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Welcome to this Center for Deployment Psychology presentation. Today, I will be providing you with information about managing patient throughput at your clinic.
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Please note that the views expressed are those of the presenters and do not necessarily reflect the opinions or  endorsement by the USUHS, DoD, or the U.S. Government.   Also, there are no financial conflict of interests to report.
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This presentation is part of the Center for Deployment Psychology’s Clinic Optimization Toolkit. The Toolkit was designed to help DoD behavioral health clinics improve patient care by utilizing resources more effectively, with an emphasis on the expanded use of EBPs. 

This presentation is part of the Patient Management module from the toolkit. 
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SPEAKER NOTES: Our learning objectives for today are to:

Distinguish different factors affecting patient throughput in outpatient mental health clinics, and to 

Analyze strategies for addressing influx of patients, managing ongoing cases, and closing cases within an outpatient mental health clinic
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To start our presentation, let’s go over the definition, rationale, and various factors that affect patient throughput in clinics.
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SPEAKER NOTES: 

So, what is patient throughput? 

It is the flow of patients through the clinic’s system from the point of initial entry or becoming a new case  to termination of that care as depicted in this image.

In this talk, we will cover how patients enter the system, how they are managed once in the clinic, and how they exit the clinic system. 
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SPEAKER NOTES:

Why regulate patient flow through your clinic?  

Understanding and being able to control how patients enter and move through the clinic’s services is a critical element in the clinic optimization process. 

Understanding and controlling patient throughput will:
1) Increase quality of care
2) Improve patient satisfaction
3) Reduce provider burnout
4) Improve clinic functioning, such as reducing wait times and increasing return to duty rates

----------
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Overtime, there has been a dramatic increase in demand for behavioral health services over and this has led to a heavy workload for MHS clinicians.

In this section, we will cover several factors that have contributed to this high workload for behavioral health clinics. 

These factors are broken out across four categories: 
Systemic variables, 
Patient variables,
Provider variables, and
Clinic manager variables

---------------
Reference:
The Center for Deployment Psychology. (2015) Lessons Learned Manual: A Framework for Addressing Barriers to Evidence-Based Psychotherapy Utilization in the Defense Department.
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There are several system-level variables that have affected the number of patients needing care, such as  

Multiple deployments with exposure to combat – With more than two decades of recent military conflicts across multiple theaters, many service members have deployed several times and this has increased the chances of direct exposure to combat for these service members.  

Greater survivability of conflicts - Thankfully, innovations in equipment, medical response, and tactics have led to more service members surviving combat-related events, such as IEDs and firefights. The higher survival rate means there are more service members who have been exposed to traumatic events and potentially need services. 

De-stigmatization of behavioral health treatment  - The DoD has spent millions of dollars on media campaigns to de-stigmatize behavioral health conditions and reaching out for treatment. This effort has led to an increase in the number of service members willing to seek behavioral health care.  

The overall result of these factors is that we have many people who need behavioral health services, which can sometimes overtax the system’s capacity to provide care.

----------
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There are also several patient-level variables that have affected the number of patients seeking care.

 Unlike the civilian sector, within the military system, there is typically no cap on the amount of behavioral health services a person can receive within the MTF, no financial cost to patients for care (such as co-pays), and in many cases, patients can receive specialty services without a referral. 

 With the strong push from DoD to get PTSD and other deployment-related conditions treated, military supervisors may be more likely to be supportive of service members seeking care. With this, service members may find greater flexibility to scheduling appointments during work hours than was reported in the past. 

 Patients often enter treatment expecting and desiring individual therapy, meaning that group services may be lacking or underutilized.  

 Patients may meet criteria for a military-connected disability and believe that the more care they receive during the MEB process helps their case for disability, leading them to request as many appointments as they can fit in. 

The result of these patient level factors is that we have a large pool of patients needing care, who can attend therapy and likely show a strong preference for individual therapy.

----------
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So, what are some of the throughput related factors associated with providers? 

Many therapists use an “eclectic” approach to therapy, which can be characterized as supportive counseling with some elements of EBPs added in sporadically. This can potentially lead to decreased efficiency of treatment compared to using EBPs, meaning that more appointments are necessary for patients to recover.  

Some therapists may be delaying ending therapy with patients because they are concerned that the patient will complain if their care is terminated. This can happen even if there are significant problems such as lack of treatment compliance or poor attendance in therapy.  

There can also be an incentive for providers to keep subclinical or non-symptomatic cases on their schedule. These cases are often low maintenance and providers may appreciate a break from complex and or high-risk cases in their schedule. The incentive to keep such cases on ones’ schedule is even more powerful if the provider’s number of intakes is reduced when the providers “panel is full.” 

These provider-related factors may lead to problems such as:

- Because EBPs are used infrequently, the average patient’s length of care is increased, thereby also increasing the burden on the clinic. 

- Due to incentives for keeping patients in treatment after they are asymptomatic, the clinic can accumulate many longer-term therapy cases. 

----------
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There are several clinic manager variables that impact patient influx and throughput within the clinic, such as:

Clinic managers may be hesitant to truly triage referrals and send them back to referral sources because they worry that the command will view this negatively. Also, they may simply be too busy to adequately screen referrals.  

Unfortunately, clinic managers rarely have simple tools for analyzing provider caseloads. In fact, provider panels may seem like the proverbial  “black box” since there are no efficient tools for analyzing caseloads. For example, identifying who has several long-term therapy cases, or who is seeing the most patients is not readily apparent within existing EMR tools.  

Part of the clinic manager role is to assign incoming patients to providers, and this requires flexibility on the part of providers. While some providers will want to avoid treating complex cases or may wish to only take on a particular type of case, clinic managers must sometimes have hard conversations with providers regarding workload and clinical practices. 
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So, to summarize, we covered from a system perspective that there is a large pool of patients who need care.  At the patient level, these patients can attend therapy at no cost and usually prefer individual therapy. Providers often lack training and or comfort with using EBPs, and there are some incentives to keeping patients in treatment longer than necessary to maintain productivity standards.  Finally, clinic managers may feel helpless to turn away referrals and have little visibility on actual workload within their clinics. 

All of these variables present challenges to managing patient flow through a clinic. In order to overcome these challenges, we need to understand more about how patients flow through the clinic system.
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Now that we have discussed the importance of understanding and regulating patient throughput in a clinic, and reviewed different variables affecting the throughput, let’s talk about the first step of managing this process. In this section, we’ll cover the influx of new cases into a clinic and how instituting changes at this phase can greatly improve patient throughput downstream.  
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SPEAKER NOTES: As a clinic manager, you will have a good understanding of which sources are referring patients to your clinic. 

Some of the entities that frequently make referrals to MHS clinics are listed here, such as:

Primary care providers
Behavioral health providers in primary care
Self-referrals
Embedded behavioral health providers
Leadership (i.e., Commanders, First Sergeants)
MFLCs (Military and Family Life Counselors)
Patients command representatives, such as Chaplains and others.
Other Community Services, such as Military OneSource

Clinics should reach out to local referral sources and make sure that these entities have accurate information about the clinic’s services and what types of cases are most appropriate. 

Providing these referral sources in a handout that describes the type of services offered and limitations on services can be very helpful. 

The toolkit has a couple of handouts in the  Expanding Group Module, Clinic Service Sheet and the Clinic Outreach handout, that you can customize to educate referral sources about services your clinic provides.

----------
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In addition to understanding and educating your referral sources, it is also important to track whether any sources are sending inappropriate referrals. It can be important to detect inappropriate referrals and have a process to deal with them (e.g., follow-up with referral source  to provide education/clarification, provide patients with other options to better suit their needs).

This diagram shows a basic referral screening process: 

1. The process starts when a referral source sends a referral to the clinic. 

2. Next, the clinic manager screens the referral and determines whether it is appropriate. Note that a clinic manager may delegate this task to an experienced clinician or Behavioral Health Tech, under the supervision of the clinic manager. 

3. If the patient is deemed appropriate for treatment in the clinic, an appointment is scheduled.

4. There are some cases where the referral will need to be sent back. This can happen for a couple of reasons:

- There was insufficient information in the referral to determine if the patient needs specialty care. For example, if a referral simply says ”Patient has MDD, please evaluate and treat,” the clinic manager may wish to send this back to request additional details as the basis for the referral. 

- Another reason for sending a referral back is that the case seems like it could be managed at another level of care. For example, an uncomplicated case of mild anxiety can be addressed by a BH provider in primary care where the pt can learn some basic copings skills and then sent to specialty care if there is no improvement. 

----------
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In some instances, a clinic will barely use the screening process. Possible reasons for this are:

The screening process can be time consuming, especially when referrals are not appropriate. When additional information is needed it often requires some back-and-forth dialogue with the referral source. Since the clinic manager is often one of the busiest people in the clinic, they may simply accept some questionable referrals due to not having time to fully triage them. 

In addition, clinics may worry about generating complaints from referral sources if the referral is not automatically accepted.

Lastly, Clinic managers may worry that their chain of command will think they are pushing back against DoD RVU requirements if they re-route or kick back too many referrals. 

If the clinic doesn’t have a healthy screening process in place, the clinic will wind up taking on mild cases, which could easily be handled at a lower level of care. This clogs the system and adds to provider stress and wait times, ultimately resulting in decreased overall quality of care in the clinic system. 

----------
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Before reworking your clinic’s screening process, we recommend that you inform your Chain of Command about the planned shift. You will want to make sure they are aware of this change and the potential impact on complaints from referral sources. 

For your referral sources, some things you will want to discuss are:
The minimum amount of information necessary for referrals: Let them know what level of detail you need in order to accept referrals. 

Explain the need to triage cases that present with mild depression and anxiety as a result of limited resources. Encourage providers within primary care to attempt a trial of antidepressant medications for uncomplicated depression or anxiety cases if appropriate. 

Lastly, it is important to help manage the expectations regarding care in the clinic once Service members are booked in an appointment spot, especially for mild cases. It is best for referral sources to help set correct expectations BEFORE they send a referral to your clinic, such as an expectation for short-term care and for group therapy will be part of care. 

Other Toolkit modules further address a clinic’s need to increase the amount of group therapy and to tie the amount of care to the level of symptoms a patient has. 

----------
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As noted above, due to provider/clinic manager busy schedules, another best practice is to assign and train a BHT to screen incoming referrals (one to serve as the primary and at least one as a secondary/back-up). This option may not be feasible in settings that do not have experienced behavioral health technicians on staff. Through brief training with experienced BHTs, the clinic manager can oversee this and be assured that the incoming referrals are being appropriately dispositioned. 

This screening process can significantly boost clinic optimization efforts and with additional attention can facilitate the clinic to match patients who are likely to need EBPs for specific diagnoses with EBP trained providers. 

Reference:
Psychological Health Center of Excellence Behavioral Health Technician Working Group (2019). 
Healthcare provider’s practice guide for the utilization of behavioral health technicians (BHTs): Information and recommendations to optimize use of BHTs to support psychological healthcare in the Department of Defense. https://www.health.mil/Reference-Center/Publications?query=Technicians&isDateRange=0&broadVector=000&newsVector=00000000&refVector=000000000001000&refSrc=1
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As was discussed, clinics should work with referral sources to make full use of other treatment options to ensure that patients are getting the most appropriate level of care needed. 

Each of the following treatment options can provide care to patients with behavioral health conditions:

- Primary Care Mangers (PCMs): They can and should treat behavioral health disorders, especially mild and uncomplicated cases. Some PCMs will feel uncomfortable with treating psychological health conditions. In these cases, psychiatry staff can provide consultation with the PCM so that mild cases can be managed outside of the behavioral health clinic. Additionally, psychiatry staff can also provide an annual brief to PCMs about managing mild cases and opportunities for consultation, which can greatly reduce the number of referrals for mild cases that can be appropriately treated within primary care. 

- Behavioral Health in Primary Care: These behavioral health providers treat patients with mild-to-moderate anxiety and depression, as well as other mental health concerns in a brief care model.

- Community Service Agencies, such as Army Community Services, Fleet and Family Service Center, Marine Corps Community Services, and Airman & Family Readiness Center. Marriage & Family Life Counselors usually handle adjustment disorders, partner relational problems, phase of life problems, etc. These agencies typically refer to behavioral health if the case worsens.

- Chaplains: At minimum, Chaplains can provide supportive counseling, but many are also pastoral counselors and are able to provide some therapy.  

-  Military OneSource can also provide a limited number of supportive counseling sessions for milder concerns. 

By ensuring that milder cases are handled at the lowest level possible, the clinic gains time to see more severe cases in a timely manner and to provide high quality care to these higher risk individuals.  

----------
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Note that there are several reasons a clinic may choose to accept some cases that would typically be seen at a different level of care. Some of those reasons include:

Clinics may want some milder cases for providers to have experience in managing this population, especially at training sites. 

A clinic may have a staff member who specializes in treating a certain diagnosis or issue, such as marital problems and may also consider allowing a certain number of referrals for this reason.  

If the Command wants to recapture TRICARE referrals, a clinic might want to allow in more mild cases to prevent them from being sent to the network. Another situation might be if your primary care clinic is understaffed and has limited resources to treat even mild cases, then BH clinics could make an exception in accepting more of these type of cases.

Patients who need to be evaluated for a disposition or other military specific evaluation are usually seen within the clinic regardless of severity. 

----------
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After addressing how to manage the influx of new cases, we will now shift our focus to discussing how cases are managed once they are in the clinic, and what changes can be made to improve patient throughput. 
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One way of achieving the best care possible for patients is to use evidence-based psychotherapies with most cases. 

Clinics gain tremendous benefits from the widespread use of EBPs. Using EBPs will produce symptom reduction faster than non-EBPs, meaning that patients will need fewer overall appointments, which leads to less strain on providers and higher levels of job satisfaction! 

See the “Increasing EBP Utilization” Module for more details on the benefits of expanding EBP usage. 
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In general, you want to be assigning new patients with specific disorders to providers with the right training, for example, new cases with PTSD should be routed to providers trained in EBPs for PTSD. However, often you don’t know what the exact disorders are until after the intake happens. One practice that can facilitate EBP utilization is to adopt a clinic procedure of assigning cases to providers after the diagnostic intake has been completed. By carrying out an intake, the clinician performing it will have a more comprehensive view of the presenting problem and diagnostic criteria endorsed by the patient. While this practice may be a change for some clinics, matching the patient to a provider in this way allows the clinic to be intentional about placing patients with specific diagnoses with a specialized EBP provider. For example, when a patient is diagnosed with PTSD, he/she should be assigned to a provider trained in PE or CPT. It is important for clinics to establish clear referral procedures. 

----------
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Delivering the best possible care for patients is a lofty goal - one every clinic sets out to achieve.

While implementation of EBPs is an established means of improving the quality of care within a clinic, an unfortunate reality is that there are numerous barriers to widespread adoption of EBP treatment. 

These barriers can hinder a clinic’s ability to deliver high-quality care, but fortunately there are several best practices to help your clinic meet its goal of delivering the best care possible. 

In the next several slides, we will briefly cover these barriers and how each of them impact clinic throughput. We will also review best practice options that can be used to overcome the barriers.

---------
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The first barrier we’ll discuss is provider caseloads that are too large.  When providers have very large caseloads, it creates two problems within the clinic.

First, caseloads that are too large inhibit quality care. When caseloads grow too large, it can result in long wait times between follow-ups, which slows progress. EBPs are not as effective if the patient is only seen once every 3-6 weeks.

Second, when providers have back-to-back appointments all day, they have no time to manage crises, do paperwork, make phone calls, or do real treatment planning, which can lead to burnout.

Many of the suggestions in this training, and indeed within the entire Toolkit, are aimed at helping clinics manage workloads in a way that increases quality of care while decreasing the burden on providers. 

----------
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SPEAKER NOTES: Another barrier to improving care is not using outcome measures.

The Department of Defense has issued clear guidance on the routine use of outcome measures in behavioral health care, so it’s wise to ensure that you have a solid plan for the implementation of outcome measures.

Besides complying with DoD guidelines, clinics benefit from using outcome measures in even more significant ways.
When used as part of treatment planning, outcome measures keep providers and patients focused.

They can be used to identify sub-clinical patients allowing clinics to better disposition these cases.

Outcome measures are also used in process improvement. For example, if a new group is started in your clinic, you will want to determine if the patients in the group are improving. Outcome measures help to answer this question.  

----------
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Problems in a clinic’s internal referral process can be another barrier to quality care. Clinic providers usually transfer some amount of cases among themselves (sometimes called in-house referrals), often done when a patient requests a therapist of a different gender or when a patient needs a type of treatment offered by another clinic provider. 
 
Patients that can be easily connected with the type of services they need will receive better care and their symptoms will resolve more quickly.

In a well-functioning clinic, in-house referrals will happen smoothly for both individual therapy and group therapy as appropriate. 

----------
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Getting patients to the right kind of therapy quickly is essential to clinic optimization. Since some providers have training in specialized types of therapy and others do not, clinic staff will want to be able to refer to each other. 

There are two models for handling these in-house referrals for individual therapy.

 - Option 1: Schedule the patient for the next available follow-up slot with an EBP therapist, without requiring the receiving provider to get a summary of the incoming patient.

 - Option 2: The referring provider must brief the new EBP therapist (or the clinic manager) on the case, who then must approve the transfer. This is a bit more inconvenient, but results in better matching of skills to needs.

Finally, if the clinic has enough patients of a particular diagnosis, you may even want to consider creating an EBP “sub-clinic” for the disorder. This approach facilitates providers who specialize in EBP treatment of specific disorders to treat most of the clinic’s patients with those disorders.  

In some clinics diagnoses such as Major Depression or PTSD are the most common disorder needing this kind of EBP sub-clinic. If you decide to set up a sub-clinic, we recommend you formalize this process by creating a Standard Operating Procedure (SOP). The Toolkit has an example SOP for implementing this type of system in the Increasing EBP Utilization module.

----------
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As we’ve been discussing, getting patients to the right individual therapist is important, and so is being able to refer a patient into a specialized type of group therapy. 

EBPs delivered via Group Therapy can be highly effective, but only if patients make it into the group, so clinics should identify opportunities to streamline the referral process to make it as easy as possible.  

There are two usual models for referring patients into groups:

Option 1: Sign patients up to groups without approval of the facilitator. This approach is more common for EBP and psychoeducational groups. 

Option 2: The group facilitator (or trained BHT) interviews each patient before admitting them into the group. This is more commonly used for process groups, but can be used for some types of EBP groups as well. Note that trained behavioral health technicians can screen prospective patients to ensure they are appropriate for the group. For example, a provider may want to have a BHT screen new cases before allowing them enter a 12-week CPT group for PTSD to ensure they meet criteria for the group. In settings without a BHT available, such screenings will need to be done by a provider. 

Regardless of whether a screening procedure is needed for a group, all groups should provide standard pre-group education and information such as the goals of the group, logistics, and any exclusionary criteria. 

----------
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Another barrier to giving the most effective care within a clinic is underuse of Behavioral Health Technicians. For locations that have BHTs on staff, fully utilizing the clinical skillset of behavioral health technicians helps clinics to optimize care within clinics in several ways.   

Although the Behavioral Health Data Portal platform significantly improves the process of implementing regular use of outcome measures within the DoD, it is still a difficult task, especially when providers are already overloaded. In this instance, whenever possible, technicians can take on most of the load for this task.  

Every clinic manager knows it’s hard to get several EBPs groups running. Keeping up with referrals, calls, charting and other logistical tasks causes many providers to shy away from running these groups. Behavioral health technicians are trained to co-facilitate EBP groups, and even facilitate some psychoeducational types of groups like stress management under the supervision of a provider. BHTs can play an integral role in providing group therapy services to your patient population.

See the module on Technician Support for more information on how BHTs can support optimization. 

-----
Photo Credit: Photo by Christopher W. Cudney [Public domain], via Wikimedia Commons.

Reference:
Psychological Health Center of Excellence Behavioral Health Technician Working Group (2019). 
Healthcare provider’s practice guide for the utilization of behavioral health technicians (BHTs): Information and recommendations to optimize use of BHTs to support psychological healthcare in the Department of Defense. https://www.health.mil/Reference-Center/Publications?query=Technicians&isDateRange=0&broadVector=000&newsVector=00000000&refVector=000000000001000&refSrc=1
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SPEAKER NOTES: 

One barrier to improving care is having a low capacity for delivering EBPs, meaning that not enough providers are trained in or comfortable using EBPs. 

There are many free EBP trainings for MTF providers, but providers need to have time to attend the training and or get post-workshop Consultation. 

Consultation has been shown to increase confidence and improve therapy fidelity, but it’s often difficult to find someone who can do the consultation. Even when there is a designated consultant, providers often feel too busy to regularly seek out and participate in consultation.

When a clinic begins implementing the modules in this Toolkit, you will see an increase in time available in provider schedules. Clinic managers should consider “earmarking” some of this time for more EBP trainings. Also, consider making sure that providers have time to get consultation on their first few cases when they use new EBP treatments. 

-----------
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SPEAKER NOTES: 

A final barrier we’ll discuss is a lack of REAL treatment planning and treatment team reviews.   

Treatment plans and treatment team reviews are formal mechanisms for objectively examining a case and helping to align the level of clinic services to the level of patient need.

All too often in busy clinics, treatment team reviews are seen as impractical - a luxury that can’t be afforded. In these clinics, the treatment planning process can become an afterthought when a provider is writing up notes at the end of the day.

If a clinic is busy, they may need to wait until they have “breathing room” in schedules to start formal treatment team reviews. For instance, you may want to consider implementing this after EBP groups are up and running smoothly.

See the Treatment Planning deck for more information and tools for treatment planning. 

----------
Photo Credit: Presenter Media (purchased by CDP)
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SPEAKER NOTES: 

As was noted, in very busy clinics, treatment planning is often left to the individual provider. However, most providers agree that a treatment “team” approach is the best means of reviewing a case’s treatment and progress. Despite many providers agreeing that treatment team meetings is preferred, they are the exception rather than the norm. Why is that? 

Some challenges to conducting treatment team meetings include:
- Staff are just too busy. Providers may feel they have no time to have another meeting or to stop and review a set of cases. 

- Limited time means that a clinic usually cannot review all cases, or even all new cases coming into the clinic. This means that the clinic staff must settle on a subset of cases to review but deciding which subset of cases can be hard to do.  

- Because it requires more time and coordination, it can be difficult to get patient input on the treatment process for a team review.  

----------
Photo Credit: Presenter Media (purchased by CDP)
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In order to make formal treatment planning possible in a busy clinic, it is best to set up a process that staff can realistically follow.

For busy clinics that have not been able to hold formal team meetings, we suggest using what we call a 20/20 review process. This process is simplified as much as possible yet allows for multiple cases to be reviewed with minimal burden on clinic providers. 

The process goes like this:  
Block time once per month for a meeting to cover a set number of cases. 

Select a team. It is unlikely that all providers can participate and, honestly, having that many personnel weighing in may impede getting through all the cases. Consider designating a small team that includes the clinic manager and a few experienced clinicians. Other clinic providers attend only if one of their cases are up for review. 

Select a set of cases to review. For example, in the 20/20 process, clinic’s limit review to those cases that have reached 20 sessions within the clinic. These cases are reviewed again if they reach another 20 sessions.

Focusing on patients with 20 or more therapy appointments will be more practical than trying to review all new cases flowing into the clinic.  This also allows treatment teams to focus on cases that are using up a lot of clinic resources. 


Next, the BHT or clinician reviews the chart and drafts the 20/20 case review form for the provider, who then completes the form.  

The “20/20 Treatment Team Review” also has an optional questionnaire for taking the patient’s input into the meeting. This form is given to the patient at the 19th session by the provider. This questionnaire asks about the patient’s satisfaction with progress and their relationship with the provider.  

The Toolkit has a 20/20 Treatment Team Review Form as part of the Patient Management Module


20/20 Review Meetings

Treatment Plan Update
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with the provider after completing the course of group therapy.

___5) Patient will join one of the clinic's interpersonal tharapy groups for regular follow-up.

Afver looking at availability, the group on run by was selected,
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up appointment if needed
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SLIDE ANIMATION: Click 1: Blue box with “Provider presents case” appears along with image to the right; Click 2: First image fades, blue box with “Team updates…” appears along with picture of form; Click 3: Image of form fades; blue box with “BHT…” appears along with another image to the right

SPEAKER NOTES: 

For the actual meeting itself, the providers who have identified cases use the form as a guide to presenting their cases. The treatment team offers advice on: 
- Strategies for getting past barriers to progress 
- Additional treatment modalities to consider

If available, a behavioral health tech should attend to take minutes and track tasks that need to occur after the meeting, such as referrals into group or medication referrals.

Note that when you are first starting this process, there may be a backlog of cases. You may have to start with reviewing cases that have been seen for 60, 80 or more sessions, and work backwards to those only seen for 20 sessions. 

Also, if your clinic already holds regular multidisciplinary team meetings to discuss high risk patients who are required to be seen weekly, these cases should likely be excluded from the 20/20 review meetings.
�
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SPEAKER NOTES: 

The last barrier to delivering high quality care we’ll talk about are “Special Populations”. 

What do we mean by special populations? 

There are several categories of patients that are challenging to treat, even if a provider is using the most up-to-date EBP.

In this presentation, we will look at three types of special populations: Sub-clinical, under engagers, and those seeking administrative outcomes. 

We will define each of the special populations and discuss ways to identify and effectively manage them in the clinic. 

----------
(U.S. Navy photo by Mass Communication Specialist Seaman Conor Minto/Released, Sept 9, 2013)


SUBCLINICAL P ATIENTS

il

Services
University

38


Presenter Notes
Presentation Notes
SPEAKER NOTES:  Transition Slide

Let’s start off by talking about “sub-clinical” patients seeking ongoing therapy.
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SPEAKER NOTES: 

What is the “sub-clinical population”?

These are patients whose symptoms do not require ongoing weekly psychotherapy, but who desire regular therapy. Note that they are not malingering or feigning illness. 

They have real concerns and issues, but these concerns are no longer clinically significant, and they do not NEED ongoing treatment. 

Managing this population is critical to optimizing one’s clinic or program. 

Why do providers keep this type of patient on their schedules? 
They may worry that the patient will complain if dropped from treatment. 
It can help to keep a few easy, low maintenance cases on their schedule. 
These cases tend to be very consistent, rarely no-show. 
They may have good rapport with the therapist, and the therapist enjoys treating the patient. 
The provider may feel uncomfortable about discussing or initiating termination. 

We have all treated the sub-clinical population. They tend to be the ones with whom you don’t mind spending an hour, you may even look forward to their sessions. The sub-clinical population tend to show up on time or early for their appointments. When they do have to cancel, they call ahead so that you can plan accordingly. In short, they are “good patients.” 

They have met their initial goals for therapy, but they want to continue to see you. The provider may justify continued treatment to ensure that their symptoms do not come back, or perhaps they say they will be experiencing something stressful soon that they need support on such as a wedding, new job, or transition out of the military. In therapy, treatment with this type of case tends to be supportive in nature and may lack a clear treatment goal.  

The Treatment Planning  training deck in the Toolkit’s Patient Management module has a specific section on addressing this population. 

----------
Photo Credit: Presenter Media (purchased by CDP)
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SPEAKER NOTES: 

A first step to addressing sub-clinical cases in your clinic is to identify them.

Clinics can approach this in many ways.
They can look at the number of appointments per patient, identifying high utilizer patients (patients that are receiving a lot of care). 

After finding high utilizers, you can look at the diagnoses of these patients. Some very complex cases (such as schizoaffective D/O with comorbid SUD and personality disorder) may require a year or more of therapy. On the other hand, a mild adjustment disorder should not require nearly as many appointments.

Collecting outcome data on patients at regular intervals is also an excellent means of identifying sub-clinical cases. If a patient’s scores from the BHDP or paper-pencil measures have been steadily below clinical cut-offs, then the provider should examine whether weekly individual therapy is still needed.

Conduct ongoing checks by adding questions in your peer review forms that ask about the current symptom levels justify the current level of follow-up. 

In our work within the DoD, using tools from the Metrics module  will be helpful in identifying high utilizer patients. Also, identifying any trends regarding which therapists tend to accumulate long-term therapy patients can prove very beneficial. 

The Toolkit also has a handout in the EBP Utilization module that has example language that can be added into peer review forms to help providers identify sub-clinical cases. 

----------
Photo Credit: Presenter Media (purchased by CDP)
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SPEAKER NOTES: 

Ft. Somewhere, has a midsized outpatient behavioral health clinic in its military treatment facility. The staff consists of 9 full time psychologists and social workers with 3 full time psychiatrists. The clinic also has 4 active-duty behavioral health technicians and 2 civilian behavioral health technicians. 

At a recent staff meeting, providers identified wait times of 4-6 weeks between follow-up appointments. Behavioral health technicians also reported an increase in front office complaints from patients about wait times and a lack of sufficient range of services to meet their needs. 

A few highlights from the clinic manager included the following:
Patient volume is expected to maintain a steady rate.
The current amount of individual therapy appointments is significantly higher than group therapy appointments. 
There is a steady increase in length of stay for patients in the clinic, specifically for patients with diagnoses of PTSD, MDD, and adjustment disorder.
Low levels of EBP usage for PTSD and MDD are present in the clinic despite high levels of EBP training for providers. 
Increase of network referrals identified by the hospital commander. 

-----
Photo Credit: Photo by Jnn13, CC BY-SA 3.0 (http://creativecommons.org/licenses/by-sa/3.0), via Wikimedia Commons.
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SPEAKER NOTES: 

On the screen you see a snapshot of a High Utilizer list for Ft. Somewhere’s Behavioral Health clinic. The clinic compiled a list by reviewing active cases being seen in the clinic and looking at the number of total encounters these cases had within the clinic. 

We recommend that you work with your data managers to determine if they can identify high utilizers, as they may be able to generate a list like this using the MTFs data query functions. 

According to this sheet, there are several patients at the clinic who have been seen for more than 60 appointments! 

One role of the Clinic Manager is to take a closer look at why some patients are utilizing such a large amount of clinic resources. Throughout the rest of this section, we will be taking a closer look a few of these patient examples. Clinics benefit from having routine methods to determine the allocation of services across patients. 

For more information about identifying high utilizers, see the Toolkit Metrics Module for the training slide deck on Clinic-Level Metrics module. 
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SPEAKER NOTES: 

The clinic manager at FT. Somewhere has identified a patient, Specialist Smith, who has been seen for 110 encounters in the clinic, nearly all of which were weekly therapy appointments with one provider. That is a lot of clinic resources! 

To help understand what is happening, look over her information in the electronic medical record.  A review of encounter notes shows that the most common diagnosis is Anxiety Disorder NOS. Neither of these disorders would typically require treatment over such a long period.

By scanning through the notes, they also see that the patient is routinely scoring 4-6 on the GAD-7 scale when administered through the BHDP. These scores indicate very mild to sub-clinical levels of anxiety. 

The clinic manager decides to add CPL Smith to the upcoming 20/20 treatment team review lineup so that they can learn more about this case and why treatment is continuing for so long.
 
-------------
(U.S. Army National Guard photo by Spc. Michael Schwenk March 19, 2021).
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Busy clinics should have a structured approach for managing sub-clinical patients.

For instance, once a patient no longer needs weekly, one hour therapy sessions, providers have several options. They can:

End therapy, as planned and agreed upon at the onset of care. Unfortunately, if the patient “pushes back” on ending care, some providers may feel compelled to keep offering individual therapy.

Providers can also transition the patient into an existing process group within the clinic. Alternatively, if a provider has several sub-clinical patients and doesn’t want to lose the connection with them, then they can start a process group exclusively for their own patients. Such groups are called Therapy Continuation Groups and allow providers who have difficulty transitioning cases to keep the connection, but not loose several individual therapy slots per week. 

Providers can also move the patient to an alternate schedule - monthly or PRN- then terminate with the patient after a set amount of time.

The Toolkit’s Expanding Group Module and Patient Management Module also has example scripts for transitioning patients to a process group or ending active treatment.

----------
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Of course, its better to try and prevent patients from becoming long-term cases if possible. Some things your clinic can do to minimize this are:
Establish a clinic-wide limit on the usual number of sessions with a clear plan for what to do once the limit is reached. In these circumstances, exceptions to the limit can be granted with the approval of the clinic manager. 
Make the number of sessions in treatment plans explicit, with a planned re-assessment after a set number of sessions. 
Have frequent treatment team reviews for cases seen more than 20 times (i.e., The Toolkit has a form for conducting a treatment team review form for patients that have received over 20 appointments , the 20/20 review which is part of this module on Patient Management).
Add chart review items that address the need for further services. 
If you can set up a robust group therapy program that offers EBPs within your clinic, you can even require that new patients start with group therapy (sometimes concurrent to individual therapy, and others only in group). 
  * For patients with milder symptoms, they may be able to do a course of 6-12 weeks of group therapy first and be seen for a short course of individual therapy after the group only if it is still needed.  

--------
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Another special population that limits the effectiveness of therapy  may sometimes be referred to as under-engagers. 
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SPEAKER NOTES: 

This population is more difficult to manage as they have a clinically significant level of symptoms and distress, but they are not progressing in therapy due to some form of non-compliance. 

This can be due to: 
Missing multiple therapy sessions or showing up late for appointments, reducing the amount of time for their therapy appointments.
Refusing to complete homework or habitually forgetting to follow-through with it.
Feeling uncomfortable, but not truly being ready to make a real change in their life. For instance, they may be unhappy in their job, but are not willing to seek out a new job or take on the tasks needed to improve the current one. In this case, therapy could continue until the patient gets tired of it or some event happens in the job situation, such as a bad boss who is terminated.

----------
Photo Credit: Presenter Media (purchased by CDP)
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Here is another high utilizing patient from Ft. Somewhere.  In this case, the patient, CPT Gonzalez, has been seen 67 times. 

You have a technician pull the patient’s records and discover that this patient has a poor history of homework compliance as well as showing up late or frequently  rescheduling his appointments. 

By scanning through the notes, you also see that the patient is routinely scoring 53-61 on the PCL-5 scale when administered through the BHDP. These scores indicate moderate to severe levels of PTSD, despite more than 60 treatment sessions in the clinic. 

You decide to add CPT Gonzales to the upcoming treatment team meeting to do a detailed review of this care.  

--------
Photo taken by Spc. Maurice Cheeks Aug 20, 2019.
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Although under-engagers can be a very frustrating population to treat, providers have several options for managing this population.

If a patient’s progress has stalled and shows no signs of changing, providers can:

Link continued access to individual therapy to completing homework. Here the provider only books patients into another follow-up after homework has been completed.

Switch the patient into a process group, allowing patients to get weekly follow-up while waiting for the level of motivation to complete homework to increase before bringing back into individual therapy. 

End therapy due to non-compliance with care. This should be done in consultation with the treatment team and after offering the patient multiple opportunities to resolve the poor compliance. 

The Toolkit has example scripts for transitioning patients to process groups in the Expanding Groups Module or ending treatment in this Patient Management Module.

----------
Photo Credit: Presenter Media (purchased by CDP)
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SPEAKER NOTES: 

When it comes to subclinical cases, there will be some providers who do not want to transfer this type of patient off their schedule. However, providers need to understand that having too many people who fall into this category on their schedule hurts the clinic’s ability to meet its mission. 

Clinic managers can emphasize to providers that within the DoD, they must view themselves as a part of the Mental Health team within the MTF charged with treating the beneficiary population. To be an effective team member, all providers must share the complicated and risky cases. 

You may find that some providers keep sub-clinical cases on their caseloads because they are “safe.” A provider may not feel comfortable with managing more complex or high-risk cases and may also keep long-term cases to avoid getting too many new intakes. 

If this is the case, then clinic managers will need to work with a provider to make a training plan to create greater comfortable with tougher cases.

---------
(U.S. Air Force photo by Airman 1st Class Melody Bordeaux Nov 24, 2020)
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SPEAKER NOTES: 

The clinic manager plays a key role in helping providers manage sub-clinical cases such as:

Talking one-on-one with providers who are holding onto sub-clinical cases, using outcomes data to encourage them to terminate therapy or transfer these patients to a more appropriate level of care, like a supportive process therapy group.

Recognize that some clinicians may have difficulty with transitioning patients and help them in their professional development to become comfortable with this part of clinical practice.  

Even with a clinic manager intervening, some providers will still not want to shift long-term cases who are sub-clinical off their caseloads. We recommended that clinic managers avoid directly forcing this issue, but instead using creative solutions! For instance…

An easy solution to this problem is to simply let the provider make the choice of which cases to transition off their weekly caseload by changing a contingency within the clinic. 

Often, when a provider has too many long-term cases, they ask to stop or reduce new intakes, which removes pressure on them to move patients along, but adds to their fellow providers workload. 

If the clinic does not allow providers to refuse new intakes, then natural contingencies will kick in and the provider will start placing their sub-clinical patients into groups and transitioning them out of care, as they will have to triage cases themselves. 

If the standard for providers is four intakes per week, providers with large numbers of long-term therapy cases on their current panels will have to modify how they provide care to these cases or remove them from their schedule in order to accommodate the influx of new cases.

----------
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Another special population are those patients seeking care specifically to seek an administrative outcome (e.g., Medically boarded from the military or administratively separated for mental health reasons). Within Military Treatment Facilities (MTFs), behavioral health providers may serve as agents of change on both the administrative and clinical fronts.  As a result,

a small percentage of patients coming into a clinic are specifically seeking an administrative outcome. 
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SPEAKER NOTES: 

The problem with the patients whose primary purpose for entering care to attain some type of administrative outcome is that they do not necessarily want clinical improvement. 

To be clear, we are not talking about patients who are malingering or feigning illness here. We are talking about patients that have real distress and symptoms but aren’t primarily seeking symptom relief. They are seeking some sort of administrative outcome.

This can be especially challenging because therapy is less likely to work for these patients.
 
----------
Photo Credit: Creative Commons (purchased by CDP)
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SPEAKER NOTES: 

One role of the provider in these cases is to attempt to discern if clinical improvement is truly the patient’s motivation. Providers will need to consider whether treatment, given the time available and resources at hand, is likely to return the patient to duty. Further, determining if the patient’s motivation for seeking behavioral health services is more consistent with plans for an administrative outcome will be beneficial. 
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Presenter Notes
Presentation Notes
SPEAKER NOTES: 

What sorts of administrative outcomes do patients sometimes seek?  

Patients may want a discharge from the service, either by
- Administrative separation or 
- Medical Board

Patients may seek a change in duty status, such as 
- Being Listed as non-deployable
- Or even a change in job type (such as when someone comes in seeking to drop out of recruiting duty). 

They may also be seeking a change of duty station
- Such as when a sailor is seeking a transfer to a shore-based command.  



Assessing Patient Motivation
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Presenter Notes
Presentation Notes
SPEAKER NOTES: 
When patients come into care, as providers we usually assume they primarily want to get better. However, we may find that a patient is seeking an administrative outcome only after several weeks of attempting treatment to help them. 
Ideally it would be beneficial if the provider or clinic could identify patients who are entering care for reasons other than symptom reduction earlier in the process. CDP has developed a short questionnaire (i.e., The Patient Treatment Expectations and Beliefs Scale) for the Toolkit  as part of the Patient Management Module to assesses a patient’s motivation for initiating treatment and for staying in the military. 
The questionnaire can be given to select patients based on the judgement of the provider, or it can be included in a clinic’s intake packet for all new patients. Administration allows providers to have an early glimpse into a patient's motives for seeking mental health treatment.




SSG Johnson
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Presenter Notes
Presentation Notes
SPEAKER NOTES: 

Now, well talk about a third patient from Ft. Somewhere, clinic, SSG Johnson. 

This case was reviewed in a recent 20/20 treatment meeting. In preparation for the meeting, the BHT reviewed the most recent session notes for the case and noted that SSG Johnson has a habit of showing up late to appointments and is not following through on homework assignments from therapy. 

Staff Sargent Johnson is routinely scoring 20-27 on the PHQ-9 indicating a moderate to severe level of depression. Note that he is still symptomatic after more than 80 treatment sessions in the clinic. 

In preparation for the treatment team meeting, SSG Johnson’s provider discussed the lack of progress with Staff Sargent Johnson, who shared that he does not believe therapy will work, and that stated that he thinks he should just be medically boarded out of the service.  

-------
Photo by TSgt Sydney Sullivan Feb 8, 2019


Discussing Administrative Outcomes
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Presenter Notes
Presentation Notes
SPEAKER NOTES:

Many providers view it as taboo to ask a patient directly if their goal is separation or another administrative outcome like a change in career field or not going on a deployment. 

This dialogue should be normalized and understood as a regular part of the role of a military behavioral health provider. Laying all the options out on the table can encourage honest expression and allow for more thoughtful consideration of possible case dispositions. 

This also allows the patient to weigh the actual pros and cons of various options, as the provider can give them this information directly, hopefully steering them into making the best choice for themselves long term.  

For providers, this dialogue can help tailor a clinical intervention that may work better for this case.  An honest discussion can sometimes move a patient to see alternatives that may have a better long-term result for them and may be the thing that motivates them to make a behavioral change, rather than seeking some change in external circumstances such as not being at a duty station.

----------
Photo Credit: Creative Commons (purchased by CDP)
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Presentation Notes
SPEAKER NOTES:
 In order to manage patients seeking administrative outcomes. The clinician needs to be clear on what the patient is seeking. 

If an administrative outcome is the patient’s goal, then providing even the best EBP will not meet the patient’s desired outcome. 

In fact, providing care will likely result in poor patient engagement and/or high no-show rates, and therefore not be an effective use of resources. 

Whenever appropriate, providers should attempt to work with these patients to shift their goals from an administrative outcome to clinical improvement. 

However, if it seems that this is not likely, or if a patient has attempted a course of treatment which has not improved their level of symptoms or distress, then the provider should consider the appropriate administrative action, whether it be medical board, administrative separation, request for change in duty status or another action. 

--------
(U.S. Air Force photo/Tech. Sgt. Marie Brown. March 16, 2015)
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Presenter Notes
Presentation Notes
SPEAKER NOTES: 

Many clinics use the best practice of setting up specific processes and sets of groups for this population.
 
They also may assign a specific behavioral health technician to track ADSEP and MEB cases to make sure that their paperwork is moving through the process. 

Another beneficial strategy may be to set up specific groups for these patients, such as: 
ADSEP group- Enroll all patients who are undergoing an administrative separation.
MEB group - Has all patients undergoing an MEB enrolled. 

These types of groups can provide supportive counseling, education about the process, a focus on life after the military, and weekly check-ins for safety.

Note that some of these patients may also do well in other clinic groups centered on stress management or sleep hygiene as well. 

----------
Photo Credit: Creative Commons (purchased by CDP)



Step 3: Closing Cases

Closing
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Presenter Notes
Presentation Notes

SPEAKER NOTES: Transition Slide

SPEAKER NOTES: 
In the last section, we’ll talk about how cases leave the system and how clinics can successfully manage the problem of cases not leaving the system.  



Exiting the System
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Presentation Notes
SPEAKER NOTES: 

So, how do cases leave the clinic system?

Cases are closed with the following dispositions:
Patients get better and no longer need to come in
They may drop out of therapy early. 
This may be due to partial remission or things like lack of time, PCS, etc. Many of these patients return intermittently.
They are separated due to Medical Evaluation Board, or administrative separation. 

Ideally, clinics could monitor how patients leave the system and adapt to trends in metrics (e.g., addressing an increase of patient drop out rates). 

----------
Photo Credit: Creative Commons (purchased by CDP)
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Presentation Notes
SPEAKER NOTES: 

Before we end, I will note how the applying the management strategies we reviewed as part of the Clinic Optimization process should affect various patient dispositions. 

We have covered how cases come into the system and multiple factors about how patients are managed once in the clinic. If a clinic is struggling with poor throughput management, following the best practices and using this toolkit will have an impact on clinic efficiency and effectiveness with every type of disposition.

An increase in remission of disorders - Widespread EBP use will increase remission rates, as more patients are receiving therapies proven to work.

Dropping out early due to lack of progress should decrease - Increasing access to EBPs will allow faster symptom reduction, so patients should see progress earlier. Also, using outcome measures reinforces that change is occurring, even if a patient still has some symptoms. If patients are frustrated by long wait times for therapy appointments, clinic optimization should reduce this, allowing for greater access to care (e.g., attending weekly EBP groups versus waiting several weeks for an individual therapy follow-up appointment).

The number of MEBs and ADSEPS should decrease - Greater utilization of EBPs and more access to therapy overall should increase remission rates, decreasing MEB and ADSEP rates, meaning more patients stay on active duty!

A decrease in patients becoming long-term therapy cases - The Toolkit has several items  for identifying and addressing the problem of long-term therapy cases. If implemented, they will reduce this population to a manageable level. 


Toolkit Resources

> Training Decks
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Presentation Notes
SLIDE ANIMATION: Click 1: Second Training Deck called “Treatment Planning” appears

SPEAKER NOTES: The Patient Management module has 2 slide decks, the training you are watching now, and another one that covers Treatment Planning, which is meant for clinic providers. 


Toolkit Resources

I
WUSU cpp

Starting ¢

Evidence-Based Psychotherapies (E
scientific evidence. This type of thel
problems. EBPs tend o be very stru

This is what 2n EBF session typically
Handouts
Mood Check: Every week, your proy
Review Outcome Measurss: Outcor

you about your symptoms. You and
time to make sure treatment is wor

Agenda Setting [next 2-5m

You and your provider will work tog
ftems are prioritized to determine v

Homework Review (next 5-

Your provider will review any home
focusing on how the assignment tul
you were not able to complete the
time to work with you to prablem-s
assignment.

Discussion of Agenda Items¢

This is the “meat” of the session. D¢
items can include many different th

Clinic Outreach Handout
Services and Policies at {{INSERT CLINIC NAME}}

Tharnik you for taking some time ta learn more about our dlinic! This handout helps enzurs that the
agencies and people who refer petients to our dinic have up-to-dats information an the ssrvices we offer
and know some of the important polides under which we operate.

Serdices we primarily offer: {[Customize based on your dinic's capability})
& Psychiatric medicstion management
#  Largs rangs of group psychotherapy options across different days and times
®  Sort term peychotherapy: 6-18 sessions, with most petients seeing symprom relisf sfter 5
SBE5iONS
& A zmall number of long-term peychotherapy slots [{if clinic has 2 carve out for thisl}
Serdices we are not able to offer: {[Customize based on your dinic’s capability}}

®  Long-term

: After 20 sessions, 3 patient’s care undergoss a thorough review and 2
=r further care iz warranted.

#  Meurcpsychological testing: This service must be referred out into the netwark.

#  Biofeedbade: This service must be referred outinto the netwark.

Information about our dinic pofides: [[Customize based on wour dinic’s capability}}

®  Group the:
or anxiety disordss
with the dinic. We offer many evic
intenpersonal/zupport groups.

® wehave an on-c2ll provider assigned each day. If 2 orisis ocours &
unscheduled walk-in, then the on-call provider will ses them that day,
liksly be booked with other patients.

imary modality of care within aur clinic. Nearfy sl patients with 2 depr
e or more tyoes of group dassss when they start
=nie-based paychotherapy groups, 35 well 2

ve

patient requires an
s the primary provider wil

Pleass sae our “Clinic Services Handout” fior information on the specific groups we offer. Alzo, we
ENCoUrEgE VoU To provide 3 copy to the petient when making 3 referral.

pamems, talking through how to handle upcoming situstions, and discussing follow-up appeintments. It's easy to get
distracted by an in-depth discussion of what happened since the last session, 50 you and your provider

have to work togsther to stay on track.

New Homework (last 5-10 minutes of the session]

You and your provider will decide what sert of homework assignments will be done between sessions. Make sure you ask
questions about the homework and agree with what it will invelve. If you feel you aren't ready for something or don't

understand it, then let your provider know.
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Presenter Notes
Presentation Notes
SLIDE ANIMATION: Click 1: Second Handout entitled “Clinic Outreach Services…” appears

SPEAKER NOTES: The Patient Management module contains handouts for patients explaining the structure of EBPs and what to expect when starting psychotherapy.

The module also contains a template for explaining  clinic services to referral sources. 


Toolkit Resources

> Forms & Templates

The 20/20 review is a chance for tl
clinic. The frequency of this review
fellow providers using 3 structursd
appartunity ta problem-sohve barri

Provider complates this saction bef

Fatient name:

Diagnoses:

admin status (Pending
Frofile/MEE/ ADSEF?):

# of sassions/manths of BH
«care prior to this clinic
{iprior duty stations):

# of s2ssions to dats
[within this clinic):

# of s2s5ions with current
provider:

Formal outcome messures
being used:
‘Group attendance history:

‘current treatment goals:

Best Practices in Changing Levels of Care

Scenario #1: Provider decides to end individual therapy due to significant symptom remission. The therapist points
out that the patient is no longer symptomatic enough to nesd weekly individual care. We have two scripts for this
scenario, one offering & follow-on process group [Script A} and a second that ends therspy altogether (Soript B).

Script A&

Therapist: S5 5GT Riags, I'd like to foll 0 N o conversation from lost week
ohout ending theropy. As i look at the progress you have made in therapy, | have
been very pleased with how much your symptoms hove improved. You should be
proud of the work yow hove done, especiolly the exposure exercises you completed
to confront your reoctions to crowds and other triggers.

{fshows patient print out of scores on outcome measure(s)

W con see that your scores on the PCL hove steadlly declined and are nows in the
suh-clinicel range. This means that your scores on this scale ore obout the some as
people who don't hove the disorder! This iz the point in therapy where most people
con either set @ dote to stop coming in reguion’y or move to @ maintenance group
for continued therapy. [f you think you've improved enough to consider engling
theropy, then we'd set o dote for our lost session o few weeks from today.

SGET Rigs: Well, f have been feeling a lot better, but | still hove some nightmares and
dlid hove o panic attock obout two weeks ogo. Doesn't that mean | showld still come
in?

Therapist: As we've previously tolked shout, it’s important to hove dlear
expectations. it's comymaon to still hove some PTSD symptoms even gfter successful
tregtment. You may hove nightmares cocasionally for the next several years, but
they showld increcsingly become less intense and bother you less. Does that moke
sense?

SGT Rias: Sure Doc, but what if | need help later, fike if my nightmares get worse
ogain or | go bock to losing controd of my temper and things like that?

Therapist: That's o great question and something you showld be concerned about. 1
think you would be okoy without reguior follow-ug, especially if you know that you
can come in PRN, meaning thot you con ond showld book o follow-up if something
happens, like your symptoms come back. Sut if you are ot oll hesitant, then we can
olso hove you check out cur maintenance groups.

SET Rias: What iz the maintenance group thing? Should | go into something fike
that?

Therapist: These groups are for people who have ended individual theropy, but may
need some extra help from time to time. They are o great option, especially if you
aran't sure if you want to stop checking in requiarly with us ot the clinic.

Frovider had Izid the
groundwaork pricr to this
maeting.

Using scores on
oULCome measures
helps show the progress
made, especizlly if thers

threshold to the
maasure.

Provider is setting a
realistic expectation
that therapy will not
prevent all future
symptoms

Offering & group asa
transition iz appropriate
for patients wha are
hesitant sbout ending
therzpy altogether.

Provider is setting a
realistic expectation
that therapy will not

# of additional sessions
anticipated to treat the
patisnt:

Modalities used

[cirde all that are being
used with this patient;
indicate fraquency of
appointments per wesk
or per manth):

Indi
@ro
Med
Biot
Other;
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Presenter Notes
Presentation Notes
SLIDE ANIMATION: Click 1: Second form titled “Best Practices in Changing Levels of Care” appears

SPEAKER NOTES: The Patient Management module contains a customizable template for conducting a treatment team review and detailed scripts for explaining changes in levels of care to patients.


Toolkit Resources

MOTE TD USER- This template is intended to give your dinic a head start on developing its own SOP/O1 for
this topéc. The template cn quickly be adapted to fit your dinic’s needs, dropping content you do nat
need and adding amything you feel is relevant. Note that there are several highlighted areas, which should
be addressed as you customize this template for your dinic

Subject- Szandard Cperating Procedures (SCOF)/Operating Instructions |0l for the disposition of patents
desiring engoing individual psychasherapy when itis ro longer clinically indicated at the [Behavioral
Health clinic] &t [Medical Center].

Purpose: To establizh 2 structured, efficient, and ethicsl proczss for disposition of patiznts who desire
ongaing individual peychotherapy when it is not dinically indicated, and outline dinic management and
provider responszibilities relevant to this procsss.

References: [3dd any clinic SCPs/0Is that are referenced in this document]
1. Objectives.

1.1 Thiz policy sims to inform providers and administrators regarding the proceszes for monitaring
and managing the subclinical population within the clinic.

2 .

2.1 [Clinic management] has the oversll responsibility for continual reinforcemeant to providers and
patients that the role of military behavicral health dinics is to treat all benefici ithin the
MTF s catchment area. Clinic management is responsible for ensuring that dear cinic guidelines
regarding when individual psychotherapy will be terminated are disseminated to all dinic
prowiders.

22 [Pro 2] have the responsibility to ensure that patients understand that 2 course of individuz!
psychatherapy is time-limited, and that the dinic is not able to provide long-term indnidual
therapy. Froviders will establish zn expected tme-frame for the courss of therzoy with the
patiert based on presznting clinical disordsr 21 the onsst of trestment. Providers will share
with the patient how dinical progress will b2 messured and will provide ongoing feedback to the
patient regarding clinical progress. Providers are responsible for following the procedures 2=
outlined in this docurnent.

3. General

3.1 Az part of the effort to optimize services, the dinic will implemnent procedures to guide decisions
regarding termination dividugl psychotherapy for patients whose clinical condition no longer
WEITENts angaing in Py

3.2.Thiz 308,/01 3pplies to all staff working in the behizvioral hezlth clinic.

> Standard Operating

Procedures
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Presenter Notes
Presentation Notes
SPEAKER NOTES: Lastly, the module has a template for an SOP (or Operating Instruction) to establish procedures for managing sub-clinical patients.



Summary

* Distinguish different factors
affecting patient throughput in
clinics

* Analyze strategies for addressing
influx of patients, managing
ongoing cases, and closing cases
within a clinic
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Presenter Notes
Presentation Notes
SPEAKER NOTES: 

We hope you have enjoyed this presentation on managing patient throughput.  This presentation focused on distinguishing various factors affecting patient throughput in outpatient mental health clinics.  The presentation also reviewed various strategies for addressing the influx of patients, managing ongoing cases, and closing cases within an outpatient mental health clinic.


Clinic Optimization Toolkit

Modules

Clinic Gap
Analysis

Patient
Management

EBP Utilization

Group Therapy

Expansion

Technician
Support

Types of Resources

eTraining Decks

eSpreadsheets & Documents
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Presenter Notes
Presentation Notes
Speaker Notes:

This presentation is part of the Center for Deployment Psychology’s Clinic Optimization Toolkit. Additional resources are available in other toolkit modules.

----------
Photo Credit: Presenter Media (purchased by CDP)


Center for Deployment Psychology

Department of Medical & Clinical Psychology
Uniformed Services University of the Health Sciences
4301 Jones Bridge Road
Bethesda, MD 20814-4799

Contact Us

Email: cdp-ggg@usuhs.edu

Website: deploymentpsych.org
Facebook: http://www.facebook.com/DeploymentPsych

Twitter: @DeploymentPsych
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Presentation Notes
Speaker Notes:

If you have any additional questions, please use any of the available contact information to reach out to the Center for Deployment Psychology.

mailto:cdp-ggg@usuhs.edu
http://www.facebook.com/DeploymentPsych
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