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BEGIN TRANSCRIPT:
LAURA GALBREATH: …Ary Care: Lessons Learned from Health Centers." My name is Laura Galbreath, and I will serve as the Moderator for today's webinar. [Pauses] Just a little bit about the Center for Integrated Health Solutions, if you're not already familiar with us, we are a national training and technical assistance center dedicated to supporting the bidirectional integration of primary and behavioral healthcare, and that really does mean both sides of integration – behavioral health into primary care as well as important primary care services embedded in the behavioral health setting. So thank you for joining us today for the Center for Integrated Health Solutions. We also want to thank our partner for today's webinar – the National Association of Community Health Centers, representing America's voice for community healthcare. Our partner in today's webinar is focused on the behavioral health learning community that the Center supported over this past year. [00:00:57]
What we'll be talking about today is we'll be getting some highlights of the learning community, so you can hear a little bit about what was achieved from the program. You'll hear from two health center participants, and then we'll have a question-and-answer and a discussion period so you can ask questions of any of our presenters to learn more about how they went about the process of integrating behavioral health into their primary care settings. A couple of housekeeping remarks before I turn it over to our presenters – just remember that today's webinar is being recorded, and that all of our participants are in a listen-only mode. You will be able to follow the call-in information on the webinar, on the right-hand side of the screen. At any time during the webinar, you can type in and submit your questions, and we'll get to those as soon as we can during the Q-and-A session and as time allows. And, again, I just want to remind you that today's webinar slides are available right now on the CIH's website. If you'd like to go to the website and pull those down and print those so that you could take notes, then that is an option that you can access. [00:02:04]
And so, with that, here is who we have today on the webinar. I've already introduced myself and Moderator. I'm going to introduce Roger Chaufournier, who is the principal at CSI Solutions and one of the lead faculty working with the National Association of Community Health Centers on this behavioral health learning community. So, Roger, I'm going to go ahead and turn it over to you to introduce our teams and get us started today. 
ROGER CHAUFOURNIER: Great. Well, thank you so much, Laura. I am joined today by my colleague Laurel Simmons as well as Kathy McNamara from the National Association of Community Health Centers, and also with two community health centers on both sides of the United States, from Manet Community Health Center, Denise Mulcahy, who is the PCMH Project Manager, and Cynthia Sierra, who is Senior Director of Public Policy. In addition, I have at Tillamook over on the other Coast, in Oregon, Marlene Putman, who is the Administrator of the Tillamook County Health and Human Services, and Barbara Weathersby, who is a licensed social worker and a behavioral health provider. We are also joined by [Sherry Levitt, who – Lobocktu] (ph) is their patient representative. Next slide, please – [00:03:16]
So we'll be quickly talking about the context for this overall initiative. When we talk about behavioral health integration, there are certain design elements that we keep in mind, that would include: universal screening, degree of self-management support, and including the potential for brief interventions by behaviorists, the treatments that have identified that condition, that treatment by the care team, and then the appropriate referral necessary to psychologists or psychiatrists. So these are design elements, a part of the integration that we've been seeking. Next slide, please – [00:03:51]
As most of you know on the call, there is a spectrum of integration models. Part of this effort was to explore different models and see what models would fit best with local circumstances. So one of the end of spectrum are pure referral relationships, either informally or formal relationships, and at the other end of the spectrum is a fully integrated, multidisciplinary care team truly serving as a healthcare home for the population for behavioral health, other (ph) health, and other comorbidities, and co-services are integrated into a multidisciplinary care team environment. Next slide, please – 
So the effort that we are talking about today is a learning community that was launched in support by the National Council as well as National Association of Community Health Centers, as well as SAMHSA, all working to explore what opportunities there are to accelerate integration within the federally qualified health center community environment. An audience of 11 health centers were recruited, and a curriculum was put together in a very rapid timeframe, that involved an initial face-to-face meeting and then a series of virtual webcasts and support, offline coaching, and helping the individual organizations with their efforts. You will hear from two of those centers today. Next slide, please – [00:05:12]
So through this journey, there were a series of participants. You'll see at the bottom half of the screen that they represented very diverse parts of the Country from Georgia to Montana, Indiana, Missouri, Michigan, Oregon, and Massachusetts, and so very diverse practice settings, both rural and urban; very different sizes of health center complexity; and very diverse populations. Next slide, please – 
The meat of the work centered on several core areas of focus to explore the underlying integration opportunity. One of the key issues that every organization faces is the underlying business case – how do we pay for these services. [00:06:02]
So often, this is held out as a problem that is preventing integration, preventing the ability to offer these services, so we wanted to explore where there are opportunities for a business case. So we know, on the business case side, there are costs of services that include the costs of screening, the cost of the actual intervention, but there is also costs for transition that include training, any time that staff are working on the initiative, and that needs to be built into the model. But there is also – those costs are, hopefully, offset by some degree of reimbursement. And, in some cases, there may be very little reimbursement, but one of the hidden aspects of the business case or the productivity gains for serving - addressing behavioral health issues in the primary care model. As we talk to our federally qualified health centers, we see an increasing number of the patient population as a comorbidity of depression, anxiety disorder, or behavioral health conditions, and that – those disorders often are taking up the bulk of the time in the clinical offices. Next slide, please – [00:07:06]
So when you look at day-to-day productivity in primary care, a lot of the productivity is hindered by having to address some of the behavioral health issues without the adequate resources, training, and support to do that. So we have the different centers participate in walking through a model. This tool will be available, and we'll [speak to that] (ph) a little bit later in the call, but an ability to customize a model to the local state reimbursement, so, again, the local salary and cost levels. In the top right-hand corner, you see estimates on looking at what could be done to actually save time. So we had the centers do time-and-motion studies where they actually went in and looked at their visits and made some estimates of how much time - when the time went over a standard 15-minute visit, how much of that time was taken up with behavioral health issues, and what opportunity costs did that represent. [00:08:00]
And by saving that time, that would then translate into potential new slots and potential new revenue for the center. So, with this tool, most of the centers came in assuming there was often not a business case or there was very poor reimbursement, and when they factored in the existing reimbursement, the productivity settings (ph), they often discovered that there were – actually was a business case. Next slide, please – 
A second body of work was something that we focused on as part of, how do you build will across your organization. How do you get the medical component to want to integrate the behavioral health services? How do you get leadership brought in, the board, other stakeholders in the organization? And, often, these discussions are very abstract. So the next slides we borrowed from, actually, some work that had been done in the Hawaii Beacon community to take a – challenge each of the organizations to take a very complex patient that they have, who represent a high-cost, someone who is in the ER frequently, has many comorbidities including behavioral health, and follow that patient for a 90-day period to create an ideal pathway for what support and services does that individual need, and document the business case, and then use that information to educate your stakeholders. Next slide, please – [00:09:16]
And so we see that, from that, this is an example again. This is from the Bay Clinic in Hawaii, so shout out to the FQHC in that environment. They had a 69 year-old male who was – you see multiple chronic diseases that included renal failure, heart failure, hypertension, and you see polysubstance abuse as well as undetermined psychiatric issues. Next slide, please – 
So they followed this patient, diligently working with their expanded medical neighborhood, and began to look at what were some of the interventions that needed to be made, and then began to systematically address those issues. Next slide, please – [00:09:56]
Through that process, they discovered there were a lot of challenges. You see from just mapping who in the care team and the expanded medical neighborhood that need to be involved in the care, it starts to get quite complicated, and needing to really map that as part of an integrated team. Next slide, please – 
So each of our 11 centers were challenged to do this exercise and then use the information to be able to build will within the organization help explain why do we need to make these changes, what is the benefit for the organization and our patients, and how can we move forward. So this is an example of some of the work that had been done with this [particular patient] (ph). Next slide, please – and you'll hear a [valid story] (ph) from our colleagues in a second. Each of the groups were challenged to step back and to better understand who do they measure integration and how do they measure progress in terms of improving the health of their population. So we were able to aggregate the prevailing measures used in the industry, provide them with some better information, and work on the type of dashboards that they would want to see, that offer balanced measures to understand the integration of behavioral health working with their population. So each team chose a set of measures to assess their own progress and to use part of their long-term dashboard. Next slide, please – [00:11:14]
So with those measures are some examples of some of the standard measures that should be familiar to many of those on the phone, everything from patient satisfaction scores to [PHQ economic] (ph) scores, and even looking at things like the warm hand-offs and to what degree are we able to achieve those warm hand-offs between our primary care team and our behavioral health support team that is part of our integrated model. Next slide, please – 
So, as we look at how these teams progressed, we see that there was a behavioral health integration assessment tool that we asked them to self-assess at their baseline and then downstream, at the end of the initiative. They completed, as you see, those two surveys – one in December and then in May – so this project transpired over a six- to seven-month period. [00:12:07]
We had - most of the participants were able to resolve their model of integration and have been able to make headway in at least two or more of the key elements of the integration of that screening or the types of relationships they'd set up, and most were able to achieve clarity on the business case and really understand the micro- and macroeconomics of behavioral health integration in their organization. Next slide, please – 
So we'll see from voices from the field that they – this is very hard work. Integration is slow. Sometimes, it is starting off with a very base resource and evolving. Buy-in is something that does take some time, and, again, having that type of dolly case can help to facilitate that buy-in. But once through this transition and integration, the feedback from the care teams and the medical providers, and the behavioral health team is that life is so much easier having been able to move into the integration and really having a major impact on their work flows, on the impact on their patients, and on the quality of work life for all of those involved. Next slide, please – [00:13:14]
So as we look to what are some of the key lessons, clearly, one size does not fit all. Every organization has a local context, a local history, relationships in the environment, a local staffing pattern, so it is really developing and understanding of the different model of possibilities and then iteratively moving towards a particular model. A positive business case for integration is an important exercise to understand and to look at the total cost of quality; not just the revenue streams, but what is the impact on productivity and the overall well-being of the population, especially for those moving into an accountable care organization environment, where there is reimbursement on a global basis, behavioral health being such an important part of the overall health status of the patients. [00:14:07]
It is going to require these investments in integration to be able to function in these new environments. And that – we find that a rapidly – that page-change (ph) initiative can support an acceleration of integration by giving people focused areas to address. By providing them with the necessary information, they can move forward very quickly in taking charge of the integration model and execute across the board. And you'll hear from a couple of our colleagues in a second. Next slide, please – 
So you'll find that there is a series of tools and resources that have come out of this initiative. There is a webinar series of archived webcasts which is behavioral health same (ph) integration assessment tool that was developed to – for the organizations to gauge their progress. There is a business case monograph as well as a business case worksheet that are available to use and adapt in a local environment. Next slide, please – [00:15:05]
LAURA GALBREATH: And, Roger, I'm going to jump in there real quick and just mention that these new tools and resources – we do have the link available at the end of the webinar, so you'll have that up on your screen. We will also make sure that the link is included in the e-mail that goes out following the webinar, to all of the participants so that you have quick and easy access to these materials that came out of this learning community. Thank you. 
ROGER CHAUFOURNIER: Great. So we're going to now hear from our colleagues. First, we'll hear from our colleagues at Manet Community Health Center up in Quincy, Massachusetts, and Denise Mulcahy and Cynthia Sierra will take the lead on that. And then, shortly following, we'll have Marlene Putman, Barbara Weathersby, and Sherry from Tillamook in Oregon. And then we'll open it up for dialogue. So, with that, let me turn it over to Denise and Cynthia. [00:16:00]
CYNTHIA SIERRA: Good afternoon. This is Cynthia Sierra, and I'm joined with my colleague Denise Mulcahy. And greetings from Massachusetts and, specifically, we're reaching you today from Quincy, Massachusetts, the City of Presidents. And, first, we'd like to acknowledge the learning community and this opportunity; it was a pleasure. And thanks to SAMHSA, and HRSA, and NASH that made it possible for us. Just a quick overview on Manet and what makes us Manet. We're a proud FQHC that will soon be celebrating 35 years of uninterrupted access for the community. And you see on that map that we presently have five locations, so we do have a decentralized model. Four of those locations are within the City of Quincy, and you can see we're surrounded by the beautiful Atlantic Ocean, and then another location at in Hull, Massachusetts, which is a somewhat isolated seaside peninsula here in Massachusetts, on the south shore. [00:17:04]
We draw patients from just about 45 different communities in this region called the South Shore of Massachusetts. And, annually, we care for about 15,000 patients, and we provide close to 55,000 visits. Next slide, please – 
This is really important and a hallmark for us in terms of our plan going forward, and also our dedication and intention for the integration of behavioral health. We had a wonderful event happen here at Manet in April – late April of 2012. Manet submitted an application – and Affordable Care Act application in the family of Capital Development for Health Centers, and we were awarded a building capacity grant from HRSA. And, here, you see our North Quincy Health Center, the existing health center on the left, and our proposed health center on the right. [00:18:05]
And we've received these dollars to alter and renovate this particular facility, which is magnificent in that it is sort of a multicultural, multilingual hub for us, and we have more of our providers and our services at this particular location, which is easy access to Boston public transportation here, as well. And if you could advance the next slide, please – 
You'll see here our proposed first floor schematic. So this is our design of our renovation project that will begin this October, so just next month. And we will continue to operate and offer a full array of services as we alter and renovate this building for our patients, to allow for a vision center and pharmacy. [00:18:59]
But what is really important to see here on this floor plan is the commitment of the Organization, our providers, our staff, and our governors, if you will, to integrate behavioral health right into our primary care spaces. So call it consult rooms or counseling rooms, clinical pause (ph) will have the spaces for the first time here at Manet Community Health Center for the integration of behavioral health in a very consumer-friendly way, if you will. Next slide?
DENISE MULCAHY: So – this is Denise Mulcahy. It is a pleasure to be with you this afternoon. I am the Director of our patient-centered medical home initiative. So Manet is starting to lay the groundwork for our be - [speaker is cut off at 00:19:56] [speaker resumes speaking at 00:20:05] behavioral health integration, and Cynthia will [audio gap at 00:20:08] as mentioned at the beginning with the expansion of our facilities. [00:20:14]
But, also, clinically, we have been working to lay the cornerstone of our integration by doing some very basic things in our – with our patient population. The first thing we tried to improve was our universal screening for substance abuse. And we recognize that we did a really great job of screening our patients for alcohol abuse in our – our medical assistants were very comfortable asking questions about alcohol, but we had to do some training around asking questions about drug use and history, and we've actually improved our screening rates post this training for our clinical staff. [00:21:11]
We've incorporated the CAGE Screening Tool into our EMR so that we can – we can follow up with - -from the basic screening alcohol question and drill down for patients, and try to do some counseling work here in the primary care setting with the providers. We also know that we have increased drug use in the community, and it was very important to make sure that we screen for all substance abuse and not just alcohol. So that was our first effort. Next, we implemented universal screening for depression. We've, in the past, had, for many years, actually, been doing our depression screening for our diabetes patients, and have expanded that with our patient-centered medical home to patients with chronic disease. [00:22:07]
But as we were working with our partners here in the learning community, we really felt that we needed to be screening all our patients for depression, and so we – I can't give you numbers because we have a new EHR – athena – and we are developing a method to actually track our screening rates, but about 70 percent of our diabetes patients and chronic disease patients are screened for depression with – using the PHQ. And our medical assistants do the PHQ-2 screen. They reflex (ph) to the PHQ-9 if the PHQ-2 is positive, and then our providers score and follow up on any positive tests. [00:23:02]
We've done some motivational interview trainings in the past, and it has been a challenge. It has been a challenge for us to [pauses] really keep this going because of staff turnover. But we have – we are committed to making sure that our clinical staff are able to interview patients using this motivational approach, and we do a train-the-trainer periodically. And we had an intensive motivational interviewing session in the behavioral health learning community, which we were then able to go out and – it was especially important to us to train our [team managers] (ph). Next slide, please – [00:24:00]
So Manet participates in the Massachusetts patient-centered medical home. We have a very creative, I think, patient-centered medical home team, and we've been able to move forward in implementing many of the standards. And we are also participating in the CMS Advanced Primary Care Practice Demonstration Project. [Pauses] On the patient-centered medical home, a couple of extra things I'd like to say are that we've added depression as our third condition for patient-centered medical home. You need two chronic conditions, but you must be – you must choose a behavioral health condition, and so we've added depression as that. And we've also been able to shore up our Care Management Department, which I'll talk about on the dolly story in the next slide. Next slide, please – [00:24:59]
OK, so our dolly case – this came from one of our care managers at our North Quincy site. And Deb was a 56 year-old female. She has intellectual disabilities. She has very high IDU's, multiple comorbidities, very un – her diabetes was uncontrolled, polypharmacy. She had a very high level of non-adherence. She didn't want to take her meds. When she did come in for visits, she refused to follow through with treatment. She really was very, very difficult to work with. She does have some psychiatric barriers. She is under the guidance of mental health professionals. But she is her own guardian. She lives in a group home. And she is really difficult. If she is having a bad day, she will just hang up on the care manager and not answer the phone. She has changed providers several times. She dismisses providers, [pauses] sometimes weekly. She is a very high utilizer, and she is very prone to not keeping appointments. Next slide, please – [00:26:20]
So our goal here was to do some relationship building with Deb, not only between ourselves and Deb but between ourselves and the other healthcare partners that were involved in her care. So we had goals to improve her outcomes. We do some ER visits and improve her medication compliance. And the care manager really worked to improve care coordination between her providers and – her endocrinologist, her behavioral health providers, and the group home staff. [00:27:04]
We have a program in Massachusetts – the NASH Behavioral Health Partnership – that would offer the patient some extra case management services, and so we really try to look towards utilizing resources that were already available in the community, and try to coordinate them for this patient. And our care manager really had a lot of success. She – patient has been keeping her appointments. She – the – our care manager has created a relationship with the group home staff and so was able to communicate with them regularly. She set up the VNA to go in to help her with her insulin therapy. She has worked with social and mental health for better guidance on services. [00:28:02]
And she is – she [pauses] really, amazingly has had no ER visits since October. And a little update – we still keep her on a high-risk registry. She has a care plan in place, but we're constantly working and amending it. And one thing about this process, too, is that it really improved provider buy-in to uphold (ph) patient-centered medical home project, and it has really brought a whole community into the team process in care planning for this patient. Next slide – and I'll pass the ball to Cynthia. 
CYNTHIA SIERRA: Thank you, Denise. Partnership – Manet is in an area where there are so many wonderful, wonderful partnerships that exist, and so it feels natural and comfortable for us to pursue behavioral health integration in the spirit. [00:29:01]
And just one example is what the community has done, the commonwealth has done around substance abuse. And I wanted to shine a light on the hard work that is being done with the Opioid Overdose Prevention and Reversal Program that has brought so many providers together, and – specifically because the high rates of opioid overdose and fatality in Massachusetts, but specifically here where we practice in Quincy, between three communities at Quincy and two other borderings, there were 99 overdose fatalities in a one-year period alone, so it calls for quite a response across the state but within our local public health departments, as well, and specifically within our State Health Department, the Bureau of Substance Abuse Services, and the Office of HIV-AIDS, where Manet, as an FQAC, has several contracts to do the work. Next slide – [00:30:01]
And, to that end, we join together as a community around prevention efforts but also in a lock-zoned (ph) Narcan Opioid Reversal Program that, in Massachusetts - we just celebrated this Monday at the State House in Boston – has save 2,000 lives, 188 of them alone plus in the City of Quincy. And we're sharing this today because it really just speaks to the fabric of this community and why Manet would seek partnerships in terms of the integration of behavioral health versus, if you will, going it alone. And, as an example, last evening, there was a vigil that was held and brought together all sorts of providers – Social Service, behavioral health, and primary care – from across the community, led by an organization here in Quincy that is – they're fabulous. And one of their real helps (ph) is particularly around substance abuse-based community services. So we wanted to share that just so you'd get the significance and the level of the working in heartfelt partnerships in Quincy. Next slide, please – [00:31:06]
And so I think, for us, what is really important to share that, again, within our service area in terms of reinventing the wheel, frankly, we have many highly qualified large, mid-, and small-sized behavioral health providers – frankly, too many to mention – but two of the largest among us right here in the City of Quincy are South Shore Mental Health that Denise referenced and Bay State Community Services. And what is important for us is to bring together our leadership teams, if you will – clinical and executive, and management – and finding alignment and fit and, particularly, shared values and an emphasis on a shared mission, and we're finding that. We're finding that, and that feels really important for us. And, as a matter of fact, these programs of integration have been culled (ph) here at Manet before, but we know that we need to do it in a way that is going to sustain permanency and better outcomes over time for our patients. [00:32:01]
But as an example, South Shore Mental Health, one of the larger community-based mental health providers, did embed navigators, and it was a wonderful pilot project opportunity. And they were here in our site, and our providers felt supported; our patients, of course, got better, and the connections were made that they needed; and mental health and substance abuse were addressed within the context of that primary care diagnosis. So that was a very successful albeit short stint in time pre-Chapter 58 Healthcare Reform I in Massachusetts. So we're very much looking to the talents that are already here within our existing service area communities to provide us with a fully integrated embedded model within our spaces, and that is really what we wanted to be able to share with you today. Next slide, please – [00:32:56]
ROGER CHAUFOURNIER: Thank you so much, Denise and Cynthia. And we'll look forward to seeing if there are any questions at the tail-end. Let's now move onto to Marlene, Barbara, and Sherry (ph), and turn it over to our colleagues from Tillamook. 

MARLENE PUTMAN: Hello, thank you. This is Marlene Putman. I'm the Administrator for the Health and Human Services Department for Tillamook County. And the County runs our federally qualified health center which we call Tillamook Family Health Centers. With me is Barb Weathersby and she is our behavioral health provider for our integrated project. So a little bit about Tillamook really quick – Tillamook County is a small, rural community. We're on the central Oregon coast. We have about 25,000 people, and we have an economic base that is a little different, probably, than what Matt was talking about: agriculture, timber, fisheries. We have - about 88 percent of our population is Caucasian within a mixture of others in there for the other percentages. We have fairly high poverty levels with the children in our schools eligible for what is called "free and reduced lunch" being between 60 and 78 percent of children. [00:34:05]
So this next slide shows a picture of the two partners that are participating in our integr – [speaker is cut off at 00:34:11] [speaker resumes speaking at 00:34:52] good (ph) qualified health center. We serve between 6,000 and 7,000 patients, and our encounters are about three visits a year per patient, or 18,000 or so depending upon what services we're providing, or – and the numbers we're providing services to. [00:35:11]
So our patient mix between these two entities is very most served – 38 percent about uninsured folks, and 27 percent Medicaid, and 19 percent insured, and 16 percent Medicare. So that gives you a little bit of a context of what we're working in with our community. We've been functioning for 25 years as a family health center. So next slide, please – 
My part of this presentation, before I introduce its part, is to kind of talk about more what the journey has been like. I'm going to stay on this slide for a while. The focus of it is to let you know our process, which has been about a 16- to 18-month process. [00:35:59]
As you'll see from the arrows, integration has increased over time, and the time spent has increased in our process. We anticipate, as we've been working on this now going on two years in the next several months, that, over the years three and five, we'll have more focus, less time needed on all the integration efforts, and more time will be spent on actual implementation and service delivery. So, first of all, how did we get started? How we got started was building on and identifying those existing partnerships. We work with a number of private mental health providers, but our primary partner is Tillamook Family Counseling Center, the Medicaid provider for services. So we began after identifying that we needed to build on that relationship of could we do more around co-locations, both experience how things work and test it out. Our focus there was what works, what doesn't work, what is it that we're trying to accomplish. [00:37:02]
So Tillamook Family Counseling Center provided staff on-site co-located for two days a week, in our primary care clinic, working with our care teams but mainly providing what you would consider traditional mental health services. So we tested that out. We got information from both clients - around what were they happy with, what did they benefit from, where could they use additional support – and we also talked with staff from both agencies – so what is working for them, what doesn't work, what kinds of things would we need to do to provide both a better patient experience, better outcomes, and, if you will, from Roger's example, kind of build that business case ourselves. [Audio gap at 00:37:46] Conversations with our staff from both teams, we determined – and with our clients – that we can do things differently and we should do things differently, better for our staff, clients in improving our results. [00:38:01]
So it was kind of an assessment-testing phase and building our relationship with an existing partner. So, in that process of placing and testing, was between four to six months. So the next part about how we got started was what is really the process once we've decided that we need to do these things differently. First was you need to make sure we continue to get fast input that we wanted, that we needed. That is the only way we're going to get by and that is the only way we're going to create change. The second thing we identified as kind of a guiding principle under our process is we have to really break this up into manageable tasks or chunks of process, if you will. So we broke those up into about three months' chunks of information, and we shared that information regularly with staff. So those were kind of our guiding principles to start. [00:38:57]
Step one – research the model. We needed to educate and inform ourselves and focus our efforts on what model was going to work best with our client population, and to support our staff. Step two – conduct site visits. So we went to different locations that had models that looked like that would work and adapt in our community, and went with staff from each agency. Third step – we needed to seek out expertise and training, and that was, in part, where the Behavioral Health Learning Community Project became, really, an opportunity for us. We participated in that project and that helped us to set some of our targets of where we wanted to move with our integrated efforts. We focused on buy-in, the type of staff we need, training, and billing processes. So Step Four was engaging staff and doing our joint staff meetings to select a model for our integration efforts. [00:40:00]
I'm keeping this really short. This is adapted from a one-hour presentation, so sorry about that. Step five – we needed to really select a model. The model that we selected, again, with our joint staff input, was a behavioral health sense of brief strategic intervention with a full-time, on-site behavioral health specialist, consultant, provider, whatever you want to call it. The last step was really looking at and gathering, as we were doing site visits, policy, procedure, and developing a method for work flow. So the last part of our effort in the time spent in integration efforts is partnerships and funding. The first portion about partnership – and it was really an opportunity to continue to build partnership and buy-in, is: how are we going to get this staff person onboard, what is it going to look like, and how are they going to work in a clinic. [00:41:01]
So this process took us about a four-month timeframe, and I'm going to hit some bulleted points that we covered, which includes recruiting and hiring the staff person that we wanted. We decided that we were going to have the person, again, placed in the primary care facility, but they were going to be employed by the behavioral health agency that would provide supervision and be accessible on a day-to-day basis along with clinic staff that would be available for the same purpose. We work together to develop the job description and interviewed together, and the candidate met staff from both organizations and visited both facilities. The second thing that we did was we developed the detailed partnership agreements. We have examples of those. If you would like copies of those, we can make them available. We looked at our EMR systems - we have two different systems – and decided which were we going to use, or were we going to use both. Right now, we're using the billing model and the EMR through the primary care clinic and staff being trained the one for mental health services. [00:42:05]
We developed a training schedule. We defined our space and role for the staff. We talked about how we're going to implement practice integration and warm hand-offs. And we scheduled regular meetings between the agencies, that we adhere to pretty strictly. The last thing was to make sure that we shared stories on a regular basis with staff. So with funding – and I have just a short time on that – people want to know, "So how does funding work?" We talked about selling the information, selling the story, building a case for why integration needs to happen, but the reality for us is we needed funding up front; we couldn't start without the money to pay for the person to begin work, which is our behavioral health provider. Our partner – Tillamook Family Counseling Center – used funds that were set aside for cash reserves for projects and agreed that, for one year, they would hire the behavioral health provider, the Family Health Center will bill for the services, and we will establish a baseline and confer on how expenses and revenue would be shared in the coming year. [00:43:13]
The other thing that we learned in site visits where some places build on a cash reserve to start the project; others use grants, donations that they garner from their community; and most of them, at least in Oregon, required some kind of cash to begin. Billing continues to be a challenge; it varies from state to state. I don't have time to go into that here, but billing, at this point and for us, does not cover the entire cost. The significant part is that it does save providers time. They can see more visits with their clients and focus on their particular skills, and we get the training and support from the behavioral health providers. I'm going – the next – I think this is the next slide, please. [00:44:00]
This is an opportunity, when you look at behavioral health integration, but what it looks like on the ground. These are examples of where you can really build some buy-in. Barb is going to talk specifically about what the integration looks like, as well as the client, and talk about her own story. These examples of recruitment, job description, and role development are a fun way to engage as well as have content-based discussions for the role of the behavioral health provider. We use shadowing to learn different staff's role across the agency, and spend some time talking about what the name is going to be. It is interesting what people think is in a name. Again, we don't have time to spend going into the detail on that. We ended up calling it the "behavioral health provider" in order to bring our behavioral health provider to the same level as our "other providers." [00:44:56]
A challenge continues to be attrition, and you need to combat that by ongoing orientation and training, so, next, Barb is going to take over the slides from here for the next – I don't know – six minutes or so. 
BARBARA WEATHERSBY: So, hi. This is Barb. I'm the behavioral health provider here on the coast of Oregon. It is so beautiful. And I have to say at the beginning that this is a great job. Thanks to Marlene, our leader, and her efforts, and the partnership with Frank at the Tillamook Family Counseling Center, and thanks to the buy-in of the PCPs and staff here, we are really approaching the "full integration," as articulated by Bill Doherty (ph), Susan McDaniel (ph), and Mac Baird (ph) in 1995. [Pauses] I had to get oriented to both organizations, and that has mostly meant building relationships. And, as far as I'm concerned, the relationship is the glue or the real binding for us making behavioral health integration work. [00:46:02]
So we do have – I need the next slide, please, too – we do have universal screening for depression and substance abuse. We do the PHQ-9 and the [is practiced] (ph) in our EMR, but we're about to get it started. We do motivational interviewing, we've been trained, and we do have the full integration of the EMR. We use Epic, and we're able to share treatment plans and med lists and all that. We have shared reception and scheduling, so we're currently collaborating very well and do many warm hand-offs. There continue to be challenges, as Marlene alluded to, we – mostly around finances, but we've made some progress even in that realm. The next slide, please – [00:47:03]
So the multidisciplinary teams, the care teams – we have two here, and I'm just trying to give you a feel for what it is on a day-to-day basis. The red team and the blue team – we have, on each team, the primary care providers. We have the service-side medical assistants on our end, case manager or navigators, and translation – translators, and I'm on both teams right now, so that is the make-up of each team. So I am accessible. That is a really important part of my role, is to be available. I can be interrupted at any point. My office is centrally located. My door has a window, so even if I'm in here and working, I can be interrupted. And my patients understand that from the get-go, knowing that they might be the ones that I would be interrupted for next time. So it is a very fluid thing. [00:48:08]
I have a sign outside my door. If I don't happen to be in the room, I try to make my whereabouts known. But I can be texted. I can be called. We're trying walkie-talkies; we haven't actually made that work yet but it is in the works. You can just call out to me down the hall, and I'll answer [chuckles], and you can – you could wave and, usually, I'll respond. So I'm interruptible, accessible and flexible, and I think those are key elements to successful blending into the staff pace of a primary care setting. Every morning, the teams do huddle, and we talk about the patient needs and provider needs sometimes. But we sometimes chit-chat in the hall, and relationships are built around knowing different things about each other, and building trust and respect, and, hopefully, that is communicated to the patient, especially in the warm hand-off. [00:49:13]
And the warm hand-off is something that we, I think, are doing pretty well now. The PCP introduces the patient to the healthcare provider and behavioral health provider – me – in the exam room, and we establish that initial face-to-face contact, and the patient, hopefully, does see the trust and rapport that we share as providers. Sometimes, we can just have a word that will remind us of something and make us laugh – deer foot (ph) – so the patient sees us laughing, and the process of our relationship is noted, and it gets transferred to the patient, so then they trust me and respect me, hopefully. [Chuckles] [00:50:00]
So I think that is the buy-in part. The PCP has to be [pauses] absolutely trusting and respecting of my work, so successes build on successes. We have a video. At the end, you'll see a link, and it is an example of a successful warm hand-off starting with the check-in – the patient checks in – and I encourage you to look at that because it does a better job at articulating the warm hand-off that I'm doing right now because we're so rushed. But, anyway, I do happen to have Sherry (ph) here, who is serving as our dolly [chuckles], and she is a patient, and she is here and wants to just tell a little bit of her story, just a few minutes of how she experienced our behavioral health integration. [00:51:00]
SHERRY LEVITT (ph): Hi, my name is Sherry (ph), and I moved here to Tillamook County about a year ago and live here on the coast with my husband. I have been diagnosed with osteogenesis imperfecta - type II, and I also suffer from COPD with a collapsed lung. [Becomes emotional] And having no insurance – no medical insurance – and can't get any medical insurance, a health department is where I can only go to get help besides ER. So I came here one day on an urgent care, to see a doctor because of my COPD, and then I re-established care with a doctor here – Dr. Zimmerman – and came here. And after Dr. Zimmerman and I went over my case, he discovered that I needed more than just medical help, because of my both lethal conditions that I have with COPD and the OI – they're both lethal conditions; there are no cures for this disease – that I needed to talk to somebody regarding my future. [00:52:25]
And he passed me off to Barbara, who had asked me if I would like to see a behavioral counselor to help me to deal with the crisis that I will be going through in the future. When I met Barbara, I was a little leery at first, but then I – I'm really happy that I have met her with just - you know, have built a relationship between a patient and the counselor that I see, because she has also made me realize that there is more to me dying; there is a part of me that can still live and enjoy what I have left in my life. [00:53:15]
And one of the things that I used to do a lot – I've been smoking since I was ten years old, and I always thought that I was addicted to smoking. Well, Barbara yelled at me one day…
BARBARA WEATHERSBY: [Chuckles]
SHERRY LEVITT (ph): …And she, [pauses] you know, pretty much told me that I needed to quit because quitting – it was just making everything worse if I didn't quit. So – and my husband always felt like, every time I lit a cigarette, it was a slap in the face. So I went ahead and I took my last cigarette on July fourth of this year. It has been three months, and I have no desire, no wanting, nothing of a cigarette of any kind. [00:54:06]
My degree – you know, my diagnosis is getting progressive, but having them here and having to see a counselor right off the bat, I think, is more valuable to me than putting a price tag on it, because [pauses] if I had to go – if he would have said, "Well, Sherry (ph), you needed to go see a doc, then go see a psychiatrist or a counselor after our visit. Here is one. Make an appointment," I would never have done it, and I would have gone through my days of crying all day, all night. But having to have one right here, in my hands, and in [becomes emotional] my lap has made it - the transition – so much easier for me and, that, you truly cannot put a price tag on. [00:55:00]
BARBARA WEATHERSBY: OK, thanks very much, Sherry (ph). I really appreciate it. And that concludes our part. I – I'm not able to see the link here, but, hopefully, it will be accessible for you to see the "Warm Hand-offs" video after this is completed.
SHERRY LEVITT (ph): Thank you. 
BARBARA WEATHERSBY: Thanks. 
LAURA GALBREATH: Thank you. This has been very helpful in terms of learning about the tool to the learning community and your experiences in beginning to integrate primary – integrating behavioral health. We only have a few minutes left, so – and then we have a lot of really great questions, so before we get to two questions that I want to ask, I do want to let everyone know that we will compile some of the questions and ask our presenters to complete them and send them out in a follow-up e-mail, that we make sure that some of the great questions you ask are addressed. So I make that commitment to you, that we will send that to you afterwards. So with the few minutes that we have remaining, I did want to ask both providers – a lot of questions are asking about what type of behavioral health professional is working in your site. Is it a licensed clinical social work, a psychologist, other? What is their credential? [00:56:10]
BARBARA WEATHERSBY: In Tillamook, I'm an LCSW, a licensed clinical social worker. 

DENISE MULCAHY (?): At Manet, we don't have any working here at the present time. 

LAURA GALBREATH: The staff from the - your partner organization?
CYNTHIA SIERRA (?): They're a hybrid of psychologists and LICSWs, and there are some LMHCs – a licensed mental health counselor – that is recognized here in Massachusetts. 

LAURA GALBREATH: Wonderful. Thank you. The other question I want to ask before we leave was about the treatment plan. A lot of questions about what gets recorded in terms of the treatment plan in your EHR. Maybe we could start with Manet. [00:56:59]
If you could say a little about, when it comes to the behavioral health treatment, how did that get wrapped up into the treatment plan, or what you're hoping to with your EHR. 

DENISE MULCAHY: Well, right now, we're just – you know, it is just the providers – when providers do counseling, they – you know, they document it in the patient record. But, mostly, it is referrals to our partner specialists. So we don't have any – you know, and – we don't have any mental health notes going directly into our venous (ph) EHR unless it is something that a mental health professional sends back to us as a document. 

LAURA GALBREATH: Thank you. Tillamook, how do you record the behavioral health treatment plan in your EHR patient records so that your team has access to it? [00:58:00]
BARBARA WEATHERSBY: So it is in the care coordination plan that we team up about. And I use a SOAP note – the Subjective-Objective – oh, [chuckles]…
MARLENE PUTMAN: [Chuckles]
BARBARA WEATHERSBY: …Assessment and Plan to do ongoing progress notes that everybody can see. 

MARLENE PUTMAN: The medical EMR…
BARBARA WEATHERSBY: …And the medical EMR, the Epic.
LAURA GALBREATH: OK, great. Thank you. And, like I mentioned, we'll compile the other questions and send them out to you. You do see on your screen here some of the resources available to you - obviously, the Center for Integrated Health Solutions. On the next slide, currently, are the resources that were mentioned at the beginning of the webinar, so if you go to the "Behavioral Health" section, you'll be able to pull down the full business case materials as well as the worksheets and the assessment that was done. So all very practical tools to support you with your behavioral health integration are up there and available. [00:59:00]
Again, we will send specific links in our follow-up e-mail. And we've also provided the web addresses here for the two community health centers that were with us today so that you can learn more about their programs and follow up there. And so we would like to just conclude for – by saying thank you for joining us today on this webinar. We were very excited to be able to highlight some of the work from this behavioral health learning community and efforts going on across the Country at these health centers and others, to better integrate behavioral health into community health centers. Please take a moment to provide your feedback by completing the survey at the end of today's webinar, and look for further webinars in the coming year to help to provide classical tools and resources to the field. Thank you, and have a good day. 

END TRANSCRIPT
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