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BEGIN TRANSCRIPT:
CHERYL HOLT: …a training and technical assistance center that promotes the assortment of integrated primary and behavioral health services to better address the needs of individuals with mental health that suffers these conditions whether seen in specialty clinical health or primary care provider settings. Hello I’m Cheryl Holt, Director of Training and Technical Assistance for CIHS and I will be your moderator.
Welcome to today’s webinar, Integration Models, Lessons From the Behavioral Health Field. As behavioral health organizations move towards integrating primary and behavioral health care services, there are numerous factors to consider. Today’s presentation will showcase three behavioral health organizations that have successfully implemented primary care into their services array offering insight into their chosen strategies. 
Each organization’s representative will discuss their model’s unique features, the approaches [inaudible], the organizational structure and key lessons learned during the process of implementing integrated services. Two of the organizations represented today are recipients of the SAMHSA Primary and Behavioral Healthcare Integration Grant. There was Weber Human Services in Ogden, Utah, and Care Plus New Jersey in Paramus, New Jersey. The third, AspenPointe in Colorado Springs, Colorado, has been providing integrated services without the benefit of the [inaudible]. 

I’d like to introduce our speakers. Karen Bassett, LCSW, Clinical Supervisor to Project Director of the Wellness Clinic of Weber Human Services. Theirs is a partnership model with Midtown Community Health Center. The second will be Kathy Bianco, APRNBC, or the Vice President of Clinical Services of Car Plus New Jersey, Inc. This is a fully integrated model that chose to hire primary care providers to expand their services. And the third presenter is Dr. Jen DeGroff, Director of Health (ph) and Rural Services for AspenPointe. Theirs is a partnership model with Peak Vista Community Health Center that is unique in the fact that their initial attempts at integration were not successful. These two persistent organizations were committed to the mission and used their initial failure to build a successful partnership. [0:02:29]
If your organization is interested in pursuing integrated primary care behavioral healthcare services, this webinar will help you to understand key services of primary and behavioral healthcare integration models, to learn about the six functional areas of primary and behavioral healthcare integration, access services funding government evidence-based practices and data, and learn common opportunities and pitfalls to avoid for successful integration. 

Before we get started, I’d like to draw your attention to some important webinar logistics. Today’s webinar is being recorded and will be available for future access on the CIHS websites. All participants are in a listen-only mode. You may send a question at any time during the webinar. Simply type your question into the dialogue box to the right of your screen. Now I would like to introduce Karen Bassett.
KAREN BASSETT: Yes, as mentioned I’m Karen Bassett from Weber Human Services and I represent the wellness clinic, which is a collaboration between Weber Human Services, which is a community mental health center, and Midtown Community Health Center, our FQHC partner. Our current collaboration is located within our Weber Human Services building. Next slide. We are located in Ogden, Utah, and we serve a population of about 240,000. Our clinic has a full complement of behavioral health and physical health services. After being in operation for a little over a year, we currently have 580 participating in our wellness clinic. Next slide. [0:04:26]
Weber Human Services is moving towards an integrated healthcare home. Although our mental health and primary care staff are employed by two different agencies, care appears seamless to our consumer. In terms of our integration, we meet the criteria for basic collaboration on several areas. We have - our doctors are employed by different agencies. We do have two different treatment plans and two governing boards, although the directors of both Weber Human Services and Midtown meet in monthly meetings. 

We also have some of our close collaboration options. All of our doctors have access to the other electronic health records on their desktop and we do share our lab, our pharmacy, our customer care and waiting areas. And we have regular communication between all members of our team with monthly planning meetings and also bi-weekly case consultations. We also have a case manager who is employed by the behavioral health side that meets with the doctors daily to address any case management meetings or needs that become apparent during the day. Next slide.
We have a fairly comprehensive number of physical health services as you can see there, health and preventative screenings, immunizations, treatment, medication management. Our medical assistant makes referrals to our specialty providers and our care coordinator provides prescription assistance. We also provide family planning services. Next slide. We also have a vibrant behavioral health team with 21 mental health clinicians providing a number of evidenced-based practices, skills development, which is our day treatment program, case management and medication management. We’re starting a new peer-support specialist program, which will provide about 30 hours a week of support to clients in our wellness clinic. [0:06:53]
We also have a rather unique aspect of our behavioral health side. Our Midtown employs a prescriber, an APRN, that prescribes only for uninsured individuals in the community and referrals are also made to the wellness clinic from this prescriber. Next slide. We have some other unique aspects in our lobby. As you come into our lobby we have a couple of kind of unusual things. We have a NAMI office, which is staffed by a peer support specialist. And our NAMI also runs onsite Bridges and Family-to-Family meetings. We also have an education center in our lobby that has computers for researching health information and we also have printed health information there. 

We have a fully equipped onsite laboratory and an onsite pharmacy. Our advisory board meets monthly and includes both client and family members, which help us understand peer concerns and help with recruiting needs. Next slide. Next slide. Cheryl, can we move to the next slide? Thank you. Our wellness center is located within the mental health complex but is in a separate building. It contains a large kitchen for cooking classes, a large dining area and space for exercise and volunteer projects. We also live in an area which is quite conducive to our walking group. What we find with our wellness center is that food is a big draw and the groups that are attended most frequently are those that involve some food. Next slide. Oops, go back one slide, Cheryl, if you would. Thank you. [0:09:16]
I wanted to give you a - right there, that’s great - I wanted to give you a sense of how our clinic is set up because I think the set up really contributes to our success. As I mentioned NAMI and the education center are in our lobby for use by all clients. On the north end of the wellness we have the pharmacy; on the south end of the wing is the laboratory; and on the east and west halls we have behavioral health and physical health. Our wellness coordinator and care coordinator are both located next to the laboratory with the uninsured prescriber just around the corner. And because we are so closely located this is just a perfect set up for easy and regular communication. 

The one picture that I did not put on this slide is our administration, which has been necessary for our support. They have found us needed resources, provided space and removed barriers to implementation. Next slide. This is how our wellness clinic team is set up. As I mentioned our wellness team is employed by either Weber Human Services or Midtown Community Health Center. Our care coordinator and our wellness coordinator do share some responsibilities and have been trained so they’re able to cover for each other. Next slide.
Lessons learned, recruiting. About 50 percent of those that no-showed to a first medical appointment we can get to re-engage if they are called and offered another appointment. This has been a responsibility of our care coordinator and we’re hoping to move that to our peer support specialist. This individual calls to address concerns and roadblocks and remove those roadblocks so that people can come in. We also - our wellness coordinator gets referrals from the initial intakes. All of our initial intakes into our behavioral health side are referred into the wellness clinic and for those that do not make it down to meet with our wellness coordinator, our wellness coordinator will contact them and again try to remove barriers and this will also become a peer support function. [0:11:54]
We have found that we need to make referrals as convenient as possible. Our clinicians need to be sold on the benefits of the clinic not only to the client but to the clinician and have a very easy process for referrals. Monthly reminders are key. We send out an e-mail or provide some kind of education in our adult team meetings to help our clinicians understand and remember to make these referrals. We’ve also given all of our clinicians a cheat sheet which is really just talking points to sell the clinic to new referrals. 

Our behavioral health mid management staff has also been a great source for referrals as individuals come in and have their blood pressure and weight taken. For the behavioral health appointment our nurses sell them on the benefits of the clinic. And also again just the layout of our clinic has been very helpful for both recruiting and communication. Next slide. [0:13:07]
We had an initial open house and got great initial numbers that we were quite excited about. However, as clients were required to fast our case managers, although assigned slots throughout the day, brought them in all in the morning because clients did not want to fast and that overwhelmed our labs and we did lose some people there. Involvement with community partners; we see the importance of keeping them informed so we continue to send out monthly newsletters and our wellness coordinators makes monthly visits and leaves brochures but we haven’t received a lot of referrals from our community partners. 

We haven’t found any difference in terms of recruiting with our fancy brochure that we came up with a little bit later thinking that perhaps our community partners would be more attracted to that. But it really has not helped with recruiting, so we’ll be returning to our inexpensive brochure. We’ve also recruited dual diagnosis clients from our substance abuse team if they do meet the SMI criteria. We have a monthly drawing for referrals giving a gift certificate as a prize to a staff member that is chosen by that drawing. Next slide.
We have an electronic health record which we call Junction. This is internally developed software that provides great benefits to us including flexibility, implementing our own priorities, customization. And as far as we know, Junction will be one of the first EHR products developed solely by a community behavioral health center to achieve meaningful use certification. Next slide. In terms of wellness activities, we also have some lessons learned. In our wellness clinic, we painted one wall with magnetic paint and on that wall we have our wellness calendar and we’re also able to change that calendar frequently and also publicize wellness tips and activities there. Again I mentioned food of any kind as a great motivator for getting individuals involved. [0:15:37]
We had a Bring a Friend to Wellness, in which members of our advisory council brought a friend to our wellness even if they were not - our wellness center for the wellness activities even if they were not involved in the clinic and that did help with referrals. We have a great monthly newsletter that which we put health tips and calendars that’s provided to all of our clients on the behavioral health side, not just the wellness clinic clients, and we also send that out to our community partners. And our advisory board has also been a great recruiting tool. Next slide.
We feel that relationships are what keep our people engaged. Our wellness coordinator, as she completes the initial intake, helps people feel comfortable with the idea of changing the clinic. Our doctors that we employ with the wellness clinic are a perfect fit. They’re unhurried, they’re patient, they advocate for our clients and really have a good understanding of the struggles of the mentally ill. Taking time to find a good fit is imperative to the success of an integrated clinic. We held Health Navigator training for our case managers. That not only got them more involved with the clinic but helped them to feel a part of our team. An ongoing issue that we have is to educate and encourage our consumers to come in for all of their primary care needs and recognize those few times when they need to use the emergency room or InstaCares. 

We also monitor our numbers weekly. It’s important to know how many we have in the clinic and what our goal numbers are and how many reassessments that we have. So we monitor those very closely on a weekly basis with the wellness coordinator, the care coordinator and the project director. We also did a walk-through by several staff of our intake process to identify processes that needed modification or might not be working for the client. We found out some very surprising things there. I think that was a very useful thing that we did. Also we’ve done two satisfaction surveys which also indicate areas that we can improve and we were able to make some modifications there. And I think that’s all for me. [0:18:16]
CHERYL HOLT: Thank you Karen. We have just a couple of questions that I’d like to go ahead and have you answer now before we move on to Kathy, okay?
KAREN BASSETT: Okay.
CHERYL HOLT: Someone asked could you elaborate on the prescription assistance program? I’m wondering if that’s different from med management.
KAREN BASSETT: Our prescription assistance program is done by our care coordinator and it is the program - we have a number of unfunded or uninsured individuals that come through, particularly those that see the uninsured prescriber or may not have the resources to purchase their behavioral health or physical health medications. And so one of his specialties is finding a way to get these medications paid for. 
CHERYL HOLT: Thank you. One more question. Someone asked can you share your talking points and cheat sheets for referrals?
KAREN BASSETT: I would love to do that, yes. I’ll send that to you Cheryl.
CHERYL HOLT: Okay, that’ll be great. Okay. And let’s move on now. We do have other questions but we’ll save those and get to as many as we can after the speakers are finished. So next we have Kathy Bianco. 

KATHY BIANCO: Thank you, Cheryl. Again my name is Kathy Bianco. I’m the Vice President of Clinical Services here at CarePlus in New Jersey, and I have the pleasure of overseeing the integration programming and project. Next slide. To give you a little bit better understanding of who we are, we’ve been providing community based mental health services in northern New Jersey for 33 years. Our service continuum includes a full range of acute care, sub acute and community services. And over the past 20 years we provide multiple model, work at different models of addressing our clients multiple medical conditions. [0:20:28]
And I think if we go to the next slide, some of the history of different models that we tried or different interventions that we tried really brought us to how we decided on the model we’re currently using. So back in the early 90s we realized we were having problems keeping our clients as healthy as we had hoped they would be. So what we started to do was work on the relationships with the local outpatient hospital clinics, which was really at that point the only place these individuals were able to receive care. 

How we did that was our nursing staff developed positive and collaborative relationships with the clinic nurses. That helped people get in a little faster, have our phone calls returned a little bit better than we had been in the past. And we developed a consult request system where nobody would go over there hopefully without a consult request that showed all of their diagnoses we were aware of, the psych meds, and the reason why we were referring them over there. 

What worked in that model was the nursing staff rally enjoyed the collaboration. We were getting better feedback and we were really able to track the return visits so that we could really coach our consumers to get back over there and provide rides as needed and making sure that appointments weren’t missed. If they were missed it would take a long time to get back in. What didn’t work for us in that model was there was a long wait for appointments. Clients would often get to the hospital clinic and wander off to the coffee shop not receiving the service they were scheduled for. Often consult requests would get lost and not returned. And any labs or testing that was done during that visit we were still chasing. Another factor that wasn’t really working was there was frequent clinic staff turnover so we would have to get back to square one with developing relationships both on our side as well as on the client side. [0:22:23]
Our next iteration is on the next slide, Cheryl, back in the 90s again. What we did was we collaborated with outside primary care docs and worked out a way for them to provide services onsite here. And they were billing for those services on their own. Our nursing staff were assisting the primary care docs onsite and were able to really coordinate the follow up as needed. And we arranged to have the labs drawn onsite so those labs were returned directly to us. That’s what we did.
What was working was the documentation was readily available to us, which was a great thing and a big change; we weren’t chasing it. And we began entering all the medications into a central database and that made it a bit easier for both sides of the house to reconcile meds. Nursing staff were unable to attend to other duties while they were assessing the primary cares onsite so that became a frustration for us on the staffing side. And the other piece which was a huge component of this was consumers also needed care on off days, so we were still using the ER more than we wanted to on days when primary care was not onsite or available to us. 

After that in the 2000s, next slide Cheryl, we moved onto something a little bit different in 2002. We rebudgeted for a medical EPM to join our organizational staffing. What was different with this position was she did not become the primary provider of record. She provided sick care and assisted when consumers were falling through the cracks. 

Again we rebudgeted; we built a small examining room which was wonderful, and we included this position as part of the behavioral health team. So those were all nice things. It helped consumers utilize the ER less frequently and the position really served as a great liaison to the inpatient units, both medical and psych. If somebody was admitted we were able to do a better job in making sure that the psych side, that it was a medical piece and vice versa for the medical side. [0:24:37]
What didn’t work for us was specialty care referrals were nightmares still. And often consumers base became confused about who their treating clinician was. We also, for external testing and labs and other kinds of test, we were having a hard time tracking still and chasing results. So that brings us to the next slide, Cheryl, which was the model that we identified after the previous number of years of trying different things out. We thought the best model for CarePlus was to hire our own primary care site. And our primary cares staff right now provides just about all aspects of primary care that any one of us would receive going out to our own primary care provider. 

The care is bi-directional and is embedded in our Paramus location. We changed the name of our Paramus location from the Mid Bergen Center to the CarePlus Center For Primary and Behavioral Healthcare. So again the care’s embedded, primary care is provided within the mental health center, and mental healthcare is provided right within the primary care center.
We have an integrated multi-disciplinary team with a lot of wellness services that are a central component in that. And we’ll talk a little bit more about that. Referrals come in from all different areas. Any of the psychiatrists can just walk somebody right over; any therapist, mental health workers that are meeting with somebody that sounds like they really have some type of need medically or from a wellness perspective they can just do a hand or just warm off and walk somebody over and they’ll be scheduled in immediately. [0:26:26]
In New Jersey we had a little extra challenge in that we discovered that if we were going to be seeing people we needed a separate license and we had to renovate the area and build a primary care practice within the mental health center. And the way they envisioned it in the Department of Health and Human Services here in New Jersey was that we weren’t able to share hallways. So we ended up developing a separate waiting area and moving the exam room we had already built into another area and creating a space that met licensing requirements. So that slowed us down a bit especially as far as admissions went. 

We see that barrier as one that finally we’re able to have open dialogue with state officials. They’ve asked us and some other New Jersey providers through the New Jersey Association of Mental Health Agencies for a paper indicating what other structure would work so that other like organizations like us would not require a totally separate license. It would be blended under the mental health licensure. So that we’re really excited about after a couple of years of advocacy. Next slide.
Our transformation is ongoing. We’re seeing real nice signs of the transition happening. The hard work has really involved ourselves and our culture. The consumers are really pleased with the services provided in the integrated process. We at this point have a developed primary care practice. Integrating teams has been a slow practice but they do view themselves as all team members. We’ve blended the cultures. There were some issues in making that happen, taking away space from one area to build the separate clinic created some feelings and we all had to work through all those transitions together. A big piece of it is cross training staff. We all, behavioral health and primary care, speak different languages, so we really had to develop a form of communication and understanding what each discipline is thinking and how we can in a uniform way problem solve. [0:28:41]
We have blended treatment planning. Again that’s a slow process but for a higher level of care we have one treatment plan that incorporates the primary care and the behavioral health treatment process. And the last one, building enthusiasm over outcomes has really helped the bullets above here to move along a little bit more quickly. Once staff and other consumers saw that people were getting better, feeling good, smiling more, looking up from the floor, initiating conversations, buy-in really moved along much more quickly. Another piece of our transformation includes a client advisory board, which has been advising us since we move along. They meet monthly and give us some input into our processes. Next slide please.
This is a brief overview of some of our main team members. We have a nurse care manager liaison. She’s a key member of the team. She also has privileges to go into the hospital unit and see people that are inpatients so that she can carry information back and forth when somebody is in a psych unit or on a medical unit, and make sure that we’re all on the same page; that they’re not trying something different, something that we’ve already tried that didn’t work, and that none of the good care is being dropped if they’re on specifically psych or specifically medicine. [0:30:08]
Our advance practice nurse, again most important, these team members are incredibly enthusiastic and that really makes a huge difference. Our family nurse practitioner, Kitty, is very enthusiastic about wellness and is really able to over a period of time have conversations that move people into wanting to make change and wanting to get well and identify their own goals. Our primary care collaborating physician, again, has always been an advocate for mental health population, so she’s a perfect fit. She also can track inpatient admissions to a medical unit immediately through the computer and again provide input on a real-time basis to the admitting treating physicians there. She’s also sported as a pulmonologist, which is just fantastic because so many of these individuals have chronic pulmonary conditions.
Psychiatrists are heavily involved in the discussions and in the care. Very often the nurse practitioner will meet with the consumer in the psychiatrists office. If he’s seeing something that he thinks is more of a blood sugar issue or something else going on, they’ll meet together and prescribe for both sides in the joint meeting. The case managers get very heavily involved, again bringing the consumer in, sitting with them, learning what’s going on and helping integrate all that into a treatment plan. Peer counselors are key; I’m sure everybody has an idea of how wonderful that whole process works. And also for us the great experience has been a certified diabetes educator. Again a very enthusiastic, very bright, very involved individual who’s just willing to keep trying different things. And a nutritionist as well.
We have a dentist, a podiatrist and a pharmacy onsite. They are not employees; they rent the space and then they provide the care to our consumers. And again that helps just keep everything unified and we all know what’s going on. The onsite pharmacy is just invaluable, especially if we have questions getting directions or even what else might have been filled by somebody else that we might not have been aware of. If we could go to the next slide. [0:32:27]
Functional areas of integration, these are some of the points that we wanted to get to. In our model there is no wrong door or entrance and I’ll show you a little flow chart a little bit later on. Again anybody can walk in with a consumer, and it could be as simple as a consumer saying to their therapist I really need to exercise but I just can’t get out to. I don’t have the money for a gym; I don’t have time for it. Therapist will just walk the consumer down the hall and say why don’t you talk to one of these guys and before you know it they’re showing up to jump on a treadmill. 

We’re re-working our access center. This is a work in progress so that they have a primary care skill set for new admissions to come in through that centralized point. Again in services, we have one treatment plan for our higher levels of care, such as partial and residential services, and our goal, moving forward is to integrate all treatment plans, including the medical component utilizing our EMR platform. Next slide Cheryl. 

Funding, as far as funding goes, billing is part of our integrated project plan. We’re working on it; it’s a work in progress. A lot of learning with that one. Again, slowed down in New Jersey because of the need to get a separate license. Once we were able to get the licenses we were allowed to apply for paneling. Right now funding and staffing are continuous funded. 

Moving forward into a fee-for-service environment was going to require us to re-work our current system and really be sure that we’re maximizing all of our billing opportunities. And we’re very heavily advocating state level with Medicaid, HMOs, the two licensing divisions, and we’ve been part of recommending the model for the ACL coming into New Jersey with our hopes towards being involved with the behavioral health medical home model in the state of New Jersey. Next slide please. [0:34:32]
Again we’re very fortunate with governance. We have one Board of Directors and we have very strong project support from the Board of Directors. As a matter of fact, one of the Board members is a physician as well and he was our collaborator on our first iteration of bringing a nurse practitioner on board here prior to a full clinic being opened. So that’s been incredibly supportive and helpful and really allowed us to do everything we’ve been doing. Next slide.
As far as Best Practices, the treatment client meetings include behavioral health and primary care together. Wellness programming is a huge part of what we do here and it’s been brought into all of our programming and this is a piece that takes time to build. We developed all these great curriculum and found that the rooms are empty and you’ll see another slide as to where we’re at now. Just took a whole lot of enthusiasm and just talking to individuals over and over again and getting by. And that was also from the staff who were afraid that it might be too vigorous, people might have heart attacks, all that good stuff. It took a while for us on both levels to help that move along. 

As far as very complex cases, we have many, many of them from both the behavioral health side as well as the medical side. Most of our consumers have quite a number of diagnoses. You see that on the [inaudible] slide. We have a meeting once a week where we bring in all the medical staff for a brief touch base. And this is an opportunity if the team is getting anxious, which does occur because we’re providing all of the care. We’re responsible for everything. So that gets reviewed, the more anxious cases. There’s an opportunity weekly for this to be done and it is greatly utilized. Next slide. [0:36:30]
As far as data, we have purchased an EMR for primary care. We’re still doing the due diligence to replace our current behavioral health EMR. Our goal is that the systems are going to talk in real-time. And we are also working and spearheading health information exchange in New Jersey that will include behavioral health. We’ve got a number of meetings that occurred over the past year and a half on how we can ensure system-wide sharing of data and are contracting with a software company that will provide the functionality for that product. Next slide. 

This is a quick slide showing our workflow as it stands today. And again a client can present and get walked into absolutely anywhere in this process. I think the important part is that the behavioral health team is kind of all part of this ecosystem here. And again this does emphasize the importance as we see it for the RN case manager who really pulls off all of the pulling the pieces together and again very important all the wellness programming. Next slide.
As far as outcome goes, when we started this program, 39 percent of our population were diagnosed with hypertension. And at this point in time 92 percent of these individuals have blood pressure within normal range, which we’re really excited about. Forty-eight percent of these individuals were diagnosed as obese and at this juncture individuals have lost on an average of about 11 pounds. National average for weight loss in this population I understand is between six and nine pounds with intensive intervention, so we’re feeling really good about that. Next slide. [0:38:30]
Part of our outcomes here when we started the program, the goals for LDL, which is the bad cholesterol, is a LDL below 100. Prior to the program beginning only 22 percent of the population had - and again this is cholesterol, bad cholesterol - LDL below100. As of the most recent labs, 72 percent had hit that goal. And the intervention for LDL is adding a Statin medication. So we’ve been able to identify who was in bad shape as far a cholesterol levels going and they’re taking their Statins and we’re seeing the results that one would hope for with that intervention. Next slide.
Goals for HDL, which is the good cholesterol, you’d want to see an HDL of about 40. And again prior to the program, 67 percent of our individuals had not reached that goal. At this juncture we up to 73 percent and the intervention for elevating LDL is what they call TLC which is Therapeutic Lifestyle Changes. And that includes exercise and diet and we’ll see a little further down the road how we’re getting those components into our wellness programming and helping us see this change in the HDL levels. Next slide please. [0:40:00]
Triglycerides, this is a stickier one. Again diet and exercise is the way to get this down. The other piece of that Triglycerides is that it’s a trigger for us to watch for the development of metabolic syndrome. So we really want to work to get them less than 150. Right now we’re at 73 percent being less than 150, up from 60 percent and working very hard to continue to decrease those numbers. Next slide please. 

This is a quick look at some of our wellness programs. You can see that one of our most attended groups is our exercise group. When we started the program, we had put aside an area for a wellness room and in there was where the diabetes educator and the nutritionist met with consumers and ran groups and there was a scale in there and kinds of motivational wellness information. We found that nobody was in there when they weren’t scheduled for a group or meeting in there. 

Gradually we realized we needed to make it into a gym. So at this point in time there’s a full gym in there with multiple treadmills, exercise bike, the Wii, some weights, and stretching equipment, all kinds of stuff in there. And that—when you come in a 9:00 in the morning it’s actually a line at that door now. We’ve gone from one group a day; I think we’re up to four right now as of today and there’s somebody on every piece of equipment for every single group. And that’s how we’re seeing some weight reduction as well as with the nutritional intervention.
We’ve also found in the gym that it’s a great place to have the diabetes educator chat with somebody while they’re on the treadmill. And really you get much more open dialogue. And that’s even about their mental health issues, their substance abuse issues; we do have a substance abuse track in all of our programming. So we’ve really discovered that that’s just the perfect place for somebody that’s quiet, isolated, in a bit more denial for them to start opening up a little bit and talking about what’s really going on and what their fears are. [0:42:31]
Some individuals were frightened to start exercising. Many of us, myself included, haven’t been on a piece of exercise equipment in quite a number of years, or if at all. So the staff would kind of grab somebody in the hallway and say just give me two minutes. Just two minutes give it a try and then by the end of the month it can be worked up to 10 minutes. And some of those individuals are up to an hour twice a day on a piece of exercise equipment. A lot of enthusiasm in there; a lot of positive talk, joking. Very often they’re cranking up the music and having a good time as well.
We also found that the individuals that get involved in that part of it, you really start to see them feel better and really say thank you I never thought I could feel good again. I feel like myself, I have energy; I don’t want to sit in the corner with my hood over my head. People are staying awake in groups a bit more than ever in the past and it’s really just a pleasure to see that happening. Next slide.
This is just overall our last consumer satisfaction through the Mental Health Corporation of America and we were able to achieve number one in the category of agencies with five or more programs. And we were rated higher than MHCA National Database across all dimensions. So we feel like we’re doing something right and believe that the integrated care model is really helping consumers feel good about their care as well as more importantly better about themselves. And that’s it for me. Thank you, Cheryl. [0:44:21]
CHERYL HOLT: Thank you Kathy. And we do have a few questions for you too. And I’d like to go ahead and get those out right now and then we can address some of the others at the end of the broadcast. We have a question of who makes up your Advisory Board and how much decision making power do they have?
KATHY BIANCO: The Advisory Board, our Director of Residential and Partial Care asks for volunteers and we ask throughout the organization for volunteers. And it is chaired by our peer counselor. So they’re consumers. 

CHERYL HOLT: Great. And one more question here. We had several questions related to your wellness groups. And essentially the ones that you have that you are paying for those groups and if you are able to bill for any of them?
KATHY BIANCO: The consumers that are in those groups that are part of the partial care program right now it counts as a partial care group. So that is billed as such. We’re hoping with discussions with HMOs as they move into New Jersey for the Medicaid side, that there will be some discussion, further discussion I should say, about allowing more flexibility in that type of programming. I’m not sure if that answered the question.
CHERYL HOLT: Great. And one other quick question, someone wanted to know the name of the electronic medical record that you purchased for primary care.
KATHY BIANCO: We’re using Nextgen.
CHERYL HOLT: Okay. Thank you.
KATHY BIANCO: We look at quite a number of them and that product just seemed perfect for our needs. [0:46:11]
CHERYL HOLT: Great, well thank you very much. 

KATHY BIANCO: Thank you.
CHERYL HOLT: And next up we have Dr. Jen DeGroff. Jen.
DR. JENNIFER DEGROFF: Hi there, thank you so much. I’m representing AspenPointe, which is the community mental health center in Colorado Springs, Colorado, as well as our collaboration with Peak Vista Community Health Center, which is the local Federally Qualified Healthcare Center. Next slide please. 

So we have had a history with Peak Vista and AspenPointe, it used to be called Pikes Peak Mental Health, going back to 2001 when we first tried to integrate. And that first project we did a co-located model that was very partially integrated where we had one therapist onsite at the FQHC’s Women’s Health Center. We had that person there most days a week but it was more of a co-location model; we were really doing mostly mental health care. There was buy-in from both the staff person and at the leadership level, but over time I wrote that the buy-in waned over time but it’s really that the attention to the project waned over time, not that we weren’t interested in it. 

And some of the lessons we learned is that if you’re not paying attention to these models, you may over time - it may fall apart and that’s exactly what happened to our model. We didn’t have very much funding for this model. Medicaid was funded for some, no funding for non-Medicaid persons who were generally under, uninsured, and eventually the project fell apart after about a year and a half. Next slide.
So in 2006 we decided to try again. And the main drivers that brought us back together was the CEOs of both of our organizations. We’re looking at the futures of healthcare, both mental health and physical healthcare, and saw the writing on the wall that we all see much more clearly now that we are going to need to integrate our services to treat the whole person. [0:48:12]
So the vision that we came to back in 2006 was close collaboration in a partially integrated system where we hoped to do common scheduling, do treatment team meetings together. We knew we’d have some separate funding but we’d share some of the onsite expenses. We knew we were going to continue to have two different Boards for both our organizations, but we hoped to share some EBPs across systems. We were going to have separate data sets and we knew that we wanted to collaborate around individual cases. So we were very planful about what we were hoping to achieve. Next slide please.
So in 2006 we started with a therapist and then we added some psychiatrist time. This time, rather than positioning ourselves within Peak Vista’s Women’s Clinic, which was more of a specialty clinic, we put ourselves in their Family Health Center, which is primarily adults - some younger persons and older persons can be seen there but it’s primarily the adult population that is seen there. And this time we had buy-in from clinical administration, but we had increased commitment to the success of this program by our leadership.
And how we did that, we have regular corporate and management meetings. So our CEOs meet quarterly to discuss the project and we don’t miss those meetings. And then at the lower levels, the operational levels, we meet monthly. So we are committed to meeting and talking about challenges, strengths, things that are not going well, and we really have a clear-the-path attitude that we’re going to make this work. This project is not going to fail. We believe that this is where healthcare is going, so with our eyes sort of on that ball that we’re going to be successful with this and we’ll work through any challenges that arise. If you’ll go to the next slide, please.
So the current model is that we’ve moved beyond where we hoped to be, which is close collaboration and partially integrated, so we’re really partially integrated and bordering on fully integrated and we’ll look at that in a minute here. Currently, we have nine licensed behavioral health consultants from AspenPointe from the Community Mental Heath Center who work within the Federally Qualified Healthcare Center locations. 

The referrals are directly to the behavioral health consultant from the primary provider. So when the physician is in the room with a patient, there is a need, our BHCs all have cell phones and can be called in immediately to the appointment or their door is knocked on, but it’s an immediate type of referral. We staff our clinics similar to what the clinic is staffed. So if that clinic works 10-hour days, our BHCs would work 10-hour days. If it’s an 8-hour clinic, we work eight hours. Our goal is to be there when we’re needed. [0:51:03]
Since 2006 we’ve had 39,762 behavioral health visits and I didn’t count through this year yet. And you can see, so starting in 2006, we had three staff, then four, six, six, seven and now we’re at nine staff and our visits have gone up nicely each year to where we are seeing a lot of clients. And these are clients who probably wouldn’t have come into the community mental health center but they are coming to the Federally Qualified Healthcare Center. So we’re so happy that we’re able to outreach to these consumers who may not have an interest in specialty mental health, and hopefully we’re preventing others from needing specialty mental healthcare. If we could go to the next slide. 
So this is a copy of the Dougherty-Baird Continuum that I’m guessing many of you have seen. But I wanted to show this because our organization and our Federally Qualified Healthcare Center participated in the MHC Learning Community that was an integrated care learning community - this was about two years ago - and we used this chart to decide where we were at the time and where we wanted to get to. So we found this to be an excellent talking tool for what our goals were and where we were at the current time. So I’ve highlighted the areas where we currently are, where we view ourselves. 

So on access we have one reception area where the appointments are scheduled. All clients go in through the front door of the FQ in any of the eight buildings that we’re located in. Our services, there’s just one treatment plan, so every client that we see is opened only to the Federally Qualified Healthcare Center, not open to the community mental health center. So we’re doing all care through the FQHC’s electronic health record. Our funding, which I’ll talk about more in just a little bit because we’re not grant funded, is that we really do have integrated funding with our resources shared across different needs. And we’ve had to be creative with our funding because it’s difficult to fund this. [0:53:10]
Our governance, I’ve highlighted two areas because we do have two governing boards with collaboration between our CEO levels and our Executive Director levels. But we do have, we have had opportunities for our two boards to meet together and we have had one Board member who sits on both Boards. So it’s been very helpful that we’ve tried to get our Boards together in those areas. We do use EVPs, and for both of these care management and mental health EVPs. And our data is fully integrated in that we - like I said all of our data is in the FQHC’s record because these clients are not open to the community mental health center. Next slide please.
So the big question, of course, is how do we fund this since we don’t have a grant covering it? AspenPointe we pay for our staff so the nine behavioral health consultants, and then we have some psychiatry time built in right now. It’s fully covered by AspenPointe, and Peak Vista lets us use their building and we use their computers to look into our electronic health records so they cover those pieces. But how we fund it is that AspenPointe, we receive the Medicaid units for the services that we provide. 

So we here in Colorado are in a capitated Medicaid system. And so within the Peak Vista system our behavioral health consultants enter their bills into the Peak Vista record, as would any other Peak Vista employee. But then every month, Peak Vista sends us a file with all the mental health encounters that - they do not send those on to Medicaid they send them to us so that we can then adjudicate against our capitated Medicaid system. So their holding out all mental health encounters for us, they’re capturing and we then submit those to the state against our capitated system. [0:55:13]
Right now, Peak Vista’s not billing on the indigent, the Medicare or the third party due to some payor restrictions. So right now about 60 percent of our business is Medicaid and we are about at a break-even or sometimes a little bit higher than break-even. But this does not lose a lot of money even though as you can see we’re not billing for indigent, Medicare, third-party, which is about 40 percent of the business that we’re doing. [inaudible] to the next slide.
So what’s next for our model is that we’re really working right now on increasing our focus on health and behavior issues and expanding beyond just doing mental health work. We’re continuing to educate the physicians and the mid-level providers who work in these clinics that we really should be your go-to for chronic diseases, for behavior change, and not just when you see depression but when you see someone who’s smoking, someone who has asthma, someone who has heart disease. We want to impact behavior change across the whole body, not just on the mental health side.
We’re also working on an improved client transition back to Peak Vista, so there are times many clients are open to our community mental health center that we want to transition back to the Federally Qualified Healthcare Center, to Peak Vista, so that the clients can receive their ongoing care in the FQHC. And that’s been a difficult process for a variety of reasons. Some of it is that clients get sort of comfortable in the community mental health center and they don’t want to leave. And some of it has been that we haven’t provided as much data and have been as helpful as we could be to the FQHC. 

Another thing that we’re working on next for models, we’re really looking at tracking more data. That is a challenge when you have a non-funded program is that data doesn’t always become a priority although it would tell our story much better so we’re definitely looking at that in the months and year to come. Next slide please. [0:57:19]
So I wanted to talk about some lessons learned, both from our first failed attempt and what we continue to learn as we’re moving forward in our more successful second attempt. Next slide please. We definitely learned about access. When you’re running models like this you need to have a quick screening and assessment that happens right there. This can’t be something where a client has to come back to the clinic later; sometimes that involves more co-pays, it involves time, clients don’t always have resources for transportation. 

So it needs to be quick, it needs to have interventions on the same day. We do have some clients who come back for return appointments, maybe up to eight is our maximum number of return appointments that a client can have. But our goal is not to have a clinic where clients are coming say weekly to talk to a behavioral health consultant. Our goal is really that our behavioral health consultants are doing 15, 20-minute brief interventions so that they can move onto the next patient in the clinic. And your access has to involve the ability to refer to the higher level of care. So refer to specialty mental health when it’s needed rather than seeing those clients onsite. 

We definitely learned you have to have the staff to match the site and the project needs; that this is a unique person who wants to do this type of work. And you have to really look for both the skill and the temperament. We have [inaudible] physicians help interview our staff that’s going to come into their clinic. So even though they are a different organization, we want buy-in before the person comes onsite to be more successful. 

Your staff, we’ve found, have a tendency to turn back to their prior habits of care. So many therapists are trained as therapists which usually means a 50-minute hour and sitting in a room maybe with a couch and a lamp. And that’s not what this is about. This is about brief sessions that are based on intervention that day. But if you don’t watch your staff, there could be that tendency to turn back to what they learned in graduate school. [0:59:27]
We’ve also learned that your staff has to be eager to get out and connect. So they really have to sell themselves, both themselves as a person that the team wants to work with as well as the services and the value of the services that they have to offer. We tell our BHCs when they’re starting in a clinic to go hang out in a lunchroom, sit in wherever all the MAs are, sit there to really sort of get on every case as it comes in so people can see the value that you bring to the team. Next slide please.
We’ve found that you really have to have a well-defined service model so you want to be sure that leadership has decided what the service model is going to look like ahead of time, and that both sides of your house understands that, that the physical healthcare, the FQ, and yourself both know the model before you get started. Or else your staff can end up in a difficult spot where they’re trying to create a process that maybe wasn’t there. 

With funding, funding can trip or halt your process. There’s just not a lot of ways to fund this yet. You have to be open to looking for alternative sources of funding, whether there’s Federal State private grants, looking at if billing code shifts are happening, looking at how you can braid funding together for win-win types of funding, looking at how you can share staff instead of adding staff. But the bottom line that we’ve come to is that you really have to make a decision to invest in your future healthcare opportunities, even if there isn’t great funding today. And that’s what we’ve decided with this model. Next slide please.
In terms of your governance we’ve found it really important that both of our Boards had to be well educated on integrated care models as well as ongoing education about healthcare reform because that helps to give more buy-in to integrated care and helping them understand why this project doesn’t make a lot of money or maybe sometimes loses a little or gains a little but it’s important because this is where we’re headed. And your Board needs to understand that because they’re the ones looking and reviewing your financials. Additionally your Board often has strong ties and are influential in your community, perhaps to other healthcare partners to explore new opportunities. Perhaps you have Board members who are involved in government and can have some influence there. So this is in front of our Board quite frequently. [01:01:49]
We also, lessons learned, have been that each organization has its own bureaucracy. Each organization has to be willing to understand the other. So when the other organization says no to something, try to understand why is that a no or why are you asking this. We don’t often understand the other person’s specific requirement, just like they don’t understand our as a community mental health center. And something that we’ve had some challenges with is that everyone needs to determine who liaisons with who at the other organization. So within our system, our titles - my title is Director - didn’t necessarily match with the other title of Director and our VPs didn’t always match. Although our titles were the same, that was always the person that the other one should be going to to help solve problems. So we had to be really clear about who was the go-to in the other organization. Next slide please.
And then with leadership there has to be your CEO and C level buy-in and support for human resources, for finances, for space. Again your leadership has to understand and support the role of integrated healthcare. Your leadership also needs to understand that once the project begins, there may be a strong gravitational pull to move back towards your old way of practice. And by old ways of practice I mean that your therapists are doing more therapy, and your providers are trying to do all the work within that eight-minute session they have with a client on their physical healthcare. It’s natural to gravitate towards the old ways. 

So corporate leaders and managers need to meet and talk about this. They need to have this clear, this staff mentality, and we really want integrated healthcare to become the standard for our staff. This is what we do. We believe this is the best healthcare that we can provide and making sure that starts at your leadership and then filters down. And filters to your consumers as well. Next slide please. [01:03:48]
And the last piece that we’ve been working on has been within the corporate culture and then the culture between medical and psychiatric. So some basic things such as our calendars didn’t always match in terms of when our clinics were open. Or sometimes it didn’t always match with when - what hours we had staff working versus what hours the clinic was open. So we worked very hard that the staff that was employed by AspenPointe really follow the model of the clinic that they’re working within at the FQHC so that we are meeting the needs of FQHC; that it’s not always going to be standard work hours. 

We’ve had to educate staff on terminology. Therapists are not always trained in doctors speak or medical-speak and that’s something they have to learn about. We’ve had to teach our clinicians about the pace of medicine versus the pace of mental health practice. We feel busy at community mental health centers and we very much are, but the pace of a primary care office is a very different type of busy. And there’s not much tolerance if we start to get slow [in the midway] (ph). So how do you know, how short can your appointments be? How can you move out of that space so they can put the next client in the room? Those types of issues. 

We’ve had to really educate on the roles of a medical doctor versus a nurse practitioner versus what the therapist is going to do and make sure we all agree to what those roles are. And the last piece of culture is just really you want the team to believe that this model will have the best outcome on your patients or your clients. And last slide. And so I wanted to put my contact information here in case someone wanted to reach out. As folks are trying to figure out how to do this we’re more than happy to chat with you about our challenges or if you have further questions I’d be happy to speak with you. Thank you for listening. [01:05:45]
CHERYL HOLT: Thank you. Thank you very much. And now I’d like to move into the question and answer section. So what I would like for folks, if you haven’t already done so, to type in your question in the dialogue box on the right side of your screen. We do have a number of questions and we will get to as many of these as we can and we can hopefully make some of the others available, the answers to some of the others. And I’d like to start with some questions for you, Jen, since we haven’t had a chance to hear your responses yet for questions. 
DR. JENNIFER DEGROFF: Okay.
CHERYL HOLT: So folks were interested in knowing - for your services does behavioral health also include substance abuse treatments?
DR. JENNIFER DEGROFF: Not - we do, the folks who work at the FQHC most of them have their CAC, so there are some limited interventions. We just started an action expert project that we just started at the FQHC, but we usually refer out to more specialized substance abuse care.
CHERYL HOLT: Okay.
DR. JENNIFER DEGROFF: And by refer out I mean our own clinic just not the integrated clinic.
CHERYL HOLT: Right. Also there’s a question wondering for a definition of your braided or win-win funding that you mentioned.
DR. JENNIFER DEGROFF: So an example, I guess our expert project is a good example of a braided funding right now where the FQHC has got a - is part of a grant that will pay for some substance abuse intervention staffing, but the grant also pays for our behavioral health consultant to provide that care. So we both benefited from one grant, it was a braid together of our different parts of what we each specialize in. [01:07:46]
CHERYL HOLT: Okay, thank you. We have a question asking where you can find a summary of integrated care models and I’d like to direct you to our website. Center for Integrated Health Solutions is at www.integration.samhsa.gov and you can see that at the bottom of your screen. We’ll actually move on to this. Another question for Kathy.
KATHY BIANCO: Yes, okay.
CHERYL HOLT: There was a question wanting to know how the licensure work within New Jersey to allow integration of behavioral health and primary care.
KATHY BIANCO: Initially we were originally licensed as outpatient mental health and outpatient substance abuse. When we brought the project in, we had been counseled that we were okay with that. Subsequent to bringing the project in we were notified that we needed to become licensed for ambulatory primary care. So we had to put in an application for that and then we needed to submit architectural plans that met their requirements, Division of Health and Senior Services requirements for ambulatory primary care. [01:09:17]
Finally when we got all those approved, and we had many meetings. The Commissioner of Mental Health at that time brought in all of the licensing boards to meet with us and try and decide who needed to do what, were we licensed enough, did we need another license. And at the end of the day it was the Division of Health and Senior Services that needed its licenses, so we did go through with that licensing. 

However, another grantee in New Jersey and as we’ve been advocating for behavioral health homes, medical homes, I think it became apparent that some things needed to change. So we were able to have a meeting with the HSS and they’re looking for kind of an RSA or recommendations from us on how they would be able to add some standards to the behavioral health licensure that would address the primary care component within their system. 

So we’re going to be working on that next week and hopefully we’ll get some movement in that. We had a great meeting a couple of weeks ago with them where they’re really open now at this point. Things are changing so quickly, the structure needs to change with it. So that’s where things are at; we’re hopeful that we’ll be successful in eliminating the need for that extra license.
CHERYL HOLT: Thank you. We have several questions on inquiring about your case managers or health navigators and some of you are referring to them wondering about the education level as well as the client staff ratio. Can we hear from at least a couple of you on that? [01:11:07]
KATHY BIANCO: Right now for us the nurse care manager initiates a great deal of the follow-up. Now that initiation may just be pulling in the behavioral health case manager, developing a very clear understanding of what’s going on. And then between the two of them as a team following through on whatever the issue may be. We’ve discovered quite a number of events of, thank goodness early, cancer so we were able as a team to really find some specialty care really fast, get transportation set up, get follow-up set up, get all the supports in place and have all the right stuff happening. But very often it’s a collaborative effort initiated by the nurse care manager. That’s the way it works for us.
CHERYL HOLT: Okay, great. Karen, can you speak to that? Maybe we lost Karen. Jen, can you speak to your use of case or care manager?
DR. JENNIFER DEGROFF: We don’t use any case or care managers in our models where we’re in the FQHC because the FQHC has care managers that are employed by them. 
CHERYL HOLT: Okay, thank you.
DR. JENNIFER DEGROFF: I have heard some numbers thrown around at different meetings as far as what the ratio would be for a nurse care manager or a navigator. And it seems to be running between 200 to 150 consumers is what I’m hearing and again I’m sure it depends on the intensity of the comorbid conditions.
KATHY BIANCO: I agree. I think some folks maybe on ACT teams they have a team that are just looking after 20 or so. But you’re right it does depend on the severity and the [inaudible]. [01:13:20]
DR. JENNIFER DEGROFF: Right, if there’s a way to tier it. 

CHERYL HOLT: Another question. How do you deal with consent for services for behavioral health and primary care relating to consent for treatments, for release of information, et cetera, in order to remain HIPAA compliant in the confidentiality requirement?
KATHY BIANCO: We currently, in New Jersey, are using our current consent process. As far as discussing within our team, it is one organization, so we haven’t been using consents back and forth to speak to our own staff. That answer your question?
CHERYL HOLT: I guess that makes sense.
DR. JENNIFER DEGROFF: And this is Jen with AspenPointe. We have a formalized MOU and BAA in place with our FQHC that allows us to talk and interface seamlessly. And because everything that we do is within their records there isn’t any transfer of records anyway. We do a consent in terms of the consent for behavioral health services if the client returns for a second visit. So if the client comes in and we meet with them for eight minutes, it was a - we were talking about whether this was a thyroid versus depression with the primary care doc, we don’t do the full consent process. But if they come back a second time, that’s when we initiate that process.
CHERYL HOLT: Okay. We have a couple of questions related to same-day services. Do you have difficulty billing for services, two or more services that are provided on the same day? Anyone can answer. 

KATHY BIANCO: In New Jersey we can bill for behavioral health and primary care in the same day.
CHERYL HOLT: Okay.
DR. JENNIFER DEGROFF: In Colorado, since we’re only doing Medicaid right now, we can also bill the same day.
CHERYL HOLT: Okay, great. 

DR. JENNIFER DEGROFF: I believe one of the documents Kathy Reynolds (ph) has worked on shows state by state that question answered. So I can point you in some direction for that. [01:15:37]
CHERYL HOLT: Okay. 

DR. JENNIFER DEGROFF: That may be helpful.
CHERYL HOLT: Yes. Can you give some examples of payor restrictions that you’ve encountered? I think that was directed to Jen.
DR. JENNIFER DEGROFF: Well payor restrictions are that most of the codes that we use within for primary behavioral health care are not currently accepted by most payors. I have a little grid that I refer to often that tells me which payors pay for things such as 96151, 96152, 153, 154, and very few of them - and there are so many payor restrictions that’s why we don’t bill for some of the third party and again why we’re in Medicare and why we’re saying we believe so strongly that this is where the future is going we’re willing to take the risk now and lose out on revenue because we know where it’s going.
CHERYL HOLT: Thank you. Some other questions. Are there requirements about types of licenses for clinicians who provide services through FQHCs?
DR. JENNIFER DEGROFF: Can you say that one more time?
CHERYL HOLT: Yes. Are there requirements about types of licenses for the clinicians who provide services in the FQHCs or the community health centers?
DR. JENNIFER DEGROFF: Within Colorado they have to be licensed as an LPC, LMST licensed psychologist or a licensed clinical social worker. But they also then have to then be empanelled though the FQHC’s credentialing system and pass all those credentialing processes to work at the FQHC.
CHERYL HOLT: Thank you. We have a question about medications. Are behavioral health medications including long acting injections managed by the mental health nursing staff or by the medical side of the office? [01:17:43]
KATHY BIANCO: I can answer that for New Jersey. Right now we’re changing all of our RNs’ titles to integration RN instead of staff RN again to try to broaden those responsibilities. But right now it could happen in either place. And that’s an efficiency issue and a vacation coverage issue, et cetera, et cetera.
CHERYL HOLT: Thank you. We have time for just another question or two. We have gotten many, many questions so I appreciate everyone’s interest. There was a question related to outcomes. What is the suspense - I’m wondering about your strategies and methods for building enthusiasm about the outcomes that you have in your integration services. Kathy can you speak to that?
KATHY BIANCO: I think we have identified - our primary care team when they came on were incredibly enthusiastic. They faced many frustrations but they really just tried everything they could possibly think of to build enthusiasm. Every time they spoke to a consumer it was with a smile on their face and would try something different. A lot of the processes that they included in their discussions included things such as if somebody was really smoking and coughing non stop and getting close to needing oxygen, they would put the pulse socks on their finger while they were sitting there chatting and get a reading. And then she’d see them walking down the hall and put it back on and see that the oxygen level had dropped significantly for that person. And then they’d just have a conversation in the hallway multiple times and eventually get buy-in that okay I need to do something different to make myself healthier. [01:19:53]
They would chat it up in staff meetings. They call it friendly stalking, where they would just go out and see somebody smoking and not say okay quit smoking, but you know when you’re done with that cigarette why don’t you come in and give me two minutes on the treadmill. And it really took a while to build it. And there was some frustration but I would say it was probably a good six months before we started to see things turning around and going from having empty wellness groups to having regular attendance. And the gym eventually just turned around beautifully. And again it was just the friendly stalking; please just give me two minutes. 
They did some other things as well, such as opening the gym early in the morning for people that were shy or that much more uncomfortable trying something so very new. So they would do it when no one would see them, so they wouldn’t be embarrassed. And eventually those people are on primetime right now in the exercise room. So it’s just all different ways to get the enthusiasm going. And then when staff would see that stuff happening, the enthusiasm spread. [01:21:03]
CHERYL HOLT: Yes, those are great ideas. Sounds like you’ve got some great services there. We’ve got time for one more question and that’s directed to AspenPointe, to Jen. Can you please describe a bit more about what your behavioral health staff would do if he or she meets a patient for the first time at Peak Vista?
DR. JENNIFER DEGROFF: Okay, so the behavioral health consultant gets told that there’s a patient that they need to see whether it’s because someone knocked on their door or their cell phone rang. And they usually go in with the doctor or that mid-level provider, to talk with the patient and explain what their role is here. Their role is as support to the medical team and it’s a support to help the client improve their behavior and/or the mental health outcomes depending on what issue we’re working on. 

Usually this physician or mid-level provider would then leave the room and our behavioral health consultant would be in there for approximately 10 minutes to either hopefully provide a brief intervention at that time whether it be helping someone set a sleep schedule, teaching them a breathing technique, teaching them a spot stopping technique, some type of behavioral modification tool very quickly, and then determine if they need to come back again, or if the two can just connect the next time they’re in to see the doctor again. 

If it looks like it’s going to be maybe the patient started crying and the doctor needed to move on, and so that’s kind of why the behavioral health consultant got pulled in, our behavioral health consultants do have offices that are just embedded within the clinic and they can bring the patient back to their office and spend maybe up to 30 minutes with the patient at that point in time. And in that case they may be doing similar strategies or they may be doing what would sound a little more like therapy. But they’re very clear from the beginning that this is not - we’re not set to be your long-term therapist. This is for interventions now and to help with your physical and mental health care.
CHERYL HOLT: Thank you. And thank you to all of our presenters. I appreciate so much all of your input and your expertise. We did have some technical difficulties with Karen. She didn’t leave us but she just wasn’t able to respond to any more questions. So I just wanted to remind everyone that if you do have additional questions, then you can e-mail me, and again someone had asked for my name to be repeated. I’m Cheryl Holt, and my e-mail is cheryh@onenationalcouncil.org. 

We have lots of information on healthcare integration, as I said before some information about the various models. If you’re interested we also have an e-newsletter that comes out monthly that addresses various integration issues. That’s called E-Solutions. We have a listserv that you can sign up for where we can share a lot of information related to integration as well. All of those you can find at our website and you see the address is on the screen, www.integration.samhsa.gov. And I want to thank all of you for participating and look forward to having you listen in on future webinars. This concludes today’s webinar. Thank you. [01:24:29]
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