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these programs work, because thereÕs no collection of outcome data.  To some extent,

weÕre flying blind.[2]  The Institute of Medicine recommended systematic collection of

patient outcomes to support benchmarking, continuous improvement, and provider

accountability across both departments.

We have a different story to share with the Committee, about a technology currently being

piloted at Walter Reed NMMC which is doing ALL of these.   Thanks to military leaders

like Dr. Terry Rauch in Defense Health and the Behavioral Health leadership at Walter

Reed National Military Medical Center, we may have simple, powerful tools today that

can improve medication outcomes, improve access to care, and reduce suicide risk

for veterans.  ItÕs good news.  We ask that the Committee take notice of research in this

area and encourage the VA and DOD to collaborate on rapid advancement and

deployment of this type of research.

PEER Background

PEER is an outcome registry that helps double the effectiveness of medications by

providing doctors with objective information.  This quality assurance information helps

physicians to reduce trial & error prescribing, and thereby reduce patient exposure to

ineffective medications.[3]

Physicians developed PEER to address a fundamental gap in mental health: while

medications currently represent the dominant treatment for mental disorders, historically

there has been no way to personalize therapy to an individualÕs unique physiology.  Unlike

most other specialties, where there is, for example, an x-ray or a blood test on which to

base treatment, there has been no physiological test in Psychiatry to guide treatment.  As

a result, the most common treatment modality for mental disorders is trial and error

pharmacotherapy.  Which is exactly what it sounds like:  your doctor will try one or more

medications for up to six weeks to learn whether you respond and/or have intolerable

side-effects, before proceeding to a different medication.

Even though it is the standard of care for most VA/DOD treatment, patients arenÕt often

informed of the limitations of trial and error:

For veterans to make such informed treatment decisions, they need to be educated about

what treatment options are available and the risks, benefits, and possible outcomes

associated with each option, including no treatment (VA/DoD, 2010).[4]
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We see in the IOM Report and from testimony before this Committee that real world

clinical results for trial and error are not very good, and the evidence is not as strong as

once thought.  As a result, multiple studies have confirmed that 50% of patients will never

seek treatment, 50% will dropout after a single visit, and 50% will not respond to

prescribed medications.[5]  Accordingly, SAMHSA has reported that only 12.7% of

Americans get Òminimally adequateÓ mental health treatment.[6]  The IOM Report found

that 33% of PTSD patients received Òminimally

adequateÓ treatment, but persistent trends in terms of stigma, dropout rates, and

response rates have continued[7].  This is how military physicians have summarized the

unmet need:

ÒDespite the magnitude of the problem, treatment of mental illness is unsophisticated at

best and unsatisfactory at worst. Current psychopharmacotherapy practices are clinician-

dependent, inductive and assume that certain behavioral symptoms respond to a specific

medication class.  This selection process is highly subjective.  Further, there has been no

objective method to select which of the numbers psychoactive medications will be

effective in any particular patient.  Additionally, a large pharmacoeconomic benefit could

be seen if medications for patients could be based on an objective tool to inform the

choice of medication by responsiveness or decreased adverse events.Ó[8]

PEER Technology

PEER* is a crowdsourced registry of patient outcomes that is used to compare

responsiveness or non-responsiveness to particular medications according to a common

test of brain function, the Electroencephalogram (EEG).  The process is simple:  a patient

receives a 20-minute EEG (a painless, non-invasive procedure) which is uploaded to the

cloud, and within an hour their physician receives a 2-page report on medication

sensitivity to his/her computer or iPad.  Physicians enter outcomes at each visit which are

then fed back into the database to improve its predictiveness for future releases.

Evidence for this approach is consistently strong.  Over 84 prior clinical trials[9]

representing over 3,500 subjects using PEER, its predecessor technology rEEG, and

other quantitative EEG tools have demonstrated success in predicting medication

response.  These trials have consistently shown a doubling in medication

effectiveness, and more recent trials have shown substantial reductions in

medication risk, improvement in adherence to treatment, and improved physician
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efficiency.  In a randomized, prospective controlled multisite trial including Harvard,

Stanford, and the University of California, Irvine, in 2011, DeBattista et al reported:

Ò! rEEG-guided pharmacotherapy [PEER] would represent an easy, relatively

inexpensive, predictive, objective office procedure that builds upon clinical judgment to

guide antidepressant medication choice.Ó[10]

Similarly, a 2012 retrospective study of 435 patients for a commercial healthcare payer

identified significant potential to reduce medication risk, including a statistically

significant 87% reduction in suicidality:

This chart review demonstrated signiÞcant improvement on the global assessment scales

Clinical Global Impression Ð Improvement and Quality of Life Enjoyment and Satisfaction

Ð Short Form as well as time to maximum medical improvement and decreased suicidality

occurrences. The review also showed that 54.5% of previous medications causing a

severe adverse event would have been raised as a caution had the PEER Report been

available at the time the drug was prescribed.Ó[11]

Because PEER captures outcomes, provides physicians with objective data, and has

machine-learning algorithms which foster continuous improvement, this technology

addresses the major requirements established in the IOM report.

Walter Reed PEER Interactive Trial

The PEER Interactive Trial at Walter Reed National Military Medical center was initiated in

January 2013, and has so far enrolled approximately 10% of its planned 1,922 service

members. The trial is designed as a Òreal-world evidenceÓ trial in which subjects are

randomized to a treatment group (physician receives PEER Report) or a control group (no

PEER Report provided), and physicians are permitted to either follow or not follow PEER

recommendations.[12]  Interim results have been peer reviewed by a leading

neuropsychiatric journal.[13]

Potential  Impacts for Veterans

By repurposing existing technologies (like EEG) with the scalability of cloud computing,

we believe tools like PEER offer the potential to rapidly meet each of the key IOM

requirements:[14]
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IOM Recommendation:   physiological markers for treatment

ÒDeveloping markers Ñ biological, physiological, and psychosocial Ñ to identify better 

 approaches for PTSD prevention, diagnosis, and treatment.Ó14

Over 84 clinical trials have confirmed the efficacy of physiological markers for

medication response based on Quantitative EEG

IOM Recommendation:  continuous improvement based on outcome data 

ÒGiven that DOD and VA are responsible for serving millions of service members, families

and veterans, the committee found it surprising that no PTSD outcome measures of any

type are consistently used or tracked in the short or long term! Ó[15]

Automated collection of outcomes on each patient is the core of the PEER approach

With over 37,000 clinical endpoints for 9,800 unique patients, PEER represents the

largest brain-based biomarker registry for effective mental health treatments based on

patient physiology.[16]

IOM Recommendation:  provider accountability and transparency

ÒIn its phase 1 report, the committee recommended that DOD and VA mental health

providers follow their own guideline.Ó[17]

ÒStudies indicate that many veterans do not receive evidence-based treatments in the

recommended manner.Ó[18]

ÒThere are few data, however, to indicate that the five performance measures for

mental health in the 2011-2015 plan are being met 4 years into the plan.Ó[19]

PEER automates tracking of treatment selection and has the potential to improve provider

adherence to guidelines, resulting in:

Up to 40% improvement in physician efficiency, with potential to dramatically reduce

patient waiting lists

2-3x improvement in medication effectiveness

Significantly reduced medication risk, reduced suicidality

Increased patient adherence to treatment
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Conclusion

Given these findings, we strongly believe that the Committee should take notice of

research in this area and encourage the VA and DOD to work toward rapid advancement

and deployment of  this type of research.

We recognize that advances in medicine often are delayed not by science, but by failures

in financing, technology and leadership. We believe the IOM recommendation in this

regard is applicable to all mental health treatments: 

ÒA high-performing PTSD management system should expedite the translation of positive

research findings into practice.  Optimally, the translation would take advantage of proven

methods for the delivery of clinical services in a way that breaks down barriers to care. 

The best evidence-based treatments will have little value without a model for promoting

their effective and widespread delivery.Ó[20]

This Committee has found veterans waiting 30 days to three months for health care at the

VA. That is unacceptable. It should be no more acceptable for veterans to wait years for

doctors to begin using a technology that we know can help them today.  84 studies say

PEER can improve outcomes, improve access to care, and reduce suicide risk for

veterans.   On behalf of everyone who could benefit from better, more evidence-based

mental health care, we thank you for your commitment to improving veterans health care.

Henry T. Harbin, MD

George C. Carpenter IV

 

*  PEER:  Psychiatric Electroencephalography Evaluation Registry
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United States Army

Medical Research
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09/30/2015

Indirect cost limitations or CAP limitations:  
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378604-12
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