10/21/2020

Behavioral Health in
Primary Care

Andrew Ormond, MD, FAAP

Assistant Professor

Univ ersity of Kansas School of Medicine -Wichita

Department of Pediatrics, Ambulatory and Newborn Divisions

Disclosures

= No disclosures or conflicts of interest, financial
or otherwise.

About me

= | currently work at KU-Wichita School of Medicine,
Pediatrics Department, in the Ambulatory Services
and Newborn Divisions.

= | also serve on the Integrated Behavioral Health
Workgroup at KU-Wichita Pediatrics and the regional
Mental and Behavioral Health of Childrenin Wichita
Group

WICHITA
PEDIATRICS

The University of Kansas

U.S. AIR FORCE

= | frained and practiced in the USAF at the
beginning of my career. Miltary Families
and especially miitary children go
through unique stressors and it was not

) uncommon to see stress-related
conditions or stress-related exacerbations
of underlying mental hedlth conditions.
When |had a co-located, collaborative

° care type model of behavioral health
‘ ' available it made a huge difference for

< these patients and families. Since that
time | have become very passionate
about leaming more how we can break
down barriers to providing bettermental
health care and behavioral interventions
to our patients.

» Together, with my wife, a
Childand Adolescent
Clinical Psychologist, we are
on a mission of sorts to help
educate and inform others
regarding the potential
benefits of some form of
behavioralhealth
integrationin the primary
care setting.

Objectives

= Define Integrated Health

» Review evidence regarding benefits of
Behavioral Healthin Primary care

= Discuss some different models

= Highlight ongoing barriers and areas for future
discussion

= Provide list of resources regarding BH (Behavioral
Health) integration
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https ealth-solutions

Infegrated Health Care

= Whate

= Shared care with primary care and behavioral health
providers in the same sefting EARY s ]

= Why?
= Access and family engagement ) SAMHSA-HRSA
= Comprehensiveness ! T Inagratac
= Continuity
= Quality and cost . =
= Reduce stigma SAMHSA-HRSA Center for Integrated

Health Solutions (CIHS)

CIHS 1 3 natonsl traiing and technical assistance center that promotes the developmert of

Featured Resources

Publications

ntagrated primary and behavioral health services

What the literature says: Case Discussion

= At the end of a well visit

parents state that they are also
concernedwith their 4 year old
acting out more since going to
daycare. They describeit as a
very difficult transition when
they drop him off, sometimes
they just bring him home and
they are not quite sure what to
do after ‘trying everything.'

Higher rates of treatment initiation (access) and completion
= Improvement in

= behavior problems

= parental siress

= freatment response

= consumer satisfaction
= PCPs reported greater perceived practice change, efficacy and skill use

= Many studies note advantages to on-site care over facilitated referral to
mental health provider

sustainable ways to integrate with different models

Usual Plan Barriers

= Time: Isit adequate toaddress, or wil it potentially put you even further behind
on a likely regular busy dayz

= Frustration: Parent and provider, feeling like inadequate time to address, less
likely tounderstand recommended interventions, feeling ‘blown off,” compliance
with handout review and recommended interventions may go down. Provider
feels like they are now further behind which may affect the quality of the next
patient encounter.

= Money for private practice: Taking time to provide comprehensive patient care
is important, but may not yield much, if any, extra compensation, which makes it
difficult tokeep your lights on, especially during the uncertain times of COVID. As
we all know, no money. no mission. Ifyour clinic ceases to exist or if you have a
drop in your capacity of how many you can see it directly effects patientsin your
community.

=™ |n a busy day you may take just a few minutes (5-10)
to find out what they have fried and how it has gone,
you may share a couple of newideas, if any, provide
reassurance, perhaps offer a handout and have them
call to schedule a follow up if stillnoting concernsin 3-
4 weeks, then you move on to your next visit.



https://www.samhsa.gov/integrated-health-solutions
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Another common case Usual Plan

= Youhave a 12 year-old that screens positive
for depression with a score of 12 on the PHQ-
9 at awell visit where they need the
paperwork for the school physical tomorrow.

= Normally you would take a moment to chat with the patient
1:1. Now you may need to take all the time relegated for a
more comprehensive HEADSSS assessment to focus on this
one specific concern, also discussing at least a brief safety
plan if note any SI/HI. After doing so, you discuss possible
plan of care with the family, have to place referral, perhaps
personally contact therapy/psychiatry offices to identify
available/appropriate therapist, who's taking new patients
and their insurance, etc. Most likely will add at least 20-45
minutes fo your day for this single encounter.

Barriers PCBH (Primary Care Behavioral Health)

Model

= Fully integrative, collaborative and co-located.
ProvidesBH servicesto all patients seen and allows for
warm hand-offs between PCP and BHC (Behavioral
Health Consultant). BHC is a consultantto PCPs,
supporting patients in BH management of symptoms.
The ideais for smallinterventions (15-20 minute
encounters) and as necessary outpatient BH referrals
and followup to be sure they made their
appointment. Itis not meant to substitute
psychotherapy services.

= Time may make it difficult to complete the well visit and this
evaluation without putting you way behind on your day

= Provider and family feeling overwhelmed, perhaps like their
concermns are not properly addressed, questions not fully
answered leading fo frusiration

= Statistics indicate only 1/3 of kids referred to mental health
attend their first appointment, your patient may not get the
care they need in a timely manner, and the issue may not get
addressed again until their next visit with you

Barriersremoved or reduced Barriers that remain

= Increases collaboration and alters fraditional team dynamics/faciitates a
cultural shift to allow for more comprehensive care

= Stigma reduction, especially in populations less likely to seek MH care = Unable fo provide psychotherapy services or assessments if

clinically warranted, which may reduce compliance for such
recommended referals

= Concems for transportation to another location are eliminated as it is

completed same day. This will improve patient/family compliance and

outcomes

= Uncertainty regarding insurance ability to coverservices may
lead fo less encounters, reimbursement and/or reduced
patient satisfaction

= Covering costs of BHC (salary, reimbursement questions,
space in facility), this includes reduced reimbursement for
same-day interventions for the same diagnosis by different
providers

= Parent/provider frustration is greatly reduced

= Time for provider is preserved to give toward other patients' needs

= More availability to covermore things with other patients may contribute
to greater reimbursement potential, helping cover part of the extra cost of
the BHC

= Some reimbursement, evenif just partial by the BHC services can also help
offset the cost of another full-time staff member
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Case Discussions revisited

= PCBH model

= 4yo:_You express equal concern with the parents and inform them that
fhe BHC on your tecmis uniquely prepared fo assit them fodoy. Let
them know that you wil step out and speak with them briefly and the
BHC will be in to see them shortly. You update the BHC on the parent
concerns and move on to your next stepsin patient care.

= 12y0: You discuss PHQ-9 results with the family and express concern
regarding the childs" We\\bein% After which, you spend a few minutes
reassuring the family that you have someone on your team (BHC) who is
specially experienced fo address this and help walk them through the
next steps and that they wil be coming in o chaf with them shortly. The
BHC can coordinate referal fo psychotherapy, develop safety plan if
necessary and discuss with you afterward if starting @ medication is
indicated/desrable and schedule follow up with you fo address
medication management if necessary.

Collaborative Care Model

= BHC would be co-located and collaborative, but not
fullyintegrated. It allows for warm handoffs if BHC is
available, but they are not focused on providing smaill
targeted interventions with most patients, but rather to
provide co-located evaluation and psychotherapy
services to patientsin the practice. These may occur
on the same or differentdays, but would likely require
a separate appointment with the BHC.

Barriers that are broken down

= Increases collaboration and alters traditional team dynamics/faciitates a
cultural shift to allow for more comprehensive care

= Concerns for transportation to another location is eliminated as they have
proven abiity to get to the Drs' office. This will improve compliance for
follow up

= Stigma about going tosee a ‘therapist’ as they are going to 'Drs’ office’ is
reduced, thus increasing chance for compliance

Reduced financial concem about praciice providing for BHC salary as
patients are usually seen on different days by different providers. They
provide more reimbursable services such as psychotherapy helping fo
offset more pofential losses from faking them on

Barriers that remain

= Possible reduced compliance as they have to return
on a different day

= Space in the practice and support staff that may be
required may go up and increase costs as they will
need their own space for psychotherapy and support
staff for scheduling/rooming patients

Case discussions revisited

= Collaborative Care Model

= 4yo: PCP may be able to provide warm hand-off with the BHC
on the same day, perhaps infroduce the BHC to the parents and
family, but often this is not possible, so family and provider may
be alittle frustrated with inabiity to help them out that day with
asmall intervention. A separate appointment would haveto be
booked for later, sometimes the same day, but most likely
another day as the BHC would likely hav e their own schedule
already filed for the day.

= ]12yo0: same as abov e, except you will coordinate care yourself if

medication management is necessary and take time to discuss
safety plan if note any SI/HI.

Co-located Model

= This would be a Behavioral Health office that is
practicingindependently but happen to be in the
same building, on the same floor, same business
center, etc. The physical proximity may increase
opportunities for PCPs to be acquainted with those
BHCs and facilitate more collaboration than with a
non-co-located Behavioral Health office.
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Barriers that are reduced

» May increase collaboration allowing for more
comprehensive care

= Transportation less of a concern as it'sin the
same general location as the Drs’ office

= Saving money by not having to pay a BHC,
provide exira space or staffing to room patients

Barriers that remain

= Less collaborative because you are not under the same roof
and part of the same team

= Having to schedule a separate appointment at another office
may have multiple opportunities for breakdown in
communication and they may not schedule or make the
appointment

= They are sfill seeing a ‘therapist' in a different location so
some stigma may remain

Case discussions revisited

» Co-located model:

= 4yo: In this situationthe PCP would tell the family
that they have a BHC next door, etc, that is good
with these types of interventions, that they can refer
them over there, and that the family will wait for
their call after the PCP placesreferral or speaks with
the BHC.

=12yo: Same as above with addition of the
medicationmanagement and safety plan
discussioncompleted by you

Medical Family Therapy (MedFT)

= Provides curb-side consultation to PCPs like PCBH, but
also more intensive outpatient mental health care.
Usually this is done by a MFT with additional training in
integrated primary care. Thisincludesa combination
of some of the principles from the PCBH and
Collaborative Care Models, but with a specially
trained MFT. Family may be seen by the MFT same day
like with PCBH, or perhaps on another day depending
on theirschedule.

Barriers that are reduced

= Increases collaboration and alfers traditional team
dynamics/faciitates a cultural shift to allow for more comprehensive
care

= Time for provider is preserved to give toward other patients’ needs if
BHC is av ailable same day

= Stigma and fransportation reduced due to co-location and
compliance is much more likely

= Parent/provider frustration is greatly reduced

= More PCP availabiity o cover more things with other patients may
contribute to greater reimbursement potential, and having some
individual psychotherapy may be able to improv e reimbursement,
helping cover the likely partial extra cost of the BHC

Barriers that remain

= Very specializedindividual, may be difficult to find one
to do the job if seeking for a specially trained MFT

= Availability of BHC may be reduced as they are also
providingindividual/family psychotherapy services
oufside of just the regular PCP visits

» Covering costs of BHC (salary, reimbursement
questions, space in facility) may be difficult
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Case discussions revisited

= MedFT Model:

= 4yo: In this situation the PCP would tell the family that they have
a BHC in-house that is good with these situations. Depending on
the shift they may be available to provide a small interv ention
that day, or perhaps at least meet the famiy. If they cannot
meet them the provider at least can do a warm handoff with
the MFT, and get them scheduled for another day to return for
an intervention.

= 12yo: Same as above, but depending on the day may require
the addition of the medication management and safety plan
discussion completed by you if the MFT is unav ailable.

Summary

Integrated Health can come in many forms, not just those listed
here

= Integrated/collaborative models in primary care havebeen shown
to boost comprehensive care to patients and famiies and has
improved patient and family outcomes, both in adults and pediatric
settings

= There are different barriers as an organization to address when
considering one of these types of models, but overall the findings
are promising

= This seems to be the wav e of the future as more and more
Behavioral/Mental Health needs are being addressed in the primary
care setting

Resources

= Miloank Memorial Fund: Behavioral Health Integrationin Pediatric Primary Care:
Considerations and Opportunities for Policymakers, Planners, and Providers

= Mibank Memorial Fund: Evolving Models of Behavioral Health Infegrationin
Primary Care

- W amhsa.gov /int e

- >/request-assista

- raining-events

» https://www.thenatior uncil.org/integr alth-coe/resources,

= Coleborative Care Ouf comes for Pediatric Behavioral Healfh Problems: A
Cluster Randomized Trial. David J. Koo, PhD, John Campo, MD, [..]. a
Stephen Wisniewski, PhD

The Integration of Behavioral Health Interventionsin Children's Health Care:
Services, Science, and Suggestions. David J. Kolko, Ph.D, ABPP and Ellen C.
Perrin, M.D

= Five-Year Outcomes of Behavioral Health Integration in Pediatric Primary Core
Hea!herJ Wci\fer Lou\s Vemccch\o Em\\y K Trudell, Jonas Bromberg, Eller
man, a Barton, Gregory J. Young, David R. DeMaso an G\er\r\
Foch! Ped\amcs Jug/ 20\ 9, MA H 620\83243 DOI
https://doi.org/10.1542/peds.2018-3243

jlth-solutions

Retated SAMMSA Topics

Contact U

= hitps://www.thenationalcouncil.org/integrated-health-coe

/www.thenationalcouncil.org/integrated
assistance/

Request assistance continued



https://www.samhsa.gov/integrated-health-solutions
https://www.thenationalcouncil.org/integrated-health-coe/
https://www.thenationalcouncil.org/integrated-health-coe/request-assistance/
https://www.thenationalcouncil.org/integrated-health-coe/training-events/
https://www.thenationalcouncil.org/integrated-health-coe/resources/
https://www.samhsa.gov/integrated-health-solutions
https://www.thenationalcouncil.org/integrated-health-coe/
https://www.thenationalcouncil.org/integrated-health-coe/request-assistance/
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thenationalcouncil.org/integrated-health-coe/training-events/

Training events confinued
Calendar of Events

@ Upcoming Events 2 Past Events

Addressing Trauma, Racism, and Bias in Behavioral Health Service Delivery
CoE Office Hours: Addressing Trauma, Racism, and Bias in Behavioral Health Service Delivery
Reentry for Citizens Needing Substance Use Disorder Treatment

CoE Office Hours: Reentry for Citizens Needing Substance Use Disorder Treatment

[Iwww.thenationalcouncil.org/integrated-|

by
Commn e e o

(\ Contar of Excallonca for Intagrated Health Solutions
> COE s et

ANOUt U TRAINING & (VENTS JouRCrs LLARNING COMMUNITIS REOUIST ASSISTANCE

Resources

Vame / hesaurces

Resources continued

Featured Resources by Focus Area

Welinezs Organcation Seif Assessment Tool
Standard Framemork for Levels of Integrated Care

Assessing ok Star G to Bahavioral Hasith inegration
O i 1]

Acsassmant Toolkit for Primary and BebaviocalHeakh
Readiness PSS
M Framework scue Bt

Culture of Wellness Organizational Seif Assessment

The Value of Integrated Behavioral Health

X 9 Building the Substance Use Disorders and the Patient Centered Medical Home

x .
("‘,, Business Case

Behavioral Health/Primary Care Integration and the Person Center
Heaithcars Home

Resources continued

Medication-Assisted Treatment Provider Readiness and
Implementation Checklist

Medication-Assisted Treatment Community Implementation Checklist

Improving Adolescent Health SBIRT Change Package

Guiding Principles for Workforce Development
#5 Workforce
244 Development Expanding the Use of Medications to Treat Individuals with Substance
Use Disorders in Safety-Net settings

Core Competencies for Integrated Behavioral Health and Primary Care

Behavioral Health/Primary Care Integration and the Person.Centered
Healthcare Home

Adult SBIRT Change Package
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