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* We begin with the assumption that those listening already agree with
NASEM that integrating care for mental health conditions (which include
substance use disorders) in primary care will help us all provide cost
effective care that improve outcomes and patient and provider satisfaction.

If not, please refer back to the IOM “Crossing the Quality Chasm” reports
(National Academies Press, 2005)
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This is about translation of evidence into practice

What does the evidence from systematic research tell us?

* Screening alone is (at best) inadequate to improve care
* Collaborative Care Model Improves outcomes with limited initial cost
* Health Psychology improves outcomes for many conditions

* Co-Location of MH/SA in primary care is necessary but not sufficient to
improve care

* Measurement based care Improves clinical outcomes at same or
reduced cost

* Peer support improves engagement in treatment
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Statement of the Problem: Most MH conditions in the US
are unrecognized, untreated or undertreated

* With Impact and cost to:
* Patient, family, community and Society
* Business and Industry
* The healthcare system

* Many variables drive this problem; a few are:
* Stigma
* Wait times for nonemergent care
* Limited Access (particularly in rural areas)

* Limited Mental Health training in medical education; even less for
Substance Use Disorders
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Another part of the problem is our approach

* Common premise: Patients do not really know what is wrong. The
symptom (“chief complaint”) is merely a manifestation of a myriad of
complex intrapsychic, social, spiritual and biologic mechanisms.
Understand the “real” problem requires an extensive exploration

* Less common premise: Most patients know what is wrong and
want/need problem-focused treatment.




Targeting evaluation and treatment to level of
need: A stepped care approach

* Primary: MH care can be delivered in the same setting as general Primary Care
by primary care teams with the support of expert clinicians with mental health

expertise.

* Secondary: Those whose problems are more complex require more specialized
care which may be more difficult to provide within primary care

 Tertiary: Many specific conditions require a more specialized team

* Does every patient with SUD need referral to a SUD program after brief
intervention or are there other steps in between?
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Mental Health Services and the Medical Home

“... the Patient Centered Medical Home will not reach its
full potential without adequately addressing patients’
mental health needs. Doing so, however, will likely shift
responsibility for the delivery of much mental health
care from the mental health sector into primary care... a
change that many stakeholders will likely oppose.”

(italics added)

Croghan TW, Brown JD. Integrating Mental Health Treatment Into the Patient
Centered Medical Home. AHRQ Publication No. 10-0084-EF. Rockville, MD:
Agency for Healthcare Research and Quality. June 2010.
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Integrated care: consensus definition

* The care that results from a practice team of primary care and behavioral health clinicians,
working together with patients and families, using a systematic and cost-effective approach to
provide patient-centered care for a defined population. This care may address mental health and
substance abuse conditions, health behaviors (including their contribution to chronic medical

illnesses), life stressors and crises, stress-related physical symptoms, and ineffective patterns of
health care utilization.

Peek CJ and the National Integration Academy Council. Executive Summary--Lexicon for Behavioral Health and Primary Care Integration:
Concepts and Definitions Developed by Expert Consensus. AHRQ Publication No.13-IPO01-1-EF. Rockville, MD: Agency for Healthcare
Research and Quality. 2013. Available at: http://integrationacademy.ahrqg.gov/sites/default/files/Lexicon ExecSummary.pdf
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Organizing Integration on a Napkin
(circa 1995)




Formalizing the napkin in VA: The stepped care approach

Residential
Specialty Mental Health 93

General Mental Health

Primary Care Mental Health Integration (PCMHI) in PACT

Self-directed Care

Whole Health System of Care
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VA Primary Care Mental Health Integration in the
Patient Aligned Care Team (VA medical home)
* Clinical pathway following universal screening

* Support Patient Self-Management

* Provide brief assessment and interventions

e Support MH treatment provided by primary care team
* Support self management/self care

* MH subject matter expert in PACT

» Support PACT after MH episode of care completed and care
returned to primary care team

* Serve as link between PACT and specialty mental health
programs for those in need of more specialized MH care,
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VA Integrated care has two key components

1. Co-located Collaborative Care

* Builds on the “Behavioral Health Consultant.” Embedded mental health
clinicians are part of medical home team

* Provide consultative advice, focused assessment, brief interventions (usually
1-4 30 minute visits)

* Population based care for uncomplicated mental illness, Substance Use
Disorders, health-related behavior change

* Evidence based treatments adapted (and tested) for use in primary care

g U.S, Department
NG/ of Veterans Affairs




2. Care Management (the Collaborative Care Model-CoCM)
* Typically done by telephone contact
* Second level screening/assessment to confirm diagnostic impression
* Proactive follow-up & tracking using Patient Reported Outcome Measures)
* Assess treatment adherence/side effects
Education
Behavioral Activation / Problem Solving
Psychiatry Consultation/oversight
Specialized care for treatment nonresponders
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But this is not your typical MH care

Problem focused-based on what matters to the patient

30 minute sessions

National average 2-3 appointments

Evidence based brief interventions developed specifically for use in primary care
* Problem Solving Training
* CBT for Chronic Pain
* Brief exposure for PTSD

Relies on patient reported outcome measures to guide initial assessment as well
as ongoing treatment decisions
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Current Integrated Care Metrics

* PACT 15 (percentage of PC patients with a PCMHI encounter): 9.05%

 PCMHI-5 (Same day access): Percent of patients whose first visit is on same day
as a primary care encounter: 51%

 Strong association with fidelity to the model of care assured by national
competency training/certification and ongoing monitoring of provider
performance.

* Methodology for both measures are under revision at this time.
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Published national and facility outcomes

* Improved identification and treatment in the primary care population

* Improved engagement/continuation in care if referred to more intensive level
* Reduced demand for more specialized MH care

* High patient and provider satisfaction

* Increased likelihood of guideline concordant care

* Improved use of antidepressants by primary care providers

 Reduced no-shows
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Sustainability through efficiency

* Shifting more MH care to PC

* Brief assessments and brief interventions save time and are often preferred by
patients

* Reliance on self report tools to streamline evaluation, monitor outcome and
guide treatment

* Brief, problem oriented treatment plans
* Improves no-show/nonengagement rates and other wasted time in system

* Anticipating long term savings in cost of care due to early identification and
treatment

* Initially funded with protected funding in 2007. Steady growth in past 5 years

due to Shlftlnﬁ of resources
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Challenges

Reimbursement issues (productivity in VA)

Space: Quantity and Design (onstage/offstage model)

Training

Maintaining advanced clinical access

Development of the evidence base for brief treatments

Cost effectiveness versus cost offset

Improve integration with the rest of MH
» Stepped care requires culture change

* Defining the limits of what can be done in primary care
(moving toward increasing complexity)
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Common Issues across systems

* Team care vs autonomy

Distrust of the model (CM and/or CCC)

“MH-lite”
* Doesn’t address the “real problem”
* “Going to miss something”
* “l cant give an opinion without seeing the patient in person”
* “more work for PCP”

Staffing/Space

“No evidence for that”
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Important facilitators

Role clarification and the right people in the right roles

Leadership support and understanding of the model of care
TRAINING (APA, SAMHSA/CIHS)

USE OF PATIENT FACING RESOURCES, INCLUDING SELF REPORT TOOLS

Operational processes that support open access
* Demand management
* Managing constraints/predicting flow
* Coordinating/planning

* Thoughtful implementation and sustainment efforts
* Avoidance of “premature orthodoxy”
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Future directions

Expand telehealth
* Already in use in some areas for remote clinics as well as telehealth to home

Mobile technology
* Clinician directed/supported self care/self management

Innovations in Collaborative Care Model
* E.g. Opiate Use Disorder

Addressing more complicated illness in primary care
* Enhance capability to provide healthcare for individuals with serious mental illness
* Provide additional mental health resources to PC rather than add PC to mental health clinics

Coordination with NonVA care

@8y U.S. Department
WGk of Veterans Affairs




Bottom line: Many (most) patients can be adequately treated
in Primary Care if we do a few things differently

Accept that most mental health conditions are straightforward and need a stepped approach

Bring more MH/SA care into primary care (including Medication Assisted Treatment for SUD)

Abandon requirements for “full” evaluations for any individual with a MH condition

Embrace Patient Reported Outcome Measures (PROMs) to improve assessment/triage and guide treatment
Build clinical pathways to follow-up positive screens

Adopt shared decision making as the norm. Though individuals may have multiple problems that could be
addressed, they are experts in their own lives and can prioritize

Continue development of brief, problem focused interventions that can be used in primary care
Improve reimbursement/credentialing for telehealth to expand access

Eliminate the waiver requirement for buprenorphine prescribing

Universal adoption of payment for collaborative care

Bundled payment based on outcomes

Incentivize “non medical” approaches; e.g. Supported Employment
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A promising example
SCOUTT: Stepped Care for Opiate Use Disorder

* 107% increase in the number of patients with Opiate Use Disorder who were
prescribed buprenorphine in implementation clinics from August 2018 to

June 2019.

* A 68% increase in the number of buprenorphine prescribers in
implementation clinics from August 2018 to June 2019.

* On average, 70% of patients retained in buprenorphine treatment for 90 days
or longer.
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