
Strategies for Behavioral Health Integration

Presenter
Presentation Notes
Our fragmented system in the US of behavioral healthcare where people with BH needs are seen mostly by specialists in separate, often standalone, non-integrated clinics isn’t meeting the needs of our population; our pipeline to BH care is leaky. Integrating BH care into the primary care setting will be a key strategy for addressing the insufficiency of our behavioral healthcare system. 



Learning Objectives

List and define key components of behavioral 
health integration into primary care

Identify the differences between the 
collaborative care and primary care behavioral 
health models

Describe the potential clinical benefits and 
cost savings opportunities of behavioral 
health integration into primary care

Presenter
Presentation Notes
In my talk today, I will introduce you to the key components of BH integration into primary care and the most prominent models of BH integration, review the evidence on clinical benefit and cost savings of these models, and share how we in UVA Family Medicine have pursued behavioral health integration into primary care.




BH care is not accessible

<50% of people with diagnosed BH conditions 
receive treatment in a given year

<10% of people with substance use disorders

7400 additional BH providers needed to fill 
gaps in designated provider shortage areas 
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Presentation Notes
BH health care is not reaching people, especially those with substance use disorders

We have BH providers shortage areas, and even in non-shortage areas there can be difficulty accessing treatment



“Traditional” BH care burdens the 
patient

BH care happens in a different setting from 
where the need is identified

Follow -up on referral becomes the 
responsibility of the patient

>50% of referrals to specialty mental health 
services do not result in service delivery
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Our system of care is burdensome for patients to access

They often have to go to a different clinic

Arranging follow-up becomes their job; often times a “referral” is a list of names and numbers

These process doesn’t really work; most referrals do not result in services being provided to the person



Primary care is where behavioral 
healthcare already happens

Presenter
Presentation Notes
Primary care is a natural place to look to improve the BH care pipeline, as it is where care is happening already

The plurality of office visits and majority of prescription meds for BH conditions happen in the primary care setting

Analyses of Medical Expenditure Panel Survey (2018-2019)



PCPs provide majority of BH care when 
chronic illness is involved

Presenter
Presentation Notes
When patients have multiple chronic illnesses, they tend to get care even more so in the primary care setting



Patients with BH conditions have more 
costs of care due to higher medical 
costs, not BH costs

Presenter
Presentation Notes
Milliman study looking at breakdown of treatment costs, they compared people with either a MH or SUD diagnosis to those without, and cost was higher for those with a BH dx, but driven by the medical costs

Strong overlap between physical health and behavioral health - think the patient who goes to the ED because of anxiety-related palpitations, or the patient whose diabetes worsened because depression makes them ineffective at self-care



How can we bring BH into primary 
care?



UVA Family Medicine serves a diverse 
population in a training setting

Serve a diverse population of patients in a 
residency clinic

Typical clinic: 6 providers, 1 BH, PharmD, SW 

BH services staffed by two psychologists, 
three graduate students, rotating medical 
learners

Presenter
Presentation Notes
Focusing on our main clinic site, as BH is less integrated at our satellite sites

50% of providers residents
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Data from overall Family Medicine Clinic
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Presentation Notes
Socioeconomic status (below poverty, unemployed, income, no high school diploma)
Household composition & disability (aged 65 or older, aged 17 or younger, older than age 5 with a disability, single-parent households)
Minority status & language (minority, speak English “less than well”)
Housing type & transportation (multi-unit structures, mobile homes, crowding, no vehicle, group quarters)
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Presentation Notes
Typical clinic session will be: 6 providers with 2 rooms each, 1 BHC who is seeing mix of scheduled and unscheduled patients, sometimes with 2nd BHC/attendings seeing patients separately



PCBH and CoCM models have been 
prominent in BH integration

PCBH: Primary Care Behavioral Health Model
PCBH embeds a behavioral health consultant 
(BHC) in the primary care team to provide 
patient care

CoCM: Collaborative Care Model
CoCM takes a chronic illness approach that 
relies on care management and consultation

Presenter
Presentation Notes
PCBH was developed from a practice-based tradition, where BH providers embedded into the primary care team

CoCM came from trials of depression medication treatment using a chronic illness model, as a way to extend psychiatric care through the prescribing happening by a primary care provider with consultation from a psychiatrist



CoCM takes a chronic illness approach 
to BH integration

Presenter
Presentation Notes
Diagnosis-based, consultation approach paired with structured follow-up program

Consultant: Creates treatment plan in consultation with PCP, not typically seeing the patient face-to-face
PCP: Introduces care model, connects patient with BH Care Manager
BH Care Manager: In most regular contact with patient, follows up on response to treatment, provides link to PCP around progress and treatment adherence, facilitates consultant input on treatment plan changes, provides brief counseling


Patient diagnosed -> BHCM ->  Psychiatrist to assist on tx plan -> PCP prescribing -> BHCM stays in contact, and loops in other care members as needed


Registry established to track patients enrolled in this model of care after diagnosis
Track progress, connect to treatment decisions (treatment-to-target)
Facilitate case review, psychiatric consultation
�BH Care Manager responsible for updating through weekly care management interactions (often telephonic) with patients, covering progress updates, treatment adherence, and brief intervention
�




UVA Family Medicine has implemented 
PCBH model
PCBH primarily with co -located psychiatric care, 
limited continuity psychotherapy

BHC provides direct patient care in coordination 
with PCP

Brief visits, often provided same-day on the PCP’s 
schedule

BHC aims to extend the functionality of the 
primary care team



The warm handoff links the PCP to the 
BHC in PCBH

Close loop with 
PCP

Summary of 
interaction, action 
plan, 
recommendations

PCP incorporates 
into treatment plan

BH need identified

Screening

Clinical interview

Care coordination 
before visit

Warm handoff to 
BHC

Consult question 
and introduction

Brief assessment 
and intervention

Action plan and PCP 
recommendations
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Patient starts with the PCP, and BH need is identified

Warm handoff to BHC, who provides brief assessment and intervention

Closing the loop with PCP, who incorporates the BHC input into their treatment plan




PCBH visits are nimble

Presenter
Presentation Notes
This happens in 30 minutes!



PCBH and CoCM have key trade-offs

Chronic vs. acute focus

Diagnosis -specific vs. broad spectrum

Balance of medication vs. behavioral 
intervention

However, models could complement each 
other (50% of VA is blended care)



How does BH integration actually 
happen?



System design facilitates BH 
integration
Development of clinical pathways and routine BH screening
can shape use of integrated BH services

Examples:
Routine depression screening, including perinatal 
screening

Developmental screening for non -English speaking 
children

Non-pharmacological support around controlled 
medication prescribing



Example - Postpartum Depression



System design reflects attitude shifts 
in BH integration

Being flexible and willing are non-negotiable 
for seeing patients on the PCP’s schedule

“Just schedule it!” and “no wrong door”

BHC = Clinician + care navigator



System design facilitates attitude 
shifts

Open-access slots that 
require minimal -to -no 
review

Designated unscheduled 
time for warm handoffs, 
maintain visible presence 
in the clinic
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Example of what a template might look like



Example flow in our clinic

BH need 
identified

Offer BHC 
today

Pt 
interest

Warm 
handoff:

page BHC

Schedule 
open access 

visit

Provide BHC 
handout

Yes, able 
to stay

Yes, 
unable to 
stay

Not 
interested 
today

BHC not 
available



BH integration needs setting-specific 
intervention

Interventions need to fit the brief (<30 min) 
visit setting

Menu of skills/strategies for patients to learn 
that can be easily taught and applied

Semi-structured intervention packages for 
our clinical pathways 
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Presentation Notes
Next slides have examples of some common interventions
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Behavior change
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for ADHD visits
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Chronic pain visits



BH integration relies on 
interprofessional relationships

Education on the BH care model and specific 
BH topics can happen informally or formally

Presenter
Presentation Notes
Next slides will be some examples from interprofessional teaching I’ve done



CBT for panic overview

Restructure 
catastrophic thoughts

Fade safety behaviors

Reduce fear of 
body sensations



Sleep schedule: Track with a sleep 
diary

Presenter
Presentation Notes
The sleep diary is the key tool for CBT-I; this is where patients track their sleep, and the results of the sleep diary guide treatment decision-making
No need to read it closely, we basically just try to track all aspects of the sleep schedule everyday
	*Any naps
	*Bed time
	*Lights-out time
	*How long it took to get to sleep
	*No. of wakeups
	*Length of time awake in middle of night
	*Wake-up time
	*Earlier than intended?
	*What time did you get out of bed
	*Quality of sleep
In treatment, patients are doing this everyday (there’s apps available to facilitate this)



Pacing for chronic pain- Boom-Bust 
Cycle



BH integration relies on 
interprofessional relationships

Presenter
Presentation Notes
Being accessible and physically located in the clinic is crucial



BH integration still faces significant 
barriers

Payment models are not fully aligned with 
integrated BH care processes

Initial implementation has a cost, not always 
reimbursed

Workforce challenges include inadequate 
training opportunities, uneven geographic 
distribution



Our challenges

Getting beyond mood -only: 
Depression/anxiety/PTSD currently 80% of 
visits

Scheduled vs. unscheduled balance: 23% 
cancellation and no -show rate for scheduled 
visits

Reimbursement models: Value -based care still 
on its way



How well do BH integration models 
work?



BH integration is becoming more 
widespread

20% of primary care practices have co -
located behavioral health providers

Large systems like the VA, DoD have 
integrated BH care models incorporated into 
their standard primary care model 



PCBH is a core feature of VA BH 
integration



BH integration models have emerging 
evidence on patient outcomes
2012 Cochrane review of 79 RCTs concluded 
CoCM effective for depression and anxiety

PCBH’s strongest evidence is around access 
and patient engagement, RCTs less prevalent 
for patient health outcomes

Existing non -RCT PCBH outcome studies 
positive for depression, anxiety improvements



Broader evidence on brief interventions 
supportive of PCBH approach

Presenter
Presentation Notes
Evidence on brief (<6) intervention likely to be able to be used in PCBH models, not necessarily conducted in PCBH models themselves



Integrated BH cost savings come from 
better physical health

Intermountain Healthcare study (~100,000 
patients in 100 practices) found cost savings 
of $113/person over 3 years , at 
implementation cost of $10/person

Nationally, potential savings opportunity of 
treating co -occuring behavioral health 
conditions estimated as $27 -$48 billion/year



Integrated BH shifts around care 
utilization patterns
Tends to reduce emergency and inpatient medical 
care and increase primary care utilization



Integrated BH shifts around care 
utilization patterns



Patient stories - PCBH facilitating 
better sleep

Case: 37 y/o F with chronic insomnia (4 -5 hrs 
awake in middle of night), tapering off 
psychiatric medication ahead of pregnancy

PCP role: Identified insomnia and preference 
for behavioral intervention

BHC role: Delivered short course of CBT for 
insomnia



Patient stories - Facilitating better 
sleep

Stimulus control : Strengthen the bed as a cue 
for sleep

Sleep restriction therapy : Compress the 
window for sleep to consolidate it

Cognitive restructuring : Address thoughts 
about sleep that lead to anxiety, unhelpful 
sleep behaviors

Presenter
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Stimulus control:
Wake-up at the same time everyday
Go to bed when you are sleepy, but not before scheduled bedtime
Get up when you can’t sleep
Use the bed only for sleeping
Avoid daytime napping
Create a buffer zone before bed (wind-down time)
Don’t worry or plan in bed, get out to bed to do that, or do it before bed

Sleep restriction:
The underlying logic is that you might only be sleeping 4 out of 8 hours in bed because your sleep pressure (or drive) isn’t high enough
Sleep pressure naturally builds up throughout the day, as you’re awake, and goes down while asleep
Making the sleep window smaller is a way to build up sleep pressure and reduces wakefulness
	*Since you’re typically waiting longer to go to bed, which gives more time for pressure to build

Cognitive restructuring example:
identifying evidence for and against specific thought: “If I sleep poorly, I will have a terrible day”, which might result in effortful sleep attempts/anxiety
	*Might ask what happened the last time you slept poorly
	*And distinguish what was bad as a result of sleepiness from what was bad because of negative expectations






Patient stories - Delivering brief 
evidence-based care for PTSD

Case: 57 y/o Arabic -speaking F, refugee, 
presenting to PCP with “1 yr hx progressive 
fatigue”

PCP role: Worked up metabolic, anemia, 
identified likely role of mood or primary 
insomnia

BHC role: Elicited trauma history, clarified 
conceptualization towards PTSD

Presenter
Presentation Notes
BHC initially delivered CBT-I components before identifying trauma at very end of session



Patient stories - Delivering brief 
evidence-based care for PTSD

Presenter
Presentation Notes
BHC looked for brief, evidence-based intervention to offer patient, given lack of PTSD specialists in area, especially with language interpretation services

Written Exposure Therapy is a narrative-based treatment that exposes patient to avoided memories and emotions about traumatic events

 Using an empirically derived set of instructions for repeatedly writing about their traumatic experience, the patient learns that:
The trauma memory is not dangerous and can be experienced without significant distress.
Distress associated with remembering the trauma is transient.
Emotional distress gradually reduces with time, even without doing anything.
Physiological responses, such as rapid heart rate and sweating, are not dangerous.
High negative affect can be tolerated.
It is possible to develop new ways of thinking about the trauma event and its meaning.




Patient stories - Delivering brief 
evidence-based care for PTSD

BHC facilitated patient writing for 30 minutes 
at a time in native language

PCP started patient on low -dose melatonin, 
sertraline

After four sessions, patient reported less 
distress while writing, reductions in anxiety, 
headaches, and improved sleep



BH integration into primary care helps us shift the 
burde n of s e e king BH care  off of the  pat ie nt .

De s ign the  sys te m  and pre pare  care  provide rs  to  
facilita te  re spons ive , ta ilore d BH care .

BH inte grat ion has  the  pote nt ia l to  provide  las t ing 
shift s  in how pat ie nts  ut ilize  he alth care .

Thank you!
jtan@virginia .e du

Takeaways
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