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It’s all about the Patients… 



Overview 
1. Rationale for Primary Care Behavioral Health 

Integration 
2. CHA Model for Primary Care Behavioral Health 

Integration 
3. Staffing to support the model 
4. Behavioral Health Screening 
5. Targeted high-prevalence diseases: 

• Depression 
• Unhealthy alcohol use and substance use 

disorders 
• Reverse Integration Project (HIP) 



Primary Care is the ‘De Facto’ Mental Health System 

Wang P, et al., Twelve-Month Use of Mental Health Services 
in the United States,  Arch Gen Psychiatry, 62, June 2005 

AIMS CENTER/Advancing Integrated Mental Health Solutions, University of Washington 



Why Integrate? 
Rationale for Integration of Mental Health and Addictions 

Consistent w/ New Delivery Systems (CHA Transformation) 
➢Patient Centered Medical Home 
➢Chronic Disease Management 
➢Global Payment/ACO 

Patient-Centered 
➢One-stop shopping 
➢Improves Access 

➢More patients willing to be seen by MH 
provider based at their primary care center 
➢Reduces stigma 
➢Reduces disparities for minority groups 

Improves Outcomes 
➢Medical/MH often co-morbid 
➢Leverages primary care relationships 
➢Reduces total medical expenses (TMEs) 

 



 
 

Primary Care-Behavioral Health Integration Model 
 
 

Adult Wellbeing 
Questionnaire 

-Depression 
-Alcohol 

-Drugs 

Population 
Screening 

 
Behavioral Activation 

Motivational Interviewing 
Self-Management Support 

Problem Solving Treatment 
 

Brief  
Intervention 

Outpatient Therapy 
More Intensive Level of Care 
Community-Based Resources 

Referral 
To 

Treatment 

Telepsychiatry 
Consultation 



STEPPED MODEL OF CARE 

Step 0: 
Primary  Care 

 

Step 1: 
Primary Care 
(with Mental 

Health 
Consultation) 

 

Step 2: 
Integrated  

Mental Health 
 
 

Step 3/4: 
Outpatient 

Mental Health 
 

HIP 
PROGRAM 



On site Behavioural Health Care Team 

Full Time Care Partner – unlicensed mental health resource trained in 
step 1 and 2 but who can coordinate all of the patients 
 
Full Time Therapist – does warm hand offs and her own schedule of 
patients for BRIEF therapy interventions (6-8 weeks max, often 1-2 sessions 
total) 
 
Psychiatry MD – on site one day/week but in continual contact with the 
team by telepsychiatry and regular meetings to supervise the on site team 



Staffing to Support the Model 
Mental Health Care Partner (MHCP)  

 

Integrated Therapist  
 

Consult Psychiatrist 
 
 
 
 
 

Step 0 & 1 Patients 
Positive Screens 

Warm Handoffs 
Team Coordination 

Registry  

Self-Management 
Support & 
Coaching 

Step 2 Patients 
Warm Handoffs 

Team Consultation 
Supports MHCP 

Brief Treatment with 
Evidence-Based 

Therapies 

Step 0-2 Patients 
Team Consultation 

Education 
Case review w/MHCP 

Psych Evaluation 
Medication & Diagnostic  

Consultation 





Two-Step Approach to Screening:   
Brief Screen and Brief Assessment: everyone has a role 

© Partners in Integrated Care 

Brief Screen 
NIAAA 1-item 
NIDA 1-item 

PHQ2   

Brief 
Assessments 

AUDIT 
DAST-10 

PHQ9 
 

Review 
results  

with patient, 
recommend 
intervention 

  

No further 
action needed 

Advise patient of 
results. Plan for 

follow-up 

  



Phases of Care for Depression 

12 

Acute 
Initiate services as quickly 

as possible. 

Continuation 
Prevent relapse by 

monitoring symptoms 
and progress and 
supporting self-
management. 

Maintenance 
Support patients in their 

effort to maintain 
remission and healthy 

behaviors. 
 

50% reduction in symptoms PHQ-9<5 for 2 consecutive months 

12 wks 52 wks 



Dual Strategy: In-reach and Outreach 
*Integration of Population Health into  
the work adds incredible power 
*This strategy is what we use across  
all of Primary Care now at Cambridge  
Health Alliance 
 
*Huddles help organize the work of the day when the team 
sees patients 
*Team Meetings happen weekly to think about and 
organize the work around patients who are NOT coming in 
and make sure they are also getting the care they need 
*This is a paradigm shift 
*This new work needs to be funded and new team roles 
need to be created 



Targeted disease: Depression 

The “initial date” launches the ‘acute 
phase’ workflow for intensive follow-up 

Team meeting supports the follow-
up. Care partner plays facilitating 
role. 

Goals: ‘Depression Perfect Process’ (appropriate follow-up) 
 ‘Depression Perfect Outcome’ (PHQ9 score reduced by 50%) 



For case review, to bring most recent patients to the top.  It is easy to compare 
the initial and latest PHQ-9 scores shows which patients are improving on 
treatment 

                 Using the Registry Features   

sort by the initial date column  



Targeted Disease: Addictions 
75,000 patients >=18yo  
Current smoker = 15% 
8% with an Addiction diagnosis on problem list (not including smoking) 
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With Addiction 
➔Refer for specialty addiction 
treatment  
 

 

At Risk 
➔Educate about risks  
➔Decrease risk for consequences 
or progression of disease 
 

 

Not at Risk 
➔Educate about risks, promote 
healthy norms  

 

SBIRT Brief Intervention  



Targeted disease: Addictions 

 Brief intervention  
[ ] Brief counseling by PC staff  
[ ] Brief counseling by BH staff  
[ ] No brief intervention  

 Referred to Treatment 
[ ] Referred to onsite clinician 
[ ] Referred to other CHA professional 
[ ] Referred to other non-CHA prof. 

 Referred to Peer Support 
[ ] Referred to CHA peer support 
[ ] Referred to non-CHA peer support 



Process Measures 
Second 
Level 

Screening 
for 

Depression 

Second Level 
Screening for 
Alcohol Use 

Second 
Level 

screening 
for Drug 

Use 
Brief 

Intervention 
for Alcohol 

Use 

Screening & 
Brief 

Intervention 
for Alcohol 

Use 

Brief 
Intervention 

for Drug 
Use 

Depression 
Screening 

for Patients 
with 

Diabetes 

Depression 
Care Plan 

UDS & CSA 
for chronic 
high dose 

opioids 

Depression 
Perfect 
Process 

and 
Outcome 



BACKUP 
or 

How to support the work 



Make your space facilitate the work! 



TELEPSYCHIATRY SERVICE TO SUPPORT PCBHI  
 

PSYCHIATRY CONSULTATION 
 
•Telephone Discussion 
• Electronic Case Review 
 
Page service through Staffnet or 
send message via EPIC 

TECH-BASED SELF-HELP: 
 
• Information & Advice Websites 
• Mobile Mental Health Apps 
 
Refer patients to Care Partner 

http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwiQze2ttKLLAhXGXD4KHQhgChsQjRwIBw&url=http://computertechsreno.com/&psig=AFQjCNFIIVd-D4syqvoz70Q1pRc_nSYl1w&ust=1457022011822761


Patient-facing instructions 
for AVS 

.naloxone / .narcan 



 Health Integration Program (HIP) 
 

A Behavioural Health Home Pilot 



Behavioural Health Home  
Clinical program that aims to “improve the overall 
health status of people with serious mental illness 
(SMI) through coordination and integration of 
primary health care with behavioral health (BH) 
services within a community-based, specialty BH 
clinic.”  

       -  SAMHSA-HRSA Center for Integrated Health Solutions 

 
 

Wait … what is that? 



Mortality Gap  
Adults with serious mental illness (SMI) are expected to die 
20-30 years earlier than general population1-4 

 
2015 study of Medicaid adults with schizophrenia:1  

– Mortality ratio: 3.7 times > Medicaid population 

– Potential life lost: 28.5 years 

Higher SMR for most causes of death1 

– 85% due to “natural causes” of death (e.g. CV issues, COPD, 
pneumonia, sepsis, diabetes, cancers) 

– Consistent across geographic regions4 



Drivers of Early Mortality 

• Gaps in detection/treatment of medical needs 

• High prevalence of modifiable risk factors (e.g. 
smoking,  diet, exercise, substance use, stress)  

• Barriers to treatment adherence 

• Iatrogenic effects of antipsychotics 

• Biopsychosocial factors related to SMI 



Target Population 

Age 16+ with CHA GP and: 
– Schizophrenia or other psychotic disorder 
– Bipolar disorder and taking antipsychotic 

Would benefit from: 
– Integrated, team-based care planning & management 
– Health promotion & education 
– Close coordination with community service providers 

 

450 currently enrolled 



New Team Members 
Co-located Medical Nurse Practitioner (0.5 FTE) 

• On-site medical and health promotion services 
• Integrated team member guiding service design/operations 

Care Partner (FTE) 
• Care coordination and population management 
• Health promotion, pt engagement, behavioral activation 
• Referral management 

Program Manager (FTE) 
• (Re)design systems to enable integrated care delivery 
• Collaborate w/ community providers & CHA clinical leaders 
• Compliance with 1115 waiver initiative specifications 

 29 



Behavioral Health Home 

30 

Specialty Behavioral 
Health Clinic 

Patients 
& 

 Families 

Psychopharm 
(psychiatry) 

Therapy (Group & 
1:1) 

Health Promotion 
/ Education 

Medical services 
(integrated NP; on-site 

practice) 

Ancillary 
support 
services 

Coordination & 
continuity of care 

Community 
BH/PC 

providers 

LTSS & other  
providers 

(CBFS, VNA)  

Social 
services 

Primary Care 
teams & 
practices 

Emergency & 
Inpatient 

Units (Psych 
& Med/Surg) 

Interoperable 
EMR / IT tools 

CHA System Outside CHA 

Integrated HIP Care Team 
Psychiatry, Social Work, Medical NP, Care Partner 



BHH Quality Measures 

• Annual A1c/LDL screening 

• Diabetes monitoring 

• BMI screening and preventive care 

• Rates of controlled A1c and BP 

• Follow-up after BH hospitalization (7- and 30-day) 

• Patient-centered care plan up-to-date 



Measurement Dashboard 



EHR Care Team 

33 



Admission & Discharge Alerts 

34 



Hospital Care Transitions 

Upon hospitalization, BHH care partner and/or clinician 
outreaches to inpatient staff for care coordination 

Before discharge, IP staff and BHH care partner discuss d/c 
plan to ensure timely follow-up with established provider(s) 

Schedule follow-up with BHH or other specialty BH provider 
within 7 days, whenever possible; monitor rates of 7- and 30-
day follow-up after hospitalization 

35 



Discharge Follow-up Report 

36 



Coordinated 
Care Plan in 

EHR 

37 



Training! 



Workforce Training Plan 
Core Learning Objectives 
1. Describe health disparities experienced by people living with SMI 
2. Identify primary causes of premature mortality among people with SMI 
3. Define the patient population served by the CHA BHH program 
4. List general services offered by the CHA BHH program 
5. Describe common barriers in to treating patients with SMI in primary care practices 

 

CHA Primary Care 
List specific clinical and other criteria for 
BHH inclusion 

Complete EPIC referrals to BHH 
program 

Describe respective roles & 
responsibilities for care coordination 
between BHH and primary care teams 

 

CHA Psychiatry 
List specific clinical and other criteria 
for BHH inclusion 

Completing referrals to BHH program 
(EPIC order OR calling Central Intake) 

Describe standard of care for 
effective follow-up after psychiatric 
hospitalization 

 

Community Partners 
Explain how people can get a primary care 
appointment at CHA 

Explain how people can get an 
appointment for CHA outpatient 
psychiatry and/or therapy  

Describe innovative elements of the BHH 
program at CHA 



Community Connections 

• 4 Suicides by young Brazilian 
immigrant women within one year 

• CHA approached by the Brazilian 
Women’s Group, a community agency, 
to start a community based depression 
intervention for this population 

• CHA GP team and Psychiatry teams 
work with the BWG – Care Partner is 
the center of this collaboration! 

• Monthly sessions for 2 years open to 
all around self awareness, 
empowerment, meditation, 
mindfulness and yoga 
 



O Meu Bebe Lindo 
Parenting group designed to combat immigrant isolation 

Creates a community of parents that has been self sustaining 
All learn, all teach 

Facilitated by the GP team and billing is for routine well baby visits or urgent care 



Behavioural Health 
Integration: Make the leap 

You won’t regret it! 
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