percentage of screened visits resulting in a probable depression and/or PTSD diagnosis
(visits screened resulting in a probable diagnosis).

Another aspect of RESPECT-Mil’s reach can also be considered in terms of the following
question: 7o what degree does RESPECT-Mil support referrals to needed mental health treatment?
To answer this question, we reviewed the final disposition of all positive screens, which are
coded according to the following categories: referrals accepted, referrals declined, no referral,
and already in treatment. Definitions for these categories are provided in Table 2.2.

Adoption
To gauge the degree to which RESPECT-Mil is being adopted across installations, we looked
at the same reach indicators described in Table 2.2 for each site to answer the question: How
do Army installations vary with respect to the identification and referral of service members with
mental health needs?

Adoption indicators could only be derived from Monthly Screening and Referral Clinic
Report data, which contain installation site information. Adoption indicators could not be
derived for other components of RESPECT-Mil because FIRST-STEPS data do not record

installation site information.

Implementation

To assess how key components of RESPECT-Mil are being implemented, we used FIRST-
STEPS data to examine several aspects of the program. We describe the aspects of program
implementation investigated in this study.

To What Extent Is RESPECT-Mil Enrolling Service Members with Depression and/or PTSD?
One unique facet that sets RESPECT-Mil apart from other collaborative care efforts is that the
program does not exclusively focus on either depression or PTSD. Rather, RESPECT-Mil is
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Table 2.2

Constructs and Definitions for Reach Indicators

Construct/Measure

Definition

Visits screened

Positive screen

Positive screen resulting in a probable
diagnosis

Visits screened resulting in a probable
diagnosis

Referrals accepted

PHQ-2 and PC-PTSD administered and recorded during primary care

visit.2

Screened visits resulted in one or both of the following conditions:

e Atleast 1 of 2 items on the PHQ-2 are endorsed.
e At least 2 of 4 items on the PC-PTSD are endorsed.

Positive screens resulted in a probable depression and/or PTSD
diagnosis as recorded on the MEDCOM Form 774,

Screened visits resulted in a probable depression and/or PTSD
diagnosis as recorded on the MEDCOM Form 774.

Referral was accepted to any of the following:
e RESPECT-Mil
e Behavioral specialist

e Another psychosocial resource (e.g., Military OneSource).

Referrals declined Referral was declined to any of the following:

e RESPECT-Mil

e Behavioral specialist

e Another psychosocial resource (e.g., Military OneSource).
No referral No referral was made due to one of the following:

e Behavioral health need that will be addressed in primary care

¢ No behavioral health treatment need identified.

No referral was made because service member already being followed
by:

e RESPECT-Mil

e Behavioral specialist

e Another psychosocial resource (e.g., Military OneSource).

Already in treatment

2@ PHQ-2 and PC-PTSD are the brief screeners administered for depression and PTSD, respectively.

designed to screen for both depression and PTSD and provides guidelines and support for the
treatment of both conditions. Thus, one aspect of program implementation that we explore is
the clinical presentation of service members who are being enrolled and treated in RESPECT-
Mil. We classified service members according to the clinical symptoms that were most promi-
nently presented during the initial clinical assessment. We derived the following categories to
indicate service members’ baseline clinical status: depression prominent, PTSD prominent,
and depression plus PTSD prominent (from herein referred to as DEP+PTSD).

To be classified as depression prominent, service members had to present with one of the
following conditions: probable diagnosis of depression only, minor depression or mild major
depression only, or moderately severe or severe major depression only. RESPECT-Mil provides
scoring instructions along with recommended treatment guidelines for the different depres-
sion clinical severity levels, which are derived from initial PHQ-9 scores (see Appendix C). To
be classified as PTSD prominent, service members had to present with one of the following
conditions: probable diagnosis of PTSD only, mild PTSD only, or moderate or severe PTSD
only. Appendix E contains RESPECT-Mil’s scoring instructions and recommended treatment
guidelines for the various PTSD clinical severity levels, which are based on the initial PCL
score. To be classified as DEP+PTSD, service members had to present with one of the following
conditions: probable depression and PTSD diagnosis or mild to severe depression and PTSD.
We examined whether enrollment, treatment process, or treatment outcomes varied according
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to the baseline clinical status categories. Table 2.3 provides a summary of our derived baseline
clinical status categories.

To What Extent Are RCFs Able to Carry Out Their Responsibilities as Outlined by the
Program Protocol?

As described previously, a major component of RESPECT-Mil involves the role of the RCF in
supporting treatment adherence and monitoring treatment response. Table 2.4 lists the con-
structs and measures developed to examine the implementation of program components that
occur through RCF contacts with service members. To assess the degree and nature of RCF
contacts, we examined the following:

* the percentage of cases in which no RCF contact was established after a referral to
RESPECT-Mil (no RCF contact)

* among service members who had established contact with RCFs, the percentage of cases
in which RCFs’ first contact with service members occurred within 14 days of the initial
primary care RESPECT-Mil referral (RCF first contact)

* mean number of RCF follow-up contacts (RCF follow-up contacts)

* the percentage of early, on time, and late RCF follow-up contacts (timely RCF follow-up
contacts)

* the percentage of RCF follow-up contacts in which clinical assessments were adminis-
tered and recorded (follow-up assessment recorded)

* the mean number of days enrolled in RESPECT-Mil (number of days in the program).

Are Service Members Participating in the Full Course of Treatment?

A core feature of RESPECT-Mil is the facilitation of service members’ engagement in psycho-
tropic medication treatment, counseling, self-management goals, and psychoeducation. Via
FIRST-STEPS, RCFs administer a number of questions during first and follow-up contacts
to monitor service member engagement across these treatment domains. In the next three sec-
tions we outline the implementation indicators derived from FIRST-STEPS data to examine
questions about the degree of uptake of RESPECT-Mil treatment components.

Table 2.3
Baseline Clinical Status Categories of Service Members Enrolled in RESPECT-Mil
Construct/Measure Definition
Depression prominent One of the following conditions is met:
* Probable diagnosis of depression only (see Appendix C); no probable PTSD
diagnosis

e Minor depression or mild major depression only
e (PHQ-9 total score = 10-14)
e Moderately severe or severe major depression only (PHQ-9 total score > 15).

PTSD prominent One of the following conditions is met:
e Probable diagnosis of PTSD only (see Appendix E); no probable depression
diagnosis
e Mild PTSD only (PCL total score = 13-32)
e Moderate or severe PTSD only (PCL total score > 33).

DEP+PTSD One of the following conditions is met:
e Probable diagnosis of depression and PTSD
e Mild, moderate, or severe depression (PHQ-9 > 10) and mild, moderate, or
severe PTSD (PCL total score > 13).
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Table 2.4

Constructs and Definitions for RCF Contact Indicators

Construct/Measure Definition

No RCF contact A RESPECT-Mil referral was made but no RCF contact was established or
recorded.

RCF first contact RESPECT-Mil recommends that RCFs establish their first contact with service

members within seven to ten days after referral into RESPECT-Mil. FIRST-
STEPS reports on whether service members have been contacted by RCFs
within 14 days of the initial primary care referral.

RCF follow-up contacts After the RCF first contact, RESPECT-Mil recommends that RCFs schedule
routine follow-up contacts every four weeks. During the follow-up contacts,
RCFs review the details of the treatment plan, encourage and support
treatment adherence, and readminister the PHQ-9 and/or PCL to monitor
treatment response. RCF follow-up contacts do not include the RCF first
contact.

Timely RCF follow-up contacts e Early follow-up means that follow-up contact was made within 24 days
or fewer after the last RCF contact.
e On-time follow-up means that follow-up contact was made within
25-42 days after the last RCF contact.
e Late follow-up means that follow-up contact was made 43 days or
more after the last RCF contact.

Follow-up assessment recorded Administration of the PHQ-9 and/or PCL was recorded during the follow-up
contact.

Number of days in the program This means the total number of days that elapsed between the date of
the initial primary care referral and the date of the last recorded clinical
assessment.

To What Degree Are Service Members Engaging in Psychotropic Medication?

To monitor psychotropic medication treatment, RCFs administer the following question: “Are
you taking or has any primary care provider suggested you take any prescribed medication for
depression or PTSD?”2 Service members who endorse a “yes” response are asked an additional
set of questions to track medication adherence. We examine service member responses to the
following medication adherence question: “Have you been taking the medication for PTSD
or depression as it was prescribed?” Response options are: “Filled and Taking,” “Filled Taking
Sometimes,” “Filled but Not Taking,” “Not Filled,” and “Unknown.” RCFs also record the
date that service members start psychotropic medications. To assess service member engage-
ment in psychotropic medication treatment, we examined the following:

* during the RCF first contact, the percentage of service members who reported taking a
prescribed medication or that their PCPs suggested that they take a prescribed medica-
tion for depression or PTSD (baseline taking/PCP suggests you take medications)

* during subsequent RCF follow-up contacts, the percentage of service members who
reported taking a prescribed medication or that their PCPs suggested that they take a pre-
scribed medication for depression or PTSD (ever taking/PCP suggests you take medications)

* the percentage of service members recorded as having started a psychotropic medication
(ever start medications)

2 Whether service members are taking medication or whether any PCP has recommended medication are distinct con-

structs. However, this study’s analyses could not examine these constructs separately given the way the psychotropic medi-
cation question is asked in FIRST-STEPS.
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* during the RCF first contact, the percentage of service members who, when asked about
whether they were taking their prescribed medication for depression or PTSD, endorsed
either of the following response options: “Filled and Taking” or “Filled Taking Some-
times” (baseline medication filled and taking or taking sometimes)

* during the last RCF follow-up contact, the percentage of service members who, when
asked about whether they were taking their prescribed medication for depression or
PTSD, endorsed either of the following response options: “Filled and Taking” or “Filled
Taking Sometimes” (last follow-up medication filled and taking or taking sometimes).>

Table 2.5 provides a summary of the constructs and definitions we derived to serve
as implementation indicators for service member engagement in psychotropic medication
treatment.

To What Degree Are Service Members Engaging in Counseling?

To monitor engagement in counseling, RCFs administer the following question during first
and follow-up contacts: “Are you attending or has any primary care provider suggested you
attend counseling or therapy?™ Among service members who report attending counseling
or that a PCP suggested that they attend counseling, the following question is administered
regarding counseling adherence: “How often are you attending your counseling appoint-
ments?” Response options are as follows: “Attend All,” “Almost Always,” “Often,” “Scheduled
Not Started,” “Started but Stopped,” “Seldom,” “Never,” and “Unknown.” RCFs also record
the date that service members start any type of counseling or therapy. To assess service member
engagement in counseling, we examined the following:

Table 2.5

Constructs and Definitions for Psychotropic Medication Treatment Implementation Indicators
Construct/Measure Definition

Baseline taking/PCP suggests you take During the RCF first contact, a “yes” response to the question, “Are
medications you taking or has any primary care provider suggested you take any

prescribed medication for depression or PTSD?”

Ever taking/PCP suggests you take During any RCF follow-up contacts, a “yes” response to the question,
medications “Are you taking or has any primary care provider suggested you take
any prescribed medication for depression or PTSD?”

Ever start medications Start date of a psychotropic medication recorded during the RCF first
contact or any RCF follow-up visit.

Baseline medication filled and taking or During the RCF first contact, a “Filled and Taking” or “Filled Taking
taking sometimes Sometimes” response to the question, “Have you been taking the
medication for PTSD or depression as it was prescribed?”

Last follow-up medication filled and During any RCF follow-up contacts, a “Filled and Taking” or “Filled
taking or taking sometimes Taking Sometimes” response to the question, “Have you been taking
the medication for PTSD or depression as it was prescribed?”

3 Given that there may be medications that are prescribed for use on an as-needed basis (e.g., sleep, panic), we included

“Filled and Taking Sometimes” as part of the implementation indicator for psychotropic medication use.

4 Whether service members are attending counseling or whether any primary care provider has suggested to service mem-

bers that they attend counseling are distinct constructs. However, this study’s analyses could not examine these constructs
separately given the way the counseling engagement question is asked in FIRST-STEPS.
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* during the RCF first contact, the percentage of service members who reported that they
were attending counseling or that their PCPs suggested that they attend counseling (base-
line attending/PCP suggests you attend counseling)

* during any subsequent RCF follow-up contacts, the percentage of service members
enrolled in RESPECT-Mil who reported that they were attending counseling or that
their PCPs suggested that they attend counseling (ever attending/PCP suggests you attend
counseling)

* the percentage of service members recorded as having started counseling (ever start coun-
seling)

* during the RCF first contact visit, the percentage of service members who, when asked
how often they were attending their counseling appointments, endorsed one of the fol-
lowing response options: “Attend All,” “Almost Always,” or “Often” (baseline counseling
attend all, almost always, or often)

* during the last RCF follow-up contact, the percentage of service members who, when
asked how often they were attending their counseling appointments, endorsed one of
the following response options: “Attend All,” “Almost Always,” or “Often” (last follow-up
counseling attend all, almost always, or often).

Based on the available data, we derived implementation indicators for service member
engagement in counseling. See Table 2.6 for a summary of constructs and definitions for coun-
seling implementation indicators.

To What Degree Are Service Members Engaging in Self-Management Goals and
Psychoeducation?

To monitor service member engagement in self-management goals, RCFs work with service
members to identify one or two self-management goals to work on and track progress during
the RCF first contact and follow-up contacts. Using FIRST-STEPS, RCFs record whether ser-
vice members are working on any of the following self-management goals: spending time with
people who can support you, practicing relaxation, engaging in pleasurable physical activity,

Table 2.6
Constructs and Definitions for Counseling Implementation Indicators

Construct/Measure Definition

Baseline attending/PCP suggests you attend During the RCF first contact, a “yes” response to the question,
counseling “Are you attending or has any primary care provider suggested
you attend counseling or therapy?”

Ever attending/PCP suggests you attend During RCF follow-up contacts, a “yes” response to the question,
counseling “Are you attending or has any primary care provider suggested
you attend counseling or therapy?”

Ever start counseling Start date of counseling recorded during the RCF first contact or
any RCF follow-up visit.

Baseline counseling attend all, almost During the RCF first contact, an “Attend All,” “Almost Always,” or
always, or often “Often” response to the question, “How often are you attending
your counseling appointments?”

Last follow-up counseling attend all, almost During RCF follow-up contacts, an “Attend All,” “Almost Always,"”
always, or often or "Often” response to the question, “How often are you
attending your counseling appointments?”
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making time for other pleasurable activities, simple goals and small steps, eating nutritious and
balanced meals, and avoiding alcohol.

With respect to psychoeducation, RESPECT-Mil has developed informational pam-
phlets and worksheets to help educate service members about depression and PTSD. During
the RCF first contact and follow-up contacts, engagement in psychoeducation is tracked by
asking the following question: “Have you received an educational pamphlet on PTSD and/
or depression?” If service members answer “yes,” RCFs then follow up with the questions,
“Have you read the pamphlet?” and “Have you read the worksheet inside the pamphlet?” RCFs
record one of the following response options: “Read Material,” “Have but Not Read,” “Do Not
Have Material,” and “Unknown.” To assess the degree of service member engagement in self-
management goals and psychoeducation, we derived the following implementation indicators:

* the percentage of service members who reported working on at least one self-management
goal during the RCF first contact or any RCF follow-up contacts (se/fFmanagement goals)

* the percentage of service members who reported having “read material” during the RCF
first contact or any RCF follow-up contacts (psychoeducation).

Efficacy
To examine outcomes associated with RESPECT-Mil, we posed the following questions: Whar
proportion of service members experience improvement in depression andfor PTSD symptoms? What
proportion of service members experience improvements in_functioning?

To answer these questions, we assessed symptom changes from clinical assessments
(i.e., PHQ-9 and/or PCL) administered during the initial primary care visit (baseline) and
during the last RCF contact recorded (last follow-up). We derived efficacy indicators that
gauged symptom improvement, treatment response, remission, symptom worsening, changes
in rates of probable diagnoses, and functional impairment. With respect to symptom improve-
ment, a five-point change on the PHQ-9 is considered to be indicative of a clinically signifi-
cant response to depression treatment (Kroenke and Spitzer, 2002). Correspondingly, a five-
point change on the PCL has been associated with clinically significant change in response to
PTSD treatment (Monson et al., 2006; Schnurr, Friedman, Foy, et al., 2003). The National
Center for PTSD recommends using a five-point change on the PCL as an indicator of reliable
change and ten-point change as an indicator of clinically meaningful response (U.S. Depart-
ment of Veterans Affairs, 2012). For treatment response, a 50 percent reduction in symptoms
from baseline to follow-up assessment has been commonly applied in previous collaborative
care studies (see, e.g., Dietrich et al., 2004; Fortney, Enderle, et al., 2012; Fortney, Pyne, et al.,
2007; Hedrick et al., 2003; Uniitzer et al., 2002). To assess whether symptoms worsen from
baseline to follow-up, we examined whether there is a five-point increase in clinical assessment
scores. Finally, functional impairment is measured by a question that asks whether depression
and/or PTSD symptoms have caused difficulties at work, at home, or with people.

We derived the following indicators to assess RESPECT-Mil treatment outcomes:

* the percentage of cases in which clinical assessment scores improved by five or more
points from baseline to last follow-up (symprom improvement)

* the percentage of cases in which there was a 50 percent decrease in clinical symptom
scores from baseline to last follow-up (treatment response)

* the percentage of cases in which remission was achieved by the last follow-up (remission)
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* the percentage of cases in which clinical assessment scores worsened from baseline to
follow-up (symptoms worsen)

* rates of probable depression and/or PTSD diagnosis at baseline and last follow-up

* rates of functional impairment at baseline and follow-up.

Table 2.7 provides further information about the constructs and measures derived to
serve as indicators of the efficacy of RESPECT-Mil.

Aim 2: Facilitators and Barriers to RESPECT-Mil Implementation

To address aim 2, we spoke with RESPECT-Mil providers (e.g., RCFs, PCPs, BHCs, PCCs)
as well as the RMIT. This section describes the method used to identify and select potential
participants, as well as the development of the discussion protocols and procedures. We then
describe the analytic procedure that was used.

RESPECT-Mil Provider Discussions

Sample

In order to maximize variability in provider perspectives about RESPECT-Mil, we selected
eight sites (installations) with maximum variability in their implementation of RESPECT-
Mil, amount of time since RESPECT-Mil was introduced at the site, and site characteristics
(e.g., size, presence of units with high combat exposure).’ To obtain a rough estimate of sites’
implementation of RESPECT-Mil, we examined quantitative clinic-level data on screening

Table 2.7

Constructs and Definitions for Efficacy Indicators

Construct/Measure Definition

Symptom improvement The PHQ-9 or PCL total symptom score decreases by five or more points from

baseline to last follow-up.

Treatment response The PHQ-9 or PCL total symptom score decreases by 50 percent or more from
baseline to last follow-up.

Remission Per RESPECT-Mil guidelines, remission for depression is defined as a PHQ-9 total
score that is less than five. For PTSD, remission is defined as a PCL total score that
is less than 11.

Symptoms worsen The PHQ-9 or PCL total symptom score increases by five or more points from
baseline to last follow-up.

Probable diagnosis See Appendix C for scoring criteria for depression. See Appendix E for scoring
criteria for PTSD.

Functional impairment Depression and/or PTSD symptoms endorsed as problems that have made it
“somewhat difficult,” “very difficult,” or “extremely difficult” to carry out work,
take care of things at home, or get along with other people.

> Originally, we aimed to use FIRST-STEPS data to indicate high and low implementation. However, the time required

for study approval and for the FIRST-STEPS data to be provided was much longer than expected. In addition, we sought to
schedule discussions with RESPECT-Mil providers quickly, as we anticipated that many would be moving soon (e.g., due
to permanent changes of station), which would make it more difficult to contact these individuals. Therefore, we decided
to derive implementation indicators from the Monthly Screening and Referral Clinic Report data provided by the RMIT
instead.
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and referral rates at each site for the period between January 2011 and March 2012. Screen-
ing rates consisted of the number of primary care visits screened on the MEDCOM Form
774 divided by the number of total primary care visits. Referral rates consisted of the number
of positively screened visits referred to RESPECT-Mil or any other program (e.g., behavioral
health services) divided by the number of service members who screened positive for PTSD
or depression on the MEDCOM Form 774. We ranked sites according to their screening and
referral rates, and those sites with high screening and referral rates relative to the other sites
were considered to be high implementers. Those with low screening and referral rates relative
to the other sites were low implementers. Of the 37 sites, 13 had high screening and referral
rates, six had low rates, and the remaining 18 had mixed rates with some sites having high
screening rates but low referral rates and vice versa. Next, we coded each site according to the
time RESPECT-Mil has been in place at the site. For example, sites where RESPECT-Mil had
only recently been started were in the early phase of implementation, whereas those that were
among the first to implement the program were in the /ate phase. Finally, we consulted with
the RMIT team to gain an understanding of the demographic and geographic characteristics
of each site. For example, some sites have large, well-resourced medical facilities, while others
have few medical resources. Some are geographically isolated, while others are close to major
urban centers or universities. Some sites primarily serve combat-exposed service members soon
after they return from deployment, whereas others are predeployment training locations or
installations serving very few combat-exposed service members.

Using these sources of information, we selected eight sites based on their implementa-
tion level: four high and four low implementers. Within each implementation group (high and
low) we ensured that there was variability in population served (e.g., combat exposure), phase
of RESPECT-MIil (i.e., early, mid, and late; the range was seven months to five years), and size
(e.g., large MTEF). Our final sample of eight sites included seven installations based in the con-
tinental United States and one outside the United States.

In order to keep the list of selected sites confidential, we obtained a roster of all RESPECT-
Mil staff across all installations from the RMIT, not just those selected for this study. We then
began contacting all RESPECT-Mil RCFs, PCCs, and BHCs at the eight selected sites to
invite them for telephone discussions. Two RCFs on the roster moved to a different location
before the completion of the discussion but were retained in our sample. At the end of discus-
sions with PCCs, RCFs, and BHCs, each respondent was asked to nominate two PCPs from
his or her clinic to be invited to participate in the study. To obtain variability in views about
RESPECT-Mil, researchers encouraged respondents to nominate one PCP who consistently
refers to RESPECT-Mil and another who refers to RESPECT-Mil infrequently.

A total of 35 providers completed discussions (see Table 2.8). This included 26 of 30
eligible RCF, PCC, or BHC providers (87 percent). Four (two RCFs and two PCCs) of the
30 providers refused to participate due to lack of time or being new and unfamiliar to the pro-
gram. One BHC was no longer employed at the installation and obtained a position at another
institution. Twenty-six PCPs were nominated for discussions as well, and nine of these PCPs
completed discussions (35 percent). Of the remaining 17 nominated PCPs, three were deter-
mined to be ineligible: two had moved to different locations, and one had retired. In addition,
one nominee refused to participate, and 13 did not respond after several contact attempts. The
final sample of participating providers is shown in Table 2.8.
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Table 2.8
Final Number of Each Type of Discussion Participant at Each Site

Site
Type of
Participant 1 2 3 4 5 6 7 8 Total
RCF 1 2 2 1 1 2 1 1 1"
BHC 1 1 1 1 1 1 0 1 7
PCC 0 1 2 1 1 1 1 1 8
PCP 1 0 1 1 2 1 1 2 9
Total 3 4 6 4 5 5 3 5 35

Discussion Protocol

The RAND research team developed a stage-by-topic discussion protocol (Ryan et al., 2009)
(see Appendixes F, G, H, and I). Open-ended questions were generated within each stage
and topic. Stages were the initial service member encounter, monitoring service members, and
coordination. Zopics were roles and responsibilities, monitoring, implementation, and facilita-
tors. We also included opening and closing questions that were designed to obtain providers’

overall impressions of RESPECT-Mil, as well as the way the military health system addresses
behavioral health.

Procedure

Prospective participants were initially contacted via email. The email message provided a
brief statement about the purpose of the study, extended an invitation for participation, and
explained the voluntary and confidential nature of participation. Some providers responded
to this email stating their interest in participating and to schedule the discussion. For those
who did not respond, a subsequent phone call was made to ensure receipt of the email, request
participation in the study, answer questions about the study, and obtain oral consent. Up to
four attempts were made to contact the potential participant. Those unable to be reached were
removed from consideration for participation in the study. Those who agreed to participate
were scheduled for discussions at a time convenient for their schedules.

All discussions were conducted via telephone. A RAND Ph.D.-level researcher and an
accompanying note taker conducted each discussion. Participants were reminded of their vol-
untary participation and confidentiality, and a second request for verbal consent was made and
confirmed before the discussion began. Discussions for RCFs, BHCs, and PCCs were designed
to take 60 minutes to complete. At the end of the discussion, RCFs and PCCs were asked to
identify potential PCPs who might participate. RAND staff obtained contact information for
the PCPs and contacted them via email and phone to request participation in the study accord-
ing to the same procedures used for RCFs, BHCs, and PCCs. Due to their limited availability,
the discussion protocol for PCPs was redesigned to be completed in 15 minutes. All partici-
pants were thanked for their participation.
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RMIT Member Discussions

Sample

Given their limited number, we sought to speak with all 11 RMIT staff. The RMIT provided
us with the names and contact information of potential participants. All 11 RMIT members
completed discussions (100 percent response rate).

Discussion Protocol

We developed an adapted stage-by-topic (Ryan et al., 2009) RMIT discussion protocol (see
Appendix J) that was similar to the format of the provider discussion protocol. The proto-
col included two main sections: questions about specific RMIT responsibilities and questions
about the roles of others who might support RESPECT-Mil implementation (e.g., RMCs).
Within the section on specific RMIT responsibilities, the stages were preparing the practice
settings, hiring and staffing, training providers and champions, addressing staff turnover,
monitoring implementation, coaching calls, site assessment visits, providing feedback to instal-
lations, and providing incentives for implementing RESPECT-Mil. The topics in this section
were the following questions: “What is involved in this step?” “Who is responsible for this?”
“What is working and not working?” “What can be improved?” “What kind of monitoring
process (if any) is in place to track performance?” In the second section, which focused on
others who may be involved in supporting RESPECT-Mil implementation, the stages were the
levels of leadership: clinic administrators, installation level command, and RMC. The topics
were the following questions: “What is the role of this person in supporting the implementa-
tion of RESPECT-Mil?” “What is working and not working?” “What can be improved?” We
also included opening and closing questions that were designed to elicit overall impressions
(e.g., “what factors facilitate or inhibit the functioning of the RMIT?”).

Procedure

All procedures were reviewed and approved by RAND’s and DCoFE’s institutional review
boards. Potential participants were contacted by email. The email sent to potential participants
described the purpose of the discussion and explained that discussions were entirely voluntary
and confidential. The email also included a project description and a letter of support from
DCoE. RMIT members’ email responses confirming participation were considered written
consent. Respondents reached via phone provided verbal consent.

At the start of each discussion, a RAND researcher explained the purpose of the project
and reminded respondents that discussions were voluntary and confidential, but that their
remarks might be identifiable by inference by virtue of their roles or perspectives. Then respon-
dents verbally consented to participate. All RMIT discussions were conducted over the phone
and were approximately 60 minutes long. RAND Ph.D.-level researchers led the discussions
while a second RAND research team member took notes.

Qualitative Analyses
Following the call, the note taker produced written notes, and the discussion facilitator checked
and validated the notes. Any additions or discrepancies were discussed in order to produce a
final set of notes agreed on by both the discussion facilitator and the note taker. Quotes were
separated and then pile sorted into key themes. More detail about the sorting technique is pro-
vided in Appendix L.
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Following the pile-sort procedures, we developed an outline of a report that would cover
the basic themes that emerged. Within each section, we reexamined the quotes for a particu-
lar theme across provider types. In this review, we took into account the source of the quote
(individual and site), alignment with the RESPECT-Mil program, and placement within the
discussion in order to appropriately understand the quote in context. We then summarized the
main idea of the theme and the benefits and challenges within the theme, as well as the vari-
ability in opinions that we observed within the theme.

Aim 3: Sustainability of RESPECT-Mil Within the Military Health System

For aim 3, we spoke with key stakeholders within the military health system to gain further
insight into factors that may influence the sustainability of RESPECT-Mil. RMIT discussions
were also used to address aim 3. In the next sections we describe the sampling methodology,
the discussion protocol, and analytical approaches used to accomplish aim 3.

Key Stakeholder Discussions

Sample

To select key stakeholders, we sought to recruit individuals serving in administrative or leader-
ship roles within DoD or the Army. We began by obtaining a list of recommended participants
from the director of military health at RAND and from RMIT. The list included personnel
from RMCs, the U.S. Army Medical Department, MEDCOM, the Office of the Assistant
Secretary of Defense for Health Affairs, and Tricare Management Activity.

We used a snowball sample technique to identify additional key stakeholders. At the
end of each discussion, respondents were asked if they would like to confidentially recom-
mend other stakeholders to participate in the key stakeholder discussions. The participation
of referred stakeholders was not discussed with other respondents in order to maintain confi-
dentiality. As the discussion selection process went on, respondents increasingly recommended
that we speak with key stakeholders with whom we had already spoken. Once we were no
longer receiving new key stakeholder nominations, we ended the recruitment of stakeholders.
Senior leadership from RAND’s military health research group, RMIT, and respondents pro-
vided contact information for some key stakeholders. Otherwise, the RAND research team
found publicly available stakeholder contact information through online research.

Of the 43 key stakeholders who were contacted, 24 participated (56 percent). Two indi-
viduals who were contacted for a discussion directly refused to participate. Seventeen individu-
als were contacted with the correct email address or phone number but did not respond or
follow up in scheduling the requested discussion. Several stakeholders invited others from their
organizations to be present during the discussions, resulting in an additional seven stakehold-
ers who took part in the study. In these cases, the discussions were conducted with groups of
stakeholders. Thus, in total, 31 stakeholders participated.

Discussion Protocol

The RAND research team developed the discussion protocol (see Appendix K). The stake-
holder protocol was designed in an open-ended question format to seek high-level observations
about RESPECT-Mil. This allowed respondents to speak to specific components of the pro-
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cesses, program outcomes, and the broad behavioral health setting in the military, depending
on their knowledge and viewpoints.
The discussion protocol included five main sections:

1. familiarity with RESPECT-Mil

2. the role of RESPECT-Mil within the respondent’s organization

3. positive and negative aspects of RESPECT-Mil

4. RESPECT-Mil compared with other initiatives (e.g., PCMH)

5. suggestions for improvement and recommendations.
Procedure

All procedures were reviewed and approved by the RAND Human Subjects Protection Com-
mittee and by DCoE. Potential participants were contacted by email first. A follow-up email
was sent if we received no response from the initial email. If there was no response after these
two emails, we called the stakeholder to inquire about a discussion. We stopped contacting
stakeholders who had not responded to two emails and two telephone calls.

The email sent to potential participants described the purpose of the discussion and
explained that discussions were entirely voluntary and confidential. The email also included a
project description and a letter of support from DCoE. Stakeholders’ email responses confirm-
ing participation were considered written consent. Respondents reached via phone provided
verbal consent.

At the start of each discussion, a RAND researcher explained the purpose of the project
and reminded respondents that discussions were voluntary and confidential, but that their
remarks might be identifiable by inference by virtue of their roles or perspectives. Then respon-
dents verbally consented to participate. All stakeholder discussions were conducted over the
phone and were approximately 60 minutes long. RAND Ph.D.-level researchers led the stake-
holder discussions while a second RAND researcher took notes.

Qualitative Analyses

The analytic procedures used in aim 2 were similarly employed for aim 3. The same pile-sort
procedure was applied to the key stakeholder discussion (see the qualitative analyses section for
aim 2). However, the new set of themes was developed without relying on the themes identi-
fied in the provider discussions.






CHAPTER THREE

RESPECT-Mil Implementation: Findings from Monthly Screening
and Referral Clinic Reports and FIRST-STEPS

As described in Chapter Two, we developed RESPECT-Mil implementation indicators based on
the RE-AIM framework (Glasgow, Vogt, and Boles, 1999). Using data from the Monthly Screening
and Referral Clinic Reports and FIRST-STEPS, we describe the degree to which RESPECT-Mil
is being implemented along the following RE-AIM dimensions: reach, adoption, implementation
fidelity, and efficacy. When possible, we compare our results with findings from other depression
and PTSD collaborative studies. This runs counter to the standard practice of presenting findings
from other studies in a subsequent discussion section. However, given the lack of standardized
benchmarks for quality implementation of collaborative care programs, we viewed this compari-
son as important for interpreting this study’s findings. It should be noted that other depression and
PTSD collaborative care studies differ from one another and from RESPECT-Mil on a number of
dimensions. Collaborative care studies vary with respect to the clinical assessments used to screen
and track depression or PTSD symptoms (e.g., PHQ-9 versus the Symptom Checklist—20 [SCL-
20]), intervention components (e.g., medication management, cognitive behavioral therapy), inter-
vention intensity (e.g., number of sessions, treatment duration), the criteria employed to measure
treatment outcomes (e.g., 40 percent versus 50 percent reduction in symptoms), and the organiza-
tional settings in which the program is being implemented (e.g., health maintenance organization,
community-based organization), and the scope of the implementation effort (e.g., number of sites
and clinics). In addition, as will be discussed in Chapters Four and Five, implementing collabora-
tive care within the military health service system may pose unique challenges (e.g., deployments,
staff turnover) that should be taken into consideration when interpreting findings. Findings from
other collaborative care studies are intended to provide a broad frame of reference when consid-
ering RESPECT-Mil implementation findings. Tables 3.1 and 3.2 provide a summary of PTSD
and depression collaborative care studies that we reference to assist with the interpretation of the

RESPECT-Mil implementation findings.

Reach

To assess reach, we examined the degree to which RESPECT-Mil is enhancing the detection of
unmet mental health needs among service members as well as the extent to which referrals are
being made to facilitate access to care. Using screening and referral data submitted by 84 Army
primary care clinics, we report on the outcome of 647,642 primary care visits made during the
period from August 2011 to March 2012. Figure 3.1 provides a flow diagram illustrating the out-
come of these primary care visits using the reach implementation indicators. The definitions for
the reach indicators are provided in Table 2.2 in Chapter Two.

31
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Table 3.1
PTSD Collaborative Care Studies
No. of
Patients
Study No. of No. of Enrolled in
Design Setting Sites Clinics Treatment Intervention Components
Coordinated RCT Civilian 4 17 33 Computerized cognitive
Anxiety Learning behavioral therapy with
and Management anxiety clinical specialist and
(CALM) (Craske medications.
et al., 2011)
RESPECT-PTSD RCT VA 4 5 96 Telephone support calls from
(Schnurr, medical care managers (doctoral-level
Friedman, center psychologists) to promote
Oxman, et al., treatment adherence.
2013)
Stepped RCT Trauma 1 1 60 Six months of case management
collaborative care center delivered by a trauma center
(Zatzick et al., clinical specialist, followed by
2004) cognitive behavioral therapy,
motivational interviewing, and/
or medications if symptoms
persist.
NOTE: RCT = randomized controlled trial
Table 3.2
Depression Collaborative Care Studies
No. of
Patients
Study No. of No.of EnrolledIn
Design Setting Sites  Clinics Treatment Intervention Components
Translating Cluster RCT VA primary 5 7 386 Treatment options included
Initiatives for care clinics watchful waiting, medication,
Depression and referral to cognitive
into Effective behavioral therapy. Care
Solutions (TIDES) managers (nurses) provide
(Chaney et al., follow-up, assessment, and
2011) support for medication
adherence and side effects.
RESPECT-D Cluster RCT Health care 5 60 224 Care manager support for
(Dietrich, 2004) organizations treatment adherence and
self-management practice.
Care manager assessment and
follow-up contacts.
Telemedicine Cluster RCT VA 1 3 189 Stepped care. Telephone
Enhanced community- support from the care
Antidepressant based manager (nurse) to assess
Management outpatient clinical symptoms, educate and
(TEAM) clinics activate, and address treatment
(Fortney, Pyne, barriers. If there is no response
Edlund, et al., to medications, the pharmacist
2007) conducts a medication history,

provides pharmacotherapy
recommendations to PCPs,

and nonscripted medication
management over the phone to
patients.
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Table 3.2—Continued

No. of
Patients
Study No. of No.of EnrolledIn
Design Setting Sites  Clinics Treatment Intervention Components

Telemedicine- Nonrandomized VA 3 1 298 Care management telephone

Based implementation community- support, which included

Collaborative evaluation based education/activation, barrier

Care (Fortney, outpatient assessment/resolution,

Enderle, et al., clinics symptom monitoring,

2012) medication adherence
monitoring, side-effects
monitoring, and self-
management. No formal
guidelines for referrals to
specialty mental health.

Collaborative Cluster Primary care 1 2 177 Telephone support from care

Care Depression RCT managers (social workers) to

Treatment VA encourage adherence, address

Primary Care treatment barriers, and assess

(Hedrick et al., treatment response. Treatment

2003) options include antidepressant
medication, adjunctive
medication, a cognitive
behavioral therapy group,
schedule with psychologist
or psychiatrist (referral to
mental health specialist). Least
resource-intensive options were
selected first; more intensive
treatment options provided if
no response at six or 12 weeks.

Improving RCT Civilian and 8 18 906 Care managers (nurses

Mood-Promoting VA health care or psychologists) provide

Access to organizations psychoeducation, problem-

Collaborative (five states) solving therapy (six to eight

Treatment sessions), and medication.

(IMPACT)

(UnuUtzer et al.,

2002;

Hegel et al.,

2005;

Chan, Fan, and

Unutzer, 2011)

Partners in Cluster Health 6 27 443 Quality-improvement model.

Care (Wells, RCT managed care Institutional commitment

Sherbourne, organizations (practices agreed to reserve

Schoenbaum, in-kind resources up to one-

et al., 2000) half of estimated costs of

implementing interventions
and time costs for study
participation). Care managers
(nurses) assess, educate, and
activate patients to support
treatment adherence.
Individual or group cognitive
behavioral therapy available.
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Figure 3.1

Screening and Referral Clinic Data from August 2011 to March 2012

647,642 primary care visits

for depression and PTSD

599,760 (93%) primary care visits screened

Depression positive screen only
PTSD positive screen only

77,998 (13%) screened visits with a positive screen
29,639 (5%)
14,218 (2%)
Depression and PTSD positive screen 34,141 (6%)

PTSD only

Depression only

Depression and PTSD
Depression/PTSD and other diagnosis
Other diagnosis

47,797 (61%) positive screens resulting

in a probable diagnosis?

12,790 (16%)
9,888 (13%)
11,106 (14%)
2,447 (3%)
11,566 (15%)

Final disposition of positive screens?

12,835 (16%) 6,353 (8%)

referrals accepted referrals declined
R-Mil only 3,951 (5%) R-Mil 2,418 (3%)
BH only 5,888 (8%) BH 2,078 (3%)
OR 1,106 (1%) Both 1,851 (2%)
R-Mil and BH 1,214 (2%)
R-Mil and OR 168 (<1%)
BH and OR 170 (<1%)
R-Mil, BH, OR 59 (<1%)

14,205 (18%)
no referrals

No BH need

identified 10,172 (13%)
Primary care

"as usual” 4,033 (5%)

a0f the total visits screened, 8 percent (47,797) resulted in a probable diagnosis.
bThe final dispositions of 1,617 (2 percent) of the positive screens were unknown due to missing data.
NOTES: R-Mil = RESPECT-Mil; BH = behavioral health; OR = other psychosocial resource.

RAND RR588-3.1

42,988 (55%)
already in treatment

R-Mil only 2,092 (3%)
BH only 35,504 (46%)
OR 1,914 (2%)
R-Mil and BH 1,825 (2%)
R-Mil and OR 162 (<1%)
BH and OR 848 (1%)

R-Mil, BH, OR 643
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To What Extent Does RESPECT-Mil Facilitate the Identification of Service Members with
Mental Health Needs Related to Depression and/or PTSD?

Visits Screened and Positive Screens

Among the U.S. Army primary care clinics that have implemented RESPECT-Mil, 93 per-
cent (or 599,760) of the visits made during the eight-month period from August 2011 to
March 2012 were screened for PTSD and depression. Of all screened visits, 13 percent (77,998)
had a positive screen (see Figure 3.1). More specifically, 5 percent (29,639 visits) had a positive
screen for depression only, 2 percent (14,218 visits) had a positive screen for PTSD only, and
6 percent (34,141 visits) had a positive screen for depression and PTSD.

The Post-Deployment Health Assessment (PDHA) employs the same PHQ-2 depres-
sion and PC-PTSD brief screening items that RESPECT-Mil administers via the MEDCOM
Form 774. In a study conducted with U.S. Army service members from one infantry brigade
combat team undergoing the routine PDHA, rates of positive screens for PTSD and depres-
sion were two to three times greater when administered anonymously (7.7 percent with PTSD;
7 percent with depression; 12 percent with PTSD and depression) than in a simultaneous
nonanonymous PDHA (3.3 percent with PTSD; 1.9 percent with depression; 4.2 percent with
PTSD and depression) (Warner et al., 2011).

Concerns regarding the underreporting of PTSD and depression by service members
have been well documented (Institute of Medicine, 2012). The degree to which underreporting
may be occurring with RESPECT-Mil primary care screening is unknown. RESPECT-Mil
differs from other screening and collaborative care studies on numerous dimensions, making
it difficult to compare screening rates. For instance, although RESPECT-Mil and PDHA both
use the PHQ-2 as their depression screeners, they employ different response options and cri-
teria for a positive screen. In addition, screening rates found for the PDHA as well as for
other studies are provided at the individual level as opposed to the RESPECT-Mil screening
and referral data, which are based on individual primary care visits. Moreover, the prevalence
rates of depression and PTSD can vary across the settings and populations in which collab-
orative care studies are conducted. Nonetheless, findings indicate that at an absolute level, a
considerable number of service members are reporting depression and PTSD symptoms, as
evidenced by the number of positive screens resulting from routine screening in the Army’s pri-
mary care settings. During the eight-month period, from August 2011 to March 2012, nearly
80,000 service members endorsed depression and/or PTSD symptoms when completing the
brief screeners.

Positive Screens Resulting in a Probable Diagnosis

Screened visits resulting in a positive screen are immediately followed up with a clinical inter-
view and self-administered clinical assessments (e.g., PHQ-9, PCL) to determine probable
diagnosis. Sixty-one percent (47,797) of the positive screens resulted in a probable diagnosis
of a mental health disorder (see Figure 3.1). Forty-six percent (36,231) of the positive screens
resulted in a probable diagnosis of PTSD, depression, or both. Another 15 percent (11,566)
of positive screens resulted in a diagnosis other than PTSD or depression. With respect to
the total proportion of visits screened (not shown in Figure 3.1), 6 percent of all screened
visits resulted in a probable diagnosis of PTSD and/or depression, while another 2 percent of
screened visits resulted in the identification of some other mental health disorder diagnosis.
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To What Degree Does RESPECT-Mil Support Referrals to Needed Mental Health Treatment?
To determine the extent to which RESPECT-Mil is connecting service members to needed
mental health treatment, we examined the final disposition of visits with positive screens (see
Figure 3.1).

Of the total positive screens, 16 percent (12,835) resulted in a referral being accepted to
one or more sources of mental health treatment. As seen in Figure 3.1, when accounting for
accepted referrals across one or more sources of care, approximately 8 percent of positively
screened visits resulted in an accepted referral to RESPECT-Mil, 10 percent led to an accepted
referral to behavioral health, and 2 percent accepted a referral to some other psychosocial
resource.

With respect to referrals declined, approximately 8 percent of positively screened visits
had been referred to RESPECT-Mil and/or behavioral health but were declined. Further, no
referrals were issued for 18 percent of positive screens because either no behavioral health treat-
ment need was identified (13 percent) or the case was addressed in primary care as usual with-
out the enhanced support of RESPECT-Mil (5 percent). Another 55 percent of positive screens
had been documented as already being followed in treatment. Of the positive screens that were
documented as already being followed in treatment, the largest group of cases (46 percent,
35,504) were being cared for by behavioral health only. Approximately 6 percent of positive
screens were already being followed in RESPECT-Mil. Findings are consistent with a study
conducted with the VA population in which approximately half of primary care patients who
had a positive screen for depressive symptoms were already being treated for mental health
issues within the VA health care system (Rubenstein, Chaney, and Smith, 2004). Altogether,
no referral had been issued among 73 percent of positive screens due to service members already
being in treatment, no behavioral health treatment need being identified, or treatment being
designated to primary care.

Overall, in reference to the reach of RESPECT-Mil, findings indicate that at an absolute
level, RESPECT-Mil is identifying a substantial number of service members who are report-
ing depression and PTSD symptoms, as evidenced by the number of positive screens resulting
from routine screening. Moreover, a substantial proportion of positive screens are resulting in
the detection of not only probable diagnoses of depression and PTSD but also other mental
diagnoses. Of the total positive screens, only a smaller proportion (13 percent) was identified
as not having any behavioral health need. Of the 19,188 referrals provided (referrals accepted
plus referrals declined), approximately two-thirds of the referrals were accepted, resulting in
a sizeable number of service members being connected to needed mental health care. More
than half of the positive screens flagged service members who were already in treatment but
appeared to continue to experience clinical symptoms. To the extent that routine screenings
can facilitate additional support for service members who are already in treatment but are not
experiencing symptom improvement, this may be another venue in which RESPECT-Mil can
address unmet mental health needs.

Adoption
To gauge the degree to which RESPECT-Mil is being adopted across the 37 Army instal-

lations, we examined the extent to which sites were reaching service members with mental
health needs (see Table 2.2 for definitions of reach indicators). For each of the individual
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installations, we examined the screening and referral patterns for depression and PTSD.
More-detailed information is provided in the following sections. The range of implementation
months ranged from three to 64 months. At the time of the study, ten sites had been imple-
menting RESPECT-Mil for 12 months or fewer, 11 sites between 13 and 24 months, six sites
between 25 and 48 months, and eight sites for 50 months or more. This reflects the phased
rollout of RESPECT-Mil, with some sites having implemented the program for several months
and others for a number of years.

How Do Installations Vary with Respect to the Identification and Referral of Service
Members with Mental Health Needs?

Visits Screened, Positive Screens, and Probable Depression and/or PTSD Diagnosis

With respect to the implementation of routine screening for depression and PTSD, a major-
ity of installations (25 of the 37) were screening a high proportion of visits, with a range
of 91 percent to 99 percent of visits screened (see Figure 3.2). Thirty-one of the 37 instal-
lations were screening at least 80 percent of their visits. The proportion of screened visits
that resulted in a positive screen also varied across installations, with a range of 4 per-
cent to 24 percent. Similarly, the degree to which positive screens resulted in a probable
depression or PTSD diagnosis differed across sites (a range of 11 percent to 100 percent).
Finally, the percentage of screened visits resulting in a probable depression and/or PTSD diag-
nosis ranged from 1 percent to 17 percent. Overall, a large proportion of primary care visits
across sites had been screened for depression and PTSD, irrespective of the length of time
implementing RESPECT-Mil. Exceptions included two sites that screened fewer than half
of their primary care visits even though they had been implementing RESPECT-Mil for four
years or longer. Thus, a longer duration of program implementation did not necessarily ensure
higher screening rates.

Figure 3.2
Visits Screened, Positive Screens, and Probable Depression and/or PTSD Diagnosis
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Rates of positive screens were also fairly uniform across sites, with varying lengths of time
implementing RESPECT-Mil. In contrast, rates of probable diagnosis resulting from positive
screens were more variable, with no evident or consistent relationship to the length of imple-
mentation. The factors underlying the variation in rates of probable diagnosis are unknown
and could be due to a host of reasons, such as site differences in the clinical presentation of
service members, service member willingness to disclose symptoms, and provider administra-
tion of clinical assessments.

Referrals Accepted

Figure 3.3 provides a breakdown of the percentage of positive screens resulting in an accepted
referral to RESPECT-Mil, behavioral health, or another psychosocial resource across the 37
installations. Rates of accepted referrals to RESPECT-Mil versus behavioral health fluctu-
ated across installations, with some sites yielding comparable rates across the two resources
and other sites tending to facilitate referrals to one resource over the other. Rates of accepted
referrals to other psychosocial resources appeared to be lower compared with RESPECT-Mil
and behavioral health. With respect to the proportion of positive screens that resulted in an
accepted referral to any source of care, ten of the 37 installations had referral rates that were
20 percent or greater and 24 of the 37 installations had referral rates that ranged from 10 per-

cent to 19 percent.

Referrals Declined
Figure 3.4 presents the percentage of positive screens that resulted in referrals being declined

across the 37 installations. Of the positive screens, only five of 37 installations sites had rates
of declined referrals to RESPECT-Mil that were 10 percent or greater. Only three of the 37

Figure 3.3
Percentage of Positive Screens Resulting in Referrals Accepted to RESPECT-Mil, Behavioral
Health, or Another Psychosocial Resource
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Figure 3.4
Percentage of Positive Screens Resulting in Referrals Declined to RESPECT-Mil and Behavioral
Health
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installations sites had rates of declined referrals for behavioral health that were 10 percent
or greater. Eleven of the 37 installations had rates of declined referrals that were greater for
RESPECT-Mil than behavioral health. In contrast, for 15 of the 37 installations, rates of
declined referrals were greater for behavioral health than RESPECT-Mil. However, for several
of the installations, the differences in declined referrals between the two sources were slight.
For nine of the 37 installations, the difference in rates of declined referrals between the two
sources was twice as high or greater.

No Referral Made

As shown in Figure 3.5, installations varied with respect to the proportion of positive screens
for which no referrals were provided—ecither because no behavioral treatment need was iden-
tified or because the behavioral health need was addressed in primary care. For 19 of the 37
installations, there were relatively low proportions of positive screens (less than 10 percent)
that resulted in no behavioral treatment need being identified. For three installations, approxi-
mately a third of positive screens resulted in no behavioral treatment need being identified.
For the remaining 15 installations, no behavioral treatment need was identified for 10 percent
to 24 percent of the positive screens. Across installations, a much smaller proportion of posi-
tive screens resulted in no referral being made because the presenting behavioral health need
wound up being addressed in primary care. For 33 of the 37 installations, less than 10 percent
of the positive screens resulted in the behavioral health need being addressed in primary care.
For the remaining four installations, between 10 percent and 15 percent of positive screens
ended up being directed to primary care.
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Figure 3.5
Percentage of Positive Screens Resulting in a Behavioral Health Need Not Being Identified or a
Behavioral Health Need Being Addressed in Primary Care
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Already Enrolled in Treatment

Figure 3.6 provides estimates on the percentage of positive screens of service members who
were documented as already being in treatment. For eight of the 37 installations, approximately
10 percent or more of the positive screens were of service members who were already enrolled in
RESPECT-Mil. For the majority of installations (20 of 37), 50 percent or more of the positive
screens were associated with service members who reported already receiving care in behavioral
health. Across installations, the percentage of positive screens that resulted in capturing service
members who were already receiving treatment in behavioral health was much greater than
those already receiving treatment from RESPECT-Mil or from another public resource. With
respect to the percentage of positive screens for service members who were already receiving
any type of treatment, the range was 35 percent to 77 percent across installations.

In sum, the large majority of sites had adopted routine screening for depression and
PTSD during primary care visits. Moreover, the rates of identified mental health needs with
respect to positive screens were rather consistent across sites. Rates of probable diagnoses and
referrals were more variable across sites, but there was no clear relationship between duration
of program implementation and these adoption indicators. The extent to which variations in
probable diagnoses and referral rates are due to service member factors (e.g., differences in
clinical symptoms, willingness to disclose, preferences for certain types of services) versus pro-
vider factors (e.g., administration of clinical assessments, willingness to address mental health
needs) is unknown.
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Figure 3.6
Percentage of Positive Screens Who Were Already Enrolled in RESPECT-Mil, Behavioral Health,
or Another Psychosocial Resource
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Implementation

To assess how key components of RESPECT-Mil are being implemented, we analyzed clini-
cal assessment and treatment monitoring information recorded by RCFs in the FIRST-STEPS
database on the 3,403 service members who had been enrolled in the program from August
2011 to March 2012. Service members had to have started treatment and had their cases closed
during this period or had to have been enrolled in the program for at least six months. Imple-
mentation fidelity was examined by looking at the recorded course of treatment for this set
of service members. We first looked at the recorded clinical presentation of service members
enrolled into RESPECT-Mil, the degree and nature of RCF contacts, and service member
engagement in treatment. Figure 3.7 provides a summary and flow diagram of the detailed
implementation analyses that follow. It is important to note that data presented in this section
reflect only the information recorded by RCFs in FIRST-STEPS. Other activities may have

occurred that were not recorded, and thus cannot be described here.

To What Degree Is RESPECT-Mil Enrolling Service Members with Depression and/or PTSD?

For the purpose of this study, the baseline clinical status of service members was classified
according to the following categories: depression prominent, PTSD prominent, or DEP+PTSD
(see Table 2.3 in Chapter Two). The baseline clinical status categories are employed through-
out the implementation and efficacy analyses. These clinical status categories were derived so
that comparisons could be made with other depression and PTSD collaborative care studies,
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Figure 3.7
Flow Diagram of Implementation and Efficacy Analyses (August 2011-March 2012)

3,403 service members enrolled in RESPECT-Mil

1,022 (30%) service members with no or minimal
symptoms or missing baseline clinical assessments

No or minimal PTSD or depression

symptoms 549 (16%)
Missing clinical assessments 336 (10%)
No clinical assessment recorded within
14 days of primary care referral 137 (4%)
2,381 (70%) service members with mild to
severe depression and/or PTSD symptoms
Baseline clinical status categories
Depression prominent 716 (21%)
PTSD prominent 875 (26%) 897 (38%) cases closed after
DEP+PTSD 790 (23%) initial primary care referral®
No care facilitator contact
Unable to engage
or contact 287 (12%)
Withdrew from
program 220 (9%)
Transferred to
specialty care 214 (9%)
Relocation 82 (3%)
Deployed 8 (< 1%)
1,484 (62%) RESPECT-Mil care facilitator contact established? Remitted 2 (< 1%)
Other 81 (3%)

1 RCF contact 541 (23%) 6 RCF contacts 41 (2%)
2 RCF contacts 371 (16%) 7 RCF contacts 18 (< 1%)
3 RCF contacts 248 (10%) 8 RCF contacts 4 (< 1%)
4 RCF contacts 160 (7%) 9 RCF contacts 3 (< 1%)
5 RCF contacts 98 (4%)

Final disposition of cases

1,128 (76%) follow-up assessment recorded®

1,357 (91%) cases closed®? Treatment response (50% reduction in symptoms)©
Unable to engage or contact 217 (15%) 42% depression prominent
Withdrew from program 297 (20%) 33% PTSD prominent
H 0,
Transfel.' to specialty care 348 (23%) DEP+PTSD prominent
Relocation 216 (15%) -
Deployed 22 (1%) 37:A> depression symptoms
Remitted 122 (8%) 31% PTSD symptoms
Other 135 (9%)

@ Percentages are of the 2,381 service members with mild to severe symptoms.

b percentages are of the 1,484 service members who had established contact with RCFs.
¢ Percentages are of the 1,128 service members with a follow-up assessment recorded.
RAND RR588-3.7
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which, in contrast to RESPECT-Mil, have focused exclusively on the treatment of depression
or PTSD.!

Of the 3,403 service members enrolled in RESPECT-Mil, 30 percent had no or minimal
symptoms or were missing clinical assessments (see Figure 3.7). Specifically, 16 percent of ser-
vice members enrolled in RESPECT-Mil had no or minimal clinical symptoms (i.e., a PHQ-9
score of less than 10 and/or a PCL score of less than 13), 10 percent had no clinical assessments
recorded, and 4 percent had no clinical assessments recorded within 14 days of the initial pri-
mary care referral. As such, these cases were not classified according to the baseline clinical
status categories and were not included in the main implementation analyses. However, at the
end of the main implementation analyses, we include a section describing the course of treat-
ment among service members with no or minimal depression and/or PTSD symptoms.

The remaining 70 percent of service members enrolled in RESPECT-Mil were classified
according to one of the baseline clinical status categories (see Figure 3.7). Within each of the
baseline clinical status categories, we provide a breakdown of the symptom severity levels of
service members. Symptom severity levels are based on the definitions provided by RESPECT-
Mil (see Appendixes C and E). Percentages are of the total sample of service members enrolled
in RESPECT-Mil.

Among service members enrolled in RESPECT-Mil, 21 percent (716) were classified as
depression prominent. We provide a breakdown of the percentage of service members enrolled
in RESPECT-Mil across the different depression-prominent clinical-symptom severity levels:

* 13.0 percent (/V = 442) probable depression only (no probable PTSD diagnosis)

* 7.1 percent (/V = 243) minor depression or mild major depression only (a PHQ-9 score of
10-14)

* 0.9 percent (V= 31) moderately severe or severe major depression only (a PHQ-9 score
greater than or equal to 15).

Of those enrolled in RESPECT-Mil, 26 percent (875) of service members were classi-
fied as PTSD prominent. The breakdown of the percentage of service members enrolled in
RESPECT-Mil across the PTSD-prominent clinical symptom is as follows:

* 12.7 percent (N = 432) probable PTSD only (no probable depression diagnosis)

e 11.9 percent (N = 404) mild PTSD only (a PCL score of 13-32)

* 1.2 percent (N = 39) moderate or severe PTSD only (a PCL score greater than or equal
to 33).

Twenty-three percent (790) of service members enrolled in RESPECT-Mil were clas-
sified under the DEP+PTSD baseline clinical status category. Of service members enrolled
in RESPECT-Mil, the percentage breakdown across the severity levels of the depression and
PTSD clinical symptom is as follows:

1" The degree to which RESPECT-Mil is enrolling service members with clinical need could be considered an indica-

tor of reach. However, for ease of presentation, the clinical status categories are presented in the implementation fidelity
section so that the process of care can be tracked from enrollment to final disposition. Clinical status categories were also
included within the implementation fidelity section given that the degree to which clinical assessments were administered
and recorded in FIRST-STEPS was considered an aspect of implementation fidelity
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* 18.0 percent (/N = 613) probable depression and PTSD
* 5.2 percent (/V = 177) mild or moderate depression (a PHQ-9 score greater than 10) and
PTSD (a PCL greater than 13).

Findings indicate that service members who are being enrolled in RESPECT-Mil are
presenting with a variety of clinical issues and a wide range of clinical symptom severity levels.
Service members who are enrolling in RESPECT-Mil do not appear to be disproportionately
representing one type of mental disorder over another. With respect to prominent presenting
clinical symptoms, service members are being enrolled for depression only, PTSD only, and
depression and PTSD symptoms at comparable rates. A greater proportion of service mem-
bers who presented with depression and PTSD symptoms met criteria for a probable diagnosis
(18 percent of RESPECT-Mil enrollees) compared with service members who presented with
depression symptoms alone (13 percent of RESPECT-Mil enrollees) or PTSD symptoms only
(12.7 percent of RESPECT-Mil enrollees). Almost a quarter of service members enrolled in
RESPECT-Mil had depression and/or PTSD symptoms that were in the mild to moderate
range. Subthreshold levels of depression and/or PTSD have been shown to be associated with
comparable levels of functional impairment and have been shown to respond to collaborative
care treatment (Grubaugh et al., 2005; Judd et al., 1996; Wells, Sherbourne, Duan, et al.,
2005).

Among the 1,055 service members with a probable depression diagnosis (442 depres-
sion prominent diagnoses plus 613 DEP+PTSD diagnoses), 42 percent had a comorbid prob-
able PTSD diagnosis. Other collaborative care studies conducted with depressed primary care
patients have yielded lower rates of comorbid PTSD (Campbell et al., 2007; Chan, Fan, and
Uniitzer, 2011; Fortney, Pyne, Edlund, et al., 2007). Collaborative care studies conducted with
depressed veterans in the VA have found rates of comorbid probable PTSD that range from
24 percent using a clinical diagnostic interview (Fortney, Pyne, Edlund, et al., 2007) to 36 per-
cent using a brief PTSD screen (Campbell et al., 2007). Among an older civilian primary care
population with depression, a much smaller proportion of patients (11 percent) had comorbid
probable PTSD according to a brief screen (Chan, Fan, and Uniitzer, 2011).

Among the 1,045 service members with a probable diagnosis of PTSD (432 PTSD prom-
inent diagnoses plus 613 DEP+PTSD diagnoses), 41 percent had a comorbid probable depres-
sion diagnosis. Higher rates of comorbid depression have been found in other PTSD col-
laborative care studies. Among VA primary care patients with PTSD, 67 percent (treatment
condition) to 73 percent (treatment as usual) had comorbid probable depression according to
PHQ-9 assessments (Schnurr, Friedman, Oxman, et al., 2013). Among civilian primary care
patients with PTSD, 86 percent (treatment as usual) to 88 percent (treatment condition) had
comorbid depression according to a clinical diagnostic interview (Craske et al., 2011).

In contrast to other depression and PTSD collaborative care studies, RESPECT-Mil
enrolled service members who presented with no or minimal depression or PTSD symptoms.
According to baseline PHQ-9 and PCL scores, 16 percent of service members had no or mini-
mal symptoms. The reasons for enrolling service members who had no or minimal depres-
sion or PTSD symptoms are unknown. It is possible that service members may have been
presenting with other behavioral health needs unrelated to depression or PTSD. In addition,
there may have been service members who were apprehensive about endorsing depression or
PTSD symptoms on formal clinical assessments, but during the course of the initial primary
care visit, providers may have perceived behavioral health needs. A small percentage of service
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members who had no or minimal symptoms at baseline did meet criteria for probable depres-
sion and/or PTSD diagnosis at follow-up. More-detailed information about the process of
care for these service members is provided at the end of the implementation section. Finally,
10 percent of service members had no clinical assessments recorded. The clinical presentation
and symptom severity level of these service members are unknown. The baseline clinical pre-
sentation of another 4 percent of service members also could not be determined, given that no
clinical assessments were recorded within the 14 days of the initial primary care referral.

To What Extent Are RCFs Able to Implement Their RESPECT-Mil Responsibilities?

Table 2.4 in Chapter Two lists the set of implementation indicators used to assess the degree
and nature of RCF contacts. The following set of analyses is restricted to the 2,381 service
members who had mild to severe levels of depression and/or PTSD symptoms. RCF contact
with service members with no or minimal symptoms are presented separately in a subsequent
section, given that RESPECT-Mil guidelines recommend a less intensive course of treatment

(see Appendixes C and E).

No RCF Contact

Ensuring a successful handoff from the PCP to the RCF is an integral component of RESPECT-
Mil. Of the 2,381 service members with mild to severe depression and/or PTSD symptoms,
38 percent (897) never established contact with an RCF and had their cases closed after the
initial primary care referral. The reasons for case closure after the initial primary care refer-
ral are presented in Figure 3.7. Twelve percent of service members with mild to severe PTSD
and/or depression had their cases closed after the initial primary care referral because RCFs
were unable to engage or contact service members, and another 9 percent withdrew from the
program. An additional 9 percent of service members were transferred to specialty care. The
remaining service members whose cases were closed before establishing contact with an RCF
were recorded as having deployed (less than 1 percent), remitted (less than 1 percent), or left
the program for an unspecified reason.

Table 3.3 presents the same information on the percentage of cases closed after the ini-
tial primary care referral and the reasons for closure across the baseline clinical status catego-
ries. Among service members classified as depression prominent, 35 percent (252) had their
cases closed after the initial primary care referral and never established contact with an RCF.
Among depression prominent service members, 13 percent (90) had their cases closed because
RCFs were unable to engage or contact service members, 8 percent (61) withdrew from treat-
ment, 7 percent (51) were transferred to specialty care, 3 percent (19) had relocated, less than
1 percent (3) had deployed or remitted, and 4 percent (27) had left RESPECT-Mil for some
unspecified reason. The rates of case closures after the initial primary care referral appear to
be comparable across the baseline clinical status categories. More than a third of depression
prominent (35 percent), PTSD prominent (38 percent), and DEP+PTSD (39 percent) service
members had their cases closed after the initial primary care referral before establishing contact
with an RCF. Correspondingly, the reasons for case closure seem to be similarly distributed
across the three clinical groups, with a large proportion of cases closed because of an inability
to contact or engage service members or because service members withdrew from the program.

The proportion of service members who were enrolled in RESPECT-Mil but did not
make contact with an RCF is in the middle range compared with other similar collaborative
care studies. For depression collaborative care studies, the proportion of patients who never



Table 3.3

Percentage of Cases Closed After Initial Primary Care Referral and Reason for Case Closure

Reason for Case Closure After Referral

Baseline Case Closed Unable to Transferred

Clinical After Engage/ to Specialty

Status Referral Contact Withdrew Care Relocated Deployed Remitted Other
N % N % N % N % N % N % N % N %

Depression 252 35 90 13 61 8 51 7 19 3 2 <1 1 <1 27 4

(N =716)

PTSD 334 38 104 12 92 10 76 9 30 3 5 <1 0 0 26 3

(N =875)

DEP+PTSD 31 39 93 12 67 8 87 1" 33 4 1 <1 1 <1 28 4

(N =790)

TOTAL 897 38 287 12 220 9 214 9 82 3 8 <1 2 <1 81 3

(N =2,381)

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.
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establish contact with a care facilitator has extended from a low of 2 percent (Uniitzer et al.,
2002) and 3 percent (Fortney, Pyne, Edlund, et al., 2007) to a midrange of 27 percent (Wells,
Sherbourne, Schoenbaum, et al., 2000) and 44 percent (Chaney et al., 2011), to a high range
of 91 percent (Fortney, Endele, et al., 2012). John Fortney and his coauthors (2012) found that
only 9 percent of patients who were diagnosed with depression during the primary care visit
had an encounter with the care manager.? However, rates varied across clinics, with a range of
1 percent to 49 percent of patients diagnosed with depression who had no contact with the care
manager. Moreover, even though 84 PCPs had made depression diagnoses, only 69 percent
(58 out of 84 PCPs) had referred at least one patient to the care manager. Thus, in contrast to
RESPECT-Mil, the high proportion of patients who had not established contact with a care
manager appeared to be due in part to the lack of PCP referrals. With respect to a similar
collaborative care study for PTSD in the VA, 11 percent of veterans never made contact with
the care facilitator (Schnurr, Friedman, Oxman et al., 2013). In a recent metaanalytic review
of depression collaborative care programs, reluctance to enroll in collaborative care programs
was identified as a barrier to implementation (Thota et al., 2012). In this current evaluation of
RESPECT-Mil, we were unable to determine the extent to which difficulties in establishing
contact with service members were due to a reluctance to engage in the program or insufficient
efforts by RCFs to reach out to service members.

RCF First Contact and Follow-Up Contacts

As seen in Figure 3.7, 62 percent (1,484) of service members with mild to severe depression
and/or PTSD symptoms had established contact with an RCF. Among service members with
mild to severe clinical symptoms, 23 percent had one RCF contact, 16 percent had two RCF
contacts, 10 percent had three RCF contacts, 7 percent had four RCF contacts, 4 percent
had five RCF contacts, and approximately 4 percent had six or more RCF contacts. Thus,
23 percent of service members enrolled in RESPECT-Mil had only an RCF first contact and
no additional RCF follow-up contacts. Thirty-nine percent of service members enrolled in
RESPECT-Mil had one or more RCF follow-up contacts. This is lower than the rate found
in the RESPECT-D study, in which 64 percent of depressed primary care patients had one or
more follow-up phone calls with a care facilitator within the first three months of treatment
(Dietrich et al., 2004).

Table 3.4 provides information about the extent to which the RCF first contact was
established within 14 days of the initial primary care referral, mean number of RCF follow-up
contacts, mean number of days between RCF follow-up contacts, and the mean number of
days service members were enrolled in the program. Among service members who had estab-
lished contact with an RCF, 60 percent had their first RCF contact recorded within 14 days of
the initial primary care referral. After the first RCF contact, service members had on average
2.6 follow-up RCF contacts. The mean number of days between follow-up visits was 36. With
respect to the duration of treatment, service members were enrolled in RESPECT-Mil for an
average of 56.7 days. The mean number of RCF follow-up contacts and treatment duration

fall slightly below RESPECT-Mil’s recommended guidelines. As specified by the RESPECT-

2 It is important keep in mind the differences across these collaborative care studies when comparing findings. For

instance, unlike most collaborative care studies, which are designed as RCTs, the Fortney, Sherbourne, Schoenbaum, et al.
(2012) study is a nonrandomized evaluation of the effectiveness of evidence-based quality improvement strategies to imple-
ment collaborative care management of depression in VA satellite clinics.
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Table 3.4
RCF First Contact, Follow-Up Contacts, and Days in RESPECT-Mil

Among Service Members Who Established Contact with an RCF

RCF First Contact Number of Days

Within 14 Days of Number of RCF Between Follow-Up  Number of Days in
Baseline Referral Follow-Up Contacts Contacts Program
Clinical
Status N % M SD M SD M SD
Depression (N = 464) 292 63 2.5 1.6 34 14.5 69 54.6
PTSD (N = 541) 318 59 2.7 1.6 37 16.8 78 58.1
DEP+PTSD (N = 479) 282 59 2.5 1.5 37 17.5 71 56.7
TOTAL 892 60 2.6 1.6 36 16.4 73 56.7
(N =1,484)

NOTE: M = mean; SD = standard deviation. For DEP+PTSD, depression and PTSD symptoms were present at
baseline. Follow-up contacts do not include the RCF first contact.

Mil guidelines, the acute phase of treatment typically occurs within the first four months of
treatment, during which there are monthly follow-up RCF contacts. During the acute phases
of treatment, the RCF first contact should occur within 14 days of the initial referral, and a
total of four follow-up RCF contacts should be made. In a collaborative care depression study
with older civilian primary care patients, the mean number of care facilitator contacts was
16 among patients with depression and among patients with comorbid depression and PTSD
over the course of a 12-month treatment period (Hegel et al., 2005). Low attendance at appoint-
ments has been identified as an implementation barrier in several studies (Thota et al., 2012).
Table 3.5 presents analyses on all follow-up contacts recorded by RCFs. We report the per-
centage of all follow-up contacts in which a clinical assessment was recorded and the percent-
age of follow-up contacts that were conducted on time. Nearly 80 percent of all RCF follow-

Table 3.5
Follow-Up Assessment Conducted, Number of Total Follow-Up Contacts, and Timely Follow-Up
Contacts

Among Service Members Who Established Contact with an RCF

Total Total Follow- Timeliness of Follow-Up Contacts
Number of Up Contact
Follow-Up Assessments
Contacts Recorded Early On Time After

Baseline
Clinical Status N N % N % N % N %
Depression 714 644 90 169 24 397 56 148 21
(N = 464)
PTSD 911 822 90 165 18 552 61 194 21
(N =541)
DEP+PTSD 708 641 91 147 21 404 57 157 22
(N = 479)
Total 2,333 2,107 90 481 21 1,353 58 499 21
(N =1,484)

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.
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up contacts were either early (within 24 days of prior contact) or on time (within 25 to 42
days of prior contact). The proportion of timely follow-up visits is relatively high compared
with a similar depression collaborative care implementation VA study in which 43 percent of
the follow-up visits were on time during the acute phases of treatment (Fortney, Sherbourne,
Schoenbaum, et al., 2012). In addition, a clinical assessment was conducted for 90 percent
of the follow-up contacts that were recorded. To the extent that contacts of shorter dura-
tion (e.g., very brief telephone check-ins) or contacts that did not include clinical assessments
were not always recorded in the database, these data may undercount actual contacts between
RCFs and service members. These data only reflect follow-up contacts in which the ques-
tions in the FIRST-STEPS module or clinical assessments were administered and recorded in

FIRST-STEPS.

In sum, RCFs were able to implement certain RESPECT-Mil responsibilities more read-
ily than others. As in other collaborative care studies, RCFs experienced challenges establishing
contact with a substantial proportion of service members after the initial primary care refer-
ral to RESPECT-Mil. Moreover, RCFs were unable to engage service numbers in the recom-
mended number of follow-up contacts. Of the RCF follow-up contacts that were made, a high
proportion of the follow-up contacts had been conducted on time and had included clinical
assessments to track treatment responses. Service members remained enrolled in RESPECT-
Mil on average for approximately two months, which is a shorter time frame than outlined by
the program.

Are Service Members Participating in the Full Course of Recommended Treatment?

To assess treatment engagement, we investigated RESPECT-Mil service members’ involve-
ment in psychotropic medication, counseling, psychoeducation, and self-management goals
as documented and recorded by RCFs within FIRST-STEPS. According to RESPECT-Mil
protocol, during the RCF first contact and follow-up contacts, RCFs administer a series of
questions to monitor psychotropic medication use and adherence, counseling use and adher-
ence, engagement in self-management goals, and the receipt of psychoeducation. In addition,
RCFs track the start date and status changes in psychotropic medication use and counseling.

To What Degree Are Service Members Engaging in Psychotropic Medication?

Table 3.6 provides data on psychotropic medication use. At baseline (i.e., RCF first contact),
9 percent of service members reported either currently taking psychotropic medication or that
their PCPs had suggested that they take psychotropic medication.? This increased to 53 per-
cent by the last follow-up contact. In addition, according to psychotropic medication logs in
FIRST-STEPS, 39 percent of service members reported starting medications while enrolled in
RESPECT-Mil. These findings suggest that psychotropic medication use and PCP recommen-
dations for psychotropic medication increased over the course of enrollment in RESPECT-
Mil. Service members classified as DEP+PTSD reported slightly greater levels of psychotropic
medication use and PCP recommendations for psychotropic medication use. Among service
members who had been prescribed a medication, medication adherence appeared to be some-
what consistent from baseline (60 percent) to last follow-up contact (61 percent), with records

3 Whether service members are taking medication or whether any PCP has suggested to service members that they take

medication are distinct constructs. However, this study’s analyses could not examine these constructs separately given the
way the medication engagement question is asked in FIRST-STEPS.
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Table 3.6
Service Members Taking or PCP Suggesting Medications, Ever Start Medications, and Medication
Adherence

Among Service Members Who Established Contact with an RCF

Last Follow-
Baseline Taking/ Ever Taking/PCP Baseline Filled and Up Filled and
PCP Suggests You Suggests You Take Ever Start Taking or Taking  Taking or Taking
Baseline Take Medications Medications Medications Sometimes? Sometimes*
Prominent
Symptoms N % N % N % N % N %
Depression 37 8 233 50 178 38 22/37 60 19/37 51
(N = 464)
PTSD 40 7 265 49 198 37 31/40 78 25/40 63
(N =541)
DEP+PTSD 60 13 285 60 210 44 29/60 48 40/60 67
(N =479)
TOTAL 137 9 783 53 586 39 82/137 60 84/137 61
(N =1,484)

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.

@ Questions administered only to service members who reported taking medication or that a PCP suggested
medication use.

indicating that service members had filled and were taking their medications at least some-
times. From baseline to last follow-up contact, rates of medication adherence appeared to
decrease among depression prominent and PTSD prominent service members, but the rate
increased among DEP+PTSD service members.

Service members’ use of psychotropic medication was relatively lower than rates found in
other collaborative care studies. Depression collaborative care studies conducted in the VA have
found rates of psychotropic medication use that have ranged from 73 percent (Fortney, Pyne,
Edlund, et al., 2007) to 80 percent (Hedrick et al., 2003). Among older civilian depressed
patients in primary care, 62 percent reported taking psychotropic medication at the three-
month follow-up (Uniitzer et al., 2002). In the RESPECT-D study, 88 percent of patients
reported taking antidepressants at the three-month follow-up (Dietrich et al., 2004). In the
RESPECT conducted with VA primary care patients with PTSD, 83 percent reported taking
psychotropic medications (Schnurr, Friedman, Oxman, et al., 2013). Finally, in a stepped care
collaborative study conducted with trauma care patients, 34 percent were offered pharmaco-
therapy, but only half of these patients reported taking the psychotropic medication (Zatzick
et al., 2004).

To What Degree Are Service Members Engaging in Counseling?

At baseline, only 14 percent of service members reported either attending counseling or that
their PCPs suggested that they attend counseling. By the last RCF follow-up contact, this
increased to 67 percent (see Table 3.7). Based on counseling data in FIRST-STEPS, 23 percent
of service members were recorded as having started counseling while enrolled in RESPECT-

4 Whether service members are attending counseling or whether any PCP has suggested to service members that they

attend counseling are distinct constructs. However, this study’s analyses could not examine these constructs separately
given the way the counseling engagement question is asked in FIRST-STEPS.
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Table 3.7
Attend Counseling or PCP Suggesting Counseling, Ever Start Counseling, and Adherence

Among Service Members Who Established Contact with an RCF

Baseline Ever Attending/

Attending/PCP PCP Suggests Baseline Attend Last Follow-Up

Suggests You You Attend Ever Start All/Almost  Attend All/Almost
Baseline Attend Counseling Counseling Counseling Always/Often Always/Often
Prominent
Symptoms N % N % N % N % N %
Depression 59 13 295 64 95 20 17/59 29 26/59 44
(N = 464)
PTSD 61 11 344 64 128 24 19/61 31 32/61 52
(N =541)
DEP+PTSD 81 17 350 73 120 25 26/81 32 41/81 51
(N = 479)
TOTAL 201 14 989 67 343 23 62/201 31 99/201 49
(N =1,484)

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.

* Questions administered only to service members who reported attending counseling or PCP suggesting
attending counseling.

Mil. Among service members who obtained counseling, findings indicate that counseling
adherence increased over the course of enrollment in RESPECT-Mil. Among service members
who reported obtaining counseling, rates of adherence (defined by attending all counseling
sessions, almost always, or often) increased from baseline (31 percent) to the last follow-up
contact (49 percent).

Comparable rates of engagement in counseling were found in the RESPECT-D study,
in which 26 percent of patients reported receiving counseling within the first three months of
treatment (Dietrich et al., 2004). Depression collaborative studies in the VA had counseling
engagement rates that ranged from 22 percent (Hedrick et al., 2003) to 43 percent (Fortney,
Pyne, Edlund et al., 2007). In the RESPECT study, 55 percent of VA primary care patients
with PTSD reported having a psychotherapy visit (Schnurr, Friedman, Oxman, et al., 2013).

Table 3.8 presents information on the extent to which service members who had estab-
lished contact with RCFs had ever started medications or counseling, worked on a self-
management goal, or read psychoeducational materials while enrolled in RESPECT-Mil.
Rates of engagement in medication or counseling, self-management goals, and psychoeduca-
tion appeared comparable across the three baseline clinical status categories. Overall, 46 per-
cent of service members were recorded as having started either psychotropic medication or

counseling while enrolled in RESPECT-Mil.

To What Degree Are Service Members Engaging in Self-Management Goals and
Psychoeducation?

According to the RESPECT-Mil protocol, RCFs are to identify one to two self-management
goals that service members are working on and review progress during RCF contacts. Self-
management goals could include practicing relaxation, engaging in a pleasurable physical
activity, making time for other pleasurable activities, eating nutritious meals, and avoiding
alcohol. More than half of service members (67 percent) were recorded as having worked on a
selfmanagement goal. The rate of engagement in self-management goals appears to be much
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Table 3.8
Ever Start Medication or Counseling, Self-Management, and Psychoeducation

Among Service Members who Established Contact with an RCF

Ever Start Medication Working on Self- Read Psychoeducational

Baseline and/or Counseling Management Goal Materials
Prominent

Symptoms N % N % N %
Depression (N = 464) 202 44 31 67 265 57
PTSD (N = 541) 245 45 374 69 343 63
DEP+PTSD (N = 479) 236 49 315 66 289 60
TOTAL (N = 1,484) 683 46 1,000 67 897 60

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.

greater than found in a VA quality improvement study on the implementation of collabora-
tive care for depression in which self-management goals were discussed in only 15 percent of
the total follow-up contacts (Fortney, Enderle, et al., 2012). In RESPECT-Mil, among depres-
sion prominent service members, 49 percent of the total follow-up contacts involved address-
ing a self-management goal, whereas 53 percent and 52 percent of the total follow-up con-
tacts involved a self-management goal for PTSD prominent and DEP+PTSD service members,
respectively (data not shown).

RESPECT-Mil psychoeducational pamphlets and worksheets have been developed to
help educate service members about depression and PTSD. Approximately 60 percent of ser-
vice members were recorded as having read the psychoeducational materials. This figure is
relatively low compared with the Fortney, Enderle, et al. (2012) study, in which rates of overall
reach were lower, but among those who were reached, psychoeducation was provided during
100 percent of the care manager contact visits. Comparable rates of psychoeducation were
found in RESPECT-D, which used a lower threshold to index the provision of psychoeduca-
tion. Among individuals with a care manager contact, 71 percent were offered psychoeduca-
tional materials (Dietrich et al., 2004).

Summary of Treatment Engagement Findings

Overall, 46 percent of service members had started either psychotropic medication or coun-
seling while enrolled in RESPECT-Mil. Although PCP recommendations for psychotropic
medication and service member initiation of psychotropic medications appeared to increase
over the course of RESPECT-Mil, only 39 percent of service members had started psychotro-
pic medications, which is relatively lower than rates found in other collaborative care studies.
Similarly, rates of attending counseling or having a PCP recommend counseling increased
during the course of being enrolled in RESPECT-Mil. In total, 23 percent of service members
were recorded as having started counseling while enrolled in RESPECT-Mil, which is compa-
rable to some other collaborative care studies (Dietrich et al., 2004; Hedrick et al., 2003). The
relatively low overall rate of engagement in psychotropic medication or counseling may be due
to the fact that a substantial proportion of service members only had a single RCF contact. Of
the 1,484 service members who had established contact with an RCF, 36 percent (541) had
their initial contacts but no follow-up contacts. Follow-up contacts may have been critical in
facilitating the uptake of such treatments, especially given the low percentage of service mem-
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bers who were currently engaged in or had providers suggesting medications or counseling at
initial contact. More than 60 percent of service members were recorded as having engaged in
self-management goals and in psychoeducation, which is comparable to or higher than rates
found in other collaborative care studies.

Efficacy

What Proportion of Service Members Experience Improvement in Depression and/or PTSD
Symptoms?

To ascertain outcomes associated with RESPECT-Mil, we used FIRST-STEPS data to inves-
tigate clinical outcomes across depression prominent, PTSD prominent, and DEP+PTSD ser-
vice members who had at least one clinical assessment recorded in an RCF follow-up contact
(see Table 3.9). Among depression prominent service members, 75 percent (350) had a PHQ-9
follow-up assessment recorded. Among PTSD prominent service members, 74 percent (403)
had a PCL follow-up assessment recorded. Among DEP+PTSD service members, 78 percent
(375) had a PHQ-9 follow-up assessment and 73 percent (348) had a PCL follow-up assess-
ment recorded. To measure a service member’s response to treatment, we examined symptom
changes from the baseline clinical assessment to the last follow-up assessment recorded. With
respect to symptom improvement, nearly half of depression prominent service members dem-
onstrated a clinically significant response to treatment from baseline to follow-up assessment.
Among PTSD prominent service members, a comparable proportion, 53 percent, exhibited
reliable symptom change. Among DEP+PTSD service members, 39 percent experienced clini-
cally significant change in depression symptoms, and 60 percent demonstrated reliable clinical
change in PTSD symptoms.

Regarding treatment response, 42 percent of depression prominent service members
experienced a 50 percent reduction in depression symptoms from baseline to the last follow-
up assessment. PTSD prominent service members demonstrated lower rates of treatment
response, with only 33 percent demonstrating similar decreases in symptoms. DEP+PTSD

Table 3.9
Symptom Improvement, Treatment Response, Remission, and Symptoms Worsening

Among Service Members with a Follow-Up Assessment Recorded

Follow-Up Symptom Treatment Remission Symptoms
Assessment Improvement Response (PHQ-9 < 5) Worsen
Baseline Recorded (> 5 points) (50% Decrease) (PCL< 11) (> 5 points)
Prominent
Symptoms N % N % N % N % N %
Depression 350 75 163/350 47 147/350 42 101/350 29 0/350 0
(N = 464)
PTSD 403 74 215/403 53 131/403 33 105/403 26 83/403 21
(N =541)
DEP+PTSD
(N =479)
Depression 375 78 148/375 39 140/375 37 82/375 22 0/375 0
PTSD 348 73 210/348 60 107/348 31 65/348 19 47/348 14

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.
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service members had slightly lower rates of treatment response for depression (37 percent)
and PTSD (31 percent). The rate of treatment response among depression prominent service
members is comparable to the VA quality improvement collaborative care implementation
study, which yielded a 34 percent treatment response rate using the same PHQ-9 assessment
(Fortney, Enderle, et al., 2012). Other collaborative studies have employed the SCL-20
(Derogatis, Lipman, and Covi, 1973) to measure responses to depression treatment. At the
three-month follow-up, which is similar to the mean duration of treatment in RESPECT-Mil,
a 17 percent treatment response rate was found among VA patients (Hedrick et al., 2003), a
30 percent treatment response was found among older primary care patients with depression
symptoms only (Uniitzer et al., 2002), and a 53 percent treatment response was found among
civilian primary care patients in the RESPECT-D study (Dietrich et al., 2004). Another VA
depression collaborative care study yielded a treatment response rate of 24 percent at the six-
month follow-up (Fortney, Pyne, Edlund, et al., 2007). In a civilian collaborative care study
for anxiety disorders, a 50 percent treatment response rate was found at six-month follow-up,
but this was while using a less stringent criterion (i.e., a 40 percent reduction in PCL scores)
(Craske et al., 2011).

As defined by RESPECT-Mil guidelines, the remission of symptoms is a PHQ-9 total
score below 5 for depression and a PCL below 11 for PTSD. Remission rates among depres-
sion prominent service members (29 percent) rates were somewhat similar to PTSD promi-
nent service members (26 percent). Among DEP+PTSD service members, remission rates were
slightly lower for depression (22 percent) and PTSD (19 percent). The remission rate for service
members presenting predominantly with depression was comparable to the VA depression col-
laborative care implementation study, which also had a 29 percent remission rate using the
PHQ-9 with a slightly more-stringent criteria (i.e., symptom free) (Fortney, Endertle, et al.,
2012). Other depression collaborative care studies have reported remission rates at three-month
follow-up that have ranged from 26 percent (Dietrich et al., 2004) to 30 percent (Uniitzer
et al., 2002) using different criteria (i.e., SCL-20 score below 0.05). At the six-month follow-
up, these studies yielded higher remission rates, which ranged from 37 percent (Dietrich et al.,
2004) to 49 percent (Uniitzer et al., 2002). PTSD remission rates for PTSD prominent and
DEP+PTSD service members in RESPECT-Mil were substantially higher than rates found
in the analogous RESPECT-PTSD study conducted with VA patients (Schnurr, Friedman,
Oxman, et al., 2013). In RESPECT-PTSD, at the six-month follow-up, remission rates were
8 percent for patients who received high-fidelity care, 6 percent for patients who received low-
fidelity care, and 9 percent for patients who received no 3CM care.

None of the service members enrolled in RESPECT-Mil experienced a worsening of
depression symptoms by five or more points. In contrast, 21 percent of PTSD prominent and
14 percent of DEP+PTSD service members had PCL scores that increased by five or more
points from baseline to the follow-up assessment. Based on the combined estimates of service
members presenting with either PTSD or DEP+PTSD prominent symptoms, this means that
slightly more than one in six service members experienced an aggravation of PTSD symp-
toms while in treatment. Findings suggest that service members presenting with PTSD should
be carefully monitored for potential worsening of symptoms. Further investigation is war-
ranted to assess whether observed deteriorations in treatment are related to service members
not engaging in the full recommended course of treatment or whether a referral to behavioral

health may be indicated for more intractable PTSD symptoms.
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Table 3.10 displays the rates of probable depression, PTSD, and functional impairment
at baseline and the last follow-up assessment.> Among depression prominent service members
with a follow-up assessment recorded, the proportion of those who had a probable depres-
sion diagnosis decreased by more than half from baseline (65 percent) to the last assessment
(27 percent). Among PTSD prominent service members, the proportion who had a PTSD
probable diagnosis also decreased from baseline (47 percent) to the last follow-up assessment
(31 percent). Similar to the depression prominent service members, rates of probable depression
diagnoses among DEP+PTSD service members decreased by nearly half from baseline (75 per-
cent) to the last follow-up assessment (38 percent). However, compared with PTSD prominent
service members, a greater proportion of DEP+PTSD service members met the probable PTSD
diagnosis at baseline (77 percent), and the decrease in percentage of service members who had
probable PTSD at last follow-up assessment (48 percent) was greater.

Rates of probable depression diagnoses among service members during their last follow-
up assessments were in the midrange compared with rates found in other depression collabora-
tive care studies. However, rates of probable depression diagnoses from other collaborative care
studies were assessed at a longer follow-up period (i.e., six-month follow-up) and with patients
who may have had a longer duration of treatment (e.g., up to 12 months). At the six-month
follow-ups, rates of probable depression diagnoses ranged from 22 percent in the IMPACT
study (Uniitzer et al., 2002) using the Structured Clinical Interview diagnostic (First et al.,
1997) to 55 percent in the Partners in Care study (Wells, Sherbourne, Schoenbaum, et al.,
2000) using the Center for Epidemiologic Studies Depression Scale (Radloff, 1977). Rates of
probable PTSD diagnosis at follow-up among service members enrolled in RESPECT-Mil
were comparable to findings from another PTSD collaborative care study. In the stepped col-

Table 3.10
Probable Diagnosis and Functional Impairment at Baseline and Last Follow-Up Assessment

Among Service Members with a Follow-Up Assessment Recorded

Baseline Last Follow- Baseline Last Follow- Change in
Probable Up Probable Functional Up Functional Percentage
Baseline Diagnosis Diagnosis Change in Impairment Impairment Points
Prominent Percentage
Symptoms N % N % Points N % N %
Depression 226 65 96 27 27 331 95 235 67 28
(N =350)
PTSD 189 47 126 31 16 349 87 274 68 19
(N =403)
DEP+PTSD
Depression 284 76 141 38 37 359 96 287 77 19
(N =375)
PTSD 268 77 167 48 29 332 95 270 78 17
(N = 348)

NOTE: For DEP+PTSD, depression and PTSD symptoms were present at baseline.

5 To facilitate comparisons with other PTSD studies, the means and standard deviations for the baseline and last follow-

up PCL scores are provided in Appendix M. For comparability, the PCL response options were recoded from one to five.
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laborative care PTSD study, rates of probable PTSD diagnoses ranged from 24 percent at the
three-month follow-up to 22 percent at the six-month follow-up (Zatzick et al., 2004).

What Proportion of Service Members Show Improvement in Functioning?

As seen in Table 3.10, a large majority of service members was recorded as experiencing func-
tional impairment related to depression and/or PTSD clinical symptoms at the baseline assess-
ment. Among depression prominent service members, only 5 percent reported no functional
impairment, which increased sixfold at the last follow-up assessment, with 33 percent report-
ing no functional impairment associated with depression symptoms. A similar reduction in
functional impairment was found among DEP+PTSD service members, with 5 percent report-
ing no depression-related functional impairment at baseline, which increased to 22 percent at
the last follow-up assessment. Among PTSD prominent service members, 13 percent reported
no functional impairment at baseline, which increased to 32 percent at the last follow-up
assessment. In contrast, among DEP+PTSD service members, a smaller proportion reported at
baseline no PTSD-related functional impairment (5 percent), which increased fourfold at the
last follow-up assessment, with 22 percent reporting no PTSD-related functional impairment.

Final Disposition of Cases

Among the 1,484 service members who had established contact with an RCF, 91 percent
(1,357) had their cases closed, as recorded in the FIRST-STEPS database. Reasons for closure,
which were recorded by RCFs, are shown in Figure 3.7. Although only 8 percent of service
members who had contact with an RCF were coded as having achieved remission (122 of
1,484), the actual remission rates are likely to be much greater based on estimates from the
last follow-up assessment scores. Table 3.9 provides data on service members who had achieved
remission based on the last follow-up clinical assessment. Among service members who had a
follow-up assessment recorded, nearly a third (101) of depression prominent service members
and approximately a fifth (105) of PTSD prominent service members had achieved remission.
Among DEP+PTSD service members with a follow-up assessment recorded, 22 percent (83)
achieved remission from depression and 19 percent (66) attained remission from PTSD. The
discrepancy in the number of service members recorded as having achieved remission based
on the last follow-up clinical assessment versus case closure categories may be due to record-
ing or data entry errors. Further, among service members who had established contact with an
RCF, another 15 percent of cases were closed due to an inability to engage or contact service
members; additionally, 20 percent withdrew from the program, 23 percent were transferred to
specialty care, and 15 percent relocated.

Opverall, rates of treatment response and remission were within the range of other collab-
orative care studies. Of the service members with depression prominent symptoms, 42 percent
exhibited a treatment response (i.e., a 50 percent reduction in symptoms) compared with rates
of 17 percent (Hedrick et al., 2003) to 53 percent (Dietrich et al., 2004) found in other depres-
sion collaborative care studies. Of the service members with PTSD prominent symptoms,
33 percent had demonstrated a treatment response, which is somewhat comparable to the only
other collaborative care study with PTSD patients that reported rates of treatment response.
Michelle Craske and coauthors (2011) reported a 50 percent treatment response rate, but this
was with a longer follow-up period (six months) and a less stringent criterion (i.e., a 40 percent
reduction in symptoms).
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Similarly, 29 percent of service members with depression prominent symptoms in
RESPECT-Mil reached remission, which is within the range of other depression collaborative
care studies, which reported rates of 26 percent (Dietrich et al., 2004) to 30 percent (Uniitzer
et al., 2002). Of the service members with PTSD symptoms in RESPECT-Mil, 26 percent
had reached remission at the last follow-up, which is substantially greater than that found in a
similar collaborative care program for PTSD for veterans. In Paula Schnurr and her coauthors’
RESPECT-PTSD study (2013), 8 percent of veterans in high-fidelity care and 6 percent in low-
fidelity care reached remission at the end of a comparatively longer six-month follow-up period.
Note, the RESPECT-PTSD study enrolled veterans who met diagnostic criteria for PTSD
and thus may have had participants with greater clinical symptom severity than RESPECT-
Mil. Finally, approximately 20 percent of PTSD prominent and DEP+PTSD service members
reported at the last follow-up assessment no longer experiencing functional impairment related
to their clinical symptoms. A slightly larger proportion of depression prominent service mem-
bers (28 percent) reported at the last follow-up assessment no longer experiencing functional
impairment.

Though the clinical outcomes evidenced in RESPECT-Mil appear to be comparable to
other studies, our evaluation did not employ an RCT design, given that the program had
already been implemented throughout Army installations before the start of the evaluation.
Hence, our evaluation cannot address how the RESPECT-Mil program fares compared with
treatment as usual. Systematic reviews indicate that collaborative care programs yield signifi-
cant improvements in depression and anxiety outcomes (Archer et al., 2012; Gilbody et al.,
2006; Thota et al., 2012). However, less extensive research has been conducted with primary
care collaborative care interventions for PTSD. Only two RCT studies have been published
that were conducted on primary care collaborative care programs for the treatment of PTSD.
In the CALM study, although there was a smaller subset of participants with PTSD, the effect
size for the treatment group was comparable to that found for the other treated anxiety disor-
ders (i.e., generalized anxiety disorder, panic disorder, social anxiety disorder), which demon-
strated superior outcomes to treatment as usual (Craske et al., 2011). In the RESPECT-PTSD
study, no differences in PTSD symptoms or functioning were found between the treatment
and usual care participants (Schnurr, Friedman, Oxman, et al., 2013). However, participants
who were assigned to collaborative care were more likely to have made a mental health visit and
to fill an antidepressant prescription than participants assigned to usual care.

Service Members with No or Minimal Clinical Symptoms

Although service members with no or minimal clinical symptoms were not the primary focus
of the implementation analyses, we provide a summary of their course of treatment as recorded
in FIRST-STEPS. Of the 549 service members who had no or minimal clinical symptoms
among those enrolled in RESPECT-Mil, 43 percent had their cases closed after the initial
primary care referral without ever having established contact with an RCF. See Figure 3.8 for
the breakdown of the reasons for case closure (i.e., no RCF contacts). Further, 23 percent of
service members with no or minimal clinical symptoms had one RCF contact, 14 percent had
two RCF contacts, 10 percent had three RCF contacts, 5 percent had four RCF contacts, and
5 percent had five or more RCF contacts. The degree of RCF contacts among service members
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with no or minimal clinical symptoms appears to be comparable to service members with mild
to severe clinical symptoms (see Figure 3.8).

Among service members who had established contact with an RCF, 32 percent were
recorded as having started medications, 15 percent started counseling, 64 percent were work-
ing on self-management goals, and 54 percent had read psychoeducational materials. At base-
line, 8 percent of service members reported taking medication or that their PCPs suggested
that they take medications, which increased to 44 percent during the course of being enrolled
in RESPECT-Mil. Correspondingly, 10 percent of service members reported attending coun-
seling or that their PCPs suggested that they attend counseling, which increased to 54 percent
during the tenure of RESPECT-Mil enrollment. On average, service members were enrolled
in RESPECT-Mil for 65 days.

Among those who had established contact with an RCF, 59 percent (186) had a follow-
up PHQ-9 recorded (depression assessment) and 16 percent (46) a follow-up PCL recorded
(PTSD assessment). Two percent of service members with no or minimal baseline clinical
symptoms (11 of 549) met criteria for probable depression at the last follow-up clinical assess-
ment. One percent of service members with no or minimal baseline clinical symptoms (six of
549) met criteria for probable PTSD at the last follow-up clinical assessment. Among service
members who had made contact with an RCF, the majority (94 percent) had their cases closed
within the time period of the FIRST-STEPS data used for this study. See Figure 3.8 for the
breakdown of the reasons for case closure.

Findings suggest that service members who were enrolled in RESPECT-Mil with no or
minimal clinical symptoms were engaging in similar levels of treatment compared with service
members with mild to severe depression and PTSD symptoms. Implementation indicators for
service members with mild to severe clinical symptoms are presented in Tables 2.3 through 2.5
in Chapter Two. The proportion of service members who established contact with an RCF, the
number of RCF contacts, and engagement in medication, counseling, self-management goals,
and psychoeducation were nearly equivalent across the two groups. It is unclear whether these
service members were experiencing other types of mental distress that were not captured by the
baseline clinical assessments. It is possible that during the clinical interviews, PCPs may have
detected mental health issues that warranted monitoring and referral into RESPECT-Mil.
Alternatively, some PCPs may be administering the clinical assessment and referral procedures
improperly. Another explanation could be that service members were reluctant to endorse
symptoms on clinical assessments that might be documented within their medical records. A
small proportion of service members who presented with no or minimal symptoms at baseline
met criteria for probable depression or PTSD at the last follow-up assessment. This could be
evidence of service members’ hesitation to acknowledge symptoms at baseline but being more
willing during the course of treatment to admit to symptoms. Alternatively, it is also pos-
sible that service members experienced a worsening of their symptoms during the course of
treatment.
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CHAPTER FOUR

Facilitators and Barriers to RESPECT-Mil Implementation: Findings
from Provider Discussions

While examining factors associated with the maintenance or sustainability of the RESPECT-
Mil program, we conducted discussions with RESPECT-Mil providers (i.e., RCFs, BHCs,
PCCs, and PCPs) to understand the facilitators and barriers to program implementation.
Discussions were facilitated by a RAND Ph.D.-level researcher while another research team
member recorded notes. The discussion facilitator checked and validated the notes and recon-
ciled with the note taker any discrepancies or additions. Quotes from the discussions were then
pile sorted into key themes. We developed an outline of the findings that would cover the basic
themes that emerged. Within each section, we reexamined the quotes for a particular theme
across provider types, taking into account the source of the quote (e.g., site), degree of adher-
ence to the RESPECT-Mil program, and placement within the discussion in order to properly
understand the quote in context. For each theme, we summarized the main ideas, identified
benefits and challenges, and noted the variability in opinions. (More-detailed descriptions of
the methods and analytic approach are provided in Chapter Three and Appendix L.)

Results of the provider discussions are presented in the subsequent sections. The first sec-
tion describes participants’ overall impressions of RESPECT-Mil. The next three sections of
the results are organized according to the 3CM of integrating behavioral health treatment into
primary care, as described in Chapter One.

The first component, PCPs and prepared practice, contains analyses of the themes most
relevant to this component:

* the PCC’s role

* decisionmaking: primary care versus behavioral health
* screening and facilitating treatment access

* prescribing and managing medication

e stafling, training, and turnover.

The next section corresponds to the second component, the RCF. The themes we discuss
in this section are:

* the RCF’s role

* RCEF coordination and collaboration with other providers
* tracking and documenting service member information

* treatment: adherence, nonresponse, and side effects.

61
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The third component of the 3CM is the BHC, which is the topic of the fourth section.
The fifth section of this chapter describes our analysis of discussion content relevant to the
quality monitoring of the implementation of RESPECT-Mil. These sections do not include
multiple themes.

Finally, we end with a discussion of participants’ responses related to addressing the
behavioral health concerns of service members in general.

Overall Impressions of the RESPECT-Mil Program

At the outset of the discussions, we asked providers for their overall impression of the RESPECT-
Mil program. Many of the respondents (17 of 35) had favorable impressions of the program,
calling it “effective,” “useful,” and “rewarding” and saying that it “helps service members.”
About the same number (16 of 35) expressed more mixed impressions, citing similar strengths
of the program but simultaneously pointing out challenges around screening, service member
uptake, implementation and staffing, and tracking down service members. Only two respon-
dents expressed predominantly negative opinions of the program, citing it as being difficult
from a provider perspective or citing multiple issues with data systems, staffing, and roles.

There appeared to be some difference in overall impressions across the different types of
providers. BHCs were predominantly positive in their opinions, with five of seven expressing
positive opinions about the program (two were mixed, and zero were negative). RCFs were also
positive about the program, with 7 of the 13 participating RCFs expressing predominantly
positive impressions (five were mixed, and one was negative). PCCs and PCPs predominantly
expressed more mixed opinions: PCCs could be classified as mixed in five of eight discussions
(two were positive, and one was negative), and PCPs could be classified as mixed in four of
seven discussions (three were positive, and zero were negative).

Primary Care Providers and Prepared Practice

Primary Care Champion Role

The main function of the PCC is to oversee the PCPs at their clinics, supporting them in their
role and acting as a liaison with the RMIT. In this section we describe respondents” impres-
sions of the PCCs, including the benefits of the PCC role as well as the challenges and limita-

tions related to serving in this role.

General Impressions

Most respondents indicated that the PCC serves as a liaison between RCFs and PCPs and is
responsible for training, supervising, and monitoring the PCPs in their implementation of
RESPECT-Mil. For example, one PCC said, “The care facilitator and administrative assistant
see all the MEDCOM Form 774 forms, PHQ, PCL, and T'll get the [list of patients who need
follow-up]. They’ve identified issues with patients but no one is following up or something
may have been done but it’s not being documented. When they tell me there is a problem, I go
around and talk to the specific providers.” An RCF added, “The PCC is in charge of any issues
with the PCPs. If there are issues with referrals or paperwork, then the PCC approaches PCPs.”
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One RCF spoke about how helpful the PCC can be in this role, as well as in monitor-
ing PCPs: “Communication with the medical champion and providers is good. The medical
champion has been very involved and calls daily to see if we are doing OK. She’s involved in
the administrative part of what we do. She is very supportive and responsive to problems with
providers.”

There was one respondent who did not refer to these tasks as part of the PCC role. This
PCC said that the role mainly involved administrative tasks: “I answered emails, approved
timecards, and dealt with the union. Nothing I did as PCC was medically related.”

Benefits
This liaison function was widely seen as the main benefit of the PCC role, particularly in
aiding communication between the RCF and PCPs.

Challenges and Limitations
Respondents referred to two main challenges to playing the PCC role effectively: (1) time and
resource constraints and (2) the resistance of PCPs and RCFs.

Time and Resource Constraints
Many respondents suggested that both PCCs and PCPs felt as though there was insufficient
time and resources—including staff and physical space—to implement RESPECT-Mil effec-
tively. One PCC said, “The bottom line is time. It takes more time to discuss [mental health]
with the patient, and the PCP has limited time in their visit to discuss these issues.” A PCP
explained, “I think RESPECT-Mil can be useful, but there is just a lot going on at this site
right now.”

To address this challenge, some respondents suggested allocating a greater portion of the
PCC’s time to RESPECT-Mil. Others recommended hiring more staff and providing more
physical space so that PCPs can more easily meet with patients to discuss behavioral health.

PCP and RCF Resistance

Some respondents noted that, in addition to time and resource constraints, some PCPs “haven’t
bought in” to RESPECT-Mil. A PCC noted that while most PCPs do implement the program,
some “don’t do the program because it takes extra time and there is a desire to not handle
anything related to mental health.” The lack of comfort with behavioral health—related issues
experienced by some providers was also mentioned by an RCF, who said: “I don’t believe the
providers have even looked at their manual. They have a lot going on and I think a lot don’t feel
comfortable with behavioral health.” One PCC also reported that the RCF was not effectively
implementing RESPECT-Mil: “I have RCFs with high caseloads who aren’t doing anything.”
This type of resistance may interfere with the implementation of the program, although only
a few respondents mentioned it.

Decisionmaking: Primary Care Versus Behavioral Health

When a patient presents to a primary care clinic with behavioral health problems, the provider
must decide whether the patient’s behavioral health condition can be treated within primary
care (i.e., within RESPECT-Mil), or if he or she should be referred for specialty care, as in a
behavioral health clinic. In this section we discuss respondents’ views on this issue and how
they described making such decisions.
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General Impressions

Many respondents discussed the criteria used to decide whether to refer a symptomatic ser-
vice member to RESPECT-Mil, continue treatment within the primary care setting, or refer
the service member to behavioral health. While some providers said that they always refer
service members to behavioral health or always to RESPECT-Mil, the majority reported that
symptom severity and complexity determined where to refer service members. Most providers
(including BHCs, PCCs, RCFs, and PCPs) indicated that they generally refer service members
to RESPECT-Mil, but when symptoms are severe, complex, or require more-intensive services,
they refer to behavioral health. For example, a PCC said, “When we are talking dual medica-
tions for dual disorders, I'll sit down with the patient and tell them that we are crossing over
into behavioral health territory.”

Some respondents noted that they consider existing services and aim to avoid duplication
of effort; if a service member is already receiving treatment from a psychiatrist in behavioral
health, they will not refer to RESPECT-Mil. Providers also highlighted service member pref-
erences as important to the referral process: “If they screen positive, we use the PHQ or PCL,
and then we talk to them and see if they need a referral to mental health or RESPECT-Mil and
determine with the patient what’s best for them.”

Respondents identified two major factors that could influence decisions about whether
to refer to behavioral health or RESPECT-Mil. These were (1) their views about the value of
primary care—based treatment and (2) PCPs’ comfort treating mental health problems.

Value of Primary Care—-Based Mental Health Treatment

Several respondents thought that primary care—based services could help reach a broader pop-
ulation that otherwise would not have received mental health care, either because of long wait
lists in behavioral health or because patients’ symptoms would not have come to light. Accord-
ing to one RCF, “[RESPECT-Mil] has given patients and providers better resources. Some
patients would have fallen through the cracks because they aren’t symptomatic enough to war-
rant a behavioral health referral or refused behavioral health, but this allows them to engage
with the PCP to get resources.” Some respondents also said that they thought the treatment
provided by RESPECT-Mil was effective for the vast majority of service members with mild to
moderate depression and PTSD, and that the program frees up time for behavioral health pro-
viders to devote more resources to service members with more complex and severe problems. A
BHC stated, “In behavioral health we are understaffed and scrambling to serve patients. This
program makes it more manageable. By taking the cases that can be treated in primary care
and those who are not inclined to seek behavioral health, it gives us the opportunity in behav-
ioral health to focus on the more severe cases.”

PCP Comfort Treating Mental Health Problems

Many respondents said that despite the potential value of primary care—based mental health
services like RESPECT-Mil, whether service members are referred to the program depends
on the comfort level of the PCPs who are managing treatment. Some PCPs said that they felt
extremely comfortable treating mental health disorders, but many respondents emphasized
that PCPs’ discomfort assessing and treating mental health problems has been a challenge.
For example, a BHC said that RESPECT-Mil “doesn’t work when PCPs are uncomfortable
with behavioral health. We see that they don’t want to prescribe meds, or talk to patients about
behavioral health issues.” A few PCPs said that they feel particularly uncomfortable diagnos-
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ing and treating PTSD: “I feel PTSD needs a longer appointment and I feel it goes beyond
primary care.”

Some respondents suggested that PCP discomfort could be related to fears about the risks
involved in treating service members with mental health problems, as well as about the time
and effort involved. One BHC said, “There is not a lot that incentivizes a PCP to keep a service
member with a behavioral health issue because they take so much time and there are risks with
those service members’ care. PCPs think it would be easy to make a behavioral health service
member not their problem. They can just click a button and the person is referred to behavioral
health.” A PCC agreed that some PCPs “don’t do the program because it takes extra time and
there is a desire to not handle anything related to mental health.”

Screening and Facilitating Treatment Access

One of the key objectives of RESPECT-Mil is to improve the screening of depression and
PTSD in primary care and to help those who screen positively to access treatment. In this sec-
tion we discuss respondents’ views on how this process works, its benefits, and challenges and
limitations to screening and facilitating treatment access.

General Impressions

Respondents’ descriptions of the process of screening and facilitating treatment access were
generally aligned with the RESPECT-Mil treatment manual guidelines. The majority of
respondents also indicated that the screening process was going smoothly.

Benefits

Many respondents spoke about the screening of service members in primary care as an impor-
tant and valuable aspect of the program, because it “gets patients on the radar screen” who are
at risk for PTSD or depression and those with suicidal ideation, who would otherwise “fall
through the cracks.” Consistent and structured screening opens the door for service members
and providers to recognize, acknowledge, and dialogue about mental health issues in a less
threatening and stigmatizing environment. (As one respondent commented, “Service members
see it as having less stigma than behavioral health.”)

Challenges and Limitations

Respondents also noted several challenges. Some PCCs and RCFs mentioned that some PCPs
refused to use the screening forms or refer service members to RESPECT-Mil. Most PCPs
who we spoke with also mentioned time constraints. One said, “I need more than the allot-
ted 15-minute appointment time. The appointments are more like 30 minutes when a patient
has PTSD and or depression.” Providers also expressed concerns about false negative screens
(i.e., service members who are not forthright about their symptoms), the inefficiency of screen-
ing service members who are already in RESPECT-Mil or in behavioral health, screening
fatigue given other touch points (e.g., the Post Deployment Health Reassessment), the inabil-
ity to account for behavioral issues that are due to situational factors, and more-severe cases
(e.g., psychosis, bipolar disorder).

Some PCCs and RCFs talked about ways they had overcome these barriers to improve
adherence to the screening protocol, such as a discussion with PCPs about the rationale for the
program and related screeners, thanking PCPs when they used data from the screening tools to
facilitate treatment, and enlisting the support of command. Other PCCs relayed that there was
no enforcement at the local level but referred to performance reports issued by RESPECT-Mil,
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while another PCC expressed a desire for a “carrot and stick” to enforce provider compliance

after describing that “one provider hid the RESPECT-Mil screening forms.”

Prescribing and Managing Medication

Prescribing and managing medications for depression and PTSD is a key function of PCPs
in the RESPECT-Mil program. In this section we discuss respondents’ general impressions of
how this works within RESPECT-Mil as well as the challenges that providers experience in
prescribing and managing behavioral health medications in a primary care setting,.

General Impressions

Many respondents noted that RESPECT-Mil has helped to provide the level of careful moni-
toring and attention that is needed to properly prescribe and manage medications for depres-
sion and PTSD. As one PCC noted, “[RESPECT-Mil] provides really good follow-up for those
on medications. Patients can talk to someone and maybe prevent them from stopping taking
their medications.”

Challenges

PCCs and PCPs indicated varying levels of comfort prescribing and managing psychotropic
medications. Some PCCs and PCPs reported feeling uncomfortable prescribing any medica-
tions to treat behavioral health problems (“I'm not comfortable with prescribing medications”),
while others felt comfortable prescribing only for noncomplex cases (“If the behavioral health
issue is straightforward, then initiating medical therapy is usually what I end up doing,. If there
is a complicated case, as it usually is, the patient may need a polypharm consultation”). Accord-
ing to some RCFs and PCCs, PCPs do consult with RCFs and BHCs when treating service

members with more-complex behavioral health problems or those experiencing side effects.

Staffing, Training, and Turnover

High-quality implementation of any program requires attention to the way staff are selected
and trained, as well as to how staff turnover is handled. We asked respondents about how these
issues are addressed within RESPECT-Mil at their clinics. We describe their responses below.

PCC and PCP Staffing and Training
With respect to training, we heard diametrically opposed views from two PCCs. One reported
receiving no formal training and had to learn on the job and in the monthly calls with the
RMIT. The other reported receiving training and that it was helpful, but that since the train-
ing, there had not been enough guidance or support. Both of these PCCs said the position
takes up a lot more time than they expected.

Although many respondents indicated that it was the PCC’s responsibility to train PCPs
(see the PCC role section), some said that RCFs had taken on this task. Of the respondents
who discussed PCP training, most said that despite attempts to conduct more-formalized
group training sessions, they found this to be difficult due to PCP time constraints. Many
reported that ad hoc training and refreshers occurred via email, telephone, or individual face-
to-face meetings. PCP views on RESPECT-Mil training varied, with some lamenting a lack
of training (“there was no real orientation to the program”) and others praising the training
quality (“the training was good”).
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Turnover

Respondents revealed a range of views on how staff turnover affects implementation. Some said
that turnover had minimal impact at their sites (“staff turnover has not been an issue yet”), but
most agreed that “staff turnover is a problem.” Respondents stressed the importance of train-
ing new staff immediately in order to minimize confusion and disruptions to service provision.
Some recommended hiring civilian employees as often as possible, because they are less likely
to move frequently and thus could provide more stability.

Care Facilitators

RESPECT-Mil Care Facilitator Roles

The role of the RCF is to support the service member through the course of treatment and
to support the PCP by promoting service member adherence to the treatment plan. The RCF
provides service members with psychoeducation, supports their treatment preferences, and
monitors adherence and response to treatment. As a liaison between the service member and
the PCP, the RCF communicates the service member’s experience to the PCP and ensures that
the service member’s needs are addressed. In this section, we describe respondents’ impressions
of the role of the RCF, the benefits of having an RCF, and the challenges that espondents noted
in serving as or working with RCFs.

General Impressions

Descriptions of RCF activities typically reflected many of the roles and responsibilities out-
lined by RESPECT-Mil (see Chapter One). A number of RCFs spoke of being aligned with
the RESPECT-Mil program. One stated, “I follow the manual.” Another said, “We make sure
we align ourselves with our protocol.” Several RCFs asserted going “above and beyond” and
doing “more than what is in the manual.” For example, one RCF reported, “Providers put in
consults not for RESPECT-Mil, but the consult request will say please assist with coordinat-
ing care to behavioral health. . . . I almost have another caseload of people that aren’t enrolled.
... I don’t get compensated in any way on relative value units or workload credit.” In contrast,
another RCF stated, “I am not familiar with the RESPECT-Mil manual. I have worked out
my own system for implementation. My system is the way that care should be delivered.” In
addition, some providers shared negative impressions of RCF performance. For example, one
PCC stated, “I have RCFs with high caseloads who aren’t doing anything. . . . All the RCFs

are doing is killing our numbers.”

Benefits

According to BHCs, RCFs “provide a means of leveraging our different roles” by serving as
a “point person for care” and providing information on the “rhythm of the clinic.” PCCs
described RCFs performing as a safety function by checking on forms, alerting providers of
the “more serious” service members who “aren’t caught by providers,” and providing “monthly
notes” on “how the patient is doing.” One PCC highlighted the value of RCFs to service mem-
bers, stating: “Patients have come to rely on them. They’ve been a good friend to them when
care is limited.” One PCP also expressed similar benefits, noting: “The RCF takes the stress off
in contacting patients, scrubs the medical charts, and coordinates care.”
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Challenges and Limitations

Respondents noted several challenges associated with the RCF role. For example, respondents
noted problems with some RCFs that included failure to contact service members within seven
to ten days of the initial referral, the provision of untimely and poor quality feedback, and not
making the four-week follow-up calls. According to one PCC, “Often it took six months for
the follow-up, and at that point it was too late.” Another PCC acknowledged that “there are
many nurses who are inconsistent with phone calls, . . . but sometimes it is hard to contact
patients even if they make several calls.” One RCF shared more-extreme examples of problem-
atic performance: “Some of these RCFs have only seen one patient in three months.” Another
said, “One person told me about a site where they never come to work and they are writing
notes about what they did. I think this happens more so than not.” One PCC noted that it
was difficult to determine RCF contact rate because the system does not aggregate numbers
by personnel, while another PCC expressed that it “would help for RCFs to know what other
RCFs are doing,” referring to an RCF who did 180 snapshots a month, which may put RCFs
“performance in perspective.”

Respondents also noted problems with RCFs’ inappropriate or ineffective use of time.
One RCF noted, “As a care facilitator . . . you are not authorized or qualified to counsel any-
body. . . . I have observed people in RESPECT-Mil stepping outside of their role to provide
counseling.” One PCC stated, “I point out that they don’t need to spend four hours to prepare
for a call. . . . The calls should only be 20 minutes and not longer. . . . They aren’t therapists.”
However, several RCFs asserted that they knew their roles were not to be counselors. One RCF
stated, “I am not the person to pour your heart out to—if I said the wrong thing, I would
make it worse.”

RCF Coordination and Collaboration with Other Providers

RCFs are expected to help coordinate patient care and collaborate with other providers, such as
the PCPs and BHC at his or her site. This section details respondents’ views on how this pro-
cess is going at their clinics, including what is going well and what they believe interferes with
effective coordination and collaboration between the RCF and other providers.

General Impressions

Most respondents reported that they thought coordination of care and collaboration among
staff was going quite well in the program. Means of communication among providers was
varied, and included electronic data systems (AHLTA), notes via the T-Cons module, email,
telephone, and face-to-face methods. For many, face-to-face contacts were preferred (“one
thing we have done recently to improve coordination and monitoring is to put RCFs into the
clinics”), but others valued having everything well documented in the AHLTA record. Though
respondents often described relying on AHLTA and T-Cons to update providers about service
member treatment planning, some exceptions were noted. One BHC relayed the process of
interacting with RCFs face-to-face initially and then conducting staffing through AHLTA
only “after learning the skills and capacity” of RCFs. In addition, one PCP noted, “I will walk
the patient down to RESPECT-Mil” if more attention is needed, but will otherwise send the
“paperwork and referral through the computer.”
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Benefits

Solid linkages between PCPs and the RCFs were highlighted by several respondents, with one
PCP noting: “It’s like having an extra arm.” In terms of patient care, this coordination was
seen as helpful for the patient. For example, one RCF said, “The patients will tell the PCP that
they take medications, but then the same service members will tell me that they don’t take
their medications and then I will alert the PCP to change their medication to find a good fit.”

Challenges and Limitations

Respondents noted several coordination challenges. One of these was that the RCFs were not
automatically notified of whether PCPs follow BHC recommendations. One RCF explained:
“Providers acknowledge communication in AHLTA but did not address any of the issues in
the visit with the patient.” A few RCFs described needing to check the AHLTA records to see
if any changes were made to medications or if the service member was called back in, rather
than hearing directly from the provider.

A few respondents noted that they “felt unsure” about their referrals to behavioral health,
did not know the providers there well, or did not know whether service members they referred
had followed through and gotten care. Similarly, a few respondents said that having better
access to behavioral health, particularly on-site in the primary care clinic, would enhance the
program. One RCF stated, “I am the link to behavioral health, but I feel like it could be better.”

One communication challenge noted by a few respondents was the need to document
the same materials in multiple places or to document more than one communication. As one
RCEF reported, “Documentation for these visits is very lengthy, in narrative summary form. I
have to document both in AHLTA and also in FIRST-STEPS. The same exact information
goes in both.”

Finally, two PCPs expressed frustration with the RESPECT-Mil program. One noted
never having interacted with any RCFs or BHCs, and another reported rarely making referrals
into the program because feedback was that the service members who were referred needed
specialty care and were “out of scope” for RESPECT-Mil.

Tracking and Documenting Service Member Information

We asked respondents about how they track and document information about service mem-
bers’ symptoms and treatment progress. In this section we summarize respondents’ views about
the benefits and challenges of tracking and documenting such information.

General Impressions

Respondents reported documenting and sending service member information to other provid-
ers using a variety of methods, including communicating via phone, in person, email, video
teleconferencing, and T-Cons sent through AHLTA. Respondents also talked about the ben-
efits and challenges associated with using FIRST-STEPS.

Benefits
One PCC commented on the benefit of “solid documentation within patients” charts,” given
that “communication happens all through emails and AHLTA notes.” Another PCC noted
that the MEDCOM Form 774 “actually helps” and makes the PCP’s note better, but acknowl-
edged that “some people treat it as a burden.”

Several RCFs commented positively about FIRST-STEPS, describing it as “fairly easy to
navigate” and “an amazing program” that “takes you from start to finish.” RCFs talked about
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the usefulness of “the tickler function,” which inputs all the appointments, allowing RCFs to
see which patients are due for follow-ups. One RCF also noted that there are constant efforts
“to improve the system to make it user-friendly” and “effective for the service members.”
Some BHC:s also related positive experiences interacting with FIRST-STEPS. One BHC
stated, “FIRST-STEPS is a good tool. I like the visual component. . . . It shows if a patient is

getting better or worse.”

Challenges and Limitations

RCFs also reported some technical concerns with FIRST-STEPS. One relayed that one of the
screens had been changed without any review, making it “the only part that isn’t useful.” RCFs
also noted some technical issues with FIRST-STEPS (“if you don’t save, it erases what you put
in” and “every now and then it goes down”).

RCFs also discussed problems associated with FIRST-STEPS not being connected to
AHLTA. RCFs conveyed that they “do a lot of duplication of work that takes a lot of time.” As
described by one PCC, “The nurses do double work by putting information in FIRST-STEPS
and then putting a T-Cons in AHLTA.” Another RCF asserted that FIRST-STEPS “should be
on a local level, just like AHLTA” so that people can “log in,” “see what’s going on,” and hold
providers accountable, “but right now there is no accountability in FIRST-STEPS.”

Some BHC:s expressed uncertainty as to whether BHCs could access FIRST-STEPS or
they referred to FIRST-STEPS as a tool mainly for RCFs. Another BHC noted, “With the roll-
out of the behavioral health data platform, FIRST-STEPS isn’t really helpful. The RCFs find
it helpful. I find it cumbersome as one of seven databases that I have to monitor. The system
itself is good, but I wish it talked to others.”

Several PCCs and PCPs pointed out the difficulties associated with the lack of integration
between AHLTA and FIRST-STEPS. One PCC noted that “RESPECT-Mil does not work
with AHLTA, so it is difficult to coordinate across systems.” Another PCC stated, “It is a prob-
lem that FIRST-STEPS is disconnected from AHLTA” and remarked that the data are “not
accurate” because FIRST-STEPS will miss service member care contacts recorded via AHLTA
but not RESPECT-Mil.

Treatment: Adherence, Nonresponse, and Side Effects

We also asked providers about how treatment adherence, nonresponse, and side effects are
handled within RESPECT-Mil at their sites. In what follows, we describe respondents’ views
on how these issues are addressed and the challenges they have encountered.

General Impressions

Respondents referred to relying on RCFs to track service members’ progress. However, there
were different perspectives about who is responsible for supporting service member treatment
adherence. One BHC asserted that it “is the PCP’s job to ensure compliance,” whereas one
PCC stated: “It’s a BHC issue.” Another PCC noted, “The PCP is supposed to correct non-
adherence if the RCF cannot do it. The RCF is the first line of defense, then the issue goes to
the BHC or PCP.” RCF:s often reported staffing nonadherent service members with BHCs and
sending a T-Con to notify the PCPs. RCFs spoke about the various challenges encountered
with addressing service member treatment nonadherence, nonresponse, and medication side
effects and the different strategies they employed.
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Challenges of Contacting Service Members

In order to monitor and ensure treatment adherence, RCFs must periodically follow up with
service members. Many RCFs spoke about the challenges involved with not being able to reach
service members by phone. RCFs described difficulties such as spending “a lot of time trying to
get in touch with someone just to find out that they want to disenroll from the program,” stay-
ing in contact with “patients who have changed their number,” and it being “hard to catch” the
“many people coming and going” due to deployment, permanent change of station, or block
leave. RCFs reported a variety of strategies to reach service members, including calling, email-
ing, and leaving voicemails; doing “investigative work in AHLTA to track them down”; asking
service members to “stop by or before or after other appointments on site” and scheduling
more flexibly (e.g., calling and setting up a time to talk the week that a call is due). One RCF
discussed going to service members’ chains of command but opined, “ultimately the service
members wouldn’t have to attend the appointment” because RESPECT-Mil is “voluntary and
confidential.”

A number of RCFs talked about the importance of having face-to-face contact with ser-
vice members, particularly during the initial visit. RCFs noted that “without the initial face-to-
face engagement, it is more difficult to bring the service members in” and that “patients come
in because they like face-to-face contact.” One RCF remarked that “patients are more relaxed
in person. . . . On the phone they are at work, busy, in a hurry, etc.” Another RCF talked
about not having “the benefit of watching body language or affect” over the phone and in one
instance being “able to pull psychosis out of a patient” during an in-person visit by seeing that
the service member was responding to internal stimuli. One RCF also described administering
the 17-item PCL “word for word” over the phone as “ridiculous.”

Medication Side Effects, Nonresponse, and Nonadherence

In addition to consulting with providers, RCFs reported providing service members with edu-
cation and guidance on how to deal with medication side effects (e.g., suggesting new times
for taking medication, inviting patients in to discuss another medication). One RCF reported
tracking service members who do not want medications to see if they feel more depressed
after a few months, or to encourage them to stay on medications, but that many times service
members will not answer their phone calls. For service members who are not responding to
or improving on medications, one RCF relayed that “the BHC and PCC try to figure it out.”
However, another RCF reported: “The manual gives them three months, but I give them two
months before referral to behavioral health.” One RCF noted, “Many times patients cannot
or don’t want to engage in counseling. . . . My goal is to get the service members to overcome
whatever is holding them back from getting care. . . . If service members don’t want to go,
I can’t force them.” RCFs noted a variety of reasons for treatment nonadherence, such as:
patients “quit because the counselor is an idiot,” service members are “so driven for their career
. . . [that] they can’t function on their medications so they miss them,” and the “command” or
“unit won’t let them off for counseling.” One RCF relayed working with service members to
get another counselor if their current counselor was not working out, and another RCF shared
that the officer in charge was able to work out problems with the unit, allowing time off for
appointments.
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Behavioral Health Champions

The BHC is a psychiatrist who serves as a component of the service member’s care team. The
BHC provides clinical and pharmacotherapy advice to the PCP, discusses the service member’s
progress with the RCF, and facilitates referrals to specialty care when indicated or requested.
In this section, we describe respondents’ views on the role of the BHC, the benefits of having
a BHC, and the challenges and limitations associated with the BHC role.

General Impressions

Respondents described the BHC role in a way that was generally in line with the RESPECT-
Mil model (see Chapter One). They described the BHC role as one of “mentor” or “coach” to
the PCPs, with activities ranging from making specific recommendations for specific service
members, to more general teaching about psychotropic medications, suicide assessment, or
other topics related to PTSD and depression. A few BHCs described having a role in educating
PCPs as they turned over, which is as a way to orient them to behavioral health generally in

order to prepare them for RESPECT-Mil.

Benefits
In general, there was a sense that the process of “staffing” cases, or meeting with the BHC to
discuss the RCF’s caseload, was beneficial. As one respondent described it,

I review each case at the beginning, in the middle (if the patient isn’t getting better), and at
the end, before they leave the program. If the patient is not improving, I suggest increasing
the dose or switching medications. In terms of side effects, sometimes the RCF brings those
to my attention, and I suggest a change in medication to the PCP.

Challenges and Limitations
However, most BHCs and at least one RCF mentioned that there was not enough time to
devote to RESPECT-Mil given their other duties in behavioral health, and that high caseloads
made it difficult to spend as much time on cases as desired. Several respondents explained that
not having a BHC who was employed by RESPECT-Mil, and was instead pulled from other
duties, was detrimental to the program, and a few suggested that having a full-time BHC
would enhance the program. In particular, respondents from higher-volume sites said that they
could only attend to new cases and cases that needed to be closed, rather than being able to
review cases that were in the middle of treatment. For instance, one BHC said, in the process
of explaining why additional time, or smaller caseloads, would be helpful: “I think the BHC
should allot more time to go into FIRST-STEPS to monitor people they’ve made recommen-
dations for, to do a sampling on how the program is working.” One site described a creative
solution to this problem, in which staff augmented the RESPECT-Mil budget with core funds
to bolster the RESPECT-Mil BHC position, and found a way to document RESPECT-Mil
productivity to “get credit” for consulting on RESPECT-Mil cases to justify the expenditure
of funds.

In addition, some mentioned the challenge in working with the minority of PCPs who
were not fully on board with the program. For instance, one BHC stated that about 10 percent
of the time there was a reluctance to act on recommended changes in medication: “The PCPs
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are . . . overwhelmed by their patient panel, . . . but sometimes it seemed that there was resis-
tance to receiving the recommendation.”

There was variability in responses regarding training for the BHC position, with some
saying the training provided was helpful and others saying it was not. One respondent criti-
cized the program for not having clearer “standard operating procedures” such that each site
could set up the program within general guidelines, rather than having the program fully
delineated.

Quality Monitoring

We asked providers to tell us about how the quality of aspects of the RESPECT-Mil program is
monitored. In this section, we detail respondents’ views on how program quality is monitored,
including what is working well and what needs to be improved.

General Impressions

When asked about how different components of the RESPECT-Mil program are monitored
for quality, many respondents said that there is “very little” or no monitoring, though some
described informal methods of peer-to-peer supervision or quality monitoring, and most
acknowledged getting reports from the RMIT on a periodic basis and participating in monthly
site calls with the RMIT. Overall, there was a good deal of variability in opinions on this
aspect of the program, which varied to some degree by role.

Benefits
Three aspects of the program were identified by respondents as being a means to monitor qual-
ity: the role of the RCF, who monitors service members and thus has direct information about
the performance of the PCPs; the FIRST-STEPS system, which helps RCFs structure their
monitoring of service members over time; and the periodic feedback of metrics to sites by the
RMIT. Although these aspects were described by many respondents, there was some criticism
of each. On the other hand, feedback from respondents on the monthly site calls with the
RMIT was much more mixed, with only about half seeing benefits, such as being “helpful”
or “useful” as a place where one is able to “ask stupid questions and fine-tune.” A few respon-
dents mentioned that site visits were helpful in identifying problems and developing a plan for
resolving them.

In addition, several respondents talked about informal methods of quality monitoring,
such as peer-to-peer feedback and peer review of AHLTA notes. As one RCF noted, “We moni-
tor each other constantly to provide the best care to the service member.”

Challenges and Limitations

RCFs described getting only limited feedback from their direct supervisor (the PCC). “My
PCC is not involved,” noted one respondent. “Some feedback would be good,” said another.
Despite several comments about FIRST-STEPS being useful in helping them monitor service
members, quality monitoring through FIRST-STEPS and monthly reports from the RMIT
were also seen as problematic by some RCFs. A few noted that FIRST-STEPS does not docu-
ment all their efforts in outreach to service members, that the reports describe the past rather
than the present, and that it is possible to falsify entries in FIRST-STEPS. In addition, the
metrics report data at the clinic level, so FIRST-STEPS does not provide feedback to individu-
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als about their performances. Most respondents saw very little in the way of monitoring the
coordination of care within RESPECT-Mil, with much more focus on screening rates and
contact with service members.

Monthly site calls with the RMIT were criticized by several respondents as being a “waste
of time” and more about numbers than problem solving. As one respondent said, “If they pro-
vided tools for improvement, the calls would be better.” There was also some criticism of the
RMIT being in Washington, D.C., rather than local, and that the RMIT did not understand
the local issues that made a site different.

BHC:s described very little monitoring, except for peer-to-peer monitoring through behav-
joral health. One respondent suggested that the metrics on RESPECT-Mil were “cruddy” but
that it would be helpful to get feedback from service members, RCFs, and PCPs on his or her
performance.

Despite some discussion of peer review and quality, other respondents made such com-
ments as: “It’s pretty autonomous as far as the calling and screening,” and “I am basically
implementing it to the best of my ability. . . . I am the only one that is here. There is no peer
review of that process.”

Addressing the Behavioral Health Concerns of Service Members

The RESPECT-Mil program has changed the way the military health system addresses ser-
vice members’ behavioral health needs. We asked respondents to comment on what needs to
change the most now in the way that the military health system addresses the behavioral health
concerns of service members. Respondents commented on several issues, highlighting:

* stigma around mental health problems and treatment seeking

* capacity issues in the provision of behavioral health

* the need to engage command more around behavioral health issues
* the disability system

* the needs of service members’ support systems and families

* the comparison of RESPECT-Mil with other initiatives like PCMH.

Several respondents discussed the stigma around mental health services, and some of
them talked about the way in which the RESPECT-Mil program has already helped to reduce
stigma. One RCF noted, “[RESPECT-Mil] helped service members out tremendously with
stigma. PTSD was coming to the forefront at that time. Since then, we have helped a number
of service members. . . . Now there is less and less stigma.” However, other respondents pointed
out that both negative perceptions about mental health and treatment and service members’
perceptions that treatment might harm their careers or ability to maintain a security clearance
were deterrents to getting mental health care, and this was a central issue in improving mental
health.

Respondents also talked about the need for better access to specialty mental health care,
the need for more providers, and the benefits of embedding behavioral health assets into the
primary care setting. One asserted that “service members are still not able to access behavioral
health care,” and noted that the waiting list at his or her behavioral health clinic was about
three months.
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Several respondents talked about the need to engage command more in addressing behav-
joral health issues, from suggestions about education to the need for routine screening at the
unit level, to being more open to mental health care. In particular, a few respondents said that
commanders did not always allow or support mental health or other medical appointments,
and they sometimes had the attitude that service members should “buck up” and handle mental
health problems on their own. Others suggested that behavioral health assets be embedded
into the brigade. One PCC proposed, “The biggest thing they need to do is to get the assets
out to where the patients are. . . . Embed behavioral assets into the brigade.” A few also sug-
gested that the ways that command treats service members are part of the problem: “[They are]
mistreated or not taken seriously by their command.”

A few respondents also noted problems with the disability and compensation system
within the military, and that it rewards failure rather than success. One respondent com-
mented, “The disability compensation system rewards not getting better. We should incentiv-
ize recovery.”

A few respondents also commented on the need to attend to service members’ support
systems or families. One respondent noted, “We ask a lot about the individual but not about
their support systems and if they make life better or worse. . . . For some service members, it
might be better to have their support system come in with them to talk.”

We also asked respondents to comment on how RESPECT-MIil is similar to or different
from other behavioral health initiatives, such as the PCMH model. Here there was also vari-
ability, with some respondents seeing the possibility that the two initiatives could be compat-
ible and others expressing concern about how they might compete with one another. A few
different respondents noted that having an embedded mental health specialist within primary
care (part of the PCMH model) would help to enhance RESPECT-Mil, but that perhaps the
mental health specialist needed to be able to provide longer-term treatment than in the PCMH
model. Others expressed concerns about “too many initiatives” and programs “competing for
the same resources.” As one respondent put it, “There are too many orders out there with too
many people saying different things. Put out one order that supersedes all of the smaller orders
and put together a comprehensive behavioral package.”






CHAPTER FIVE

Facilitators and Barriers to RESPECT-Mil Implementation: Findings
from RMIT Discussions

In this chapter, we present the results stemming from discussions with staff from the RMIT,
who provided their perspectives on facilitators and barriers to implementing the RESPECT-
Mil program. The 11-member implementation team is composed of directors, behavioral
health proponents, RCF proponents, program evaluators, database managers and analysts, and
administrative assistants. The implementation team had the responsibility of providing train-
ing, program management, oversight and monitoring, and technical assistance to RESPECT-
Mil sites. We begin with a summary of general impressions of the implementation process, as
well as of internal RMIT processes and functioning.

Next we present findings from questions about specific implementation components.
RMIT members were asked to comment on their roles and responsibilities with respect to pro-
gram implementation at the site level—specifically, their involvement in the following:

* preparing the practice

* hiring, staffing, and turnover

* training and support

* RMIT monitoring, including performance reports, monthly site calls, and site visits
* incentives.

Finally, we explore bigger-picture questions about the influences of the larger Army health
care system on the RMIT, issues identified by the RMIT team surrounding mental health care
in the Army, and the transition to the PCMH model.

Overall Impressions

Overall, RMIT respondents viewed their roles and responsibilities as having a positive impact
on the implementation of RESPECT-Mil and on improving behavioral health care for service
members. Respondents perceived that they had the most impact in the following areas: “per-
petuating the concept” of integrated treatment; the development of the FIRST-STEPS data
monitoring system; the monitoring and support provided to sites through calls, visits, screen-
ing tools, and performance reports; and efforts to help reduce suicide among service members.

77
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RMIT Internal Processes and Functioning

Individuals from the RMIT team were asked to comment on how the RMIT functions and
to note its strengths and challenges. Most said that the RMIT staff work hard, are busy, and
enjoy working together. Some also thought that “having clearly defined and distinct roles”
and having “representatives from different specialties and disciplines” made the team more
effective.

RMIT respondents expressed a range of views about how well the RMIT communicates
and executes its tasks. Some explained that “communication within RMIT works pretty well,”
while others communicated that “RMIT processes could be more efficient if they could be
more autonomous and not wait for everything to be approved.”

Many RMIT respondents also maintained that more staff were needed in order to effec-
tively perform RMIT duties: “The size of RMIT inhibits us from doing a good job. We are too
small, and we are stretched too thin.”

In addition, some recommended improved monitoring of the RMIT: “There should be
formal systems in place to evaluate what we are doing” in order to understand “what we are
doing well and not doing well.”

Preparing the Practice for RESPECT-Mil

A key role for RMIT team members is preparing the practice settings for implementation.
During the site preparation training workshop, the RMIT provides an overview of the gen-
eral RESPECT-Mil model and facilitates a discussion of factors to consider when planning for
implementation. In collaboration with an RMIT staff member who is experienced and knowl-
edgeable about the program model, the local RESPECT-Mil team develops an implementa-
tion plan that takes into consideration the characteristics and processes of the individual clinic.
Then RCFs, BHCs, PCCs, and administrative assistants are trained to implement RESPECT-
Mil. Continued training occurs “over time in coaching calls.”

Respondents noted the importance of “getting the command element on board.” For
example, MEDCOM, Installation Command, the chief of primary care, and the chief of
family medicine “have to buy in, assigh a BHC and a PCC, and we need to train them.” A
respondent said that this “helps [RMIT] develop an implementation plan that is good for their
site. Then they flesh it out and fine-tune it.”

Respondents also discussed barriers to preparing the practice. Some talked about lack of
motivation or reluctance among leadership and RESPECT-Mil staff, which can pose a chal-
lenge to implementation: “Those who resist the program, that are not familiar and don’t like
it, create the biggest problems for preparing the practice for RESPECT-Mil.” Another RMIT
member said that some “installations had issues because primary care leadership did not believe
that behavioral health should be part of primary care. . . . Once those leaders rotated out, the
program implementation at those sites went much better.”

Some RMIT respondents also highlighted barriers related to a shortage of time and
resources for RESPECT-Mil staff: “PCCs should be given some admin time so they can fulfill
their tasks,” and BHCs “have a lot of responsibilities and this is an additional one that they
may not have even asked for.”
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Hiring, Staffing, and Turnover

Several RMIT respondents spoke about the hiring process for RESPECT-Mil positions. As one
person described, “RMIT provides sites with position descriptions and confirms their funding,
but the hiring is done on site, usually by nursing but sometimes by behavioral health or another
department.” Many indicated that the RMIT has little influence over who is assigned to posi-
tions such as BHC, PCC, and RCF. Some RMIT respondents stated that they would like to
have more say in who is hired for these positions.

Some also said that “red tape” related to the hiring process can hinder program imple-
mentation: “It takes so long for positions to be posted, the interview process, the selection, and
the review of applications. It can take several months and longer in Europe. It’s just crippling
to try to get a program going.”

Consistent with comments from RESPECT-Mil providers, RMIT respondents talked
about staff turnover as a challenge. They mentioned that the frequent moving of military per-
sonnel and their families can cause disruptions and long periods during which positions are
unfilled, and therefore parts of the program may not be implemented effectively. In addition,
“When a primary provider works consistently with a service member and they trust them and
then they leave, it’s a problem. Service members want to stay with the same primary care pro-
vider for the entire program.” One individual said, “We recognized we should hire civilians
who wouldn’t be deploying any time soon.” To address these issues, RMIT respondents said
they “track vacant positions and start advocating to the installations to begin filling positions,”
but “RMIT is sometimes the last to know that people at the sites are leaving.” According to
another RMIT respondent, staff turnover is now a regular agenda item in the monthly site
calls.

RMIT respondents also highlighted unfilled positions on their own team as a challenge:
“Increasing the number of staff on the RMIT team in the proponent slots would help to cover
the workload as the number of sites increases.” Several RMIT respondents suggested allow-
ing staff to work remotely in order to more efficiently fill open positions with well-qualified
individuals.

Training and Support

Another responsibility of the RMIT is to provide training and support to RESPECT-Mil site
staff. Respondents said that champion training used to be conducted in person, but it is now
conducted online because the costs and time required for champions to travel to Washington,
D.C.,, for in-person trainings were too high. One respondent said that the RMIT hopes to
further develop multimodal trainings that can be conducted only online and through video
teleconferencing, the telephone, and reading material.

RCFs are the only participants who continue to train in person in Washington, D.C.,
according to respondents. The training for RCFs lasts about three days, with approximately
half a day spent on the FIRST-STEPS system. An RMIT staff member said, “That face-to-face
training is very valuable because the nurses are the guts of the program, and if we can’t main-
tain that connection with them, we’ll see a lot of problems in fidelity.”

Respondents recalled that when the PCCs were trained in person, they would spend part
of the training developing an implementation plan, which they would bring back to their clin-
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ics. The PCCs are then responsible for training the PCPs, but “PCCs don’t get admin time to
do the RESPECT-Mil tasks, and that can be really hard.”

A respondent added that RMIT staff now trains IBHCs “on what RESPECT-Mil is and
how they can work with their on-sitt RESPECT-Mil team.” IBHCs are psychologists and
social workers who will be assigned to the primary care clinics under the PCMH model. How-
ever, one individual noted that “RMIT is short on trainers,” and more are needed to fulfill the
demand, because “RMIT is assisting with IBHC training across three services—the Army,
Navy, and Air Force.”

RMIT Monitoring

RMIT staff agreed that monitoring the implementation of RESPECT-Mil was one of the main
roles of their group:

The RMIT team is here to assist the sites to implement the RESPECT-Mil program, moni-
tor their implementation, and to kind of manage the whole system so we can identify when
people are straying away from the model and bring them back. The RMIT team monitors
fidelity to the RESPECT-Mil model. We identify what is going well and what the problems
are at each site.

The respondents described three main ways that they accomplished this monitoring—via per-
formance reports, monthly site or coaching calls, and periodic site visits. This type of monitor-
ing was seen as important. As one participant stated, “It’s not an automatic that this program
will make care better. If we do this wrong, we’re going to make care worse.”

Monitoring was perceived to be mostly effective, but some challenges were noted. In par-
ticular, respondents commented on limitations in the FIRST-STEPS data and reporting func-
tions, including the inability to track call attempts rather than just completed encounters with
service members, classifying service members’ symptom levels categorically in reports rather
than giving raw scores, BHCs not using the system, and the like.

One participant expressed that the program was designed with “few program standards”
because “there was recognition that RESPECT-Mil was going to look different at different
sites.” However, “having few standards makes it difficult for fidelity monitoring.”

Performance Reports
Respondents discussed performance reports and their value in monitoring. One said, “I've seen
the power of data to change behavior. . . . You have to put the data in front of the folks and ask
them to interpret it. . . . The coaching really helps the sites to use the information correctly.”
A few respondents also noted challenges with timely data reports. They observed struggles
in getting data from some clinics as well as a time lag in creating and disseminating reports:
“We can only provide feedback four months down the road. We need to provide feedback in
near real time.” These delays in reporting resulted in offering semiannual rather than quarterly
reports to the sites.
Finally, there was some discussion of the way in which information was offered back to
sites. Two respondents discussed the format and tone of the reports, and the fact that they are
constantly refining reports to be more user-friendly. Another respondent noted that the timing
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of the information is important: “Sites were getting hit with these, and they didn’t feel like they
were prepped for it. We've had some miscues and problems whether we send to command first
or champions first. Now it goes out at the same time; they both get it and we talk on the site
call about the things that will go on the reports so there are no surprises.”

Monthly Site Phone Calls

Respondents also discussed monthly phone calls as a way to monitor sites and increase pro-
gram fidelity. They described the content of calls changing over time, with calls early in imple-
mentation used to “talk about where are they [site staff members] in hiring, give them point-
ers, and see how we can help them.” Once site staff are running the program, calls are used to
“look at their screening data in advance of the call, see if they’re on point with their reporting,
anything missing, any problems.” Respondents described the calls as being used for supporting
sites around hiring, staff turnover, training, and space, as well as using the data to look at the
overall performance and identify any issues with implementation.

Most comments about the monthly site coaching calls were positive, saying, “We let the
sites know we support them” and “RMIT is involved in problem solving for sites.” However,
several RMIT staff members explained that the largest issue was time. As one respondent
remarked, “Since we do so many calls, they take up a lot of time. . . . In addition, we have to
prepare for the calls and prepare minutes afterwards.”

Site Visits

Respondents described changes in their site visit procedures over time, with site visits occur-
ring more frequently at the beginning of the original RESPECT-Mil rollout, when the RMIT
team was still learning about variations in implementation. More recently, site visits have been
scaled back somewhat, to just one per site, unless there are larger problems that require addi-
tional visits. In general, the site visits were described as a key way to “connect operations with
the command suite” by meeting with command at the beginning and then, at the end, prepar-
ing an outbrief that reports findings. Site visits also were described as valuable for improving
performance, with on respondent commenting that “usually site visits work and the program
performance at the installation improves. The reported numbers get better after a site visit.”
However, RMIT staff described the need to cut back on site visits “because [they] are too busy
and it’s too expensive to visit sites frequently,” and they described their exploration of other
ways to connect with site commanders, such as through video teleconferencing,.

Incentives

RMIT respondents were asked to discuss incentives for implementing RESPECT-Mil. Respon-
dents explained that RMIT doesn’t offer monetary incentives, but it does give awards for per-
formance and lets sites know how they are performing in comparison with other sites. Respon-
dents described some RCFs who also tried to set up a “competitive environment” in their
clinics to encourage providers to screen service members. For example, one RCF gave out a
trophy for the highest screening rate, and another presented providers with a pie chart showing
the proportion of service members that each had screened.

Views on the potential effectiveness of other incentives varied. Some individuals doubted
whether any incentives motivated people to improve performance or would even be allowed,
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while others thought that more meaningful incentives than those currently offered—such as
monetary ones—would make a difference. Another respondent mentioned that there had been
a push to use a relative value unit model to help incentivize behavioral health providers, but

that MEDCOM didn’t support it. Respondents also noted that the RMIT could use its data

to reward those who have, for example, “the highest contact rate for new referrals.”

Larger System Influences on RMIT

Many RMIT respondents discussed the ways that the larger military system and command
structures influence the implementation of RESPECT-Mil.

Budgetary and Financial Issues

Some mentioned that budgetary and financial concerns require significant time and atten-
tion. Respondents said that alterations in the RESPECT-Mil budget or in its source budget
(e.g., MEDCOM versus DCoE) affect critical implementation processes like hiring, training,
and use of the FIRST-STEPS system.

Leadership Support and Buy-In
Most RMIT respondents also said that leadership support for the RESPECT-Mil program is

very important for successful implementation:

To set up operation at sites, RMIT needs command approval. RMIT works through the
regional command first to coordinate points of contact at the installation level to determine
who to work with and where to send the start-up kits. RMIT gives those points of contact
all the program information, including training and behavioral health documents. This
works well when the program is well supported by command, and does not work well if
not.

Many respondents highlighted the RMCs’ key role in the implementation of RESPECT-
Mil. An RMIT respondent noted that coordination and collaboration with the RMCs help
“push hiring forward.” Those who spoke of collaboration with the RMCs said that these com-
mands have been generally supportive and actively involved. Some RMCs have even sat in on
site calls to hear “how things are going and what needs to be done to improve.” Turnover is
a challenge with the RMCs and other command levels, noted RMIT respondents, however:
“One problem with command at every level is that the command is only there for a short
amount of time—three or four years.”

Big Picture Issues and the Transition to PCMH

The individuals we spoke with from the RMIT discussed the Army’s transition to the PCMH
model and how RESPECT-Mil and the RMIT will be affected. Some respondents talked
about the increased workload associated with the expansion of services to dependents of ser-
vice members, and to the Navy, Marines, and Air Force. These respondents noted that effec-
tive implementation will require careful consideration of differences between services and
between civilian dependents and service members (e.g., the consequences of substance abuse).
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As mentioned previously, the RMIT has already been involved in training PCMH staff, such
as IBHC:.

In the transition to the PCMH model, RMIT respondents said that they expected the
RMIT to play a role similar to its current one, where it is responsible for training and moni-
toring. However, many expressed uncertainty about how the RMIT role might evolve as the
PCMH implementation progresses.

Several respondents also noted lessons learned from their experience with RESPECT-Mil,
which may help facilitate the transition to and implementation of the PCMH. Some empha-
sized the importance of training military leaders and providers to understand and speak about
the integrated model of care in order to maintain fidelity. RMIT respondents also explained
that the military culture has a big impact on whether models such as RESPECT-Mil and
PCMH will be accepted. For example, some talked about the way the stigma related to mental
health has been a barrier to acceptance of these models. Most said that more work still needs
to be done to improve the military culture’s acceptance and understanding of mental health.






CHAPTER SIX

RESPECT-Mil Sustainability: Findings from Stakeholder Discussions

In this chapter of the report, we discuss the results of the stakeholder discussions. Stakeholders
invited to participate in the discussions included leaders from various Army RMCs, the U.S.
Army Medical Department, the Office of the Secretary of Defense, Tricare, the OTSG, and
MEDCOM. These individuals are responsible for the implementation of various initiatives in
the Army health care system, including behavioral health services and the Army’s transition
to the PCMH model. Stakeholders were asked to express their views on mental health in the
Army, the RESPECT-Mil model, and foreseeable changes due to the implementation of the
PCMH. In the next section, we present an analysis of themes identified from discussions about
mental health in the Army, such as:

* addressing stigma
* addressing the mental health needs of service members
* engaging leadership to influence mental health outcomes.

In the following section, we present results from discussions about the RESPECT-Mil
program. The themes we discuss include:

* familiarity with RESPECT-Mil
e the value of RESPECT-Mil
* components of RESPECT-Mil:
— screening and facilitating treatment access
— tracking
— staffing and training
* addressing behavioral health in the primary care setting via RESPECT-Mil.

In the final section, we present analyses from the discussion about the Army’s transition
to the PCMH model and the potential effects of this transition on RESPECT-Mil.

Mental Health in the Army

Addressing Stigma

Key stakeholders we spoke with had various opinions on the best way to address the mental
health needs of service members; stakeholders discussed the impact of deployment and dwell
time, leadership, unit cohesion and support, and formal mental health care in primary care and
specialty settings. Stigma was mentioned as an issue by several respondents, and RESPECT-
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Mil was mentioned as one way to “destigmatize behavioral health care.” As one respondent
mentioned, “We want to have multiple portals of entry into behavioral health resources, to
enhance access and ensure that patients are able to go to that kind of behavioral health care in
a setting that makes them feel comfortable.” One respondent noted the need for this type of
program during deployment as well, saying: “[RESPECT-Mil] goes away in the deployment
environment and that may be where it is needed the most.” Two respondents pointed out that
although RESPECT-Mil addresses stigma to some degree, there needs to be a “culture change”
in the Army more generally, and that one way to address it is through leadership. For example,
one respondent noted, “High commanders don’t go to behavioral health because they don’t
want their people to see them there. . . . We need to have leaders say that they need to get help
t00.” Several respondents mentioned the need to find ways to reduce suicides. One commented
that all these factors are important: “We need to have a holistic approach.” Another stakeholder
stated, “We need to change Army medicine from [a] health care system to a system for health.”

Meeting the Mental Health Care Needs of Service Members

There was a general consensus that it was time to reevaluate mental health initiatives. One
respondent stated, “We need to take a step back and see where we are now in behavioral health
care provision. When we started RESPECT-Mil, circumstances were different.” Another said,
“We've gone through a lengthy period of proliferation of initiatives and periods to enhance
access to [behavioral health] services, to help direct [service members] to immediate resources,
and now we're going through a period when we need to assess the effectiveness of those initia-
tives and programs, and to be able to compare approaches in some meaningful way to decide
which of these constitute best practices, and which are most cost-effective.” A few expressed
concerns about future funding for mental health initiatives, such as one respondent who said:
“Money may cause RESPECT-Mil to go away before a lack of clinical need causes it to go
away.” In addition, a few commented that RESPECT-Mil has been “working in a silo” with
“fenced” funding, and that it will need to integrate with other initiatives in the future to be
sustained. RESPECT-Mil’s longevity within the system was noted as a disadvantage. One
respondent claimed, “RESPECT-Mil is not novel and it’s not getting a lot of the resources it
may need as newer initiatives rise up. It has fallen down in the hierarchy of programs to attend
to. It’s not in the [Army] surgeon general’s top-10 initiative.”

A few respondents mentioned the need to be more efficient through “integrating with”
or “embedding in” primary care with credentialed providers, rather than using a care manager
who needs to coordinate across credentialed providers. One respondent explained the need to
take “the provider to where the people are. We are doing that with our brigade combat team,
within our schools, and within the clinics.” Another was critical of RESPECT-Mil’s approach
of supplying a care manager, saying that: “We need to activate patients and families to manage
themselves . . . [and] not be a paternalistic system, which is the way that this system of care is.”

Several key stakeholders noted that it was “important to base decisions on the evidence.”
While some said that RESPECT-Mil has done this well and “has moved toward performance
monitoring in a more meaningful way than other Army medicine programs,” others were criti-
cal of this aspect. As one respondent stated, “We have to be able to look at outcomes. I have to
be able to know whether the service members are getting better or not.” Still other stakeholders
said that they were unaware of any evidence in favor of the program. Opinions differed on how
best to collect this type of information, with some expressing the need to keep the RMIT team



RESPECT-Mil Sustainability: Findings from Stakeholder Discussions 87

in place, and others considering moves toward more-automated data collection or examination
of different metrics.

Engaging Leadership to Improve Mental Health Outcomes

Stakeholders made several recommendations related to engaging and educating military lead-
ers who can play a pivotal role in influencing the behavioral health outcomes of service mem-
bers. Stakeholders underscored the importance of establishing a “trusted relationship” between
line leaders and behavioral health. According to one respondent,

Line leaders determine everything about a service member’s life, from what time he wakes
up and how much time he has to go to medical appointments and the allowing for modify-
ing duties. . . . If the line leader knows the doctor and understands how the treatment plan
will positively impact his service members’ behavioral health, and that the service members
will serve better in the long run, then the whole system will start to work better. There is no
parallel to that in the civilian world.

With respect to potential solutions, several respondents recommended that “the care system
should have a single person on the behavioral health side who serves as the point of contact for
a unit or a battalion,” emphasizing that “it’s a nightmare” if a line leader has to “walk across
post to hospital command and figure out which specialist is assigned to which service member.”

Stakeholders also talked about the importance of leaders playing a role in facilitating
service members’ access to treatment. One respondent stated, “We need the endorsement and
engagement of the line leaders as they develop their leaders that they talk about that compo-
nent of seeking care as not being a weakness.” Another respondent commented, “Many lead-
ers are having trouble leading others to behavioral health care because they deal with their
own behavioral health issues.” To better meet the needs of service members, one respondent
expressed the need to “reinstill fundamental leadership skills and Army values, starting with
discipline at the company level and below,” noting that “confidence in unit leadership (par-
ticularly NCOs [noncommissioned officers]), unit cohesion, and perceived readiness are most
predictive of improved behavioral health” and that “suicide is not the problem; it’s a symptom

of the problem.”

The RESPECT-Mil Program

Familiarity with RESPECT-Mil

At the start of discussions with stakeholders, we asked respondents to talk about the extent to
which they were familiar with the RESPECT-Mil program. Respondents expressed varying
levels of familiarity, from “I don’t know it very well,” to “I am moderately familiar,” to “pretty
close to intimate.” The types of experiences that respondents had with RESPECT-Mil were
also diverse. Some had served in clinical or administrative positions where they worked closely
with RESPECT-Mil staff (e.g., “I was director of primary care at Fort [X]”); some had experi-
ence with the program as patients (e.g., “As a consumer, I went to my primary care manager
and filled out the MEDCOM Form 774”); and most interfaced with the program in policy-

making and leadership capacities (e.g., “My team was responsible for providing oversight for

RESPECT-Mil”).
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Value of the RESPECT-Mil Program

In general, the key stakeholders we spoke with saw value in the RESPECT-Mil program,
describing it as “well designed,” “structured,” “relevant,” and having “actual data . . . that can
inform practices.” Stakeholders talked about the program’s ability to address stigma and that
it therefore contributes to DoD’s mission. They also discussed the value of screening service
members in primary care. One stakeholder commented, “I think RESPECT-Mil helps to build
a safety net—a universal screening and expression of care and concern. It’s one element of
hope for suicide prevention in the military.” Although two stakeholders reserved judgment of
the program until they could see data on outcomes, others praised it for its “evidence-based”
approach. Only a few stakeholders we spoke with had negative comments about the program,
stating that it was “well intentioned and ineffective,” because it was not being implemented in
all primary care environments, or criticizing its administrative complexity and burden on clin-
ics or the voluntary nature of the program for service members.

Components of RESPECT-Mil
Screening and Facilitating Treatment Access
Benefits
A number of respondents referred to the facilitation of routine screening and early intervention
for behavioral health needs within the primary care setting as a major strength of RESPECT-
Mil. Respondents relayed that “those who are afraid to engage behavioral health directly find
their way into it because of the screening tool” and described the program as “an effective tool
for getting folks to start talking about behavioral health issues.” Several respondents talked
about the importance of conducting screening during every primary care appointment. One
respondent noted, “Sometimes it takes six survey administrations for people to admit the
issues they are dealing with.” Another respondent stated, “Our persistence with the survey
[MEDCOM Form 774] demonstrates that the system cares about service members” welfare.”
Several respondents referred to the program as being well suited for the conditions and
constraints of primary care settings. One respondent stated, “RESPECT-Mil has structured
their intervention to fit in screening for mental health problems within the fifteen-minute
appointment time.” Respondents said that RESPECT-Mil “also recognizes the limitation of
time that primary care providers face” and facilitates service member referrals to behavioral
health “for those that require more care than a few treatment encounters” or “when they
have suicidal ideation or homicidal ideation.” Finally, several respondents talked about how
RESPECT-Mil gets “people treated at the earliest possible times” and that “if behavioral health

is applied early, you can nip mental health problems in the bud at a much lower cost.”

Challenges and Limitations

Respondents raised several concerns related to the RESPECT-Mil screening process, including
false positive rates, the lack of integration with electronic medical records, screening fatigue,
and the need for consistent and standardized screening. Several respondents relayed that “some
of the algorithms may be ineffective in identifying PTSD and depression” and expressed con-
cern that the false positive rate may be higher than desired. One respondent also commented
that “there is pressure to put a diagnosis for people who screen positive for depression,” even
though “a lot of times people come in and flag for it but it isn’t necessarily a behavioral health
issue.” A number of respondents asserted that the screening process would be greatly improved
if the screening forms were administered electronically and could be integrated into the elec-
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tronic health record. One respondent stated, “It is not overstating to say the stacks of blue
forms have created a crisis of backlogged information.” Respondents also noted that an advan-
tage of integrating the screening into electronic records is the ability to avert screening fatigue.
In the words of one respondent: “It’s not unusual for some people to have completed ten of
these screeners in a month. . . . If there were electronic records, the provider could say, I see
you completed this last week, would you like to do this again today?” Other respondents noted
that “there should be an algorithm to avoid asking the same screener questions over and over
if the answer is yes”; “people can be screened to death.”

Several respondents contended that more-consistent and standardized screening is needed,
particularly within specific areas. One respondent stated that screening should be “integrated
into the Patient Centered Medical Home” and “many different brigades that are worthy of
screening but are not (e.g., brigade combat team, [military police] brigade, signal brigade).”
Another respondent noted that RESPECT-Mil “exists in MEDCOM facilities only, not in
theater or in aid stations or team rooms where most patients are seen” and that “it doesn’t
translate into joint posts (e.g., Air Force ignores it even if they are seeing an Army patient)” and
the program “needs to be in special operations, [U.S. Army Forces Command], etc.”

Tracking

Many stakeholders applauded the contribution that RESPECT-Mil has made to service
member care by implementing a standardized symptom tracking system (i.e., FIRST-STEPS).
They indicated that the “screening tools are good,” and one person recommended that behav-
joral health use the same tools to continue tracking service members who were screened in
primary care and subsequently referred to behavioral health.

Several respondents criticized the lack of synchronization between FIRST-STEPS and AHLTA,
however. They suggested that the inability to merge information from the two record systems
had a negative impact on service member care. In addition, many lamented the amount of
work required for staff to enter information from paper screening tools into FIRST-STEPS. A
few respondents believed automating data entry rather than using paper screening tools would
be more efficient: “I think that there are limitations with the FIRST-STEPS program not being
automated and being labor intensive.”

Staffing and Training
Several stakeholders discussed RESPECT-Mil training and staffing activities. Views on the
training RESPECT-Mil provides were mixed. Some thought the training was important (“the
training is a key component of RESPECT-Mil that needs to stay in place”) and should be used
in other settings: “The Integrated Disability Evaluation System [IDES] could potentially ben-
efit from and use RESPECT-Mil’s training program since IDES uses primary care providers to
run the assessments.” Others noted that there are some drawbacks to the way RESPECT-Mil
trains its staff: “The centralized training is a benefit, the fact that we can send our nurses to
training to use the databases and algorithms, but is also a hindrance to wait for slots to send
our nurse for training though she’s been here a month.” Some respondents criticized the train-
ing for being “relatively superficial” and for teaching RCFs and PCPs to address only PTSD
and depression, rather than “the full range of behavioral health issues.”

A few stakeholders noted that the addition of RESPECT-Mil led to “workload chal-
lenges.” For example, some mentioned that the program requires more support staff for effec-
tive implementation. Another recalled that when he or she was a leader at an installation
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starting to implement the program, “adding a program like RESPECT-Mil was an additional
requirement on providers that would break the system.” This stakeholder said that there was
a need for more champions (e.g., BHCs, PCCs) to effectively implement RESPECT-Mil and
address high demand for treatment at his or her site.

Addressing Behavioral Health Issues in Primary Care

Benefits

Respondents talked about several benefits associated with RESPECT-Mil’s role in integrat-
ing behavioral health treatment within primary care settings. RESPECT-Mil was depicted
as “a force multiplier within primary care, recognizing that behavioral health is short staffed”
and that “evidence-based algorithms should be used to manage low-complexity behavioral
health conditions with primary care resources.” Another respondent stated, “The biggest chal-
lenge that that the military medical community faces is a nationwide shortage of behavioral
health care specialists. . . . RESPECT-Mil helps with this issue.” One respondent pointed out
that “previously, behavioral health assets had been mostly in behavioral health clinics” and
that RESPECT-Mil “was a great program to get behavioral health out there.” Several respon-
dents described the program’s “positive impact on identifying service members with behavioral
health needs who were otherwise falling under the radar.” Respondents also noted that the
program is “relevant in providing behavioral health training to primary care providers” and
that “it also respects the reality that primary care doctors cannot do everything” and “will let
primary care providers know when to refer to behavioral health specialists.”

Challenges and Limitations

Respondents noted several limitations associated with the delivery of behavioral health care in
primary care settings via the RESPECT-Mil program. Limitations included the lack of sufhi-
cient resources, the inability to address the full range of behavioral issues, and the lack of inte-
gration between primary care and behavioral health. One respondent stated that “RESPECT-
Mil was not resourced well enough to be rolled out everywhere” and that “primary care has not
been a force multiplier. . . . [They] haven’t been able to take it to the level that it needed to go.”
Another respondent relayed that “there is a definite need for RESPECT-Mil, but . . . recruit-
ment of more psychiatrists is needed.” With respect to RESPECT-Mil’s capacity to handle
behavioral health issues, one respondent stated: “From a more negative perspective, sometimes
service members felt like RESPECT-Mil personnel did not have enough training to address the
full scope, range of behavioral health issues.”

Several respondents acknowledged that “conceptually RESPECT-Mil and primary care
should have always been integrated,” but that “RESPECT-Mil stovepiped people” and “sep-
arate funding had been carved out for RESPECT-Mil that was different than funding for
primary care, [so] the perception of integration is variable.” In the words of one respondent,
“It felt like it was attached to primary care like a barnacle.” Another respondent remarked,
“RESPECT-Mil has a medication focus, whereas behavioral clinics focus more on counseling.
It would be great if we integrated these forms of treatment.” As stated by a respondent, “It’s like
primary care and behavioral health are blind people feeling different parts of the elephant, but
it’s all the same elephant.”

To address some of these challenges, a number of respondents underscored the impor-
tance of establishing “longitudinal relationships” between behavioral health providers and pri-
mary care providers. One respondent recommended that “behavioral health be situated paral-
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lel to primary care so there is easier access by service members and leaders” and for behavioral
health to be “lined up in smaller catchment units so they can see the same provider and have
continuity of care between the behavioral health team and service members.”

Army Transition to PCMH and RESPECT-Mil

We asked key stakeholders about the newly created PCMH and how that would affect
RESPECT-Mil. Most stakeholders agreed that RESPECT-Mil was likely to be “absorbed” or
“integrated” into the PCMH model over time, and that it would likely lose its status as a sepa-
rate “stovepipe” program with separate funding. Several stakeholders commented that it was
a critical time to “map out how these individuals who are implementing RESPECT-Mil on a
day-to-day basis in clinics are going to be utilized. Then we come up with an integrative con-
cept plan.” One stakeholder predicted that “PCMH will take care of some of the weaknesses
of RESPECT-Mil,” and RESPECT-Mil was noted by another as being “an essential element.”

In particular, stakeholders pointed out the need for certain aspects of the RESPECT-Mil
program moving forward. For instance, they explained that the screening aspect of RESPECT-
Mil was important. One stakeholder observed, “The screening component needs to continue
because nothing in PCMH accomplishes the same thing.” However, others noted that the
screening may change somewhat, with newer “electronic solutions.”

Another aspect of the RESPECT-Mil program that was discussed as necessary to retain
in any integration with the PCMH was the emphasis on the education of primary care phy-
sicians on medication management for depression and PTSD. For instance, one respondent
mentioned that the “PCMH will have a behavioral health consultant, usually a psychologist
or [licensed clinical social worker]. Medication management is a key component, and IBHCs
may not bring that kind of expertise.” Another stakeholder commented, “The training is a key
component of RESPECT-Mil that needs to stay in place. Within the PCMH, many behav-
ioral health consultants are not able to prescribe medication because they are psychologists and
social workers. PCMH may need to work out how pharmacotherapy will work.” On the other
hand, several stakeholders saw the PCMH programs’ embedding of behavioral health assets in
primary care as augmenting RESPECT-Mil and potentially replacing the need for the BHC
over time.

Third, stakeholders considered the RESPECT-Mil program’s strengths in monitoring and
tracking processes and outcomes was discussed to be an important aspect. One stakeholder
commented that “RESPECT-Mil does seem to be light-years ahead of other programs, depart-
ments, just even because they track these things at all.”

Several stakeholders commented that certain roles would need to be changed, and raised
particular concerns over the RESPECT-Mil care managers and whether they could success-
fully shift to PCMH case manager roles.

A few stakeholders expressed that RESPECT-Mil had served its purpose already and
would not be needed any longer: “At this point, RESPECT-Mil doesn’t offer any component
of care or system of care that isn’t offered in military health care.”






CHAPTER SEVEN
Discussion and Recommendations

In this concluding chapter, we provide a brief summary of the key findings of the evaluation,
recommendations for improving the implementation of each of the three core components
of RESPECT-Mil, and recommendations for enhancing the monitoring of program fidelity.
We also discuss issues related to the implementation of collaborative care programs such as
RESPECT-Mil within the military health system and the limitations of the current evaluation.

RESPECT-Mil represents one of the largest real-world undertakings to implement col-
laborative care for depression and PTSD on a wide scale. RESPECT-Mil has been imple-
mented in more than 90 Army primary care clinics across 37 U.S. installations sites located all
over the world. Findings indicate that RESPECT-Mil is performing in ways that are similar
to other primary care collaborative care efforts that have been studied and reported on in the
published scientific literature. Nonetheless, some aspects of program implementation lagged
behind expectations delineated in the program design and manuals, indicating opportunities
for improvement in the future. However, no other studies have been conducted in MTFs for
active duty personnel, which combine aspects of primary care and employer-based care. More-
over, the majority of collaborative care studies for depression and PTSD are RCTs, which often
involve a select sample of participants who are willing to consent to a research study and meet
rigorous inclusion and exclusion enrollment criteria. With these caveats in mind, both the pro-
cess of care and outcomes for RESPECT-Mil are generally comparable to other studies, with
certain aspects of program fidelity being stronger than others. RESPECT-Mil encountered
implementation barriers common to other collaborative care studies, including challenges in
engaging service members to enroll and participate in the full course of recommended treat-
ment, provider time constraints and competing demands, completion and recording of clinical
assessments, turnover of organizational and clinical leaders, and provider buy-in and comfort
with the program (Curran et al., 2005; Fortney, Enderle, et al., 2012; Smith et al., 2008; Thota
et al., 2012; Schnurr, Friedman, Oxman, et al., 2013).

Overall, high fidelity in the implementation of routine screening for depression and PTSD
was evidenced, even though there was variation across sites. Although the extent of under-
reporting of depression and PTSD symptoms is unknown, a significant number of service
members are positively endorsing symptoms on the brief screeners and clinical assessments. In
an eight-month period, nearly 78,000 of the screened visits resulted in a positive screen on the
brief depression and PTSD screening assessments. Of these positive screens, 47,797 resulted in
a probable diagnosis being recorded after the administration of additional clinical assessments.
During this same period, RESPECT-Mil was also responsible for facilitating 12,835 visits that
resulted in accepted referrals to the program, behavioral health, and/or another psychosocial
resource. Qualitative interviews with providers suggest that an even greater number of referrals
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to RESPECT-Mil could be facilitated if PCPs’ comfort with treating depression and PTSD
could be increased. It is also important to note that 8 percent of positive screens that were
referred to RESPECT-Mil, behavioral health, or both were declined.

Among service members enrolled in RESPECT-Mil, a substantial proportion had no or
minimal levels of depression or PTSD symptoms (16 percent) or unknown levels of presenting
clinical symptom severity due to missing clinical assessments (14 percent). Further evaluation
is needed to determine whether the referrals and treatment provided under RESPECT-Mil
most appropriately address the needs of this set of service members. For service members with
mild to severe depression and/or PTSD symptoms, a considerable proportion (38 percent) had
their cases closed after the initial primary care referral and never established contact with the
RCE. Twenty-one percent of service members with mild to severe depression and/or PTSD
symptoms could not be engaged in or withdrew from the program. Nine percent were trans-
ferred to specialty care. Of the service members who did establish contact with RCFs, chal-
lenges were documented in procuring participation in the full course of recommend treatment,
including the number of RCF follow-up contacts, treatment length, and uptake of psychotro-
pic medication and counseling. Further, of those who had contact with an RCF, 35 percent
had their cases closed because they could not be engaged in or withdrew from the program.
Finally, among service members who had a follow-up clinical assessment recorded, more than
a third experienced a 50 percent reduction in symptoms from baseline, and more than a fifth
achieved remission.

In sum, findings highlight key junctures where opportunities for engaging service mem-
bers in needed treatment for depression or PTSD may be improved. Upon referral and enroll-
ment in RESPECT-Mil, up to one in five service members with documented mental health
needs never established contact with an RCF and may have fallen through the cracks. Another
fifth of service members with documented mental health needs made initial contact with an
RCEF but had no further follow-up contacts. This is reflective of the fact that a substantial pro-
portion of service members who connected with RCFs were not participating in the full course
of recommended treatment. Recommendations for possible areas of program improvement are
summarized in the next section and are organized according to the three core components of
RESPECT-Mil. In addition, we discuss recommendations related to improving the monitoring
and oversight of implementation fidelity as well as issues concerning the sustainability of col-
laborative care programs within the larger landscape of the military health system.!

Recommendations to Improve the PCP and Prepared Practice Component

Screening and Assessment of Depression and PTSD

Consider ways to streamline screening and assessment. Routine screening is seen as a major
strength of RESPECT-Mil. Of the total 647,642 primary care visits made during the eight-
month period from August 2011 to March 2012, approximately 93 percent of these visits were
screened for PTSD and depression. Though large variability was observed across Army sites,
the majority of sites were screening 90 percent or more of primary care visits. PCPs cite time
constraints as a major barrier to conducting screening and assessment. Potential areas where
streamlining might be explored include bypassing clinical assessments among service mem-

! A crosswalk between the recommendations and study findings are provided in Appendix N.
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bers who have been recently screened and diagnosed by the program, finding ways to ease the
administrative burden involved in conducting and recording assessments, and forgoing screen-
ing among service members already enrolled in RESPECT-Mil.

Determine the value of screening service members already enrolled in behavioral health care.
Half of the positive screens were documented as already being followed in behavioral health
and no referral was issued. Flagging service members who are experiencing clinically signifi-
cant depression and/or PTSD symptoms despite being followed in behavioral health may pro-
vide an opportunity to intervene to ensure that adequate levels of treatment are being obtained.
Service members may benefit from a referral to RESPECT-Mil, where RCFs can assess and
support engagement in recommended treatments for depression and PTSD and track symp-
tom change in response to treatment.

Mitigate disruptions due to staff turnover. Unlike civilian settings, military installations
are subject to regular staff turnover due to deployments, permanent change of station moves,
and separations from military service. Army sites varied in how staff disruptions were man-
aged, with some sites being significantly affected in their ability to maintain fidelity to the
RESPECT-Mil program. To stabilize the implementation fidelity of RESPECT-Mil over time
and during periods of staff turnover, consider establishing ongoing training and peer mentor-
ing within the program.

Enhance command support. Due to the use of different screening and diagnostic instru-
ments as well as scoring algorithms in other research studies, there are no comparable bench-
marks to accurately gauge whether service members are underreporting on RESPECT-Mil
screening and diagnostic assessments. However, concerns regarding the underreporting of
PTSD and depression symptoms due to stigma have been well documented (Institute of Medi-
cine, 2012). Findings from stakeholder and RESPECT-Mil provider discussions indicate that
service members may not report PTSD and depression symptoms during routine screening
because of anticipated negative repercussions from their fellow service members and com-
manders. Continuing and enhancing command support for the RESPECT-Mil program, as
well as other evidence-based programs for psychological health, may foster greater openness
and disclosure of PTSD and depression among service members.

Explore expanding routine screening and evidence-based primary care management practices
for depression and PTSD beyond MTFs. During the eight-month study period, 2 percent of total
screened visits (i.e., 12,835 primary care visits) resulted in a referral to mental health treatment.
Even though the degree to which service members may be underreporting symptoms during
routine screening is unknown, findings indicate that RESPECT-Mil is catching people who
may have fallen through the cracks. Stakeholders and RESPECT-Mil providers recommended
that routine screening for PTSD and depression be expanded to all primary care settings,
including in theater, aid stations, team rooms, joint posts, special ops, and U.S. Army Forces
Command. However, given that research indicates that screening alone may not influence
clinical outcomes (Institute of Medicine, 2012; O’Connor et al., 2009), considering the imple-
mentation of routine screening in other types of primary care settings should go hand in hand
with considering the implementation of evidence-based primary care management practices of

depression and PTSD.

Referral and Management of Depression and PTSD
Increase PCP engagement and comfort. RESPECT-Mil provider discussions revealed that some
PCPs may not feel comfortable with managing the mental health needs of service members in
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primary care. Identified concerns include fears related to being held liable for adverse behav-
joral health outcomes and beliefs that PTSD should be handled in behavioral health. Ways
to increase PCPs’ engagement in the program and comfort with addressing behavioral health
needs could include monitoring individual PCP performance, providing additional training
with PCCs, and strengthening the consultative relationship with BHCs, as well as structural
or cultural changes to the primary care environment that might facilitate the time and effort
needed to address mental health issues in primary care.

Incentivize and support primary care champions. PCCs have severe constraints on their time
and need to demonstrate productivity outside the RESPECT-Mil program. Explore opportu-
nities to incentivize, recognize, and support those in the champion positions so that they can
continue to train, monitor, and assist PCPs in retaining fidelity to the program.

Consider whether modifications are needed given the mix of service members referred to the
program. Of the service members referred and enrolled into RESPECT-Mil, less than half met
full the criteria for depression or PTSD. Another quarter had mild to moderate symptoms.
Including service members who do not meet full the criteria for a probable diagnosis but expe-
rience mild to moderate symptoms may be appropriate given that subthreshold levels of depres-
sion and PTSD can be associated with significant psychosocial impairment. A fifth of service
members had no or minimal depression or PTSD symptoms. Further investigation is needed
to understand the reasons for the referral and enrollment of these service members and whether
there are any associated clinical benefits with this practice.

Recommendations to Improve the RCF Component

Use freld experiences with shorter and less intensive services to update and expand RESPECT-Mil
manuals. Processes of care in RESPECT-Mil are comparable to some civilian and VA studies
but less intensive than outlined in the RESPECT-Mil manuals and training. Thus, there is
currently a mismatch between RESPECT-Mil program protocol and RCFs’ ability to engage
service members in the recommended treatment intensity and duration. A recent metaanalytic
review of collaborative care programs for depression concluded that further research is needed
to identify the optimal frequency and intensity of care management sessions and whether addi-
tional sessions in cases of treatment nonresponse are beneficial (Thota et al., 2012). Another
metaanalytic review found no relationship between the treatment-effect size and the duration
and number of case management sessions (Gilbody et al., 20006). If service member engage-
ment in treatment cannot be enhanced, consider ways to adapt the program to maximize the
fewer visits and shorter timeline that have been more characteristic of a substantial proportion
of program participants.

Strengthen the handoff between the PCP and the RCF. A significant proportion of service
members (38 percent) who are referred to the program never establish contact with an RCE.
More than half of these service members either withdrew from the program or could not be
engaged or contacted. Explore strategies to address service member dropout after the initial
primary care referral, including training PCPs to better orient and introduce service members
to the program as well as providing warm handoffs within clinics. PCPs have been found to
miss potential opportunities to address mental health issues with patients and may benefit
from ongoing training that extends beyond medication management (Tai-Seale et al., 2010).
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Facilitate engagement and communication with service members. Service members with
mild to severe depression and/or PTSD who successfully establish their initial contact with
RCFs have a mean of 2.6 subsequent follow-ups with RCFs and remain enrolled in the pro-
gram for a mean of 57 days. Moreover, during the period of enrollment in the program, only
46 percent of service members reported starting any medication or counseling. Given that the
level of treatment engagement is below optimal for a substantial proportion of service mem-
bers, strategies for facilitating engagement and communication should be explored. This may
include the use of newer technologies for communication (e.g., texting, social media), as well
training RCFs in motivational interviewing strategies.

Enlist command in support of service members’ treatment engagement and adherence while
recognizing that some service members may want to keep their treatment confidential. Accord-
ing to provider and stakeholder discussions, barriers to treatment engagement include service
members’ concerns about the potential negative repercussions on job performance and career
advancement, as well as the lack of flexibility and support on the part of commanders to
accommodate treatment requirements (e.g., modifying schedules to attend treatment appoint-
ments or to adjust to medication side effects). Enlisting the support of commanders could play
an integral role in creating incentives for service members to engage in and adhere to treat-
ment. Potential avenues to explore could include training commanders on the potential impact
of policies that may discourage treatment seeking among service members, building collabora-
tive relationships between commanders and PCPs, and promoting commander awareness of
the program via trainings delivered by BHCs or PCCs.

Fortify communication between providers. Based on provider discussions, several areas of
communication between providers were identified as possible targets for improvement. To
strengthen the coordination of care among providers, the following could be considered:
explore ways to integrate and streamline record management systems (e.g., AHLTA, FIRST-
STEPS), expand venues for communication outside the medical record systems (e.g., coloca-
tion, cross-unit meetings focused on service member care), and identify strategies to ensure
that PCPs are obtaining feedback (positive and negative) about the service members they have

referred to RESPECT-Mil.

Recommendations to Improve the BHC Component

Ensure that the BHC role is adequately supported. Barriers to carrying out BHC responsibilities
include severe constraints on staff time, competing priorities related to their primary occupa-
tional responsibilities within behavioral health, and few incentives to participate in RESPECT-
Mil. To ensure that BHCs can perform optimally, consider ways to provide adequate and
protected time for RESPECT-Mil duties, incentivize participation in the program, and ensure
eflicient staffing of cases.

Consider enhancing the BHC role. BHCs were depicted as functioning positively in their
role as informal consultants to PCPs about the diagnosis and management of depression and
PTSD. Consideration might be given to enhancing the BHC role in providing more-intensive
support to PCPs. Expansion of the BHC role may occur through changes in location, availabil-
ity, and incentives. BHCs” engagement may be especially important during the initial phases
of implementation, when PCPs are being trained in the program and their comfort and skill
levels in managing behavioral health issues are developing.
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Recommendations to Improve Monitoring

Under the order of the U.S. Army Medical Command, RMIT was created to oversee and
monitor the implementation of RESPECT-Mil across all designated sites. At the provider level,
views on monitoring were mixed, with varying levels of reported awareness and direct interac-
tion with RMIT monitoring activities. The perceived effectiveness of RMIT monitoring activi-
ties, such as site calls, site visits, and performance reports, also varied.

Augment individualized and real-time performance feedback. Currently, no apparent, rou-
tinized protocol is in place to provide PCPs with performance feedback on fidelity to the pro-
gram. RESPECT-Mil RCFs and administrative assistants were described as informal monitors
and informants to PCCs, who would address PCP noncompliance. PCP performance indica-
tors could include the monitoring of appropriate mental health screening and referral, rates of
successful handoffs to RCFs, adherence to recommended medication treatment guidelines,
and timely follow-up appointments. Similarly, a system for monitoring and providing feed-
back about BHC performance does not appear to be established. BHC performance indica-
tors could include monitoring whether treatment nonresponse, medication side effects, and
treatment nonadherence are being appropriately handled. FIRST-STEPS is a system through
which RCF performance can be monitored, but the type and frequency of feedback provided
is unclear. Also, the optimal caseload capacity for care facilitators did not appear to be clearly
determined or conveyed. Patient panels for care facilitators have ranged from 143 to 165 in
other depression collaborative care studies (Liu et al., 2007). Performance feedback for RCFs
could include the rate at which service members are being successfully connected to medica-
tion and counseling, engaging in the full course of recommended treatment, and appropriately
referred to other behavioral resources. FIRST-STEPS may be a platform through which pro-
vider performance can be tracked and monitored with individualized, real-time feedback if
individual-level data can be made accessible. Development of targets for optimal performance
will also be important so that sites can gauge their own performance against target metrics.

Create incentives for sites and providers to buy in to quality improvement processes. More rou-
tine, localized, on-site monitoring may increase ownership and investment in quality improve-
ment processes. In addition, localized monitoring may facilitate more real-time and personal-
ized feedback, which is more challenging to conduct when the monitoring of all Army sites is
centralized.

Continue support for RMIT or similar centralized quality improvement programs. The
RMIT data collection efforts on clinic screening and referral practices and care management
activities via FIRST-STEPS allow for valuable tracking of implementation fidelity as well as
program effectiveness. This is in line with one of the major recommendations issued in a 2012
Institute of Medicine report, Treatment for Posttraumatic Stress Disorder in Military and Veteran
Populations, which called for DoD and the VA to “institute programs of research that evalu-
ate the efficacy, effectiveness, and implementation of all their PTSD screening, treatment, and
rehabilitation services” (Institute of Medicine, 2012, p. 13). A more recent 2014 Institute of
Medicine report underscored the importance of having a performance management system to
track PTSD clinical outcomes and program quality indicators (Institute of Medicine, 2014).

Establish an RMIT self-monitoring process. Ongoing evaluations of the relative merit and
aspects of different monitoring strategies may be beneficial in targeting which activities should
be continued and supported, particularly in light of limited resources.
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Implementation of RESPECT-Mil Within the Military Health System

With the rollout of the PCMH, careful consideration is needed to determine which aspects of
RESPECT-Mil add value and can be preserved. Continued monitoring and oversight of the
RESPECT-Mil program and the PCMH will be necessary as these programs change and adapt
over time, since they have similar goals but different structural elements. Careful attention is
also advised on how the evidence-based routines and practices encompassed by RESPECT-
Mil can be maintained given existing challenges to maintaining fidelity to the 3CM. This is
particularly important in light of the anticipated added responsibilities that accompany the
implementation of the PCMH.

Regardless of which form the resulting program takes, lessons from the RESPECT-Mil
implementation suggest that the role of command leadership and installation policies are cru-
cial in the success of behavioral interventions in primary care. Significant reluctance for admit-
ting problems and seeking care are noted within the RESPECT-Mil program despite its reduc-
tion in barriers and routine screening, and our analysis also points to policies and procedures
in place that make it difficult to reach service members or for them to attend routine appoint-
ments in some settings. Strong encouragement and messaging that seeking mental health care
is a sign of strength and valued by the Army will be an important element of all efforts moving
forward to integrate behavioral and primary care.

From the RMIT perspective, it was also clear that installation commands and RMCs
have the ability to facilitate or interfere with program implementation. For any programs rolled
out in military clinical settings in the short and long term, lessons from RESPECT-Mil indi-
cate that garnering support from RMCs and installation commands is critical. Lack of support
from organizational leaders has been identified as a key barrier to implementing collaborative
care programs (Fortney, Pyne, Smith, et al., 2009; Smith et al., 2008). Discussions with key
leadership in the military health system indicated a valuing of the screening component of
RESPECT-Mil but less familiarity with components targeting the effective management of
behavioral health problems in primary care. For this reason, implementation teams such as
the RMIT should consider strategically engaging and selecting leadership who are invested in
the program, and who have the skills needed to effectively network and facilitate outreach to
multiple levels of command.

Limitations

This implementation evaluation had the following key aims: (1) assess the degree to which
RESPECT-Mil is being implemented in Army primary care settings; (2) identify facilitators
and barriers to the implementation of RESPECT-Mil; and (3) examine the sustainability of
RESPECT-Mil from the perspective of key stakeholders within the military health system.
Beyond the scope of this present evaluation were other potentially important RESPECT-Mil
implementation indicators that would have further tapped into the quality of care that is being
delivered through the program. For example, further study is needed to examine whether the
optimal psychotropic medication algorithms were being prescribed and whether service mem-
bers were being engaged in evidence-based psychotherapy. Examining the process of care for
service members exhibiting suicidal risk was also outside the purview of the current evaluation.
In addition, given that this evaluation could not employ a randomized controlled or quasi-
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experimental study design because RESPECT-Mil was already implemented at most installa-
tions, conclusions about the efficacy of RESPECT-Mil beyond treatment as usual is limited.
Analyses related to the efficacy of RESPECT-Mil were also hindered by the fact that treatment
outcomes could only be examined among the subset of service members who had established
contact with an RCF and had at least one follow-up assessment recorded. Further, given that
Army primary care clinics did not routinely screen and track depression and PTSD symptoms,
we were unable to compare treatment outcomes across sites that had implemented RESPECT-
Mil versus sites than had not yet implemented the program. Limitations with respect to the
adoption indicators used in this study should also be noted. Levels of program adoption across
sites were examined only for screening and referral rates. The adoption of other key com-
ponents of RESPECT-Mil (e.g., RCF contacts) across sites warrants additional examination.
Finally, the influence of organizational factors (e.g., installation size, colocation with other ser-
vice branches, site leadership) on the implementation of RESPECT-Mil could not be explored
extensively.

Findings from analyses of FIRST-STEPS data should be interpreted cautiously. Given
that FIRST-STEPS was designed for use as an electronic case-management tracking tool,
there are a number of limitations inherent in using these data to assess the implementation of
RESPECT-Mil. First, these data only contain information that providers remembered to doc-
ument. To the extent that providers neglected to input every encounter and service delivered,
we may have underestimated levels of program fidelity. Moreover, we were unable to determine
the degree to which missing FIRST-STEPS data and variables such as time between assess-
ments were results of provider (non)adherence to the RESPECT-Mil protocol or of patient
(non)adherence to the program. Further, our measures of implementation were limited to the
types of information collected in the Monthly Screening and Referral Clinic Reports and
FIRST-STEPS. The use of measures specifically developed to assess program fidelity may
have provided more-accurate indicators of implementation (see, e.g., Oxman et al., 2006). In
fact, both the FIRST-STEPS and qualitative data provide relatively limited information about
providers” fidelity to the program. Unfortunately, this study and others like it suffer from a
dearth of well-developed criteria and measures for evaluating primary care—based behavioral
health treatment (Institute of Medicine, 2012). Future research should focus on developing
and improving measures and should use data collection strategies that rely less on the reports
of busy providers, such as having trained observers code fidelity to RESPECT-Mil. Finally,
data aggregated at the installation level do not capture variation at the provider level, such as
differences in RCFs’ and BHCs” implementation of the program. We were able to draw some
comparisons between providers with our qualitative data, but these data are only representative
of the subset of sites that we sampled and may not be generalizable to other MTFs.

For the qualitative portion of the evaluation, we sampled sites according to their level
of implementation (according to clinic data) and site characteristics, such as size, in order to
maximize variability in responses. Response rates were good, and we used a standard set of
discussion questions. Despite these methodological strengths, it is important to note that the
views of participating providers are not necessarily representative of all providers engaged with
RESPECT-Mil. Similarly, the views of the military health leaders (key stakeholders) we spoke
with may not be generalizable. In fact, many of the participating key stakeholders might be
assigned to a different post by the time this report is published, given the high rate of turnover
of military leadership. New leadership may have different views and will have the power to
change policies accordingly. One of the ultimate goals of this evaluation is to inform these new
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leaders of the lessons learned from RESPECT-Mil in order to improve policies related to the
behavioral health of service members in the future.

Conclusions

The real-world implementation of RESPECT-Mil in Army primary care settings is achiev-
ing results that are comparable to other collaborative care efforts that are often conducted
under more tightly controlled research conditions. As with other collaborative care efforts,
RESPECT-Mil encountered significant implementation barriers. Challenges included estab-
lishing initial contact with service members upon referral to the program, procuring service
member engagement in the full course of recommended treatment, obtaining provider buy-
in, provider time constraints and competing demands, and the provision of oversight and
accountability to program fidelity. Factors that facilitated the implementation of RESPECT-
Mil included perceptions of routine screening for depression and PTSD as a valuable means
for reaching service members who may fall through the cracks; BHC support and consulta-
tion to PCPs; and the solid linkages between PCPs and RCFs. Findings highlight key junc-
tures where opportunities for engaging service members in needed treatment for depression or
PTSD may be improved. Potential avenues for improving program fidelity include increasing
PCPs’ comfort and incentives to address depression and PTSD within primary care settings,
ensuring warm handoffs between the initial primary care referral to the care facilitator in
order to protect against dropouts, equipping providers with additional skills and strategies to
improve treatment engagement, and providing individualized provider performance feedback.
Even if perfect program fidelity were achieved, barriers such as stigma or lack of leadership
support for recommended treatment plans are unlikely to be completely overcome without
corresponding shifts in increased organizational and policy support. Recommendations issued
in this report on how to improve the implementation of collaborative care programs aimed at
enhancing mental health care within primary care are targeted at the provider, clinic admin-
istration, and military organizational levels. Recommendations are relevant to current efforts
under way to usher in the PCMH by building on the foundations and infrastructure devel-

oped by RESPECT-Mil.
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Department of Defense MEDCOM Form 774

MEDICAL RECORD - RESPECT-Mil PRIMARY CARE SCREENING
For use of this form, see MEDCOM Circular 40-20; the proponent agency is Office of The Surgeon General | TODAY'S DATE:

Please check the best answer to each of the questions on this page. Enter your personal information at the
bottom and return this page to the medic or nurse.

SECTION |
Over the LAST 2 WEEKS, have you been bothered by any of the following problems?
1. Feeling down, depressed, or hopeless. [ ves [] No
2. Little interest or pleasure in doing things. L] ves [] No
SECTION I

Have you had any experience that was so frightening, horrible, or upsetting that IN THE PAST MONTH, you...

3. Had any nightmares about it or thought about it when you did not want to? [1 ves [ No
4. Tried hard not to think about it or went out of your way to avoid situations that remind you of it? L1 Yes [ No
5. Were constantly on guard, watchful, or easily startled? [] ves [] No
6. Felt numb or detached from others, activities, or your surroundings? [J Yyes [ No

FOR OFFICIAL USE ONLY

PATIENT IDENTIFICATION (Fiease print.).

NAME (Last, First, Ml):

DOB: / / Unit
Rank. SSN. (Please enter last 4 of SSN.).
Phone: (Home/Cell):
(Unit/'Work):
MEDCOM FORM 774, OCT 2010 PREVIOUS EDITION MAY BE USED UNTIL EXHAUSTED Page 10of 2

MC v3.01

103




104 Evaluating the Implementation of RESPECT-Mil

PROVIDER ASSESSMENT - (overflow to other side; sign & date entries below)

SECTION I: RESPECT - Mil SCREENING RESULTS - (check all that apply)

[[] Depression & PTSD Screens BOTH NEGATIVE ------- STOP / DONE unless otherwise indicated
[] Depression Screen POSITIVE (1 or more of ltems # 1 - 2 marked 'YES') ----—- Score PHQ-9 + SUICIDE RISK 1.i
[] PTSD Screen POSITIVE (2 or more of Items # 3-6 marked 'YES') --------- Score PCL + SUICIDE RISK 19

SCREEN / SYMPTOM ASSESSMENT: PHQ-9 Score: Risk Item 1.i:
PCL Score: Risk Item 19:

SECTION Il:_POSITIVE SUICIDE RISK SCREEN

IF PHQ-9 OR PCL RISK ITEM(S) IS POSITIVE, assess suicide risk history, social support, substance use, and note
'whether ideas are active, current, or invelve planning, feasible intent,

THEN RATE & DOCUMENT SUICIDE RISK:

[] Low
[] INTERMED
O HIGH

SECTION Ill: DIAGNOSIS - (check all that apply)

] Possible PTSD (Code 300.00, Anxiety Disorder NOS) [] False Positive Screen (No Depression or PTSD present)
[] PTSD (Code 309.81) [ other Diagnoses:
[] Depression (Code 311)

SECTION IV: TREATMENT PLAN

List med changes, counseling, follow-up, and other

**Offer depression/PTSD education materials**

SECTION V: DISPOSITION PLAN - (check all that apply)

REFERRAL MADE Tov v NO REFERRAL MADE BECAUSE
RESPECT-Mil [] '] No Behavioral Health treatment need identified
A Behavioral Health Specialist [ ] [] Behavioral Health need will be addressed in primary care
Another psychosocial resource (describe) [[]| [] RESPECT-Mil declined
] Behavioral Health Specialist referral declined
['] Already followed in RESPECT-Mil
[] Already followed by Behavioral Health Specialist
[] Already followed by another psychosocial resource describe

Provider (sign & stamp): Date

MEDCOM FORM 774, OCT 2010 Page 2 of 2



APPENDIX B

Patient Health Questionnaire-9 (PHQ-9) for Depression

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Several More than half Nearly every
Not at all days the days day
1 Little interest or pleasure in doing things 1 2 3
2 Feeling down, depressed, or hopeless 1 2 3
3 Trouble falling or staying asleep, or sleeping too 1 2 3
much
4  Feeling tired or having little energy 1 2 3
5  Poor appetite or overeating 1 2 3
6  Feeling bad about yourself—or that you are a 1 2 3
failure or have let yourself or your family down
7  Trouble concentrating on things, such as reading 1 2 3
the newspaper or watching television
8  Moving or speaking so slowly that other people 1 2 3
could have noticed. Or the opposite—being so
fidgety or restless that you have been moving
around a lot more than usual
9  Thought that you would be better off dead, or 1 2 3
of hurting yourself in some way
10 If you checked off any problems, how difficult  Not difficult at all

have those problems made it for you to do your ¢, mewhat difficult

work, take care of things at home, or get along
with other people?

Very difficult

Extremely difficult
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APPENDIX C

RESPECT-Mil Scoring for PHQ-9 for Depression

Criteria for Establishing a Tentative Diagnosis of Depression

* Each of the questions represents a system (per the DSM-IV). Therefore, the maximum
symptom count possible is nine.

* One of the first two questions should be endorsed at two to three points for a diagnosis
of depression.

* Responses to questions one through eight of “more than half the days” (two points) or
“nearly every day” (three points) count as a symptom. One symptom per question.

* 'The exception is question number nine, which evaluates suicidal ideation. Any response
other than “not at all” (zero points) counts as a symptom.

* A total of five or more symptoms must be endorsed as at least “several days,” and question
10 (functional impairment) must be endorsed as at least “somewhat difhicult” or greater.

Calculating the PHQ-9 Severity Score

* A total depression severity score is obtained by summing the values of all endorsed
responses.
* A PHQ-9 severity score can range from 0 to a maximum of 27 points.

Table C.1 presents the provisional diagnoses and treatment options based on these scores.
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108 Evaluating the Implementation of RESPECT-Mil

Table C.1
P?:v?siconal Diagnoses and Treatment Options Based on PHQ-9 Severity Scores
PHQ-9 Score Provisional Diagnosis Treatment Options
0-4 No depression N/A
5-9 Minimal symptoms? Support, educate to call if worse; return in one
month
10-14 Minor depressionb Support, watchful waiting
Dysthymia® Antidepressant or psychotherapy
Major depression, mild Antidepressant or psychotherapy
15-19 Major depression, moderately severe Antidepressant or psychotherapy
> 20 Major depression, severe Antidepressant and psychotherapy (especially if

not improved on monotherapy)

21f symptoms have been present for more than two years, then the diagnosis is probable chronic depression,
which warrants antidepressants or psychotherapy. (Ask, “In the past two years, have you felt depressed or sad
most days, even if you felt okay sometimes?”)

b symptoms have been present for more than one month or severe functional impairment, consider active
treatment.

€If symptoms have been present for more than two years, then the diagnosis is probable chronic depression,
which warrants antidepressants or psychotherapy. (Ask, “In the past two years, have you felt depressed or sad
most days, even if you felt okay sometimes?”)



APPENDIX D

PTSD Checklist (PCL)

Notat Alittle Quite a
Response: all bit Moderately bit  Extremely
1 Repeated, disturbing memories, thoughts, or 0 1 2 3 4
images of a stressful experience from the past?
2 Repeated, disturbing dreams of a stressful 0 1 2 3 4
experience from the past?
3 Suddenly acting or feeling as if a stressful 0 1 2 3 4
P experience were happening again (as if you
5 were reliving it)?
4 Feeling very upset when something reminded 0 1 2 3 4
you of a stressful experience from the past?
5 Having physical reactions (e.g., heart 0 1 2 3 4
pounding, trouble breathing, or sweating)
when something reminded you of a stressful
experience from the past?
6 Avoid thinking about or talking about a 0 1 2 3 4
stressful experience from the past or avoid
having feelings related to it?
7 Avoid activities or situations because they 0 1 2 3 4
remind you of a stressful experience from the
past?
o | 8 Trouble remembering important parts of a 0 1 2 3 4
o stressful experience from the past?
=
==
9 Loss of interest in things that you used to enjoy? 0 1 2 3 4
10 Feeling distant or cut off from other people? 0 1 2 3 4
11 Feeling emotionally numb or being unable to 0 1 2 3 4
have loving feelings for those close to you?
12 Feeling as if your future will somehow be cut 0 1 2 3 4
short?
13 Trouble falling or staying asleep? 0 1 2 3 4
14 Feeling irritable or having angry outbursts? 0 1 2 3 4
o
E 15 Having difficulty concentrating 0 1 2 3 4
16 Being “super alert” or watchful and on guard? 0 1 2 3 4
17 Feeling jumpy or easily startled? 0 1 2 3 4
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110 Evaluating the Implementation of RESPECT-Mil
Suicide risk and functional impairment questions (not included in symptom count or severity score)
18 If you checked off any of the above 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?
Not difficult Somewhat difficult Very difficult Extremely difficult
19 During the last 2 weeks have you had thoughts that you would be better off dead, or hurting yourself in

some way?
Yes No

If “Yes,” how often? Several days More than half the days Almost every day

NOTE: Based on the number of symptoms rated at least a moderately severe level (> 3) in each of the three
categories (intrusion, > 1 symptom endorsed; avoidance, > 3 symptoms endorsed; hyperarousal > 2 symptoms
endorsed) in the past month, a total severity score > 13, and the presence of functional impairment, the PCC can
formulate a working PTSD diagnosis.



APPENDIX E

RESPECT-Mil Scoring for PTSD Checklist (PCL)

Criteria for Establishing a Tentative Diagnosis of PTSD

* Each question (1-17) represents a symptom per the DSM-IV.

* A symptom is counted when the question is endorsed as “moderately,” “quite a bit,” or
“extremely” bothersome.

* Within each symptom category (intrusion, avoidance, arousal) there are a minimum
number of symptoms with a score of at least 3 (moderately bothered) that are required to
substantiate a diagnosis (see Table E.1).

* A total PTSD severity score is obtained from PCL by summing the values of all endorsed
responses.

* The minimum PCL score is 0 and the maximum score is 68.

Provisional PTSD Diagnosis Based on PCL Scores

Based on the number of symptoms present at least at a moderate level (> 2) in each of the three
categories (intrusion, avoidance, and arousal) in the past month, with a total score of > 13, plus
the presence of functional impairment, a working PTSD diagnosis can be formulated.

Calculating the PCL Severity Score
See Table E.2 for how to calculate the PCL severity score.

Table E.1
Minimum Endorsement per Symptom Category for Diagnosis

Category Minimum Endorsement
Intrusion 1 out of 5 questions in category
Avoidance 3 out of 7 questions in category
Arousal 2 out of 5 questions in category

TOTAL SYMPTOMS 6 of 17 questions by categories noted above

1
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Table E.2
PCL Severity Score

PCL Symptoms and Impairment

Provisional
Diagnosis

Treatment Recommendations

< 6 symptoms at moderate or
greater severity, but no functional
impairment

> 6 symptoms at moderate or
greater severity (> 1 intrusion
symptom, < 3 avoidance symptoms,
and > 2 hyperarousal symptoms,
plus functional impairment)

Subthreshold or no
PTSD

PTSD, mild

PTSD, moderate to
severe

Reassurance and/or supportive
counseling

Education

Self-management activity

SSRI

Self-management activity

If no improvement after 12 weeks,
refer for cognitive behavioral
therapy

Specialty referral®

2 Refer for comanagement with a behavioral health specialist if patient is:

e High suicide risk,
Has substance abuse,

[ ]
e Has complex psychosocial needs, and/or
[ ]

Other active behavioral disorders (except depression).



APPENDIX F

Stage-by-Topic Discussion Protocol for RESPECT-Mil Behavioral
Health Champions

Opening questions:
How long have you been working with RESPECT-Mil?

How long at this current site?
What has been your overall experience with RESPECT-Mil?

What's useful?
What's not useful?
The next questions are about your role and responsibilities within RESPECT-Mil.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

Let’s start with the
initial patient staffing
calls.

You've told me
what you do during
the initial patient

How is your imple-
mentation of the
initial patient staff-

e \What prevents
you from being
able to carry out

what happens to
patients after the
initial patient staffing
call?

treatment plans?
What has not been
effective?

performance?

5 e What's your role in: staffing calls; how ing calls monitored your role and
= - Treatment planning? does this fit with (if at all)? responsibilities?
3 - Addressing what is prescribed How is the infor- e What would help
g treatment barriers by the RESPECT-Mil mation from you to carry out
u (e.g., treatment program? the monitoring your responsibili-
< will hurt their How effective is process used to ties better during
B career; don’t need RESPECT-Mil in facili- identify prob- the initial staffing
& treatment; meds. tating the initial lems or improve of cases?
© are addictive; side staffing for cases? performance? e Other
= effects)? In what ways is recommendations?
- e How are these pro- RESPECT-Mil not

cesses the same or working?

different for PTSD vs.

depression?

e \What are your respon- You've told me some How is your role in e What would help
sibilities after the of the things you caring for patients you to monitor
initial patient staffing do after the initial after the initial patients better

- call? patient staffing calls; patient staff- after the initial

€ e What is your role, if how does this fit with ing call being patient staffing
-g any, in addressing: what is prescribed monitored? call?

S - Treatment by the RESPECT-Mil How is the infor- e How can you be
o nonadherence? program? mation from better supported
£ - Unresponsiveness to How effective is the monitoring to address treat-
S treatment? RESPECT-Mil in moni- process used to ment nonadher-
'g - Side effects? toring and addressing identify prob- ence, unrespon-
s e How do you know problems that arise in lems or improve siveness, and side

effects?
e Other
recommendations?
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Now I'm going to ask you about the coordination of care among providers.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

Coordination

What is your role in

coordinating care with
CFs [care facilitators]?

What information do
you provide to and
receive from CFs?
How is information
exchanged?

How does the coor-
dination of care that
you described fit with
what is prescribed by
RESPECT-Mil?

How effective is
RESPECT-Mil in facili-
tating the coordina-
tion of care between
PCPs, CFs, and BHCs?
What hasn’t been
effective?

How is coordi-
nation of care
monitored?

How is information
from the monitor-
ing process used
to identify prob-
lems or improve
performance?

What would facili-
tate better coor-
dination of care
between PCPs, CFs,
and BHCs?

Other
recommendations?

Closing questions:
Given all the various roles and responsibilities discussed, what happens when there is staff turnover (e.g.,
permanent change of station, deployment)? Any preparations in place?

What has been the impact on the traditional behavioral health care system?
How is RESPECT-Mil similar or different from other behavioral health initiatives such as the Patient Cen-
tered Medical Home?
In your opinion, what needs to change the most in the way that the military health system addresses the
behavioral health concerns of service members?



APPENDIX G
Stage-by-Topic Discussion Protocol for RESPECT-Mil Nurse Care
Facilitators

Opening questions:

e How long have you been working with RESPECT-Mil?
How long at this current site?
What has been your overall experience with RESPECT-Mil?

What's useful?
What's not useful?

The next questions are about your role and responsibilities in RESPECT-Mil. We'll be talking about 3 different
components: the initial 1-week follow-up visit, monitoring patients after the 1-week follow-up visit, and the

coordination of care among providers.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

e First, what are your You've told me How are your e What prevents you
roles and responsibil- what you do during responsibilities for from being able to
ities with respect to: the 1-week follow- the 1-week follow- carry out your role

- the 1-week follow- up visit; how does up visit monitored and responsibilities?
up visit with patients this fit with what (if at all)? e What would help
5 referred to RESPECT- is prescribed by How is the infor- you to carry out
o Mil? the RESPECT-Mil mation from the your responsibilities
3 - treatment program? monitoring process better with respect
g planning? How effective is used to identify to the 1-week
w - addressing RESPECT-Mil in: problems or improve follow-up visit?
c treatment barriers - identifying PTSD performance? e Other
] h ; .
E= (e.g., treatment or depression? How useful is the recommendations?
& will hurt their - facilitating access info?
® career; don’t need to mental health
*é’ treatment; meds. treatment?
- are addictive; side - addressing
effects)? treatment barriers?

e How are these pro- In what ways is
cesses the same or RESPECT-Mil not
different for PTSD vs. working?
depression?

e How do you stay in How does what How is your role in e How can you be
contact with patients you do after the caring for patients better supported in
after the 1-week 1-week follow-up after the 1-week caring for patients

" follow-up visit? visit fit with what follow-up visit after the 1-week
= e What's your role, if is prescribed by monitored? follow-up visit?
2 any, in addressing: the RESPECT-Mil How is the infor- e How can you be
S - treatment program? mation from the better supported to
o nonadherence? How effective is monitoring process address treatment
£ - unresponsiveness RESPECT-Mil in used to identify nonadherence,
je) to treatment? monitoring patients problems or improve unresponsiveness,
'g - side effects? and in addressing performance? and side effects?
s e How do you know problems that arise e Other
when patients are in treatment? recommendations?
having problems with What is not
the behavioral health working?
treatment plan?
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Now I’'m going to ask you about the coordination of care among providers.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

Coordination

What is your role in
coordinating care
with providers?
What information do
you provide to and
receive from PCPs?
What information do
you provide to and
receive from BHCs?
How is information
exchanged?

How does the coor-
dination of care
that you described
fit with what is
prescribed by
RESPECT-Mil?

How effective is
RESPECT-Mil in
facilitating the
coordination of care
between PCPs, CFs,
and BHCs?

What has not been
effective?

How is coordination
of care monitored?
How is information
from the monitor-
ing process used

to identify prob-
lems or improve
performance?

e What would facili-
tate better coor-
dination of care
between PCPs, CFs,
and BHCs?

e Other
recommendations?

Closing questions:
Given all the various roles and responsibilities discussed, what happens when there is staff turnover (e.g.,
permanent change of station, deployment)? Any preparations in place?
How has RESPECT-Mil affected patient care?
How is RESPECT-Mil similar or different from other behavioral health initiatives such as the Patient Cen-
tered Medical Home?
In your opinion, what needs to change the most in the way that the military health system addresses the
behavioral health concerns of service members?
Ask RCF to nominate the best- and worst-performing primary care provider with respect to implementa-
tion of the RESPECT-Mil program.



APPENDIX H
Stage-by-Topic Discussion Protocol for RESPECT-Mil Primary Care
Champions

Opening questions:
How long have you been working with RESPECT-Mil?

How long at this current site?

What has been your overall experience with RESPECT-Mil?

What's useful?
What's not useful?

The next questions are about your activities around caring for patients with PTSD or depression. We'll be talking
about 3 different components: the initial patient encounter, monitoring patients, and coordination of care.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

e Let's start with the initial o
patient encounter.
e What is the primary care

How effective is
RESPECT-Mil in
facilitating:

How are PCPs
monitored (if at
all) with respect

What pre-
vents you or
primary care

ing that PCPs carry out
these responsibilities?

identify prob-
lems or improve
performance?

provider’s role (if any) in: e the identification of to their RESPECT- providers from
- the identification of PTSD and depression? Mil responsi- carrying out
5 PTSD or depression? e access to mental bilities during their role and
¥z - treatment referrals (to health treatment? the initial patient responsibilities?
3 RESPECT-Mil)? e responsiveness to encounter? e How can PCPs
g - how treatment barriers treatment barriers? * How is the infor- be better sup-
w are handled (e.g., ¢ In what ways is mation from ported to
< treatment will hurt RESPECT-Mil not the monitoring carry out their
= their career; don't need working? process used to responsibili-
& treatment; meds. are e In what ways is it identify prob- ties during the
K= addictive; side effects)? working? lems or improve initial patient
= * How is this process the performance? encounter?
[= .
= same or different for e Other recom-
patients with PTSD vs. mendations?
depression?

*  What is your role in ensur-
ing that PCPs carry out
these responsibilities?

The next questions are about what happens after the initial patient encounter.

e What are the role and e How effective is e How are PCPs e How can PCPs
responsibilities of the PCP RESPECT-Mil in sup- monitored (if at be better sup-
after the initial patient porting PCPs in moni- all) with respect ported to

n encounter? toring and addressing to their RESPECT- carry out their
S e What is the PCP’s role (if problems that arise in Mil responsi- responsibili-

B any) in addressing: treatment? bilities after the ties after the

o e -treatment e What has not been initial patient initial patient
2 nonadherence? effective? encounter? encounter

5 e - unresponsiveness to e How is the infor- (e.g., treatment
-"é treatment? mation from nonadherence,
o o -side effects? the monitoring unresponsive-
= e What is your role in ensur- process used to ness, and side

effects)?
Other recom-
mendations?
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Roles/Responsibilities Implementation Monitoring Barriers/Facilitators
¢ Now I'm going to ask you e How effective is e How is coordi- e What would
about the coordination of RESPECT-Mil in coor- nation of care facilitate better
c care among providers. dinating patient care monitored? coordination of
o e Whatisthe PCP's role in with PCPs, CFs and e How is infor- care between
® coordinating care with BHCs? mation from PCPs, CFs, and
-_g other providers (e.g., CFs, e What is not working? the monitoring BHCs?
5 BHCs)? process used to e Otherrecom-
S e To what extent is the identify prob- mendations?
coordination of patient lems or improve
care similar to what is pre- performance?
scribed by RESPECT-Mil?

Closing questions:

Given all the various roles and responsibilities discussed, what happens when there is staff turnover (e.g.,
permanent change of station, deployment)? Any preparations in place?

How has RESPECT-Mil affected patient care?

How is RESPECT-Mil similar or different from other behavioral health initiatives such as the Patient Cen-
tered Medical Home?

In your opinion, what needs to change the most in the way that the military health system addresses the
behavioral health concerns of service members?

Ask PCC to nominate the best- and worst-performing primary care provider with respect to implementa-
tion of the RESPECT-Mil program.



APPENDIX |
Discussion Protocol for Primary Care Providers

Opening questions:
How long have you been working with RESPECT-Mil?

The

How long at this current site?

What has been your overall experience with RESPECT-Mil?

What's useful?

What's not useful?
next questions are about your activities around caring for patients with PTSD or depression.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

What's your role (if
any) in:
- identifying patients

You've told me what
you do during the initial
patient encounter; how

How is your
implementation
of the RESPECT-

What prevents
you from being
able to carry out

with PTSD or does this fit with what Mil program your role and
N depression? is prescribed by the monitored (if at responsibilities?
e - treatment planning? RESPECT-Mil program? all)? ¢ What would
E - treatment referrals How effective is How is the infor- help you to
(] (to RESPECT-Mil)? RESPECT-Mil in: mation from carry out your
S - addressing treatment identifying PTSD or the monitoring responsibilities
€ barriers (e.g., depression? process used to better during
K treatment will hurt facilitating access identify prob- initial patient
® their career; don't to mental health lems or improve encounters?
& need treatment; meds. treatment? performance? e Any other
2 are addictive; side addressing treatment recommenda-
s effects)? barriers? tions on how

e How are these pro- In what ways is to improve this
cesses the same or RESPECT-Mil not process?
different for PTSD vs. working?
depression? In what ways is it

working?

e What is your role after You've told me some How is your e What would help
the initial patient of the things you do role in caring you to monitor
encounter? after the initial patient for patients patients better

8 e What is your role, if encounter; how does after the ini- after the initial

S any, in addressing: this fit with what is pre- tial visit being encounter?

b= e treatment scribed by the RESPECT- monitored? e How can you be

Q nonadherence? Mil program? How is the infor- better supported

2 ® unresponsiveness to How effective is mation from to address treat-

5 treatment? RESPECT-Mil in moni- the monitoring ment nonadher-

h= e side effects? toring and addressing process used to ence, unrespon-

[= A . H . .

5 e How do you know problems that arise in identify prob- siveness, and

= what happens to behavioral health treat- lems or improve side effects?
patients after their ini- ment plans? performance? e Otherrecom-
tial visit with you? What has not been mendations?

effective?
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Now I'm going to ask you about the coordination of care among providers.

Roles/Responsibilities

Implementation

Monitoring

Barriers/Facilitators

e Whatisyourrolein How does the coor- How is the coor- e What would
coordinating care with dination of care that dination of care facilitate better
CFs? you described fit with monitored? coordination of
S e What information do what is prescribed by How is infor- care between
=] you provide to and RESPECT-Mil? mation from PCPs, CFs, and
e receive from CFs? How effective is the monitoring BHCs?
) e How is information RESPECT-Mil in facilitat- process used to e Other recom-
8 exchanged? ing the coordination of identify prob- mendations?
v care between PCPs, CFs, lems or improve
and BHCs? performance?
What hasn’t been
effective?
Closing questions:
L]

Given all the various roles and responsibilities discussed, what happens when there is staff turnover (e.g.,
permanent change of station, deployment)? Any preparations in place?

How has RESPECT-Mil affected patient care?

How is RESPECT-Mil similar or different from other behavioral health initiatives such as the Patient Cen-
tered Medical Home?

In your opinion, what needs to change the most in the way that the military health system addresses the
behavioral health concerns of service members?



APPENDIX J
RMIT Internal Process Discussion Protocol

This appendix presents the discussion protocol for the RMIT internal process.
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Grand tour questions

e Inyour opinion, what is the mission or objectives of RMIT?

e How are these objectives supposed to be achieved?

e What is your role and responsibilities within RMIT?

e What factors facilitate or inhibit the functioning of RMIT?
For the next set of questions, I'm going to ask you about specific RMIT responsibilities. I'm going to ask
you about what is involved with various responsibilities, who is responsible, what’s working and what'’s
not working, recommendations for improving the process, and whether any kind of monitoring is in place
to track performance of these responsibilities.

Who is responsible
for this step?

What can be
Roles and responsibilities What is involved RMIT Clinic site What is working improved at this
with respectto. .. in this step? member(s) member(s)  and not working? step?

What kind of monitoring
process (if any) is in place
to track performance at this
step?

Preparing the practice settings

Hiring/staffing

Training providers and champions
(e.g., RCFs, PCCs, BHCs, administrative
assistants)

Addressing staff turnover (e.g., permanent
change of station, deployment)

Monitoring implementation
(RCFs; PCPs; BHCs; PCCs)

Coaching calls

Site assessment visits

Providing feedback to installations
(e.g., quarterly reports)

Providing incentives for implementing RESPECT-
Mil
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The next set of questions is about the possible role and responsibilities of others who may be involved in
supporting the implementation of RESPECT-Mil.

What is the role

of “X" (if any) in

supporting the
Roles and responsibilities implementation of What is working and What can be
With respectto ... RESPECT-Mil? not working? improved?

Clinic administrators

Installation-level command

Regional Medical Command

Closing questions:
e Of all of the things that RMIT does, what do you think has the most impact on sites?
e What do you think is a waste of time?
e How is RMIT doing with respect to program development and interfacing with the larger behavioral health
care system?







APPENDIX K
Discussion Protocol for Stakeholder Discussions

1. Familiarity with the RESPECT-Mil
a. How familiar are you with the RESPECT-Mil program?
b. What are your perceptions of the RESPECT-Mil program?
2. Role of RESPECT-Mil with respondent’s organization
a. Can you give me a sense of how RESPECT-MIil fits with your organization?
b. In what ways, if at all, does RESPECT-Mil contribute toward your organization’s
mission?
3. Dositive and negative aspects of RESPECT-Mil
a. What are your thoughts about whether the program is headed in the right or wrong
direction?
b.  What factors may contribute to ending support for RESPECT-Mil?
c.  What factors may lead to continued support for RESPECT-Mil?
4. RESPECT-Mil compared with other initiatives
a. Towhat degree is RESPECT-Mil similar to or different from other behavioral health
initiatives within the military health system (e.g., Patient Centered Medical Home)?
o What does RESPECT-Mil lack compared with other initiatives?
o What does RESPECT-Mil have that other initiatives lack?
5. Improvements and recommendations
a. In your opinion, what needs to change the most in the way the military health
system addresses the behavioral health concerns of active duty service members?
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APPENDIX L
Qualitative Analysis Details

Following the call, the note taker produced written notes, and the discussion facilitator checked
and validated the notes. Any additions or discrepancies were discussed in order to produce a
final set of notes agreed on by both the discussion facilitator and the note taker.

After completion of the discussions, we believed that it would be important to put cer-
tain quotes in the context of implementation at the particular site. For instance, some pro-
viders described a highly functional program and made suggestions about further improve-
ment, whereas others described a program that was not functioning well and saw no room for
improvement. Therefore, we examined each discussion to determine whether the respondent
described RESPECT-Mil procedures that were aligned with the RESPECT-Mil program.

Discussions were rated as “partially aligned” for respondents who described limitations in
the RESPECT-Mil implementation at their sites, “aligned” for those who described procedures
consistent with the RESPECT-Mil manuals, and “high” for those who described innovations
that appeared to go above and beyond the procedures outlined in the RESPECT-Mil manual.
Specific examples were used to anchor each rating for discussions of each provider type. Two
researchers rated each discussion, and any discrepancies were discussed and resolved.

Discussion notes were divided into individual quotes consisting of one or more sentences
that seemed to reflect a single idea. Quotes were entered onto individual slips of paper that
noted their source (identification number, type of provider, site), alignment with RESPECT-
Mil, and the section of the discussion in which it appeared. These were used to provide context
to the quote during the analytic process, as needed, if it was difficult to interpret the quote on
its own.

These quotes were then sorted independently by two researchers according to discussions
from each provider type. Each researcher independently put the quote into piles of similar
content or theme, and then the two researchers met to review the piles and reach a consensus
on the pile names and on the appropriate pile for each quote. Quotes that fit more than one
pile were duplicated and entered into two or three piles as needed. Quotes from BHCs were
completed first, resulting in 11 different piles for 107 quotes, and 4 quotes that were deemed
not useful. For the other provider types (PCCs, PCPs, and RCFs), these 11 themes were used
as a starting point, so that quotes could be put into piles for those themes, as well as creating
additional piles that represented a new theme if necessary. Provider discussions and RMIT
discussions were sorted in a similar way, but by developing a new set of themes for the RMIT
discussions.

Following the pile-sort procedures, we developed an outline of the report that would
cover the basic themes that emerged. Within each section, we reexamined the quotes for a
particular theme across provider types. In this review, we took into account the source of the
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quote (individual and site), alignment with the RESPECT-Mil program, and placement within
the discussion in order to appropriately understand the quote in context. We then summarized
the main idea of the theme, the benefits and challenges within the theme, and the variability
in opinions that we observed within the theme.



APPENDIX M

Baseline and Last Follow-Up PCL Scores

Among Service Members with a Follow-Up Assessment Recorded

Baseline Last Follow-Up

Baseline Prominent
Symptoms Mean Standard Deviation Mean Standard Deviation
Depression (N = 350) 15.1 3.6 9.2 6.4
PTSD (N = 403) 46.3 10.4 39.9 15.6
DEP+PTSD

Depression (N = 375) 16.8 4.3 11.1 6.9

PTSD (N = 348) 57.7 12.4 46.6 18.5
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APPENDIX N
Crosswalk of Recommendations and Findings

Table N.1
3CM: PCP and the Prepared Practice (Screening, Assessment, Referral, and Management)

Recommendations

Quantitative Findings

Qualitative Findings

Routine screening is seen as a major
strength of this program, but is not
conducted in all settings. Implement
screening in all primary care settings
(including in theater, aid stations,
team roomes, joint posts, special ops,
U.S. Army Forces Command), but note
that any screening efforts should go
hand in hand with solid evidence-
based program elements to handle
service members who screen posi-
tive. At the same time, explore ways
to streamline the process to ease

the administrative burden, including
the possibility of bypassing screen-
ing for those that have recently been
screened and already referred to
RESPECT-Mil.

PCPs are a critical part of the RESPECT-
Mil program but are not always coop-
erating fully with it. Consider addi-
tional ways to increase engagement
of PCPs by monitoring their individual
performance and increasing their
comfort level in working with behav-
ioral issues through additional train-
ing and work with the PCC. Consider
also structural or cultural changes that
might facilitate the time and effort
needed by PCPs to address mental
health issues.

PCCs have severe constraints on their
time and need to demonstrate pro-
ductivity outside the RESPECT-Mil
program. Consider ways to incentivize
and recognize those in the champion
positions so that they can devote ade-
guate time to the program. PCCs could
work more closely with PCPs who have
low referral rates or discomfort with
managing mental health issues in pri-
mary care.

Large variability observed in
screening rates, but the major-
ity of sites screen 90 percent or
more of primary care service
members.

8 percent of positive screens
result in referrals that are
declined.

Among service members with
mild to severe clinical symp-
toms, a substantial proportion
are documented as being lost
before establishing RCF contact
or at last RCF contact due to an
inability to contact or engage
service members.

Large variability in referral of
service members who screen
positive.

Rate of accepted RESPECT-Mil
referrals range from less than 2
percent to 18 percent of positive
screens.
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Almost everyone
agreed that screen-
ing in primary care is
important because
it catches people
who may have been
off the radar and is
a major strength of
RESPECT-Mil.

But there are many
challenges to be sur-
mounted, including
limited staff time,
some PCP discomfort
with handling behav-
ioral health issues

in primary care, and
getting providers on
board for screening
and referral due to
these two factors.
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Table N.1—Continued

Recommendations

Quantitative Findings

Qualitative Findings

RESPECT-Mil was designed for indi-
viduals with PTSD and/or depression,
but is including many service members
with subthreshold symptoms as well.
Since many service members with sub-
threshold symptoms have significant
psychosocial impairment, it may be
appropriate to include these service
members. Consider ways the program
might be adapted in light of this ser-
vice member mix.

Determine the value of screening
service members already enrolled in
behavioral health care. Nearly half

of the positive screens were docu-
mented as already being followed in
behavioral health and no referral was
issued. Flagging service members who
are experiencing clinically significant
depression and/or PTSD symptoms
despite being followed in behavioral
health may provide an opportunity

to intervene to ensure that ade-
quate levels of treatment are being
obtained.

Because of frequent staff turnover,
the RESPECT-Mil program is constantly
in flux within clinics. Consider ways to
establish ongoing training and peer
mentoring within the program to
enable a quick start and stabilize the
program over time.

Command support is seen as critical
for this program, but service mem-
bers do not always admit to symptoms
because they perceive a lack of sup-
port from their commanders. Con-
tinue and enhance command support
and engagement in the program so
that service members can honestly
report their symptoms.

Less than half of service mem-
bers meet the full criteria for

a probable depression or PTSD
diagnosis, another quarter
have mild to moderate symp-
toms, and more than a tenth
(16 percent) have no or minimal
symptoms.

46 percent of the positive
screens were recorded as
already being solely followed in
behavioral health.

At some sites, staff
turnover and training
goes smoothly, but at
other sites it can really
disrupt RESPECT-Mil
implementation.

Getting command
buy-in is also seen as
critical to success of
the program.




Table N.2
3CM: RESPECT-Mil Care Facilitator (Support, Monitoring, and Communication)

Crosswalk of Recommendations and Findings

133

Recommendations

Quantitative Findings

Qualitative Findings

Overall, the RESPECT-Mil pro- o
gram provides a good model for
addressing PTSD and depression
through primary care. Processes
of care in RESPECT-Mil are com-
parable to some civilian and VA
studies, but less intensive than
outlined in the RESPECT-Mil
manuals and training. Consider
ways to either adapt the program
to reflect actual implementation
(e.g., how to maximize care with
fewer visits, shorter timeline) or
explore strategies to increase
service member engagement
throughout the entire course of
treatment.

Given lower engagement of °
service members in care than

desired, consider ways to enhance

the handoff between the PCP and

the RCF, including training PCPs

in describing the program and
providing warm handoffs within

the clinic.

Given lower engagement of

service members in care than

desired, consider ways to facili- .
tate communication and engage-
ment with service members via

newer technologies for com-
munication (such as texting and

social media) and training RCFs

in engagement and motivational °
interviewing strategies, as cur-

rently being tested in the STEPS-

UP project.

Given the reluctance of some

service members to seek care and

the perceived discouragement

of care from some command- o
ers, train commanders on the
potential impact of policies that
discourage mental health care

on the health of the force, and
explore ways to encourage and °
incentivize use of mental health
services among service members.

Among service members who had at
least one follow-up clinical assess-
ment recorded, some improve-
ment was observed; 30-40 percent
of patients who started out with
high symptoms showed improve-
ment during the program. However,
at the last follow-up assessment,
about a third still met the criteria
for PTSD or depression. Rates of
probable diagnosis at last follow-
up assessment were even higher for
service members presenting with
both depression and PTSD symp-
toms. These outcomes are compa-
rable with civilian or VA studies,
despite the fact that RESPECT-Mil
includes patients with subthresh-
old symptoms. However, the length
of treatment is somewhat shorter
in RESPECT-Mil than in the other
studies.

A substantial number (38 percent) of
RESPECT-Mil referred service mem-
bers with mild to severe depres-
sion and/or PTSD symptoms do not
establish contact with the RCF. This
finding is in the middle range of
several similar studies, and similar
to a few (27 percent in Wells, Sher-
bourne, Schoenbaum, et al., 2000;
44 percent in Chaney et al., 2011).
Engagement with the RCF was
somewhat lower than outlined in
the RESPECT-Mil manual, with only
60 percent having a meeting within
14 days of being initially referred to
the program.

Service members had an average of
2.6 RCF follow-up contacts and were
enrolled in the program for a mean
of 57 days. However, these rates

are similar to civilian and VA stud-
ies (Dietrich et al., 2004; Fortney,
Enderle, et al., 2012).

Service members’ reported use or
PCPs’ recommended use of medica-
tions increased from 9 percent at
baseline to 53 percent during subse-
quent RCF follow-up contacts.
Service members’ reported atten-
dance or PCPs’ recommended atten-
dance of counseling increased from
14 percent at baseline to 67 percent
during subsequent RCF follow-up
contacts.

Approximately 39 percent started

a medication during the program,
and 23 percent started counseling.
These rates are somewhat lower
than those found in civilian and VA
studies.

Overall, coordina-

tion of care was seen
as functional and as
improving service
member care. Many
see the CF role as cen-
tral to the success of
the program, but there
was some desire to
have greater transpar-
ency in performance at
the CF level.

Care facilitators have
some difficulty reach-
ing service members
via telephone. Some
preferred face-to-face
contact; others felt
that service members
were not motivated
to begin treatment

or were discouraged
from getting care
(concerned about

the impact of medi-
cations on career

or not allowed to
take off work for
appointments).
Decisionmaking by
some PCPs included
triaging more-severe
cases and sending
them to behavioral
health rather than
RESPECT-Mil; PCPs
show some discomfort
with treating PTSD in
particular.

Discussions of the pro-
cess of care primarily
focused on medication
management.
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Table N.2—Continued

Recommendations Quantitative Findings

Qualitative Findings

e Given constraints on
communication:

— ldentify ways to provide feed-
back for patients (positive and
negative) to PCPs who referred
them into the program.

— Consider ways to improve com-
munication outside of the
medical record system, such as
colocation and cross-unit meet-
ings focused on patient care.

- Explore ways to integrate and
streamline record manage-
ment systems.

e Several respondents
discussed issues with
communication and
record keeping in the
FIRST-STEPS system
and communication
in the AHLTA system.
Integration of the two
systems is strongly
desired.

Table N.3
3CM: BHC (Informal Advice to PCPs, Review Cases with RCF, and Consultations and Facilitation of
Specialty Care)
Recommendations Quantitative Findings Qualitative Findings
e Given the importance of the BHC role, dis- e The BHC role was described

comfort with mental health treatment

among some PCPs, and communication issues

described by some, consider enhancing the

BHC role, particularly in the larger sites,

through changes in location, availability, and o
incentives.

e BHCs have severe constraints on their time
and the need to demonstrate productivity
outside the RESPECT-Mil program. Consider
ways to incentivize and recognize those in
the champion positions so that they can
devote adequate time to the program.

e BHCs could work more closely with PCPs to
increase comfort with medication manage-
ment for service members with more-severe
symptoms.

as being a mentor or coach
to the PCPs, and there was
general agreement that
this was working well.
However, respondents
viewed the BHC as
stretched thin, with com-
peting priorities related

to regular duties and few
incentives to participate.



Table N.4
Monitoring Implementation of RESPECT-Mil

Crosswalk of Recommendations and Findings
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Recommendations

Quantitative Findings

Qualitative Findings

Given the challenges in central
monitoring in real time, consider

ways to streamline this process or

to build in more routine on-site
monitoring of providers.
Explore ways to monitor
individual-level performance of
key RESPECT-Mil staff and incen-
tivize high performers. Use of
service member-level data may
enhance this effort.

Look for ways to increase buy-in
to the monitoring process, and
develop ways for sites to self-
monitor certain aspects. This

may increase ownership over and

investment in the monitoring
process.

Clinic-level data for this
project were made avail-
able to us by the RMIT
team, indicating that they
are gathering and moni-
toring both processes and
outcomes at the clinic
level. Individual-level
data, however, were not
available to the RMIT team
prior to this project.

Views on monitoring were very
mixed. Some participants saw
little in the way of monitor-

ing, particularly among the
BHCs. Participants discussed the
FIRST-STEPS system as a means
to structure RCF behavior, site
calls, and site visits with the
RMIT team; metrics returned to
the sites on their performance;
and natural peer review and
monitoring within the program.
Criticisms of each method were
prominent.

The RMIT team described moni-
toring as one of their main func-
tions, and acknowledged time
lags in performance metrics as a
problem.

Few incentives to increase per-
formance were described.

Table N.5
RESPECT-Mil Implementation Team (Overall Impressions, Internal Processes and Functioning, and
Larger System Influences)

Recommendations

Quantitative Findings

Qualitative Findings

Retain the RMIT or a similar entity for
programs that are rolled out across mul-

tiple settings to help preserve fidelity and
provide direction as local adaptations are

considered.

Given limited resources and uncertainties
about the impact of some aspects of their
activities, evaluate the relative impact of

adapting current activities and different

monitoring tools and consider ways to
decentralize some aspects (e.g., put some
responsibility for monitoring on the sites

themselves).

Garner command support and buy-in, at

installation and RMC levels, to facilitate

program implementation.

The RMIT team described chal-
lenges in being able to train
staff and monitor sites from
afar, both in terms of having
too few staff for the job and
in providing timely feedback
to sites.

Some RMIT members raised
questions about the effective-
ness of some activities, such as
site calls, in improving site per-
formance. The RMIT's role in
troubleshooting and working
between site staff and RMCs
was also seen as important.
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Table N.6
Big Picture Issues: Addressing Behavioral Health Concerns of Service Members, Stigma, and
Transition to PCMH

Recommendations

Quantitative Findings

Qualitative Findings

With the addition of PCMH,
RESPECT-Mil will adapt. Careful
consideration is needed to deter-
mine the aspects of RESPECT-

Mil that add value and can be
preserved within that system.
Based on this work, it appears
that several aspects are thought
to be important and should be
preserved.

Larger system and cultural issues,
beyond the health system, will
be important to address in order
to encourage service members to
seek help when in need. These
include leadership training and
consideration of policies that
may currently discourage mental
health care.

Continued monitoring and over-
sight of the RESPECT-Mil pro-
gram and PCMH will be necessary
as these programs change and
adapt over time.

RESPECT-Mil appears to reduce stigma,
but there is still reluctance among service
members to seek care (e.g., many believe
that getting treatment could harm their
careers).

RESPECT-Mil attempts to facilitate
entrance into behavioral health care, but
sometimes the behavioral health system
is at capacity and there are long waiting
lists. Some suggested that embedding or
colocating mental health assets in primary
care, like in PCMH, could help.

Some respondents saw the disability
system as being problematic and sug-
gested that it rewards failure rather than
success.

Some suggested a need to attend more
to service members’' families and support
systems, who can affect whether a service
member gets help or recovers.

With the addition of the PCMH program,
there was mixed opinion about whether
the two programs could be compat-

ible or whether they would compete for
resources. Some discussed the unique
aspects of RESPECT-Mil that should be
maintained within PCMH: routine screen-
ing, training on medications for PCPs, and
monitoring and oversight by RMIT.
Stakeholders had some consensus on the
need to reevaluate mental health ini-
tiatives since DoD has rolled out many
programs related to enhancing mental
health services, and now needs to assess
the effectiveness of them and compare
approaches to see which are the best and
most cost-effective.




Abbreviations

3CM
AHLTA
BHC
BHCM
CALM
CF
DCoE

DEP+PTSD
DoD
DSM-1V
FIRST-STEPS

GAO
IBHC
IDES
IMPACT
MEDCOM
MTF
OEF

OIF
OND
OTSG
PCC
PCL

Three Component Model

Armed Forces Health Longitudinal Technology Application
behavioral health champion

behavioral health case managers

Coordinated Anxiety Learning and Management

care facilitator

Defense Centers of Excellence for Psychological Health and
Traumatic Brain Injury

depression plus PTSD prominent
Department of Defense
Diagnostic and Statistical Manual of Mental Disorders, 4th edition

Fast Informative Risk and Safety Tracker and Stepped Treatment
Entry and Planning System

Government Accountability Office
internal behavioral health consultant
Integrated Disability Evaluation System
Improving Mood-Promoting Access to Collaborative Treatment
U.S. Army Medical Command
military treatment facility

Operation Enduring Freedom
Operation Iraqi Freedom

Operation New Dawn

Office of the Surgeon General

primary care champion

Posttraumatic Stress Disorder Checklist—Civilian Version
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PCMH

PCP
PC-PTSD
PDHA
PHQ-2
PHQ-9
PTSD

RCF

RCT
RE-AIM
RESPECT-D
RESPECT-Mil
RESPECT-PTSD
RMC

RMIT
SCL-20
STEPS-UP
T-Cons
TEAM
TIDES

VA

Patient Centered Medical Home

primary care provider

Primary Care PTSD

Post-Deployment Health Assessment

Patient Health Questionnaire-2

Patient Health Questionnaire-9

posttraumatic stress disorder

RESPECT-Mil care facilitator

randomized controlled trial

Reach, Efficacy, Adoption, Implementation, Maintenance
Re-Engineering Primary Care Treatment of Depression
Re-Engineering Systems of Primary Care Treatment in the Military
Re-Engineering Systems for the Primary Care Treatment of PTSD
Regional Medical Command

RESPECT-Mil Implementation Team

Symptom Checklist—20

Stepped Enhancement of PTSD Services Using Primary Care
Telephone Consults

Telemedicine Enhanced Antidepressant Management

Translating Initiatives for Depression into Effective Solutions

Department of Veterans Affairs
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A RAND team conducted an independent implementation evaluation of the Re-Engineering Systems of Primary
Care Treatment in the Military (RESPECT-Mil) Program, a system of care designed to screen, assess, and treat
posttraumatic stress disorder and depression among active duty service members in the Army’s primary care
settings. Evaluating the Implementation of the Re-Engineering Systems of Primary Care Treatment in the Military
(RESPECT-Mil) presents the results from RAND's assessment of the implementation of RESPECT-Mil in military
treatment facilities and makes recommendations to improve the delivery of mental health care in these settings.
Analyses were based on existing program data used to monitor fidelity to RESPECT-Mil across the Army’s primary
care clinics, as well as discussions with key stakeholders. During the time of the evaluation, efforts were under
way to implement the Patient Centered Medical Home, and uncertainties remained about the implications for the
RESPECT-Mil program. Consideration of this transition was made in designing the evaluation and applying its
findings more broadly to the implementation of collaborative care within military primary care settings.
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