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Care for SchizophreniaCare for Schizophrenia

Chronic disorders of thoughtg
Lifetime prevalence = 1.3%

– half of patients at public clinics

Leading cause of disability
Outcomes are good withg

– Assertive Community Treatment
– appropriate antipsychotic medication

i i l d– caregiver involvement and support
– supported employment / IPS

Use of these is low to moderateUse of these is low to moderate
– outcomes in routine care are often poor



Improving Care for SchizophreniaImproving Care for Schizophrenia
 President’s New Freedom Commission

– recovery-oriented & evidence-based care
VA has improved care nationally

t h i t l h lth– not as much in mental health
How to improve care for schizophrenia?

– little researchlittle research
– need methods that are feasible at all sites
– apply chronic illness model

» informatics reorganization proactive service delivery» informatics, reorganization, proactive service delivery

Challenges
– lack of routine, valid outcomes data in EMR (CPRS)( )
– clinicians not using recovery-oriented treatments



EQUIPEQUIP

Evaluate a Chronic Care Model in Schizophreniap
– “Enhancing QUality of Care In Psychosis” (EQUIP)
– improve treatment quality, recovery-orientation

Randomized, controlled trial
– design

» 2 clinics, 65 psychiatrists, 398 patients
» randomize by MD 
» summative and process evaluationsp

– intervention (2003-2004)
» implement chronic care principles

– control: usual care



Intervention MethodsIntervention Methods

Opinion leadersp
Nurse quality manager
 Implementation tool-kits p e e a o oo s

– antipsychotic meds: clozapine & wellness services
– family services: train clinicians to run groups

 Psychiatric “vital signs”
– nurses trained to research standards

b f b f h MD i i– web-entry of assessment before each MD visit
– “Pop-Up” provides assessment to MDs and

allows messaging among clinicians
– quality reports for clinicians and managers









Summative ResultsSummative Results

 Improved p
– prescribing for psychosis
– use of evidence-based weight intervention
– medication adherence

No improvement
– use of clozapine
– use of family services
– patient quality of life

patient satisfaction– patient satisfaction



Process Evaluation: DomainsProcess Evaluation: Domains

ClinicsClinics
– structure and process of care

CliniciansClinicians
– competencies, practices, burn-out

Implementation activitiesImplementation activities
Use of wellness, clozapine, and 

f il ifamily services



Process Evaluation:
Data from CliniciansData from Clinicians

Method: semi-structured interviews & 
questionnaires

 P i l t ti ( 44) Pre-implementation (n=44)
– clinical practices
– expected barriers and facilitatorsp

Mid-implementation (n=18)
– usefulness and usability of PopUp and Quality Report

 Post-implementation (n=14)
– clinical practices
– attitudes knowledge skills: EBPs and recoveryattitudes, knowledge, skills: EBPs and recovery
– barriers and facilitators (especially family)



ResultsResults

Challenges implementing evidence based g p g
treatments differ by treatment

 Family Services
– pre & post survey: most clinicians reported support for 

family services and involving familiesfamily services and involving families
– utilization: no patients who consented to family contact were 

referred to family intervention
– post interview: clinicians believed consumers lacked family 

contact (untrue) and that families could hurt patients
– need: reorganization & intensive negotiation betweenneed: reorganization & intensive negotiation between 

patients, families and clinicians



ResultsResults
 Weight and wellness 

– 1/3 to 1/2 of patients were obese
– evidence-based wellness intervention was implemented

» received by 73% of overweight patients
» number of visits was low

– psychiatrists did not change prescribing

 Clozapine and psychosis
– new clinic started but very few referrals
– pharmacy requirements cumbersome p y q
– clinician competency low

» not trained or credentialed
» resistant: clozapine requires longer visits, more effortp q g ,
» did not believe clozapine would helpful



Informatics ResultsInformatics Results

Quality reportsQ y p
– little use by psychiatrists

 PopUp
– clinicians used

» data on side-effects and functioning
» messaging to collaborate

– did not use 
» treatment guidelines» treatment guidelines
» symptom assessment

Were critical for implementationWere critical for implementation



ConclusionsConclusions

Implementation barriers vary by practicep y y p
Common themes

– under-developed clinician competenciesp p
– clinician burn-out
– low availability of psychosocial treatments
– organization of care not consistent with quality 

practice
» collaboration between services was very difficult» collaboration between services was very difficult 

(nutrition, pharmacy, primary care)
» needed more local input AND engagement of 

l d hi (VISN)leadership (VISN)



Lessons LearnedLessons Learned

Process evaluation criticalProcess evaluation critical
– lessons learned used midstream and in current 

work

Challenges can only be fully understood 
during implementationg p

In schizophrenia, implement
routine outcome assessment– routine outcome assessment

– resources for each treatment
– evidence-based quality improvementevidence based quality improvement
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