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This chapter emerged from work done by the Alabama Mental and Behavioral
Health Capacity Project, which is funded as part of the Gulf Region Health Outreach
Program. The Outreach Program was developed jointly by BP and the Plaintiffs' Steering
Committee as part of the Deepwater Horizon Medical Benefits Class Action Settlement,
which was approved by the U.S. District Court in New Orleans on January 11, 2013 and
became effective on February 12, 2014. The Outreach Program is supervised by the
court, and is funded with $105 million from the Medical Settlement.

ABSTRACT

In the wake of the 2010 Deepwater Horizon oil spill, the Gulf Region Health
Outreach Program (GRHOP) was established as part of the Deepwater Horizon Medical
Benefits Class Action Settlement. One of the GRHOP projects is the Mental and
Behavioral Health Capacity Project — Alabama (MBHCP-AL). The primary mission of
the MBHCP-AL is to facilitate and accelerate the integration of behavioral health into the
primary care services being provided at Federally Qualified Health Centers (FQHCs) in
lower Alabama. To accomplish this, physical resources and consulting services are being
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offered. This chapter describes our progress along the Langhinrichsen-Rohling (2014)
Triple-E three stage process of facilitation: Engagement, Establishment, and Embedding.
First, we engaged collaboratively with the clinics to determine their current stage of
integration, existing resources, and motivation for change. Next, we focused on
establishing providers and delivering high-quality, evidence-based services within the
FQHC as a routine part of the organization’s workflow. The final facilitation stage
involves embedding these services into the mission of the FQHC, the electronic health
record (EHR) documentation, and the billing structure of the clinic in order to ensure
sustainability. This work is being done in the context of a rapidly changing healthcare
landscape. Each of these facilitation stages are described in order to share challenges
faced as well as transferable lessons learned for future integration efforts.

INTRODUCTION

In April 2010, the Deepwater Horizon oil rig explosion and subsequent fire led to the
largest offshore oil spill in the history of the United States. This event affected the entire Gulf
of Mexico’s ecosystem and economy, while substantially impacting the mental and physical
health of coastal residents in at least four of five Gulf Coast states: Louisiana, Mississippi,
Alabama, and Florida (e.g., Gill, Ritchie, Picou, Langhinrichsen-Rohling, Long, & Shenesey,
2014). Through litigation conducted within the Louisiana court system (Plaisance et al. v. BP
Exploration & Production Inc., et al.), a class action lawsuit (involving all residents in 17
counties and parishes along the Gulf Coast) was settled with BP, the oil company leasing the
Deepwater Horizon at the time of the explosion. The settlement contains two arms - medical
and economic. Embedded within the medical settlement is an innovative program directed
toward enhancing the health capacity within the 17 Gulf Coast parishes and counties deemed
as most impacted by the spill. This innovative piece of the settlement is named the Gulf
Region Health Outreach Program (GRHOP).

Gulf Region Health Outreach Program

Through the funding of the GRHOP, a group of integrated health projects was designed
to strengthen healthcare in the Gulf Coast region. One of these, the Mental and Behavioral
Health Capacity Project (MBHCP), was tasked with promoting integrated health within
Federally Qualified Health Centers (FQHC), look-alikes, or existing primary care clinics that
target economically disadvantaged or under-resourced patients. According to the Health
Resources and Services Administration (HRSA) website definition (2015), FQHCs are
primary care centers which deliver comprehensive services to under- and uninsured
populations. Services are offered on a sliding fee scale and are reimbursed primarily through
Medicaid, which offers FQHCs enhanced reimbursement. These clinics are typically located
within an impoverished community with limited resources. These health centers were targeted
for services under the premise that they form an important healthcare infrastructure for
individuals who are most likely to be negatively impacted by a disaster (i.e., a vulnerable
population; Goldstein, 2015).

A component of the MBHCP was designated for each state belonging to the GRHOP
(Louisiana, Muississippi, Alabama, and Florida). There are project- and state-specific
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differences in funding levels and strategies chosen to promote additional levels of sustainable
mental and behavioral healthcare in the impacted areas. This chapter focuses on the work of
the Mental and Behavioral Health Capacity Project — Alabama (MBHCP-AL), which is
housed in the Gulf Coast Behavioral Health and Resiliency Center at the University of South
Alabama and directed by Dr. Jennifer Langhinrichsen-Rohling. As members of a university
community, we primarily function as consultants with our community partners, offering
supplemental and supportive resources as well as training, assessment, and research expertise.

The primary mandate given to the MBHCP-AL is to enhance mental and behavioral
health capacity across the two Alabama counties that lie along the Gulf of Mexico. These are
the parts of Alabama most directly impacted by the Deepwater Horizon Qil Spill (Shenesey
& Langhinrichsen-Rohling, 2015). The mental healthcare infrastructure of Alabama has been
in flux throughout this project as the Affordable Care Act was enacted (2010), Medicaid
billing codes and policies related to behavioral health have been updated or revisited, the
DSM-5 was released (American Psychiatric Association, 2013), ICD-10 is coming on-line
(World Health Organization, 1992), EMR systems with different capabilities for documenting
behavioral health services have been updated, changed, or replaced, and the state of Alabama
has lost vital psychiatric services including having multiple psychiatric hospitals closed
(Yurkanin, 2015). Each of these changes, in an area already impacted by a ten-year series of
successive disasters, has generated a greater need for integrated healthcare and coordinated
resource management related to mental and behavioral healthcare delivery.

The primary care infrastructure in Alabama also has faced many challenges. Alabama has
consistently been named one of the physically unhealthiest states in the U.S. (ranked 43 in the
country by the United Health Foundation in 2014) while simultaneously being designated by
HRSA as a Mental Health Professional Shortage Area (HRSA, 2014). In addition, Alabama is
one of 23 states in the U.S. which has rejected Medicaid expansion although approximately
176,000 of the state’s population currently fall into the Medicaid Gap (Garfield, Damico,
Stephens, & Rouhani, 2015). More specifically, at the start of the GRHOP, some of the
Lower Alabama FQHCs lacked basic equipment (e.g., a digital x-ray machine, back-up
generators for emergencies and hurricanes) and although the patients often moved among the
various clinics seeking care, no exchange of Electronic Health Records (EHR) was occurring.
Moreover, the four existing FQHCs and look-alikes all used different, incompatible EHR
systems. Promoting integrated healthcare in a service-challenged area is difficult; making
integrated healthcare happen in the midst of these greater systemic changes and long-standing
resource deficits requires even more patience, persistence, and flexibility.

We have chosen to move the integrated healthcare movement forward in Alabama by
using the MBHCP-AL resources to seed, facilitate, and accelerate adoption of an Integrated
Behavioral Healthcare model within two different multi-site FQHCs. We partnered with two
FQHCs in order to encourage capacity building in both Lower Alabama counties designated
in the lawsuit. Our goal is to foster a long-lasting and sustainable integrated behavioral
healthcare system within each of these particular primary care agencies as they target
community members who are underserved and have limited access to healthcare resources.
This chapter will describe our progress along the Langhinrichsen-Rohling (2014) Triple E
process of facilitation model where we are working to engage with the clinics around the
topic of integrated health, to establish Behavioral Health Providers within the clinic (on the
team and within the workflow), and to embed this change within the FQHC system (within
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the administrative structures and clinic mission, within the electronic health records, and as a
reimbursable component of the billing process).

Theoretical Underpinnings of Our Work

To approach our work, we determined that we needed to adopt an overall Healthcare
Integration vision to work toward. A number of different models and visions of integrated
health have been advanced; one of the key differentiators among integration models is the
patient population of focus. Some examples of integration models and their corresponding
patient populations include: 1) National Council for Community Behavioral Healthcare
(NCCBH, 2009) Four Quadrant Model, Quadrant Il: focuses on patients designated as
Chronically or Seriously Mentally 1l (CMI or SMI)(as cited in Parks & Pollack, 2005); 2)
Collaborative Care Model (Unitzer, Harbin, Schoenbaum, & Druss, 2013) focuses on
patients with mental health disorders needing care management and psychiatric consultation;
can focus on patients dually eligible for Medicaid and Medicare; 3) SBIRT model: focuses on
patients with drug and alcohol problems (SAMHSA-HRSA, 2015b) as does the NCCBH Four
Quadrant Model, Quadrant IV; 4) The Robert Wood Johnson Foundation: focuses on patients
with a chronic medical conditions such as diabetes or hypertension (Wielawski, 2006); and 5)
U.S. Preventive Services Task Force: believes all primary care patients should be screened for
depression and/or anxiety as part of routine healthcare (U.S. Preventive Services Task Force,
2009); this model is well-aligned with the MacArthur Initiative on Depression and Primary
Care Initiative (2015).

Adoption of any, or all, of these models requires developing the following: 1) the means
to access and interact with the patients in the identified population (e.g., finding those patients
who already have a CMI diagnosis or who have screened positive for substance use); 2) a
workflow that accommodates services for the identified patients; 3) providers with the
expertise to administer behavioral health services to these patients; 4) a referral pathway for
more extensive care; and 5) the ability to document and bill for services to this patient
population. As a result, using multiple models of integration simultaneously is initially likely
to be untenable.

In fact, choice of patient population and corresponding vision is essential and needs to be
made early in the integration endeavor as it dictates almost all of the subsequent integration
decisions. Our experience is that each of the above patient populations can benefit
substantially from integrated healthcare; however, fledging efforts at introducing integrated
care are more likely to be unsuccessful if too many patient populations are simultaneously
targeted for services. Consequently, after considering the needs and desires of existing
primary care providers, the skills and proclivities of the newly hired behavioral health
providers, and the overall priorities and resources of the FQHCs with whom we work, we
chose to facilitate integration via utilizing two main patient population pathways.

Through our collaboration, both of our FQHC partners decided to provide routine
universal screening for depression with a national screening measure, the Patient Health
Questionnaire (PHQ-9 or PHQ-2; Kroenke, Spitzer, & Williams, 2001). Thus, the first and
most obvious patient population to serve was primary care patients who had screened positive
for mild to moderate depression. Our second strategy was to promote behavioral health
services among patients with uncontrolled diabetes, hypertension, or medication non-
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compliance issues. This pathway was particularly pertinent given that Alabama is the second
most obese state (32.3% of adults), has the highest number of diabetics, and registered the
largest increase in rates of hypertension in the United States according to a 2011 report (Levi,
Segal, St. Laurent, & Kohn, 2011).

Our review of the literature also uncovered descriptions of how the integration between
mental/behavioral and physical services varies on other dimensions besides target patient
population. For example, the Substance Abuse and Mental Health Services Administration-
Health Resources and Services Administration (SAMHSA-HRSA) Center for Integrated
Health Solutions (2013) has advanced a six-level model of collaboration/integration that is, in
part, defined by four domains of clinical practice. The six levels of collaboration/integration
can be collapsed into three broad categories: Coordinated Care, Co-located Care, and
Integrated Care. The four domains of clinical practice that define these levels are: Clinical
Delivery - factors included in this domain are the presence of both physical and mental health
screening tools, level of treatment plan collaboration, and the delegation/use of evidence-
based practices amongst both primary care and behavioral health providers. Patient
Experience - factors included in this domain are how the patients’ health needs are treated by
the providers (either as separate or holistic) and the extent of patient initiative and
responsibility in having their needs met (negotiating separate clinics or having all of their
needs met in one space). Practice/Organization - this domain focuses on the administrative
staff/organizational leaders’ efforts at integration through coordination of systems and
workflow protocols as well as increasing the level of provider buy-in to the integrated model.
Business Model - this domain includes funding sources supporting only one type of medicine
versus the integrated model, facility/resource responsibility and level of sharing for costs
associated with integrated health, and billing practices. A priori, we decided to aim for the
highest level of integration described (Level 6) and, in doing so, embraced the need to work
closely with the FQHCs along multiple dimensions of change including clinical practice,
system organization, and business procedures. The process of facilitating these changes is
described below.

ENACTING THE LANGHINRICHSEN-ROHLING
TRIPLE E MODEL (2014): THE ENGAGEMENT PROCESS

The ongoing process of engagement is central to any model of change and the type of
engagement depends upon where the individual or organization is on the continuum of
change. Although designed specifically for behavioral change at the individual level,
Prochaska’s (2013) transtheoretical or “stages of change” model is also useful for analyzing
and addressing organizational and individual staff change. Prochaska identified five stages of
progression towards behavioral change: Precontemplation is the stage in which there is no
plan to change behavior in the immediate future. Contemplation is the stage in which an
awareness of a problem starts to develop, however, it is highlighted by ambivalence towards
behavioral change. Preparation is the stage in which there is an intention of action toward
change within the immediate future. Action is the stage that involves overt behavioral changes
toward reducing a problematic behavior and/or increasing a healthy behavior. Finally,
Maintenance is the stage in which people work to sustain changes and prevent relapse.
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Importantly, there are different strategies of engagement for each stage (Norcross, Krebs, &
Prochaska, 2011).

Assessment

Focusing on the integration of behavioral health as the target “behavior,” an assessment
of where the organization and its staff fit within the stages of change model helped inform our
engagement strategies and tailor them accordingly. We conducted an assessment of the pre-
existing integration level and gauged levels of motivation for change across the organization.
Information was solicited from both administrators/upper-level management and existing
medical providers using a variety of assessment tools and strategies.

Administrators and Upper-level Management

To assess the agencies’ leadership impressions of where their FQHC fit along the Levels
of Integrated Care model describped by SAMHSA-HRSA (2013), Wornell and
Langhinrichsen-Rohling (2014) used the SAMHSA-HRSA criteria to develop a self-
assessment instrument which could be completed in less than 10 minutes by all levels of
individuals within the FQHC. This measure is available from the authors. Our initial
experience with administering this tool indicated that the key stakeholders in the FQHCs
perceived their agency as having little to no existing Behavioral Health integrated care
(Jackson, Wornell, Langhinrichsen-Rohling, & Johns, 2014). In fact, the initial assessment
findings indicated consistent ratings of very low levels of existing integration with
Collaboration Levels of One or Two (on a scale of one to six) on all eight of the indicators
measured. The eight indicators are depicted in Table 1 below.

Table 1.

Physical Proximity: Communications:

The frequency with which Mental Health (MH) The level at which the PC and MH information is
service providers are on-campus/in the building. | stored in an integrated fashion.

The extent to which Primary Care (PC) and MH The degree to which the PC assumes a role in
services share the same waiting/service areas. ensuring the patient sees a MH professional.

The extent to which there is a predictable
schedule for a MH service provider to be
available in the PC setting.

The degree to which PC and MH providers have | The extent to which MH providers are included in
access to the same scheduling and information in | Provider Meetings and Team Case Management
the EMR system. discussions.

The level of integration in treatment plans for
patients.

We believe performing this assessment was vital as it revealed that the FQHC
administrators were aware of and willing to address perceived deficiencies. As a consultant,
finding smaller discrepancies between what you observe and what the agency self-reports is
helpful (i.e., it suggests that the FQHC leadership has a high awareness of their current
situation and what is needed; they are open and non-defensive with organizational readiness
for change; Little, 2015). Performing this assessment also generated a baseline measure for
our anticipated collective success in facilitating organizational change, something all of our
collaborators have already and will continue to take pride in. We strongly suggest that all



The Nuts and Bolts of Developing Integrated Healthcare ... 73

parties seeking to integrate behavioral health into primary care utilize a formal assessment
tool of this nature for both baseline and subsequent progress assessments.

Existing Medical Providers

A second vital engagement activity involved obtaining input about the perceived needs
and patient mental health observations of existing physical healthcare providers. Formal input
was obtained through a self-report Primary Care Provider (PCP) Needs Survey developed in
2013 by Wornell and Langhinrichsen-Rohling (available from authors). Informal feedback
was generated through planned interactions between our staff and the on-site behavioral
health therapists, FQHC administrators, and existing healthcare providers. These assessment
processes revealed that PCPs perceived anxiety, depression, insomnia, and alcohol/substance
abuse issues as substantial patient-related concerns. Collaborating on service needs and using
provider input to direct integrated services toward perceived needs is an important
engagement activity.

Understanding the Culture of the FQHC

FQHCs are a unique set of entities. Most are required to work under a variety of
regulations and reporting mandates and quality assurance checks from multiple federal, state,
and private granting/insuring agencies (e.g., Joint Commission, 2015). They can also choose
to take part in several different types of accreditation or certification processes (Joint
Commission, 2015; National Committee for Quality Assurance (NCQA), 2015) or ongoing
initiatives such as becoming a Patient Centered Medical Home (PCMH; SAMHSA-HRSA,
2014). The launching of each of these advancements has changed the healthcare landscape in
which integration is taking place.

For example, in 2014, the existing PCMH principles were expanded to directly address
how behavioral health integration is an essential component of a PCMH (SAMHSA-HRSA,
2014). Providers with PCMH certification are now required to identify and track those with a
substance abuse or mental health diagnosis as they are likely to be among the group with the
highest healthcare utilization costs. These types of national changes provide impetus for
change while simultaneously taxing systems that are under-resourced to begin with. Perhaps
as a result, staff turnover, changing workflow, and high volume service delivery can be
common to FQHCs. Consequently, FQHCs have many competing priorities, must be creative
at generating change-related buy-in throughout a resource poor system, and they often work
with a short supply of physical and financial assets. Understanding and tracking the stressors,
mandates, and upcoming deadlines faced by the FQHC with whom you are working is
another essential component of the engagement process.

Other Ongoing and Informal Engagement Activities

As consultants to the FQHCs with whom we work, we are mindful that this is their
agency and change must be consistent with the agency’s internal priorities and interests.
Accelerating the integration process is a shared effort which requires engagement across all
levels within the FQHC (e.g., door greeters, office managers, billing specialists, the IT staff,
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nurses, nutritionists, PCPs, administrators). As many have noted (e.g., Lind, 2011), it is
imperative to recruit and engage a variety of key FQHC stakeholders.

At the start of the project, we collaborated with administrators at each FQHC to identify
and select some key internal stakeholders who would engage with the Behavioral Healthcare
Providers (BHP). These individuals included both PCPs (physicians, physician assistants, and
nurse practitioners) and existing social service providers within the FQHC, such as substance
abuse counselors and medical social workers. At this level, engaged key stakeholders were
providers who welcomed the BHPs into their work day. They were flexible in their workflow
and effectively communicated with BHPs as part of a team. Furthermore, they advocated for
BHPs’ needs and demonstrated buy-in for the vision of integrated care.

Once engaged with a provider/key stakeholder, the medical assistants (MA) and clerical
staff working with this provider also became stakeholders. Effectively engaging with these
members of the team is invaluable as they handle patient calls and scheduling needs;
consequently, they can either be an impediment to or a facilitator of integrated health. The
patient service team members we found important to engage with include: existing medical
social workers, dietitians, substance abuse counselors, and patient navigators. When our
BHPs engage consistently and effectively with the full range of service providers, they are
increasingly seen as valued members of the healthcare team.

We also found it essential to have an administrative champion. At the administrative
level, key stakeholders collaborate with our Center administration on determining funding
needs and long-term sustainability via grants and/or government funding. This person can be
the point person for a range of issues including site-specific concerns and policy
implementation. They often facilitate advancements related to the electronic health records or
billing practices. They can also advance integrated health by advocating from the FQHC to
the larger community or state.

ENACTING THE LANGHINRICHSEN-ROHLING TRIPLE E MODEL:
THE ESTABLISHMENT PROCESS

The second major process of integrating behavioral healthcare into a FQHC involves the
establishment of services. Several key activities take place during this stage including:

e hiring, setting up, and launching the on-site BHPs;

o effectively moving the BHPs into the clinic workflow, often by standardizing an
access pathway to the patient population;

e establishing clinic-wide buy-in to support the services offered by the BHPs;

e establishing a well-validated screening and assessment process;

e establishing ongoing clinical training and supervision processes for BHPs.
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Hiring, Setting-up, and Launching the On-site Behavioral Health Providers
(BHP)

Identifying, hiring, and training well-matched BHPs is essential. The most effective
BHPs seem to possess several important individual-level characteristics; these characteristics
may be even more important than previous experience in a healthcare setting or pre-existing
training in particular brief, evidence-based treatments. Specifically, from our experience,
individual-level traits of BHPs who facilitate integration include flexibility, excellent
communication skills, and the ability to set and maintain professional boundaries.

Flexibilit

The flet-paced environment and diverse nature of presenting problems among primary
care patients means effective BHPs must be able to adapt to the current demands of primary
care clinics. BHPs must have flexibility regarding their space, the time allotted with a patient,
and intensity and duration of the intervention that can be offered. For instance, BHPs must be
willing to meet with patients in exam rooms for whatever amount of time can be allotted
given the demands of the clinic and, if necessary, deliver a targeted, brief intervention in that
setting. This model of service delivery is a stark contrast to traditional mental healthcare and
can be a challenging adjustment for BHPs not trained specifically in a model of integrated
healthcare. Our BH team has experienced several stumbling blocks that are likely to occur in
any under-resourced primary care setting including: office space limitations and/or abrupt
changes, PCP changes, equipment failures, agency policy changes, and delayed access to
EHR because of administrative back-ups. In conjunction with flexibility, hiring BHPs with
patience and an agreeable nature is also beneficial to all involved.

Communication Skills
Excellent communication skills are necessary during the process of entering into an

established system. BHPs must be able to communicate effectively with providers, staff, and
administrators in FQHCs as well as with patients from diverse backgrounds. They are often
joining a traditional hierarchical team led by a physician with whom they must learn to work
collaboratively; yet, they must also be confident enough to assert their role on the healthcare
team with the PCP. As our project has continued to increase BHPs’ skillsets through training,
we have been offered the opportunity to observe patient loads increasing. Increased patient
load appears to be associated with BHPs becoming more confident in explaining their role
and enthusiastically asserting their determination to have appointments with designated
patients (e.g., patients identified via chart reviews due to medications, asking PCPs for warm
hand-offs of patients with identified targeted chronic illnesses such as diabetes).

That said, we recognize that the BHPs who have made the most inroads with the
healthcare teams are people with friendly, outgoing demeanors who continuously collaborate
with the healthcare staff and explain the BHP’s role. We have observed that BHPs who are
sociable and interpersonally warm yet assertive are best equipped to establish the broad range
of relationships needed to integrate into an established primary care clinic. The engagement
process relies on the BHP being able to develop a broad array of champions for the work,
from the front desk to the billing department but especially with the medical team in which
the BHP is working.



76 Jennifer Langhinrichsen-Rohling, Cory Wornell, Keri Johns et al.

Appropriate Boundaries

The ability to be both friendly and assertive directly influences the ability to set and
maintain appropriate professional boundaries with clients and the medical team. Given the
demands of a primary care setting as well as the relative novelty of integrated healthcare
within FQHCs, BHPs often find themselves torn among serving the healthcare system,
medical providers, and patients. In order to effectively and efficiently deliver integrated
healthcare in a primary care clinic, BHPs must be able to set boundaries with both patients
and other employees regarding services they are equipped to offer (and those they are not)
while ensuring they are meeting the needs of the clinic and patient population. While BHPs
may be eager to provide whatever services are needed in order to engage interpersonally and
increase buy-in with key stakeholders, at times the ability to clearly state their role and
boundaries of practice will help these same stakeholders understand how BH services can be
most effectively utilized. Engagement is easier to maintain when realistic expectations are
generated.

For example, boundary setting with fellow medical team staff members may be needed if
the BHP is repeatedly asked to conduct sessions with actively psychotic patients. A patient
with a high need of intervention will be better served by the local mental health clinic; all
team members should feel empowered to call the Crisis Team for assistance and on-site case
managers can help navigate referral processes. Another possible workflow trap occurs if the
healthcare team sends patients to the BHP solely for the BHP to schedule an appointment for
a psychiatrist; that is also not an efficient use of the BHP’s time or skillset.

However, it is in the realm of interacting with patients that the BHP must primarily be
able to draw boundaries in relation to time. Because of the fast-paced nature of the FQHC
setting, BHPs cannot spend an inordinate amount of time with each client. As such,
assessments done after initial screening are typically conducted with the BHP setting the pace
of the conversation. Furthermore, patients must have it explained to them that the BHP is
meant to help in the short-term; in the model we are facilitating, clients in need of longer-term
specialty mental health services should be referred to the appropriate agency for such
assistance.

Linking BHP to Workflow: Standardizing Access Pathway to Chosen Patient
Population

Based on the FQHC needs assessment and via collaborative engagement-related
discussions, the MBHCP-AL supported BHPs focused on working with patients from three
pre-identified populations: 1) those who screened positive with depression from the PHQ-9;
2) patients with diabetes or with medication compliance concerns; and 3) patients in crisis
who need risk assessment/referral. Since some different elements were required in order to
establish each of these population pathways, each will be discussed in turn. We will also
briefly discuss the need to discourage some types of patient referrals to the BHP in order to
successfully define and establish a manageable scope of work.

Establishing the PHQ-9 Patient Pathway
The Patient Health Questionnaire-9 (PHQ-9; Kroenke, Spitzer, & Williams, 2001) has

become a nationally accepted screening tool for depression/anxiety and has been incorporated
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into many primary care clinics. An example of the depression screening process from one
FQHC in which we work is that the PHQ-9 (which is nine questions in length) is
administered to patients by the nurse/MA who is simultaneously collecting the patients’
standardized medical indicators (i.e., blood pressure, weight, and temperature). The BHP is
notified of the need to work with the patient if their score on the PHQ-9 breaches the cut-off
threshold. This notification occurs while the patient is in the examination room, so the BH
interaction can occur within the same day.

Establishing the Chronic Disease Pathway

The chronic disease pathway requires more engagement to establish as this pathway is
less traditionally associated with mental and behavioral health, thus PCPs do not often realize
this is a pathway with which a BHP can be helpful. This pathway provides services for
patients with a specific chronic disease such as diabetes or hypertension. The FQHCs
generally will have a large patient population identified as having a chronic disease; a clinic
needs assessment helps to identify a particular disease the providers find most prevalent or
challenging within their site. The team may also refer patients with a chronic disease to the
BHP when the patient is not adhering to the treatment plan outlined by the PCP. Based on the
results of the PCP needs assessment, this pathway could also be established for chronic pain,
insomnia, smoking cessation, or weight management issues. As the BHP becomes fully
integrated, established, and comfortable within the clinic and health team, additional
pathways may be added to the workflow.

Establishing the Crisis/Risk Assessment Pathway

Once a BHP is on-site, it is inevitable that they will be asked to handle patients in crisis.
This will occur regardless of whether or not there was a pre-existing crisis protocol in place
that could still be successful. It will also occur in clinics in which the BHP is not providing
on-site mental healthcare to the chronically mentally ill as part of the established integrated
health vision. Consequently, a workable crisis/risk assessment pathway needs to be
established. In our experience, this pathway requires BHPs to be able to conduct a
standardized risk assessment for individuals presenting with suicidal or homicidal
behavior/ideation. The BHP also needs to be comfortable using specific communication skills
that can help to de-escalate emotionally labile patients and they should be able to conduct an
on-the-spot assessment to identify high-need patients who require specialty services that are
not available on-site (e.g., inpatient care).

Extinguishing Other Pathways

As we established the patient populations and clinical pathways that our BHPs were
going to target for care, we also discovered that it was important to articulate the patient
populations which were not currently part of our clinical service delivery vision (i.e., Hunter,
Goodie, Oordt, & Dobmeyer, 2009, Chapter 2). Specifically, our BHPs initially received
referrals for actively psychotic patients, patients with Alzheimer’s, and patients who wanted
pain medication. These patients were referred to specialty mental health care, as appropriate.
It also needs to be pre-determined if the BHP will work with patients of all ages. In our
experience, pediatric behavioral health requires a different skill set than adult behavioral
health; consequently, we initially focused on adults. Educating the healthcare team about the
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patients with whom the BHP works most successfully is an important component of
establishing fruitful patient pathways and workflow procedures.

Establishing Clinic-Wide Buy-in for Integrated Care

The Warm Hand-off

Once a patient is identified through the clinical pathways, establishing the BHP as a part
of the clinics workflow is essential. In keeping with the literature (e.g., Cummings,
O'Donohue, & Cummings, 2009, Hunter, et al., 2009; Strosahl & Robinson, 2008), we have
found that a “warm hand-off” enhances therapeutic alliance between the BHP and patient, as
the PCP “vouches” for the BHP through a direct introduction or by the patient staying in the
exam room to meet with the BHP. The warm hand-off can vary in intensity with the gold
standard consisting of direct person-to-person contact by the PCP, nurses, or other care team
staff. Other effective methods may include a beeper or cell phone system. We have found that
communicating solely through computer systems may be substantially less effective as
“flags” sent by PCPs may be received after the patient has left the clinic preventing same-day
and, thus, truly integrated care. Buy-in is also represented in other ways including having
shared language for the BH service and shared norms for the presentation of the BHP. For
example, is the BHP referred to as a team member, provider, therapist, or coach? Do they
wear scrubs or business clothes?

Space

P In our experience, provision of clinic space for the BHP is necessary; the location of that
space is paramount. Most BHPs have needed a small office for paperwork storage, access to
the EHR and a phone, and as a place for service provision. Allocating space to the BHP is
also a sign of buy-in on the part of the agency since clinic space is typically at a premium.
Receiving space can be problematic however. Space located far away from the health delivery
clinic may become more of a barrier rather than a facilitator of integration and should be
avoided. BHP providers can also rely too heavily on their space, staying in their office rather
than being part of the workflow. This is particularly important since the BHP needs to be
comfortable working with patients directly in the examination room(s). Other health team
members may see a closed door as insurmountable to a necessary warm hand-off, so
permission to interrupt sessions needs to be made explicit. Having a private office may also
increase the probability that the BHP will conduct sessions that are longer than what is
sustainable for a brief integrated care delivery site, particularly if the BHP has been trained in
traditional 50-minute multi-session interventions. Obtaining, occupying, and monitoring the
use of clinic space for integrated care delivery is a key component of successfully establishing
integrated health.

Overall Clinic-level Buy-in for Integrated Health Starts with the Introduction of the
BHP

Another important part of successfully establishing integrated care is developing a shared
lexicon related to behavioral health integration and the introduction of the BHP. Words or
phrases such as “therapy,” “counseling,” and “mental health” are replaced with “holistic
health,” “skill building,” “goal-setting,” and “behavioral health.” Furthermore, the PCP is
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encouraged to introduce the BHP as an important member of the overall health team who
works with the physician to provide the best overall care to the patient, rather than as a
therapist per se.

BHPs are also trained to set the stage for the brief intervention by explaining their role
and what will happen during their time together. The BHP describes their role by highlighting
that they are:

1. amember of the patient’s overall health team;
2. focused on the overall health of the patient;
3. addressing problems identified by the PCP and of value to the patient;
4. working with healthcare team to make the patient’s life better.
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Figure 1. Pathways to the Identified Patient Populations.

Most patients respond favorably to this description of the BHP role; however, because
this role is new to them within the PC setting, the BHP must also take time to describe what
the work together will look like. Our BHPs will generally explain to patients that the session
will last about 30 minutes: the first part of the session will be gathering information on the
target problem and the remainder will be spent collaborating with the patient to generate a
plan to meet the patient’s goals and objectives (e.g., get them closer toward the healthy life
they desire).
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Establishing a Well-Validated Screening and Assessment Process

Well-validated screening and assessment processes are another essential component of
established integrated health. If patients are to be identified for BH care, some assessment
must occur prior to the warm hand-off to the BHP. It is best if this screening process is built
into the overall workflow of the clinic; however, it can happen in a number of different ways.
For example, in one FQHC in which we work, all patients are given a two-item depression
screener at every visit. At the other FQHC, a longer depression screen is administered;
however, this happens only one time per year or when a team member determines that it is
clinically indicated.
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Figure 2. Workflow Process for the Behavioral Health Provider.

Once the patient screens positively, or meets other established criteria for a BHP referral,
the warm hand-off takes place. At this point, the BHP meets with the patient to determine the
best course of action. Options include: 1) no further intervention; 2) a brief intervention (with
follow-ups); or 3) referral to community or specialty resources. This process is shown in
Figure 2. Our behavioral health team has created a standardized screener for use in this brief
assessment process which simultaneously considers level of patient stress, depression,
anxiety, and resilience (Langhinrichsen-Rohling & Wornell, 2013, available from authors).
There are also screening items for alcohol misuse and potential traumatic stress. System-wide
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use of this screener promotes standardized and evidence-based care, provides a measure of
mental health that can be tracked over time, and also serves as a program evaluation marker.
Providing evidence of the effectiveness of the services that are being delivered is essential to
establishing the services in the clinic because it promotes confidence among staff and patients
alike (McHugh, Brennan, Galligan, McGonagle, & Byrne, 2013).

Establishing Ongoing Clinical Intervention Training and Supervision
Processes for BHPs

Wiesherg and Fuchs (2014) succinctly articulated reasons why providing behavioral
healthcare treatment is different when done in a primary care setting than in a mental health
clinic or private practice. Specifically, the modal number of BH sessions is one; sessions
generally last no more than 30 minutes; patients often have multiple physical and mental
conditions; the presenting mental health diagnosis may be less specific (i.e., unspecified
anxiety or depression) or secondary to physical health concerns (low mood post cancer
diagnosis); patients who are being referred from their doctor on-site may have reduced
motivation or readiness for change; and patients who come to their physician for BH care
may have low levels of psychological mindedness. In the face of these constraints, even
evidence-based manualized treatments focused on BH are likely to be a poor fit as they
mostly rely on multiple sessions that are of longer duration.

The types of interventions that can be offered in the primary care setting tend to also be a
poor fit with traditional training of mental health providers, as their prior experience is likely
to have been with clients who self-initiated treatment, are specifically seeking mental health
care, and who are expecting to experience multiple sessions of 50 minutes. Evidence also
indicates that the distribution of guidelines is not enough to change clinical practice. Instead,
practice change is best facilitated by initial clinical training with didactic methods, direct
observation, and weekly supervision by an expert with feedback on both implementation and
outcomes (Mauer, 2003). Consequently, we have chosen to implement an ongoing training
process that repeatedly and consistently focuses on enhancing the particular therapeutic skills
which are needed to deliver brief behavioral health change strategies in a non-quiet, fast-
paced environment.

The building block of the training program is Motivational Interviewing (Ml; Miller &
Rollnick, 2012). Ml is an evidence-based counseling style that is specifically designed to
recognize and resolve ambivalence about behavioral change. Successful Ml interactions stand
in stark contrast to what traditionally happens in medicine (i.e., the doctor tells the patient to
stop doing harmful health behaviors like overeating or smoking and start doing helpful health
behaviors such as exercise and eating right). Based on the evidence that unsolicited directives
are largely ineffective and often increase patients’ resistance, MI skills seek to evoke change
talk from the patient. Strategies include exploring ambivalence about the behaviors by
considering the pros and the cons and considering patient goals and confidence levels
regarding change. When successful, Ml helps patients determine their own change plan.
When patients have difficulty making behavioral changes to address medical concerns, as is
the case for many BH patients seen in the primary care setting, ambivalence and barriers to
treatment are usually present; this makes MI particularly well-suited for the primary care
setting.
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Additional therapeutic skills are then layered on top of MI. Our training has focused on
teaching our BHPs Focused Acceptance and Commitment Therapy (FACT; Strosahl,
Robinson, & Gustavsson, 2012). FACT is a transdiagnostic, brief intervention therapy which
is nested under Acceptance and Commitment Therapy (ACT; Hayes, Strosahl, & Wilson,
1999), a third wave behavioral therapy. FACT takes a strength-based approach toward
behavioral change and emphasizes teaching the patient skills to navigate challenging life
situations in service of personal values. Our BHPs are trained to instill hope in their patients
and to assume that behavioral change can take place in one visit. Consistent with developers
of FACT, our mantra is “assume that the first visit may be the last visit.” Our patients should
never leave without a well-thought-out behavioral change plan.

ENACTING THE LANGHINRICHSEN-ROHLING
TRIPLE E MODEL: THE EMBEDDING PROCESS

The final stage of the Triple E Model involves embedding integrated healthcare into the
existing primary care system in an enduring and sustainable fashion. The key areas to focus
on during this change are:

interfacing with the Electronic Health Record (EHR);
billing and financial viability;

standardization;

systemic and administrative documents and decisions.

MowbdE

Interfacing with the EHR

Specifically, achieving long-lasting change and the highest level of integration requires
that the on-site BHPs are able to quickly and effectively document all of their encounters into
the primary care electronic health record. An effective interface with the EHR is manifested
by a single location for behavioral health assessments, symptoms, plans, and progress notes.
The ease of creating a workable behavioral health template varies substantially by EHR
system. Consequently, this integration stage has to be tailored to the agency and requires
close collaboration with and full participation by the IT department. The goal is for all health
providers to be able to easily find the behavioral health treatment plan in the EHR so they can
also follow-up with integrated care patients’ plans at all subsequent health care visits. Ideally,
this documentation should take the BHP no more than five minutes. Difficulty navigating
through the EHR directly translates into time lost from service provision. Accomplishing
straightforward, streamlined, and standardized documentation in the EHR must be the shared
vision. Effective use of health information technology improves the communication among
providers, provides the capability to generate patient registries for advanced care initiatives,
and facilitates quality assurance activities (Korda & Eldridge, 2011-2012).
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Billing and Financial Viability

Similarly, sustainable integrated health has to have financial viability. Unfortunately,
Medicaid decisions on what disciplines can be reimbursable service providers and what codes
can be utilized for billing purposes differ state-by-state. This means that each integrated
health sustainability plan has to be tailored to the location. For example, Alabama currently
has the Medicaid Health and Behavior Codes turned off (SAMHSA-HRSA Center for
Integrated Health Solutions, 2015); making these billing codes inaccessible severely limits the
viability of integrated health in this state.

There are three potential ways to demonstrate the financial viability of integrated health.
We recommend collecting the local data related to each of these possibilities so that
administrators can better track how providing integrated health supports the bottom line. First,
in many cases, integrated health services can be billed for directly either using the behavioral
health codes or the counseling codes. One of the main factors that should impact the decision
of which of these codes to employ includes whether the patient was referred to behavioral
health because of a chronic health condition (behavioral health codes are likely to apply) or
because of screening positive for depression or anxiety (counseling codes may be more
appropriate); standardization in code selection across BHPs and the overall agency is
essential.

Second, inclusion of integrated health within the primary care setting should free up the
primary care providers’ time, particularly with patients who are upset or in crisis. The
subsequent gain should translate to greater numbers of overall patient contacts, smoother
workflow, and higher job satisfaction. Each of these should have a documentable positive
benefit on the bottom line.

Third, providing integrated health should improve overall wellness among patients,
particularly among chronic disease patients who have been identified as a targeted group for
services. In a healthcare world that is increasingly matching dollars to outcomes and/or
paying for performance (Korda & Eldridge, 2011-2012), providing integrated healthcare
services may be necessary in order to receive any outcomes-based incentive payments
(Merrill, 2014). Embedding high-quality integrated health into the primary care setting,
particularly among patients who are under-resourced, meets a number of goals that many
states are striving for including enhancing prevention efforts, lowering overall healthcare
costs, and improving population health (Silow-Carrol, Edwards, & Rodin, 2013). System-
wide buy-in to the financial necessity of supporting and maintaining on-site integrated health
services is another essential component of the embedding stage. We recommend being able to
show the cost and benefits for the particular site, agency, or practice being worked with as
local data often carries more weight and is more believable than national data.

Standardization

A couple of other components of the embedding stage merit mention, both of which
occur at the systems-level of the agency. Fully embedded integrated health is standardized
across the agency: BHPs should do their job similarly from start to finish as this is what
consumers expect from healthcare providers (e.g., oncologists, surgeons, nurses getting blood
pressure). Mental health professionals have tended toward eclectic practice; however, the
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fast-paced and interdisciplinary environment of a busy primary care practice requires greater
predictability from the BHP.

In our experience, this standardization is best achieved by the establishment of a
Behavioral Health Department with regular meetings, shared trainings, and a recognized
leader. This leader, typically a Licensed Clinical Psychologist or Psychiatrist, can help
prevent practice drift, routinely monitor quality of practice and be the interface with other
types of administrators in the agency. They can also supervise any other service delivery
providers who are working toward an advanced license or who are unable to bill for services
on their own.

Systemic and Administrative Documents and Decisions

Finally, it needs to be recognized from a systems level that integrated healthcare is a
priority of the organization. This should be evident not only in the shared lexicon of providers
but also through documents which are generated at the top administrative levels, such as the
organization’s Mission and Vision Statements.

CONCLUSION

This chapter has moved through the three processes of facilitation described by
Langhinrichsen-Rohling (2014): engagement, establishment, embedding. A number of
specific recommendations were offered based on experiences facilitating integrated health in
two large FQHCs in lower Alabama. Through the engagement process, it was recommended
that a specific integration vision with a designated patient population was chosen early on and
that both formal and informal engagement strategies are utilized in order to be sensitive to the
stage of change of the agency and the stakeholders within. Next, the nuts and bolts of
establishing integrated care ranges from hiring BHPs who are well-suited to working in the
primary care environment to designating and providing training on the workflow,
assessments, and interventions that are delivered. Finally, fully embedded integrated health is
expressed through the overall mission statement of the healthcare delivery agency, its
organizational structure, the set-up and use of the EHR, and the ongoing billing procedures
surrounding behavioral health.
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