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Beating the Blues

the online

way

BtB, a sophisticated, free CBT-based e-therapy
programme for GPs and their patients, is showing good results

Malcolm Falconer and Bruce Arroll

E-therapy has been of immense benefit to
patients with mental health issues. And people
who live in remote locations or have limited ac-
cess to face-to-face therapy may find e-therapy
particularly beneficial. However, even those

who can easily access personal therapy can find it helpful. This
would seem to contradict the premise behind therapy, which
says the therapeutic relationship has primacy in helping people
change. Engagement is seen as a key indicator when it comes to
therapy success. So, given this, why does e-therapy work?

Progressing at the user’s own pace

When people present with mental health problems they are
often below par when it comes to concentration and paying at-
tention. It is estimated only 10 per cent of what a therapist says
to a patient is retained by the patient — hence, the importance of
information hand-outs and homework in therapy. E-therapy fac-
tors in this attention deficit problem because the information is
processed at individual users’ pace, so they can rehearse and re-
fresh, by pausing or going back through the program, when they
lose track.

E-therapy comes in many forms, including “free-to-view” sites
such as depression.org, which is largely informational but also in-
cludes the immensely helpful tools on JK’s Journal — former All
Black and depression spokesperson John Kirwan's “journal”. These
are therapeutic, particularly with regard to behavioural activation.

Beating the Blues or BtB (which is free in New Zealand) is

a cognitive behavioural therapy (CBT) based e-therapy program.
It is a comparatively expensive, structured program of eight ses-
sions in which a person must be enrolled by being given a “blue
prescription”. But BtB is currently being funded by the Ministry of
Health and made available to all GPs and other qualified clinicians
through Manage My Health (www.managemyhealth.co.nz).

Doctors have to register themselves, after which they can issue
patients with blue prescriptions which will allow them to access
and undertake the BtB program.

A UK trial, conducted by Judy Proudfoot and colleagues, used
a randomised control comparison of patients who had treatment
as usual (TAU) with a group who had BtB only.! They found those
who had received BtB showed significantly greater improvement
in depression and anxiety compared with the TAU group by the
end of treatment (two months) and at the six-month follow up.

Symptom reduction was paralleled by improvements both in
work and social adjustment. Overall, the team’s findings indicated
this mode of therapy may have wide applicability in general prac-
tice. It could be offered either as an adjunct to pharmacotherapy
or to those patients who refuse drugs. Furthermore, the results
indicate the effects of BtB are independent of the baseline level
of depression. BtB was as effective with mild depression as with
severe depression.

The BtB programme — how it works

Beating the Blues is an eight-session program and begins with
the five-part CBT model that formulates and conceptualises the
mood disorder (not just depression, but anxiety, adjustment disor-
der, grief and any other mild to moderate condition).

Patient views a short outline introduction video
on Beating the Blues.

Goal setting for therapy. Explains how thoughts
can affect feelings. First behavioural module:
problem solving or activity scheduling (according
to specific individual problems).

Teaches how to challenge and change unhelpful
thoughts. Introduces three additional behavioural
modules: sleep management, graded exposure or

task breakdown (according to individual needs).

Examines the way the patient attributes
reason to events in their lives. Identifies
links between the reasons attributed and
effects on patients' self-esteem.

Reviews everything learnt.
Goal setting for coming months.

— — o~

Explains how depression and anxiety can affect
a person physically, emotionally, behaviourally
and cogpitively.

Teaches about unhelpful thoughts. Demonstrates
how to check thoughts for thinking errors.

Explains inner beliefs and how they can
contribute to depression and/or anxiety.

The patient verifies whether his/her “inner belief”
is helpful or unhelpful.

Examines the patient’s explanations for the
good and bad things that happen to him/her.

All diagrams and tables are reproduced courtesy of Medtech Limited and Ultrasis PLC

In face-to-face therapy, as with Beating the Blues therapy, this
is extremely helpful for people suffering mental distress. To break
the mess of confusion they are experiencing into its environmental,
physiological, behavioural, cognitive and emotional components
helps the person “make sense” of what they are going through.

This CBT explanation is the basis of the first three to four
sessions of BtB. The patient is spoken to through voice prompts
throughout the session. The program is also interspersed with
video vignettes of other patients talking about their situation. The
program is extremely helpful as either a stand-alone option or in
conjunction with face-to-face therapy.

Once a person progresses past the formulation section, the
program then offers some activity scheduling, in the mid-sessions,
followed, in the later sessions, by some in-depth core belief and
cognitive restructuring. This work uses terminology that may
differ from some CBT current terminology but is nonetheless
userfriendly and uses layperson’s language that can be easily un-
derstood. In the funded brief face-to-face therapy sessions that are
available it would be rare for a therapist to be able to offer the
depth and scope of therapy offered in the later BtB sessions.

Each session takes approximately 50 minutes for patients to
complete. You can’t go forward to a new session before complet-
ing the previous one. Patients can go back to previous sessions, but
to go forward they have to work through the structured program.

Guidelines for GPs enrolling patients in BtB

The Ministry of Health and the BtB national governance
group have developed some guidelines for GPs wanting to enrol
patients in BtB. These are as follows:

1. As is the case with all contact with health services, a suit-
ably qualified clinician must retain oversight of the patient
throughout his or her engagement with the service. In pri-
mary care this is usually the GP.

2. In the context of prescribing e-therapy, a “suitably qualified
health practitioner” is defined as one who is sufficiently quali-
fied and experienced to diagnose and manage anxiety and de-
pressive illnesses of mild to moderate severity. In practice, this
could be a primary mental health practitioner or a practice
nurse who has been delegated this task under a GP’s authority.

3. Enrolling a patient in e-therapy must be carried out by a
person acting as the person’s clinician or on the explicit del-
egated authority of a qualified health practitioner. In practice,
this could be a GP, a primary mental health practitioner (clini-
cian) or a practice nurse, or a primary mental health practi-
tioner acting in a care coordination role, but only if the person
is suitably qualified, as defined in “2” above.

4. Oversight of the patient’s progress throughout the e-therapy
process is to be maintained by the patient’s suitably qualified
health practitioner (again as in “2” above).

5. “Delegations” enacted to provide these services are to be re-
corded in the patient’s notes.

6. PHOs or practices will decide which locum staff have author-
ity in respect of the use of e-therapy (patient enrolment plus
ongoing oversight), and these staff members will record their
involvement in the patient’s notes, as above.

Basically, the program is designed for patients with mild to
moderate conditions. This is defined as a depression PHQ9 (pa-
tient health questionnaire) score of below 15, or a Kessler 10 score
of below 30. There is ample evidence in the published research
to demonstrate that for depression and anxiety, and other mood
disorders, CBT, in combination with an SSRI (selective serotonin
reuptake inhibitor) or other antidepressant medication, produces
better outcomes than either on its own.

Once a GP has gone through the mildly time-consuming pro-
cess (about 15 minutes on average) of enrolling as a BtB provider,
the process of enrolling a patient on BtB is very quick. Most PHOs
have people trained to offer some initial training to GPs and to
help them through the process.

Keeping track of patients’ progress

Once the GP is enrolled as a provider, and has enrolled a patient
on the program, the benefits become obvious. The GP can track a
patient via reports on Manage My Health - see “The Program”.

A GP can track if a patient is improving or deteriorating while
on the program. As part of sessions 1, 3, 5 and 8 the patient com-
pletes a PHQ-9 and a GAD-7 (generalised anxiety disorder) ques-
tionnaire. At these junctures, the patient also completes a suicide
screen.

Beating the Blues has a module which alerts GPs to patients
with high suicidal ideation. If the patient is having some suicidal
thoughts, he or she will be asked about their severity and, if this
indicates a risk, will be stopped on the program and a screen will
pop up with some helpline contacts. The GP will also receive an
email alert advising the patient is at some degree of risk.

This issue has caused some concern for GPs who make the
assumption this means they will become a pseudo crisis service.
This is not the case. The crisis teams for the various DHBs have a
statutory responsibility to monitor risk, and if the GP has not given
the patient these contact numbers it may be incumbent on the GP
to do so at this point.
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Screen grab from the BtB website showing tracking of a patient's progress.

BtB is similar to prescribing SSRIs in this regard — and when
it comes to many other comparisons. Patients can become suicidal
while on a course of medication and the GP may or may not hear
about it. With BtB, the GP does hear about it. I (Malcolm) have
prescribed more BtB prescriptions than any other individual in
the country since the program was rolled out 18 months ago, and
I’'m convinced the program is worthwhile.

Those who complete BtB report astounding results

As stated, BtB uptake shows similarities to trends in prescrib-
ing medication for depression. Many people don’t get their pre-
scription filled, ie, they don’t activate it. Many people also don't
complete the course, ie, they stop when they feel good again. A
few people quit and even fewer have suicidal thoughts while on
the course. This is the nature of mood disorders. However, those
who do complete BtB report astounding results. Those who don’t
either deteriorate or they get better and move on, and you don’t
hear from them again.

The ministry’s rollout of BtB is halfway through its initial trial.
To have a previously expensive program freely available to GPs to
prescribe to their patients represents a great addition to the arse-
nal available to combat the debilitating effects of mood disorders.
I urge those GPs who have not trialled BtB to see if it can benefit
their patients. I am sure you will discover, as I have, the benefits
are worth the minute or two of time involved in generating a Blue
prescription.

If you have any problems getting enrolled by your PHO prima-
ry mental health service or coordinator, contact Andy Whittington
at Medtech: awhittington@medtechglobal.com

The Beating the Blues website address is: www.beatingthe-
blues.co.nz
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Beating the Blues: national usage summary

Percentage of Blue
prescriptions activated

Not Activated 42 per cent
Activated 58 per cent
Not Started 12 per cent
Session 1 38 per cent
Session 2 24 per cent
Session 3 18 per cent
Session 4 13 per cent
Session 5 10 per cent
Session 6 8 per cent

Session 7 7 per cent

Session 8 3 per cent

Quit 0.8 per cent

Source: Ministry of Health, 2012

Help your patients

reach remission
and look on the
bright side.

The BtB programme features a GP alert for when a patient is at risk of sui-
cide, but this doesn't mean doctors will become a pseudo crisis service

Consider prescribing Arrow-Venlafaxine XR
and help reduce health costs.
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result in more patients being able to be funded.
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Arrow-Venlafaxine XR tablets contain venlafaxine (as hydrochloride) 37.5 mg, 75mg, 150mg. Prescription Medicine. Indications: Arrow-Venlafaxine XR is indicated for the treatment of major
depression including prevention of relapse and recurrence, generalised anxiety disorder, social anxiety disorder and panic disorder. Contraindications: Concomitant use of MAOI's and hypersensitivity
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Clinical worsening and suicide risk, serotonin syndrome or Neuroleptic Malignant Syndrome (NMS) like reactions, mydriasis in patients with raised

intra-ocular pressure or at risk for acute narrow-angle glaucoma, renal or hepatic impairment, sustained hypertension, increase in serum cholesterol, hyponatraemia and/or Syndrome of Inappropriate
Antidiuretic Hormone Secretion (SIADH), concurrent iliness affecting haemodynamic responses, myocardial infarction or unstable heart disease, abrupt discontinuation, altered weight, seizures, history
of aggression or bipolar disorder, skin/allergic reactions, skin and mucous membrane bleeding including gastrointestinal haemorrhage or conditions requiring anti-coagulant or platelet therapies, caution
operating hazardous machinery, history of drug abuse. Pregnancy category B2; discontinuation effects in neonates. Lactation; Use of Arrow-Venlafaxine XR not recommended in lactating women.
Paediatric use: Should not be used in patients under 18 years of age. Adverse effects: Major: anaphylaxis, hypotension, syncope, QT prolongation, ventricular fibrillation, ventricular tachycardia,
pancreatitis, prolonged bleeding time, thrombocytopenia, blood dyscrasias, abnormal liver function tests, hepatitis, SIADH, rhabdomyolysis, akathisia, convulsion, NMS, serotonergic syndrome, delirium,
extrapyramidal reactions, tardive dyskinesia, pulmonary eosinophilia, erythema multiforme, Stevens-Johnson syndrome, toxic epidermal necrolysis, angle closure glaucoma. Common (>1%): Asthenia/
fatigue, chills, somnolence, hypertension, vasodilation, palpitations, decreased appetite, constipation, nausea, vomiting, gastrointestinal bleeding, serum cholesterol increased, weight loss, headache,
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or increased irregular bleeding (e.g. menorrhagia, metrorrhagia), urination frequency increased. Interactions: MAO!'s including linezolid and moclobemide (allow = 14 days after ceasing MAOI before
starting Arrow-Venlafaxine XR, = 24 hours after ceasing moclobemide before starting Arrow-Venlafaxine XR, =7 days after ceasing Arrow-Venlafaxine XR before starting moclobemide/MAQI). CNS-active
drugs including Hypericum perforatum (St John's Wort), triptans, SSRIs, other SNRIs, lithium, sibutramine, tramadol, serotonin precursors (e.g. tryptophan supplements), clozapine, indinavir, ethanol,
cimetidine, haloperidol, metoprolol, risperidone, CYP2D6 and CYP3A4 inhibitors. Dose: For the treatment of panic disorder; 37.5mg/day for the first 4 to 7 days, after which increase to 75mg once daily,
increasing to 225mg/day if required. For all other indications; 75mg once daily, increase to 150-375mg/day if required. Please refer to full prescribing information available at www.medsafe.govt.nz.
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