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2011-06-01 13-01 Introduction to Effective Behavioral Health Service Delivery in Primary Care Settings
LAURA GALBREATH: … in primary care. Today’s webinar is being brought to by the SAMHSA-HRSA Center for Integrated Health Solutions, a national technical assistance center dedicated to the development of integrated primary and behavioral health services to better address the needs of individuals with mental health and substance use conditions, whether they’re seen in specialty behavioral health or primary care setting.
My name is Laura Galbreath, Deputy Director of the Center, and I’ll be co-moderating today’s webinar. Today’s webinar was coordinated by the National Association of Community Health Centers, a partner with the Center for Health Solutions, and joining me from NACHC is Bill Reidy, Assistant Director for Behavioral Health Integration and Clinical Affairs Division. We are pleased to be working with NACHC on the series of Primary and Behavioral Health Integration webinars.
A copy of today’s PowerPoint slides is actually now available to download on the CIHS website, www.centerforintegratedhealthsolutions.org, if you’d like to print those and write notes as we go along today. A recording of today’s webinar will be available and added to the website later this afternoon for your viewing requirements. [0:01:14]
As you may have seen on our promo slide, we are beginning to continue the conversation. So at any time during the webinar or afterwards, we encourage you to Twitter and ask questions and to dialogue with our presenter, as well as any of us that are on this topic, and you will want to use Hash Sign BHNPC, so that’s #BHNPC (sp). Lastly, please complete the short survey following today’s webinar. Your input will provide feedback in the development of future CIHS webinars and materials. Lastly, if any one of you has technical difficulties, please call Citrix at 888-259-8414. [0:02:00]
BILL REIDY: Before we get started today, we are pleased to welcome Alexander Ross from HRSA, The Health Resources and Services Administration. There Dr. Ross is in with the office of Special Health Affairs and serves as the GPO for the Center for Integrated Solutions. Dr. Ross is going to introduce and welcome the group.
DR. ALEXANDER ROSS: Thanks Bill.
BILL REIDY: Dr. Ross.
DR. ALEXANDER ROSS: Yeah, thank you Bill. Hello everyone. And I just want to let you know that HRSA is extremely pleased to be partnering with SAMHSA on the Center for Integrated Health Solutions. The overwhelming interest in this webinar reflects what we’ve been hearing from health centers and the broader primary care community that trainings focused on integration of behavioral health services in primary care settings would be particularly helpful. The collaboration with SAMHSA, the National Council on Community Behavioral Health and the National Association of Community Health Centers is a great opportunity to do just that. [0:03:06]
The Center for Integrated Health Solutions is providing an array of training and technical assistance services this year, supporting what really is a mutual goal for our two agencies, HRSA and SAMHSA, promoting integrated primary and behavioral health care services across the healthcare delivery system. Recordings of the first two webinars in this series on Primary Care and Behavioral Health, which were expert and motivational interviewing, are already available on the Center’s website as archives.
I thank you for your interest in today’s webinar and I encourage you to continue to utilize the resources of the Center for Integrated Health Solutions. I would like to turn it over now to Bill and Laura to introduce today’s speakers. [0:04:00]
LAURA GALBREATH: Great. This is Laura. As Bill introduces our speakers I’ll be turning the slides over to Dr. Blount.
BILL REIDY: Thanks Laura and thank you Alex. The Center’s pleased to have two outstanding presenters today to talk about this topic. Dr. Alexander Blount, Ed.D, who is a professor of family medicine and psychiatry at the University of Massachusetts Medical School in Worcester, Mass, is a well-recognized authority in this field. At University of Mass he serves as the Director of Behavioral Science in the Department of Family Medicine and Community Health. Dr. Blount teaches physicians the psychosocial skills of primary care practice, and while there he has established the post-doctoral fellowship in clinical health psychology in primary care. Dr. Blount has extensive experience as a behavioral health clinician in primary care and has a lot to share with us today. [0:04:58]
In addition to Dr. Blount, his co-presenter today is Miguel Olmedo. Dr. Olmedo is a family nurse practitioner who holds a doctorate in nursing practice. He practices at providing primary care at the Family Health Center of Worcester, which is a federally qualified health center and an affiliate of the University of Mass. The health center serves as a resident training site and has served as family practice medicine training site for some years.
Dr. Olmedo and Dr. Blount have worked on primary care teams together, providing services to health center enrollees for approximately five years, so they bring to us a wealth of practical experience on effective ways to integrate behavioral health services into primary care. And, again, thank you all for joining us and at this time I would like to turn things over to our first presenter, Dr. Blount. [0:06:00]
DR. ALEXANDER BLOUNT: Thank you very much and thanks to everyone, to Bill and Mike Lardierre from NACHC and to Laura and the folks at CIHS and to Dr. Ross from HRSA and Trina Dutta from SAMHSA, for supporting this. It is an honor to be here today, and it looks like the slides even work, that’s doubly terrific.
LAURA GALBREATH: And pardon me Dr. Blount.
DR. ALEXANDER BLOUNT: Yes.
LAURA GALBREATH: Feel free, if you’d like to start the slide show in PowerPoint and that way our participants will see the full screen.
DR. ALEXANDER BLOUNT: Okay.
BILL REIDY: And I believe if you hit [overlapping voices]
DR. ALEXANDER BLOUNT: How’s that?
BILL REIDY: … that five key – there you go. [0:06:49]
DR. ALEXANDER BLOUNT: There I go, all right. So I would like to also introduce my co-presenter, Miguel Olmedo, who will join me in just a minute. Dr. Olmedo has a doctorate of nursing practice, a nurse practitioner, and is a primary care provider at a federal qualified health center where I help teach residents. He and I work together behind the one-way mirror doing pretesting with residents, teaching family medicine residents, nurse practitioner residents and psychologists in primary care.
The session objectives for today are large and I hope at the end you will feel that we did them justice. I don’t expect at the end you will feel that you can run out and start a program, it’s pretty hard and complex work, as those of you who are already doing it know, but I think you will feel much more oriented to what it takes. [0:08:10]
We want to increase your understanding of what effective primary care behavioral health integration looks like in practice, help you understand the evidence base and promising practices, that you’ll know some practical steps to improve identification of behavioral health problems in primary care and that you’ll know some practical steps to improve treatment of problems in primary care. Dr. Olmedo, why don’t you talk a bit about the primary care and what’s special about primary care?
DR. MIGUEL OLMEDO: Yeah, thank you Dr. Blount. Once again, I’d like to welcome all of you this afternoon. And I’ll be taking you through the first few slides and I’d like to begin by giving to you some of the characteristics in primary care. [0:09:05]
You know we’re the first contact, when you need to go to the doctor you come and you see us. We provide you with care over a long period of time and we put today’s concerns in the context of your life. But one of the other characteristics of primary care is that it’s quite comprehensive; whatever you’ve got, well we’ve got what you need. We’re responsible for coordinating care; if you don’t have it, we’ll help you find it. And lastly, we care for the undifferentiated patient; whatever it is you’re looking for, you’ve come to the right place.
Those of you who are practicing now in primary care know that primary care really is the future. Primary care is the best venue for improving population health and for controlling medical cost. Primary care is the one thing that we can do more of and get lower costs and better care, and I think these next few slides will illustrate that very nicely. [0:10:11]
If you follow me here, this next slide illustrates very nicely the relationship between provider workforce and Medicare spending. And if you look along the [inaudible at 0:10:21] we see that, as the number of general practitioners increases, the spending dollars actually decrease.
And perhaps the next slide is one of my favorites because it very nicely shows the relationship between the provider workforce and quality. So you know as the number of general practitioners that you see on the bottom increase, the quality increases. And this should be no surprise but it’s very refreshing to see that as our workforce increases, we’re able to make an impact on the cost, reducing cost, but, also, at the same time, improve the quality care. [0:11:07]
We also know that primary care had a significant impact on mortality outcomes, and this slide depicts that very nicely I believe. In respects to primary care, l per 10,000 increase in primary care providers result in a 5 percent decrease in mortality or 40 fewer deaths per 100,000.
Now when I initially read this it was quite striking. Until I went to the next line, which specifically addresses family physicians, and here we see that 1 per 10,000 increase will result in a 9 percent decrease in mortality or 70 per 100,000 fewer deaths. So I think these numbers speak for themselves. [0:12:00]
And the last point I just want to make is that 1 per 10,000 increase in specialist providers result under 1,000 (ph), I think is just a nice contrast and it really reflects how important primary care really is in respects to the medical profession in general.
We also know that primary care is rewarding to providers, and this is just a short list of some of those rewarding factors, but certainly being the provider, being the doctor, is rewarding; you know we are “driving” the bus, we seem to be in control of things. There is certainly the reward of feeling that we have a mastery of a broad field in caring for people, as a whole, and their families respectively. [0:13:00]
There is certainly a sense of connectedness with our communities and we feel like we make a difference. And lastly, preventing further illness and maintaining health is tremendously rewarding. And I wonder if there are others who have other examples of what makes being a primary care provider rewarding, and that’s something you can probably type and Laura can share with us a little bit later, but certainly feel free to share your examples with us.
As many of you know, primary care can also be very stressful to providers, the pace can be grueling many times and oftentimes is; there is a tremendous responsibility on providers. And we’ve heard the stories of misdiagnosis and situations that had poor outcomes and this can be tremendously stressful, for providers in particular. [0:14:01]
Also, the sense of needing to coordinate care, in what sometimes is a very uncoordinated system, can be very stressful to providers. And, again, if you have any other examples that you’d like to share, please feel free to do so.
One of the things, I think, that increases our stress levels, as providers, is the new 15-minute primary (slight chuckle) care visit time factor. We have about 15 minutes to see patients and it just doesn’t seem like there’s enough time in those 15 minutes to address all issues that patients tend to present with. As you know, it’s very rare that a patient will present with just one particular issue. Oftentimes, there is a multitude or a list of issues, which makes it even more challenging to address them in such a short period of time. [0:15:00]
A primary care provider with a panel of 2,500 average patients would expect then just about 7.5 hours a day to deliver all recommended preventative care, and just a little more than 10.5 hours per day to deliver all recommend chronic care services. So clearly it’s very difficult to address all preventative care and, also, address the chronic care issues that patients will typically present to our office with. And you can see that this is a tremendously daunting task for providers, which I think speaks to some of our stress levels that we often feel.
DR. ALEXANDER BLOUNT: And that’s before you see the first acute visit.
DR. MIGUEL OLMEDO: Exactly (chuckling), that’s correct (Dr. Blount chuckling), that’s correct. So what’s next for us? And I think, at this point, I’ll let Dr. Blount continue. [0:15:52]
DR. ALEXANDER BLOUNT: So the primary care being so central to both savings and better quality and, yet, primary care providers being overwhelmed, and when the provider’s overwhelmed the patients often feel under cared for because 15 minutes doesn’t feel like enough and they have several things they want to talk about, there has been a movement to try and address this and it’s called the Patient Centered Medical Home Movement or The Person Centered Healthcare Home. And I gave the website here of the organization that is most central to promoting the Patient Centered Medical Home, if you’d like to see information about it. [0:16:48]
Part of the advancement that this represents is that a team takes care of some of the work, that it is not all on the PCP, and that’s where behavioral health folks start to fit into this movement that is coming. It attempts to address patient problems other than office visits, if they can be addressed that way. Right now, since the provider only gets paid for the office visit, they channel everything into an office visit, and there are an awful lot of issues and concerns that can be addressed on the phone or by e-mail or by other ways.
Which means there needs to be a new payment model because if everything is fee-for-service then you just have to have a lot of services, but if you’re getting paid to keep the health of a population up and to attend to their health needs, suddenly you have a lot of flexibility, and those payment models are being implemented in little bits around the country. [0:17:59]
It is central to health reform, to the Affordable Care Act. It is the first approach to get support of employers, health plans, provider groups and consumer groups, and there are pilots in almost every state right now, it is coming, and behavioral health should be and, I think, will be a central piece of the Patient Centered Medical Home.
First of all, you get 50 percent better access to mental health care, if it’s offered in primary care. And I may talk more about this study later, but this was Bartle’s (ph) Study, where it was compared with enhanced referrals, so a very highly worked out referral system rather than just sending people out, and that still people were 50 percent more likely to get care if it was in the primary care setting. [0:19:05]
Part of the Patient Centered Medical Home is going to be focused on complex patients with chronic illnesses, and it turns out that those folks, as a group, need behavioral healthcare. People with chronic illnesses are much more likely to need behavioral health services than the general public.
Care in a medical setting is a better cultural fit for many patients, and we’ll hear more about that, and behavioral health clinicians can be part of freeing up time for PCPs to spend with other patients, and that’s been shown in the behavioral health consultant model that we’re going to talk about later.
And finally, care management or care coordination, which is part of most of the models for the Patient Centered Medical Home, is more affective when done by professionals with behavioral health skills. [0:20:04]
Let me talk a little bit about the behavioral health needs in primary care, because they present very differently than the way those needs present in specialty mental health care. There are certainly mental health issues of every level of severity. There’s no level of severity in a community mental health center that isn’t also seen in primary care, but there are very acute folks there that are also in the mental health center. But there are people of much less severity that are still in primary care that don’t usually show up in the mental health center. [0:20:52]
There is certainly substance abuse; there’s the need for health behavior change for people, to stop smoking, to lose weight, to learn to take their medicine, and so forth. There are a number of illnesses I call ambiguous illnesses because they don’t really meet category to be called somatizing but people wear their life-pains in their bodies; and chronic illnesses, which need behavioral health; and I use the term “culturally syntonic” approaches, meaning that there are needs to provide behavioral health to fit with peoples’ cultural expectations. [0:21:30]
This is a quick slide on the mental health needs. If you look at the PHQ-3000, that is 3,000 people specifically selected to match the population of the United States as a whole, so on any day if you walk into any typical practice in the U.S. you would find that 10 percent of the people met criteria for major depression; 6 percent for panic disorder; and you can read there that alcohol abuse is an abuse disorder, I think use disorder would be higher; and so that’s about the level of a little over 25 percent of the people in the waiting room have a diagnosable mental health disorder or substance abuse disorder in any practice. [0:22:26]
In the Marrillac-500 are 500 sequential people, in a safety-net clinic, in Grand Junction, Colorado. And what you see is that when you go to safety-net clinics, when you go to FQHCs, when you go to settings that serve the most psychosocially stressed groups in our country, the rate of behavioral health, mental health and substance abuse needs goes up somewhere between 2.5 and 3 times. And so the FQHCs in the country, for instance, are overwhelmed with behavioral health needs of the folks in their practice. [0:23:14]
Then you have, on top of that, unhealthy behaviors: smoking; obesity; sedentary lifestyle, that means sedentary lifestyle that impacts your health; – there’s nobody who I know of who couldn’t get to the gym more, except the people who get to the gym too much, I mean nobody gets to the guy the right amount that I know of – adherence; non-adherence, that’s non-adherence that impacts your health; and then, there is the vast number of primary complaints, the people come to primary care and they bring what they experience as medical complaints, there are behavioral factors that clearly have to be related and, yet, there is no diagnosed mental disorder in these situations. [0:24:07]
So here’s an example; this is the top ten most common complaints in adult primary care, so this is not people who come for a physical or people who come to get a paper signed, but for people who come today because they have a complaint, and they are: chest pain, back pain, fatigue, shortness of breath, dizziness, insomnia, headache, abdominal pain, swelling, and numbness.
And when they did this study, and they followed those people for a year, by the end of the year in the case of only 15 percent did the primary care physician say “yes, I know what the organic pathology was here”. In other words, in only 15 percent did a test come back wrong or was something found on exam. [0:25:14]
So these are 85 percent complaints without findings, as we say in primary care, and so that means that there is something else going on but these are all experienced as medical complaints, not as behavioral complaints, by the people who bring them. [0:25:41]
Then there are chronic conditions that require behavioral health components, if you’re going to meet the standard of care now. So you can’t treat asthma, by protocol, without having smoking cessation available as part of the care. You can’t treat diabetes, without screening for depression now; without having weight loss as part of the care; without having smoking cessation, for many folks. So in each of these cases, if you try and send these folks all over town for pieces of a care plan, it tends not to work. If you’re going to do this effectively, you’ve got to have behavioral health in the practice. Then for people who have chronic illnesses, if they are depressed, they’re in much worse shape. [0:26:40]
So first of all, if you have chronic illness, like congestive heart failure, diabetes or COPD, you are much more likely to be depressed. But if you are depressed and you have those illnesses, the treatments are going to be two to five times as expensive. In other words, people who are depressed come back more often, they consume more care, both in the ER and hospitalization, without being sicker than the person that we’re comparing them to. [0:27:17]
And then for some chronic illnesses, hypertension, asthma, arthritis, ulcers, it’s whether or not they are depressed that determines how disabled some is, not the illnesses themselves, statistically; remember, this is all looking at big groups of people.
This is a quick slide on culture and depression. We think in our culture that we know what depression is but, in fact, it’s not the same in every culture and it isn’t sort of a true entity. All cultures experience something that looks like or might be thought of as like depression, they have different names in a lot of different cultures, but it isn’t the same. [0:28:23]
So every culture seems to have something that has what we would call the vegetative signs of depression, appetite changes; sleep changes; psychomotor agitation or retardation; decreased energy; decreased libido; diminished ability to think and concentrate, everybody finds that. [0:28:46]
But what we think of as sort of the hallmarks of depression, people who are down on themselves; who are hopeless; who are guilty; who are suicidal; not found in every culture and, in fact, tending to be more found in cultures that have their roots in northern Europe, and other cultures tend not to see those. Which means that, unless there is careful screening done, people from non-dominate cultures are less likely to be experienced by their provider as depressed.
And so the Surgeon General looked at this and said racial and ethnic minorities are less inclined than whites to seek treatment from mental health specialist. Instead, studies indicate that minorities more often look for care in primary care. [0:29:51]
And this same report was the first one to say that, if you have a service and you have a group that does not culturally use that kind of service, you can’t claim to have provided access. You can say you have provided access, when you have provided something that fits with that culture enough so that they will use the service.
So this is a little interlude I put in there and that is this winter in Massachusetts. For those of you who weren’t here, it was quite a winter. So we’re going to take a little moment here for questions or comments or concerns.
LAURA GALBREATH: Thank you Dr. Blount.
DR. ALEXANDER BLOUNT: And I turn it over to Laura to run that part.
LAURA GALBREATH: Thank you. We just want to stop and just take a few questions at this point. We have several that typed in; and, if you dialed in using your phone, you can click on the hand (ph) icon and we’ll open your line. [0:31:01]
FEMALE PARTICIPANT: Bill, can you let us know [about the depressions] (ph) that we receive?
BILL REIDY: There is a question one of our participants is asking, if we know the percentage of people who are dealing with chronic medical illnesses, who also have a co-occurring depression; are there some numbers or statistics that we have available on that?
DR. ALEXANDER BLOUNT: It tends to be at least double of the usual incidents, and when you talk about a co-occurring depression, you really also need to think about anxiety. People with asthma are highly likely, if they’re having any difficulty controlling their asthma, to have anxiety, since the whole area of having difficulty breathing tends toward making people chronically anxious. [0:32:04]
So it’s not so much the connection; with a particular illness, a mental disorder of some sort is extremely common. One of the things we find with complex medical patients, people with multi chronic illnesses, is that if they have more chronic illnesses they are more likely to have more behavioral health diagnoses, but sometimes it is a little bit of behavioral health diagnosis that stops the whole treatment process from working.
So somebody can have very serious chronic illnesses and depression that does not score very high on the PHQ-9 and still, until the depression is addressed, the adherence and the hopefulness that makes a person willing to cope with their illness and their treatment is hard for them. [0:33:16]
BILL REIDY: Thanks Dr. Blount. There is another question here, in kind of a general vein, about how you kind of nicely described what an impact behavior health problems have on the population of patients that primary providers are serving, and how stressed and stressful primary care is.
The question just kind of wonders whether, presumably this will get into some more of what you’re going to talk about but, does this have the effect of actually decreasing the stress; have you seen the decreasing of the stress on primary care teams when you provide these integrated services? And, is the benefit also seen by the patients, who are more our patients in need, feeling not only has the doctor’s workload decreased but they’re feeling better taken care of, more satisfied and making better improvement in their care; is that something you’re finding? [0:34:16]
DR. ALEXANDER BLOUNT: We are going to talk about both of those, patient satisfaction and provider satisfaction, as we go forward. But let me ask Dr. Olmedo to address that; if you could just say a little bit about how, as a primary care provider, you see differences when your patients get behavioral health help as part of their primary care.
DR. MIGUEL OLMEDO: Sure, I’ll be happy to and I’ll try not to say too much because I do know that we’ll be addressing this a little bit further on, but there is significant impact, not only in patient compliance but also in reducing provider stressors. [0:34:55]
Oftentimes, patients will present with multiple medical and multiple mental health issues at a single visit. And, as a provider, it’s tremendously helpful to be able to literally walk down the hallway or call my colleague for the behavioral health and say “would you mind coming into the room” and “I’d like to introduce you to Miss Smith” and “here are some of the issues that we’re presented with today, we show that you may be very helpful in helping her with something”, whether it be depression or anxiety or a multitude, and so in that moment we become a team. And so it really frees me up, as a provider, to address some of the mental health, issues that my colleague can address, and I can focus more on the medical issues. [0:35:52]
What we’re also seeing is fewer no-show rates for our medical visits. The feedback that I have received from patients has been overwhelmingly favorable; the fact that they can receive the mental health, behavior healthcare, with their primary care provider, oftentimes in the same day. We can coordinate visits, one visit with me per se or a follow-up visit with me for the medical issues and on the same day, perhaps in the same hour, with my behavioral health colleague.
And so it’s tremendously convenient for patients, and I think this promotes better compliance and better show rates for us. So we’ve seen the improvement from the patient’s perspective, in terms of their compliance and their improvement, but we’ve also felt some relief, not having to feel like we have to squeeze so much into a 15-minute visit, which is oftentimes a very big challenge, so on several fronts it has been extremely beneficial. [0:37:03]
And I don’t know if I’ll say much more than that because I think we’ll touch a little bit more as we continue with the presentation, but I hope that that, at least, answers the question of our viewer.
BILL REIDY: Sure. 
DR. ALEXANDER BLOUNT: One common pattern that I’ve seen, in several practices, is the provider pages the behavioral health person to the room, the behavioral health person comes in and the provider, in front of the patient, says what their concerns are and what they are working on. It takes a little practice for the provider to be able to do that in front of the patient, but it makes a big difference if they don’t have to take it out in the hall. 

And then, the provider leaves the behavioral health person in the room with the patient, the patient doesn’t have to move, and goes to see another patient or two and then comes back, and the behavioral health person reports back to the provider about the assessment. “On the basis of our conversation, I’ve learned these other things about her family. She would be willing to try some medication and I wonder if you’d be willing to prescribe it.” [0:38:05]
And so that things can be wrapped up, at least for the day, with a significant treatment experience that is both medical and behavioral, and then follow-ups can be done separately for each aspect of the treatment.
I’m going to go on now, if that’s all right, and talk [overlapping voices]
LAURA GALBREATH: Yeah, thank you. We have lots of questions, and some of those will naturally come up and others we’ll draw at the next Q&A.
DR. ALEXANDER BLOUNT: Okay. So let’s talk about categories of the relationship between medical and behavioral health services. These aren’t really models, and I could talk to you at length about how complex the whole thing of models is getting these days, but for now let’s just talk about general categories. [0:38:54]
These come from a paper that was in Family System and Health that I did call “Integrated Primary Care, Organizing the Evidence”. And so if you would like to see, essentially all the evidence that I could find up to 2003 and how you might categorize it and what was found in terms of many different kinds of outcomes, that paper is available on www.integratedprimarycare.com. And 2003 may seem like sort of an old paper but, in fact, most of the evidence that people are still fighting came from before 2003. And, in fact, lately we are having reports of citations and so there’s been some real movement since then, the lion’s share. [0:39:48]
But in 2006, Wayne Katon, who is really the granddaddy of the researchers in integrated care, wrote an editorial in JAMA, I think, that said, “Stop doing research, we’ve proved that this is useful for depression in primary care for the protocols that we’ve been showing you. Don’t keep researching it, it’s time to implement.” So this is not current but it’s not that far out of date.
Coordinated care is behavioral health services by referral at a separate location, with a formalized information exchange. There are a lot of relationships, by the way, between medical and behavioral health services that aren’t even coordinated; that’s, actually, the usual care is no relationship at all, so coordinated is a big step up. Then co-located is by referral in the same medical location and integrated is part of the same medical treatments at the medical location. So in integrated care there’s one treatment plan with behavioral and medical aspects to it. [0:41:08]
Now when you’re looking at research, it’s also worth looking at whether the population that’s receiving is targeted, meaning is it just people with a certain disease or problem; is it, for instance, for people with depression. Or is it non-targeted, meaning anybody in the practice might have been a part of that study. And then the other piece to think about is what service did they get? A specified service is something that all patients got. So if it was a group, then everybody in the group got the same service. If it was a manualized treatment, then everybody got treatment from the same manual. [0:41:54]
What is more common is what we would call unspecified treatment, and that doesn’t mean bad treatment, it just means that people get what the clinician judged would be useful. So in my work I think I can defend almost everything I do with evidence but each patient gets something different from the one before, depending on their needs, and so much of what I do would be considered unspecified.
So here’s an example of coordinated care. The basic elements of coordinated care are that the primary care knows when someone arrives at behavioral health. If you send somebody there you know that they got there. That there’s some kind of information exchange protocol, so that it’s not only not unusual, it’s that they’ve worked it out a bit so that they know how to exchange information in a way that works for the other half of the team. That there’s the ability to do coordinated treatment planning, it doesn’t mean it happens in every case, but that it can be done so that the piece of a treatment plan that’s being done out at the mental health center can be noted and be part of a plan in the primary care center. [0:43:15]
An example of this is a treatment that I’ve been involved in numerous times for young women with eating disorders, where I was seeing the patient and the family and my colleague, the pediatrician, saw the child and weighed her, and sometimes the school and even the coach were involved because no one else had a right to weigh this child, it’s a medical thing, and no one else had the authority to say “when she goes below such and such a weight she is medically at risk”.
And sometimes we would have to sort of encourage the physician because the physician would say “well 90 pounds, 89 pounds, I don’t really see that medically there’s a lot of difference”, and we would say “the treatment needs a limit, set a limit, we don’t care what it is”. So the doc would say “okay, if you’re not 90 pounds, then you are at weight of concern”. [0:44:18]
And so if someone is at weight of concern they’re out of soccer and if they’re out of soccer, then I’m dealing with the frustrations and angers between the child and her parents. And it is a system that will need a lot of coordination and effort but it also needs all of those players in order to work.
Originally, in the Patient Centered Medical Home, coordinated care was what they sort of expected, that mental health or behavioral health services, substance abuse services, would be services that were arranged from the Patient Centered Medical Home, but they wouldn’t necessarily be there; it’s turning out that that has changed. [0:45:07]
Here’s Bartle’s slide about enhanced referral that, we said earlier, you’re going to lose 50 percent engagement by doing it coordinated rather than by doing it co-located. Outreach programs have been effective, but they’re effective meaning that the primary care doc says “this person is depressed” and then someone somewhere else, not in the primary care practice, calls the patient and says “can I help you with getting your meds filled”, “can we talk about what depression is”, those kinds of programs. They’ve been more effective than usual care but they are hard to set up and they’re a struggle to keep going, but not many of them are still going that I know of. [0:46:10]
The Massachusetts Child Psychiatry Access Project is a great example of coordinated care but the coordination is a consultation model. So any primary care physician in Massachusetts who treats children can get a child psychiatrist on the phone in half an hour. That’s a service that’s provided by the state and it allows for primary care docs to be much better informed and much more effective at addressing behavioral health needs for kids. When you try and do it the referral way, where kids will be referred to child psychiatry, it immediately bottlenecks, and this program was put into place to try and cure an almost year wait that kids had. [0:47:10]
So if we look at the continuum of outcome measures, all of these are common in studies that we’ve look at, access; patient satisfaction; provider satisfaction; patient adherence; cost effectiveness; cost offset, that’s where the behavioral health service reduces cost enough to completely pay for the behavioral health money; clinical outcome improvement, and clinical outcome maintenance. And as you go up the continuum, from coordination to co-location to integration, you tend to have more to move from access toward clinical outcome maintenance being more reliably there. Actually, let me ask Dr. Olmedo to talk a little bit about this, this is more on provider satisfaction. [0:48:07]
DR. MIGUEL OLMEDO: Oh sure, sure. The providers at the family health center, where I’m practicing, truly are drawn to integrated primary care (IPC), and here are just a few examples of what appeals to us. You know we feel less isolated. We feel as though we don’t have to address some of the major behavior health issues on our own, we have resources that are readily available to us, and that is a tremendous load off of our shoulders, if you will, when we’re actually seeing patients. We certainly feel a little bit more comfortable in those situations that are a little more difficult, and the slide depicts the clinical can of worms situation, we feel more comfortable because we know that we have a team that can help us with some of the behavioral health issues. [0:49:11]
And one of the things that I wanted to comment on, as I’m speaking I can think of a few examples, when patients present in a state of panic or in severe depression it can really be the focus of the visit and it can really take control of the visit, and the other two or three or four medical issues that are maybe equally important just seem to kind of go to the side and don’t take as much precedence. But when we have a behavior health team, we can actually address the medical issues and the behavior health issues. And one of the things that comes to my mind are patients that present when they’re suicidal, you know how do you get beyond that suicidal ideation and address any medical issue, in 15 minutes no less? [0:50:03]
But when we have the behavioral health, they actually will come in, assess the patient, talk with the patient, and sometimes contract with patients their safety. And that enables providers, like me, to be able to move forward in a visit, after that, and to address some of the medical issues, and it’s a tremendous, tremendous value. We’re not so intimidated by seeing some of the overwhelming or complex patients; that when we look at our schedule we’ll say “oh boy, I kind of see what my day is headed for”. When you see certain names on your agenda or schedule for the day, it just doesn’t seem to be overwhelming because we know that there is a team there, [overlapping voices]
DR. ALEXANDER BLOUNT: Right.
DR. MIGUEL OLMEDO: … a colleague who is going to be ready should you need their expertise.
DR. ALEXANDER BLOUNT: Right. [0:50:55]
DR. MIGUEL OLMEDO: It certainly makes for better job satisfaction and better provider retention. I think having the sense that you don’t have to take on every single behavior health issue on your own reduces stress to the point where it really does make it manageable in the 15 to 20 minutes that you have with your patient, and in doing so it just improves your satisfaction in what you do, and then in doing so it increases retention.
DR. ALEXANDER BLOUNT: Right, thank you very much.
BILL REIDY: Yeah.
DR. MIGUEL OLMEDO: I’m sorry [overlapping voices]
BILL REIDY: Yeah.
DR. MIGUEL OLMEDO: … and I’ll just say this, just a few more words. You know for the past seven years that I’ve been there I’ve always had the benefit of having a behavior health professional literally along my side. And I can count several situations where they were included in a visit that was a crisis or something quite severe, suicidal ideation, and it was tremendously beneficial and it allowed me, also, to address the medical issues without feeling overwhelmed.
DR. ALEXANDER BLOUNT: Great, thank you. So we are now going to go into going quickly mode here because we’ve let ourselves, I’ve gotten us behind a bit. [0:52:09]
So this is the Hawaii Study, it was one of the earliest behavioral health studies and it was coordinated care with a target group, and it compared the cost of their specified treatment against unspecified behavioral healthcare. People in the top 15 percent of healthcare users were there, no matter what they were using for, and people with chronic illnesses, and only the people in mental health treatment were included, but it was really about people with chronic illnesses and what mental health treatment, targeted behavioral health treatment, might do for them. And what they found was that it saved substantial money and, actually, there’s a long list of savings that go with that study. [0:53:10]
So, in general, when you have co-located treatment, meaning there’s a behavioral health person in the practice but anybody can go for unspecified treatment, there has been pretty good provider satisfaction and patient satisfaction numbers. The clinical outcome, particularly in UK studies, has not been that impressive. They used volunteer counselors in primary care for a number of years over there and I think that’s one of the reasons.
I’m actually going to skip this one because we’re behind, but it’s about when co-location first happens, often primary care providers don’t know what to do with the behavioral health folks, and you can read that. [0:54:05]
This one shows that introducing the behavioral health person, by the physician to the patient, almost doubles the rate that they show up for their first visit with the behavioral health person in FQHCs. When we look at targeted, specified programs, that’s like programs for particular groups, groups for somatizers or various other things, we found that there are not a lot of studies but the evidence is pretty good. When we get to the integrated care studies though the evidence stronger and stronger.
Here’s the granddaddy of the integrated studies; it was the group health study from the University of Washington. Originally, they alternated visits between the primary care doctor and the behavioral health doctor for four to six visits. At first, they did it with psychiatrists to help with antidepressant medication; later, they substituted psychologists for CB therapy, and the outcomes are really striking for people that met criteria for major depression. [0:55:27]
Seventy-five percent were treated effectively, that means having their score cut in half; whereas, in the control group – and the control could’ve gone to any specialty mental health that they wanted, they were referred, it just wasn’t provided as part of the care – [control group stats - 0:55:43] (?) and that one was published in ‘95. That was Katon’s first big JAMA study and a lot refers back to that. And out of that came a series of studies around the country, funded by the Robert Wood Johnson and MacArthur, in the whole process of care management for depression. I’ve got a website there that’ll give you a whole toolkit in how to do it. [0:56:13]
In order to do a care management project you have to be able to screen for depression, people usually use PHQ-9, and so you have to decide who gets screened and when and what triggers a screening. You have to be able to, if someone screens positive, have a protocol for how will you establish a diagnosis and what will you do about it. Actually, the U.S. Preventative Service recommends that if you don’t have a protocol that you not screen.
A lot of practices will say “well I don’t know what we can really do about it but let’s get started on this integrated care, we’ll start by screening”, and if you feel like you can address whatever you find with the screening, then that’s great. But if you don’t have a protocol and you don’t have anything that you can do, other than say “excuse me, you have depression”, no connection for serious cases, then you probably shouldn’t be screening. [0:57:16]
The protocol assures that the patients know what type of care is possible for them and so there’s discussion of the diagnosis; it assesses the person’s abilities to get their medication and to look at side effects; tracks visits; is able to rescreen; and look at outcome. In fact, there are certain advantages to starting with care management for depression when you’re trying to create an integrated program in a practice; it starts up pretty quickly. [0:57:50]
Care management for a mental health problem feels to the physicians like a medical program. They already know about disease management for asthma or disease management for diabetes, well this is disease management for depression, and so the physicians feel comfortable with it as a process, more than sort of bringing in a mental health service that they’re not sure about, – depression, they already got, they know they have a lot of it – and it gets the behavioral health clinicians used to a high volume, brief intervention service.
And I would love to tell you the story about Buncombe County Health Center in Ashville, North Carolina but I don’t have time, but that was one where they started with care management for depression and they ended up with a whole integrated care program in three years, with the cooperation of the primary care providers. [0:58:50]
The impact model is what has become of this. The impact model is now being implemented around the country, and a lot of people are starting with this model and it’s very similar. And here are the improvements found with the impact model against usual care, and what you see is that it’s at three months, six months and a year, and not only is the care more effective but it’s a good deal more durable percentage wise.
Here’s the behavioral health consultant model. This is an actual picture from Cherokee Health Systems in east Tennessee. And in this primary care setting a physician can come out of the room after seeing a patient, pull out the BHC flag, and the behavioral health consultant will join the care right in the flow of care; there’s someone on the floor without a schedule who is ready to be available. [1:00:03]
So it’s for management of psychosocial aspects of chronic and acute illness for application of behavioral principles to address lifestyle and health risks and consultation and co-management of treatment of mental disorders. In other words, not just taking over but consulting to the physician and co-management with the primary care provider.
Here’s an example of CBT in the exam room. Somebody gets brought into the exam room and they’re teaching about thoughts and feelings and behavior, and you can see that the person thinks “I can’t make friends” and their feelings are “I’m lonely” and behavior is “I’m not going out anymore”. So somebody was doing CBT using the paper on the exam table. I have to tell you, after years of experience, that it takes a Sharpie to do this, so if you want to do behavioral health in primary care get yourself a Sharpie because your ballpoint pen will rip the paper. [1:01:08]
Here’s an example of the comparison of integrated care and co-located mental health care. I think I’m going to let you look at that at your leisure later.
This is Cherokee Health Systems. Cherokee Health Systems is the one place where the whole health system has been integrated and fully functional for a number of years, it’s where things could get to over time. They are both a FQHC and the community mental health center, so this is what you’d love for the many partnerships to be able to get to.
The one thing I think you are going to find interesting is that, over their different settings, they have 48 primary care providers and almost time and a half that much of behavioral health providers. And this is their cost numbers, compared to other providers in the region; this is numbers provided by Blue Cross to them. They are more intensively involved with primary care visits but are saving money everywhere else. [1:02:16] 
That doesn’t mean that specialty mental health goes away, that all mental health comes into primary care, absolutely not. It’s still important because a lot of people need longer term care. Integrated primary care makes much more successful referrals when it is linked with specialty mental health care. Specialty mental health care can target high-need populations and provide consultation to PCP so that the psychiatrists in specialty mental healthcare can backup PCPs, particularly in states like North Carolina where that’s paid for by Medicaid. [1:03:01]
And we can talk a moment about bidirectional programs, these are mostly for people with serious mental illness and where some of the primary care is seen in the CMHC and some behavioral health is outreached from the CMHC into the FQHC. In general, those programs provide care that people otherwise wouldn’t get, when it’s really successful. Because of the relationships that are built, more people are able to move into getting care successfully in their primary care settings, people who wouldn’t have tried to get there before. [1:04:02]
Here’s one mature program with 500 people who would be categorized as seriously mentally ill; 35 percent get their care in the CMHC, 50 percent get their care in the community health center, and 15 percent still get no care, which is typical of this population of folks who are hard to engage. It requires really difficult and substantial partnership to make this work. You have to have really strong support from the leadership. Everything you do in these partnerships, and either end of the partnership is different than it was done before, is inconvenient, and so the leadership has to be able there to approve these kinds of things, otherwise you end up with the people working on integration getting isolated in their own organization. [1:05:03]
It helps to talk about cases together, to look at how different folks see these different cases, because it will be substantial. Both partners will change during this process. Initially, what we’re seeing is that the CMHCs become much more identified with health than they have done previously and they tend to really like it. It is an endorsement of the importance of behavioral health in health. When the CMHC takes on that, the FQHC has to be very patient centered in order to serve the SMI population effectively. [1:05:52]
So, essentially, this is a combined model. It’s coordinated for consumers in specialty mental health case management and behavioral health change in the CMHC and primary care in the FQHC, with a lot of communication, or co-located for consumers in mental health and primary care, where the mental health is in primary care in either site, and integrated for places where all of the care is happening in one site. Is it the best model? It’s a model.
What we’re finding now is that integration has gotten a foothold and it is beginning to change the environment. Just like the Model T changed automotive history, because enough people had them so that there became lobbies for highways, and so when there were more and better highways, they got better cars. So integrating care is now starting to shape the environment to some degree and so you’re seeing changes in regulatory and fiscal approaches that have never been considered before. [1:07:07]
So I have a little bit more to do. Laura, let me ask you now, we were going to stop and take questions here, but would you like me to go through and sort of finish up and then take questions?
LAURA GALBREATH: Let’s finish up because quite a few of the questions are about financing, how do you [overlapping voices]
DR. ALEXANDER BLOUNT: Okay.
LAURA GALBREATH: … pay for a behavioral health staff, [overlapping voices]
DR. ALEXANDER BLOUNT: All right, that’s where I’m going.
LAURA GALBREATH: … I mean pay for psychiatric consultations.
DR. ALEXANDER BLOUNT: Right.
LAURA GALBREATH: So let’s go ahead and dive through that and then we’ll open the phone lines up and get to the questions [overlapping voices]
DR. ALEXANDER BLOUNT: Sure.
LAURA GALBREATH: … that people are typing in.
DR. ALEXANDER BLOUNT: So considerations about adding, this is the implementation piece and I’m going to give you a taste of it. I am not going to solve all your questions but I’ll get started. [1:07:53]
First of all, the person who does it, – and talk about our course, I’ll talk more about that in a minute but – it takes a special kind of person to work in primary care as the behavioral health person; they have to be good at dealing with ambiguous situations, good at making connections with people. Everything you do in primary care, if you’re a behavioral health person and you’re the first behavioral health person, is inconvenient and so you have to be everybody’s friend. It is not something for people who need to wait to be told exactly what to do.
It’s also important to say that there are a number of people who are working in specialty mental healthcare who are considering working in primary care and don’t want it and it’s important for organizations to value those people and to say “yeah, we don’t need to send everybody into primary care, we do need people who are good at what they’re doing now as well”. Financially, it is very difficult to pay for this under current regulation, in most states, and every state is different and it drives you crazy. If you ever want to get an ulcer, try and tell somebody in another state how to pay for integration in primary care. [1:09:11]
So you have to be able to count a lot of the places it takes. For instances, Kirk Strosahl showed that in FQHCs, when it was fully integrated, not just co-located but fully integrated in the flow, that the physicians tended to see one more person per session, that’s per half day, because of the work that the behavioral health person did. So when that happens, when you get there, that’s revenue that ought to go to the behavioral health program. It’s hard to count it that way but so that’s one of the outcomes that needs to be followed but it takes a while to get there and, at first, things will slow down, if anything. [1:10:00]
Upcoding a visit, in the E&M Codes if you have a Level III visit, which pays, I don’t know, 120 dollars, and you can upcode to a Level IV because counseling was done for a behavioral health issue that the physician is going to write about and sign off about, that increases the value of the visit by 60 to 80 dollars. It can be the behavioral health person who did that counseling, as long as it’s documented by the physician, but you have to look out, that’s another challenge to find that revenue. [1:10:47]
In some places using SBERT funds to bring behavioral health into primary care, to do very brief interventions, has been able to provide other kinds of interventions because it turns out that the folks who are drinking are also depressed in so many cases. So a lot of on-the-floor kinds of behavioral health can be paid for by SBERT funds, in some states, in other states SBERT isn’t paid for at all.
Health and behavior codes, these are codes for behavioral services for medical diagnoses, not for mental health diagnoses and Medicare pays, in most states for psychologists, some states for clinical social workers, many of the Blues pay for them, and in some states Medicaid pays for it. But if you Google – never mind, I can’t think of his name – so it’s very complex. [1:11:54]
Mental health billing, you have to be able to bill for small bits of time. If you have an encounter form and you have to log people in and so forth, you have to streamline things so that you can bill for 15 minutes, because you’re going to need to be able to bill for 15 minutes and there is a code for the 10 to 15-minute visit, in some states there is not.
Panels can be a problem; often having a primary care doc advocate for putting new people on panels can be helpful. Some mental health services, like community support programs, can be used in medical services because everybody there who has behavioral health needs also have comorbid medical needs, which often is the requirement. [1:13:00]
For medical people, behavioral health billing is a nightmare, that’s why you have to be so connected with your administrative staff and why they need to be in on a lot of the problem solving. And, in the long run, until pay-for-performance is really universal, it’s not going to pay for itself, in a few states it will but in most states it won’t. And you can come close to making it pay but one of the things that we say all the time is, if you need a new nurse, you don’t say to the new nurse, “How are you going to pay for yourself?” You say, “This is what we need to provide better care.” That’s the line to take with integrated care, I think. [1:13:52]
Information exchange between providers, there rules about confidentiality and so people need to sign and you need to have worked that out. If you’re looking into confidentiality every time you’re just not even coordinated, it’s got to be something that’s done in advance and people sign something that allows communication. And the more you have curbside consultations the better; the more it’s done with words rather than writing, the faster and the more efficient. We had forms for e-mail. We would do e-mail to the provider and the form would also be the note that went into the chart because the note had a lot of checks in it, and so was not a long kind of rambling thing that a lot of psychotherapy notes are. [1:15:04]
And other ways to talk, sometimes they’re called behavioral health rounds, sometimes for physicians they’re called troubling patient rounds, but have times to talk about cases together, and charting is an extension of this. I don’t think I can go into all the details; we do them in the course.
A medical scheduler needs to keep the books, you really need to have it all one schedule, and we never schedule anything more than 30 minutes in our work. At Cherokee they have two kinds of behavioral health people in primary care. They have specialty mental health people, who are seeing folks for an hour long-term and just happen to be there in the primary care as a convenience for patients; and then they have behavioral health consultants, who are unscheduled and part of the flow of care. [1:16:00]
So, back to the Patient Centered Medical Home, because this is what’s coming, care management or care coordination is a big piece of this new process. They just issued new guidelines, and in the new guidelines everybody has to have three protocol-driven population approaches to chronic illness and one of them needs to be behavioral, and every practice has to arrange or provide mental healthcare. And since they’re going to get tracked on whether their referrals are successful, it’s going to really push to bring the behavioral healthcare into the practice. Every practice has to provide patient activation for healthy behavior and has to provide care coordination. [1:16:54]
And so it looks like that what we’re headed for is care managers who are a piece of the care management for depression, that we talked about earlier; a piece of behavioral health consultant; a bit of care coordinator; and, like is done in our case manager, that like is done in mental health. And so if it goes the way we’re thinking it’s going to go, they’re going to need a lot of those folks and those folks are going to need training. There’s no discipline that really prepares people, in a targeted way, for this kind of work. We do have a training program to teach behavioral health professionals to work in primary care, and I gave you the website there, and the next one starts in the fall. [1:17:55]
Change like this is scary but it can be fun. Currently, the field is made up mostly of entrepreneurs and advocates and it is about to give way to the systems builders and data of producers and that’s good. I’m one of the entrepreneurs and advocates (chuckling) trying to be a system builder. And specialty mental health is going to continue to be necessary but anyone who produces good health outcomes with patients and family engagement, at reasonable cost, will always have a place at the table.
So now we can talk about the questions that you have, Laura.
LAURA GALBREATH: Right, thank you. I want to remind you, you can type your question in the dialogue box or you can click on the hand (ph) icon and if you used your telephone we will open up your line.
We wanted to start with a very specific question about other tools to measure primary care physicians’ perceptions of satisfaction with implementing behavioral health, and try to make the case for why they need to bring a behavioral specialist or a psychiatric consultation onboard. How do they measure those perceptions for satisfaction? [1:19:09]
DR. ALEXANDER BLOUNT: I don’t think there’s a standardized tool. I don’t know a standard tool. It is not a measure that people have questioned a lot. So, for instance, when Katon did his study, he just went back and polled all the docs. He polled them pre “how much do you enjoy working with depression?” and he polled them post, and the levels of enjoying working with depression went up substantially, and of liking this program. So, people have tended to be fairly accepting of surveys done in good faith about primary care providers’ perceptions. [1:20:05]
I have a tool that was promulgated that sort of measures integration but there are a lot of people working on those tools. But, in general, I have to say that provider satisfaction is not one that has gotten a lot of work and I don’t think people question the statistical reliability of whatever you put together. Go ahead.
BILL REIDY: I’d expect, thanks Dr. Blount. We have another question and the participant asked: How important is it to have the right people on the team? In integration models do you talk to all primary care and all behavior health providers? [1:20:56]
DR. ALEXANDER BLOUNT: Oh that’s a good question. It is very important to have the right people on the team and the earlier in the process, the more it’s important. So I’ve talked to several of the people who are part of the HRSA-SAMHSA integration program and they have said “you know when we get the first folks in, if we don’t have the right person well it’s better to switch”, that you really need the right fit there.
As it gets more and more routinized, as providers get more and more used to having behavioral health people around, then you can have someone who is not quite such a grand fit because they aren’t quite as entrepreneurial, aren’t quite as good at engaging, they’re just sort of clinically competent, but initially you really need good folks. [1:21:52]
The other thing is, you will find that the medical providers will be variable in their response and you do not want to wait until you get all of the folks onboard. What you want is that nobody says “I’m quitting if you do this” and, once you get there, then you work with your thought leaders and with your medical leaders.
And what I have done numerous times is, when I have something new to do, I have one doc, who I have just worked with for years and he and I are great buds, and so I’ll say, “Ron, how about you and I, we’ll try this?” And if he thinks it’s good and he usually does, we do it for a while together. And then the other docs start saying, “Hey, how come you’re just doing that with Ron, how come you won’t do that with me?” “Oh well I guess I will.” Or the other center says, “Hey, how come over at Hahnemann (ph) you do this and you’re not giving it to us?” And I said, “Well, okay, we will.” So don’t feel like you have to do everybody immediately, build it up with the folks who are enjoying it and are connected to it. [1:23:04]
LAURA GALBREATH: Great, thank you. We do want to open up a line. Merit Smith, if you still have a question, feel free to ask it, you’re line is open. No response. Okay, we’ll go back to those that have typed in questions. There were several questions about behavioral health staff that work traditionally in behavioral health. There is a growing role of peer specialists, 
DR. ALEXANDER BLOUNT: Yes.
LAURA GALBREATH: … the individuals that have lived the experience with mental illness or addiction, serving a role in treatment in primary care. Can you speak a little bit of that? I know there has been some work but any thoughts about the roles of people who’ve lived the experience in primary care? [1:23:51]
DR. ALEXANDER BLOUNT: The world of mental health is much better developed on the fronts of involving peer specialists than the world of primary care, as a general rule. There are places though where primary care has done a nice job with peer health specialists. One of the titles that is used commonly in the southwest is “promotora”. A promotora is, I think, Spanish for promoter, [overlapping voices]
DR. MIGUEL OLMEDO: Yeah.
DR. ALEXANDER BLOUNT: … but it’s a health promoter, [overlapping voices]
DR. MIGUEL OLMEDO: Yes.
DR. ALEXANDER BLOUNT: … and it’s a person who helps connect people with the primary care services and who can teach simple kinds of health behaviors. But simple health behaviors can make a big difference and can be much more acceptable when taught by somebody who is from the community and who is a peer. [1:24:56]
I mean in sort of the primary care world, a peer is essentially someone who isn’t a professional, since we’re all patients in primary care. That’s one of the nice things about primary care is all the providers are also patients of somebody and also get primary care. So the peer health worker is a coming model that is used particularly with underserved and immigrant populations. But the level of work on peers that I’ve seen, for instance, at the National Council, I have not seen something comparable to that in primary care settings outside of the promotora movement.
BILL REIDY: Thank you. There was another question about treatment of substance use disorders, and how do you see that fitting in with this integrated approach to be developed? A lot of examples were given where [overlapping voices] [1:26:03]
DR. ALEXANDER BLOUNT: It’s absolutely crucial. And one of the things that tends to happen is, when we get going, talking about primary care and behavioral health, we sometimes don’t say substance abuse enough. Because out in the world of mental health, in some places, there’s mental health as one agency and there’s substance abuse as another agency. In primary care it’s never separate, it is always there. And you have to screen for substance abuse, as well as depression, and you have to be able to address it because it’s a health factor of great proportion.
And so when we do our course, where we teach behavioral health professionals to work in primary care, there’s a big piece on substance abuse and how it’s done in primary care. It has to be a part of what we’re doing and it has its own special aspects in primary care. Substance abuse often has to do with pain in primary care, and so you have to learn a whole drill around caring for patients with chronic pain. [1:27:15]
LAURA GALBREATH: Great, thank you. We are coming to the end of our webinar today. We have several things before we allow our presenters to share any last closing words. One, this webinar is being recorded. A copy of the PowerPoint slides is already available on CIHS website. We have a lot of great questions that we were unable to get to. And what we’d like to do is get those to our two presenters and see if they can help us get some brief answers. And we would like to get that out to all the webinar participants later this week, so we will try to see if we can get some of these additional questions answered for you.
Lastly, there is a survey that will be popping up when you exit this webinar, please take a second to give us your feedback so we can get some further information for topics to address in the future as it relates to primary and behavioral healthcare. With that, thank you. And Dr. Blount and Dr. Olmedo, if you have any closing remarks we’d love to hear those. [1:28:16]
DR. ALEXANDER BLOUNT: I’m honored that we got to do this. My one remark is, if you would like to hear more about the certificate program, we are going to be able to bring that to you. Just send an e-mail to PCBH@umassmed.edu and we can give you information. Go ahead Miguel.
DR. MIGUEL OLMEDO: Yeah, I just wanted to close by saying that I’m very thankful that we were able to share this with others and hope that it’s been very beneficial and helpful, particularly for those who are contemplating a program such as this. From a provider’s standpoint it is extremely beneficial, and because what we do is for patients, patients have also found this extremely helpful. And so I would encourage anyone who is interested or who is considering this to consider those two factors, the rewards and the benefits that it has for patients, as well as the clinical benefits. So thank you once again. [1:29:21]
LAURA GALBREATH: Thank you all. Have a great day. And please remember to visit www.thecenterforintegratedhealthsolutions.org for future webinars and additional resources. Have a great day. [1:29:37]
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