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Launched in 2006, the Integrated Behavioral Health

Project (IBHP) is an initiative to accelerate the integration

of behavioral and medical health in California. To that end,

we have awarded grants to community clinics and clinic

consortia; established learning communities; sponsored
web-based training; established a mentoring program; developed program and systems policy;
conducted process and outcome research; and advocated for collaboration between the mental
health, primary care and substance abuse systems for better client care. Our ultimate goal is to
enhance access to behavioral treatment services, improve treatment outcomes for underserved
populations and reduce the stigma associated with seeking such services. Our current work is
under the auspices of the Tides Center and the California Mental Health Service Authority (see
separate boxes).

Visit IBHP.org for more information about collaborative care.
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The California Mental Health Services Authority (CalMHSA) is an Independent
Administrative and Fiscal Governments Agency focused on the efficient delivery
of California Mental Health Projects. Member counties jointly develop, fund,
and implement mental health services, projects, and educational programs at
the state, regional, and local levels, using revenues generated by Proposition
63. One of the many programs under CalMHSA's purview is the Stigma and
Discrimination Reduction Initiative, which uses a full range of prevention and
early intervention strategies across the lifespan and across diverse backgrounds to confront the
fundamental causes of stigmatizing attitudes and discriminatory and prejudicial actions.

\_ http://calmhsa.org

p
TIDES

Tides partners with philanthropists, foundations, activists and organizations to promote economic
justice, robust democratic processes, and the opportunity to live in a healthy and sustainable
environment where human rights are preserved and protected.

www.tides.or
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SOME BASICS

The good clinician treats the problem;
the great clinician treats the patient* who
has the problem.

-William Osler MD (paraphrased)

* Most medical practitioners use the term “patient,” while mental health professionals tend to use “client” or
“consumer,” a term favored by many receiving mental health treatment. Because integration of care also means

integration of language, these three terms are used interchangeably throughout this Kit.

[ < CB—g::‘It(e;ot;l'able of ] Partners in Health Interagency Toolkit 11




WHAT is Integrated Care?

What is Integrated Health Care?

Simply put, it's a coordinated system that combines medical and behavioral services to
address the whole person, not just one aspect of his or her condition. Medical and mental
health providers partner to coordinate the detection, treatment, and follow-up of both
mental and physical conditions. Combining this care allows consumers to feel that, for
almost any problem, they’ve come to the right place.*
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Mental Health Physical Health
System System

Simply put, collaborative care
is rediscovering
the neck.

\_ _J

*Alexander Blount, Clinical Professor, Family Medicine and Psychiatry, University of Massachusetts Medical School.

Back to Table of
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Because...

Integration of services means a more
cohesive service delivery system and
better continuity of care.

Many behavioral and physical disorders
are co-occurring, especially depression
and chronic medical conditions.

Research has shown that integrated
behavioral care produces significant
positive results, including decreases in
client depression levels, improvement in
quality of life, decreased stress and lower
rates of psychiatric hospitalization

People with serious mental health
conditions are dying on average 25 years
earlier than the general population.

Improving mental status and functioning
often positively impacts physical
conditions.

There are often better mental health
outcomes when physical problems are
managed.

Studies have shown that initially most
people turn to primary care providers, not
specialty mental health clinics, with their
emotional problems.

Health care visits often have psychosocial
drivers; psychosocial stress is a major
factor in triggering physical illness and
exacerbating existing chronic illnesses.

[

<« Back to Table of

Contents ]

WHY Primary Care - Behavioral

Health Collaboration?

Many mental health clients have co-
occurring medical disorders that go
unrecognized by substance use and
mental health providers.

Both medical and behavioral
professionals can get the “full picture”
about the clients they’re treating.

According to research, client compliance
with medical regimens like diet and
smoking cessation are increased when
behavioralists provide training and
guidance.

Many people being served by public
behavioral health services need better
access to primary care — and some
with access are still not connected to a
primary care provider.

Community health centers serve people
who need better access to behavioral
healthcare.

Integrated care prepares care systems

to be client-centered health homes and
positions them advantageously for health
care reform.

Behavioral health clinicians are a
resource for assisting people with all
types of chronic health conditions.

Addressing psychosocial aspects of
problems presented in primary care often
results in lower overall health costs.

Partners in Health Interagency Toolkit * 13
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Clients like the convenience of “one-stop
shopping.”

Primary care is often the first-line
intervention and only access for many
people with mental health problems.

Offering behavioral health services

in nontraditional settings encourages
participation by people wanting to avoid
the stigma surrounding mental health
treatment.

It presents an opportunity to intervene
early and prevent more disabling
disorders.

More people, who cannot or will not
access specialty behavioral health care,
can be reached.

The primary care network is a main
provider of services to minority
populations and culturally diverse
communities.

It improve the skills of primary care
clinicians in recognizing and treating
persons with mental health conditions.

It improves the skills of mental health
professionals in recognizing and treating
the psychological effects of physical
conditions.

It increases the use of behavioral
interventions in primary care.

Primary care physicians’ knowledge,
skill-sets and comfort-zone are expanded
as a result of collaboration with mental
health professionals.

Underlying behavioral or emotional
conditions can increase unnecessary
medical utilization and inappropriate
referrals.

Many primary care physicians — faced
with increased administrative demands
and time constraints — are ill-equipped to

14 « Partners in Health Interagency Toolkit

manage patients who present with mental
health or substance abuse related issues.

Subclinical and clinical depression
is frequently misdiagnosed or
underdiagnosed in general medical
populations.

Substance abuse problems often go
unrecognized but trigger or exacerbate
conditions such as accident-related
injuries, gastritis, diabetes and
hypertension, liver abnormalities and
cardiac problems.

Drug and alcohol problems are risk
factors for other health conditions.

Depression is a frequent complication of
cancer, post-cardiac surgery, diabetes,

post-partum, and in the treatment of any
chronic and debilitating physical iliness.

Emotional factors are thought to play
arole in triggering asthma attacks and
exacerbations of autoimmune diseases.

<« Back to Table of
Contents




Though mental health and substance u
abuse screening and referral are essential
components in a primary care setting,

medical staff often has little time or

expertise available to perform these

functions.

Compliance with medical regimens improves =
with sobriety.

Mental health outcomes improve when

=
substance use disorders are managed. = Primary care providers have been 5 3
Many clients transfer the trust and rapport sll?ov:n :;:]have a h'g: Ietvelt?f . %‘i
they share with their physicians to the f |er: a terence andretention in §. %
behavioral specialist he or she designates. reatment. S §
Some studies indicate that integrated care " Behawct)tr.al he.a Itt\tc:i\re Iln primary 5
leads to a reduction of inappropriate use of care ;el |n.gs Ilsn smF y it
medical services and a cost-savings in big- :)sych_o oglca_ coul?_:e Ingl,fl S
ticket items like emergency room visits and eaching coping SKIIs, se'l- .

e management, adherence to medical
hospitalization. . . .
_ _ _ regimen, and promoting healthier
By referring clients with mental health lifestyles by behaviorally addressing
issues to those specially trained to deal with smoking, drinking, poor diet, and
them, physicians free up their time up to other unhealthy choices.
handle more medically-oriented problems. . .
m There is the opportunity for

Physicians report increased satisfaction quality improvement of care within
When they have eaSin available baCk'up the primary care and specialty
care for their clients’ mental health needs. behavioral healthcare settings.
Management of emotional/behavioral m Primary clinics are often easier for

disorders may positively impact adherence
to treatment of physical disorders.

In a general care atmosphere, terms
like “psychiatric problems” and
“mental illness” can be replaced by
more universal, less stigma-laden
terminology, like “coping skills,”
“counseling” and “stress.”

The primary care network serves
a primarily poor and underserved
population.

consumers to access than mental
health facilities.

Some of these thoughts were taken from "Behavioral Health/Primary Care Integration Models, Competen-
cies and Infastructure” by Barbara Mauer, prepared for the National Council for Community Behavioral
Healthcare.

Contents

{ <« Back to Table of ]
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How Health Care Reform Supports Integrated Behavioral Health

The Patient Protection and Affordable Care Act (ACA, effective January 2014) provides incentives
and support for the integration of behavioral, substance use and primary care services for millions of
additional persons it makes eligible for health care.

Medical and Behavioral Health Homes

The ACA supports Patient-Centered Medical Homes (PCMH’s), also known as “health homes,” and
Accountable Care Organizations (ACQO’s). To succeed, these models must establish:

m Integrated care teams of health professionals;

m Care coordination and information sharing;

m Health information technology (for example, quality improvement tracking of treatment
outcomes).
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Through Section 2703 of the ACA, SAMHSA and the Centers for Medicare and Medicaid are working
together to build person-centered health homes that result in improved outcomes. The Medicaid health
home option offers the opportunity to create behavioral health homes for people with serious mental
health and substance use disorders. Because this option does not require these health homes to
provide the full array of required services themselves -- so long as they ensure the availability and
coordination of these services -- behavioral health agencies are encouraged to build local partnerships.

FQHC’s Role

The ACA is committed to providing $11 billion nationwide to bolster and expand Federally Qualified
Health Centers (FQHC’s). FQHC’s will play a significant role in the implementation of the ACA because
of their emphasis on coordinated primary care, preventive services and implementation of the medical
home model.

Substance Abuse and Mental Health Services Administration (SAMHSA)

SAMHSA is addressing integrated models of care by supporting programs that aim to improve the
physical status of people with serious mental illnesses. Through their Primary and Behavioral Health
Care Integration grants, SAMHSA provides funding to health care organizations working toward
integrating primary care services into publicly funded community-based behavioral health settings.

California’s 1115 Medicaid Demonstration Waiver

Effective November 2010 through October 2015, the Waiver provides approximately $10 billion in federal
funds to better prepare the state’s health system for national reform, including improved access to
mental health services and increased incentives for integration of behavioral and primary care services.
A key component is the Low-Income Health Program Coverage Expansion (LIHP), an optional, local
program extending coverage to low-income adults.

Back to Table of
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The Reviews Are In...

WHAT KEY PLAYERS ARE SAYING ABOUT PARTNERSHIPS BETWEEN
COUNTY BEHAVIORAL HEALTH AND PRIMARY CARE IN CALIFORNIA

- Ma '
rk Montgomery, Director, Shasta County Mental Health Services

] Itimatel
Behavioral Health collaboration is a journey well worth the strugtgrfz s:gtci;een;ls l y
't: about changing a more welcoming environment that honors p
Iphysical, mental, developmental and spiritual health.

-Alfredo Aguirre, Mental Health Director, San Diego County

This collaboration has b

een the most amazj,
ivi : ma ;
had the privilege of doing as a clinician 2Ing, most precious work I'ye —

= y 3 , 5 W ,

' hurdles to reach a mental
s mental illness, there are so many e O enting

is much easier for them and they art e ’Z’;’Z’L derserved and
i th It's really met unmet needs. We are seeing a grouof l&t‘rlp?avxsli o

of Qet?mg 't.t eregrlier so we can prevent more intensive services an . \lateo County

CatCh'”; th’”is I(\a/lD Medical Director Behavioral Health and Recovery Services, San Mate

-Celia Moreno, ) ’

t have seriou
For people who may not ndv:
health clinic. Treatment in primary care

ty-based approach to health care and

The one-Stop iy ly valuable to overall health, not just

Bottom line, it’s better patient social needs is extreme
care. Often the patients with mental health.

SMI aren’t always their own best
medical advocates. The improved
collaboration will ultimately have a County

. - @
Lynn Dorroh CEO, Hill Country Community Clinic, Shas

;;23/1;/;’/5 ,g;g;ct on their morbidity Vf;’ ////a ;;Ofat/on with o rimery
4 e ca .
-Julie Oh MD, Pri C may s 780160 Us 10 coppaat T here is wory,;
ulie nemus , Primary Care ay not haye oriay nect clients fo se n,
Provider, Open Door Community 9inally sougnt oy, Ivices they

Health Centers

There is a greatly expanded capacity to respond to the non-medical issues that impact a client’s
health. What can be better than knowing that the homeless man that you are treating for diabetes
is going to receive housing, food assistance and psychiatric care — and you don’t have to make 50
phone calls to get information or make referrals?

-Brenda Goldstein, Psychosocial Services Director, Lifelong Medical Care, Alameda County

<« Back to Table of
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WHAT the Research Shows

WHY BI-DIRECTIONAL, COLLABORATIVE BEHAVIORAL HEALTH CARE?

I. People with serious mental disorders die much younger than the general population
and many are in dire need of medical intervention.
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B People with serious mental illness treated by the public mental health system die on the average
25 years earlier than the general population. They live to 51, on average, compared with 76 for
Americans overall. According to the data, they are 3.4 times more likely to die of heart disease;
6.6 times more likely to die of pneumonia and influenza; and 5 times more likely to die of other
respiratory ailments. (C. Colton, based on 1997-2000 data)

M Sixty percent of premature

deaths in persons with It’s very humbling to be involved in a project that has made
schizophrenia were due to so much difference in people’s lives. We’ve really helped
medical conditions such as people who are so marginal that they hadn’t gotten any
pulmonary, infectious and medical care before.

cardiovascular diseases.

(J. Parks et al., for Nat'l
Association of State Mental
Health Directors, 2006)

B Seven of the ten leading causes of death (heart disease, cancer, stroke, chronic lower respiratory
disease, accidents, diabetes and suicide) have a psychological and/or behavioral component.
(Centers for Disease Control and Prevention, 2005)

Deb Borne, MD, Medical Director
Tom Waddell Health Center, San Francisco

B Based on analyzed insurance claims over a six year period, persons with bipolar disorder were
significantly more likely to have medical co-morbidity, including three or more chronic conditions
(41% versus 12%) compared

4 . . . ™\ with controls. (C.P. Carney et
Integrating with primary care has worked out very well. Our al., 2006)

clients now have a doctor who can handle their problems
and medication side effects. A lot of patients who didn’t
know they had a health problem found out about it in time
to get treatment for it.

Alex Barnes, South of Market Mental Health
Services, San Francisco

Back to Table of
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Il. Health care visits often have psychosocial drivers. Mental health problems can stem
from physical ones. Integrated care allows for the whole person to be treated, not
just a part.

B 70% of all health care visits are generated by psychosocial factors. (Fries et al., 1993; Shapiro et
al. 1985).

B Primary care is the de facto mental health and addictive disorder service for 70% of the
population. (Reagan et al., 1993)

B The majority of visits in (" , , , , )
primary care are related to Behavioral Health collaboration with the prm_la_rry care
behavioral needs but not health care system has opened up opportunities to
to identified mental health increase access to care, re-define what is culturally
disorders. Many patients competent, broadened our understanding of wellness,
respond to psychosocial embraced the term of “medical home” as a basic right
stress by developing vaguely for mental health patients, helped us better understand
defined, distressing physical self sufficiency, empowerment and illness management,
symptoms that have no and in general has humbled us in a variety of ways.
organic cause. (Kroenke et al. . .
1989) Alfredo Aguirre, Mental Health Director,

San Diego
B An estimated 75% of patients  \ )

with depression present
physical complaints as the reason they seek health care. (J. Unutzer et al., 2006)
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B Medical outcome studies reveal that depression results in more functional impairment than
chronic diseases such as diabetes, arthritis and angina. (Wells et al., 1989)

lll. Addressing these psychosocial aspects often results in lower overall health costs.

B A meta-analysis of 91 studies found that with active behavioral health treatment, patients
diagnosed with a mental disorder had a reduced overall medical cost of 17%, while controls who
did not receive behavioral treatment increased an average of 12.3% (Chiles et al., 1999)

B Patients who receive care for depression in primary care clinics with routine mental health
integrated teams and care processes were 54% less likely to use high-order emergency
department services. (B. Reiss-Brennan et al., 2010)

B Adding integrated services in one study added $250 per patient to overall costs, but saved
approximately $500 in additional medical costs. (W. Katon et al., 1996)

B When family physicians worked collaboratively with mental health professionals to treat persons
on short-term mental health disability leave, their patients returned to work at higher rates than
those treated by physicians alone. The average cost savings to employers was $503 per patient.
(C. Dewa, 2009)

B An integrated primary care model for homeless individuals and injection-drug users in Santa
Clara County found that emergency and urgent care visit rates decreased from 3.8 visits in the
18 months prior to the clinic’s opening to 0.8 visits in the first 18 months of the clinic’s operation.
(Kwan et al., 2009)

Back to Table of
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A review of 57 controlled cost offset studies found an average of 27% cost savings with integrated
care. (Chiles, et al., 1999)

A targeted psychosocial intervention with high utilizing Medicaid primary care outpatients found
that medical costs declined by 21% at 18 months compared to a rise of 22% for those not
receiving any treatment. (Pallak et al., 1995)

Depression management for depressed primary care clients resulted in a $980 cost decrease

for those who complained s N
of psychological symptoms, Our mental health clients are more satisfied, less

but there was a $1,378 frustrated and are getting better quicker than they were
cost increase for those who in the mental health system.

complained of physical The collaborative arrangement with Shasta County

symptoms only. (M. Dickinson Mental Health has given us financial support to fill the
etal., 2005) hole created by treating large numbers of indigents and
The addition of psychological for the County, it’s stretched their dollar.

interventions for Kaiser
clients with serious medical
disorders resulted in a 78% \ -
reduction in their average

length of hospitalization; a 67% reduction in hospitalization frequency; a 49% decrease in number
of prescriptions written; a 49% decrease in physician office visits, a 45% decrease in emergency
room visits and 31% decrease in telephone contacts. (R. Lechnyr, 1999)

Lynn Dorroh, CEO, Hill Country Community
Clinic, Shasta County

Based on an analysis of multiple published studies, interventions that provide training to primary
care teams in how to manage depression most consistently produce net cost benefits, with more
costly interventions generating larger net benefits. (S. Glied et al., 2010)

M During the year studied,

Most of the projects are serving clients who are considered R Kaiser Permanente realized a
extremely high risk and who are often labeled as non- $173 savings per member per
compliant in the primary care setting. The collaborations with month for those participating
mental health programs enable our providers to go to where in an integrated medical
the population is located and in a setting where they feel care program for substance-
safe and supported. For providers interested in working with use related medical
this population this is a model that promotes success for the conditions versus usual care
patient. (Parthasarathy et al., 2003)
Brenda Goldstein, Psychosocial Services
Director, Lifelong Medical Care, Alameda County D IV. The stigma of being

identified as a “mental
patient” prevents many people from seeking help in specialty mental health
services. Even if they do seek such services, many will not be accepted for
treatment unless they meet strict criteria of being seriously mentally disordered.
A national survey found that 32% of undiagnosed, asymptomatic adults would likely turn to their
primary care physician to help with mental health issues; only 4% would approach a mental health
professional. (National Mental Health Association, 2000)

Atotal of 71% elderly clients assigned to integrated care in the primary care setting engaged in
treatment, compared to just 49% of the group who received outside referrals. (S. Bartels et al.,
2004)
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B Sixty-one percent of all primary care clients surveyed and 69% of depressed clients desired
counseling, but relatively few desired a referral to a mental health specialist. (D. Brody et al., “1997)

B In a poll conducted by the American Psychological Association, 30% of the adults responding
expressed concerned about other people finding out if they sought mental health treatment,
and 20% identified stigma as “a very important reason not to seek help” from a mental health
professional. (J. Chamberlin, 2004)

V. Primary care is the first-line intervention for many. Folding behavioral health care
into this setting improves access and accelerates prevention and early intervention.

B By 2003, 54% of people with mental health issues were served in the general medical sector only,
rather than within or in combination with the specialty mental health sector.” (B. Mauer, 2007)

B Sixty-nine percent of clients approved for services in San Diego primary clinics as part of a
MHSA-sponsored program, all diagnosed with serious mental iliness, had not been seen
previously in the county mental health system. (Council of Community Clinics, San Diego, 2011)

B Primary care physicians (i.e., family physicians, general internists, and obstetrician-gynecologists)
serve as the initial health care provider for between 40% and 60% of individuals with depressive
disorders. (V. Boney, 1998)

B “Service utilization studies suggest that 70-80% of the general population will make at least one
primary care visit annually. The conclusion is that at approximately 65-70% of patients with mental
disorders are cycling through

-\ the general medical sector,

whether they are recognized

and treated or not. These
patients, as a rule, do

not seek specialty mental

health care to address their

behavioral health needs.” (K.

Strosahl, 1997)

M The prevalence of
/) borderline personality
disorder in primary care is
about four times higher than that found in studies of the general community (R. Gross 2002)

Having mental health personnel stationed at primary care
streamlines the process of getting patients access to more
intensive services should they need it. | think it’s worked
quite well. We’re seeing over 1,000 distinct clients and
managing most in the primary care settings with only a few
being referred to specialty mental health. The physicians like
our service and are clamoring for more.

—Celia Moreno, MD, Medical Director, Behavioral Health and
Recovery Services, San Mateo County

B A sstudy of antidepressant utilization in a national managed care organization and its behavioral
health subsidiary found that 77% of all antidepressant prescriptions were written by primary care
providers. (K. Way, 1999)

B “Fifty percent of all care for primary care patients with mental disorders is delivered solely by
general medical practitioners” (based on

ther cited epidemiological studies). (K.
other cited epidemiological studies). ( Collaboration with a primary care clinic here
Strosahl, 1997) . . s
o is working well. It’s enabled us to connect
B Although only a minority of people affected | jients to services they may not have

by depression seek professional help, originally sought out.

depressed people are significantly more T o .
likely than others to visit physicians for —Annie Linaweaver, Clinical Supervisor,

other reasons. (Surgeon General’s Mental |\ Mono County Mental Health D
Health Report, 1999)
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B A national survey of over 20,000 adults found that slightly more were likely to receive mental
services from general medical physicians than from specialists in mental health or addiction,
leading authors to conclude “Primary Care is a de facto mental health system responsible for care
of more patients with mental disorders than the specialty mental health sector. (D. Regier, 1993)

B Two-thirds of primary care physicians could not access mental health services for their patients, a
rate that was at least twice as high as for other services. (P. Cunningham et al., 2009)

VI. Bi-directional and integrated behavioral health services have been shown in several
studies to result in positive clinical outcomes and high client satisfaction.

B Avreview of 78 articles on the effectiveness of collaborative chronic care models for mental health
conditions found significant effects across disorders and care settings for depression, physical
quality of life and social functioning. (E. Woltmann, 2012)

B Patients with serious mental iliness receiving care in Veterans Affairs mental health programs
with co-located general medical clinics were more likely to receive adequate medical care than
patients in programs without co-located clinics based on a nationally representative sample. (A.
Kilbourne et al., 2011)

B An analysis of 37 randomized studies of collaborative depression treatment in primary care found
improved significantly outcomes at six months compared with standard treatment and evidence
of longer-term benefit
for up to 5 years. (S. We found that being stationed in the primary care setting is
Gilbody et al., 2006) a good way to reach low income and minority populations,

particularly Hispanic and Asian. Our original impetus was to

satisfy primary care doctors contracting for our services and we
do have survey results of their satisfaction level — and it’s high.

The survey also shows that the doctors’ expertise and comfort

level have gone up for persons with less severe psychiatric

disorders.
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B Persons with serious
mental iliness
receiving services in a
mental health center
who were randomly
assigned to medical
care managers —Marcia Jo, Research and Planning Director, Behavioral
(who provided \ Health, Solano County
communication
and advocacy with medical providers, health education and assistance) received a significantly
higher level of cardiometabolic services and scored higher on mental health screens than the
comparable treatment-as-usual group. (B. Druss, 2010)

_J

B Older adults are more likely to have greater satisfaction with mental health services integrated in
primary care settings than through enhanced referrals to specialty mental health and substance
abuse clinics. (Hongtu Chenet al.,2006)

VII. Primary care is the health mainstay of the underserved from diverse cultures.

B California’s health care clinic population is 53% Latino, 30% non-Latino White, 6% Black, 6%
Asian/Pacific Islander, and 2% American Indian. A total of 47% have limited or no English
proficiency. (California Primary Care Association, based on 2004 OSHPD data)

B 2.1 million community clinic patients are below 200% of the federal poverty level and 1.3 million
are uninsured. (California Primary Care Association, 2006)
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LEVELS of Integrated

Behavioral-Medical Care

Integrated behavioral care isn’'t an all-or-nothing proposition. Rather, it is practiced on a continuum,
based on the level of collaboration between health care and behavioral health care professionals.

Level One: Minimal Collaboration

Mental health and other health care professionals work in separate facilities, have separate systems,
and rarely communicate about cases.

*  Where practiced: Most private practices and agencies.

* Handles adequately: Cases with routine medical or psychosocial problems that have little
biopsychosocial interplay and few management difficulties.

* Handles inadequately: Cases that are refractory to treatment or have significant
biopsychosocial interplay.

Level Two: Basic Collaboration at a Distance

Providers have separate systems at separate sites, but engage in periodic communication about shared
patients, mostly through telephone and letters. All communication is driven by specific patient issues.
Mental health and other health professionals view each other as resources, but they operate in their
own worlds, have little understanding of each other’s cultures, and there is little sharing of power and
responsibility.

m  Where practiced: Settings where there are active referral linkages across facilities.

m Handles adequately: Cases with moderate biopsychosocial interplay, for example, a patient with
diabetes and depression where the management of both problems proceeds reasonably well.

m Handles inadequately: Cases with significant biopsychosocial interplay, especially when the
medical or mental health management is not satisfactory to one of the parties.

Level Three: Basic Collaboration On-Site

Mental health and other health care professionals have separate systems but share the same facility.
They engage in regular communication about shared patients, mostly through phone or letters, but
occasionally meet face to face because of their close proximity. They appreciate the importance of each
other’s roles, may have a sense of being part of a larger, though somewhat ill-defined team, but do
not share a common language or an in-depth understanding of each other’s worlds. As in Levels One

Back to Table of
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and Two, medical physicians have considerably more power and influence over case management
decisions than the other professionals, who may resent this.

m  Where practiced: HMO settings and rehabilitation centers where collaboration is facilitated
by proximity, but where there is no systematic approach to collaboration and where
misunderstandings are common. Also medical clinics that employ therapists but engage primarily
in referral-oriented collaboration rather than systematic mutual consultation and team building.

m Handles adequately: Cases with moderate biopsychosocial interplay that require occasional
face-to-face interactions between providers to coordinate complex treatment plans.

m Handles inadequately: Cases with significant biopsychosocial interplay, especially those with
ongoing and challenging management problems.

Level Four: Close Collaboration in a Partly Integrated System
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Mental health and other health care professionals share the same sites and have some systems in
common, such as scheduling or charting. There are regular face-to-face interactions about patients,
mutual consultation, coordinated treatment plans for difficult cases, and a basic understanding and
appreciation for each other’s roles and
cultures. There is a shared allegiance
to a biopsychosocial/systems paradigm.
However, the pragmatics are still sometimes
difficult, team-building meetings are held only
occasionally, and there may be operational
discrepancies such as co-pays for mental
health but not for medical services. There
are likely to be unresolved but manageable
tensions over medical physicians’ greater
power and influence on the collaborative
team.

m  Where practiced: Some HMOs,
rehabilitation centers, and hospice
centers that have worked systematically
at team building. Also some family
practice training programs.

m Handles adequately: Cases with significant biopsychosocial interplay and management
complications.

m Handles inadequately: Complex cases with multiple providers and multiple larger systems
involvement, especially when there is the potential for tension and conflicting agendas among
providers or triangling on the part of the patient or family.
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Level Five: Close Collaboration in a Fully Integrated System

Mental health and other health care professionals share the same sites, the same vision, and the same
systems in a seamless web of biopsychosocial services. Both the providers and the patients have the
same expectation of a team offering prevention and treatment. All professionals are committed to a
biopsychosocial/systems paradigm and have developed an in-depth understanding of each other’s
roles and cultures. Regular collaborative team meetings are held to discuss both patient issues and
team collaboration issues. There are conscious efforts to balance power and influence among the
professionals according to their roles and areas of expertise.

m  Where practiced: Some hospice centers and other special training and clinical settings.

m Handles adequately: The most difficult and complex biopsychosocial cases with challenging
management problems.

m Handles inadequately: Cases where the resources of the health care team are insufficient or
where breakdowns occur in the collaboration with larger service systems.
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This description of collaboration levels was put forth by William J. Doherty, Ph.D. Susan H. McDaniel, Ph.D. and Macaran A.
Baird, M.D., and summarized in Behavioral Healthcare Tomorrow, October, 1996, 25-28:

Level of Collaboration Indicators

Dimensions:
m Level of communication between behavioral and primary care services
m Physical proximity of primary care and behavioral services

m Ease and timeliness of accessing services between behavioral and primary care
services

m Availability of expertise between behavioral and primary care services

m  Amount of cross-training between mental health and primary care services

m Availability of client information/records between services

m Level of care referrals between systems

m Level of understanding of each other’s roles and responsibilities between services
m Degree of sharing/blending fiscal responsibilities

Back to Table of
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BRIDGING THE CULTURAL GAP:

Differences Between Mental Health &
Primary Care

Be mindful of differences between mental health and primary care cultures...

While their mutual goal is improved mental health and functioning, primary care-based behavioral
services and specialty mental health often go down substantially different roads to get there. The fast-
paced, cognitively-oriented, short-term aspects of primary care often contrast with the more in-depth,
longer-term treatment offered by many mental health clinics. The contrastin operational approaches and
professional orientation can make partnership adjustment challenging. The following chart highlighting
some of the differences was taken from The Primary Behavioral Health Care Services Practice Manual,
2.0, Air Force Medical Operations Agency, 2002.
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PRIMARY CARE BEHAVIORAL CARE COMPARED TO
SPECIALTY MENTAL HEALTH TREATMENT *

Primary Care Behavioral Care Specialty Mental Health

population-based client-based; specific requirements for
service acceptance

often informal client inflow formal acceptance process; requires intake
assessment, treatment planning

treatment usually limited; one to three visits often long-term treatment; number variable,
in typical case related to client condition
mental health seen as just one component focus on mental health care

of overall health care

treatment afforded to persons with mild treatment restricted to persons experiencing
impairments, those coping with situational or at risk of serious mental disorders

stress and sometimes stabilized persons
with serious mental disorders

informal counseling session, vulnerable to more formal, private interchange
frequent interruption

* While these descriptions apply to most primary care clinics, there are many exceptions. Some clinics offer more
in-depth behavioral health care and serve persons with more severe behavioral impairments. Substance use
treatment is also not included in this chart.
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Primary Care Behavioral Care

Specialty Mental Health

visits typically 15-30 minutes

visits usually 50 minutes

low intensity treatment usually

higher intensity usually, involving more
concentrated care

treatment often encompasses behavioral
aspects of healthcare, like pain
management, smoking cessation, etc.

treatment emphasis is on mental health
interventions

between session interval often longer

between session interval shorter

therapeutic relationship generally not
primary focus

establishment of therapist-client relationship
important

visits often timed around medical provider
visits

mental health is reason for visit

long-term follow-up rare, reserved for high
risk cases

long-term follow-up more commonplace

case management (i.e., linkage to
community resources, etc.) often minimal
due to lack of reimbursement

emphasis often on psychosocial aspects of
care

marriage and family therapists (MFT’s)
usually absent because not Medi-Cal
reimbursable

MFT’s often available as providers

stigma often minimal due to normalization of
setting

stigma high usually

intervention supports medical provider
decision-making

intervention generally not tied to medical
healthcare

referrals mainly from medical provider

referrals made by self, family, other
community agencies

behavioral counselor part of healthcare team

counselor relationship often nonaligned with
team

fewer clients eligible for Medi-Cal

more clients eligible for Medi-Cal

Back to Table of
Contents
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Primary Care Behavioral Care

Specialty Mental Health

care responsibility returned to medical
provider once behavioral treatment is
concluded

therapist remains contact point if needed

intervention relies heavily on patient
education model

face-to-face contact is primary treatment
vehicle; education model usually ancillary

primary care provider almost always
involved in behavioral treatment

primary care provider rarely involved in
behavioral treatment

behavioral records often integrated with the
medical treatment chart

mental health records stand-alone

treatment approach usually encompasses
motivational interviewing and focused
cognitive behavioral intervention

treatment often varies with individual clients
and/or preference of clinician

frequent consultation with medical provider
for clients with co-occurring health and
mental health conditions

often little or no interaction with medical
provider regarding medical conditions

clients often seen, at least briefly, on same
day as referral

often substantial wait-time for services in
non-emergency cases

therapist workday often involves jumping
from one activity to another

therapist can focus on one-to-one client
interaction
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OPERATIONAL

Q&A

QUESTIONS AND ANSWERS ABOUT PRIMARY CARE
BEHAVIORAL HEALTH SERVICES

How many behavioral sessions, on average, do clients have in primary care?
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The number of sessions varies from clinic to clinic, but most fall within the range of two to eight visits.
Some clinics allow clients with more complex problems to exceed their usual limit.

How long is the average behavioral visit?

Most behavioral providers say they spend between 20 and 30 minutes per client, though exceptions
are made.

How many clients do behavioral health providers see in a given day?

Based on an informal survey, behavioral staff sees an average of 8-12 clients per day. Many agreed
that 10 per day was an optimal number.

What'’s the ratio of behavioral specialists to primary care providers at the clinics?

The range given in an informal survey was one behavioral counselor for every three to seven medical
providers. Many respondents fell within the 1:3 or 1:4 range and felt that the 1:3 ratio was optimal.

Does offering behavioral treatment in primary care settings really increase access for
those having serious mental illness?

Absolutely, according to data collected by
the Council of Community Clinics in San
Diego. In studying MHSA-initiated behavioral
programs in primary care, they found that
69% of the people who were approved for
services —all diagnosed as seriously mentally
disordered — had not been seen previously
in the county mental health system.

What therapeutic approach is
typically used?

Because it's time-limited, structured, and
goal-directed, cognitive behavioral therapy
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meshes well with the problem-solving, fast-paced orientation of the primary care setting and thus has
been widely adopted. Behavioral activation, which concentrates on reducing depressive symptoms
by gradually increasing enjoyable activities, is used in the IMPACT model, widely embraced to treat
depression in primary care. Many therapists rely on motivational interviewing, which emphasizes both
feedback and client responsibility for change. Stepped care — the continual reassessment of client
progress and readjustment of treatment levels or approach based on response — is also emphasized.

Do primary care clinics have to provide treatment to uninsured clients?

Yes. They are required to see all uninsured patients, but are not federally required to provide direct
behavioral services, just referrals.

How much does a behavioral session cost?

Based on data gathered by the Council of Community Clinics in San Diego in 2009, the average cost
for a traditional behavioral session in a primary care setting was $163, factoring in therapy, medications
and medication management. The estimated cost for an entire treatment episode was $894, which
could include up to 12 therapy and medication sessions (the average was 5.5 sessions) and up to three
months of medication.
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The average cost for an IMPACT model session (a structured approach for treating depression in
primary care) was $107, factoring in therapy, care management and medications. The average cost for
an entire IMPACT course of treatment was $641, including $369 for therapy, $187 for medications and
$85 for medication management and a one year supply of medications.

A 2007 study of stepped-care depression treatment among primary care patients with diabetes that
involved intervention by trained nurses showed a $79 cost for each in-person visit (typically 30 minutes)
and $41 for each phone contact (typically 10-15 minutes). These estimates include time required for
outreach efforts and record-keeping (approximately 45 minutes of nurses’ time was allowed for each
10-15 minute phone contact). Factored into these costs were salary and fringe benefits plus 30%
overhead. (Simon et al.)

Several studies have shown that expenditures for behavioral therapy in primary care are offset by cost
savings realized through decreased emergency room and hospital visits.

How are behavioral services paid for in primary care?

Primary care clinics can receive reimbursement for behavioral services provided by licensed social
workers, psychiatrists and psychologists (but not MFT’s) through MediCal and Medicare. Payment
for care for uninsured clients can come from a number of sources, including the Expanded Access to
Primary Care (EAPC) Program; the County Medical Services Program (CMSP) for rural areas; federal
funding under Section 330 of the Public Health Service Act if the clinic is Federally Qualified Health
Center (FQHC); various other grants and, of course, self-payment by clients.
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QUESTIONS AND ANSWERS ABOUT FQHCS

Adapted from the Rural Assistance Center and the National Association of Rural Health Clinics.

Many primary care clinics are designated as Federally Qualified Health Centers
(FQHC). What does that mean?

Federally Qualified Health Centers (FQHC’s) are safety net providers, such as community health
centers, that receive federal funds to provide care to underserved populations. To qualify, providers
must, in addition to providing care to an underserved area or population, offer a sliding fee scale,
provide comprehensive services, have an ongoing quality assurance program, and have a governing
board of directors. FQHC’s receive grants under section 330 of the Public Health Services Act, and

have a governing board that includes consumers.

V 8 O |euonjesado

What is a Federally Qualified Health Center Look-Alike?

An FQHC Look-Alike is an organization that meets all of the eligibility requirements of an organization
that receives a Section 330 grant, but does not receive grant funding.

What types of services do FQHCs provide?

FQHCs must provide primary care services for all age groups. They also must provide preventive
services on site or by arrangement with another provider. Other services that must be directly rendered
are preventative dental services, transportation services necessary for adequate patient care, and
emergency services. While many FQHCs provide mental health and substance use treatment on-site,
unless they receive special funding, they are only legally required to provide referrals for this type of
care, as well as referrals to other specialty services. Because FQHCs have a range of behavioral health
capabilities, any referrals to them should be done with their collaboration.

Are there special staffing requirements for FQHCs?

No, there are no specific requirements for staffing mix at FQHCs. However, California has restricted
eligible providers who can provide Medi-Cal services. Consequently, though BSWs, MSWs, MFTs,
and drug abuse counselors may be employed, their services are not reimbursable under FQHC Medi-
Cal provisions. FQHCs are required to have a core staff of full time providers but there is no specific
definition of core staff.

Are there requirements governing the hours an FQHC must be open?

To receive special benefits, certain FQHCs do have to meet minimum hour requirements, but in general,
they just have to “provide services at times that assure accessibility to meet the needs of the population
being served” per federal requirements. However, they must provide professional coverage during

hours when the health center is closed.

Is a sliding fee scale required?

Yes, FQHCs must use a sliding fee scale with discounts based on patient family size and income in
accordance with federal poverty guidelines. FQHCs must be open to all, regardless of their ability to pay.

Can a for-profit clinic be an FQHC?
No. An FQHC must be a public entity or a private non-profit.
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ISSUES Worth Considering in

Forging Partnerships

CARE MANAGEMENT NEEDED BUT NOT FUNDED: Linking clients to needed community
resources for housing, jobs, etc. is often crucial to their recovery, but this kind of care management
is usually not a reimbursable function within community clinics and health centers. Nor are activities
such as monitoring clients’ response and adherence to treatment or phone consultation considered
a reimbursable service by most payers. Collaborative agreements should consider how and where
clients will receive these types of service.

MFT'SNOT MEDI-CAL REIMBURSABLE: Exacerbating the shortage of mental health professionals
in California is the fact that Marriage and Family Therapists (MFTs), are not recognized as reimbursable
providers in primary care clinics. Currently, only psychiatrists, licensed clinical psychologists, and
licensed clinical social workers are mental health providers recognized by Medi-Cal as billable mental
health providers at federally-qualified health centers and rural health clinics.
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RACE FOR SPACE: To be truly integrated, it is imperative that behavioral health services operate in
close proximity to medical services, but space at primary care clinics is often at a premium. Conversely,
setting up a primary care clinic within a mental health location may be like Cinderella’s step-sister
getting her foot in the shoe. The issue of who will work where needs to be resolved early on or the entire
collaborative effort may be lost in space.

SAME-DAY SERVICES NOT MEDI-CAL REIMBURSABLE IN PRIMARY CARE: Allowing
clients to see behavioral staff on the same day as their medical visit not only facilitates access,
particularly for those with transportation difficulties, but a “warm hand-off” by the physician to the
behavioral counselor helps confer the trust and rapport developed between client and provider to
the counselor. Moreover, research has shown that initial face-to-face contact, however brief, helps
ensure that subsequent appointments will be kept. However, as of this writing, same-day visits are not
reimbursable under Medi-Cal in California, though federal Medicaid laws permits this arrangement if
states approve.

A CULTURAL DIVIDE TO BE BRIDGED: Like countries operating side by side, the mental health,
substance abuse and health systems may all have commerce together and co-exist well, but each has
its own distinct culture and language, making system integration difficult. Bridging this cultural gap may
be thorny for providers unfamiliar with the operations, approaches, knowledge base and treatment
philosophies of other systems of care. Mental health professionals may, at first, feel uncomfortable
with the fast-clipped pace of primary care, just as primary care may be frustrated with the slower, more
in-depth approach often taken by behavioral professionals. Even the respective terminology may take
adjusting. For example, the word “patient,” while commonplace in health care, can have a negative
connotation in the mental health community, where the medical model is sometimes seen as a throw-
back to less enlightened care and “client” or “consumer” is the preferred term for persons receiving care.

PRIMARY CARE FUNDING DISCOURAGES GROUP SESSIONS: Conducting therapy or
education via group sessions makes practical sense in many instances and often allows consumers
to interact with one another in a positive and constructive way. However, Medi-Cal funding does not
encourage this approach for behavioral issues in primary care.
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ADVICE from Those Who’ve

Been There

( )

B Whenever possible, try to collaborate with the other partner when hiring personnel. If they
can’'t be at the interviews, at least try to get their input. When hiring, choose people who are
flexible and can roll with the changes
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B Make sure staff at all levels have bought into the model. Try to attend partner staff meetings
and other functions ahead of time to build personal relationships. It's great if administrators
think the arrangement is a good idea, but if ground level staff isn’t on board, you have
problems.

B Determine how much provider time is non-billable, like case conferences, planning, staff
meetings, etc. and consider these expenses when determining costs.

B You should figure out what the expected revenue for the primary care provider would
be if they were working at an FQHC clinic and see if the partner agency can provide the
difference between normal productivity and productivity at a community-based program.

B You need to be as clear as possible around role definitions and responsibilities. What does
staff understand each others roles to be? What is mental health’s understanding of primary
care and how does primary care intersect with mental health? For example, are primary
care providers expected to provide medical case management?

B Flexibility is a must.

B There should be a formal communication structure to monitor collaboration — like how
does clinic staff communicate with collaborative partner staff on-site and how does larger
oversight/problem-solving happen?

B You've got to recognize the differences in agency culture: how each partner operates; their
communication style; their understanding of each other’s role; and their approach to serving
their clients.

BRENDA GOLDSTEIN, PSYCHOSOCIAL SERVICES V
DIRECTOR, LIFELONG MEDICAL CARE, ALAMEDA
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B | recommend both parties participating, as we did, in quarterly problem-solving meetings to
share each other’s dirty laundry — and mutually clean it. If there are differences, challenge
each other with respect. We used case conferencing to discover, and sometimes to illustrate,
problems in the system.

B If you're going to complain, be part of the solution. And you need to own your own
shortcomings.

B Start with meeting the administrators, become acquainted, get people on board with the idea
and listen to the other system’s concerns.

B There should be boundaries—and a clear understanding about what you can and can’t
do—but with flexibility. | think setting boundaries is more difficult for primary care providers,
considering that they are expected to provide all-around care and be their patient’s medical
home.

B There should be an equal partnership: you need to meet each other half-way. Both sides
need to take risks. View each other as colleagues ultimately wanting the same things you do
for your clients.

B You need to learn each other’s lingo and definitions and study each other’s services, policy
and procedures for admissions, philosophy (wellness recovery action plans, evidence-based
approaches, admission policies, etc.).

B It's a good idea to have meetings on each other’s turf.

B Agreements on certain definitions should be established. For example, the working definition
of a “stable patient” for purposes of referral could be someone who: has had no medical
change for six months; had had no hospitalizations for the past year; has not had multiple
SDS visits in the last six months; and doesn’t require case management.

B It's a good idea to circulate a contact “health tree” to the other partner: how to get a hold of
key staff, what their responsibility is and where they are in the organization.

B The bottom line is be patient and look for opportunities to interface on a continuum.

B Learn to live with uncertainty but not necessarily build your whole behavioral program around
it.

B Continue to strive for preventative services.

JULIE OHNEMUS MD, PRIMARY CARE PHYSICIAN, OPEN DOOR
COMMUNITY HEALTH CENTERS, HUMBOLDT COUNTY
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The single biggest stumbling block was that we had no training period before
services were to begin. The expectation was that we'd start on Day One with no
ramp up. That turned out to be completely unreasonable. We had to develop
policies and procedures on the fly and that was tough. You need to build in
planning, training, and implementation time beforehand.

Cross-training our depression care managers on medical issues like diabetes
and chronic pain was important because they really need to speak the language
to be able to dialogue with the primary care doctors and communicate with the
patients. For example, it's important for them to understand what a hemoglobin
count is and what blood sugar levels mean.

One important lesson we learned is that, in order to train primary care providers,
you have to go where they are and do it when they want you. You can'’t hold
training in a hotel somewhere and expect them to turn up. They definitely want
the training, but they’re so swamped, it has to be done within their timeframe.

There’s a huge variation among primary care providers in their knowledge
about, and interest in treating mental health problems. So you have to tailor your
training to the knowledge base and receptivity of the target audience.

MARTY ADELMAN, COUNCIL OF V
COMMUNITY CLINICS, SAN DIEGO

r

G

B Psychiatrists might be the key as a check and balance to make
sure medications are appropriately prescribed [by primary care
providers].

B There is a need to foster communication between primary care
providers and a consulting psychiatrist.

\
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NICOLE HOWARD, DIRECTOR OF PROGRAMS,
COUNCIL OF COMMUNITY CLINICS, SAN DIEGO
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B Primary care doctors are not comfortable in dealing with persons with serious mental illness
and they have a very different opinion about what serious mental illness is and what the
mental health system should be treating. Their threshold is much lower than the county
mental health providers. Primary care doctors don’t like being told they’re a bunch of wusses
any more than mental health likes being told they’re not doing their job. You need to reach a
common understanding.

B There’s a huge population who isn’t getting served: they’re not psychiatrically ill enough for
acceptance by county mental health, but they’re deemed too ill to be seen in primary clinic
settings. The disparity of expectations between mental health and primary care can get in
the way (of a collaborative arrangement).

B Folks really have to agree on standards for acceptance and when the person will be taken
back (by the referring source). Otherwise, there might be a gap in understanding of who is
an eligible candidate for services.

B If you bring primary care into a mental health setting, at least when patients are cycled from
primary care to mental health when their mental condition gets worse, you won't lose the
continuity of care.

B A piece that’s crucial is to have a staff person within mental health responsible for
communication who primary care providers can contact if things go wrong. There needs to
be someone, preferably someone who can also deliver services, who can function as an
interface between the mental health and primary care systems.

B It would really be helpful to convene a meeting between the medical directors of both
primary care and mental health clinics to form relationships and hash out operations, but
both are difficult to spare for meetings like this.

B We already had a nurse practitioner on staff who does health screening activities and lab
work, but there’s been no place to refer our clients. We're delighted to have a system of
care for our clients with medical problems

N SALLY HEWITT, PROGRAM MANAGER FOR CLIENT
CULTURAL DIVERSITY, HUMBOLDT DEPARTMENT
OF HEALTH AND HUMAN SERVICES
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It's vital as you begin collaborations to have up-front discussions about important
issues. For example, we didn’t give much importance to space [for mental health
staff out-stationed at primary care sites] at the beginning, but it became a labor-
intensive problem later on. We should’ve negotiated it at the beginning.

Screening is important, but we haven’t been able to accomplish it [at primary care
sites] because there’s a shortage of primary care doctors and they’re all so busy.
We need to look for ways of handling it without imposing on the doctors’ time.

The psychiatric consultation piece is critical.

CELIA MORENO M.D., MEDICAL DIRECTOR, SAN MATEO
BEHAVIORAL HEALTH AND RECOVERY SERVICES

~N

In a small county like ours, folks don’t really trust the government. Hill Country
[primary care clinic] was already providing services for them, already their
medical home. So we just purchased access to psychiatric care in their clinic. It
really worked out well.

Our arrangement wasn'’t a sell job on either side. We went to the table with both
mental health and primary care being equal partners working for the general
good of the community. That’s important.

It's really important to learn the other side’s language. Learning about the
financial piece [for primary care] was crucial, but along with billing mechanisms,
we needed to get in the game by learning about their licensure requirements and
philosophical approach. Likewise, once we understood the rules of their game, it
was essential to educate the FQHC’s about what we [county mental health] can
and can’t do.

Take the time up front to figure out how this is going to work. Learn about
geographical locations, transportation issues and things like who steps in when
someone decompensates.

vV

MARK MONTGOMERY, DIRECTOR, SHASTA COUNTY
MENTAL HEALTH SERVICES
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The glue [that holds the collaboration together] is psychiatric consultation.

B The primary care system has to be convinced of the financial incentive for treating people
with serious mental disorders. Since many of them have Medi-Cal, there’s financial revenue
maximization for the clinics — more so than treating indigents with no insurance.

B The problem may be that mental health workers in primary care aren’t connected to the
mental health system, so they often don’t get needed clinical supervision. It helps if they
report to [county] mental health to get the benefit of that system. It probably works out best if
they report administratively to primary care and clinically to county mental health.

B It's good to have a primary care liaison [within the county mental health system] for any
problems that bubble up. If a patient is too much for primary care to handle, the liaison can
make sure that he or she gets the next level of care.

B It's really important to have cross-training to learn about each other’s systems.
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B You've got to identify the needs of clients so the system reflects the type and level of need.

. J

N BARBARA GARCIA, DEPUTY DIRECTOR OF HEALTH, DIRECTOR
OF COMMUNITY PROGRAMS, SAN FRANCISCO DEPARTMENT OF
COMMUNITY BEHAVIORAL HEALTH SERVICE AND PRIMARY CARE

4 )
B Psychiatric consultation often is important, but primary care providers often won't take
advantage of it unless they have a working relationship with, and trust in, the psychiatrist.
They’re very protective of their patients and want to make sure they’re getting the best
advice and psychiatric service. So to build up both trust and relationships, it's a good idea
to have the psychiatrist come to the clinic in advance to conduct trainings and answer

questions.

B Take it slow and develop a relationship. Establish what you’re willing to take on and what
support you'll need. Cultivate trust and really understand what the other system’s internal
themes and culture are.

B Training about the ins and outs of each other’s systems is absolutely necessary.

- y,
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JOHN GRESSMAN, PRESIDENT AND CEO, SAN
FRANCISCO COMMUNITY CLINIC CONSORTIUM
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B If you don’t have case management, like most primary care clinics, tracking patients can
be difficult. To help with this, we arranged to have the mental health provider follow up

with our no-shows. They have responsibility for maintaining patient engagement.

B Having one central person be the coordinator between the two systems is invaluable.
Someone has to own all of this. We’re lucky that our mental health liaison is a nurse who
can easily bridge the two systems.

B Both systems need to decide on a few specific goals together, then look at the barriers
that might impede reaching them, being as concrete as possible.
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B You need to figure out the pharmacy and medications piece and lots of communication is
needed around that issue to make sure there’s proper coordination.

B It's important to know all the different funding streams fueling these systems, and all the
mandates and philosophies they bring with them.

V

DEB BORNE MD, MEDICAL DIRECTOR, TOM WADDELL
HEALTH CENTER, SAN FRANCISCO

4 )
B To do a good job for their patients, the clinics need to
know what resources are out there besides mental
health services. You have to have other support
services to keep your patients moving forward.

B There’s a level of animosity that sometimes develops
between the two systems over time. You really need
to get over that and do some relationship-building if
collaboration is going to work. You have to get people
to see the bigger picture.

\ J
vV

DOREEN BRADSHAW, EXECUTIVE DIRECTOR, SHASTA
CONSORTIUM OF COMMUNITY HEALTH CENTERS
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m  You have to be willing to sit down at the table and take your licks. A lot of it
is just listening. If you're going to work together, you need to learn what to
expect from each other, what’'s worked well in the past and what hasn’t. You
have to work on the scar tissue — hash over the past with the future in mind.
Just take little steps forward.

— < J

STEVE CHAMBLIN, CLINICAL SUPERVISOR, MHSA
COORDINATOR, MENTAL HEALTH DIVISION, TEHEMA COUNTY

(.

The building blocks are all about relationships and putting in the time
needed to develop them — and the willingness to take risks and create
innovations.

m The primary care clinic needs to be able to hire their own people to avoid
the gap between orientation and organization values.
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m The transparency of the contractual process helped us move forward. We
needed to convince mental health that they weren’t going to be taken to the

cleaners.

m You need to put cynicism aside. Avoid bashing. You need to take the
approach that the people on the other side of the table want our patients to
get better as much as we do.

\_ J
~N

LYNN DORROH, CEO, HILL COUNTRY
COMMUNITY CLINIC, SHASTA

m The system works best if the medically indigent first go to the mental health
agency for determination of need and benefits acquisition. The people who
are found to need a lesser level of behavioral care can then be triaged to
primary care.

m The county doesn’t need to pay providers for services that clinics may be
able to bill for independently. They could use that savings to in-fill with case
management services, for example.

- y,

\

JONATHAN PORTEUS, THE EFFORT
COMMUNITY HEALTH CENTER, SACRAMENTO
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FOUR QUADRANT Clinical

Integration Model

The well-known and widely adopted Four-Quadrant Model is conceptual system-wide framework for
health and mental health services developed by Barbara Mauer under the auspices of the National
Council for Community Behavioral Healthcare. It serves as a guideline for assigning treatment
responsibility between specialty mental health agencies and primary care providers. The model divides
the general treatment population into four groupings based on behavioral and physical health risks and
status, and suggests system elements to address the needs of each particular subpopulation.
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Meant as a population-based planning tool, the Model recognizes that both mental and physical health
needs may change over time and thus the constellation of services must be flexible enough to meet
individual need at any given point in time. It also acknowledges and incorporates consumer autonomy:
“The ‘clinical home’ should be based on consumer choice and the specifics of community collaboration.
The primary care and specialty behavioral health systems should develop protocols, however, that spell
out how acute behavioral health episodes or high-risk consumers will be handled.”

The individual quadrants in this conceptual design are as follows (as excerpted from Integrating
Behavioral Health and Primary Care Services: Opportunities and Challenges for State Mental Health
Authorities by Barbara Mauer, 2005):

Quadrant I: Low Behavioral and Physical Complexity/Risk — A population most likely to exhibit
depression and anxiety, though it may include some with more severe mental disorders. If selected
by the consumer, this population can be served in primary care with behavioral health staff on site.

Quadrant II: High Behavioral Health, Low Physical Health Complexity/Risk — Most individuals
with severe mental illness, children/youth with serious emotional disturbance or those with co-
occurring disorders. This population would likely be served in a specialty behavioral health system
that coordinates with the primary care provider, or in more advanced integrated systems that provide
primary care services within the behavioral health setting.

Quadrant Ill: Low Behavioral, High Physical Health Complexity/Risk — Large percentage of
patients with chronic medical illnesses (e.g., diabetes, cardiovascular conditions) that are at risk
of or have evidence of behavioral disorders (e.g., mild to moderate depression, anxiety), some of
which may be related to their primary medical conditions. This population can be served in the
primary care/medical specialty system with behavioral staff on site in primary or medical specialty
care, coordinating with all medical care providers including disease care managers. Access to
behavioral specialists with expertise in treating persons with co-morbid chronic medical illnesses is
advisable.
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Quadrant IV: High Behavioral, High Physical Health Complexity/Risk — Those with severe
mental iliness or emotional disturbance co-occurring with one or more complex medical condition,
such as diabetes or cardiovascular problems. This population can be served in both the specialty
behavioral health and primary care/medical specialty systems. In addition to the behavioral case
manager, there may be a disease manager working in coordination.

The Four Quadrant Clinical Integration Model

Quadrant Il
BHA PHW

Quadrant IV
BHA PHA

High

Behavioral health clinician/case
manager w/ responsibility for
coordination w/ PCP

PCP (with standard screening
tools and guidelines)
Outstationed medical nurse
practitioner/physician at
behavioral health site
Specialty behavioral health
Residential behavioral health
Crisis/ED

Behavioral health inpatient
Other community supports

Persons with serious mental illnesses could be served in all settings. Plan for and deliver :
services based upon the needs of the individual, personal choice and the specifics of the |
1

community and collaboration.

Quadrant |
BHWY PHW¥

PCP (with standard screening tools
and guidelines)

Outstationed medical nurse
practitioner/physician at
behavioral health site

Nurse care manager at behavioral
health site

Behavioral health clinician/case
manager

External care manager

Specialty medical/surgical
Specialty behavioral health
Residential behavioral health
Crisis/ ED

Behavioral health and
medical/surgical inpatient

Other community supports

Quadrant Il
BHWY PH A

Behavioral Health (MH/SA) Risk/Complexity

PCP (with standard screening
tools and behavioral health
practice guidelines)
PCP-based behavioral health
consultant/care manager
Psychiatric consultation

PCP (with standard screening tools
and behavioral health practice
guidelines)

PCP-based behavioral health
consultant/care manager (or in
specific specialties)

Specialty medical/surgical
Psychiatric consultation

ED

Medical/surgical inpatient
Nursing home/home based care
Other community supports

Low

Physical Health Risk/Complexity R

High

~
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Some Types of Primary Care

Behavioral Services

The following description of a consultation service model was taken, with slight modifications, from the
Primary Behavioral Care Services Practice Manual 2.0, 2002 by Kirk Strosahil:

m Triage/Liaison Services — Initial screening visits usually of 30 minutes or less to determine
appropriate level of need for mental health care.
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m Behavioral Health Consultation — Intake visits of usually 15 to 30 minutes for clients referred for
general evaluation. The focus is typically on diagnostic and functional evaluation, problem-solving,
and recommendations for treatment and forming limited behavioral change goals. The visit
may involve assessing clients at risk because of some life stress event, educating clients about
community and/or clinic resources, or referring them to more appropriate treatment resources. In
all cases, the visits will result in consultative feedback given to the client’s primary care provider.

m Behavioral Health Follow-up — Secondary visits by a client to support a behavioral change
plan or treatment started by a primary care provider on the basis of earlier consultation — often
occurring in tandem with primary care visits.

m Compliance Enhancement — Visits designed to help the client adhere to an intervention initiated
by the primary care provider — often spaced at longer intervals.

m Behavior Medicine — Visits designed to assist clients in managing a chronic medical condition
or to tolerate invasive or uncomfortable medical procedures. The focus may be on lifestyle issues
or health risk factors among clients at risk (i.e., smoking cessation, weight loss) or may involve
managing issues related to progressive illness such as end-stage COPD, etc.

m Specialty Consultation - Consultative services rendered over time to clients whose situation
requires ongoing monitoring and follow-up. This service is applicable to patients with chronic
psychosocial issues and/or physical problems requiring longer term management. While the visits
are structured like regular behavioral health consultations, they are less frequent and spread out
over a longer period of time. The focus should be on restoring adaptive functioning rather than
eliminating an acute mental disorder.

m Disability Prevention/Management - Visits designed to assist clients on medical leave from job
to return to work quickly. The focus is on coordinating care with primary care provider, job site and
client with emphasis on avoiding “disability building” treatments.

m Psycho-educational Classes - Brief group treatment designed to promote education and skill-
building that either replaces or supplements individual consultative treatment. Often a psycho-
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educational group can serve as the primary psychological intervention, as many behavioral health
needs are best addressed in this type of group treatment.

m Conjoint Consultation - Visits with primary care provider and client designed to address an issue
of concern to both, often involving a conflict between them.

m Telephone Consultation - Planned, scheduled intervention contacts or follow-ups with patients
that are conducted by the behavioral health counselor via telephone, rather than in-person.

m  On-Demand Behavioral Health Consultation - Usually unscheduled, primary care provider-
initiated contact, either by phone or face to face, generally in an emergent situation requiring
immediate or short-term response.

m  On-Demand Medication 4 )

Consultation - Usually
unscheduled, primary care
provider-initiated contact
regarding a medical or medication
issues, either by phone or face

to face, generally in an emergent
situation requiring immediate or
short-term response.
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m Care Management - Designed
to coordinate delivery of medical
and/or mental health services
through multi-disciplinary
involvement. Can also involve
assisting the client with resources
in the community.

m Team Building - Conference
with one or more members of the
health care team to address peer relationships, job stress issues, or process of care concerns.

m Medical Provider Consultation - Face-to-face visits with the primary care provider to discuss
client care issues; they often take the form of “curbside” consultation.

m Team Education - Training provided to the primary care providers and other clinic staff about
identification and treatment of mental disorders; the relationship of medical and psychological
systems; and the services and procedures offered by the behavioral health program, including
appropriate candidates for referral.

The Washington Association of Migrant and Community Health Centers, in their “Providing Behavioral
Health Services in a Community Health Center Setting” Manual, 2002, framed behavioral functions in
the following grid, offered here as an example of how services could be rendered:
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Behavioral Estimated

Health Service % of Patient Key Service Characteristics
Type Contacts

» Brief, general in focus; oriented around a specific referral
issue from health care provider.

* Visit length (15-30 min) matches pace of primary care.

General » Designed to provide brief interventions and support
Behavioral Health |60-70% medical and psychosocial interventions by the primary
Consultation Visit care team member.

* May involve conjoint visit with primary care provider
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* May involve primary focus on psychosocial condition or
working with behavioral sequelae of medical conditions.

» Employs psycho-educational approach in classroom or
group modality.
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Behavioral Health
Psycho-education | 10-20%

Viai * Program structure is often manualized, with condensed
iSi

treatment strategies; emphasis on patient education and
self-management strategies.

» Same parameters as the General Behavioral Health
Consultation Visit, but handled via telephone.

* Reserved for high-utilizers and multi-problem patients.

Telephone Visit 10-20%

* Emphasis is on developing and communicating a
health care utilization plan to contain excessive medical
Behavioral Health o) % utilization, and on giving primary care providers effective
10% . : .
Case Conference behavioral management strategies and community
resource case management.

* Goal is to maximize daily functioning of patient, not
necessarily symptom elimination.
* Reserved for use by consulting psychiatrist.

30%* .

Medication

Consult Provides assessment and review of pharmacological

regimen.

*These services do not necessarily involve direct client contact
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GETTING STARTED

on the Road to
Integration
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Patient-Centered Integrated Behavioral Health Care Al M S CENTER

P r| ﬂ C | p | eS & TO S kS Adhvancing lnegrated Mental Health Solutions

About This Tool

This checklist was developed in consultation with a group of national experts (http://bit.ly/IMHC-experts) in

integrated behavioral health care with support from The John A. Hartford Foundation, The Robert Wood Johnson
Foundation, Agency for Healthcare Research and Quality, and California HealthCare Foundation. For more
information, visit: http://bit.ly/IMHC principles.

The core prinCiples of effective integrated behavioral health care include a patient-centered care
team providing evidence-based treatments for a defined population of patients using a measurement-based treat-to-
target approach.

We apply tis principle in the care of

None Some Most/All
Pflﬂ(lples of Care of our patients
1. Patient-Centered Care
Primary care and behavioral health providers collaborate effectively O O O

using shared care plans.

proiiee |

Care team shares a defined group of patients tracked in a registry.
Practices track and reach out to patients who are not improving and
mental health specialists provide caseload-focused consultation, not
just ad-hoc advice.

3. Measurement-Based Treatment to Target ---

Each patient’s treatment plan clearly articulates personal goals and O O O
clinical outcomes that are routinely measured. Treatments are adjusted
if patients are not improving as expected.

R N A —

Patients are offered treatments for which there is credible research
evidence to support their efficacy in treating the target condition.

BRI N N

Providersare accountable and reimbursed for quality care and outcomes.

©2012 University of Washington — AIMS Center http://uwaims.org
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Page 2

Core com ponenrs aNd [QOSKS are shared by effective integrated behavioral health care pro-
grams. The AIMS Center Integrated Care Team Building Tool (http://bit.ly/IMHCGteambuildingtool) can help organizations
build clinical workflows that incorporate these core components and tasks into their unique setting.

None Some Most/All

Core Components & Tasks of our patients receive this service
1. Patient Identification and Diagnosis _—_

Screen for behavioral health problems using valid instruments
Diagnose behavioral health problems and related conditions |:| |:| |:|

Use valid measurement tools to assess and document baseline symptom severity

2. Engagementin ntegrated are Program ___

Introduce collaborative care team and engage patient in integrated care program
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Initiate patient tracking in population-based registry

3. Bvdence-Based Tratment ___

Develop and regularly update a biopsychosocial treatment plan
Provide patient and family education about symptoms, treatments, and self management skills
Provide evidence-based counseling (e.g., Motivational Interviewing, Behavioral Activation)

Provide evidence-based psychotherapy (e.g., Problem Solving Treatment, Cognitive Behavior Therapy,
Interpersonal Therapy)

Prescribe and manage psychotropic medications as clinically indicated

OO0 OoOo0Ooa0
OO0 O0O00
OO0 OooOooao

Change or adjust treatments if patients do not meet treatment targets

4. Systematic Follow-up, Treatment Adjustment, and Relapse Prevention _—_

Use population-based registry to systematically follow all patients
Proactively reach out to patients who do not follow-up

Monitor treatment response at each contact with valid outcome measures
Monitor treatment side effects and complications

Identify patients who are not improving to target them for psychiatric consultation and treatment adjustment

OOoo0ooOooao
I o o
OoOooOooOooo

Create and support relapse prevention plan when patients are substantially improved

5. Communication and Gare oordination ___

Coordinate and facilitate effective communication among providers

Engage and support family and significant others as clinically appropriate

OooOoad
OoOoad
OooOoad

Facilitate and track referrals to specialty care, social services, and community-based resources

6. Systematic Psychiatric Case Review and Consultation _—_

Conduct regular (e.g., weekly) psychiatric caseload review on patients who are not improving
Provide specific recommendations for additional diagnostic work-up, treatment changes, or referrals |:| I:I |:|

Provide psychiatric assessments for challenging patients in-person or via telemedicine

7. Program Oversight and Quality Improvement _—_

Provide administrative support and supervision for program

Provide clinical support and supervision for program

EI I:I I:l
O O O

Routinely examine provider- and program-level outcomes (e.g., clinical outcomes, quality of care, patient
satisfaction) and use this information for quality improvement

©2012 University of Washington — AIMS Center http://uwaims.org
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THE PARTNERSHIP MODEL

(extracted from “Behavioral Health / Primary Care Integration and the Person-Centered Healthcare
Home” [with slight modifications], National Council for Community Behavioral Healthcare, 2009)

In a partnership model between a behavioral health organization and a full-scope healthcare home, the
organizations must assure mission alignment and be deliberate about designing clinical mechanisms for
collaboration, supported by structural and financial arrangements appropriate to their local environment.
Ideally, the following six components will be available as part of the partnership. The first three should
be in place at a minimum:

1. Regular screening and registry tracking/outcome measurement at the time of
psychiatric visits

Assure regular screening and registry tracking/outcome measurement at the time of psychiatric visits
for all individuals receiving psychotropic medications—check glucose and lipid levels, as well as blood
pressure and weight/BMI, recordand track changes and response to treatment, and use the information
to obtain and adjust treatment accordingly.
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2. Medical nurse practitioners/ primary care physicians located in behavioral health
facilities

Provide routine primary care services in the behavioral health setting via a nurse practitioner or
physician out-stationed from the full-scope healthcare home. Organizations implementing this model
have found that adoption of primary care improvements such as open access scheduling and group
visits are effective methods for engaging people in healthcare. The strategy of easy access can be
used to engage individuals in their healthcare and connect them to an ongoing relationship with the
full-scope healthcare home for their complex healthcare concerns. Nurse practitioners should be
highly experienced, with readily available access to a supervising physician and an ongoing training/
supervision component to ensure quality of care.

3. Primary care supervising physician within the primary care facility

Identify a physician within the healthcare facility to provide consultation on complex health issues for the
psychiatrist, medical nurse practitioner and/or nurse care manager if there is no primary care physician
practicing at the behavioral health site.

4. Embedded nurse care manager in the behavioral health setting

Embed nurse care managers within the primary care team working in the behavioral health setting to
support individuals with significantly elevated levels of glucose, lipids, blood pressure, and/or weight/
BMI. Accountabilities would include keeping the registry (glucose, lipids, blood pressure, and weight/
BMI) current and complete, longitudinal monitoring of health status and communicating the need for
treatment adjustments to the primary care team, as well as coordinating care across multiple medical
providers on behalf of the team. For people who have established external primary care relationships
and choose not to use the primary care services available in the behavioral health setting, the nurse
care manager would work to establish this team relationship with outside healthcare providers and
might accompany individuals to outside medical appointments.
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Nurse care managers and the primary care team would use standard protocols and curriculum to
assure the following services in primary care settings:

Intake Assessment
Health examination
Medication list

Vital signs monitoring
Preventive healthcare

Disease specific goals
Action plan
Healthcare proxy
Health education

The nurse care managers would work with individuals to connect them to the full scope person-centered
healthcare home (using the behavioral health entry point as the entry point into primary healthcare
as well as access to dental services), link them to enabling services, benefits counseling and peer
mentors, as well as plan and co-lead with peers ongoing groups that support smoking cessation, weight
management, and physical exercise.

Behavioral health care managers can be redeployed to the care management function, especially for
individuals with less complex healthcare needs, after being provided with training in chronic medical
conditions and care management. All behavioral health clinicians/case managers play key team roles
in the following ways:

m Assuring that behavioral health treatment plans incorporate selected general healthcare goals
and actions from the primary care arena;

m  Working with nurse care managers on specific elements of individuals’ self management plans;
accompanying individuals to medical appointments;

m Linking to non-medical enabling functions; and

m Providing assistance with community resources such as housing and other supports.

For collaborative care to be effective, the respective roles and responsibilities of all members of the
team should be defined, and structures put in place to support each member of the team.

5. Evidence-based practices to improve the health status of the population with serious
mental illnesses

6. Wellness programs

Engage individuals in managing their health conditions. The INSHAPE program in New Hampshire
includes the following methods:

m Individualized fitness and healthy lifestyle assessment

m Individual meetings with a “Health Mentor”

m  Membership vouchers to local fitness centers (e.g., YMCA; Dance-exercise center; Women'’s
fithess center)

m Motivational rewards

m Group health education/motivational “celebrations”

m Nurse evaluation and consultation
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Integrated Behavioral Health Care A M S CENTER

Team Buildin g Process Advancing Integrated Mental Health Solutions

Th|S re(] m bU | | d | ng fOOl was developed based on experience helping more than 500 organizations

adapt, implement, and sustain evidence-based collaborative care for common mental disorders. Our experience has taught

us that for integrated care programs to succeed, clinics need to clearly define the roles of all team members and create an
effective shared workflow that makes optimal use of existing staff resources and meets the hehavioral health needs of the
unique patient population served by each clinic.

There are 5 sfeps in the team building process:

Individual Team Members Complete a Staff Self-assessment
Identify Gaps, Duplication of Services, and Training Needs
Create a Customized Integrated Behavioral Health Care Workflow for your Practice

Generate an Implementation Plan and Timeline Tailored to Your Practice

®© 000 F¢

Track Program Outcomes and Adjust as Necessary

There are 3 worksheets o support this feam building process:

© Team Member Self Assessment
® Task Summary by Team Member
© Summary & Change Plan

Facilitation of Integrated Care Team Building Process

First, 1 or 2 team member(s) should be identified to facilitate the team building process:
O Tailor worksheets based on relevant collaborative care tasks
Distribute and collect completed Step 1 Worksheets for each team member*

Tabulate all team member responses by completing the Task Summary by Staff Worksheet

(=~

Facilitate a follow-up meeting after Team Building Worksheets are completed and tabulated, and document—during or
after the meeting—the current status and change plans in the Summary & Change Plan Worksheet
© (reate an implementation plan and timeline

® Regqularly revisit the Summary & Change Plan with the team to review progress and adjust roles as necessary

*For the purpose of team building, define the integrated care team broadly: include all clinical staff who are involved (including primary care
providers) and administrative staff (e.g., clinic manager)

Back to Table of
52 « Partners in Health Interagency Toolkit [ < W ]




AIMS CeNTER

Advancing Integrated Mental Health Solutions

STEP 1: Individual Team Members Complete a Staff Self-assessment

Identify relevant collaborative care tasks and who is currently performing each task.

« First, the team member(s) facilitating the team building process will identify all relevant collaborative care tasks—based on
target patient populations, clinical conditions, etc—and will tailor the worksheets accordingly.

» Each member of the team will complete the Staff Self-assessment Worksheet individually.
- The worksheet lists several collaborative care tasks—for each task, individuals will answer:

Is the task part of the individual's role now?
If not part of the individual’s role now, whose role is it?
What is the organization’s capacity with regards to this task?

What is the individual’s comfort level with this task? (respondents should answer even if they are not currently doing this
task)

Would the individual like training to learn or improve their capacity to perform this task?
Are there other important tasks that should be on this list?

@
m
-
=
P4
@
a
>
A
|
m
O

@0 O006000C

STEP 2: Identify Gaps, Duplication of Services, and Training Needs

Map out the current team structure and activities, based on responses to the individual Staff Self-assessment Worksheets
to identify gaps, duplication, and opportunities for streamlining and/or more collaboration.

» The team member(s) facilitating the team building process will complete the Task Summary by Staff Worksheet by:

> Writing in the staff member’s role/title and/or name at the top of each column marked “Staff 17, “Staff 2”, etc.
2> For each of the collaborative care tasks, mark the cell for each staff member currently performing a task.

2 Ifataskis completed via a partner agency or a referral, mark that cell (this information will not be on the Staff Self-
assessment Worksheets; the team member leading this process will have to find out if s/he does not already know).

- Identify gaps and duplications in tasks by examining the completed worksheet. Identify opportunities to make the processes
more efficient. Think about ways to collaborate effectively and discuss critical communication and ‘handoff’ steps.

« Think about if and where changes are needed.

STEP 3: Create a Customized Infegrated Behavioral Health Care Workflow for your Practice

Systematically review—as a team—the results from the Staff Self-assessment Worksheets and the Task Summary by Staff
Worksheet, in order to plan for implementation changes and document these plans.

« First, discuss the completed forms as a team. This discussion should be facilitated by the team member(s) taking the lead for this process.

< Discuss gaps—which cells are blank?

> Discuss duplication—which tasks are currently being performed by more people than necessary?

< Discuss any tasks that individuals are not currently performing, but would like to start, and discuss what training or other
changes are needed to facilitate this.

< Discuss any tasks that individuals are currently performing, but would not like to continue doing and discuss possible
alternative task re-assignments.
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AIMS CeENTER

Advancing Integrated Mental Health Solutions

- Second, discuss the “practical ideal” you are striving for in your organization to provide the most effective care for your patients.

- Third, systematically review the list of collaborative care tasks on the Summary & Change Plan Worksheet. For each task—
or set of tasks as shown in the worksheet—document who, how, when, and where the task will be completed as part of your
implementation plan. This worksheet documents your current situation plus your plans for change.

< Write in the individual(s) names who will perform each task.

> Document how the task will be changed / accomplished. Include plans for smooth hand-offs and communication methods.

> Document when a task is completed, in terms of patient flow (e.g., intake, initial assessment). If a task will be constrained

by certain days of the week (e.g., a prescriber is only available on a certain day, or data will be entered into a registry only

on certain days), indicate this.

Document where the task will be completed. At the clinic? At a partner agency? Through an external referral?

For each main category of collaborative care tasks (e.g., Identify/ Screen/ Diagnose Depression, Anxiety, & Substance Abuse),

consider if there are organizational-level changes necessary for these plans. Staff training needs? Staff hires? Other needs?

Additional supervision?

> What is the implementation timeline for each of the main categories of collaborative care tasks? Note any relevant
information in the appropriate section.
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STEP 4. Generate an Implementation Plan and Timeline Tailored fo Your Practice

- (Create a quality improvement action plan with designated champions / sponsors, process owners, and a detailed timeline.
« Create materials to introduce the Integrated Care Team to patients.
« Create clinic-specific protocols for:

2 Psychiatric Emergencies (e.g., what to do if a suicidal patient presents in clinic).

2 Communication among team members (e.g., how will you ensure that recommendations from psychiatric consultants are
effectively communicated to the primary care provider).

+ Identify gaps and duplication in tasks by examining the completed worksheet. Identify opportunities to make processes more

efficient. Think about ways to collaborate effectively and discuss critical communication and ‘handoff’ steps.
« Think about if and where changes are needed.

STEP 5: Track Program Outcomes and Adjust as Necessary

Revisit the Summary & Change Plan regularly (e.g., monthly) to review progress and make adjustments in the program as
needed to achieve desired results. Focus reviews on:

> Number of clients served in the integrated program.
2 Number and percent of clients who show clinical improvement as measured at the client level.

> Number and proportion of clients who receive initial assessments, follow-up assessments, and psychiatric consultation if
they are not improving as expected.
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Conditions for which you plan to provide clinical care (select all that apply) A M S C E N T E R
. P O Depression O Substance Abuse
STEP 1 : Sro l:f Selr Ossesmenr O Anxiety (e.g. PTSD) O Other Mental Disorders Advancing Integrated Mental Health Solutions

Inregrored Care Tasks hor IZ.",L‘QETiTE?ﬁE?asw ﬁ?ﬁﬁi"if'riﬁfmm CoPeromThis Tt
Identify People Who May Need Help O O

Screen for Behavioral Health Problems Using Valid |:| I:I I:I I:I O I:I O 04

Measures

Diagnose Behavioral Health Disorders l:l I:I I:l I:I O I:l O a4

Engage Patient in Integrated Care Program O O o

Initiate and Provide Treatment _ ngh Med/Low High Med/Low

Perform Behavioral Health Assessment
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Develop & Update Behavioral Health Treatment Plan

Patient Education about Symptoms & Treatment Options

Prescribe Psychotropic Medications
Patient Education about Medications & Side Effects

Brief Counseling, Activity Scheduling, Behavioral
Activation

Evidence-based Psychotherapy (e.g., PST, CBT, IPT)
Identify & Treat Coexisting Medical Conditions

OO00O0O OOooOoooaad
O000 OOooOoooad
OO0O0O0O OOoOoOoooao

Facilitate Referral to Specialty Care or Social Services

OO0O0OO0O ODoOooooao
g0 000 OOO0O00O0O
g0 000 OOO0O000
@O0 000 OOO0O0O0Oa0
OO00OO0O OoOooOoooaog

(reate & Support Relapse Prevention Plan

Track Treatment Outcomes _ High Med/Low High Med/Low

Track Treatment Engagement & Adherence using Registry [ [ O O O O I:I O
Reach out to Patients who are Non-adherent or O O O O O O O 0O
Disengaged

Track Patients’ Symptoms with MeasurementTool (e.g, [ [ O O O O O ad
PHQ-9)

Track Medication Side Effects & Concerns O I:I O I:I I:I I:l O |:|

Track Outcome of Referrals & Other Treatments

Proactively Adjust Treatment if Patients are Not Yes No ngh Med/Low ngh Med/Low | Yes No
Responding

Assess Need for Changes in Treatment

Facilitate Changes in Treatment / Treatment Plan EI I:I |:| |:| |:| |:|

EI EI
Provide Caseload-Focused Psychiatric Consultation O O |:| |:| |:| |:] |:| []
Provide In-Person Psychiatric Assessment of Challenging  [] [J

Patients

Other Tasks Important for Our Program Yes No High Med/Low High Med/Low |Yes No
(add tasks as needed)

Coordinate Communication Among Team Members /

Providers

Administrative Support for Program (e.g., Scheduling, O O O O O O O 0O
Resources)

Clinical Supervision for Program O a O d O O O a4
Training of Team Members in Behavioral Health O a O Od O 0O O O

©2011 University of Washington — AIMS Center http://uwaims.org
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In 2012, CiMH (California Institute of Mental Health) spearheaded the Small County Care
Integration Quality Improvement Collaborative. This one-year initiative, involving the mental
health departments in 13 California counties, concentrates on improving medical outcomes for
persons with serious mental disorders in rural counties. Using an incremental step-by-

step approach, the program helps county departments identify and implement actionable and
measurable physical health goals. The following is the change concepts they developed for
improving interface between physical and mental health organizations.

THEME: Develop processes and mechanisms for mental and physical
health organizations to coordinate care on a routine basis.
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CHANGE CONCEPTS CHANGE IDEAS

Identify clients’ health a. Review charts or access data from clinical information systems to
status and PCP Coverage identify client’s primary care doctor and their most recent health
care records

at behavioral health

intake b. Initiate contact with PCP (primary care provider) - with client

consent

c. Utilize standardized protocols or tools to identify client health
concerns

d. Askall clients who they see for physical health concerns and when they
last saw this provider

e. Atintake, ask clients about and document their current health
concerns

f. ldentify primary care providers that are comfortable treating and
supporting clients who have serious mental illness by asking clients
who they see and if that PCP was comfortable treating them

g. Formalize process to address health and healthcare for health care
discussion with all clients at intake, for example initiating discussion
about health care early in the intake/assessment process

Increase the number of a. As part of intake procedures, offer clients information and assistance
clients with a PCP in getting a primary care doctor

b. Train staff on primary care office culture

c. Develop protocol to assign clients a PCP

Redesign the behavioral a. Develop informed patient consent form based on legal requirements
health intake to include and feedback from clients and their family members

<« Back to Table of
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CHANGE CONCEPTS CHANGE IDEAS
Releases of Information b. Formalize procedures for providers’ explanation of the consent form
to clients

c. Give release of information forms to clients at initial contact and ask

them to have family/caregiver review with them

d. Create a script for clinicians re: critical health care issues they should ask
clients about at intake

e. Make conversation about health concerns a routine part of each
patient visit
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f. Use informational brochures about physical health concerns during

mental health intake

Link clients to and a. Ask clients about their experiences when visiting their PCP
support their effective b. Assist clients to brainstorm ways to get their primary care needs met
use of primary care if they had a bad experience (for example: bring a friend; bring a

services case manager; bring a family member)

c. Identify primary care providers that are comfortable treating and
supporting clients who have serious mental illness.

d. As part of intake procedures, offer clients information and assistance
in getting a primary care doctor, for example a “warm handoff”

e. Ask all clients who they see for physical health concerns and when
they last saw this provider

f. Develop protocol to assign clients a PCP

g. Use “Primary Care Summary Visit” form

Back to Table of
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CHANGE CONCEPTS CHANGE IDEAS

Build Relationships: a. Initiate contact with primary care providers or group practices and

Create opportunities to offer information about inclusion/exclusion criteria and referral

. . process and timeline
increase primary care S _ _
) b. Frame initial conversations around support mental health agencies
providers knowledge

can provide (For example: “How can we (mental health providers)

about the prevalence of help you?”; “How can we prepare our clients better for their

serious mental illness, primary care visits with you?”; “How can we streamline our

how the mental health Releases of Information so your providers can get relevant

system operates, and the information more quickly?”)

c. Increase primary care providers’ comfort with “psychiatric patients”

potential for client
by:

recovery and wellness
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o Offering basic training to them about mental health
disorders, recovery, treatment guidelines, common evidence-

based practices, mental health agency common operating
procedures, etc. Training must be offered at breakfast or
lunch and food provided

e Assuring case managers ongoing involvement

o Offering informal “curbside consultation” available by phone
from a rotating on-call county psychiatrist

d. Incentivize the education with CMEs and tailor the education
methods to suit primary care culture (for example: offer half hour long
web-based training; brown bag lunches on hot topics)

e. Make meetings between clinical staff of both agencies and
administrative/executive leadership of both agencies routine

Coordinate Care: a. Perform Monthly Medication Reconciliation:

1. Each agency provides a summary of medications easily
accessible in medical record—should include medications
from all prescribers

Establish process to
routinely share clinical

information (For example
labs; changes in
medication; changes in
physical status with
primary care, specialists,
or others)

2. Each agency develops a protocol and procedure for routinely
updating clients’ medications at each visit

3. Involve client in “brown bag medication review” and educate
client about the importance of reporting all prescription as
well alternative/across the counter medications

4. Partnering agencies share each client’s medication list on
regular basis (preferred monthly/minimum quarterly.
Determine sharing method (electronic/fax, etc...)

58 « Partners in Health Interagency Toolkit
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CHANGE CONCEPTS CHANGE IDEAS

5. Care Coordinator insures that clients have a single
medication list that is reconciled across primary care and
specialty MH/SUD providers

6. Shared client registry contains “real time” updated/current
medication list from primary and specialty care providers

b. Create and maintain a mutually designed, bi-directional referral
process and tools between primary care and mental health

c. Contact primary care providers for information using simple
language and asking specific questions (for example: situation,
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background, assessment, request SBAR)
d. If there is an on-call or embedded psychiatrist in primary care, clarify

the role and consult process of psychiatrist

e. Establish monthly case conferences via phone or video-conference
for multiple primary care and mental health care providers who
share clients

f. Identify clients with medical complexity and have case manager
regularly attend primary care visits with them to contribute
important mental health information and gather important medical
information to include in mental health record

g. Use “Brief Action Planning Process” with clients so they can establish
health goals, communicate these goals to their primary care
providers

h. Utilize client support system, including willing family members, to
accompany clients to primary care visit and report back information
to mental health with client permission

Establish method to a. Getinformation on health at every visit
identify clients at high Include physical health conditions in eligibility criteria for more
intense care coordination

risk as a result of ) o
c. Inquire about recent hospitalizations for both mental and

complex mental and ohysical health

physical health d. Assess client's confidence for self-management
conditions in order to e. Assess client's social support
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CHANGE CONCEPTS

CHANGE IDEAS

provide more intensive
services

Assess client's housing stability

Create comprehensive diagnosis list of physical and mental
health conditions

Identify clients with chronic pain, chronic heart failure and
chronic lung disease

Use a risk stratification tool, such as the Care Oregon Case
Management Complexity Assessment.

Determine team roles for identification of clients for additional
services

Describe process for managing results of assessment

Manage Care: Establish a
process for collaborative
planning and treatment
between mental health
and primary care for the
high risk population

Make routine the process of contacting primary care provider
just prior to or after high risk clients have a medical appointment
to discuss mutual plans for care

Create and maintain a mutually designed, bi-directional referral
process and tools between primary care and mental health

Mutually describe information flow process between primary
and behavioral health

Attend primary care visits with clients

Prepare clients for primary care visits (help them make record of
current status and questions; encourage them to bring
supporters; practice asking questions; encourage them to ask for
written records)

Have care conferences between primary care and behavioral health
to discuss mutual clients

Determine key contacts in primary care and behavioral health for
each complex client
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NAME:
Step 1: Staff Self-assessment A M S CENTER
- ROLE/POSlTlON Advancing Integrated Mental Health Solutions
. . . Your Organization’s Your Level of Would You Like
;aSI.(S for Integrated Primary Care in Mental Health l;glzlls\lz\?v%r If No, Whose Role?| Capacity with This Comfort with This | Training to Perform
ettings ) Task? Task This Task?

Identify and Engage Clients

Identify Clients For Primary Care Screening

Write in
position title

High Med/Low ‘

High Med/Low‘

Screen for Medical Problems :
Office-Based Measurement (e.g. Weight, BP, HR)

Screen for Medical Problems :
Lab Measurements (e.g. HbA1C; Lipids)

Assess if patient receives primary care with outside PCP

Identify Clients who Need Care Management

Perform Healthy Living/Health Behavior Assessment

Diagnose Medical Disorders that Need Treatment

Engage Patient in Integrated Medical Care Program

Oo0oooo o oo
Oo0oooo o oo

OoOoooo o oo
OooOoo0ooo o oo

Oo0oo0ooo o oo
Oo0oooo o oo

OoOoooo o oo
OoOoo0ooo o oo

Initiate and Provide Treatment High Med/Low ‘ High Med/Low‘

Facilitate Registration with Primary Care OO O O O O O 0O
Coordinate with Outside PCP/Asses Quality of Relationship O o O 0O o 0O O o
Develop and Update Primary Care Goals & Treatment Plans O 0O O O O O OO
Prescribe Medications for Primary Care Problems OO O 0O O 0O O 0O
Coordinate and Communicate Plans for O O O 4 O O O O
Primary Care with Mental Health Team

Client Education about Primary Care Medications & Side O O O 4 O O O O
Effects

Health Behavior Change Counseling: O Oa O 04 O O O 4
Smoking Cessation

Health behavior change counseling: O O O 04 O O O O
Weight Management/Nutrition

Health behavior change counseling: O O O 04 O O O O
Increase Physical Activity/Exercise

Facilitate Referral and Coordination with Specialty Medical O O O 04 O O O O

Care
Track Treatment Outcomes

High Med/Low

High Med/Low

Services

Track Treatment Engagement & Adherence of Medical Care O a O 04 O 04 O a
using Registry

Reach out to Clients who are Non-adherent or Disengaged O a O 04 O O O a
from Medical Care

Track Office-Based Measurement (e.g. Weight, BP, HR) OO O 0O O 0O OO
Track Lab Measurements (e.g. HbA1C; Lipids) O 0O O O O O O 0
Track Required Other Measurements (ex NOMS) O 0O O O O 0O O 0O
Track Medication Side Effects & Concerns OO O O O 0O OO
Track Outcome of Referrals OO O O O O OO
Assess Need for Changes in Primary Care Treatment O O O O O 04 O 0O
Facilitate Changes in Treatment if Client Primary Care O O O Od O O O O
Problems Not Improving

Provide Caseload-Focused Primary Care Consultation OO O O O 0 O 0
Provide In-Person Medical Assessment of Challenging Clients | [1 [ O 0O O 0O OO
Continue to Assess for Need of Integrated Primary Care O O O 0O O 0O O O

[
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Provide Effective Program Support \ High Med/Low High Med/Low  Yes No
Coordinate Communication Among Team Members (Both O g O O O O O 0
Mental Health and Primary Care)

Administrative Support for Medical Care Program (e.g. O O O O O O O O
Scheduling, Resources, efc)

Clinical Supervision for Program/Accountability for Medical O ad O O O O O 00
Care Program Outcomes

Training of Team Members in Primary Care OO O O O O O d
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RECOMMENDATIONS FOR INTEGRATED PRIMARY CARE SERVICES DELIVERED
IN MENTAL HEALTH CENTERS

(courtesy of Multnomah Mental Health and Addiction Services Division, Oregon;
Joan Rice, joan.m.rice@multco.us)

Recommendation #1: Establish primary care providers onsite in CMHCs that provide
services to large numbers of people with serious mental iliness.

Action Steps:

» Provide venues for collaborative dialogue between health plans, Mental Health and Addiction
Services (MHASD), and Community Mental Health Centers (CMHC’s) and FQHC (federally
qualified health center) executives to discuss options for focused partnerships to place primary
care physicians or medical nurse practitioners in CMHCs. Issues to be addressed include
contracting, start-up costs, structural space and equipment/supply needs, and credentialing
providers. If nurse practitioners are utilized, national recommendations are to ensure there is
back-up from a skilled supervising physician and a full scope primary care practice.

» Establish resources necessary to hire a consultant/grant writer to compete for next round of
SAMHSA grants for primary care services in specialty mental health settings. Obtaining
additional funding for start-up costs and structural changes necessary to provide primary care
onsite at CMHCs is critical.

» Collaborate with CareOregon to analyze matched client data to determine if and where people
with serious mental illness are receiving primary care. This will help identify the highest need
group to target to begin establishing primary care.

Recommendation #2: Establish embedded Clinical Care Managers within all CMHCs serving
people with serious mental iliness.

Action Steps:

Evaluate patient caseload size and Clinical Care Manager FTE needed at each CMHC
Evaluate options for utilization of medical RN versus LPN

Evaluate credentialing / training requirements for the Clinical Care Manager position under FFS

Work with agencies to identify space and equipment available and/or needed for Clinical Care
Manager

Develop Verity start-up and ongoing costs for each patient enrolled and tracked in CMTS web-
based registry to fund the Clinical Care Manager position.

» Develop job duties/descriptions for Clinical Care Managers including but not limited to:

e Enroll patients and perform ongoing monitoring and documentation in the CMTS web-
based registry

e Support individuals with chronic health conditions and/or with abnormal laboratory
values or other health risks noted in routine metabolic screening

e Perform phlebotomy for lab tests

e Longitudinal monitoring of health status/outcomes and communicating the need for
treatment adjustments to the patients’ primary care team and psychiatric providers

e Coordinate patient care across multiple medical providers on behalf of the team

e Establish relationships with outside healthcare providers and may accompany
individuals to outside medical appointments

e  Work with individuals to connect them to the full-scope primary care PCHHSs, link them
to enabling services, benefits counseling, and peer mentors

¢ Plan and co-lead ongoing wellness groups that support smoking cessation, weight and
chronic disease management, nutrition, and physical exercise. Work with Peer
Wellness Coaches to conduct these wellness programs (See Recommendation #7)

YV VYV V
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Recommendation #3: Establish web-based registry tracking and outcome measurement for
all individuals receiving care at CMHCs serving people with serious mental iliness.

Action Steps:

» Implement a web-based registry such as the University of Washington Advancing Integrated
Mental Health Solutions (AIMS) Care Management Tracking System (CMTS) at all CMHCs
serving people with serious mental iliness.

e Evaluate standard MHASD contracting options for a minimum two year pilot project versus
intergovernmental agreement with University of Washington.

e Obtain Verity QM Committee agreement to incorporate the Cascades Community
Engagement Behavioral Health Integration Measurement/Evaluation Strategy outcome
measures for people with serious mental illness into the CMTS registry (See Appendix J)

e Obtain stakeholder buy-in to incorporate into the web-based registry the 2004 Consensus
Metabolic Monitoring Guidelines and Verity Recommended Lab Protocol for people taking
psychiatric medications
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Recommendation #4: Provide point-of-service access to blood draws onsite at CMHCs
serving people with serious mental iliness to eliminate barriers to regular metabolic
monitoring and recommended lab work.

Action Steps:
» Work with and encourage CMHCs to establish blood draws onsite using one of two options:

1) Establish or expand existing relationships with pharmacies to increase their services to
include blood draws onsite and lab processing, or even establish an onsite pharmacy

2) Use the RN Clinical Care Manager to perform phlebotomy and arrange for transportation of
blood samples to lab for processing. If this option is chosen, evaluate cost effectiveness of
two options for transporting blood samples to a lab: 1) Use Multnomah County courier
service and laboratory testing through Multnomah County Health Department lab or 2) use
other local or regional laboratory that offers courier service

» Work with CareOregon to determine whether start-up funding and/or other funding is available

» Evaluate time and resources available for having RN Clinical Care Manager perform blood
draws or hire/retrain other staff to perform phlebotomy

» Obtain stakeholder approval to incorporate into the web-based registry the 2004 Consensus
Metabolic Monitoring Guidelines (See Appendix H) and/or Verity Recommended Lab Protocol
for people taking psychiatric medications

Recommendation #5: Establish accountability practices for prescribing providers at
CMHCs to ensure 1) appropriate lab work is ordered, 2) lab results are reviewed in a timely
manner, and 3) appropriate treatment adjustments are made and/or care is coordinated with
patients’ PCPs.

Action Steps:

» Ensure the web-based registry will allow tracking of prescribing providers’ compliance with lab
protocols

» Evaluate using pay-for-performance and/or case rate mechanism to encourage and ensure
prescribing providers comply with lab protocols — order appropriate tests, review results in a
timely manner, and make treatment adjustments and/or coordinate care with patients’ PCPs
accordingly

<« Back to Table of
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Recommendation #6: Begin to develop Person Centered Healthcare Homes (PCHH) for
people with serious mental iliness in Multnomah County by first focusing on: 1)
transitioning to team-based and collaborative care structures/operating practices in CMHCs
and 2) Providing education/training on “Integration 101” topics for behavioral health
providers/staff

Action Steps:

» Explore options to hire consultants and trainers - compare options presented in this report.
Provide MHASD-sponsored training to community behavioral health providers (including
clinicians and case managers) regarding appropriate “Integration 101” topics such as team-
based care and the physical health needs/common conditions (e.g. Metabolic Syndrome) for
people with serious mental illness

» Work with state of Oregon AMH training staff and OHSU/PSU people working to develop
integration curriculum

» Establish an advisory committee of representatives from CMHCs to develop a shared vision
and guiding principles for creating PCHHSs for people with serious mental iliness in Multnomah
County. This group will also need to consider possible differences for PCHHs for special
groups such as older adults and transition-aged youth.

» Work with CMHCs to establish focused partnerships with FQHCs in close geographic proximity
or FQHCs serving a significant percent of shared patients

» Evaluate potential differences in physical space requirements for integrated team-based care
in a CMHC setting versus a primary care setting
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Recommendation #7: Establish evidence-based wellness programs and Peer Wellness
Coaches in all CMHCs serving people with serious mental iliness to help consumers engage
in integrated health services and wellness programs/activities.

Action Steps:

» Sign the 10x10 Pledge for Wellness, thereby expressing organizational commitment to
promoting wellness and reducing preventable early mortality for people with mental health
problems by 10 years in the next 10 years.

e The pledge can be signed online at http:/www. 10x10.samhsa.gov.

» Sponsor AMH-approved peer delivered service training program for Certified Peer Specialists.
Once certified as Peer Specialists, their services can be encountered to Medicaid (Billing code
H0038)

» Sponsor training program for Certified Peer Specialists to become “Peer Wellness Coaches” as
a part of integrated care teams in CMHCs

e Consider using Peer Wellness Coach curriculum developed by Benton County (See
Appendix L)
e Develop job duties/description for Peer Wellness Coach including but not limited to:

- Under supervision of Nurse Care Manager, work one-on-one with clients
identified as having physical health needs to help them achieve wellness
goals, participate in wellness programs, and engage in physical healthcare
services

- In partnership with Nurse Care Manager, co-facilitate wellness programs and
support groups

- Assess clients’ strengths and needs in relation to physical ,emotional, and
holistic wellness

- Provide encouragement and outreach to clients and help address barriers to
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achieving wellness goals
- Complete documentation of services and participate in outcome measurement
» Determine payment rates/models for sustaining Peer Wellness Coaches at CMHCs

» Consider adopting MHASD-sponsored evidence-based wellness program such as the In
SHAPE Lifestyles

Recommendation #8: Establish resources necessary to hire a project manager/grant
writer/consultant to position Multhomah County to compete for next round of SAMHSA
grants for primary care services in specialty mental health settings and implement the
recommendations presented in this report.

Action Steps:

» Explore options/resources available for dedicated “Integrated Healthcare Project
Manager/Grant Writer/Consultant” with expertise in grant writing and integrated healthcare.
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Recommendation #9: Fully develop financial model for payment by MHASD of integrated
health services to include fee-for-service, case rate, and pay for performance mechanisms.

Action Steps:
» Work with MCCP Consulting to develop payment methods and cost projections.
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The CLIENT Perspective

PROMOTING ENGAGEMENT OF BEHAVIORAL HEALTH CLIENTS
IN HEALTH CARE SETTINGS

Many studies underscore the fact that the stigma faced by people with mental health problems in

our society affects their willingness to seek out and be receptive to both mental and physical health
care. Some health care providers are uncomfortable treating people with serious mental iliness and,
in some instances, this atmosphere of nonacceptance and discomfort is communicated — directly or
indirectly - to these patients. A survey of 1,300 people with mental health problems found that during
physical health visits, many experience being treated as less believable and less competent than
other clients and are spoken to impatiently (Wahl, 1999).
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There is also some disconnect in how primary care providers and mental health clients perceive their
interaction during a visit. For example, in a survey of more than 2,000 consumers and primary care
providers, 71% of the providers said they make joint decisions with their patients, but only 39% of the
patients said the doctor asked their preferences. Sixty-nine percent of the providers said they explain
medication side effects, but only 16% of the patients said they were told (cited by Bergeson, 2009).

To better engage these individuals, it's important to know what they want from health providers —
aside, of course, from compassion, respect and good medical care:

WHAT MENTAL HEALTH CONSUMERS SAID THEY WANTED FROM
THEIR PRIMARY CARE PROVIDERS
(based on a national Depression and Bipolar Support Alliance survey)

Allow us two minutes to talk before interrupting.

Explain the illness and its importance and impact in words that we can understand.

Provide us with information we can read written in language we can understand.

Explain what the medication will do and what we should watch for, and address our concerns
about it.

Link our treatment to our recovery goals — to what we care about.

Don’t assume that just because we have a mental health problem our symptoms are all in our
head.

v' Offer and encourage participation in free peer support groups.

v" Consider hiring consumer peer specialists in your practice.

v' See us as a whole person, not just a physical or mental iliness.
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One of the primary drivers behind the integrated behavioral health movement is the fact that receiving mental
health treatment in a primary care clinic is a less stigmatizing and more normalizing experience for the clients
than accessing specialty mental health. But, according to clients’ reports, stigma still dwells within primary care
too sometimes.

SOME MENTAL HEALTH CLIENTS REPORT FEELING STIGMATIZED BY THEIR
HEALTH PROVIDERS. A FEW REASONS WHY...

m The orientation of primary care is reactive - which doesn't fit well with clients who may be
reluctant or unable to seek help.

m Physicians inexperienced in or uncomfortable with mental health work may resist intensifying
their engagement with a client by actively asking about symptoms. (M. Phelan, 2001)

m  With their cramped schedules, primary care physicians often do not have the time to discuss
clients’ psychological issues.

m The discomfort and apprehension that primary care staff sometimes feels when dealing with
mental health clients are communicated subtly — and on occasion not so subtly — to the clients
themselves.

m  Short consultation times make it difficult for doctors to conduct complete physical assessments,
especially in vague or suspicious patients.

WHY STIGMA SHOULD MATTER TO CARE PROVIDERS:

m MEDICATION ADHERENCE: The more the perceived stigma, the less the medication
adherence among outpatients with major depression. (Sirey et al., 2001)

m DROP-OUTS: Perceived stigma is a predictor of treatment discontinuation among older
outpatients with depression. (Sirey et al., 2001)

m  NO SHOWS: Latinos who report high levels of perceived stigma are more likely to miss
scheduled appointments. (Vega et al., 2010)

m ACCESS: Stigma is a strong barrier to people accessing needed mental health care. (Mental
Health Association Poll, Chamberlin, 2004)

m PHYSICAL HEALTH: People seen as having a mental disorder are less likely than others to
get the physical care they need even when they seek it out. Those with schizophrenia are
less likely than the general population to receive basic health checks like cholesterol and
blood pressure measurements (Roberts, et al., 2007) and substantially less likely to undergo
cardiovascular procedures (Druss et al., 2000). Those with co-occurring mental disorders and
diabetes are less likely to be admitted to the hospital for diabetic complications than those
without mental disorders (Sullivan et al., 2006).

=  HEALTH REFORM: Enhancing the patient care experience is one of the Centers for Medicare
Medicaid’s “triple aim” objectives.

m  QUALITY CARE: A welcoming environment is consistent with good patient care. (no cite is
really needed for this one!)
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What the Clients Say About Their Health Care Experience

Excerpts from the “Listening” video produced by the California Mental Health Directors Association Social Justice
Advisory Committee, sponsored by Santa Clara County Mental Health.

m  “There’s been a long-standing awareness among clients in primary care clinics that
doctors assume that we’re not reliable withesses to our own health care.”

m  “There are so many physical health problems that cause symptoms similar to those
labeled as mental health conditions. Without doing the proper checks on physical
health problems, and social and environmental problems that people have, it’s all too
easy to reduce them to a biological brain problem that’s considered a mental iliness.
And that’s a huge problem.”
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= “l wish they would tell me other ways to deal with my symptoms instead of just trying
to prescribe a pill for it. | feel like they go to prescriptions first.”

m  “There are so many alternative and holistic approaches....The single-minded heroic pill
approach that has become so popular since the decade of the brain is a terrible path
for western medicine. It reduces so many of our mental problems to a simple biological
issue which is a terrible oversimplification at best.”

m “Shared decision-making is recognized as giving a much fuller spectrum of options
and making a strong effort to apprise people of all the risks and benefits that are known
for a particular treatment.”

m “l got really scared because who would take a list of meds for something they haven’t
even been educated about.”

= “When you walk into a visit with the psychiatrist, they have nine minutes for you. They
recommend a particular drug or two or three and if the client has any questions, the
answers are terse and gloss over some of the most important risks...”

m “Sometimes people in mental health think your brain is broken and they treat you like
that.”

m “I feel like I’'m being rushed out and don’t have time to tell them what’s happening. They
just want to treat what | initially said. But if | say something else is happening, they say
I need to make another appointment. But | say ‘I’'m here. At least let me tell you.’”

m  “They should look the patient in the eye. Take the time to listen and not be distracted.
Listen to what’s really going on with that person.”
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(taken from Kassam et al: “The development and psychometric properties of a new scale to measure mental
illness related stigma be health care providers: The opening minds scale for health care providers,” BMC

Psychiatry 2012 12:62)

1. 1 am more comfortable helping a person who has a physical iliness than |
am helping a person who has a mental illness.

2. If a person with a mental iliness complains of physical symptoms (e.g.,
nausea, back pain or headache), | would likely attribute this to mental
illness

3. If a colleague with whom | work told me that had a managed mental
illness, | would be as willing to work with him/her.

4. If | were under treatment for a mental illness, | would not disclose this to
any of my colleagues.

5. 1 would be more inclined to seek help for a mental illness if my treating
healthcare provider was not associated with my workplace.

6. | would see myself as weak if | had a mental illness and could not fix
myself.

7. | would be reluctant to seek help if | had a mental iliness
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8. Employers should hire a person with a managed mental illness if he/she is
the best person for the job.

9. | would still go to a physician if | knew that the physician had been treated
for mental iliness.

10. If I had a mental illness, | would tell my friends.

11. ltis the responsibility of health care providers to inspire hope in people
who have mental illness

12. Despite my professional beliefs, | have negative reactions towards
people who have mental illness.

13. There is little | can do to help people with mental iliness

14. More than half of people with mental illness don’t try hard enough to
get better.
15. People with mental illness seldom pose a risk to the public.

16. The best treatment for mental illness is medication.

17. | would not want a person with a mental iliness, even if it were
appropriately managed, to work with children

18. Healthcare providers do not need to be advocates for
people with mental illness

19. 1 would not mind if a person with a mental disorder lived
next door to me.

20. | struggle to feel compassion for a person with mental iliness.

Scoring: For questions 1, 2 /4, 5, 6 ,7 ,12 ,13, 14, 16, 17, 18, and 20: Strongly disagree=1; Disagree=2; Neither=3;
Agree=4 and Strongly Agree=5. For questions 3, 8, 9, 10, 11, 15, and 19: Strongly agree=5; Disagree=4; Neither=3; Agree=2
and Strongly agree=1. The higher the score, the more stigmatizing the attitude. Compare yourself to 781 healthcare providers
who completed this assessment: Their mean score was 57.5 and their range was 41-96.
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“Primary care isn’t good about stigma. They just treat the disease
and they think you’re the disease.”

—Alice W., mental health and primary care client

PERSON-CENTERED VS. ILLNESS-CENTERED TREATMENT

Courtesy of Mark Ragins, M.D., The Village ‘;;-'
=
PERSON CENTERED ILLNESS CENTERED 1
The relationship is the foundation The diagnosis is the foundation 5
Begin with welcoming — outreach and Begin with illness assessment 3
engagement ?
Services are based on personal suffering Services are based on diagnosis and :2;
and help needed treatment needed
Services work towards quality of life goals Services work towards illness reduction
goals
Treatment and rehabilitation are goal driven | Treatment is symptom driven and
rehabilitation is disability driven
Personal recovery is central from beginning | Recovery from the illness sometimes results
to end after the illness and then the disability are
taken care of
Track personal progress towards recovery Track iliness progress towards symptom
reduction and cure
Use techniques that promote personal Use techniques that promote illness control
growth and self responsibility and reduction of risk of damage from the
illness
Services end when the person manages Services end when the illness is cured
their own life and attains meaningful roles
The relationship may change and grow The relationship only exists to treat the
throughout and continue even after services | illness and must be carefully restricted
end throughout keeping it professional
4 )
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Clients’ Take on Integrated Care

-

It makes a difference that
somebody’s there for me with
open arms, knowing that this is
happening to me and I'm not just

~

| received integrated care because | have diabetes
due to zyprexa and obesity. At [primary care clinic],
all providers were aware of my condition, so when |
go to get care from any of them, they all know what to

~

| was diagnosed with diabetes and wasn’t stable enough to accept this diagnosis. My doctor
recommended a psychiatrist. | was resistant at first but went anyway. But | decided | didn’t need
to continue because psychiatrists were for crazy people and | wasn’t crazy. | stopped taking
my medications and started a downward spiral. | almost become homeless. | started losing my
eyesight. | was ready to give up and prayed to God to let me die. When | came to the [primary
care] clinic for my diabetes, | was given PH-Q 9 and OASIS screens but refused to fill them
out because | wasn’t crazy. But they said they were just part of clinic procedure and given to
everybody, so | did it. Because of my high scores, | was referred to the care manager. She
explained the integrated program, explained depression and anxiety, and let me know there
was hope for me. | think that's what made the difference. She was talking about collaboration
between professionals. She asked me to allow them to help me get my life back. | asked if she
thought | was crazy and she smiled and told me only if | continued not to get help, because only
a crazy person wouldn’t take advantage of this program. | liked the confidence that she spoke
with and felt she really cared. | poured my heart out to her. She introduced me to the woman who
became my therapist. | call her Mama Rachel because she’ll keep calling me until | returned her
calls. She always knows what's going on with me because my therapist keeps her informed. |
have never seen anything like this. | wish | had before and after pictures so you could see the
difference in me. | can’t imagine where I'd be if it weren’t for the great team that pulled together
to keep me from falling through the cracks. )

-

S faking it. If something goes wrong do. If  wasn’t working with integrated care, | could be

§_ with me, he’s there. working with people who could potentially harm me

o because they don’t see the whole picture.

& \1 VAN J
E -Anonymous —Alice W. =

|

o

2

|_

N —-Joanne G.

Of 3,000 uninsured clients diagnosed with

| feel better understood. | don’t

mental iliness, 90% preferred that their medical
and mental health providers communicate

with one another about their health care.

—-L. Mauksch, Journal of Family
Practice, January, 2001
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have to explain as much in detail
because all my providers are on
the same page with me. | feel like
I’'m being heard. Having my team
promotes honest communication.

\ —

-Katheryn H.
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CONSUMER RECOMMENDATIONS FOR INTEGRATED CARE SERVICES

(Courtesy of Multnomah Mental Health and Addiction Services Division, Oregon;
Joan Rice, joan.m.rice@multco.us)

Considerations for Recommended Elements from Community Mental Health
WV Integrated Healthcare W Centers (CMHC) to Incorporate into Primary Care W
Consumer Choice Recommendations to help Medication Management
» There should be “no wrong door” for consumers obtain primary g
receiving care care > CM.H . Hftlt:':fl d with
» Some people may prefer not to have >  Option for case manager or equlp{).e ts dl ¢ LVI tt .
their mental health diagnosis disclosed advocate to attend compiicated psychiatric
to their PCP e medications than primary
) ; ppointments —
» Consumers should have choice to remain »  “Warm hand-offs” between
with providers they’ve already PCP and CMHC providers > CNSHC F)rders
established relationships with > Different gender PCPs Efb;f:tlgglijs I;i:sp :rzscial
» Don’t make CMHCs only for severely available hours té) ick’u P
mentally ill - Having mix of people at >  Incentives for participation S
different stages of recovery creates in wellness groups
atmosphere of hope » Reminder calls for
appointments q 3
» Augmentation of mental > Plegesrs_ﬁg:ézlaizrg;;c;s
health services - don’t move .
. . . . people comfortable receiving community SUpports
Relationships with Providers care there > nglness groups
> Comsuira vellus Youp i, > Flexibility into scheduling P Pememegemers
trusting relationships at CMHC bl o il oD ot > Wellness Recovery Action
»> Established relationships at CMHC to see same PCP Plans (WRAP)
might increase acceptance of » Special medication
primary care services services such as bubble
» At CMHC, all levels of clinic staff packs - for mental and
positively acknowledge clients physical health
Provider Education > Dental and eye services
Needed » Preventive care
> Need PCPs that listen and > Blood draws on-site
Behavioral/Physical Health don’t judge > Holistic and alternative
Cultural Differences » PCPs knowledgeable about medicine options
» CMHC has atmosphere of respect mental/physical health > Help with employment,
and greater tolerance of interactions housing, benefits ;
differences » Dually-trained NP/PNP eligibility, and life skills
» Staff at CMHC trained to manage » Dually-trained
difficult social responses from addictions/substance use
clients
» CMHC has culture of Alcohol and Drugs
empowerment and self- Consumer Education > Alcohol and Drug
management Needed specialists need to be part
> Primary care §11n1“c might label > How to talk to doctor about of every healthcare team
people as having “mental health medication and health » Make sure alcohol and drug
needs” and treat them differently concerns issues don’t get lost
> Education about primary > Keep in mind needs of
care system methadone and inpatient

treatment patients

{
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Workflow Design:

A Focus on the Experience of the Recipient of Services

Questions to consider in designing workflow related to the engagement, enrollment, retention,
service planning, and service delivery processes. Created by Anthony Salerno, PhD

In an integrated system of care, understanding the initial and ongoing experience of the client as s/he moves throughout the
organization’s policies, procedures, and activities is key to designing workflow systems that engage and respond to the felt
needs of recipients. The best way to understand the effect of a particular policy and procedure on a client is to go through
the process yourself. Some organizations have done just that and found the process invaluable. An organization’s workflow
that aligns with the aims of the PBHCI initiative involves closely examining the following questions related to key
processes and procedures.
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1. The initial screening and admission process: Who makes the initial contact with the client? Where and when does it
take place? How are clients informed about the organization’s services including access to primary care services? What
are we trying to accomplish at our first meeting with a client? Do we include peers in this process? What information is
gathered? How are clients oriented to the environment and the people in the setting? Are clients introduced to others?

o Ask yourself: What would I like to have happen at my very first contact with the organization? How do we
initially engage and inform clients? How can we find out if clients like our current workflow around screening
and admission?

2. Getting to know my treatment team: How do clients meet the members of their treatment team? Who informs the client
about the members of the treatment team? Who is the main go to person for the client? How do clients get to know
their primary care team members if they choose to enroll? Does the client meet every member of the team?

3. Deciding to enroll in the PBHCI initiative: How do clients make a decision to enroll? What information is provided?
‘What information would you want in order to make an informed decision? Are clients provided any written information
that they can share with others if they so choose? Are peers involved in supporting the client to make an informed
decision?

4. Service Planning: How does the organization provide information about all the services available to the client? Who
works with the client to make informed decisions about which services are needed and most importantly, wanted? In
what way does the client participate in the identification of needs and services? What contribution does the client make
directly to the documentation of the service plan? How is information communicated (e.g., just verbally or with written
information?)

5. Service Delivery: For each service provided including primary care, describe the who, what, when, where and how of
each service. How does a client access the service? Who is involved? What is the role of each team member in the
provision of services? What happens if the client decides to stop a service? Dislikes a service? Changes their mind
about the need for the service?

How does the client access primary care services? What steps are involved in assisting a client to get their initial
physical exam? How are the results communicated to the client and the members of the treatment team? What are the
steps involved if the person’s exam reveals the need for follow up care? Who arranges it? Who provides support to the
client? How are the results shared with the client and the treatment team?

How are clients informed about wellness related services and activities? Are peers involved? Who assists the client to
make informed decisions about wellness activities? If a client avoids all the wellness activities, what steps might the
program take? Are these the steps you would want taken?

\_
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Introducing the Care Management Team and the Integrated Care Model

This template, developed by the University of Washington’s AIMS CENTER, can be used to introduce the
integrated care team to primary care clients. The template includes placeholders for photographs, names and

contacts of team members.

Your Integrated Care Team

~N

rWhat is the patient’s role?

You are the most important person on the team! You will get the best

care if you participate actively with your primary care physician (PCP)
YO U and your care manager (CM). Tell them what is working for you and what
is not working for you. Work with your team to track your progress using
a simple checklist. Let them know if you have questions or concerns
about your care. If you take medication, know what it is and take it as

rescribed.
P Y,

~N

The primary care provider (PCP) oversees all aspects of your care at
the health clinic. He or she will work closely with the other members of
the care team to make sure you get the best care possible. The PCP will
make and / or confirm your diagnosis and may write or refill prescriptions
for medications. The PCP works closely with your care manager to stay
PCP Name and Photo informed about your treatment progress. The PCP may also consult with
the team psychiatrist if there are questions about the best treatments for

UOU. Y,
\

rWhat is the primary care provider’s role?

What is the care manager’s role?

The care manager works closely with you and the PCP to implement
a treatment plan.The care manager answers questions about your
treatment. He or she will check-in with you to keep track of your treatment
progress and can help identify side effects if you are taking medications.
The PCP and the care manager work together with you if a change in your

CM Name and Photo treatment is needed. The care manager may also provide counseling or
Telephone (xaxx) xxx-xxxx refer you for counseling if that is part of your treatment plan.
Email janed @email.rog k ,

(W )

The psychiatrist is an expert consultant to the primary care provider and
the care manager. The team psychiatrist is available to advise your care
team about diagnostic questions or treatment options, especially if you
don’t improve with your initial treatment. The care manager meets and
consults regularly with the team psychiatrist to talk about the progress of
patients in the program and to think about treatment options. With your

hat is the team psychiatrist’s role?

Team Psychiatrist Name

and Photo permission, the team psychiatrist may meet with you in person or via
Qelemedicine to help inform your care y

©2010 University of Washington — AIMS Center http://uwaims.org
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MENU of Collaborative

Approaches

**SHOP FOR IDEAS HERE***

COUNTY MENTAL HEALTH - PRIMARY CARE - SUBSTANCE USE
COLLABORATION APPROACHES

Collaboration between county mental health departments and primary care clinics to coordinate delivery
of both mental and physical health to their clients can take as many forms as there are county systems.
Scan the menu to see which ones mesh best with your own system of care. For examples of how
counties have implemented these approaches, see the next section: Examples of How Counties Have
Implemented Collaboration Approaches.

PROVIDING SERVICES FOR BEHAVIORAL HEALTH CLIENTS
IN PRIMARY CARE SETTINGS

1. The mental health agency out-stations mental health workers at primary care sites
and assumes related personnel costs.

2. Primary care providers agree to deliver services to stabilized clients with serious
mentally illness and, in return, the mental health agency offers support services,
consultation and ease of transitioning the client back to the mental health system
when needed.

3. The mental health agency contracts with primary care to provide services to a
circumscribed target population (e.g., seniors, high utilizers, etc.) or to address a
specified problem.

4. The mental health agency contracts directly with local primary care consortia who,
in turn, coordinate the provision of agreed-upon mental health services by member
primary care clinics.

5. Primary care clinics purchase behavioral services from the mental health agency.

6. Primary care clinics arrange with the mental health agency to be reimbursed through
mental health, rather than via the usual primary care funding streams.

7. The mental health agency contracts with select primary care providers to become
full-service partners.

8. The mental health agency provides personnel at a primary care site to directly deliver
care management or otherwise subsidizes a primary care-based care coordinator
for the clinic’s seriously mentally ill population.
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9. The mental health agency subsidizes a behavioral care clinician hired and employed
by the primary care clinic.

10. The mental health agency sends personnel to the neighboring primary care clinic for
client evaluation and placement when requested.

11.  The mental health agency contracts with primary care for mental health services
and with a third party for case management support.

12.  The mental health agency pays for a public benefits advocate stationed at the
primary care site.

13. The mental health agency directly schedules primary care appointments for clients.

14. The mental health agency provides free psychiatric consultation services to primary
care providers.

15. Toincrease care access for underserved groups, the mental health agency contracts
with primary care to promote their services in the local community.

16. Telepsychiatry is used to provide psychiatric consultation to health care providers.

17. The mental health agency makes assessment and triage services available to
primary care providers.

BRINGING PHYSICAL HEALTH INTO
MENTAL HEALTH SETTINGS

18. The mental health agency offers wellness-related activities and other programs to
promote physical health and encourage healthy lifestyles.

19. Primary care physicians or other health professionals provide health care within a
mental health setting.

20. The behavioral health agency takes steps to identify clients’ physical health problems
and make appropriate referrals.

21. The mental health agency determines if clients have a current health provider and
initiates contact to coordinate care.

22. The mental health agency develops a comprehensive database of local primary care
providers, specifying which accept Medi-Cal.

23. The mental health agency provides stipends for mental health peers to become
certified as health navigators.
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BRIDGING THE GAP: MEETING IN THE MIDDLE

24. Multiple agencies co-locate and coordinate to form a health care home for the
client to address the spectrum of client health problems.

25. Mental health and primary care providers team up to provide mobile outreach
services.

26. Staff from primary care clinics and the mental health agency meets regularly to
discuss individual cases and problem-solve.

27. The mental health and primary care providers establish referral criteria specifying
what clients are considered appropriate for each other’s services. [See the
FORMS Section for a copy of sample Referral Forms.]

28. The mental health agency designates a liaison for the primary care system to
handle problems, facilitate access to the mental health system, shepherd referrals,
act as a systems consultant and resource, etc.

29. The mental health agency and partnering primary care clinics exchange health
information electronically.

30. Release of information forms that encompass primary care are obtained from
clients.

31. Care professionals coordinate and reconcile medications that clients may be
getting from different providers.

32. Client peers are used to promote mental and physical health and substance
abuse recovery.

33. A pharmacist is used to coordinate physical and mental health.

34. Out-stationed mental health and primary care providers provide services at
school-based health centers.

35. Mental health and substance abuse services are coordinated.

36. The Mental Health Department contracts with primary care providers on a pay-
for-performance basis.

37. The mental health agency teams up with the county substance abuse program to
establish community assessment service centers.
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38. Primary care clinics can directly access 23-hour crisis intervention services
provided by the mental health agency.

39. Mental health personnel straddle primary care and mental health clinics, splitting
their time between each and facilitating inter-agency transitions.

SPREADING THE WORD: TRAINING AND
CROSS-EDUCATION

40. Mental health and primary care providers engage in cross-training and conferences
to enhance mutual understanding and knowledge.

41. The mental health agency contracts with primary care provider to educate other
providers about the integrated model.

42. Both the mental health agency and the primary care providers collaborate in work-
force development by working with schools of social work, nursing, psychology
and medicine.

43. The mental health agency offers on-going behavioral health education for primary
care providers or vice versa.

44. The mental health agency provides funding for primary care clinics to conduct in-
house staff training regarding mental health assessment, psychotropic medication
and behavioral treatment.

45. College or university supplies student behavioral health staff to primary care
clinics as part of their training program.
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Examples of How These Collaboration Approaches
are Being Implemented in California

(see previous five pages for summary of approaches)

.  PROVIDING SERVICES FOR MENTAL HEALTH CLIENTS IN PRIMARY CARE
SETTINGS

1. The mental health agency out-stations mental health workers at primary care
sites and assumes related personnel costs.

Example: Solano County Behavioral Health began placing mental health professionals in
primary care settings in response to physician complaints about the unavailability of mental
health services for their clients. The mental health staff, stationed at three primary care clinics,
are full time and serve between 600 and 700 unique clients with an average of two visits per
client, according to Marcia Jo, their Research and Planning Director. According to her, the
program, now in its fourth year, has proven successful.

Example: San Mateo County Behavioral Health Services hired and placed clinicians, all
supervised and with one exception paid for by them,in each of six primary clinic sites. The
clinicians provide treatment and arranged access to more intensive mental health services
should clients need it.

é )
CASE STUDY - SAN MATEO COUNTY

San Mateo County developed an Interface Team eleven years ago. The County Behavioral
Health Services hired and placed clinicians in each of six primary clinic sites, and, with one
exception, absorb much of their cost. Their oversight and supervision is through Mental Health.
Clinicians, all bilingual, open mental health charts and bill for their services. They triage, conduct
brief (up to eight sessions) solution-oriented therapy, link patients with substance abuse services,
offer transitional case management, and provide support and “curbside consultation” with primary
care providers. In urgent situations where the clinician is unable to see the patient immediately,
a referral is made back to the county psychiatric emergency services. Approximately 800 clients
are seen by county mental health personnel at the six clinics in a year’s time.

According to Dr. Celia Moreno, Medical Director for the County Behavioral Health Services, “The
challenge of primary clinics hiring their own mental health professionals is that they often lack
oversight. That’s the advantage of having Mental Health Services take responsibility. Having
these people under us also streamlines the process of getting patients access to more intensive
mental health services should they need it. It's an easy process because they’re already in our
system. We use the same forms and criteria. The physicians like our service and are clamoring
for more.”

To ensure health care for their clientele, San Mateo County Behavioral Health contracts for 1.3

nurse practitioners to provide services at three mental health clinics.
G J
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Example: Kern County Mental Health Services outstations a therapist/case manager at its
Lamont Community Health Center to provide brief treatment services for patients referred by
primary care providers.

Example: A marriage and family counselor from the Tehama County Mental Health Division
provides assessment and counseling twice weekly at the county-operated primary care clinic
there. A drug and alcohol counselor is also available by appointment when needed. Up to ten
treatment sessions for mental health care and 20 for substance abuse counseling are permitted
at the primary care clinic under the Division’s Pathways to Health funding arrangement. Clients
needing more intensive mental health treatment must be referred to the Mental Health Division
by the primary care provider.

4 )
CASE STUDY - LOS ANGELES COUNTY

To coordinate care and share clinical information about patients who would benefit from both
physical and mental health services, the Los Angeles County Dept of Mental Health has co-
located staff in six LA Department of Health facilities and plans to increase that number.

Health providers initially screen patients for possible mental health needs. Patients screening
positive are referred to the co-located mental health clinical social workers for a mental health
assessment. As part of the referral, health providers furnish the social workers with patient
demographics, medical diagnosis, and reasons for referral. Health staff completes a “warm hand
off” by taking the patient to meet the co-located mental health staff or by asking the staff to come
to the patient exam room. Patients who are classified as having moderate or mild mental health
needs receive mental health services onsite in the co-located facilities, while those with more
severe mental health problems are referred to the countywide network of mental health providers
and services. A mechanism to track referrals from primary care providers to onsite mental health
professionals has been developed at the co-located sites. The Mental Health Department informs
health staff of the disposition of the referral including the services provided, general findings,

mental health diagnosis, medications prescribed, and treatment plan overview.
g J

Example: Rather than lose the staff to funding reductions, Stanislaus County Behavioral
Health chose to outstation four LCSW’s at four County-run primary care clinics. The impetus
was a finding from their own needs surveys that depression in the community was often going
untreated and that the population was amenable to accepting treatment for it in a primary care
setting. In addition, their approved PEI plan includes not only outstationing clinicians in health
clinics, but advancing the clinics’ collaboration with other community resources.

Example: Using the Strosahl model, San Francisco County Community Behavioral Health
Services implanted two behavioralists — MFT’s, psychologists, or social workers - and two
behavioral assistants in ten primary clinics across the county to conduct brief assessments
and counseling. Two were already employed by Behavioral Health Services at the time and two
were expressly hired for this role.
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2. Primary care providers agree to deliver services to stabilized clients with serious
mental illness and, in return, offer support services, consultation and ease of
transitioning the client back to the mental health system when needed.

Example: Del Norte County and Open Door Community Health Center, a primary care clinic,
have hammered out an MOU wherein Open Door agrees to accept referrals from Del Norte
County for general medical, mental health and medical management of their most stable patients.
In return, Del Norte agrees to assess the “most severe cases that fall under our target population
within available resources and processes.” Both agencies agreed to share records with client
consent to the extent allowed by HIPAA.

é )
SAN DIEGO COUNTY

CASE STUDY |

The Areta Crowell Center, a community-based psychosocial rehabilitation services for adults,

is transitioning stable clients with serious mental disorders to three participating family health
centers through a Mental Health Services Act-funded integration demonstration pilot called
ICARE, which began in 2011. An RN care coordinator implanted in the Crowell Center provides
health assessments to clients and links eligible adults to one of three health centers, where a
primary care provider continues to manage their physical and mental health care. The Crowell
Center created a private exam room for these assessments, while the Family Health Centers
provided office space for the project manager and a work area for peer support staff to use when
not in clinics. The Crowell Center provided training to physician champions about how best to
support their transitioning clients. The discharge planner at the Crowell Center works with the
client to determine which of the three primary care sites is the best match, and works with that
site coordinator to transfer care. Health staff makes a notation in the schedule and give priority to
these clients. Once a client signs a release of information, the Crowell Center sends a copy of the
medical record to Health Center, which has a shared medical record for both physical and mental
health. The organizations have signed an MOU agreeing to the referral and treatment process.

CASE STUDY Il

In 2007, nine primary care clinics in San Diego County began participating in the Mental Health
and Primary Care Integration Project, funded by the Mental Health Services Act. All participating
primary care clinics provide therapy and medication management services for up to one year to
persons with serious mental health problems who have a social security number. A psychiatrist
conducts an assessment and provides medication management, while a licensed social worker,
psychologist, MFT or intern provides therapy. A maximum of 24 visits are allowed for children
and youth, including family therapy when needed. Additional medication visits are also allowed.
Adults and older adults are allowed a maximum of 12 visits, including medication visits. The cost
of medications is covered for up to 90 days from issuance of first prescription, after which the
patient is referred to pharmacy assistance program for longer term medication needs. After one
year of services, those needing additional treatment/services are transitioned to traditional county-

contracted specialty mental health providers.
G J
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3. The mental health agency contracts with primary care to provide services to a
circumscribed target population (e.g., seniors, high utilizers, etc.) or to address a
specified problem.

Example: Los Angeles County Mental Health has contracted with select primary care clinics
for depression intervention geared to seniors using the IMPACT model of service delivery. It
also contracted with Eisner Pediatric and Family Medical Center, a primary care clinic, to deliver
Medi-Cal mental health outpatient services to children, including individual and family therapy,
psychiatric services, rehabilitation, and case management.

Example: Stanislaus County Behavioral Health and Recovery Services contracted with two
community health centers with the goal of providing increased access to mental health services,
especially for the county’s indigent and/or minority populations. In the first year of this arrangement,
the contractors increased the Behavioral Health Service’s capacity by 23%; more than 70% of
those served via the contract did not have current or past mental health services.

Example: With funding provided by the Los Angeles County Department of Mental Health,
staff from Amanecer, a mental health counseling service, come twice weekly to Eisner Pediatric
and Medical Center (a FQHC) to assess and treat uninsured clients with moderate mental health
impairments referred by Eisner physicians.

Example: With funding from a MHSA Innovations grant from Yolo County Mental Health,
CommuniCare Health Centers hired a social worker to provide counseling to uninsured primary
care patients in need of it.

Example: In Alameda County primary care clinics have received MHSA funding earmarked for
hiring more bilingual behavioral health staff, thus reducing disparities in treatment access.

Example: The Council of Community Clinics, a San Diego County consortium of primary care
clinics, received funding from County Behavioral Health through their emergency preparedness
Regional Special Projects to enhance mental health response in a disaster throughout San Diego,
Imperial, and Riverside Counties. Funding will enhance the clinics’ existing telemedicine network,
enabling the availability of mental health services to multiple clinic sites via videoconferencing
during a disaster.

4. The mental health agency contracts directly with local primary care consortia who,
in turn, coordinate the provision of agreed-upon mental health services by member
primary care clinics.

Example: Mental Health Services used MHSA funding to contract with the Council of Community
Clinics (CCC) who then sub-contracted with ten participating primary care clinics to deliver
behavioral services.
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@ )
CASE STUDY — SAN DIEGO COUNTY

Using MHSA Community Service and Support funds, San Diego County Mental Health Services
awarded a contract to the Council of Community Clinics (CCC), a consortium of primary care
clinics, to provide assessment and short-term services for seriously mentally ill adults without
other source of payment. CCC, in turn, subcontracted with nine primary care organizations
having 15 individual sites throughout the county. In addition to coordinating traditional mental
health care at clinic sites, CCC implemented the IMPACT model, an evidence-based intervention
for treating depression in primary care. The IMPACT model requires preliminary screening, in-
house care coordination, brief activation therapy, frequent outcome measurements to access
progress, stepped care, and follow-up.

CCC handles authorization and payment for services provided by these community clinics on a
fee-for-service arrangement, paid at Medicare rates. For the IMPACT programs, funds cover the
cost of part-time depression care managers; depression medication for up to one year; up to four
primary care physician visits involving medication prescription and/or monitoring; prescription
medication; consulting psychiatry services; and other consulting and technical assistance.

The agreement provides that SMI clients in need of longer term treatment and/or medication
management be referred, within four months, to County providers through the County’s Access
and Crisis Line. Though finalizing the agreement took considerable time, services were provided
within two months of the contract being signed.

J

Example: The county mental health program in Alameda County contracts with the clinic
consortium there for behavioral services to the senior population.

5. Primary care clinics purchase behavioral services from the mental health agency.

Example: A primary care clinic in San Mateo County assumed the cost of a mental health
provider stationed there by County Behavioral Health services.

6. Primary care clinics arrange with the mental health agency to bill under mental
health, rather than via the usual primary care funding streams.

Example: Behavioral Health Services ofthe San Francisco Department of Public Health developed
a program whereby primary care providers will be reimbursed for their services under Short-Doyle
funding. A similar approach has been adopted by primary care clinics in other states which allow
primary care to bill Medicaid under the auspices of the mental health system. The advantages of
this arrangement are that both the services provided by MFT’s and care management services
become reimbursable, whereas they are not under rules pertaining to primary care. In addition,
it may be easier to bill for same-day medical and mental health services, currently disallowed by
Medi-Cal in primary care.
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7. The mental health agency makes select primary care providers full-service
partners.

Example: Using initial MHSA funding, Shasta County Mental Health has contracted with Hill
Country Community Clinic, a primary care provider, for full service partnership care.

é )
CASE STUDY — SHASTA COUNTY

As a full-service partner, Hill Country Community Clinic, a primary care provider, was awarded
initial MHSA funds to deliver “whatever-it-takes” services to ten persons with serious mental
disorders and intensive services to 25 additional others with a high degree of need. In addition
to a case manager for this subpopulation (originally supplied by County Mental Health, but now
a direct clinic employee) Hill Country has two full-time and three part-time clinicians offering
services both on-site and at local schools. A psychiatric nurse practitioner is also available twice
monthly. A separate contract between County Mental Health and Tri-County Community Network
allows that organization, in concert with Hill Country’s case manager, to intensively work with
select clients in obtaining housing, employment and other community support.

The clinic is medical home to approximately 100 mental health clients, offering them a spectrum of
mental health, medical and dental services. In addition to traditional services, the clinic operates
a wellness program for mental health clients and their families, encompassing support groups for
young adults, a grief support group for women, classes in employment preparation, arts and crafts
and games among other activities.

Through a MHSA contract, the clinic also initiated their WRAP program (Wellness Recovery
Action Plan) to help mental health clients identify resources, strengths, and stress triggers.
They hope to expand the program, now open to anyone at no cost, to others with chronic
health problems. Two experienced staff members head this program, along with four consumer
employees who act as coaches and helpers.

Their contract with County Mental Health requires Hill Country to demonstrate outcomes and
collect required data. Their new electronic records system will incorporate responses to screening
questions, though no systematic screening currently takes place. The clinic bills third-party payers
for their services and the county makes up the difference.

\_ J

Example: In Los Angeles, Tarzana Treatment Center, which operates a psychiatric hospital,
residential and outpatient alcohol and drug treatment centers, and family medical clinics, has
become a full service partner as part of the continuum of care established through an MHSA
contract.
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8. The mental health agency provides personnel at primary care site to directly deliver
care management or otherwise subsidizes a primary care-based care coordinator
for the clinic’s seriously mentally ill population.

Example: Through Nevada County Behavioral Health funding, Sierra Family Health, a primary
care clinic, hired a case manager to link clients to services in the community. Though crucial to
the recovery process, care coordination of services outside the clinic is generally not Medi-Cal
reimbursable in community care facilities.

Example: Shasta County Mental Health assigned and paid for case managers at select primary
care clinics to leverage and arrange support services and linkages to inpatient care and substance
abuse as needed.

Example: Using MHSA Innovations revenue, the Yolo County Alcohol, Drug and Mental Health
Department funds a care coordinator based at CommuniCare Health Centers to track patients
with co-occurring physical and behavioral health problems.

Example: Orange County has created a program to add case management and mental health
services in community clinics and health centers.

9. The mental health agency subsidizes a behavioral care clinician hired and employed
by the primary care clinic.

Example: Nevada County Behavioral Health is subsidizing one day per week for a Sierra Family
Medical Clinic behavioral clinician, hired and supervised by Sierra Family, who is providing care
there. He is paid by the Clinic for the other working days.

10. The mental health agency sends personnel to the neighboring primary care clinic
for evaluation and placement when requested.

Example: A physician from Tehama County Mental Health goes to a nearby primary care clinic
on request to carry out warm hand-offs, conduct mini-assessments and, if indicated, walk clients
over to the crisis unit.

11. The mental health agency contracts with primary care for mental health services
and with a third party for case management support.

Example: Shasta County Mental Health Services awarded a full service partnership contract
to Hill Country Community Clinics, but since they were not fully prepared to help clients with
community resources for housing, jobs, etc., a contract was given to a nonprofit organization to
handle that aspect of the clients’ care.
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12.The mental health agency pays for a public benefits advocate stationed at the
primary care site.

Example: With MHSA Innovations money, Yolo County Alcohol, Drug and Mental Health
Department funded a full-time SSI benefits advocate at CommuniCare Health Centers.

13. The mental health agency directly schedules primary care appointments for clients.

Example: Shasta County Mental Health Services directly books clients into assessment slots
provided by Shasta Community Health Center — not as referrals, but as set appointments. These
appointments are reserved for persons with mental health problems not serious enough to warrant
admission into the county mental health program.
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14.The mental health agency provides free psychiatric consultation services to primary
care providers.

Example: San Francisco County
Behavioral Health Services funds a
part-time psychiatrist to provide primary
clinics with medication management.
The program is now in its third year.

Example: Nevada County Behavioral
Health is making a psychiatrist available
for consultation two hours per week in-
person at one primary clinic and via
telemedicine at another, more remotely
located clinic.

Example: Santa Cruz Mental Health
allows primary care providers to access
a psychiatrist for consultation and on-going psychiatric management. Their MOU calls for the
consultant to “report back to the primary care provider in a timely manner with a specific plan and
recommendations for further care. Follow-up will always be in writing although the primary care
physician may also request a telephone review of the consultant’s findings and recommendations.”

Example: Solano County Mental Health Division pays for a psychiatrist to be available to
Petaluma Health Center, a primary care clinic, for consultation and direct services.
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15.To increase care access for underserved groups, the mental health agency partners
with primary care to promote their services in the local community.

Example: In San Diego County, the Council of Community Clinics received MHSA funding for a
senior peer “promotora” program implemented at four clinics. Members of the Hispanic community
are hired to conduct outreach programs to seniors, providing mental health-related training and
linkages to community-based resources.

Example: Merced County Mental Health and Alcohol Services contracted with Golden Valley
Health Center for three cultural brokers/’promotoras” to publicize and promote their services
within the community.

16.Telepsychiatry is used to provide psychiatric consultation to health care providers.

Example: In San Diego County’s SmartCare Program, psychiatrists are available to primary
care physicians through teleconference and email (via HIPAA compliant e-Consults) to consult
on issues relating to diagnosis and psychotropic medications. In another San Diego program,
psychiatric consultations are available on-demand 40 hours per week through a daily open
phone hour and through e-Consults. A clinical triage officer also provides behavioral health triage
recommendations.

17.The mental health agency makes assessment and triage services available to
primary care providers.

Example: In response to a primary care physician referral in Santa Cruz County, a licensed
clinician based in the County Mental Health’s Access Team performs initial telephone screening,
triage, and face-to-face assessment, as indicated. Based on the evaluation, the Access Team
develops a treatment plan, recommending specialty mental health services if established medical
necessity is met. If so, these services are provided by managed care network clinics and therapists
in the Santa Cruz community. The referring primary care physician is supposed to receive a
report summarizing the assessment and recommendations.

Il. BRINGING PHYSICAL HEALTH INTO MENTAL HEALTH SETTINGS

18. The mental health agency offers wellness-related activities and other programs to
promote physical health and encourage healthy lifestyles.

é )
CASE STUDY — MODOC COUNTY

Modoc County Mental Health has as its objectives: increasing their clients’ primary care visits;
increasing their exercise; lowering their body mass index where indicated; increasing their
consultation with primary care; and documenting client vitals. Among the health encouragement
activities they sponsor is an evening aquatic exercise class held twice weekly at a local pool.

They also organized a walking event, promoted with raffle prizes, healthy snacks, and other
\ J
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incentives. At the walk, clients were encouraged to sign up for a walking club established by the
provider. Incentives, like the opportunity to win supermarket gift certificates, are offered to clients
for participation in exercise and smoking cessation sessions.

Example: San Bernardino County is bridging the mental and physical arenas by creating a
“Holistic Campus”, incorporating yoga, sweat lodges, acupuncture and other nontraditional,
culturally-based approaches.

Example: Imperial County Mental Health has obtained “800 NO BUTTS” material and has
contacted the County Public Health and Tobacco Coalition as resources. A case manager and
peer member use the SMART Recovery facilitator guide, downloaded from the Internet, to run
smoking cessation support groups in English and Spanish. They have also hired instructors from
a local gym to conduct weight reduction and Zumba fitness classes.

Example: Plumas County Mental Health is holding group sessions to provide tobacco awareness,
smoking cessation and dietary changes

Example: Trinity County revamped their intake procedure to included discussions about physical
care and recovery.

Example: Mendocino County Mental Health is utilizing the Stanford “Personal Medication
Card” and WRAP (Wellness Recovery Action Plan) to support clients in tracking, evaluating and
monitoring their personal wellness.

19.Primary care physicians or other health professionals provide health care within a
mental health setting.

Example: Plumas County Mental Health installed a primary care provider to conduct routine
physical exams and address noncomplex medical issues for mental health clients at their Drop-In
Center.

Example: With funds received from a SAMHSA integration grant, San Diego County paired
county-contracted mental health and primary care clinics to focus on whole-person care. An RN
nurse care manager placed in the mental health setting assesses clients’ basic health by providing
a standard screening four times per year and drawing blood for lab tests annually. In one mental
health clinic, a nurse practitioner provides some treatment services on-site. Primary care goals
are incorporated into mental health treatment plans. The Mental Health Services is in charge of
fiduciary matters and the Council for Community Clinics is responsible for project management
for the program, which is funded from 2009 to 2013.

Example: Mental Health Services of San Joaquin County has embedded a physician assistant
in their Older Adult Services to provide targeted medical care for behavioral health clients who
are diabetic.

Example: In San Francisco County, a blending of services is achieved by the stationing of

health workers at mental health clinic sites and behaviorists at community health centers for
consultations and direct services.
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Example: The Effort primary care clinic in Sacramento County has established a clinic within
a county-contracted mental health agency to provide on-going physical health services for that
agency’s clients.

Example: San Mateo County Behavioral Health has contracted for nurse practitioners to provide
health services at three regional mental health clinics.

Example: A county-operated mental health clinic in Riverside has established, within its facility, a
functional primary care site staffed by a nurse practitioner. Clients are both assessed and followed
by the nurse practitioner unless their condition warrants a higher level of care, in which case they
are referred to the county primary care clinic.

Example: In Alameda County, Lifelong Medical Care, a large primary care agency with ten
clinics, recently opened a satellite clinic within the County Mental Health’s largest clinic. Their
staff is embedded into the mental health team.

é )
CASE STUDY - SAN FRANCISCO COUNTY

Tom Waddell, a primary care clinic that is part of San Francisco County’s public health system,
originally outstationed nurse practitioners at two county-operated or contracted mental health
clinics - South of Market twice weekly and Tenderloin for half-day per week. Their objectives were
two-fold: address the medical needs of mental health clients unable to access primary care and
encourage them to make the primary care clinic their medical home. South of Market transported
patients to their medical appointments if needed

Tom Waddell staff also act as consultants to the mental health clinics, designing and implementing
health initiatives like smoking cessation and diabetes monitoring. While performing routine
medical care like PAP’s, mammograms, etc., they’re concentrating on persons with intensive case
management, trying to understand “what door we can use to get them the treatment they need”,
according to Tom Waddell Medical Director Deb Borne. She adds, ‘| consider all the thousands of
clients at South of Market my clients too”.

In 2011, a SAMHSA integration grant greatly expanded the interface between these two clinics
and the blended services they provide.
\. J

20.The behavioral health agency takes steps to identify clients’ physical health
problems and make appropriate referrals.

Note: The Small County Care Integration Learning Collaborative (SCCI) of CIMH has been
instrumental in helping behavioral health departments in many of California’s rural counties to
identify and implement actionable and measurable medical goals for their clients. Examples of
participants’ activities are included below:

Example: Mono County Mental Health is trying to measure and record their clients’ blood pressure
and weight at each visit. If either is high, clients are encouraged to make primary care appointments
— or appointments are made for them at the time of visit. Their intakes now encompass physical
health care as well as mental health issues.
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Example: In addition to taking their clients’ blood pressure, weight and body mass index (BMI) at
each visit, Tehama County staff inquire about their physical health, including allergies, diabetes,
and pulmonary function. Referrals are made to primary care where indicated, either by advising
the clients to make an appointment or by making appointments for them. An intake form, covering
mental as well as physical health, is given to clients annually to complete.

Example: Madera County Mental Health initiates referrals to their health educator coordinator if
the clients’ BMI is over 30 and/or they have high blood pressure.

Example: At intake, information regarding Plumas County Mental Health clients’ physical health
status, current medications, and life-style choices are documented. Clients’ blood pressure, BMI,
and A1C are scanned into the electronic health record so that the information is available to
the psychiatrist, nurses, and clinical staff electronically. Treatment plans include linkages and
referrals to primary care services when needed. Clients’ primary care activity is tracked as part
of case management.

Example: Modoc County Mental Health is taking and recording their clients’ blood pressure,
weight, blood sugar level and other measures, which they share with the clients’ primary care
provider. Results are also shared with the clients themselves, which appears to be a motivational
factor for change.

Example: Calaveras County Mental Health screens clients at the start of treatment to determine
health needs. If indicated, they set the client up with a primary care provider. They have taken
steps to determine which primary care providers in the area are also comfortable treating mental
health clients with more complicated clinical presentations.

é )
CASE STUDY — MONO COUNTY

Clients seeking services at Mono County Mental Health funded through a CMSP contract are
asked to complete a questionnaire indicating whether they would like a physical check-up and/
or a psychiatric medication assessment at a primary care clinic. If so, Sierra Park Family
Medicine then provides them with physical health services as well as medication prescriptions
and monitoring, based on an assessment done by a physician on staff who practices both family
medicine and psychiatry. At the same time, these clients can receive up to ten mental health
therapy sessions and 20 drug and alcohol sessions at the county mental health center, funded
Chrough a CMSP pilot project.

J

21.The mental health agency determines if clients have a current health provider and
initiates contact to coordinate care.

Example: Madera County has partnered with health plan payers (Health Net and Anthem) to
identify where and if their clients are receiving physical health care.
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22.The mental health agency develops a comprehensive database of local primary
care providers, specifying which accept Medi-Cal.

Example: Amador County Mental Health has compiled a listing of Medi-Cal primary care
providers and has mailed out brochures to these practitioners informing them of the mental health
services they offer and their desire to coordinate these services with primary care.

Example: Imperial County Mental Health developed a list of local primary care providers to
whom their clients can be referred. Clients are asked if they have a primary care provider. If so,
the name is added to the client’s record. If not, clients are provided with the list and encouraged
to make an appointment.

23.The mental health agency provides stipends for mental health peers to become
certified as health navigators.

Example: Mendocino County Mental Health sponsors peers’ participation in a Health Navigator
certification program offered by Sonoma State University. The program, involving 160 hours of
class time and 50 hours of fieldwork, trains graduates to support patients with information and
resources for basic needs and help them navigate complex medical systems.

lll. BRIDGING THE GAP: MEETING IN THE MIDDLE

24, Multiple agencies co-locate and coordinate to form a health care home for the client
to address the spectrum of client health problems.

Example: In Riverside County, a county-operated mental health clinic embeds a nurse
practitioner-run primary care clinic and, in a reciprocal arrangement, county mental health
personnel are implanted in a county primary care clinic. Eligible clients can choose to have both
their mental and physical health needs taken care of at either of these agencies instead of going
to two separate clinics if they wish.

Example: Contra Costa County is building a new health center in which multi-disciplinary teams
work in concert to provide mental health, substance abuse and homeless services as one entity
with a single assessment and uniform case management.

r
CASE STUDY - LOS ANGELES COUNTY b

The Center for Community Health (CCH), based in the heart of Los Angeles’ homeless area,
offers medical, dental, vision, HIV, substance abuse and mental health care along with pharmacy
case management and housing services all under one roof. CCH provides these services

through partnerships with county departments and private agencies. Both CCH and outstationed
Los Angeles County Department of Mental Health (DMH) staff provide mental health services,
with specialty mental health evaluations provided by DMH. Pharmacists from the University of
Southern California provide medication management consultations to support the primary care
team. CCH has also taken over a substance treatment agency, thus bringing these services under

their direction and thereby improving access to both outpatient and residential treatment services.
\_ J
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25.Mental health and primary care providers team up to provide mobile outreach
services.

Example: Los Angeles County Mental Health Department deploys a mobile integrated and
multi-disciplinary team of mental health, primary care and substance abuse professionals
along with housing and benéefits eligibility specialists, and specially trained peer/family/parent
advocates to provide outreach and care to individuals with mental illness and their families who
are homeless, in a shelter, or recently in permanent supportive housing.

26. Staff from primary care clinics and the mental health agency meets regularly to
discuss individual cases and problem-solve.

=
m
4
c
=]

=h
(%)
=
)
=]

=
[

Example: Every three weeks, Petaluma Health Center staff meets with Medical Director of the
Sonoma County Mental Health Division for case management and issue-resolving.
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Example: Though there is no formal shared care plan for clients, a physician assistant from
Tehama County’s Mental Health Division meets weekly for mutual client case conferencing
with a physician from the nearby health clinic. The assistant educates the primary care provider
regarding mental health, diagnosis and management. A shared medical history form is now used
by both providers.

27.The mental health and primary
care providers establish referral
criteria specifying which clients
are considered appropriate for
each other’s services. [See the
FORMS Section for a copy of
sample Referral Forms.]

Example: A universal referral form
was developed with mutual input
from the Napa County Mental Health
Department and Clinic Ole, a local
primary care provider. The form asks
for the reason for referral; current working diagnosis; allergies; current medications; and, most
importantly, whether a release of information is attached. Napa County Mental Health is also
trying out the MORS (Milestones of Recovery) scale to determine whether clients are stable
enough to be transitioned to primary care.

Example: Through a memorandum of understanding, Yolo County Alcohol, Drug and Mental
Health Department and CommuniCare Health Centers established mutually agreed on criteria for
referral to each other’s services, as well as the circumstances that would trigger a termination of
services and a referral back. (See the Yolo County MOU in the Forms Section.)

Example: The Level of Care Ultilization System (LOCUS), a screening/rating instrument, is
administered to clients seeking services at Sacramento County Mental Health. Those with a
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comparatively low level of need are asked if they’d like to receive mental health treatment at The
Effort Community Health Center, which generally has less wait time for an appointment.

Example: Humboldt County Department of Health and Human Services negotiated an agreement
with Open Door Community Health Center specifying which agency, depending on the clients’
level of physical and mental health needs, will be the primary caregiver for identified populations.

28.The County mental health agency designates a liaison for the primary care system to
handle problems, facilitate access to the mental health system, shepherd referrals,
act as a systems consultant and resource, etc.

Example: Humboldt County Department of Health and Human Services provides a staff person
to interface with primary care providers and assist them in accessing the system.

Example: A psychiatric nurse practitioner in Modoc County Mental Health is in place part-time
to liaison with a local hospital so bi-directional communication can occur.

29.The mental health agency and partnering primary care clinics exchange health
information electronically.

Example: Plumas and Trinity’s electronic health record allows for the tracking of their client
contacts with primary care providers.

Example: Napa County is developing “Cloud” technology to establish an electronic repository for
mutually agreed upon client information which both primary care Clinic Ole and the Napa County
Mental Health Services can input and access.

Example: With input from the diverse partnering agencies located at the Center for Community
Health in Los Angeles County, a shared electronic health record was established.

Example: Modoc County Mental Health transmits the clients’ blood pressure, weight, blood
sugar level and other measures to the clients’ primary care provider via the PECSYS electronic
system.

30.Release of information forms that encompass primary care are obtained from
clients.

Example: Several counties, including Trinity, Napa, Orange, Shasta and Riverside have
developed universal HIPAA-compliant release forms that cover release of information between
primary care, mental health and substance abuse agencies. Trinity Mental Health, among others,
has redesigned their intake process to include explaining and obtaining consent forms that cover
release of information to and from primary care. (See Information Sharing section for forms.)
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31.Care professionals coordinate and reconcile medications that clients may be
getting from different providers.

Example: By gaining access to Department of Justice/Bureau of Narcotic Enforcement database,
Tehama County providers have been able to intervene with clients attempting to obtain multiple
prescriptions leading to potentially lethal doses of controlled medications. Primary and mental
health services have also been collaborating together to coordinate medications and address
poly-pharmacy.

32.Client peers are used to promote mental and physical health and substance abuse
recovery.

Example: Orange County Behavioral Health Services is employing trained consumer mental
health workers, supervised by licensed mental health staff, to provide behavioral care at primary
care clinics and conversely, using consumers to coordinate and monitor physical health care at
behavioral sites.

Example: San Mateo County Mental Health employs trained consumers and family members as
health and wellness coaches, partnering them with nurse care managers and nurse practitioners
to help clients manage their health conditions. Peers play a key role in care management by
assisting clients with communication and advocacy with medical providers, health education and
support.

4 )
CASE STUDY- ALAMEDA COUNTY

Putting their Health Care Innovation Award to work, Lifelong Medical Center in Alameda is
subcontracting with the Independent Living Center to recruit and train peer health coaches, who
are themselves people with mental and physical disabilities. The peers will be embedded in the
clinic’s staff and supervised by the Independent Living Center. As regular member of the patients’
interdisciplinary care team, they are partnered with the nurse care manager to follow patients,
help them live independently, support changes in lifestyle, and monitor medication adherence and
side effects. Peers are encouraged to support patient self-advocacy -- helping participants make
better informed choices to insure they maintain control of their own healthcare and wellness.

They also provide training to Lifelong staff about the patient perspective.
G J

Example: Los Angeles County Department of Mental Health plans to use the Peer-Run
Integrated Services Model (PRISM) and alternative peer-run crisis houses for people with co-
occurring mental health and substance use disorder needs. Interventions are provided by persons
with lived experience.

Example: CommuniCare Health Centers in Yolo County employ recovered substance users
as outreach workers, therapists and advisory board members. Roughly half their substance
abuse staff is in recovery themselves. Peer substance abuse counselors accompany a physician
assistant and a social worker each week to homeless shelters to promote the clinic’s services and
enroll interested patients.
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Example: Madera County Mental Health Department, using MHSA Innovation funding, employs
a team of trained peers and hospital staff stationed at the Madera Community Hospital Emergency
Department to engage clients and their families experiencing a crisis. The team also provides
these services when clients are discharged from hospitalization.

Example: Assuming that mental health clients receiving care in primary care settings could
benefit from a stronger connection to other consumers with lived experience, Sonoma County
has incorporated peers into their service delivery. They help design the integration program,
collaborate with clients to create individual care plans and develop and deliver a community
health education curriculum.

Example: Riverside County Mental Health employs 60 full-time peer specialists as care
navigators, some working in a collaborative health facility to facilitate transitions and warm hand-
offs. They help acquaint clients with treatments being offered, facilitate processing, assist with
health care visits and offer support, encouragement and advocacy.

Example: Peer staff from Manzanita Services, a client-run peer support program in Mendocino
County, received stipends from the Mental Health Department to attend the Sonoma State
University Patient Navigator Certificate Program.

33.A pharmacist is used to coordinate physical and mental health.

Example: Contracted pharmacists coordinate the mental and physical care of Madera County
Mental Health Department’s clients by working with both primary care and mental health and staff.
Pharmacists refer clients in need of physical health services to primary care and also transition
stabilized mental health clients receiving only medication to a medical home.

34.Out-stationed mental health and primary care providers provide services at school-
based health centers.

Example: The Los Angeles County Mental Health Department is using funds to support 16
integrated school health center sites which include staff from outside mental health and primary
care providers.

35.Mental health and substance abuse services are coordinated.

Example: Napa’s Clinic Ole is trying out a warm hand-off from primary care to a drug and alcohol
counselor in instances where the primary care provider suspects substance abuse but doesn’t
want to be confrontational. The counselor works with the clients and tries to convince them to
enter a program. Mental Health is starting a substance abuse warm-handoff as well.

Example: Physical health questions are embedded into a substance abuse assessment used by
the Atlanta Substance Abuse Clinic in Riverside County. Positive responses trigger a referral to
the collaborating primary care clinic. Conversely, the primary care clinic is screening their clients
for substance abuse and referring those who screen positively to the substance abuse clinic.
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Example: Kern County Mental Health Department contracts with a primary care provider, Clinica
Sierra Vista, to provide substance abuse outpatient services for persons with co-occurring mental
health and substance abuse disorders.

Example: San Mateo County Behavioral Health, which outstations clinical personnel at primary
care sites, also has members of the AOD (Alcohol and other Drugs Services) on site to help with
drug and alcohol screening and support.

Example: The Co-Occurring Disorders Court pilot program, created to supervise criminal
defendants diagnosed with both a mental illness and a substance abuse disorder, integrates
mental health and substance abuse treatment services. Implemented in 2007, the program is
funded by the County of Los Angeles Homeless Prevention Initiative, the Mental Health Services
Act and a SAMHSA grant. The latter provides funding for short-term residential services for the
participants.

é )
CASE STUDY - LOS ANGELES COUNTY

SAMHSA's Primary and Behavioral Health Care Integration initiative provided funding for 93
agencies throughout the country, including a four-year grant to Tarzana Treatment Centers, an
integrated behavioral health agency serving the Antelope Valley, San Fernando Valley, and Long
Beach in Los Angeles County. These grants were focused on integrating primary care services
for people with serious mental illnesses and co-occurring substance use disorder. Services
provided by grantees include facilitation of screening and referral for primary care prevention and
treatment needs; providing and/or ensuring that primary care screening, assessment, treatment
and referrals are provided in a community-based behavioral health agency; developing and
implementing a registry/tracking system to follow primary health care needs and outcomes;
offering prevention and wellness support services; and establishing referral and follow-up
processes for physical health care requiring specialized services beyond the primary care setting.
G J

36.The Mental Health Department contracts with primary care providers on a pay-for-
performance basis.

@ )
CASE STUDY - ALAMEDA COUNTY

Alameda Behavioral Health is offering fixed payments to participating primary care for measurable
achievements of specific tasks. The amount the clinics can earn is dependent upon which tasks
they successfully accomplish. Tasks include: having key staff attend AIMS-sponsored training on
integrated behavioral health care; identifying the careload (caseload) target population and the
behavioral health conditions to be addressed; identifying and using assessment tools and data/
tracking methods; identifying the behavioral health professional responsible for the careload;
implementing registries; and meeting other service and outcome thresholds, such as documenting
medication information in the registry for at least 50% of the patients. (For more information, see
kAlameda County Integrated Pay-for-Performance Draft in the MOU section of this Tool Kit.)
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37.The mental health agency teams up with the county substance abuse program to
establish community assessment services centers.

Example: In Los Angeles County, Community Assessment Service Centers (CASC’s) act as the
entry point for county residents seeking alcohol and other drug treatment and recovery services.
The Mental Health Department system navigators participate in team meetings, discussing and
facilitating enroliment of persons with co-occurring mental health and substance disorders into
mental health-operated programs.

38.Primary care clinics can directly access 23-hour crisis intervention services
provided by the mental health agency.

Example: Hill Country Community Health Clinics, which has a full-service partnership contract
with Shasta County Mental Health Services, can take decompensating clients directly to their
Crisis Resolution Unit, thereby avoiding 5150’s, police intervention, etc.

39. Mental health personnel straddle primary care and mental health clinics, splitting
their time between each and facilitating inter-agency transitions.

Example: Butte County Behavioral Health Department hired Integrated Mental Health Clinicians
who divide their work week between a primary care clinic and a county mental health agency. Their
main function is to cement collaboration and facilitate patient flow between the two providers.

IV. SPREADING THE WORD: TRAINING AND CROSS-EDUCATION

40. Mental health and primary care providers engage in cross-training and conferences
to enhance mutual understanding and knowledge.

Example: In Alameda County, quarterly meetings are held between the County DMH and clinic
consortium members. Clinic providers are given access to county DMH training regarding access
to DMH services and clinic physicians can partake in psycho-pharmacology training.

41.The mental health agency contracts with primary care provider to educate other
providers about the integrated model.

Example: Nevada County Mental Health has used MHSA funds to pay for the medical director
of Sierra Family Health Center, a primary care clinic, to conduct training for other providers in the
area about how integrated behavioral care works in primary care settings.

Example:In2011, CCHN, asubsidiary of San Diego’s Council of Community Clinics, contracted with
County Behavioral Health Services to implement an Integration Institute over 26-months to promote
shared population management of behavioral and physical illness through working relationships
of paired behavioral health and primary care organizations. The Institute provides support of
these providers via learning communities comprised of two to three of these provider pairings.
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42.Both the mental health agency and the primary care providers collaborate in work-
force development by working with schools of social work, nursing, psychology
and medicine.

Example: San Mateo County Behavioral Health has established a psychiatric residency training
program in which new residents are rotated through primary care clinics every six months.
According to Dr. Celia Moreno, Medical Director for the County Behavioral Health Services, “We
get a great response; many of them stay with us once their training is completed.”

43.The mental health agency offers on-going behavioral health education for primary
care providers or vice versa.

Example: Santa Clara County Mental Health provides on-going continuing education for select
primary care providers based upon an assessment of their training needs and interests.

Example: Venice Family Clinic has provided free training to Los Angeles County Mental Health
staff regarding primary care issues.

44.The mental health agency provides funding for primary care clinics to conduct in-
house staff training regarding mental health assessment, psychotropic medication
and behavioral treatment.

Example: Redwood Health Community Coalition, a consortium of primary care clinics in Northern
California, received funds from County Mental Health which partially supported a five-part mental
health educational series they conducted monthly for primary clinic staff.

45.College or university supplies student behavioral health staff to primary care clinics
as part of their training program.

Example: While not involving the county mental health department, the Social Action Community
Health Services in San Bernardino County trains students in Loma Linda University’s MFT
program, who, in turn, provide behavioral services at the clinic.

Example: In San Francisco, the UCSF Nursing Program places nursing students in Glide Clinic,
a primary care facility.

Example: In Los Angeles, the USC School of Social Work sends trainees to St. John’s Well Child
and Family Center.

[
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Information Sharing Between

Behavioral Health and Primary Care

Medical information-sharing laws are extremely complex. The information contained in this section
is offered as reference only. Agencies are advised to consult with their own legal counsel regarding
compliance with confidentiality requirements.

Communication between all treatment providers is the foundation upon which integrated care rests.
But a formidable impediment to crucial inter-agency information-sharing — one cited by both behavioral
and medical providers across the State — is the lack of clarity around confidentiality provisions. Multiple
interpretations of state and federal statutes have lead to uneven, sometimes contradictory information-
- ~ sharing policies throughout California.
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While the federal Health Insurance Portability
and Accountability Act of 1996 (HIPAA) appears
to allow two health providers treating the same
individual to share information, its complicated
provisions, coupled with the additional layer
of State confidentiality statutes has left many
providers reluctant to do so. Added to the
complex mix is Section 42 Part 2 Code of
Federal Regulations, a more stringent set of
rules governing release of drug abuse and
\_ ) alcohol treatment information.

Organized Health Care Arrangements

To ensure they are comporting with HIPAA’s labyrinthine information-sharing provisions, some partnering
agencies have established Organized Health Care Arrangements per HIPAA Section 160.103, thereby
opening the door to cross-agency information disclosure. The law describes an organized health
arrangement as:

1. “Aclinically integrated care setting in which individuals typically receive health care from more than
one health care provider;

2. An organized system of health care in which more than one covered entity participates, and in
which the participating covered entities:

m Hold themselves out to the public as participating in a joint arrangement; and

m Participate in joint activities that include at least one of the following:
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» Utilization review, in which health care decisions by participating covered entities are
reviewed by other participating covered entities or by a third party on their behalf;

* Quality assessment and improvement activities, in which treatment provided by participating
covered entities is assessed by other participating covered entities or by a third party on
their behalf: or

* Payment activities, if the financial risk for delivering health care is shared, in part or in
whole, by participating covered entities through the joint arrangement and if protected
health information created or received by a covered entity is reviewed by other participating
covered entities or by a third party on their behalf for the purpose of administering the
sharing of financial risk.”

According to the HRSA and SAMHSA-sponsored Center for Integrated Health Solutions (CIHS), “fo
become an OHCDS (Organized Health Care Delivery System), the respective chief executive officers
send letters to each other confirming their intent to hold themselves out as an OHCDS and identifying the
utilization review or quality assessment and improvement activities in which they will jointly participate.
To solidify this arrangement organizations then often change their privacy statements to reflect the
OHCDS and may add language to all consents to treatment reflecting their partnerships and with whom
they will be sharing healthcare information.”
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Providers need to check with their in-house counsel and with their County Counsel about the legalities
surrounding health information exchange.

Exchange of Substance Use Information (courtesy of CIHS):

42 CFR Part Il defines the parameters for sharing substance information for organizations that hold
themselves out as substance abuse treatment providers. The Substance Abuse and Mental Health
Services Administration’s Center for Substance Abuse Treatment actively addresses issues related to
the sharing of substance abuse treatment information under 42 CFR Part Il. However, if organizations
enter into a Qualified Service Agreement (QSA), they are often required to share needed substance
abuse information for healthcare coordination.

The rules are complex, so it is suggested that you access key resources in this area including
SAMHSA's Frequently Asked Questions: Applying the Substance Abuse Confidentiality Regulations
to Health Information Exchanges (http://www.samhsa.gov/healthPrivacy/docs/EHR-FAQs.pdf) and
The Confidentiality of Alcohol and Drug Abuse Regulation and the HIPAA Privacy Rule: Implications
for Alcohol and Drug Abuse Programs, June 2004 (http://www.samhsa.gov/healthprivacy/docs/
samhsapart2-hipaacomparison2004.pdf.). The latter, a valuable review of the linkages between HIPAA
and 42 CFR Part Il, helps agencies understand the elements of a Qualified Service Agreement.

CIHS provides free technical assistance. To contact them, email integration@thenational council.org or
call 202 684-7457

Back to Table of
[ < Cca><r:|te|:)tsal &e ] Partners in Health Interagency Toolkit * 101




INFORMING PATIENTS OF THEIR RIGHTS REGARDING SHARING OF INFORMATION
BETWEEN AGENCIES

(taken from the State of California’s ehealth Privacy 360)

1. What is a Health Information Organization (HIO)?

An HIO is a third party company that enables the health care provider to transfer or exchange your
health information to other health care providers or health-related entities who need your information to
be able to treat you. HIOs are used to exchange your health information when the health care provider
may not have the technical capability to securely exchange information and HIOs have special software
programming that will allow them to transfer your information securely.

2. Do | have access to my medical information that is held or kept by either my health
care provider or a HIO?

You are entitled to get copies of your own health information, by law. If you want copies of your health
information, ask your health care provider with whom you have a direct care relationship how you would
be able to access or to get copies of your information. You may be able to either access and print your
health care information online or request hard copies of your information to be provided to you. Since
most HIOs do not have a direct relationship with each individual patient, it is unlikely that you will be
able to obtain your medical information directly from a HIO. Some HIOs’ role is only to transmit the
medical information between entities and not to store it; therefore, they would not be able to access it
for individuals’ requests.
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3. How do | give permission or consent to let others such as my doctors to see my
medical information through a HIO?

Generally, providers who use HIOs to exchange your health information do ask patients for their consent
in order to allow the patients’ information to be exchanged through the HIO. The two most common
types of consent are: “Opt In” and “Opt Out”. If you are asked to give Opt-In consent, you will be asked
to sign a written (paper or electronic) form giving your permission for your information to be exchanged
through the HIO. If you are given Opt-Out consent, you should be provided with information about
the HIO and given a period of time to exercise your opportunity to refuse to let your information be
exchanged. In order to opt out, you must usually either send in a form by mail or else click on a certain
box on a website to make clear that you do not want your information to be exchanged through the HIO.
Some providers in California might have a no-consent policy. A No Consent model is appropriate when
the HIO does not have access to any health information.

4. How long does my permission/consent last with a health care provider or HIO?

This will depend on the policies of your health care provider. It also depends on the procedures the
participating organizations of a HIO follow. It may last until you revoke your consent or you may be
asked to sign a new consent periodically (such as, annually). However, once your health information
has been viewed or exchanged through a HIO, it cannot be retracted which means the information
already viewed or exchanged cannot be taken back or deleted out of the system. Providers who have
relied on this information to make decisions about your health must be able to retain a record. If you
revoke your consent, then your health information will not be able to be further viewed or exchanged
through the HIO.
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5. What happens in an emergency if | am not able to consent?

In an emergency situation where you are not able to communicate with the treating health care provider
(even if the treating health care facility is not your own health care provider), they would be able
to receive your health information directly from your health care provider and treat you without your
consent. If your health information is exchanged through a HIO, accessing your health information
would depend on if you provided prior consent for the HIO to exchange your information. If you refused
consent through your health care provider to have the HIO exchange your information prior to the
emergency, then none of your information will ever be available, even in a life-threatening emergency.
Some health care providers and HIOs have systems under which emergency providers can obtain
access to your information under a “break-the-glass” scenario. Under the “break-the-glass” scenario,
an emergency physician is able to exercise his/her professional judgment and obtain your information
even if you did not give consent if it will help the physician to treat you.

6. What is the difference between an authorization and consent?

usamjag Bulieysg uonew.iou|

An authorization is a very specific term that is used in HIPAA (the federal laws that govern confidentiality
of medical information) to describe permissions for use and disclosure of your health information that
falls outside of treatment, payment, and health care operations. The authorization provision in HIPAA
requires your provider or health plan to obtain your permission before they use your health information
for anything that you might not be aware of that was not listed on the Notice of Privacy Practices, such
as, marketing. Consent for your information to be accessed or exchanged through a HIO is specific to
the electronic exchange of your health information. By giving your consent, you are not consenting to
uses and disclosures of your information. It is simply a means to acknowledge that you were informed
about the use of a HIO to obtain your health information.
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7. |1 did not receive a consent form to sign for the electronic exchange of my health
information, but noticed the Notice of Privacy Practices now states that my data may be
exchanged through a HIO. Will | receive a consent form too?

You should receive a Notice of Privacy Practices upon a first visit to a physician or admission to a
hospital. As specified by HIPAA, these notices describe how your protected health information is to
be collected, used, and disclosed. Some providers will only use the NPP to notify you of their ability to
electronically exchange your health information. Others may use a consent form and others yet may
use a combination. If you are unclear about what your NPP states you may ask your provider how your
data is being used and shared electronically.

8. Will I know if my health information was misused?

Under HIPAA requirements, you have the right to receive a list of instances where your health
information was disclosed and for what purposes. If your information was misused or inappropriately
disclosed it should also be logged at your provider’s organization. This would be considered a request
for “Accounting of Disclosures” as stated and required in HIPAA. If there was a breach of your
electronic health information you would be notified by the entity that breached your information. Refer
to Questions and Answers 23, 24, and 25 for more information regarding breach of health information.
If you believe that a person, agency or organization covered under HIPAA violated your (or someone
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else’s) health information privacy rights, you may file a complaint with that person, agency, or organization
or with the federal Office for Civil Rights. The Notice of Privacy Practices that you received from the
provider will have information about who to contact. Individuals found in violation of HIPAA can be
civilly and criminally prosecuted. For more information, see: http://www.hhs.gov/ocr/privacy/hipaa/
complaints/index.html

9. Can | request changes to my health record or other information included in the HIO?

If you notice that your health care provider has outdated or incorrect information in your health record,
you may request an amendment, or changes, to your record as one of your rights under HIPAA the
provider who created the record. Deletions of records are not generally permitted as providers who
have made decisions about your health based on those records must maintain them
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(courtesy of Napa County Health and Human Services Agency, Community Clinic Olé, and CIMH’s
Care Integration Collaborative.

Napa County Health & Human Services Agency
Community Health Clinic Ole — County Campus
Organized Health Care Arrangement

Joint Notice of Privacy Practices
Effective Date: October 3, 2011

THIS NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED
AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

WHO WILL FOLLOW THIS NOTICE

This Joint Notice of Privacy Practices is provided to you on behalf of the Napa County Health & Human Services
Agency (Agency) and Community Health Clinic Ole (Clinic) which have entered into an Organized Health Care
Arrangement (OHCA) in order to better serve the community by providing integrated health care services. This
Notice describes our Agency's practices and that of:
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¢ Any health care professional authorized to enter information into your medical record maintained by the
OHCA.

¢ Any member of a volunteer group we allow to help you while you are a health care client of the OHCA.

e All employees, staff, and other OHCA personnel.

All those identified above may share health information with each other for treatment, payment or health care
operations purposes described in this notice. This Notice does not cover any private offices where any of the
above referenced health care professionals may provide services independently. All Community Health Clinic
Ole and Napa County Health & Human Services Agency health care service delivery sites are covered by this
Notice.

OUR PLEDGE REGARDING HEALTH CARE INFORMATION

We understand that information about you and your health is personal. We are committed to protecting your
health information. We create a record of the care and services you receive as a Clinic patient and/or as a health
care client of the Agency. We need this record to provide you with quality care and to comply with certain legal
requirements. This notice applies to all of the records of your care generated by the OHCA, whether made by
Clinic or Agency personnel, or a provider or a business associate with whom we contract to provide health care
services on our behalf.

This notice will tell you about the ways in which we may use and disclose your health information. We also
describe your rights and certain obligations we have regarding the use and disclosure of health information.

We are required by law to:

e Make sure that health information that identifies you is kept private (with certain exceptions);

e Give you this notice of our legal duties and privacy practices with respect to your health information; and
o Follow the terms of the notice that is currently in effect.

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU

The following categories describe different ways that we use and disclose health information. For each category
of uses or disclosures we will explain what we mean and try to give some examples. Not every use or disclosure
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in a category will be listed. However, all of the ways we are permitted to use and disclose information will fall
within one of the categories.

For Treatment

We may use your health information to provide you with health treatment or services. We may disclose your
health information to doctors, nurses, counselors, health care students, or other persons providing health
services to you. For example, a doctor who is treating you may need to know if you have had a history of
adverse side effects to a particular class of medication prior to prescribing a similar one. This information would
be useful in selecting the most appropriate medication or course of treatment for you. The Clinic and Agency
programs may share your health information in order to coordinate the different things you need, such as
prescriptions and lab work. We also may disclose your health information to people outside the OHCA who may
be involved in your health, e.g., home health agencies or your private physician.

For Payment

We may use and disclose your health information to others for purposes of receiving payment for treatment and
services that you receive. For example, a bill may be sent to you or a third-party payer, such as an insurance
company or health plan. The information on the bill may contain information that identifies you, your diagnosis,
and treatment or supplies used in the course of treatment.
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For Health Care Operations

We may use and disclose your health information for operational purposes. These uses and disclosures are
necessary to operate the OHCA and make sure that all of our Clinic patients and health care clients of the
Agency receive quality care. For example, we may use health information to review our treatment and services
and to evaluate the performance of our staff in caring for you. We may also combine health information about
many Clinic patients and/or Agency health care clients to decide what additional services we should offer, what
services are not needed, and whether certain new treatments are effective. We may also disclose information to
doctors, nurses, counselors, health care students, and other OHCA personnel for review and continuous quality
improvement purposes.

Appointment Reminders

We may use your health information to contact you as a reminder that you have an appointment for treatment or
health care.

Treatment Alternatives

We may use your health information to provide you with information about or recommend possible treatment
options or alternatives that may be of interest to you.

Health-Related Products and Services

We may use your health information to provide you with information about our health-related products or services
that may be of interest to you.

Individuals Involved in Your Care or Payment for Your Care
We will disclose your health information to a friend, family member or significant other who is involved in your
health care or who helps pay for your care only if we obtain your written authorization. Your written authorization

should be provided on the Family Notification form. This form can be obtained from and then submitted to the
program or division of the Agency where you receive services.
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Research

We may use your health information for research purposes when an institutional review board or privacy board
that has reviewed the research proposal and established protocols to ensure the privacy of your health
information has approved the research. Your authorization will always be obtained if the researcher will have
access to your name, address or other information that reveals who you are.

As Required By Law

We will disclose your health information when required to do so by any federal, state or local law. Disclosure
pursuant to a court order or valid subpoena would be examples of legally required disclosures.

To Avert A Serious Threat to Health or Safety

We may disclose your health information when necessary to prevent a serious threat to your health and safety or
the health and safety of the public or another person. Any disclosure, however, would only be to the target of the
threat or to someone able to help prevent the threat.

Organ and Tissue Donations

We may disclose your health information to organizations that handle organ procurement or organ, eye or tissue
transplantation or to an organ donation bank, as necessary to facilitate organ or tissue donation and
transplantation.

Military and Veterans

If you are a member of the armed forces, we may disclose your health information as required by military
command authorities. We may also disclose health information about foreign military personnel to the
appropriate foreign military authority.

Workers' Compensation

We may disclose your health information for workers' compensation or similar programs. These programs
provide benefits for work-related injuries or illness.

Public Health Related Activities

We may disclose your health information for public health activities. These activities generally include the
following:

To prevent or control disease;

To report reactions to medications or problems with products;

To notify people of recalls of products they may be using;

To notify a person who may have been exposed to a disease or may be at risk for contracting or
spreading a disease or condition.

Victims of Abuse, Neglect or Domestic Violence

We may disclose your health information to a government authority if asked to do so by a law enforcement
official and the disclosure is required by law, necessary to prevent serious harm to the individual or other
potential victims, or if you agree. If such a disclosure is made, we will make every effort to promptly inform you,
with certain exceptions.

{
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Health Oversight Activities

We may disclose your health information to a health oversight agency for activities authorized by law. These
oversight activities include, for example, audits, investigations, inspections, and licensure. These activities are
necessary for the government to monitor the health care system, government programs, and compliance with
civil rights law.

Law Enforcement
We may disclose your health information if asked to do so by a law enforcement official:

¢ Inresponse to a court order, subpoena, warrant, summons or similar process;

o To identify or locate a suspect, fugitive, material witness, or missing person;

e About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s
agreement;

e About a death we believe may be the result of criminal conduct;

e About criminal conduct at the Agency;

¢ In emergency circumstances to report a crime; the location of the crime or victims; or the identity,
description or location of the persons who committed the crime.
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Coroners, Medical Examiners and Funeral Directors

We may disclose your health information to a coroner or medical examiner. This may be necessary, for example,
to identify a deceased person or determine the cause of death. We may also disclose your health information to
funeral directors as necessary to carry out their duties.

Specialized Governmental Functions

We may disclose your health information to authorized federal officials for intelligence, counterintelligence, and
other national security activities authorized by law.

We may disclose your health information to authorized federal officials so they may provide protection to the
President, other authorized persons or foreign heads of state, or to conduct authorized investigations.

OTHER USES OF YOUR HEALTH INFORMATION

Other uses and disclosures of your health information not covered by this notice or the laws that apply to us will
be made only with your written authorization. If you provide us with authorization to use or disclose your health
information, you may revoke that authorization, in writing, at any time. If you revoke your authorization, this will
stop any further use or disclosure of your health information for the purposes covered by your written
authorization, except if we have already acted in reliance on your authorization.

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION
You have the following rights regarding your health information that we maintain:
Right to Inspect and Copy

You have the right to inspect and copy your health information that is used to make decisions about your care.
Usually, this includes health and billing records.

To inspect and/or copy health information that is used to make decisions about you, you must submit your
request in writing on the OHCA'’s Inspect/Copy Request Form. That form can be obtained from and submitted
to the Clinic or division of the Agency where you receive services. If you request a copy of the information, we
may charge a fee for the costs of copying, mailing or supplies associated with your request.
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We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to
your health information you may request that the denial be reviewed. Another licensed health care professional
chosen by the OHCA will review your request and the denial. The person conducting the review will not be the
person who denied your request. We will comply with the outcome of the review.

Right to Amend

If you feel that your health information is incorrect or incomplete, you may ask us to amend the record. You have
the right to request an amendment for as long as the information is kept by or for the OHCA.

To request an amendment, your request must be made in writing on the OHCA’'s Amendment Request Form.
This form can be obtained from and then submitted to the Clinic or division of the Agency where you receive
services. You must provide a reason that supports your request.

We may deny your request for an amendment if it is not in writing or does not include a reason to support the
request. In addition, we may deny your request if you ask us to amend information that:

e Was not created by us, unless the person or entity that created the information is no longer available to
make the amendment;

¢ Is not part of your medical record;

¢ Is not part of the information which you would be permitted to inspect and copy; or

e |s accurate and complete.

Even if we deny your request for amendment, you have the right to submit a written addendum, of reasonable
length, with respect to any item or statement in your record you believe is incomplete or incorrect. If you clearly
indicate in writing that you want the addendum to be made part of your medical record we will attach it to your
records and include it whenever we make a disclosure of the item or statement you believe to be incomplete or
incorrect. If you do not submit an addendum you may request that we provide, with any future disclosure, your
request for amendment and our denial.

Right to an Accounting of Disclosures

You have the right to request an accounting of disclosures. This is a list of the disclosures we have made of your
health information for reasons other than our own uses for treatment, payment and health care operations, (as
those functions are described above) and disclosures that you have authorized.

To request this list or accounting of disclosures, you must submit your request in writing on the OHCA'’s
Accounting of Disclosures Request Form. This form can be obtained from and then submitted to the Clinic or
division of the Agency where you receive services. Your request must state a time period which may not be
longer than six years. The first list you request within a 12-month period will be free. For additional lists, we will
charge you for the costs of providing the list. We will notify you of the approximate cost involved and you may
choose to withdraw or modify your request at that time before any costs are incurred.

Right to Request Restrictions

You have the right to request a restriction of the use or disclosure of your heath information to carry out
treatment, payment or health care operations. We are not, however, required to agree to your request. If we
do agree, we will comply with your request unless the information is needed to provide you emergency
treatment.

To request a restriction, you must make your request in writing on the OHCA'’s Restricting Uses/Disclosures
Request Form. This form can be obtained from and then submitted to the Clinic or division of the Agency where
you receive services. In your request, you must tell us (1) what information you want to limit; (2) whether you
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want to limit our use, disclosure or both; and (3) to whom you want the limits to apply, for example, disclosures to
your spouse.

Right to Request Confidential Communications

You have the right to request that we communicate with you about medical matters in a certain way or at a
certain location. For example, you can ask that we only contact you at work or by mail. To request confidential
communications, you must make your request in writing on the OHCA'’s Restricting Communications Request
Form. This form can be obtained from and then submitted to the Clinic or division of the Agency where you
receive services. We will not ask you the reason for your request and we will accommodate all reasonable
requests. Your request must specify how or where you wish to be contacted.

Right to a Paper Copy of This Notice
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You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time.
Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this notice.
To obtain a paper copy of this notice contact the Clinic or division of the Agency where you receive services.

CHANGES TO THIS NOTICE

We reserve the right to change this notice. We reserve the right to make the revised or changed notice effective
for health information we already have about you as well as any information we receive in the future. We will post
a copy of the current notice in the Clinic and health care services locations of the Agency. Additionally, when
changes are made to this notice, enrollees in the County Mental Health Plan will receive a revised notice.

COMPLAINTS

If you believe your privacy rights have been violated you may file a complaint with Clinic Ole’s Corporate
Compliance Officer at the address below, with the County Privacy Officer at , or with the
Secretary of the United States Department of Health and Human Services. You will not be penalized for filing
a complaint.

(ADDRESS)
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Agencia de Salud y Servicios Humanos
Clinica de Salud Comunitaria Ole — Campus Condado
Arreglo de Cuidado de Salud Organizado

Aviso conjunto de practicas de privacidad
Fecha de vigencia: 3 de octubre de 2011

ESTE AVISO DESCRIBE COMO SU INFORMAICON MEDICA PUEDE SER USADA Y DIVULGADA Y
COMO UD. PUEDE TENER ACCESO A ESTA INFORMACION. POR FAVOR REVISELA
CUIDADOSAMENTE.

QUIENES DEBEN DE CUMPLIR CON ESTE AVISO

Este Aviso Conjunto de Practicas de privacidad le esta siendo proveido a Ud. en nombre de la Agencia de
Salud y Servicios Humanos (Agencia) y La Clinica de Salud Comunicaria Ole (Clinica) quienes han
entrado en un Acuerdo se Servicios Organizados, (OHCA, por sus siglas en inglés) para asi poder servir
mejor a la comunidad brindando servicios integrados de salud. Este Aviso describe las practicas de la
agencia y las de:

e Cualquier profesional de la salud autorizado a ingresar informacion en su expediente médico
dentro de la OHCA

e Cualquier miembro voluntario al que le autoricemos brindarle servicios mientras Ud. sea un cliente
de OHCA.

¢ Todos los empleados, y cualquier otro personal de OHCA

Todos los identificados arriba pueden compartir informacién de salud entre si para el tratamiento, pago o
con propdsitos de manejo de salud mencionadas en este aviso. Este Aviso no cubre cualquier oficina
privada en donde cualquiera de los proveedores de salud antes mencionados ofrezca servicios
profesionales independientemente. Todas las oficinas y localidades de la Clinica de Salud Comunitaria
Ole y la Agencia de Salud y Servicios Humanos estan cubiertas por este Aviso.

NUESTRO COMPROMISO CON RESPECTO A LA INFORMACION SOBRE SU CUIDADO DE SALUD

Nosotros entendemos que la informacion sobre Ud. y su salud son personales. Estamos comprometidos a
proteger su informacion de salud. Nosotros hacemos un expediente de los cuidados y tratamientos que
recibe como paciente de la Clinica y/o de la agencia. Necesitamos de este archivo médico para ofrecerle
cuidado de calidad en OHCA, asi sea por la Clinica, personal de la Agencia, un proveedor u oficina que
este asociada con quien contactamos para proveer servicios en su hombre.

Este aviso le dara informacion de las formas que nosotros usemos y compartiremos su informacién de
salud. También se describen sus derechos y ciertas obligaciones con respecto al uso y divulgacion de su
informacion médica.

Estamos obligados por ley a:

e Asegurarnos que informacion de salud que lo identifique se mantenga privada ( con algunas
excepciones)

e Darle este aviso sobre nuestros deberes legales y practicas de privacidad con respecto a su salud
médica:

e Seguir los términos del aviso que esta en efecto
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COMO PODEMOS USAR Y COMPARTIR SU INFORMACION MEDICA

Las siguientes categorias describen diferentes maneras en las que nosotros usaremos y compartiremos
su informacién médica. En cada categoria de uso y divulgacion explicaremos que queremos decir y
daremos un ejemplo. No todas las formas de usos y divulgacion de cada categoria estan enumeradas.
Sin embargo, todas las situaciones bajo las cuales estamos permitidos en compartir su informacion caen
dentro de una de las categorias.

Para el tratamiento

Podemos usar y divulgar su informacion médica para proveer con tratamiento y servicios médicos.
Podemos divulgar su informacion médica a doctores, enfermeras, consejeros, estudiantes de salud
meédica u otras personas que les provean servicios. Por ejemplo, un médico que esta dandole tratamiento
y necesita saber si tiene reacciones a algun médicamente antes de que se lo recete.

Esta informacion sera usada para seleccionar el médicamente que sea mas apropiado. La Clinica y los
programas de la Agencia pueden compartir su informacion médica para coordinar diferentes servicios o
cosas que necesite como recetas médicas y examenes de laboratorio. También podemos compartir
informacioén con otras personas fuera de la OHCA que estén involucradas en su bienestar, por ejemplo
agencia de cuidado en casa o su meédico particular.

Para el pago

Podemos usar y compartir su informacion médica con el propdsito de recibir pago por los servicios y
tratamiento recibidos. Por ejemplo, un pago le puede ser enviado a Ud. o a una tercera persona, como al
seguro meédico o plan de salud. La informacion en el cobro puede incluir informacién que lo identifique, su
diagnéstico y tratamiento o equipo que se uso durante su tratamiento.

Para el uso de funcionamiento de las instalaciones

Podemos usar y compartir su informacién médica para el uso del funcionamiento de las instalaciones.
Estos usos y divulgaciones son necesarios para funcionar el OHCA y asegurarse que todos nuestros
pacientes de la clinica y de cuidado médico reciban cuidado de calidad. Por ejemplo, podemos usar su
salud médica para evaluar su tratamiento y el desempefio de nuestro personal. También podemos
combinar la informacién médica de nuestros pacientes para asi saber cuales son los servicios adiciones
que deberiamos ofrecer, que servicios no se necesitas y si los nuevos tratamientos son efectivos o no.
También podemos divulgar informacion a doctores, enfermeras, consejeros, estudiantes de medicina, y
otro personal de OHCA para revisar y continuar mejorando los servicios continuamente.

Recordatorio de Cita

Podemos usar su informacion médica para contactarlo y recordarle que tiene una cita para tratamiento o
cuidado médico.

Opciones de tratamiento

Podemos usar su informaciéon médica para proveerle informacion sobre posibles recomendaciones de
tratamiento o alternativas que pueden ser de su interés.

Servicios y productos relacionados a su Salud.

Podemos usar su informacion médica para proveerles informacién sobre nuestros productos relacionados
a su salud que podrian ser de su interés.
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Personas involucradas con su cuidado médico y pagos

Divulgaremos sobre su salud médica a sus amigos, familiares o pareja quienes estés involucrados en su
salud o quienes ayuden a pagar por su cuidado médicos solo si obtenemos autorizacion por escrita. Su
autorizacion por escrito debera ser usando una Forma de Notificacion Familiar (Family Notification
form) Esta forma puede ser obtenida y después entregada a el programa o division de la Agencia en
donde Ud. recibe servicios.

Investigacion

Podemos usar su informacion por motivos de investigacion cuando una Barra privada o no haya aprobado
los protocolos y reglas para proteger su identidad. Le pediremos su autorizacién si su nombre, direccion
y otros datos son revelados.

Como es requerido por la ley
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Divulgaremos su informacion de salud cuando seamos requeridos por leyes, federales, estatales o locales.
Por ejemplo divulgaremos su informacion si nos lo pide una corte u orden judicial.

Para evitar una amenaza seria a la salud o la seguridad

Podemos divulgar su informacion médica cuando sea necesario para prevenir una seria amenaza a su
salud y seguridad de Ud. y otros. Aun asi la divulgacion sera solamente para prevenir la amenaza o sera
compartida con alguien que pueda ayudar a prevenirla.

Donaciones de érganos y tejidos

Podemos compartir su informacién con organizacion que se encargan de cuidar de érganos, transplantes
de ojo o tejidos, y con bancos de 6rganos, tal y como sea necesario para facilitar la donacion y transplante
de organos y tejidos.

Militares y Veteranos

Si Ud. Es un miembro de las Fuerzas Armadas, podemos divulgar informacién médica como lo sea
requerido por las autoridades de comando. También, podemos compartir informacion sobre personal
militar que este en el extranjero a las autoridades militares extranjeras.

Compensacion de Trabajadores

Podemos compartir informacion con programas de Compensacion a los Trabajadores. Estos programas
ofrecen beneficios por lesiones o enfermedades relacionadas con el trabajo.

Actividades Relacionadas a la Salud Publica

Podemos compartir su informacion de salud médica por actividades de salud publica. Estas actividades
generalmente incluyen las siguientes

e Para prevenir o controlar enfermedad

e Para reportar reacciones a medicamentos o a productos

e Para notificar a personas sobre la retirada del mercado de algunos productos que pueden estar
usando
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o Para avisarle a algunas persona que ha sido expuesta o que puede estar en riesgo de contraer o
contagiar una enfermedad o condicién de salud.

ictimas de abuso

odemos compartir su informacién médica a autoridades de gobierno si nos la piden o por cualquier otra
rganizacién de que aplique la ley cuando sea ordenado por la ley para prevenir dafios serios a personas
otras victimas. Si esta divulgacion se hace, haremos lo posible en informarle lo mas pronto posible, con
iertas excepciones.

ctividades de supervision de salud

odemos divulgar su informacién a agencias que supervisan actividades de supervison por ley. Por
jemplo, estas actividades de supervision incluyen, auditorias, investigacion, inspecciones vy licencias.
stas actividades son necesarias para que el gobierno monitoree el sistema de salud, los programas
ubernamentales, y la aplicacion de las leyes.

Information Sharing Between
Mental Health and Primary Care

Aplicacion de la ley

Podemos divulgar su informacion de salud si somos ordenados por un oficial que esta cumpliendo con la
ley:

¢ En respuesta a una orden judicial, orden de la corte, citacién, o proceso similar.

¢ Para identificar o localizar a un sospechoso, fugitivo, testigo presencial, o persona perdida.
Sobre una persona victima de un crimen, bajo ciertas circunstancias si es que pudimos obtener la
autorizacion de la victima.

e Sobre la muerte que se piense es el resultado de una conducta criminal

e Si hay conducta criminal a la agencia.

e En circunstancias de emergencia para reportar un crimen, el lugar del crimen o las victimas, o la
identidad, descripcidn o lugar de las personas que cometieron el crimen.

Forenses, Examinadores médicos y directores de funerarias

Podemos compartir su informacion a un forense o examinador médico. Esto puede ser necesario, por
ejemplo, para identificar a una persona muerta, o determinar la causa de la muerte. También podemos
divulgar informacion a directores de funerarias si es necesario para que hagan su trabajo.

Funciones especializadas del gobierno

Podemos divulgar su informacion médica a oficiales federares de inteligencia autorizados,
contrainteligencia y otras actividades de seguridad nacional autorizadas por la ley.

Podemos divulgar su informacion de salud a oficiales federales para que ellos le puedan proveer
proteccion al Presiente, otras personas autorizadas, jefes de gobiernos de otros paises o para conduccion
de investigaciones autorizadas.

OTROS USOS DE SU INFOMRACION DE MEDICA

Otras formas de uso y divulgaciones sobre su informacién médica que no estan mencionadas en este
aviso o que las leyes que nos aplican seran usadas solo con su autorizacion por escrito. Si Ud. nos da la
autorizacion para compartir informacion, usted puede revolcarla en cualquier momento, por escrito, Si Ud.
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(courtesy of Napa County Health and Human Services Agency, Community Clinic Olé, and CIMH’s
Care Integration Collaborative.

revoca la autorizacion, esto pondra un alto a cualquier uso y divulgacién de su informacion médica que
este incluida el la revocacion.

OTROS USOS SOBRE INFORMACION DE SALUD

Ud. tiene los siguientes derechos con respecto a su informacion médica que tenemos:

Derecho a inspeccionar y copiar

Ud. Tiene el derecho a inspeccionar y copiar la informacion médica que se usa para tomar decisiones
sobre su cuidado. Usualmente, esto incluye informacion de salud y cobros.

Para inspeccionar y/o copiar su informacion que se usa para tomar decisién, Ud. debe de pedir una
solicitud por escrito usando la Forma de Peticion de Inspeccion/Copiado de OHCA. Puede pedir esta
forma y entregarla a la Clinica o division de la Agencia en donde Ud. recibe servicios. Si Ud., pide una
copia de la informacion, talvez podemos cobrarle una cantidad por el costo de copiado, envio, o el uso de
materiales y suministros asociados con su solicitud.
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Nosotros podemos negar su solicitud de inspeccionar o copear bajo circunstancias limitadas. Sise le
niega el acceso a su informacion médica, Ud. puede pedir que ésta sea revisada. Otro profesional con
licencia elegido por la OHCA revisara su solicitud y la negacién. La persona que haga la revision no sera
la persona que nego su peticion. Nosotros aceptaremos los resultados de la revision.

Derecho a modificar

Si Ud. Piensa que su informacion médica esta incorrecta o incompleta, Ud. puede pedirnos que la
modifiquemos. Ud. tiene el derecho a modificar la informacion, siempre y cuando la informacion este en
OHCA. Para pedir que se modifique, Ud. debera hacer una solicitud por escrito usando la Forma
Solicitud de Modificacion. Puede pedir y entregar esta forma a la Clinica o divisién de la Agencia en
donde recibe servicios. Debe Ud. de proveer una razon validad que apoye su solicitud.

Podemos negar su solicitud para modificar si no esta por escrito y si no incluye una razén valida que
justifique su peticion. Ademas, podemos negar su solicitud si nos pide que modifiquemos informacion
que:

¢ No fue creada por nosotros, al menos que la persona o entidad que la creo ya no exista para hacer
los cambios
No es parte de su expediente médico

¢ No es parte de su informacién que se le permitio inspeccionar o copiar; o

