Integrated Primary Care Behavioral 

Health Services

Operations Manual
[image: image1.png]Cevdngtiesi Corenthez1t Cantry




February, 2005

Acknowledgements

As the Leads for the development of the Integrated Primary Care

Education and Operations Manuals, we would like to extend our sincere 

appreciation to the members of VISN 2 Integrated Primary Care Work Group

for their hard work and excellent input.  In the truest sense, these manuals

represent an extraordinary degree of collaboration among all participants.

The entire VISN 2 Integrated Primary Care Work Group would also like to

thank Dr. Kirk Strosahl, of Mountainview Consulting, for his

expertise and patience is guiding us through

the developmental process.

Mary Schohn, Ph.D. Chief Clinical Officer, Behavioral VA Careline

Larry J. Lantinga, Ph.D., Co-Manager, Behavioral VA Careline, Syracuse

Chapter One  --  The Conceptual Framework of Integrated

Primary Care
General Background:

Management in the Veterans Healthcare Network Upstate New York (VISN 2) has made the decision to shift to a different type of primary care service.  Instead of offering only medical services in the primary care setting, VISN 2 has begun to offer more comprehensive services within that setting.  

The VISN 2 concept of primary care, as outlined in Network Memorandum #10N2-63-99, is derived from the Institute of Medicine’s description: “Primary Care is the provision of continuous, comprehensive, and coordinated care to populations undifferentiated by gender, disease, or organ system.  Primary care is the provision of accessible, integrated, biopsychosocial health care services by clinicians who are accountable for addressing a large majority of personal health care needs, developing a sustained partnership with patients, and practicing in the context of family and community (emphasis added).”

In response to such a dynamic mission and far-reaching set of expectations, primary care delivery within VHA both locally and nationally has evolved into an increasingly sophisticated multidisciplinary team based approach. Within Network 2 there has been a recent effort to identify requisite components of an ideal treatment team model. The Integrated Primary Care Network Workgroup has suggested the following functions for inclusion: medical, nursing, behavioral health, pharmacy, nutrition, geriatric liaison, medical social work, and pain liaison. 

Purpose of this Manual:

This manual describes the implementation of integrated behavioral health services within primary care.  It is targeted for administrators, supervisors and others who have responsibility for managing the implementation and operations of integrated primary care. 

There has been and will continue to be considerable site-to-site variability in discipline-specific staffing levels, scopes of practice, skill sets, and access to specialty resources within primary care settings.  Thus, any operational strategy must build in a degree of flexibility and fluidity to enable the behavioral and primary care partners to reach their own balance and share tasks commensurate with their particular circumstances.  This limits the degree of specificity within this manual, but also underscores the key principle that the charge of successful, real-time delivery of first level behavioral health care is really directed to the team and not the individual provider.  In several of our CBOCs, staffing patterns do not permit separate staffing for both integrated primary care services and specialty behavioral health services.  At these sites,  integrated primary care services will typically be delivered by the same provider who also delivers specialty behavioral health interventions.  This situation can often be confusing for both the primary care provider and the behavioral health provider, but it is an important distinction to keep in mind when implementing the integrated primary care model in CBOCs.

Mission Statement:

Consistent with the service philosophy of primary care, the goal of behavioral health component of integrated primary care is to detect and address the broad spectrum of behavioral health needs among primary care patients, with the aims of early identification, quick resolution of identified problems, long-term problem prevention, and “wellness promotion.”  

The integrated behavioral health model is consistent with the philosophy, service goals and health care strategies of the Primary Care model of service delivery. The goal of this model is to support the primary are provider in identifying and treating patients with mental health diagnoses and/or need for behavioral interventions.  This approach involves providing services to primary care patients in a collaborative framework with primary care team providers.  In some cases, it may also involve engaging in the temporary co-management (with the primary care provider) of patients who require services that are more concentrated, but nevertheless can be managed in primary care.  Both types of services are delivered as a “first line” intervention for primary care patients who have behavioral health needs.  If a patient fails to respond to this level of intervention, or obviously needs specialized treatment, the patient is referred for more extended specialty care.  Most importantly, the behavioral health provider’s role is to support the ongoing behavioral health interventions of the primary care provider.  There is no attempt to take charge of the patient’s care, as is true in specialty behavioral health. The focus is on resolving problems within the primary care service context.  In this sense, the behavioral health provider is a key member of the primary care team.  Behavioral health visits are brief (generally 20--30 minutes), limited in number (1-6 visits with an average of between 2 & 3), and are provided in the primary care practice area, structured so that the patient views meeting with the behavioral health provider as a routine primary care service.  The referring primary care provider is the chief “customer” of the service and, at all times, remains the overall care manager.

Program Goals:

The Integrated Behavioral Health Program in Primary Care is designed to accomplish a specific set of clinical management objectives, both at the level of the individual case as well as at the system level.   In large part, these program goals are derived from the service philosophy of improving health and behavioral health outcomes for patients with acute, chronic or recurrent conditions.  Table 1 summarizes these major program goals.

Table 1: Program Goals and Associated Service Delivery Features

	Program Goals
	Service Delivery Features

	Improve clinical outcomes for acute conditions through assessment, treatment, follow-up monitoring and/or appropriate triage.
	Use short term, collaborative care intervention model; implement best practice guidelines for high frequency conditions such as depression; build on existing PC interventions/suggest new ones; coordinate acute care management with primary care team.



	Use prevention and wellness strategies to prevent the onset of a mental disorder or prevent its recurrence.
	Open door service philosophy encourages broad-spectrum referral pattern, utilize PC team structure to monitor “at risk” situations such as life stresses/transitions. 



	Provide consultation and education for PC team in use of appropriate psychosocial treatments and medications.
	Employ collaborative treatment model emphasizing co-management of patient care; offer basic collaborative visits to address care management issues; develop/model interventions that are tailored to the “20 minute contact.”

	Manage high utilizing patients with chronic health and behavioral health concerns to reduce inappropriate medical utilization and to promote better functional outcomes.
	Longer term care management follow-up reserved for the small number of patients with numerous medical and/or psychosocial concerns; employ brief therapy or psychoeducation classes to promote better self management; coordinating and maintaining interdisciplinary care and administrative milieu.

	Manage behavioral sequelae of acute or chronic medical conditions.
	Use patient education in individual and group formats to assess and promote treatment adherence, lifestyle change and adjustment to physical symptoms/limitations; work with PC team members to identify and manage psychiatric symptoms arising from physical disease.

	Accurately identify and place patients requiring specialized behavioral health treatment.
	Develop and employ referral criteria to triage patients to specialty care; function as a liaison between specialty system and PC team.

	Make BHP services accessible to all eligible beneficiaries within the PC team.


	Service is provided in population based care framework using both horizontal and vertical service delivery methods. Provide limited number of brief visits using both scheduled time and walk-in appointments; develop effective classroom and group programs in collaboration with other primary care team members. BHP works in PC team to raise awareness about behavioral health issues and promote easy referral of patients.

	Provide wellness and prevention behavioral strategies to maximize physical health outcomes
	Use patient education in individual and group formats to promote development of health lifestyle choices. 

	Expand behavioral health impact of desktop medicine.
	Use telephonic screening and follow-up strategies; employ second level screening of PC appointments to facilitate identification and referral to BHP (e.g., screen presenting problems and triage to BHP if more appropriate, thereby saving PCP appointment).


Program Goals:

Taken as a whole, the primary behavioral health care model is designed to accomplish the following:

Clinical Goals:

· To assist primary care health providers in the recognition and treatment of mental disorders and psychosocial problems.

· To assist in the early detection of “at risk” patients, with the aim of preventing further psychological or physical deterioration.

· To assist the health care provider in preventing relapse or morbidity in conditions that tend to recur over time.

· To assist in preventing and managing addiction to pain medicine or tranquilizers.

· To assist in the prevention and management of functional disabilities.

· To help health care providers obtain quality clinical outcomes with high prevalence mental disorders.

· To help PCPs treat and manage patients with chronic emotional and/or health problems efficiently and effectively.

· To help PCPs manage patients who use medical visits to obtain needed social support.

· Over time, to improve the quality of PCP interventions.

· To more efficiently move patients into appropriate behavioral health specialty care, when indicated.

· To improve the health status of the VA population through increasing adherence with life-style change regimens, e.g., smoking cessation, weight management, etc.

Access and Satisfaction Outcomes:

· To increase access for veterans to behavioral health services.

· To increase veteran satisfaction by providing routine behavioral health services in the primary care setting.

· To increase PCP satisfaction with access to and feedback from both integrated and specialty behavioral health services.

· To increase veteran satisfaction with coordination of services.

      Cost Outcomes:

· Increase productivity of primary care by shifting behavioral health interventions to BHPs.

· To improve the cost-effectiveness of primary care services.

· To reduce the overall cost of providing mental health specialty care.

· To reduce the overall medical costs associated with high-cost users in primary care.

Chapter Two  --  Roles and Responsibilities of Behavioral Health Providers within Integrated Primary Care

1. Introduction.  

The Behavioral Health Provider’s (BHP) role is to identify, target treatment, perform triage, and manage primary care patients with medical and/or behavioral health problems.  The most effective clinical model to apply within the collaborative framework is the behavioral health approach.  The defining characteristics of this philosophy of care are:

· Maladaptive behaviors are learned and maintained by various external or internal rewards; 

· Many maladaptive behaviors occur as a result of skill deficits; and 

· Direct behavior change is the most powerful form of human learning.  

Consequently, integrated primary care interventions focus on helping patients replace maladaptive behaviors with adaptive ones, provide skill training through psycho-education and patient education strategies, and focus on developing specific behavior change plans that fit the fast work pace of the primary care setting.  These interventions are developed in collaboration with the patient and other PC providers and implemented within the primary care context.  

There is every reason to believe a behavioral health model can dramatically increase the quality of behavioral health care provided in the primary care setting, not only through improved behavioral health outcomes, but with improved general health outcomes as well.

Two complementary frameworks, as described below, exist for addressing the behavioral health needs of the primary care population through integrated care.  

· General Integrated Behavioral Health Services are the platform upon which all BHP services reside, because most members of the primary care population can benefit from BHP services delivered in a general service delivery model.  A distinguishing feature of the general approach is that it “casts a wide net” in terms of who is eligible.  From a population based care perspective, the goal is to enroll as many patients as possible into brief, general behavioral health services.  Traditional primary care medicine is largely based upon this approach.  The goal is to “tend the flock” by providing a large volume of general health care services, none of which are highly specialized.  Patients who truly require specialized expertise are usually referred into medical specialties.  Similarly, patients with behavioral health needs can be exposed to non-specialized services; those that truly require specialty care are referred into the specialty behavioral health system.

· Disorder-specific Integrated Behavioral Health Services involve providing targeted, more specialized behavioral health services to a well-defined, circumscribed group of primary care patients.  These services are delivered within the primary care setting, provide a consistent and empirically based treatment package approach, and are available for particular diagnostic groups.   Primary care patients in need of these services will include those with high prevalence, high impact (in terms of resource use) conditions such as uncomplicated depression, anxiety, chronic pain, somatic pre-occupation, insomnia, and bereavement.

For certain other patients the VA has adopted the use of a “critical pathway”, “clinical roadmap” or “best practices” approach to treatment.  In VISN 2 the current clinical practice guideline packages include: major depressive disorder (MDD), substance abuse, psychosis, and smoking cessation.  In addition, VISN 2 has developed a disease management program for PTSD.   Within the primary care setting, the BHP can play a role in assisting with these patients.
3.  Defining Characteristics of the Integrated Behavioral Health Model.

The delivery of behavioral health services is, by necessity, very different than the delivery of behavioral health services in the traditional, specialty behavioral health clinic.  Table 2 provides an overview of the integrated primary care model with respect to behavioral health.

Table 2:  Defining Characteristics of the Integrated Behavioral Health Model
	Dimension
	Characteristics

	Primary Goals
	· Performs appropriate clinical assessments

· Support PCP decision making

· Build on PCP interventions

· Teach PCP “core” behavioral health skills

· Educate patient in self management skills 

· Improve PCP-patient working relationship

· Monitor, with PCP, “at risk” patients

· Manage chronic patients with PCP in primary provider role
· Assist in team building

	Session Structure
	· Limited to one to three visits in typical case

· 20-30 minute visits

	Intervention Structure
	· Informal, revolves around PCP assessment and goals

· Lower intensity, longer between-session intervals

· Long term follow-up care, reserved for high risk cases, but re-referred by patient or PCP always available

	Intervention Methods
	· Limited face to face contact

· Uses patient education model as primary model

· Collaborative, serving as a technical resource to patient

· Emphasis on home based practice to promote change

· May involve PCP in visits with patient or join PCP appointment when appropriate

	Termination/ Follow Up
	· Responsibility returned to PCP in toto
· PCP provides relapse prevention, maintenance treatment or symptom monitoring

	Referral Structure
	· Patient referred by PCP or other members of the primary care team, e.g., clinical pharmacist

	Primary Information Products
	· Follow-up report to PCP

· Part of medical record


4.  Types of Behavioral Health Providers:

· The General Behavioral Health Provider:

The general Behavioral Health Provider (BHP) is typically a social worker, a psychiatric nurse or a psychologist.  The BHP’s role is to provide support and assistance to both PCPs and their patients without engaging in any form of extended specialty behavioral health care.  These disciplines will cover BHP responsibilities of triage and consultation at PC provider request.

In general, the integrated primary care model does not involve providing any type of extended behavioral health care to the patient.  Some interventions are single session visits, with feedback about psychological intervention strategies made immediately available to the referring provider.  Interventions with patients are simple, “bite sized” and compatible with the types of interventions that can be provided in a 20-30-minute health care visit.  It is also clear to the patient that the BHP is being used to help the PCP and patient come up with an effective “plan of attack” to target the patient’s concerns.  Follow-up consultations are choreographed to reinforce PCP generated interventions.  The goal over time is to maximize what often amounts to a very limited number of visits to either the BHP or the PCP.  Thus, the BHP is able to follow patients who need longer term surveillance “at arm’s length,” in a manner which is very consistent with how PCPs manage their at risk patients.  

At all times, care is coordinated by the PCP, who is still responsible for monitoring the results of interventions.  Communicating back to PCPs is one of a BHP’s highest priorities, even if it means handwritten notes, e-mail, or staying late to have a face-to-face conversation.  BHPs will communicate with PC providers in both written and verbal form, and verbal means face-to-face or over the telephone.

A final notable aspect of the integrated primary care model is that it allows “in vivo” training to occur, built around specific casework.  Over time, with feedback regarding hundreds of patients sent to the consultant, PCPs begin to see the same themes recur in their panel of patients and also gain first hand experience using effective strategies, supported by the BHP.  Eventually, the PCP and the BHP learn to integrate the skills over time and implement both psychological and medical interventions more effectively.

· The Prescribing Behavioral Health Provider:

In addition to behavioral interventions, all primary care settings have access to a prescribing behavioral health provider.  These providers include psychiatrists (available on-site or via telepsychiatry) or psychiatric nurse practitioners with prescription privileges.  

The primary responsibility of the prescribing behavioral health provider is to enhance the PCP’s psychoactive medication management by providing verbal consultation on the PCP’s initial medication decisions, medication changes, and the management of routine side effects.  For more chronic, complicated, and/or refractory patients, the prescribing behavioral health provider may assess the patient directly to develop a medication regimen.  In these instances, the PCP would take over renewal of prescriptions, once the patient is stabilized.  If the patient does not stabilize, referral to behavioral health specialty care will be facilitated by BHPs.  These functions are more fully described below:

· Initiation of pharmacotherapy:  As PCPs develop assessment skills, routine initiation of anti-depressant treatment may not require consultation.  Consultation may be indicated if prior psychiatric treatment history is unusually complex, there is suspicion of more complex psychiatric diagnosis (e.g., bipolar disorder, psychotic disorder, personality disorder), concern about lethality, or the choice of psychotropic treatment is complicated by co-morbid medical illness/other medications.  For those sites with pharmacy support the clinical in the primary care setting pharmacist may be integrated into this process.

· Failure to respond to initial pharmacotherapy:  This category accounts for the bulk of consultations to the prescribing behavioral health provider among patients with anxiety and mood disorders.  Failure to respond to initial treatment may result from imprecise diagnosis, inadequate medication dosage, medication intolerance (e.g., side effects), co-morbid medical illness, substance abuse/dependence, poor treatment adherence, or refractory illness.

· Relapse on pharmacotherapy:  Symptom relapse while receiving active psychotropic treatment often prompts a request for psychiatric consultation.  In some cases, augmenting or switching medications may be necessary.  Transfer of responsibility back to the primary care PCP (after stabilization) is often appropriate.
4.  Services Included in Behavioral Health Integrated Primary Care.

There are several different types of services that occur within the behavioral health integrated primary care model.  These are defined below:

· Behavioral Health Intake Visit:  Intake visit with a patient referred for a general evaluation or determination of level of care; focus on diagnostic and functional evaluation, recommendations for treatment and forming limited behavior change goals; involves assessing patients at risk because of some life stress event; may include identifying if a patient could benefit from existing community resources; consultation with clinical pharmacist, or referral to medical social worker. (CPT code 90801 or 96150)
· Behavioral Health Follow-Up Visit:  Visits by a patient to support a behavior change plan or treatment started by a PCP on the basis of earlier consultation; often in tandem with planned PCP visits. (CPT code 90804 or 96152)
· Treatment Adherence Enhancement Visit:  Visit designed to help patient adhere with intervention initiated by PCP; focus on education, addressing negative beliefs, or strategies for coping with side effects.  (CPT code 90804 or 96152)

· Relapse Prevention Visit:  Visit designed to maintain stable functioning in a patient who has responded to previous treatment; often spaced at long intervals.  (CPT code 90804 or 96151)
· Behavioral Medicine Visit:  Visit designed to assist patient in managing a chronic medical condition or to tolerate invasive or uncomfortable medical procedure; focus may be on lifestyle issues or health risk factors among patients at risk (e.g., headache management, smoking cessation, weight loss); may involve managing issues related to progressive illness such end-stage COPD, etc.  (CPT code 96152)
· Psycho-educational Group Visit:  Brief group interventions that either replace or supplement individual consultative treatment, designed to promote education and skill building.  Often a psycho-educational group can and should serve as the primary psychological intervention as many behavioral health needs are best addressed in this type of group treatment.  (CPT code 90853 or 96153)
· Conjoint Consultation:  Visit with PCP and patient designed to address an issue of concern to both. (CPT code 90804 or 96152)

· Telephone Consultation:  Intervention contacts or follow-ups with patients that are conducted by the BHP via telephone, rather than in-person.  (CPT code 

· “Walk-In” Behavioral Health Consultation:  Usually unscheduled staff- or patient-initiated contact with the BHP for an immediate problem-focused intervention (CPT code 90804 or 96152)

· Triage Liaison Visit:  A visit with the BHP for the purpose of getting the patient into specialty behavioral health care services. (CPT code            )
· PCP Consultation:  Face-to-face visit with PCP to discuss patient care issues; often involves “curbside” consultation. (no CPT code used for these types of visits)
5. Services not available in Behavioral Health Integrated Primary Care.

· Medical Social Work Services

· Specialty Mental Health services such as:

· Outpatient psychotherapy for conditions requiring more than six visits

· Day Treatment or Intensive Outpatient Services

· Neuropsychological/Psychological Testing

· Case Management

· EAP

Note: Patients who are already in treatment with a specialty mental health provider will generally not be seen by the BHP in integrated primary care except under very circumscribed conditions.  Also, patients who prefer to be treated in a specialty clinic will be referred.

Chapter Three  -- Referral, Triage, Assessment, Documentation, Feedback and Termination Procedures
1.  Ways to Access BHP Services.

There are two principal means by which patients may access BHP services:

· The PCP walks the patient over to the BHP, or BHP comes to the exam room
· The PCP initiates a consult to the BHP.
If the patient is “walked over,” the BHP will see the patient immediately for a triage visit.  If the BHP is not available for an immediate visit, then one is scheduled for the next available appointment slot.  During either type of visit, the BHP will assess the patient and initiate appropriate interventions, or refer to specialty behavioral health services, depending on the needs of the patient. If the patient is already receiving care in specialty behavioral health, the BHP will see the patient, consult with the PCP, and then act as a liaison back to the specialty behavioral health provider. Most often and prior to the first visit with the BHP, the PCP will find it useful to discuss a referral in terms of questions to be addressed and projected outcomes. When this is possible, this process is more likely to generate outcomes consistent with the health care provider’s goals.
An internal process within the primary care clinic is encouraged such that all consults written for specialty behavioral health care are first screened by the BHP.  This review and determination of appropriate level of care by the BHP should help ensure that patients being referred out of the primary care clinic are appropriate for specialty care.  This should also result in some patients being retained in primary care for treatment with the BHP.  
Likewise, a partnership with specialty behavioral health clinics is encouraged such that when referrals are received, the staff within the specialty behavioral health clinic will consider BHP services for the patient in primary care, if there is reason to believe an integrated approach may be more effective with the patient.  These decisions should take into account the patient’s preference regarding location of service, specific provider attributes, and specialized programs of care.  

The goal of the initial visit is in part to perform a triage analysis of the patient’s likelihood of profiting from primary behavioral health care.  Those clients who clearly have serious mental disorders requiring more extended specialty services may be referred into specialty care after the initial visit.  Those patients who qualify for other primary care based programs will be directly referred into those programs.  Except in severe and obvious cases (which are generally infrequent), the primary indication for alternative placement is the client’s failure to respond to a legitimate regime of behavioral health intervention, performed in collaboration with the health care provider.  When a patient is to be referred to Specialty Behavioral Health for care, the BHP will facilitate the referral and provide timely feedback to the PCP. 

When a patient presents to the BHP in crisis (e.g., suicidal or homicidal ideation), the BHP will make every effort to see this patient and manage the crisis within the primary care clinic. The BHP should take this patient off the hands of the PCP and attempt to manage the situation within the primary care environment.  However, the BHP is not an on-call provider and if the patient is not quickly stabilized, the BHP should utilize the established system for handling patients in crisis (which typically exists within the specialty behavioral health clinics). Otherwise, the BHP will be unable to meet other patient demands and previously scheduled appointments.  The BHP should be informed about and adhere to local policies and procedures for suicidal or homicidal patients. The BHP is encouraged to discuss procedures for managing such patients and procedures for admission with the specialty behavioral health staff. 

2.  Assessment Protocol.

Because integrated behavioral health services are brief, PCP-oriented, and not a form of specialty behavioral health care, it is not appropriate to apply traditional clinical intake or outcome assessments.  However, the Network’s required use of a brief screening instrument,  the GHQ, already provides much information to begin the assessment process.  In addition to the GHQ, brief symptom-focused assessments, e.g., the Audit-C, the Beck Depression Scale, can also be used at the discretion of the PCP. 

Patients whose GHQ score is 4 or greater are reviewed by the PCP and referred to the BHP, if necessary, for initial review.  The BHP will consult with the PCP to determine how the elevated GHQ will be addressed (e.g., BHP addresses the issues, PCP handles the issues, etc.)  
3.  Documentation.

BHP’s responses and follow-up notes are recorded in the client’s electronic medical record.  In general, the SOAR (subjective, objective, assessment, recommendation—this small change in the note reflects the consultative nature of the service) format is recommended for documentation, although BHPs are encouraged to educate themselves on the documentation format and policies within their particular primary care clinic and adjust their style accordingly. 

The initial visit note should contain the following information:

·  Who requested BHP involvement and the referral question, if applicable

· A statement of pertinent assessment findings and findings from a mental status examination (e.g., symptoms of mental disorder, life stresses, relevant psychosocial issues)

· Clinical impressions – Functional symptoms must be documented.  A diagnostic formulation is not required, however, in cases where a diagnosis is suspected (R/O) or has been made, this should be included in the note

· A statement of recommended interventions and who is to execute them (e.g., BHP, PCP, patient, etc.)

· A statement regarding the follow-up plan (e.g., patient returned to care of PCP, no further contact planned, patient will return in 2 weeks for BHP follow-up)

Follow-up BHP notes are also recorded in the electronic medical record.  Follow-up BHP notes are typically shorter than initial reports.  Follow-up notes should contain the following information:

· A statement that this is a follow-up visit and the approximate length of time since the last visit;

· An assessment of the patient’s compliance with and response to interventions initiated previously by the BHP and/or health care provider;

· Recommendations regarding continuing or modifying intervention strategies;

· A statement of who is responsible for executing intervention strategies (e.g., BHP, patient, PCP);

· A brief statement regarding the follow-up plan, including when patient should return to the PCP for additional follow-up.

While the complexity of the particular case influences the length of reports, a typical summary should be brief, preferably one-half page or less.  PCPs prefer notes that are on track, brief and which provide simple, straightforward recommendations.  

Documentation of “Sensitive Issues:  Much of the information obtained by the BHP is “sensitive” in nature.  This requires that the BHP balance concerns of patient privacy with the need to share pertinent clinical information.  Consequently, it may not be necessary to elaborate upon specific details of a sensitive nature, but provide the level of information directly pertinent to the provision of care.  The BHP should feel free to seek guidance from peers in this area if there is any question related to the level of information necessary to meet patient care needs.       

Note:  BHPs must comply with regulations regarding reportable events, (e.g., child abuse, elder abuse), regardless of level of sensitivity of this information.  It is the responsibility of the provider who identifies the reportable event to act on this information.  BHPs should not push this responsibility onto the PCP if the BHP identifies the event.  Similarly, the BHP should not accept this responsibility from the PCP if the PCP identifies this information.  

4.  Providing Feedback to PCP:

The hallmark of primary behavioral health care is to serve as a collaborative team member with the PCP.  As such, providing feedback to the referring PCP is one of the most critical roles of the BHP.  Feedback is provided by the following means:

· The electronic progress note.

· In-person to the PCP, and generally on the same day as the patient contact occurs. 

· An e-mail message, using the VISTA, or

· A hard copy of the electronic progress note placed in the PCP’s mailbox.

The electronic progress note is mandatory.  However, once it is written, it may be some time before the referring PCP accesses that patient’s electronic medical record again.  Thus, the BHP provider will typically use a combination of the electronic progress note and one of the other methods.  The only critical aspect of delivering feedback is to do so in a succinct and timely fashion.

5.  Termination of BHP Services: 

BHP services are discontinued when:

· The patient is satisfactorily responding to the team based management plan as evidenced by such things as improved functional status, or increased behavioral activation or decrease in distress.

· If the patient fails to show without notification for two appointments. 

If the patient is at risk for some reason, for example severely depressed, history of suicide attempts, the BHP will follow the Network protocol for management of high-risk patients.

No-shows are important clinical events and the BHP should document them in the electronic medical record and inform the PCP.

When BHP services are discontinued, the BHP will enter an appropriate note in the electronic medical record.

Chapter 4 --  Logistics and Administrative Procedures

1.  Space: 

BHPs, by definition, provide their services in the primary care setting.  Thus, it is absolutely critical to the success of the initiative that space is available for BHPs to see their patients.  In VA Medical Centers the provided space will be a dedicated office within the primary care clinic, centrally located, with ease of access to every provider.  Alternatively, a typical primary care exam room that will be made available whenever the BHP is on site.  BHPs are discouraged from “removing” patients from the primary care clinic and “transporting” them to the specialty clinic area, i.e., the behavioral health section or floor in the medical center.  In addition to the dedicated space for individual visits, psychoeducational space should also be available.  

2.  Coding (Clinics and Encounters):

The workload of BHPs in a primary care setting is captured by using Clinic Stop Code 531, and 563 for group encounters.  Thus, each BHP must have specific clinics created that use the 531 and 563 stop codes and patients seen in primary care must be scheduled in these clinics.  When completing the encounter form, the BHP should use the appropriate CPT Code and Diagnostic Code that represents the type of service provided in the specified period of time, and the diagnosis addressed, respectively.  

Behavioral medicine interventions are set up under GAF-less stop codes 533 for individual and 565 for group encounters.  Prevention groups are set up under the GAF-less stop code 566, e.g., QuitSmart, and wellness interventions.  In the future, separate CPT codes will be required for these interventions as well.  For now, please consult your local Administrative Officer for clinic setup.

If a BHP also works in a specialty role, e.g., Outpatient Behavioral Health Clinic provider, separate clinics must be established for the work in that role.  

3.  Clinic Scheduling Standards and Templates:  

All clinics for the BHP in primary care will be set up in 15-minute increments.  Scheduling will be done by clerks and not by the individual providers.  However, schedules should be accessible to all professional staff as well.  Initial contacts should be booked to fill two appointment slots (i.e., 30 minutes), whereas routine follow-ups should be booked as one or two appointment slots, as needed.  If it is anticipated that a particular patient will require more than 15 minutes at a follow-up, two appointment slots should be allocated for that patient’s follow-up.

The templates will reflect a similar time commitment as the primary care provider templates. In order to be readily available for walk-ins, BHP will alternate 30-minute bookings with 30-minute open slots.  For example:

8:15 am: 
New /follow-up patient

8:45 am: 
Walk-in /consultation

9:15 am:  
New/ Follow-up patient

9:45 am: 
Walk-in/consultation

10:15 am:
New/Follow-up patient

10:45 am:
Open for walk-ins or consultations

11:15 am:
New/ Follow-up patient

12:00 noon:
Lunch

12:45 pm:
New /follow-up patient

1:15 pm:
Open for walk-ins or consultations

1:45 pm:
New/Follow-up patient

2:15 pm:
Open for walk-ins or consultations

2:45 pm:
New/Follow-up patient

3:15 pm:
Open for walk-ins or consultations

More experienced BHPs may elect to shorten their appointment slots (eg. only 20-minutes to complete a new patient intake).  The open slots may be used for other activities, e.g., computer work, care management, if no walk-ins appear.  In addition, BHPs with other routinely occurring meeting obligations will need to carve out those times from schedule access.  
4.  Staffing Guidelines:

The implementation of integrated behavioral health and primary care services in the VA is very new.  In fact, Network 2 is the first Network in the country to fully implement this strategy.  Because of this, no formal VA staffing guidelines exist.  Nonetheless, we have developed an initial set of guidelines that will serve as our staffing model.

BHPs working in CBOCs are highly likely to function in dual roles—as the behavioral health consultant and as the behavioral health specialist.  This is so because specialty services (e.g., individual and group psychotherapy) are not available at most CBOCs.  BHPs working in a primary care setting at a VA Medical Center will typically function only in the consultant role, because specialty behavioral health services are readily available.  As a result, the number of primary care patients that the VAMC-based BHP can serve is larger than a BHP working in a CBOC.  

Primary Care Settings in VA Medical Centers
1.0 FTEE Behavioral Health Consultant for Every 4,400 Primary Care Patients

Primary Care Settings in Community Based Outpatient Clinics
1.0 FTEE Behavioral Health Consultant for Every 1,200 Primary Care Patients

Chapter Five  --  Performance Measures for Behavioral Health Integrated Primary Care

Consistent with other initiatives in VISN 2, specific performance measures have been identified.  These measures are designed to provide ongoing data that can be used to monitor progress, assess effectiveness, and guide program changes.  The identified measures can be divided into the areas of quality, access, satisfaction and cost.

Quality

1) Staff adherence to CPG for behavioral health issues including referral rates based on annual screening measures for alcohol abuse and depression.

2) Staff adherence to diabetes, cardiac and hypertension CPG for lifestyle change including referral rates based to stress management, quit smart, weight management groups.

3) Patient outcomes for patients referred to BH versus those non-referred in the above patient populations

4) Staff adherence to pain management protocols

Access:

1) Percentage of patients seen in BH primary care over unique patients seen in primary care

2) Percentage of patients seen in specialty BH care over unique patients seen in primary care

3) BH visits/BH FTEE in primary care versus specialty care

4) BH patients/BH FTEE in primary care versus specialty care

Satisfaction:

1) Primary care patient satisfaction with care pre/post integration

2) Primary care provider satisfaction with care pre/post integration
Cost:

1) Cost per BH primary care visit vs. cost per BH specialty care visit

2) Cost per patient seen in BH primary care vs. cost per patient seen in BH specialty care
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