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What is Integrated mental and physical

health care?

* When mental health specialty and general
medical care providers work together to
address both the physical and mental health

needs of their patients [ \
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The Four Quadrant Clinical Integration Model

Quadrant I
BHA PHW

Quadrant IV
BHA PH#A

-

Behavioral health clinician/case
manager w/ responsibility for
coordination w/ PCP

PCP (with standard screening
tools and guidelines)
Outstationed medical nurse
practitioner/physician at
behavioral health site
Specialty behavioral health
Residential behavioral health
Crisis/ED

Behavioral health inpatient
Other community supports

Persons with serious mental ilinesses could be served in all settings. Plan for and deliver
services based upon the needs of the individual, personal choice and the specifics of the

community and collaboration.

Quadrant |
BHY PHW

PCP (with standard screening tools
and guidelines)

Outstationed medical nurse
practitioner/physician at
behavioral health site

Nurse care manager at behavioral
health site

Behavioral health clinician/case
manager

External care manager

Specialty medical/surgical
Specialty behavioral health
Residential behavioral health
Crisis/ ED

Behavioral health and
medical/surgical inpatient

Other community supports

Quadrant ||
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Behavioral Health (MH/SA) Risk/Complexity

PCP (with standard screening
tools and behavioral health
practice guidelines)
PCP-based behavioral health
consultant/care manager
Psychiatric consultation

PCP (with standard screening tools
and behavioral health practice
guidelines)

PCP-based behavioral health
consultant/care manager (or in
specific specialties)

Specialty medical/surgical
Psychiatric consultation

ED

Medical/surgical inpatient
Nursing home/home based care
Other community supports

Low

Physical Health Risk/Complexity ;
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Table 1. Six Levels of Collaboration/Integration (Core Descriptions)

COORDINATED
KEY ELEMENT: COMMUNICATION

LEVEL 1
Minimal Collaboration

In separate facilities,
where they:

»» Have separate systems

»» Communicate about cases
only rarely and under
compelling circumstances

»» Communicate, driven by
provider need

»» May never meet in person

»» Have limited understand-
ing of each other’s roles

LEVEL 2
Basic Collaboration
at a Distance

CO-LOCATED
KEY ELEMENT: PHYSICAL PROXIMITY

LEVEL 3
Basic Collaboration
Onsite

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

INTEGRATED
KEY ELEMENT: PRACTICE CHANGE

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

Behavioral health, primary care and other healthcare providers work:

In separate facilities,
where they:

» Have separate systems

»» Communicate periodically
about shared patients

»» Communicate, driven by
specific patient issues

»» May meet as part of larger
community

»» Appreciate each other's
roles as resources

In same facility not
necessarily same offices,
where they:

» Have separate systems

»» Communicate regularly
about shared patients, by
phone or e-mail

» Collaborate, driven by
need for each other's
services and more reliable
referral

» Meet occasionally to
discuss cases due to close
proximity

»» Feel part of a larger yet
ill-defined team

In same space within the
same facility, where they:

»» Share some systems, like
scheduling or medical
records

»» Communicate in person
as needed

» Collaborate, driven by
need for consultation and
coordinated plans for
difficult patients

» Have regular face-to-face
interactions about some
patients

» Have a basic
understanding of roles
and culture

In same space within
the same facility (some
shared space), where
they:

» Actively seek system
solutions together or
develop work-a-rounds

» Communicate frequently
in person

» Collaborate, driven by
desire to be a member of
the care team

» Have regular team
meetings to discuss overall
patient care and specific
patient issues

» Have an in-depth un-
derstanding of roles and
culture

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

In same space within the
same facility, sharing all
practice space, where
they:

»» Have resolved most or all
system issues, functioning
as one integrated system

»» Communicate consistently
at the system, team and
individual levels

»» Collaborate, driven by
shared concept of team
care

»» Have formal and informal
meetings to support
integrated model of care

»» Have roles and cultures
that blur or blend

Heath B, Wise Romero P, and Reynolds K. A Review and Proposed Standard Framework for Levels of Integrated Healthcare. Washington, D.C.SAMHSA-HRSA

Center for Integrated Health Solutions. March 2013



Table 2B. Six Levels of Collaboration/Integration (Key Differentiators, continued)

COORDINATED

LEVEL 1
Minimal Collaboration

» No coordination or
management of
collaborative efforts

»» Little provider buy-in
to integration or even
collaboration, up to
individual providers to
initiate as time and
practice limits allow

LEVEL 2
Basic Collaboration
at a Distance

» Some practice leader-
ship in more systematic
information sharing

» Some provider buy-into
collaboration and value
placed on having needed
information

CO-LOCATED

LEVEL 3
Basic Collaboration
Onsite

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

Key Differentiator: Practice/Organization

»» Organization leaders
supportive but often colo-
cation is viewed as
a project or program

»» Provider buy-in to
making referrals work and
appreciation of onsite
availability

»» Organization leaders
support integration
through mutual problem-
solving of some system
barriers

»» More buy-in to concept
of integration but not
consistent across
providers, not all providers
using opportunities for
integration or components

INTEGRATED

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

» Organization leaders
support integration, if
funding allows and efforts
placed in solving as
many system issues as
possible, without chang-
ing fundamentally how
disciplines are practiced

» Nearly all providers
engaged in integrated
model. Buy-in may not
include change in practice
strategy for individual
providers

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

»» Organization leaders
strongly support
integration as practice
model with expected
change in service delivery,
and resources provided
for development

» Integrated care and all
components embraced
by all providers and active
involvement in practice
change

Key Differentiator: Business Model

»» Separate funding » Separate funding »» Separate funding » Separate funding, but may

share grants

» Blended funding based
on contracts, grants or
agreements

» Integrated funding,
based on multiple
sources of revenue

»» No sharing of resources » May share resources for

single projects

» May share facility
expenses »» May share office
expenses, staffing costs,

or infrastructure

»» Separate billing practices » Resources shared and

allocated across whole
practice

» Variety of ways to structure

»» Separate billing practices
P ep the sharing of all expenses

»» Separate billing practices

»» Separate billing due to
system barriers

» Billing function combined
or agreed upon process » Billing maximized for
integrated model and

single billing structure

Heath B, Wise Romero P, and Reynolds K. A Review and Proposed Standard Framework for Levels of Integrated Healthcare. Washington, D.C.SAMHSA-HRSA
Center for Integrated Health Solutions. March 2013



SHLI: Integrated Care Project
Purpose and Scope

Purpose:

To improve overall health by using evidence based
approaches to advance integration of primary care and
behavioral health through patient-centered medical
home principles in clinical settings.

Scope:

* To bring together evidence based practice site and
clinical sites interested in integrated care to learn and
develop a standard practice change curriculum on
primary care and behavioral health integration.



Key Points

Conceptually, it seems inevitable that ‘Integrated
Care’ would advance SUD treatment

Most implementation efforts focus on disease
specific outcomes other than SUD

There are ways to build capacity to address SUD
within integrated primary care practice sites

‘Recognize and refer’ from integrated practices
may improve engagement in SUD treatment



Key Needs Assessment Questions

 What are primary care providers willing and
able to do regarding SUD?

 What is the state of existing connections to
SUD treatment?

 Who are the priority patients when it comes
to SUD?



Activities that Addressed SUD

Provider didactics on chronic pain/opiates, risky
alcohol use as part of integrated practice change
model

Development of primary care treatment
algorithms for co-occurring SUD

Implementation of self-service kiosk that also
assessed SUD (SBIRT screen, AUDIT,DAST)

SBIRT and Ml training for PCPs was conduced
health system wide. We added coaching by BH
provider and adaptation to health behaviors (to
enhance their motivation to learn Ml!)
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Health Survey Kiosk

What are you here for?




Conclusions

* Integrated care is a promising delivery model to
support improved access to treatment for SUD

* Engaging PCPs in Ml training for health behaviors
can help bridge the gap in assessing patients’
need for SUD treatment

* Primary Care providers are excellent partners in
addressing unmet behavioral health needs but
they also need to have appropriate access to
specialty linkages
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