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Before We Begin  

• During today’s presentation, your 

slides will be automatically 

synchronized with the audio, so 

you will not need to flip any slides 

to follow along. You will listen to 

audio through your computer 

speakers so please ensure they 

are on and the volume is up. 

 

• You can also ensure your system is 

prepared to host this webinar by 

clicking on the question mark 

button in the upper right corner of 

your player and clicking test my 

system now.  



Before We Begin  

 

 

 

 

 

• You may submit questions to the 

speakers at any time during the 

presentation by typing a question into the 

“Ask a Question” box in the lower left 

portion of your player. 

 

• If you need technical assistance, please 

click on the Question Mark button in the 

upper right corner of your player to see a 

list of Frequently Asked Questions and 

contact info for tech support if needed. 

 

• If you require further assistance, you can 

contact the Technical Support Center.  

     Toll Free: 888-204-5477 or  

     Toll: 402-875-9835 



HRSA Welcome: 

NISHA Patel 

Health Services Resources Administration (HRSA) 

Federal Office of Rural Health Policy (FORHP)  



Today’s Purpose 

 

 Effective referral relationships are critical for safety- 

net providers, especially those identified as Patient  

Centered Medical Homes and providers who adopt  

Screening, Brief Intervention, and Referral to Treatment  

(SBIRT).  

 

After this webinar, participants will:  

 understand how effective referrals fit into Patient 

Centered Medical Homes and SBIRT models 

 identify four strategies for forming partnerships with 

specialty mental health and addiction services for 

effective referrals  

 recognize practical tips and resources to help 

establish appropriate referrals.  

 



No mental disorder 61.4%

Somatoform 14.6%

Major Depression 11.5%

Dysthymia 7.8%

Minor Depression 6.4%

Major Depression (partial remission) 7.0%

Generalized Anxiety 6.3%

Panic Disorder 3.6%

Other Anxiety Disorder 9.0%

Alcohol Disorder 5.1%

Binge Eating 3.0%

Prevalence of Psychiatric Disorders in Primary Care

in Primary Care: The PRIME-MD 1000 Study.  Journal of the American Medical Association, 272:1749, 1994.

Source:  Spitzer RL, Williams JBW, Kroenke K, et al .  Utility of a New Procedure for Diagnosing Mental Disorders

PrevalenceDisorder



Specialty Mental Health & Addiction Providers 

 They treat people with complex healthcare needs 

 

 They have a different pace and workflow 

 

 They have little reimbursement uniformity from state 

to state 

 

 They can save lives through partnering with you 

 

 They are developing solutions for sharing patient 

information 

 



Clinical Services provided by Specialty 

Substance Use Providers 



NCQA PCMH 2014 & Behavioral Health 
1: Enhance Access and Continuity  
A. Patient-Centered Appointment Access* 
B.  24/7 Access to Clinical Advice 
C. Electronic Access 

Pts 
4.5 
3.5 
2 

10 

2: Team-Based Care 
A. Continuity  
B. Medical Home Responsibilities‡  
C. Culturally and Linguistically Appropriate 

Services (CLAS)  
D. The Practice Team*‡  

Pts 
3 
2.5 
 
2.5 
4 

12 

3: Population Health Management  
A. Patient Information  
B. Clinical Data‡  
C. Comprehensive Health Assessment‡ 
D. Use Data for Population Management* 
E. Implement Evidence-Based Decision- 

Support‡ 

Pts 
3 
4 
4 
5 
 
4 

20 

4: Plan and Manage Care  
A. Identify Patients for Care Management‡ 
B. Care Planning and Self-Care Support* 
C. Medication Management 
D. Use Electronic Prescribing 
E. Support Self-Care and Shared Decision-Making 

Pts 

4 

4 

4 

3 

5 

20 

5: Track and Coordinate Care 
A. Test Tracking and Follow-Up 
B. Referral Tracking and Follow-Up*‡ 
C. Coordinate Care Transitions 
 

Pts 

6 

6 

6 

18 

6: Measure and Improve Performance 
A. Measure Clinical Quality Performance 
B. Measure Resource Use and Care Coordination 
C. Measure Patient/Family Experience 
D. Implement Continuous Quality Improvement*  
E. Demonstrate Continuous Quality Improvement 
F. Report Performance 
G. Use Certified EHR Technology 
 

Pts 

3 

3 

4 

4 

3 

3 

0 

20 
* Must-pass elements 
‡ Elements specific to behavioral health integration 



Element  Description  

Element 5B: Referral 

Tracking and Follow-up 

 

Maintain agreements with behavioral health 

providers to enhance access, 

communication and coordination across 

disciplines  

 

Describe the approach to integrate 

behavioral health providers within the 

practice site 

Standard 5: Care Coordination & Transitions 

5B is a must pass element and a stage 2 core meaningful use requirement: 

Practices that do not score above 50% will not receive recognition.  



SBI+RT  

 Although only 3% to 4% of screened patients in 

primary care settings typically need to be referred, the 

absence of a proper treatment referral can prevent 

individuals from receiving timely and appropriate care 

and can exacerbate other health issues and drive up 

overall costs of care   

 Appropriate referrals will require the establishment of 

robust linkages with the traditional specialty care 

providers  
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Establishing Effective 

Referral Relationships 

Les Sperling, CEO 

Central Kansas Foundation 



 

 

CKF 
 

Community Based 
65 Employees 

5 locations 
Outpatient, Detox, 

Medication Assisted 
Withdrawal, Residential 

Treatment & 
Prevention/Education 

 

 

Salina Regional Health 
Center 

 
300 Bed Acute Care                                                                                

Regional Health Center 
Level III Trauma Center 

27,000 ED 
presentations/year  

Alcohol/Drug DRG was 2nd 
most frequent re-admission 

Salina Family Healthcare 
 

10,000 unique patients 
13 Family Medicine 

Residents 
10 dental chairs 

Stormont-Vail Health Center 
 

586 Bed Acute Care Hospital 
Level II Trauma Center 

65,000 ED presentations /year 

SUD  

Providers 

PARTNERS 



Minimum SUD Provider 

Requirements 

• Capacity for 24/7 

communications 

• Immediate access to services 

(same day appointments) 

• Participate in warm hand-off 

practices (engage patient in 

medical setting) 

• Support MAT best practices 

• Access to staff with 

behavioral health clinical 

license 

• Timely discharge planning 

communication 

SUD Provider Aspirations 

 

• Staff trained in S.B.I.R.T. 

• Staff trained in Motivational 

Interviewing 

• Experience and familiarity 

with medical settings and 

culture 

• Supported by licensed 

medical practitioners 



Referral Outcomes 

• Detoxification-Community Based   44.1% 

• Residential-Community Based    18.6% 

• Outpatient-Community Based    37.3% 

 

• Patient Engagement Rate-Acute Care Settings 74.6% 

• Patient Engagement Rate-Primary Care Settings 58.0% 



 

 

 

 

 

 

 

  

 

 

Patient checks in at Front Desk 

Patient taken to exam room 

where nurse asks CRAFFT Part 

A (<18) or AUDIT-C (>18) 

Positive Screen- SUD Counselor 

notified immediately to follow up 

with full screen (given room # and 

which question was answered yes) 

Negative Screen 

Patient evaluated by physician 

Physician believes patient 

could benefit from service 

Patient not in need of 

service, will be screened 

again in 1 year 

SUD Counselor completes 

full screen (AUDIT, DAST, 

or CRAFFT) in exam room 

Counselor schedules Brief 

Intervention appointment 

with patient 

Counselor schedules 

patient for assessment 

with SUD provider  (warm 

hand-off) 

Counselor continues Brief 

Interventions until patient 

is able to resolve issue 

Counselor introduces 

patient to community 

resources  

Patient not interested in 

service. 

Counselor will be notified 

during patient’s upcoming 

appointments to provide 

Brief Interventions/ 

establish rapport 

PRIMARY 

CARE 



nPatientPa 
Patient Presents to the Emergency Department 

Female 

Scores 3 or 

higher on 

Audit  

Audit 

Scores do 

not trigger 

a consult Patient answers yes 

to using illegal 

drugs and/or 

prescriptions other 

than how they were 

prescribed 

Male 

Scores 4 or 

higher on 

Audit 

Consult 

Triggered in 

Epic 

Patient has 

a terminal 

illness 

Consult not 

appropriate 

No further 

intervention 

Patient has 

positive 

alcohol 

and/or drug 

screen 

Patient has 

negative 

alcohol 

and/or drug 

screen 

No 

Services 

Needed 

Consult 

ordered by 

Provider 

SUD Staff completes 

AUDIT/DAST screening 

Performs SBIRT 

Patient refuses 

services/No 

Services 

needed 

Note Completed in 

Epic 

Patient 

qualifies 

for and is 

interested 

in services 

Referral 

Made to 

Outpatient 

Note 

Completed in 

Epic 

Referral made to 

detox and/or 

residential treatment 

(warm hand-off) 

Patient 

transported 

by Family 

Patient 

transported by 

CKF Transport 

ACUTE 

CARE 
(full size diagram is available 

under “Event Resources” on the 

left hand side of your screen.) 



Florida Department of Health in 

Sarasota County/Community Health 

Centers of Sarasota County 

Linda L. Stone, PhD 

Todd Konen, BS 



Who We Are 

• A public entity FQHC 

• Have a service area that includes north and south 

Sarasota County, FL. 

• Served over 30,000 patients in calendar year 2014 

• Provide on-site Behavioral Health Services at two of 

our three sites 

• Working toward a fully integrated model of primary care and 

behavioral health 

• Try to work under a brief therapy/medication management 

model 

 



On-Site Behavioral Health Services 

Contract with Manatee Glens (Centerstone), a behavioral 

health organization for 

• 1 Licensed Mental Health Counselors 

• 2 psychiatric ARNPs 

MOU with First Step of Sarasota, a substance abuse 

treatment provide 

• 1 Substance Abuse Interventionist 

Provided by the Health Center 

• 3 Social Services Case Managers 

Target population is low income uninsured adults who are 

primary care patients of our FQHC 
 



So the picture page goes… 

On-Site Behavioral Health Services 

• Case Management 

• Psychiatric Assessment and Medication Management 

• Brief therapy 

 



External Referrals 

 
 For: 

 High Acuity patients 

 Individuals with insurance coverage 

 

 Collaborations with a number of community agencies 

 





External Referral Process 

 Social Service Case Manager obtains verbal and/or 

written consent from individual for Release of 

Information (ROI) 

 If verbal consent is given, follows-up to obtain written consent 

 A completed Universal Referral form is sent to the 

selected agency  

 Includes current medications, labs, and the name of the 

treating Primary Care Physician 

 Process gives permission for the outside agency to contact the 

patient 



External Referral Process (cont’d) 

 Social Service Case Manager  

 Adds the patient to the DOH EHR referral follow-up list to track the 

status of the referral within (2) two to (4) four weeks, based on acuity 

 Documents the status of the referral in the EHR progress note 

 Closes referral in EHR when the service has been initiated  

 Facilitates communication between community behavioral health 

provider and patient’s Primary Care Provider 

 External Referral Agency 

 Per agreement, updates on the patient’s progress on a quarterly basis 

or more often, as indicated, to be sent to the patient’s primary care 

provider for review and coordination of care. 

 

 

 



External Referral 

Forms 

• Universal Referral Form 

 



External Referral 

Forms  

Uniform Consent for 

Release of Information 



Lessons Learned 

 Changing the culture so that behavioral health is 

viewed as just another specialty need  

 Two-way coordination between primary care and 

behavioral health is critical for best patient outcomes 

 Motivational interviewing helps to determine the 

patient’s readiness for behavioral health services 

 It is important to help the patient clarify what services 

might be beneficial 

 



Stephanie Dodge, PhD 

Clinical Psychologist 

West Hawaii Community Health Center 

 



West Hawaii Community Health Center 

(WCHCH) 

 Federally Qualified Rural Health Center (FQRHC) 

 Population Served 

 Primarily low SES 

 Vast majority on Medicaid 

 Diverse ethnicities (Caucasian, Asian, Hawaiian, Other 
Pacific Islander (COFA), Hispanic, mixed) 

 Limited community resources 

• Psychiatric care 

• Substance Disorders Treatment 

• Medical specialties 

 

 

 



     WHCHC 

• Waikaloa Clinic 

• 1 PCP; part time BH 

• Kealakehe Clinic 

• 2 PCPs; 1 BH; 2 Dentists 

• Main (Kuakini) Clinic 

• 6-7 PCPs; 2 BH 

• Part-time pain specialist 

• Kealakekua Adult Clinic 

• 2 PCPs; 1 BH 

• Keiki Clinic 

• 2 Pediatricians; 1 BH 

• 1-2 Dentists 
 



Department of Health (DOH)  

Child & Adolescent Mental Health Division (CAMHD) 

CAMHD Family Guidance Centers (FGCs) 

 Throughout islands (West Hawaii location in Kealakekua) 

 Staff 

– Child Psychiatrist 

– Child Psychologist 

– Mental Health Supervisor 

– Care Coordinators 

 Contracted Service Providers 

– Intensive In Home Services 

– Multisystemic Therapy  

– Therapeutic Foster Home 



CAMHD History 

Felix Consent Decree 

Population 

 Older teens (average age at intake 14-16) 

 Severe mental health or behavioral problems 

 Often court involved 

Very Strict Criteria for Services 

 Medicaid insurance 

 CAFAS score of 80 and above 

 Autism exclusion 

 

 



INPUTS ACTIVITIES OUTPUTS
OUTCOMES 

Short Term Medium Term Long Term 

Funding 
(CAMHD, Kaiser) 

Staff 
(HPCA, CHCs, 

FGCs) 

Steering 
Committee 
(CAMHD, HPCA, 

FGC, CHC) 

Consultants  

CAMHD- Child and Adolescent 
Mental Health Division
HPCA- Hawaii Primary Care 
Association
FGC- Family Guidance Center
CHC- Community Health 
Centers

Identify potential 
sites

Identify and 
provide training 

needs of sites

Utilize consultants

Facilitate 
communication 

between partners 
and agencies

Implement routine 
screening in 
primary care

Identify population 

Promote sharing of 
health info and 

data

Research 
reimbursement 

models

Implement 
statewide

IMPACT

Recruited 2 pilot sites

Needs assessment on 
training needs

# of in-person 
trainings 

# of continued 
consultations with 

professionals 

Relationships 
between sites

Routine 
consultations 

between FQHC & FGC 

Referral system 
between CHC & FGC

Screening tools

Develop routine 
meetings between 

sites 

Population defined

CHC share referral 
info

FGC share 
coordinated service 

plan

Utilization of 
registries for 
population 

management 

Reimbursement 
models identified 

Increase pediatric 
PCP knowledge 

and abilities in BH

Increase 
engagement 

between PCP and 
consultant 
psychiatrist

Increase 
collaboration 

between BH and 
primary care 

providers 

Increase # of 
curbside 

consultations, 
types and length 

of time 

Decrease time of 
eligibility 

determination 

Improved patient 
transitions 

between agencies

Increase # of 
referrals from 
FQHC to FGC

Increase # of 
patients screened

Increase # of 
shared 

patients 

Increase 
access to and 
utilization of 

CAMHD 
psychiatrist 

and other BH 
services (FTF)

Improve in 
patient 

symptoms or 
scores

Improve 
patient 

experience

Improve BH 
and primary 

care provider 
experience 

Standardized 
processes 

Increase use 
of HIT

Improve 
patient/

population 
outcomes

Reduce 
health care 
cost for BH 

patients

Implement new 
model of 

reimbursement 

Reduce 
burden of 

BH 
illnesses in 

Hawaii

INTEGRATING CHILDREN’S MENTAL HEALTH SERVICES INTO PRIMARY CARE

Draft Created 05/08/15



Key

Child/Adolescent comes in 
for a visit

PCP Conducts BH 
Screening

Is screening 
positive or 

negative for BH 
issues?

PCP gives family 
pertinent advice

No PCP makes referral 
to in house BH 

provider

Yes

In house BH 
provider conducts 

evaluation and 
treatment

Does patient 
make progress 

with in house BH 
care?

Yes No
In house BH 

provider refers 
patient back to PCP

PCP & in house BH 
provider make 

determination to 
consult with FGC

PCP and In house 
provider continue to 

work with patient 
without FGC. 

No

FGC Consultation 
from appropriate 

staff

Yes 

Consultation 
determines 

further need for 
FGC involvement  

PCP and in house BH 
provider deal with 

patient independently of 
FGC

PCP with in house BH provider  
continue with recommended 

treatment/medications in 
consultations with  FGC

Only 
consultations 

needed

Patient is referred to CAMHD for 
intensive services

Referral need

No 
Involvement

 needed

Involvement of FGC with FQHC Activities

Green color is for 
FQHC activities 

without FGC 
involvement 

Orange color is for 
FGC involvement

Cases shared 
between FGC and 

CHC 

Consult with 
outside 

agencies

Outside agencies
(DOE, OYS, etc.)



Involvement of FQHC with FGC Activities

FGC 

Determines if 

Child/

Adolescent has 

a PCP

Yes

FGC follow up with 

PCP

No

Appointment made 

with PCP

(FGC sends all 

pertinent medical/BH 

info to CHC PCP with 

parent  consent )

FGC follows up  with CHC 

PCP for results of 

appointment

(PCP sends pertinent info to 

FGC with parent consent)  

Consultation continued 

between FGC and CHC 

PCP

Refer child/

Adolescent to CHC  

or other PCP
Referred to CHC

Other PCP

Referred to other PCP

Child/Adolescent needs to 
have a PCP visit 

Key

Green color is for 
FQHC activities 

without FGC 
involvement 

Orange color is for 
FGC involvement

Cases shared 
between FGC and 

CHC 

Outside agencies
(DOE, OYS, etc.)



• Nisha Patel-(HRSA)  

Federal Office of Rural Health 

Policy (FORHP)  

 

• Les Sperling, CEO 

Central Kansas Foundation 

 

• Linda Stone &Todd Konen  

Health Centers of Sarasota 

County 

 

• Stephanie Dodge 

West Hawaii Community Health 

Center 

 Group Discussion  



Resources 

• CIHS Website - Referral to Treatment Section  

http://www.integration.samhsa.gov/clinical-practice/sbirt/referral-to-treatment   

 

• Sample Business Association Contract from the Wisconsin Initiative to Promote Healthy 

Lifestyles (WIPHL): Provides details of the privacy related information that could be included 

in a contractual agreement between a health clinic and a behavioral health organization.   

http://www.integration.samhsa.gov/clinical-practice/sbirt/sample_contract_from_WI.pdf  

 

• Sample MOU from the Wisconsin Initiative to Promote Healthy Lifestyles (WIPHL): 

Provides example of what types of information may need to be included in a Memorandum of 

Understanding between to a community health organization and a behavioral health 

organization to deliver SBIRT services.   

http://www.integration.samhsa.gov/clinical-practice/sbirt/Sample_MOU_from_Wisconsin.pdf  

 

• Bridging the Gap Between Primary Care and Behavioral Health - Referral Forms  

Community Care of North Carolina, in partnership with other stakeholders, has developed a set 

of three referral forms (below) for primary care and behavioral health providers to facilitate 

easier consultation and communication. 

https://www.communitycarenc.org/population-management/behavioral-health-page/referral-

forms/  
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Questions ?  

 

 

 

 

 

• You may submit questions at any time during the presentation by typing a 

question into the “Ask a Question” box in the lower left portion of your 

player. 

 

• If you require further assistance, you can contact the Technical Support 

Center. Toll Free: 888-204-5477 or Toll: 402-875-9835 



 

Presenter Contact Information  
 

• Laura Galbreath, MPP 
SAMHSA-HRSA CIHS  
laurag@thenationalcouncil.org  
 

• Aaron Williams, MA 
SAMHSA-HRSA CIHS 
aarons@thenationalcouncil.org  
 

• Nisha Patel-(HRSA)  
Federal Office of Rural Health Policy (FORHP)  
npatel@hrsa.gov  

 
• Les Sperling, CEO 

Central Kansas Foundation 
lsperling@c-k-f.org  

 
• Linda Stone &Todd Konen  

Health Centers of Sarasota County 
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• Stephanie Dodge 
West Hawaii Community Health Center 
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Additional Questions?   
Contact the SAMHSA-HRSA Center for Integrated Health Solutions 

integration@thenationalcouncil.org  

       

 

 

mailto:laurag@thenationalcouncil.org
mailto:aarons@thenationalcouncil.org
mailto:npatel@hrsa.gov
mailto:lsperling@c-k-f.org
mailto:lsperling@c-k-f.org
mailto:lsperling@c-k-f.org
mailto:lsperling@c-k-f.org
mailto:lsperling@c-k-f.org
mailto:Linda.Stone@flhealth.gov
mailto:dodges004@gmail.com
mailto:integration@thenationalcouncil.org


For More Information & Resources 

Visit www.integration.samhsa.gov or  

e-mail integration@thenationalcouncil.org  

 

http://www.integration.samhsa.gov/
mailto:integration@thenationalcouncil.org


 
Thank you for joining us today. 

 

Please take a moment to provide your 

feedback by completing the survey at the 

end of today’s webinar. 
 


