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AGENDA

Introduction to the Behavioral Health Integration
Continuum-Based Framework

Overview of the Framework Evaluation Project

Continuum-based Framework Evaluation:
Framework 2.0 and Findings

Continuum-based Framework Evaluation:
Lessons Learned and Recommendations

Expansion of Framework to Physical Health Integration
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Continuum-Based Framework:
Why Another Framework?

* Federal and NYS Health reform prioritize behavioral health
and primary care integration

* Creation of regional collaboration entities

Reform Priority

S u p po rt|Ve  Evidence for key components of successful integration
- models in primary care
Evidence PHITALY

- * Primary care practices differ in size and available resources
CapaCIty * E.g. number of PCPs, PCMH status, existing support staff

* Ability to implement integrated care influenced by
infrastructure support and existing relationships with BH
providers

Infrastructure

| m plementation « Guidance needed on implementing and tailoring key model

elements to different primary care settings, especially in
Su pport small (5 or less) and medium size practices (6 to 10)

Montefiore
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Accelerated Development

on models of behavioral health
Integration into primary care implemented in SES and racially
diverse settings to identify common domains.

v Key informant interviews of behavioral health, primary care
practitioners, policymakers, and others.

v Key Stakeholder Meeting to review and provide feedback on
Initial draft framework.

v Finalized evidence-based continuum framework (v1.0) for
behavioral health integration into primary care.

v Published framework in issue brief with a suggested
prioritization schema for practitioners, PPS, and payers.

Montefiore
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Continuum-Based Framework

Advancing Integration of Behavioral Health
into Primary Care:
A Continuum-Based Framework
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Support for this work was provided by United Hospital Fund (UHF).

UHF works to build a more effective health care system for every New Yorker. An
d dent, nonprofit ization, we analyze public poln:) to inform dcdsbn mnl.as
ﬁnd common ground among diverse stakeholders, and develop and supp
that improve the quality, ibility, affordability, and experi of patient care,
To leam more, visit www.uhfnyc.org or follow us on Twitter at @UnitedHospFund.
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Using the Framework to Advance BHI: A Five-Step Approach

Self Assessment
Use framework to
identify current
status of practice
elements at every
domain and
corresponding
component

Develop
Timeline and
Identify
Practice
Champions

Prioritize and
Choose Goals
in each domain (at
least 3), with a list
of initial tactics and
resources needed

Identify
Infrastructure
supports that
can be used to

facilitate
implementation

Identify
Performance
Measures
to ensure
progression &
fidelity
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Appendix C. An Evidence-Based Framework for Primary Care—Behavioral Health Integration
With DSRIP Project 3.a. Model Elements Overlay
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Project Sponsors

United
Hospital Fund

=g NYSHEALTH

Improving the state of New York's health

NEWYORK | Office of
Mental Health

OPPORTUNITY.

Support for this work was provided by United Hospital
Fund (UHF).

UHF Works to build a more effective health care system for every
New Yorker. An independent, nonprofit organization, UHF analyzes
public policy to inform decision-makers, finds common ground
among diverse stakeholders, and develops and supports innovative
programs that improve the quality, accessibility, affordability, and
experience of patient care. The views presented here are those of
the authors and not necessarily those of UHF or its directors,
officers, or staff. To learn more, visit uhfnyc.org.

Support for this work was provided by New York State
Health Foundation (NYSHealth).

The mission of NYSHealth is to expand health insurance coverage,
increase access to high-quality health care services, and improve
public and community health. The views presented here are those of
the authors and not necessarily those of NYSHealth or its directors,
officers, or staff. To learn more, visit nyshealthfoundation.org.

Matthew L. Goldman, MD, MS received support for his contribution to
the project by the New York State Office of Mental Health Policy
Scholars program

The program is sponsored by the Division of Behavioral Health Services
and Policy Research in the Department of Psychiatry at Columbia
University and the New York State Psychiatric Institute (NYSPI).
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Project Objectives

Inform practitioners,
payers and policy makers
in real-time on how to
support and incentivize
advancement in
integration

Help small primary care @
practices implement

and sustain meaningful
behavioral health integration

13

Measurably
improve the

health of
underserved
New Yorkers
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Project Value Commensurate with NYS
Reform Initiatives

Delivery System Reform Incentive
Payment (DSRIP) ._J

Collaborative Care Initiative (CCI) {  Target policy barriers that
Advanced Primary Care (APC) " Cumbersoma o amall practices

“" ‘g Increase the importance of the
linkage between progress

measurement and incentives

Continuum-based Framework
provides the tools and steps
necessary for effective BHI

Montefiore
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Small Primary Care Practice Participants

New York State (5 Practices)

Centro Medico de las « Champlain Family Health of
Americas, Queens Hudson Headwaters Health
Delmont Medical Care, Queens Network, Champlain

Dr. Scafuri + Associates, * Hudson River Healthcare at
Staten Island Hudson, Hudson

Metro Community Health » Keuka Family Practice of
Center, Bronx Accountable Health Partners,
South Shore Physicians, Bath

Koinonia Primary Care, Albany
Lourdes Primary Care, Owego

Staten Island

Tremont Health Center of
Community Healthcare
Network, Bronx
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Project Structure

' Data Collection

» Framework Planning & Progress Evaluation Surveys
 Site Visits and Qualitative Interviews
» Quarterly Site Specific Technical Assistance Calls and Email Support

' Technical Assistance

« Monthly Group Technical Assistance Webinars
 Provider Training Resources
 Patient Self-Management Material

' Publications and Presentations

 |ssue Brief Series
 Final Report showcasing revised Framework 2.0
* Presentation at Stakeholder Roundtable and APA Annual Conference

Montefiore
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Summary of Key Critical Steps to Behavioral
Health Integration in Primary Care

\ Systematically Screen for BH Conditions Using Patient Self Report
Methods

* e.g. PHQ9, GAD7, AUDIT-C
J + Collaborative agreement with specialty BH provider

Repeated Measurement of a Measure Outcome Using a Tracking Tool
 Assertive Follow-Up/Care Management to Promote adherence to treatment

Improve Teamwork in Practice

» Everyone contributes to whole health
* Integrated patient visits

J

Montefiore
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Role of BH Clinician in Practice Sites

Diagnostic and
Measurement informed

Open Door Policy

Documentation in succinct
and care plan informed style

* NOT Psychotherapy notes, unless
there is another separate section

Outreach, engagement, and
follow up

Open to supporting chronic
medical conditions, and
behaviorally complex
(non-adherence, pain)

18

Using behavioral activation
techniques to support
patient self management

Montefiore
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Comprehensive BH Workflow: Internal and

External Pathways

Patient
Population
(12 yrs+):
enters clinic by
appointment or
walk-in

POSITIVE:

PHO entered imto
EHR &Tracking
Tool

PHQ Screening
Completed by:
MA

Murse
EHP
Patient

NEGATIVE:
PHO entered

into EHR

No BH Care
Required

(BH screens
re-administered
at annual
wellness visit)

19

Referral
Tracking

BH Specialty
Care Meeded

BH Clinical
Tracking Tools

Model A- Three participating small
PC sites uso extarnal BH raferrals

Model B: Sevan participating small
PC sites use internal BH refarrals
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Framework 2.0 Revision Process

Gathered
gualitative
“‘on-the-ground”
practice
feedback

20

Practices
identified need
for a
Sustainability
Domain

Team clarified
some of the
elements within
domains based
on survey
responses

Revised
Framework 2.0

Montefiore
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Framework 2.0: Revised and Expanded

Key elemenis of integrated care
Role Domains Components Preliminary Intermediate Advanced
Clinical 1. Caze finding, Screening, initial Patient/clinician Systematic BH screening of Systematic BH screening of Analysis of patient population
Workdflow SCFEENING, assessment, follow- | identification of those tameted patient groups (2., all patients, with follow-up for | to stratify patients with high-
referral to up for BH conditions | with BH symptoms—not those with diabetes, CAD), with | assessment and engagement | nsk BH conditions for proactive
care systematic follow-up for assessment assessment and engagement
Facilitation of Referral only, to extemal BH | Referral to extemal BH Enhanced referral to intemal/ | Enhanced referral facilitation
referrals, feedhack provider =)/ psychiatrist providerisl/psychiatrist through | co-located BH providens ) with feedback via EHR
a formal agreement detailing peychiatrist, with assurance of | or altemate data-sharing
engagement, with feedback “warm handoffs™ when needed | mechanism, and accountability
strateqies for engagement
2. Decision Evidence-based Mone, with [imited training | PCP training on evidence- Standardized use of evidence- | Systematic tracking of
support for quidelines/ on BH disorders and bazed quidelines for commaon based guidelines for all symptom severity: protocols
measwrement- | treatment protocols | treatment behavioral health diagnosas patients; tonls for regular for mtensification of treatment
based stepped and treatment muonitoring of symptoms when appropriate
eare Use of paychiatrc PCP-inttiated, limited ability | PCP-initiated, with refemral PCP-managed, with support PCP-managed, with care
medications to refer or receive guidance | when necessary to prescribing | of prescrbing BH provider(s)lf management (CAM) supporting
EH providerislpsychiatrist for psychiatrist as necessary adherence between visits and
medication follow-up BH prescribers)’ psychiatrist
suppaort
Access fo Supportive guidance Referral to extemal rezources Brief psychotherapy Range of ewdence-bazed
evidence-based provided by PCE with for counseling interventions interventions provided by p=ychotherapy provided by
psychotherapy with | limited ability to refer co-located BH providenis) co-located BH providers) as
BH provideris| part of owerall care team, with
exchange of information
3. Information Sharing of treatment | Minimal sharing of Informal phone or hallway Exchange of treatment Routine shanng of information
exchange information treatment information exchange of treatment information throwgh in-person | throwgh electronic means
among within care team information, without regular or telephonic contact, with [registry. shared EHR, shared
providers chart documentation chart documentation care plans)
4. Ongoing care | Longitudinal clinical | Limited follow-up of Proactive follow-up ina less llze of tracking tool to monitor | Tracking integrated into EHR,
management | monitoring and patients by office staft than monthly) to ensure symptoms over time and including severity measurement,
Engagement Engagement or early response proactive follow-up with visits, CM interventions [e.g.,
to care reminders for outreach relapse prevention techniques,

behawioral activation), proactive
follove-up; selected medical
measures (2., blood pressure,
A1C) tracked when appropriate




Framework 2.0: Revised and Expanded (Cont’d)

Key elements of integrated care
Bole Domains Components Preliminary Intermediate Advanced
Clinical 5. Self- Lze of tools tn Brief patsent education on Brief patient education on Patient education and Systematic education and
Workflow management promote patient BH condition by PCP EH condition, including participation in self- salf-management goal-setting,
{continued) support that activation and matenals/handouts and management goal-setting (eg.. | with relapse prevention and
is culturally recovery with EYMpI0m SCOME MrEVIEWS, skeep hyoiene, medication CM support between visits
adapted adaptations for but limited focus on self- adherence, exercizel
literacy, language, management goal-setting
local community
norms
Workdorce . Multi- Care team PCP patient PCP patient, ancillary staff PCR patient, ancillary staff PCP patient, ancillary staff
disciplinary member member, CM, BH providen(s) member, CM, BH provider(s],
team paychiatrist (contributing to
(including shared care plans]
{ﬁmﬁ“ﬂ Systematic Limited wrntten Regular written communication | Aegular in-person, phane, or Weskly team-based case
CArE multidizciplinary communication and [notes/consult reports] between | e-mail meetings between PCP | reviews to inform care planning
team-based interpersonal interaction PCP and BH providesis], and BH providenz) to discuss and focus on patients not
patient care reviews | between PC-BH provider|s), | occasional information complex cases improving behaviorally or
PIICESSES driven by necessity or exchange via ancillary staff or medically, with capability of
urgency, or patient as labs, on complex patients mformal interaction between
conduit PCP and BH providers)
Manage- . Systematic Lse of quality Informal or limited use of |ze of identified metrics (eg., Uze of identified metrics, some | Ongoing systematic quality
ment quality metrics for program | BH quality metrics (limited depression screening rates, ahility to respond to findings improvement (0] with
Support improvement | improvement use of data, anecdotes, depression response rates} and | using formal improvement monitoring of papulation-level
CasE Seres) some ability to regularly review | sirategies performance metncs, and
performance implementation of improvement
projects by O team/champion
. Linkages with | Linkages to housing, | Few linkapes to social Referralz mada to agencies, Screening for social Developing, sharing,
community/ entitlement, other senvices, no formal some formal arangements, but | determinants of health implementing unified care plan
social social support arrangements ittle capacity for follow-up (S00H, patients linked to between agencies, with SO0H
services services community omganiFations referrals tracked
resources, with follow-up
9, Sustainability | Build process for Limited ahility to bill for Billing for screening and FFS hilling, and revenue from Receipt of global payments

blling and outcome
reporting to support
sustainability of
integration efforts

screening and treatment, or
services supported primarily
by grants

treatment senices (e.g.. SBIRT,
PHQ screening, BH treatment,
care coordination] under FFS,
with process in place for
tracking reimbursements

quality incentives related to
BHI

that reference achievemsnt of
behavioral health and general
health ouicomes




Framework Levels of Integration

» Domain 1: case finding, screening, referral to care.

» Component 1: screening, initial assessment, and follow-up for BH condition.

E [}

» Patient/clinician . Eevalcrle esrilizgrgfatic
|dent|f|c§1t|on of targeted patient
those with BH

groups (e.g., those
symptoms—not with diabetes, CAD),
systematic

* Analysis of
patient
population to
stratify patients
with high-risk BH
conditions for
proactive

with follow-up for
assessment

* Level II: Systematic

Advanced

assessment and

BH screening of all
engagement

patients, with follow-up
for assessment and
engagement

Preliminary
Intermediate

Montefiore
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Framework Levels of Integration

» Domain 1: case finding, screening, referral to care.

» Component 2: facilitation of referral, feedback.

!

Preliminary

24

» Referral only, to
external BH
provider(s)/
psychiatrist

L]

* Level I: Referral to

Intermediate

external BH
provider(s)/psychiatrist
through a formal
agreement detailing
engagement, with
feedback strategies

* Level II: Enhanced
referral to internal/co-
located BH provider(s)/
psychiatrist, with
assurance of “warm
handoffs” when needed

Advanced

 Enhanced referral
facilitation with
feedback via EHR
or alternate data-
sharing
mechanism, and
accountability for

engagement

Montefiore
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Framework Levels of Integration

» Domain 4: ongoing care management.

» Component 1: longitudinal clinical monitoring and engagement.

* Limited follow-up of
patients by office staff

25

* Level I: Proactive
follow-up (no less
than monthly) to
ensure engagement
or early response to
care

* Level II: Use of
tracking tool to
monitor symptoms
over time and
proactive follow-up
with reminders for
outreach

Intermediate

Advanced

» Tracking integrated

into EHR, including
severity
measurement, visits,
CM interventions
(e.qg., relapse
prevention
techniques,

behavioral activation),
proactive follow-up;
selected medical
measures (e.g., blood
pressure, A1C)
tracked when
appropriate

Montefiore
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Framework Levels of Integration

Domain 5: self-management support that is culturally adapted.

Component 1: use of tools to promote patient activation and recovery with
adaptations for literacy, language, local community norms.

E D T,

* Level I: Brief patient
education on BH
condition, including
materials/handouts and
symptom score reviews,
but limited focus on self-
management goal-setting

« Systematic
education and
self-
management
goal-setting,
with relapse
prevention and

* Brief patient
education on
BH condition by
PCP

* Level II: Patient education
and participation in self-

Advanced

management goal-setting
(e.g., sleep hygiene,
medication adherence,
exercise)

CM support
between visits

Preliminary
Intermediate

Montefiore
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Framework Levels of Integration

» Domain 9: sustainability.

Component 1: build process for billing and outcome reporting to support
sustainability of integration efforts.

!

* Limited ability to bill
for screening and

supported primarily
by grants

Preliminary

27

L]

treatment, or services

* Level I: Billing for
screening and
treatment services
(e.g., SBIRT, PHQ
screening, BH
treatment, care
coordination) under
FFS, with process in
place for tracking
reimbursements

Intermediate

 Level II: FFS billing,
and revenue from
quality incentives
related to BHI

Advanced

* Receipt of global
payments that
reference
achievement of
behavioral health and
general health
outcomes

Montefiore
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Number of Sites Advancing at Least One Stage over Twelve Months
(in Domains and Sub-Domains of Original Framework)*

Screening H 7

Referral | 7
Care Team | ¢

Case Load Review | ©
Communication | ¢
Care Management RN, ©
Quality Improvement | :

Evidence-Bazed Care [ 2

Framework Sub-Domains

Medication Management [N Z

Therapy NN 2

Patient Self-Management
Support MR G

Patient Tracking | G

information Shering GG ¢

Social Service Links m 3
1 i 3 4 5 b 7 8 9 10 .
Number of Participating Practices Montefiore

M
28 " Chung H, N Rostanski, H Glassberg, and HA Pincus. 2016. Advancing Integration of Behavioral Health into Primary Care: A Continuum-Based DOI N G MORE

Framework. New York- United Hospital Fund. https://uhfnyc.ora/publications/publication/advancing-integration-of-behavioral-health-into-
Drimary-care-a-continuum-based-framework/




Lessons for Primary Care Practices in Integrated Care Settings

(. Engagement of executive
leadership for early buy-in

» Early and regular staff
mnvolvement at all levels

» Collaborative agreements
strengthen referrals, care
coordination, and
external referral
communication

\_

r

* Quality improvement
requires additional support

+ Participation in policy or quality
improvement initiatives

* Financial sustainability is critical

.

)

29

(

~N

* PCPs benefit from ongoing
training to expand the scope
of BH care they can provide

» Self-management supports

help patients stay engaged.

~N

* BH providers face unique
challenges in integrated setting

* Integrated visits are effective

 Clinical BH tracking tools that
are integrated into EHR

* Condensed BH treatment
planning notes facilitate
information sharing in EHR )

Montefiore
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Recommendations for Policymakers and BHI Stakeholders

Promote use of - Promote new
Modernize NCQA measures S%Ia“gtagl_ldl technology to
policies and relevant to BHI ppt lici iIncrease access
regulations for measurement/ pafymen F;-O ICIES to BH providers
evaluation or practices (e.g. telehealth)
Support
Promote the community
Framework to behavioral health Expand Project
help practices transformation TEACH to all
meet NYS PCMH that improves PCPs
BHI criteria connections to

primary care

Montefiore

30 DOING MORE



Physical Health Integration into Behavioral
Health Settings

Adults with any behavioral health disorder report an unmet need
for primary medical care and have greater morbidity.

There is emerging research but limited guidance to help practices
Incorporate integrated physical health screening and services.

Two-year project funded by New York Community Trust to develop
a continuum based framework for PHI in BH settings and assess

its utility for BH organizations and their stakeholders.

Project Objectives:

+» Offer practical guidance on the steps necessary to build a comprehensive
and sophisticated model of physical health integration for adult BH patients.

*» Delineate evidence-based-steps for PHI implementation.

¢ Highlight specific policy and reimbursement needs, barriers and potential
iIncentives that support or impede integration.

+ Consult with clinical stakeholders, policymakers, payers, and

patients/consumers utilizing behavioral health services
Montefiore
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