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Introduction

The Vermont Clinical Practices Advisory Panel (CPAP) has been given the task of evaluating the evidence-based practices toolkits for people with a severe and persistent mental illness funded and supported by the Substance Abuse and Mental Health Services Administration (SAMHSA). This evaluation requires expertise that the members of the Panel do not have. Therefore, the CPAP is collaborating with the Community and Hospital Psychiatry Committee for the review of this practice. Since the medication management toolkit originally sponsored by SAMHSA is no longer available, we invited Dr. David Osser to present to the combined groups on medication guidelines/algorithms (Osser, 2007). Dr. Osser is one of the leading authorities on guidelines/algorithms. He has participated in the development of The Harvard Psychopharmacology Algorithm Project, and the International Psychopharmacology Algorithm Project, and he has never been funded in his work by the pharmacology industry.

The Community and Hospital Psychiatry Committee has met several times to consider recommendations for medication management and has decided to incorporate major portions of Osser’s recommendations on medication management (Osser, 2007) with the Committee's recommendations. The focus of the task is on the management of psychotropic medications as a portion of practicing evidence-based medicine (EBM), but there are important considerations. First, knowledge of the evidence is a necessary but never a sufficient basis for clinical decision-making, because there are unique aspects of the individual patient. Therefore, there are clinical exceptions to every recommendation. Second, the Committee wants to be clear that outcomes for many diagnoses are greatly improved when medications are used in combination with psychosocial interventions.
Current, reliable, and useable information is essential to the practice of EBM in general and psychopharmacology in particular. Community mental health psychiatrists work primarily in rural settings in the system of care in Vermont. They face the same pressing clinical demands of their colleagues working in major medical centers, but currently without many of the state of the art tools like electronic medical records (EMRs) and access to on-line EBM medication guidelines/algorithms. In the near future the increased volume of published research will make it impossible for individual physicians to make her/his own evaluation of the quality and applicability of journal articles without a seamlessly integrated decision support system that condenses the literature into an up to date and useable form. Trusted experts who review the referred literature, and update on-line EBM medication guidelines/algorithms provide this function. The community and hospital psychiatry committee members believe that successful implementation of evidence-based practice in psychopharmacology will require this infrastructure support, because of the potentially overwhelming volume of new information being published every day. David Osser (2007) noted that it is particularly important for community psychiatrists to have access to the evidence, because it can change usual practice and give better results for patients and/or prevent the waste of resources. 

The following are the recommendations of the Community and Hospital Psychiatry Committee. 

Medication Management
Recommendations
1 Electronic-record-based and on-line evidence-based medicine guidelines/algorithms are needed. The health care system should endeavor to provide these tools to assist psychiatrists to find the pertinent evidence for decisions quickly. Whenever information technology systems are upgraded or replaced by the State or its agencies, decision support capabilities should to be included.
2 Continuing medical education (CME) should teach and reinforce research paper-reading skills.
3 CME optimally should be independent of drug company influence.
4 The Departments of Health and Mental Health should lead the development of a State of Vermont policy for the interaction of physicians with pharmaceutical companies.
5 Patient education (e.g., risk/benefit of medication, side effects) should be offered during appointment time with the psychiatrist to improve outcomes, but the psychiatrist's time is limited. Therefore, in addition patients should be encouraged to take part in psychoeducation provided through the community mental health center or through peer and family support groups.
6 The informed consent and treatment planning process should consider and include letting the patient know about medication and non-medication treatment options such as cognitive behavioral therapy (CBT) and psychosocial therapies that may be more effective. 
7 Medication Reconciliation should be routine, listing all prescription and nonprescription medications when a patient comes into the hospital, in advance of discharge, and at other appropriate times. Reconciliation list for discharge should include all medications used during the course of the hospital stay.
8 A release to give the medication list to the receiving agency should always be sought from an inpatient prior to discharge.
9 When a patient is in the hospital or residential setting the psychiatrist should make her/his best effort to communicate with the community psychiatrist with ongoing responsibility for the patient before making permanent changes to the patient's medications. Currently, reaching the community psychiatrist can be difficult and time consuming. EMRs will be needed to implement this recommendation fully.
10 Effective psychopharmacological treatment, therapies and/or prevention of the diversion of prescribed drugs requires identifying and addressing co-morbid substance abuse disturbance.
The group also endorsed the following seven of Dr. Osser's recommendations. 
1. Make one medication change at a time, with adequate dose and duration of therapy. 
2. In the treatment of schizophrenia, strongly consider Clozapine after two adequate monotherapy trials of other antipsychotics representing distinct chemical classes.
3. In a non-emergency situation when there is no significant response to a monotherapy allowing for a legitimate trial of dose and duration, switch to a different agent rather than adding a second medication also allowing for an appropriate trial of dose and duration.
4. When initiating a medication, select the least expensive alternative of comparable clinical effectiveness. This requires maintaining easy and ready access to accurate price information.
5. Check for potential drug-drug interactions (DDIs) before prescribing (see, DDI online program: http://www.genelex.com/.).
6. Use lithium in preference to Valproate as first-line treatment for bipolar disorder.
7. Treat insomnia as a symptom that requires diagnosis and treatment specific to the diagnosis.
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National Consensus Statement on Mental Health Recovery

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Substance Abuse and Mental Health Services Administration
Center for Mental Health Services
www.samhsa.gov

PDF version
You will need Adobe Acrobat Reader to view this file.
Background

Recovery is cited, within Transforming Mental Health Care in America, Federal Action Agenda: First Steps, as the "single most important goal" for the mental health service delivery system. 

To clearly define recovery, the Substance Abuse and Mental Health Services Administration within the U.S. Department of Health and Human Services and the Interagency Committee on Disability Research in partnership with six other Federal agencies convened the National Consensus Conference on Mental Health Recovery and Mental Health Systems Transformation on December 16-17, 2004.

Over 110 expert panelists participated, including mental health consumers, family members, providers, advocates, researchers, academicians, managed care representatives, accreditation organization representatives, State and local public officials, and others. A series of technical papers and reports were commissioned that examined topics such as recovery across the lifespan, definitions of recovery, recovery in cultural contexts, the intersection of mental health and addictions recovery, and the application of recovery at individual, family, community, provider, organizational, and systems levels. The following consensus statement was derived from expert panelist deliberations on the findings.

Mental health recovery is a journey of healing and transformation enabling a person with a mental health problem to live a meaningful life in a community of his or her choice while striving to achieve his or her full potential. 

The 10 Fundamental Components of Recovery

Self-Direction: Consumers lead, control, exercise choice over, and determine their own path of recovery by optimizing autonomy, independence, and control of resources to achieve a self-determined life. By definition, the recovery process must be self-directed by the individual, who defines his or her own life goals and designs a unique path towards those goals.

Individualized and Person-Centered: There are multiple pathways to recovery based on an individual’s unique strengths and resiliencies as well as his or her needs, preferences, experiences (including past trauma), and cultural background in all of its diverse representations. Individuals also identify recovery as being an ongoing journey and an end result as well as an overall paradigm for achieving wellness and optimal mental health.

Empowerment: Consumers have the authority to choose from a range of options and to participate in all decisions—including the allocation of resources—that will affect their lives, and are educated and supported in so doing. They have the ability to join with other consumers to collectively and effectively speak for themselves about their needs, wants, desires, and aspirations. Through empowerment, an individual gains control of his or her own destiny and influences the organizational and societal structures in his or her life.

Holistic: Recovery encompasses an individual’s whole life, including mind, body, spirit, and community. Recovery embraces all aspects of life, including housing, employment, education, mental health and healthcare treatment and services, complementary and naturalistic services, addictions treatment, spirituality, creativity, social networks, community participation, and family supports as determined by the person. Families, providers, organizations, systems, communities, and society play crucial roles in creating and maintaining meaningful opportunities for consumer access to these supports.

Non-Linear: Recovery is not a step-bystep process but one based on continual growth, occasional setbacks, and learning from experience. Recovery begins with an initial stage of awareness in which a person recognizes that positive change is possible. This awareness enables the consumer to move on to fully engage in the work of recovery. 

Strengths-Based: Recovery focuses on valuing and building on the multiple capacities, resiliencies, talents, coping abilities, and inherent worth of individuals. By building on these strengths, consumers leave stymied life roles behind and engage in new life roles (e.g., partner, caregiver, friend, student, employee). Th e process of recovery moves forward through interaction with others in supportive, trust-based relationships. 

Peer Support: Mutual support—including the sharing of experiential knowledge and skills and social learning—plays an invaluable role in recovery. Consumers encourage and engage other consumers in recovery and provide each other with a sense of belonging, supportive relationships, valued roles, and community.

Respect: Community, systems, and societal acceptance and appreciation of consumers —including protecting their rights and eliminating discrimination and stigma—are crucial in achieving recovery. Self-acceptance and regaining belief in one’s self are particularly vital. Respect ensures the inclusion and full participation of consumers in all aspects of their lives.

Responsibility: Consumers have a personal responsibility for their own self-care and journeys of recovery. Taking steps towards their goals may require great courage. Consumers must strive to understand and give meaning to their experiences and identify coping strategies and healing processes to promote their own wellness. 

Hope: Recovery provides the essential and motivating message of a better future— that people can and do overcome the barriers and obstacles that confront them. Hope is internalized; but can be fostered by peers, families, friends, providers, and others. Hope is the catalyst of the recovery process. Mental health recovery not only benefi ts individuals with mental health disabilities by focusing on their abilities to live, work, learn, and fully participate in our society, but also enriches the texture of American community life. America reaps the benefi ts of the contributions individuals with mental disabilities can make, ultimately becoming a stronger and healthier Nation.

Resources

http://www.samhsa.gov     
National Mental Health Information Center
1-800-789-2647, 1-866-889-2647 (TDD)
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 Clinical Practices Advisory Panel 
Recommendations
Common to the Implementation and Review of
Evidence-based and Other Clinical Practices
to the Department of Mental Health
May 7, 2008
1. Agencies should be encouraged to take the initiative to seek out and review promising practices that would enhance their programming (see note 1).

2. The Department of Mental Health and the designated agencies should have a forum to collaboratively discuss and question the research and implementation policies for evidence-based practices (EBP) and other practices based on clinical experiences, outcomes, and other local conditions (see note 1).

3. Agencies should be allowed to implement evidence-based practices (EBP) based on their individual stage of change. Implementation of any EBP is a developmental process for a designated agency that requires significant changes that include development of management infrastructure, leaders for the practice, hiring new staff, and training new skills.

4. All agencies should be required to follow the recovery values as defined by the Vermont system of care, and the State should provide training and other necessary resources to implement and maintain the agency’s ability to follow these recovery values at all system levels from frontline staff through the management of the agencies. 

5. All agencies in Vermont should offer recovery-based options to their clients participating in the Community Rehabilitation and Treatment (CRT) programs.

6. All agencies in Vermont should be encouraged to develop the peer leadership potential in their recovery programs. Designated agencies and the State should support the development and inclusion of peers and peer run programs as part of the system of care at the designated agencies and in the community. The support should include resources such as training and stipends for peers.

7. Not all clients are ready to participate in a recovery intervention. To avoid a failure experience clients’ agencies are encouraged to assess the readiness of clients to participate.

8. Whenever the State expects (requires or mandates) agencies to implement and maintain a practice, fidelity to a practice, or recovery principles the State should be expected to provide the resources necessary to implement and maintain the practice. These resources include but are not limited to:

Appropriate reimbursement structures 

Appropriate staffing patterns

Initial and continuing training for professional staff and peers

Appropriate supervision

Training Materials

State consultation team to support practice quality and outcome-driven fidelity systems

Reimbursement for participation in the statewide consultation team

Information technology supports (e.g., computer systems, programming, and system compatibility among agencies and the State)

Quality improvement activities

Administrative assistance

Administrative support for a statewide lending library  

9. Practices implemented at the designated agencies should be considered in the local system of care plan quality improvement process by the designated agencies, Department of Mental Health and across the Agency of Human Services.

10. Decisions for implementation of a practice and reviews of a practice should take the stages of change of the agency's clients into consideration when doing an assessment of need.

11. The measurement of fidelity during a program review by the Department of Mental Health should help educate staff and inform the process. It should not be used to regulate funding.
12. When implementing a practice the Department of Mental Health should consider the burden additional requirements for monitoring fidelity place on the agencies.

13. Consistent Documentation Infrastructure improvements need to be developed that support standardized documentation applicable to multiple clinical programming within the designated system of care. The standardized documentation should include at a minimum screening, assessment, treatment planning, outcome measurement, and the reporting of clinical information. 

14. Data elements need to be developed that can be used to monitor both individual client’s progress, and when aggregated program-level performance. These elements can then be incorporated in the electronic medical records system when it is available. 

15. The agencies should be responsible for using available data to prevent unintentional "drift" in fidelity to EBPs, and to appropriately modify practices to be best practices that are most effective for the agency's clients.

16. The designated agencies and State should consider the implementation of treatment programming that is consistent across designated agency divisions based on best practices principles for the population served. This will not only make treatment available to more consumers, but also increase the ability of the designated agencies to maintain the quality of their practices especially at the smaller agencies. 


Note
1Evidence for evidence-based practices is arranged on a spectrum from practices with sufficient randomly controlled trials to meet the highest standards through promising practices that have some positive evidence to practices with demonstrated negative outcomes. These practices have a literature to aid in their evaluation, but possibly the largest portion of practices have not been researched. It is easy to make the decision to support the practices with the highest level of evidence, and to discourage practices that have shown negative outcomes. The greatest challenge for the agencies is making decisions about un-researched practices that appear to provide desired outcomes. The research just has not been done for any number of reasons. These practices shouldn't be automatically excluded, but there should be criteria for their evaluation. The main elements of the EBPs the Panel has reviewed seem to be a good starting point. 

· Motivational interviewing/engagement strategies, 

· On-going assessment recognizing stages of change that is not necessarily linear in the direction of recovery, 

· Psychoeducation to provide necessary knowledge, 

· A cognitive behavioral component that works to teach problem solving skills, provides the client with homework and the evaluation of the outcomes of the homework. 

These key components seem very simple to state, but the challenge is that the appropriate application of the components is different for every practice applied to each identified population, and each individual in the population. After these considerations adaptation of the practice to the agency's environment and community must be considered.



























































