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Resources Available to Download
After the Presentation
• HSAG Readmission Reduction Intervention #6
with Prescription-related Resources

Resource Sheets:
• Crisis
• Intervention
• Everyday Needs
• Behavioral Health (BH) Treatment/Services
• Substance Abuse Treatment/Services
• Educational Opportunities
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Online Poll: What Do You Say?
How do you rate your awareness of medical or physical
conditions which could be mistaken for a psychiatric crisis?

a. Very High
b. High
c. Low
d. Very Low
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What Is a Quality Improvement Organization?
• Funded by the Centers for
Medicare & Medicaid
Services (CMS)
– Dedicated to improving health
quality at the community level
– Ensures people with Medicare
and Medicaid get the care they
deserve
– Improves care for everyone
– Largest federal program
dedicated to improving health
quality at the community level
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Department of
Health & Human
Services

CMS

How This Webinar Series Came About
• 2016 HSAG Behavioral Health
Summits’ workgroup on
Community Education.
• Survey sent out to non-behavioral
health community members to
help identify:
• Level of interest in education/information
• Topics of most interest
• Best times to offer webinars
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HSAG 2017 Project Status
2017 Behavioral Health Educational Webinar Series is halfway completed!
• January 13: First Things First: Behavioral Health Basics(completed)
• March 3: Understanding Common Disorders(completed)
• May 5: De-escalation Techniques (completed)
• July 14: Community and Behavioral Health Resources (completed)
• September 8: Voluntary vs. Involuntary Evaluation and Treatment (completed)
• November 3: Medication and Medical Issues
Other Projects:
• Online Resource Guide Use training
• “Teach-Back” patient communication training
• Medication History Toolkit: Monthly education flyer, training and materials
• Readmission Risk and Audit Tools in ongoing development
• 10 Readmission Reduction Interventions: Educational Flyer Series
• Ongoing work with PCPs, IPFs and community stakeholders toward improved
care coordination and readmission reduction
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Authorities on Mental Health Say:
World Health Organization
(WHO) March 30, 2017

National Alliance on Mental
Illness (NAMI)

• Depression is the leading
cause of ill health and
disability worldwide
• 300 million people living
with depression.
• Increased more than 18
percent between 2005
and 2015.

• One in five adults in America
experience a mental illness.
• Nearly 1 in 25 adults in America
live with a serious mental illness.
• 90 percent of those who die by suicide
have an underlying mental illness.
• Suicide is the tenth leading cause of
death in the U.S.
• One-half of all chronic mental illness
begins by the age of 14; threequarters by the age of 24.

•
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Source Link: From the World Health Organization:
http://www.who.int/mediacentre/news/releases/2017/w
orld-health-day/en

•

Source Link: From the National Alliance on Mental Illness (NAMI):
https://www.nami.org/Learn-More/Mental-Health-By-theNumbers

How does your state rate and why?
Mental Health America (MHA) 2017 Report
•
•
•
•

Overall Ranking by State
Adults
Kids
Substance-related

• Generally, a lower ranking
indicates higher prevalence
of mental illness and lower
rates of access to care
• AZ has done a lot of work
to fight stigma and
encourage seeking help:
this increases prevalence
and impacts a lower ranking
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Overall Ranking
Rank

State

Rank

State

Rank

State

1

Connecticut

18

Wisconsin

35

Nebraska

2

Massachusetts

19

Texas

36

Missouri

3

Iowa

20

Virginia

37

Ohio

4

New Jersey

21

Oklahoma

38

Montana

5

Hawaii

22

Alabama

39

Louisiana

6

Maryland

23

Kansas

40

Georgia

7

Delaware

24

Michigan

41

Washington

8

Maine

25

Colorado

42

Arizona

9

Illinois

26

Wyoming

43

West Virginia

10

South Dakota

27

North Carolina

44

District of
Columbia

11

Pennsylvania

28

Arkansas

45

Tennessee

12

Vermont

29

Alaska

46

Mississippi

13

New Your

30

New Hampshire

47

Indiana

14

North Dakota

31

South Carolina

48

Idaho

15

California

32

New Mexico

49

Oregon

16

Florida

33

Kentucky

50

Utah

Minnesota

34

Rhode Island

51

Nevada
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Source: Mental Health America.
© Copyright Mental Health America“ downloaded 08/18/17

Presenter Introductions
Michael Riddle, MD
Chief Psychiatrist
Connections Arizona
Urgent Psychiatric Center

Nicole Murdock, PharmD
Associate Professor
Midwestern University School of Pharmacy

Medicine and Psychiatry
Mental Illness: always a diagnosis of exclusion
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Exclusions
• DSM 5—The
symptoms cannot
be due to the
physiologic effects
of a substance or
general medical
condition.
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DSM 5 = Diagnostic and Statistical Manual, Fifth Edition

Why Do We Jump to Conclusions?
• Lack of time

• Lack of knowledge

• Prejudice/stigma
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Example #1
• 45-year-old female admitted to an acute care facility
for confusion and abdominal pain
– All imaging studies negative

• Psychiatry consulted for a presumed diagnosis of
schizophrenia
• On evaluation she was sitting up in bed
– Disheveled and drooling
– Disoriented
– Paranoid, responding to internal stimuli

• Hallucinations were predominantly visual
• No known prior history of mental illness
– Possible family history of schizophrenia

• Incontinent on multiple occasions
13

Schizophrenia?
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Medicine and Psychiatry
Hints of a medical cause for mental health symptoms
• Age greater than 40 with no prior history
•

Co-occurring physical symptoms

•

Abnormal vital signs

•

Fluctuating orientation/level of consciousness

•

Symptoms in proximity to some other event

•

Predominate visual, tactile or olfactory hallucinations

•

Less responsive to psychotropic treatments
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Ψ

Example #2
• 52-year-old female admitted to inpatient mental health unit
– mood instability
– difficulty with sleep
– possible bipolar disorder or anxiety disorder

• Prior history of a depressive episode

– No personal or family history of bipolar disorder

• During her stay she typically seems to have a stable mood, though
some anxiety due to the admission
• Experiences episodes of acute agitation
–
–
–
–

Becomes paranoid
Expresses delusions and seem anxious
Becomes disoriented during these episodes
Develops elevated blood pressure and tachycardia

• Symptoms last about an hour
• Patient responds to antipsychotic administration
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Symptoms Typical With…
Bipolar Disorder?
Depression?
Anxiety?
Psychosis?
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Hints
Anxiety/Bipolar
(Mania): Symptoms may
include increased
energy/restlessness,
sleep disturbance, poor
concentration, racing
thoughts, impulsivity,
rapid/pressured speech,
grandiosity, and
agitation/anger.

Ψ
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•
•
•
•
•
•
•
•

Hormones
Neurological
Cardiac
Cancer
Respiratory
Medications
Infection
Illicit Substances

Hints (cont.)
Depression: Symptoms
may include lack of
energy, poor
concentration, lack of
appetite, poor
motivation, sleep
changes, depressed
mood, and loss of
interest in
pleasurable
activities.

Ψ
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•
•
•
•
•
•
•
•

Hormones
Neurological
Cardiac
Cancer
Respiratory
Medications
Infection
Illicit Substances

Hints (cont.)
Psychosis: Symptoms
may include
hallucinations,
delusions, paranoia,
poor self care,
decreased
spontaneity/catatonia,
disorganization of
thought, and
disorganization
of behavior.

Ψ
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•
•
•
•
•
•
•
•

Hormones
Neurological
Metabolic Changes
Cancer
Toxicity
Medications
Infection
Illicit Substances

Common Tests
•
•
•
•
•
•
•
•
•
•
•
•
•
•
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Physical exam
Blood sugar
Chest x-ray
Blood oxygen level
Head and abdomen imaging
Vital signs
EKG/heart testing
Medications
EEG/brain waves
Bladder scan
Urine tests—UDS/UA
Thyroid studies
Standard blood tests
Sex hormone levels

Summary: Medicine and Psychiatry
• Mental Illness is always a diagnosis of
exclusion
• Always look out for indicators of medical
causes of mental illness
• Advocate! Advocate! Advocate!
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Once medical concerns have been ruled out and
psychiatric evaluation has been completed,
psychotropic medications can be considered to help
alleviate symptoms.

Medication Management in Behavioral Health

No Magic Pill

Psychotropic medications do not cure mental
conditions they, merely help treat symptoms
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Treatment Is not so Simple
Medication management
in behavioral health is not
a linear relationship
• Medication resistant
conditions
• Behavioral health
conditions have an extra
layer of complexity
– Cognitive response
– Dependence/tolerance
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Treatment Is not so Simple (cont.)
• Behavioral issues contribute
– Inconsistent use
– Drug/alcohol use
– Environmental/
situational influences

• Comorbidities and poly-pharmacy contribute
– Medication/comorbidity contraindications
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How Does Medication Alleviate Symptoms?
• What would the explanation be to a lay
person or someone new to the world of
behavioral health and psychotropic
medication?
• How long does it take for medication to start
being effective–for the patient to feel any
different? And why does it take so long?
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Neuro-Biologic Conditions
• Little/no objective testing available to determine
underlying cause
–
–
–
–

Organic depletion of serotonin
Opioidergic
HPA (hypothalamic-pituitary-adrenal) axis dysfunction
BDNF (brain derived neurotrophic factor)
downregulation
– GABA (gamma aminobutryric acid) interplay
– NMDA (N-methyl-D-aspartate) interplay

• Often multifactorial
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Situations in which medication
may not be effective
Medication Management in
Behavioral Health

Treatment “Resistant”
Lack of Treatment

Lack of Response

• Only ~50% of patients
with depression receive
some form of treatment

• About 30% of patients
will not respond to
typical treatment

• Even lower for
schizophrenia
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• Require additional
evaluation or
psychosocial
intervention

Treatment Is Not Working…. Now What?
• Assess for
“pseudo-resistance”
• Antidepressant
Treatment History Form
– Falls in 3 areas of clinical
assessment
• Physician factors
• Patient factors
• Accuracy of diagnosis
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Physician Factors
• Under-dosing of current
therapy
• Inadequate length of
treatment
• Hesitation for
augmentation therapy
• Failure to target symptomdriven conditions
• Failure to recognize comorbid
conditions
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Patient Factors
Compliance/adherence
• Poor persistence with meds and
therapy
(~50% after 1–2 months)

• Barriers
– Patient education (slow onset
of effective treatment)
– Adverse effects (real or
perceived)
• nausea
• sleep disturbances
• weight gain
– Cost
– Time
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• Pharmacogenomics
• Poly-pharmacy
– Higher rates of drug-drug
interactions
– Especially in elderly with
behavioral health and
comorbid conditions

Accuracy of Diagnosis
• Is there a primary
medical condition
not being treated?
• Is there a primary
behavioral health
disorder not being
treated (e.g., substance
induced mood disorder)?

• Depressive severity
and chronicity
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• Is there an unrecognized
psychiatric comorbid/subtype?
– Psychotic depression
– Bipolar disorder
– Personality disorder (OCD, etc.)
– Anxiety
– Substance abuse
– Seasonal affective disorder
– Prodromal dementia
– Vascular depression (“poststroke” depression)
– Drugs (glucocorticoids,
antihypertensive, illicit drugs,
alcohol, over-replacement of
thyroid, etc.)

Summary: Medication Management in
Behavioral Health
• Complexity of medication management is that
treatment is not linear
• Checklist to ask when medications may not be working
 Is it the right diagnosis?
 Are there adherence issues?
 Have you allowed enough time for treatment
to be effective?
 Is cognitive therapy part of the treatment?
 Have you checked pharmacogenomics on this patient?
 Right drug, dose, route, frequency? Augmentation?
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Reminders from “Medicine and Psychiatry”
• Mental illness is always a diagnosis of
exclusion
• Always look out for indicators
of medical causes of mental illness
• Advocate! Advocate! Advocate!
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Closing Thoughts
• Give patients consistent and thorough
evaluation at every patient contact.
• Educate the patient and community about
processes, timelines, and best practices in
behavioral health.
• In addition to medication, provide tools to
empower patients in the management of
their own health.

37

Live Online Poll: What Do You Say Now?
How do you rate your awareness of medical or
physical conditions which could be mistaken for a
psychiatric crisis now?
a.Very High
b.High
c.Low
d.Very Low
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Deepest Appreciation to our Presenters!
Michael Riddle, MD
Chief Psychiatrist
Connections Arizona
Urgent Psychiatric Center

Nicole Murdock, Pharm.D
Associate Professor
Midwestern University School of Pharmacology

Contact Information
Michael Riddle
mike.riddle@connectionsarizona.com
Nicole Murdock
nmurdo@midwestern.edu
Dennette Janus
djanus@hsag.com
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2017 BH Education Series: COMPLETED!
Recordings and materials available at:
www.hsag.com/events
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Topic

Content

Date

Time

1. Behavioral Health
Basics

“I think I know what you are talking about but I’m not
sure.” Definitions, abbreviations, and misunderstandings

Friday
Jan. 13, 2017

9–10 a.m. MST

2. Understanding
Common Disorders

“Were you aware there is a difference between mood
and personality disorders?” Categories of diagnoses and
misconceptions

Friday
March 3, 2017

9–10 a.m. MST
8 a.m. PST
11 a.m. EST

3. De-escalation
Techniques

“This is what to do when someone is acting out of
control.” Proven tips/tactics for phone or in-person
contacts to help promote calm and cooperation

Friday
May 5, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

4. Community and
Behavioral Health
Resources

“Where do I find the most reliable referral information?”
Demonstration of finding and using resource guides
online and language use for increased success

Friday
July 14, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

5. Voluntary vs.
Involuntary
Treatment

“It is sometimes possible to help someone who refuses
treatment.” Understanding court-ordered evaluation and
treatment processes and limitations

Friday
Sept. 8, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

6. Medication and
Medical Issues

“I didn’t know that!” Medical conditions that mimic or
may cause crises and how medication can work to
decrease symptoms

Friday
Nov. 3, 2017

9–10 a.m. MST
9 a.m. PDT
12 noon EDT

All sessions are live webinars, recorded and presented by area professionals

8 a.m. PST
11 a.m. EST

2018 Webinar Series is in Development!
•
•
•
•
•
•

Relationship Alphabet Soup
Inpatient Psychiatric Treatment
Changing the stigma and images of ECT
SSI/SSDI: Similar but very different
Dementia in more detail
Caregiving: Mindfulness and Resources

• Save-the-date flyer coming soon!
43

Prescription-Related Resources
For Prescribers: Formulary Verification by Insurance Plan
“The easy and efficient way for physicians’ offices to complete prior authorization (PA)
requests for any drug and nearly all health plans!” Cover My Meds. A no-cost, HIPAAcompliant online resource option for you!
www.Covermymeds.com or call 1.866.452.5017
Prescription Assistance Programs
Individual pharmaceutical companies
Online prescription assistance guides can help identify other
programs available by drug name or medical condition and
offer printable medication discount cards.
http://www.needymeds.org/ or call 1.800.503.6897
http://rxassist.org/ or call 1.877.537.5537
Medicare Part D: A guide for applying for assistance with
medication costs and for when a patient is in the Medicare
“donut hole:”
www.medicare.gov/find-a-plan or call 1.800.633.4227
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Nationwide Resources
Crisis Resources: Nationwide
•

National Suicide Hotline
800.273.TALK (8255)
www.suicidepreventionlifeline.org

•

National Drug/Alcohol referral service 800.662.HELP
(4357) #2 for Spanish
www.samhsa.gov/find-help/national-helpline

•

Teen Lifeline 1.877.YOUTHLINE

•

Crisis Text Line: Text “help” to 741741 for any crisis
situation

•

Poison Control 800.222.1222

•

National Alliance on Mental Illness (NAMI)
www.nami.org | 800.950.6264

•

Mental Health America www.mentalhealthamerica.net |
800.969.6642
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Arizona-Specific Resources
Crisis Resources: Arizona
• Crisis Response Network
800.631.1314 or 602.222.9444
• Teen Lifeline 800.248.TEEN (8336)
General Community Resources:
• AZ 211 Call “211” or https://211arizona.org
• http://findhelpphx.org
• http://arizonaselfhelp.org
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Arizona-Specific Resources (cont.)
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This material was prepared by Health Services Advisory Group, the Medicare Quality
Improvement Organization for Arizona, California, Florida, Ohio, and the U.S. Virgin Islands,
under contract with the Centers for Medicare & Medicaid Services (CMS), an agency of the
U.S. Department of Health and Human Services. The contents presented do not necessarily
reflect CMS policy. Publication No. QN-11SOW-XC-10232017-02

