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Strategies for Behavioral Health Integration & yvAHealth


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

|dentify 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 W UVAHealth


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

/400 additional BH providers needed to  fill
gaps in designated provider shortage areas

i1 UVAHealth
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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

i1 UVAHealth
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Presentation Notes
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

Proportion of BH Care Provided

I Office Visits [l Prescription Meds

UVAHealth
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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 iliness is involved

UVAHealth
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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

Average Annual Healthcare Treatment Costs

B BH Costs [ Medical Costs

12500
10000
7500
5000

2500

0 UVAHealth



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?

i1 UVAHealth



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

i1 UVAHealth
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Presentation Notes
Focusing on our main clinic site, as BH is less integrated at our satellite sites

50% of providers residents


Patients by Race

Other

14.6%

Asian

2.3%

African American
19.9%

UVAHealth
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Data from overall Family Medicine Clinic


Patients by Social Vulnerability Index

Ath Quartile
1st Quartile

3rd Quartile

2nd Quartile

UVAHealth
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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)



Visits by Primary Payer

Other

6.1%
Fin. Assist

3.5%
Medicare

20.0%

Medicaid
37.5%

Private

33.0%

UVAHealth




Monthly Office Visits
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1000
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UVAHealth
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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

i1 UVAHealth
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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 iliness approach

to BH integration
I .
(0

Medical Provider

Psychiatric

Manager Registry Consultant

Copyright © 2017 University of Washington. All rights reserved.

UVAHealth
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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

rimary care team
P ry it UVAHealth



The warm handoff links the PCP to the
BHC in PCBH

BH need identifieg  varm handoffto  Close loop with

BHC PCP

Screening Consult question Summary of

and introduction interaction, action
Clinical interview plan,

Brief assessment recommendations
Care coordination and intervention
before visit PCP incorporates

Action plan and PCP into treatment plan

recommendations

i UVAHealth
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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

5A’s-Assess, Advise, Agree, Assist, Arrange

Diagram adapted from: Glasgow. R. E & Nutting, P. A (2004). Daabetes. In Handbook of
Primary Care Psvchology. Ed.. Hass. L. I. (pp. 299-311)

Assess

Risk Factors, Behaviors, Symptoms,
Attitudes, P.i eferences

range Advise

Specify plans, J‘w Specific, personalized,
- prwns for tx, how sx
f 1 o] “(m be a ..L;e’meu'
B R fmrc tioning, quality of
i /health improved

Assmt Aﬂl'ee

Provide information, teach Collaboratively select goals
skills, problem solve based on patient interest and

barriers to reach goals +———— motivation to change

CiH

Ceanter for Inkeg

UVAHealth
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This happens in 30 minutes!


PCBH and CoCM have key tradsfs

Chronic vs. acute focus
Diagnosis -specific vs. broad spectrum

Balance _of medication vs. behavioral
Intervention

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



How does BH integration actually
happen?

i1 UVAHealth



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

i1 UVAHealth



Example- Postpartum Depression

Patient schedules appt:
Arress comacts Patient nom scheduled wy BH in
to schedule appt BH wvisit template, Baby
UsINE SCripting scheduled w)/ PCP
{from Claudia) [P /Baby double baaked for
20 rmin appk, 40 H vaiksbie]

BH administers
screening tool in the
EX3m rogam ar FSC.

BH check in w/f Provider
and meets wy mom

Megative: no further
action

UVAHealth



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

i1 UVAHealth



System design facilitates attitude
shifts

Open-access slots that
require minimal -to-no
=NE

Designated unscheduled
time for warm handoffs,
maintain visible presence
In the clinic

i1 UVAHealth
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Example of what a template might look like


Example flow in our clinic

BHC not
available
Yes, able
to stay
Yes S
’ chedule
BH need Offer BHC unable to ODEN ACCESS
identified today stay pen a
visit
Not
interested
today

Provide BHC

handout

UVAHealth



BH integration needs settingspecific
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

71 UVAHealth
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Presentation Notes
Next slides have examples of some common interventions


Behavioral Activation

You can begin to decrease depression by engaging in activities you find enjoyable, taking care of responsibilities
that you have been neglecting, and pursuing activities that are in line with your values.

List three activities you enjoy:

UVAHealth




Progressive Muscle Relaxation

This exercise involves systematically tensing and relaxing different muscle groups. This is a good
relaxation exercise for those who have trouble concentrating, or experience racing thoughts or other
mental distractions. You may leave your eyes open or close them, as you prefer. Experiment with how
much you tense your target muscles: some find tensing tightly is most helpful, while others use “threshold
tensing,” just tightening enough to barely sense the tension.

Start out by taking a few deep breaths into the abdomen. Just notice the breath.

Do a simple check-in of your emotional state, your thoughts, and what you are feeling in your body. Just
notice what is happening, without judgment or expectation.

Make a fist with your right hand, and tense the muscles in your right forearm, allowing the rest of the arm
to remain relaxed.

Study the sensations of tension.

Compare the tensed muscles to the relaxed ones in the opposite arm, and in the rest of the body.

When you're ready, take a deep breath in, and, as you exhale, slowly, gradually release all of the tension,
until every last bit has left the tensed muscles. You may imagine it's like a fire hose that was rigid and
becomes more flexible as the water drains out, or a any image that works for you.

Spend a few moments studying and appreciating the sensations in the muscles once they are relaxed.

UVAHealth




Motivational Interviewing Toolkit —
Building Healthy Habits

Check in

1. Would you be interested in / | understand
you are interested in talking about x
(identified health behavior)?

How do you feel talking about x with me
today?

Positives/ Negatives
1. What are the positives of x?
2. What are the negatives of x?

WOOP Method

Wish — In an ideal world, what would x look like?

Outcome — How does changing x fit with your goals, values,

and the type of person you’d like to become?

Obstacles — On a scale of 1-10, how confident are you that you

can change x? What would make that number even higher?

Plan — SMART (Specific, Meaningful, Assessable, Realistic, Time-

Cbetaces rmind, it are 1ot coperete seps that o UVAHealth

taken towards changing x?
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Behavior change


ateqgies for Managing “Hot

Being on time/Managing time

® Do things in the same order every day.
Write out the routine and keep it where you can see it easily.
O Keep the written routine in multiple places that you encounter during your day
{e.g., by your bed, in the bathroom, and on the fridge).
O Routine, routine, routine!!
Create a cheat sheet to help you get through the routine (e.g. things you need for
different tasks on your schedule)
Add times to your routine schedule to help you know how long you need and have for
each task
Set alarms during the day for each step on your list (e.g., when you need to start getting

ready; when you need to leave)

Remembering tasks

* Keep a running to-do list
* Keep a small notebook or list on your phone with you,

® Write out your task list each day.
O Keep it on you or where you can see it easily (e.g., near the front door).

‘UVA Family Medicine

ADHD Strategy Worksheet

Hot Spot #1:

1. WHEN?
2. WHERE?
3. HOW OFTEN?

Measurable goal

UVAHealth

Strategy for goal 1:

1. When and where will you do this (e.g., tonight at my desk | will create a calendar)?
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for ADHD visits


LESS PAIN - MORE GAIN [ndividualized Pain Treatment Plan

For UVA Family Medicine Patients with Chronic Pain

STEP1:  Here at UVA Family Medicine we want to help you feel better and do more of
SET what you want to do. The scientific evidence tells us that setting specific goals

GOALS helps people do that.

What is one specific way that you would like to feel better? (ie. reduce pain from level 8 to 6; or reduce
headaches from 4x to 2x/wk.)

What is one specific thing that you would like to be able to do more often or more easily? (ie,

walk dog around block; or play with child on floor)

The scientific evidence also tells us that management of chronic pain is most successful
when it includes both pharmacological (medicine) and non-pharmacological
STEP 2: treatments.

PICK  To best treat your pain, we ask that you choose at least two of the following
TWO treatments in addition to any pain medication that you have been prescribed.

Free and Moderate Cost Resources
Low to moderate intensity exercise

o ACAC PHYSICIAN REFERRED EXERCISE PROGRAM (60 days for $60). Free childcare
available during program participation. 434.984.3800 (physician must fax in form)
http://www.acac.com/charlottesville/p-r-e-

CARVER REC CENTER: (434) 970-3053; cost $19-$39/mo.; scholarships for city residents:

http://www.charlottesville.org/Index.aspx?page=3070 (many group classes)

SMITH AQUATIC & FITNESS CENTER: (434) 970-3072; $19-$39/mo.; scholarships for city
residents at http://www.charlottesville.org/Index.aspx?page=3070

UVAHealth

o YOGA at Common Ground Healing Arts: 434-218-7677,
http://commongroundecville.org/our-services/outreach/. At various community spaces, some in

Spanish, some for people w/ physical limitations.
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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

i1 UVAHealth
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Next slides will be some examples from interprofessional teaching I’ve done


CBT for panic overview

Triggers

Stress Angar Excilement Tiredness Mind wa ndering
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Sleep schedule: Track with a sleep

diary

Sleep Diary
ID/NAME:

Today's Date

9. Did you take any over-the-counter or prescription
medication(s) to help you sleep?

10. How would you rate the quali

11. Comments (if appl

rm

ook Right for Me. C

ord Unive

Medicarion(s):

Relaxo-Herb
Dose:
50 mg

me(s) taken:

11 pm

poor
| Poor

[ Fair

[ Good

[ Very good

I have a cold

Medication(s):

Timels) taken:

Dose:

Time(s) taken:

OvesOne

Medicarion(s):

D

Time(s) taken:

O‘I'e s O'J D

Medic

Doaose:

Timel(s) taken:

QvesOne

Medica
Dose:

Time(s) taken:

UVAHealth
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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

Activity

>
=
>
-
v
<<

UVAHealth




BH integration relies on
interprofessional relationships

Who might | reach?

Claudia Allen,
Ph.D.

Precept room:
~ Wednesday AM

Thursday AM

UVAHealth
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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
iIntegrated BH care processes

Initial implementation has a cost, not always
reimbursed

Workforce challenges include inadequate
training opportunities, uneven geographic
distribution i1 UVAHealth



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

Rei_mbursement models: Value -based care still
on its way % UVAHealth



How well do BH integration models
work?

i1 UVAHealth



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

71 UVAHealth



PCBH is a core feature of VA BH
integration

J Clin Psychol Med Settings (2012) 19:105-116
DOI 10.1007/s10880-011-9285-9

Implementation of Primary Care-Mental Health Integration
Services in the Veterans Health Administration: Program Activity
and Associations with Engagement in Specialty Mental Health
Services

Laura O. Wray - Benjamin R. Szymanski -
Lisa K. Kearney + John F. McCarthy

Sites with PC-MHI Programs
Co-located collaborative care (CCC) only
Care management (CM) only
Blended CCC and CM
No model reported [ 6

UVAHealth




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

UVAHealth



Broader evidence on brief interventions
supportive of PCBH approach

Table 1. Evidence

for Efficacy of Brief Behavioral Interventions

Strength of
Evidence
High Level of
Certamty

Intervention Target

Depression

Alcohol Use

Findings

These efficacious interventions typically target a range of
symptoms from depressed mood to Major Depressive Disorder
and often involve cognitive-behavioral or problem solving
strategies.

These efficacions interventions target hazardous alcohol use
and typically involve elements of motivational interviewing
and personalized normative feedback.

Tobacco Use

These efficacious interventions target cigarette smoking and
typically involve motivational interviewing, brief advice using
the SA’s framework™ ™" (Ask, Advise Assess, Assist,
Arrange) and cognifive and/or behavioral strategies.

These efficacious interventions target insomnia and typically
involve cognitive-behavioral interventions or elements, such as
stimulus control and sleep restriction.

Moderate Level
of Certainty

Preliminary evidence suggests that brief cognitive-behavioral
interventions are generally effective in reducing anxiety
symptoms; however, many of the treatments may not be
feasible to administer in primary care.

A
T~

UVAHealth
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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

71 UVAHealth



Integrated BH shifts around care
utilization patterns

Tends to reduce emergency and inpatient medical
care and increase primary care utilization

Fig. 1 Comparison of Cherokee 140%
Health Systems utilization with
Regional Providers

120%
: ¥ utilization level for other regional providers

100%

BB

B0%

a0%

%

0

UVAHealth



Integrated BH shifts around care
utilization patterns

By Lucinda B. Leung Lisa V. Rubenstein, Jean Yoon, Edward P. Post, Erin Jaske, Kenneth B. Wells, and
Ranak B. Trivedi

Veterans Health Administration
Investments In Primary Care And
Mental Health Integration
Improved Care Access

Effect on Veterans Health Administration (VHA) health care utilization of each

percentage-point increase in the proportion of primary care patients who received
integrated mental health care, 2013-16

All mental health visits
Specialty-based mental health visits
Other specialty-based visits
Primary care visits

Telephone visits

Hospitalizations

00 02 04 06 08 10 12 14 { U VAHeaIth

Incidence rate ratio




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
iInsomnia i UVAHealth



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 i UVAHealth
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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



Time in Bed Average and Total Sleep Time Average

=i T|B avg total

=—=T5T

UVAHealth




Patient stories- Delivering brief
evidencebased 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 = UVAHealth
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Presentation Notes
BHC initially delivered CBT-I components before identifying trauma at very end of session


Patient stories- Delivering brief
evidencebased care for PTSD

newore| OpPEenN.

RCT: Effect of Written Exposure Therapy vs Cognitive Processing Therapy on Increasing Treatment
Efficiency Among Military Service Members With PTSD

POPULATION
136 Men, 33 Women

Adults diagnosed with posttraumatic
stress disorder (PTSD)

Mean (SD) age, 24 (8) y

SETTINGS / LOCATIONS

en

Sloan DM, N
members w

Outpatient clinics
in Texas,
United States

INTERVENTION
169 Patients randomized

L
v —
v —

85 Written exposure therapy
5 Weekly sessions of
exposure-based treatment

PRIMARY OUTCOME

84 Cognitive processing therapy
12 Twice-weekly sessions of

trauma-focused cognitive
behavioral therapy

Total PTSD symptom severity score, assessed with the Clinician-Administered
PTSD Scale for DSM-5 (CAPS-5), with a noninferiority margin of a 10-point
difference at the 10-, 20-, and 30-wk assessments

ortium. Eff
randomized nol

FINDINGS

Written exposure therapy was noninferior to cognitive processing

therapy at all assessment periods

~__ Writing exposure

w
=]

Cognitive processing

[
=1

CAPS-5 score

._.
o

Baseline 10wk 20wk 30 wk

Mean (SE) change from baseline to 10 wk
Written exposure therapy: =5.16 (1.17) points
Cognitive processing therapy: —9.12 (1.28) points
Difference (SE): 3.96 (1.73) points

'ment effi nong military service
open.2(

UVAHealth
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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
evidencebased 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 % UVAHealth



Takeaways

BH integration into %rimary care helps us shift the
burden of seeking BH care off of the patient.

Design the system and prepare care providers to
facilitate responsive, taillored BH care.

BH mtegration has the potentialto provide lasting
shifts in how patients utilize health care.

Thank you!

jtan@yirginia.edu 71 UVAHealth
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