THE UCLA CENTER FOR HEALTH POLICY RESEARCH m

Integrating Behavioral and Physical
Health Care Delivery: An Important
Step Towards Whole Person Care

Nadereh Pourat, PhD

BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH. www.healthpolicy.ucla.edu



THE UCLA CENTER FOR HEALTH POLICY RESEARCH m

The Importance of Integration

4 )

70% of people receive behavioral health care in primary care
settings?

U J

4 R
More than two-thirds of primary care visits are related to
psychosocial issues?

U J

4 R
Only 36% of individuals with mental health disorders receive
treatment and only 12% get minimally adequate treatment?

U J
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Evolving Models of Integration:
Common Concepts

[ Medical/Health Care Home

r

Health Care Team

&

Stepped Care

&

[Four Quadrant Clinical Integration J

Collins et al, Evolving Models of Behavioral Health Integration in Primary Care, Milbank Memorial Fund, 2010
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The Safety Net Post ACA:
The Push to Integrate Care

"= The changing landscape of health care delivery

* Triple aims
* Better care
* Better health
* Lower costs

= Community Health Centers (CHCs) as the cornerstone of
the safety net

= A paradigm shift in perception of CHCs

* From“ ” to “providers of choice”

www.healthpolicy.ucla.edu
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Behavioral healeh includes mental healeh
care, substance abuse treatment, and
behavioral modification. Participating
CHCs were asked about integration of
all such services.
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Data Sources

4 )
Highly structured and semi-structured interviews

U J

4 A
Site visits (two sites)

U J

4 )
California Office of Statewide Planning and Development
(OSHPD) 2013 community clinic data

U J

4 )
NCQA and Joint Commission PCMH recognition/certification
lists

U J
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CHC Selection Criteria

4 )

Participation in the

Low Income Health
Program (LIHP)

\ J

Licensed and operating

CHCs providing primary

care to the general
population

\ J
4 )

Recognized as PCMH
by NCQA

& J
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SAHMSA/HRSA
Framework for Integration

Coordinated CEHLETEL Integrated
Key Element: Key EIe!nent: Key Element:
.. Physical .
Communication . . Practice Change
Proximity

Full
Close Close .
. . . Collaboration
.. . Basic Collaboration Collaboration .
Minimal IS Collaboration Onsite with Approachin ina
Collaboration Collaboration . PP 8 Transformed
Onsite Some System an Integrated
. A Integrated
Integration Practice .
Practice
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Infrastructure: Levels

SAHMSA-HRSA Model

Coordinated

1: Minimal
collaboration

2: Basic
collaboration at
a distance

THE UCLA CENTER FOR HEALTH POLICY RESEARCH m

Co-Located

3: Basic
collaboration
on-site

4: Close
collaboration
on-site with
some system
integration

Integrated

5: Close
collaboration
approaching
an integrated
practice

6: Full
collaboration
ina
transformed/
merged/
integrated
practice

INFRASTRUCTURE

Physical proximity
of primary care
(PCP) and
behavioral health
providers (BHPs)

Separate facilities

Separate facilities

Same facility

Same practice
space and facility

Organized in
teams, in same
practice space and
facility

Organized in pods
or same offices
and teams, same
practice space
and facility

Type and number
of BHPs in primary
care setting

Fewer than

1 full-time or
tempaorary
non-MD BHP
(psychologist/
LCSW/intern)

1 or more full-time
non-MD BHPs
and/or volunteer
psychiatrist

1 full- or part-time
psychiatrist, 1 or
more full-time
non-MD BHPs

2 or more full-time
psychiatrists, 1 or
more full-time non-
MD BHPs

Combined
electronic health
records (EHRs) and
sharing of physical
and behavioral
health patient
records

Separate EHRs,
data not shared

Data not shared

Data shared on
case-by-case
basis, separate
EHRs

BHP inputs of
selected data
in medical EHR,
separate EHRs

Shared EHR,
selected
behavioral health
data visible to PCP

Data fully shared
in shared EHR

Level and mode
of cornmunication
or collaboration
between PCPs
and BHPs

Sporadically by
email/phone for
specific patients

Sporadically for
shared patients

Occasionally for
shared patients

As needed for
shared patients, for
consultation and
coordination of
treatment plans

BHPs occasionally
attend team
meetings, as
needed for shared
patients, for
consultation and
coordination of
treatment plans

In regular PCF/
BHP team
meetings and in
morning huddles,
as needed for
shared patients, for
consultation and
coordination of
treatment plans

BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH.
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Infrastructure: Best Practices

Physical proximity of primary
care providers (PCP) and
behavioral health providers (BHP)

Type and number of BHPs in
primary care setting

Combined electronic health
records (EHR) and sharing of
physical and behavioral health
patient records

Level and mode of

communication or collaboration
between PCPs and BHPs

Same facility, same practice space,
organized in teams, in pods
or same offices

or more full-time non-psychiatrist BHPs,
2 or more full-time psychiatrists

Shared EHR, data fully shared

As needed, for shared patients, for
consultation and coordination of
treatment plans, regular PCP/BHP team
meetings and morning huddles

www.healthpolicy.ucla.edu
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Care Delivery Process: Levels

Coordinated

SAHMSA-HRSA Model

1: Minimal
collaboration

2: Basic
collaboration at
a distance

Co-Located

3: Basic
collaboration
on-site

4: Close
collaboration
on-site with
some system
integration

Integrated

5: Close
collaboration
approaching
an integrated
practice

6: Full
collaboration
ina
transformed/
merged/
integrated
practice

CARE DELIVERY PROCESS

Behavioral health

screaning and
assessment
frequency

Assessment
as neaded

Assessment
as needed

Cecasional
screening of
new patients,
assessment
as needed

Regular screening
of new patients,
assessment

as neaded

Az-needed
screening of
existing patients,
regular screening
of new patients,
assessment

as neaeded

Regular screening
of existing
patients, regular
screening of

new patients,
assessment

as needed

Joint treatment
planning by PCPs
and BHPs

Separate plans

Limited sharing
of plans, separate
plans

Usual sharing of
plans, separate
plans

Some collaborative
planning, separate
plans

Frequent
collaborative
planning, separate
plans

Single
collaborative plan

Referrals and

transitions from
primary care to
behavioral care

Referrals to
external BHP,
no follow-up or
feedback

Occasional follow-
up and feedback,
referrals to
external BHP

Referrals to
internal BHP,
occasional
follow-up and
feedbacE

Follow-up and
feedback through
EHR messaging,
occasional warm
handoffs, refarrals
to internal BHP

PCP access to BHP
records in EHR,
frequent warm
handoffs, refarrals
to internal BHP

Joint/same-day
PCP and BHP
visits, refarrals to
internal BHP, PCP
access to BHP
records in EHR,
frequent warm
handoffs

Leadership support
for behavioral
health integration

For information
gharing

For special
projects,
primarily

For rutual
problem solving

Supportive but
varies with funding
availability

Unequivocally and
strongly supportive

PCP buy-in for
behavioral health
integration

Some

For referrals

BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH.

Inconsistent buy-in

Has not led to
practice change
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change
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Care Delivery Process: Best Practices

Assessment as needed, regular screening
of new patients, regular screening of
existing patients

Frequent behavioral health
screening and assessment

Joint treatment planning by

PCPs and BHPs Single collaborative plan

Referrals to internal BHP, PCP access to
Referrals and transitions from BHP records in EHR, frequent warm
primary care to behavioral care handoffs, joint/same-day PCP and
BHP visits

Leadership support for Unequivocally and strongly supportive
behavioral health integration

PCP buy-in for behavioral

. . Acti cti h
health integration Ve practice change
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Integration in CHCs:
High (6) to Low Scores (1)

5.4 5.4 5.6
I | |

Neighborhood LifeLong Petaluma Axis Vista
Healthcare Medical Care Health Center Community Health Community Clinic

. Evaluated Self-assessed

BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH. www.healthpolicy.ucla.edu
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Behavioral Health Workforce & Capacity

NN

Neighborhood
Healthcare

LifeLong
Medical Care

5.0

10 |

1.5

Petaluma
Health
Center

Axis
Community
Health

Vista
Community
Clinic

Patients per psychiatrist ratio

29,595

10,775

25,813

Patients per other BHP ratio

4,524

1,158

2,581

408

21,880

M stoff psychiatrist

Clinical psychalogist (PsyD)/licensed clinical social worker (LCSW)

. Marriage and family therapist (MFT)/mental health nurse/intern (MFT, LCSW, PsyD)

Substance abuse/addiction specialist
BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH.
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10 Sites
293 Employees
228,000 Encounters

$37,919,000
Total Revenue

15 Sites
317 Employees

197,000 Encounters

£42,781,000
Total Revenue
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Characteristics of Participating CHCs, 2013

2 Sites
161 Employees
108,000 Encounters

$19,007,000

Total Revenue

3 Sites
71 Employees
36,000 Encounters

$8,469,000

Total Revenue

5 Sites
363 Employees
191,000 Encounters

£34,602,000
Total Revenue

Neighborhood
Healthcare
(San Diego,
Riverside Counties)

LifeLong
Medical Care
(Alameda, Contra
Costa, Marin
Counties)

Petaluma
Health Center
(Sonoma County)

BUILDING KNOWLEDGE. INFORMING POLICY. IMPROVING HEALTH.

Axis
Community Health
(Alameda County)

Vista
Community Clinic
(San Diego County)
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Challenges

= Difficulty recruiting highly skilled BHPs

= Lack of physical space to reorganize clinics into
integrated provider teams

= Same-day visit reimbursement limitations

= High demand for behavioral health services

www.healthpolicy.ucla.edu
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Moving Forward

= Notable progress, more to be done

" CHCs at forefront of integration

" |nsure adequacy of BH workforce
" Include BH in Ql and daily clinic operations

" Include BH providers in decision making &
leadership

= Address reimbursement challenges

www.healthpolicy.ucla.edu



