c

f'l PRIMARY CARE

DEVELOPMENT ;
CORPORATION CENTER OF EXCELLENCE for Integrated Health Solutions o ena

Funded by Substance Abuse and Mental Health Services Administration and operated by the National Council for Mental Wellbeing

COLLABORATIVE CARE MANAGEMENT 101

STEPPED STRATEGIES FOR INTEGRATION *

A BH = Behavioral Health
BHP = Behavioral Health Provider
PCP = Primary Care Provider
Specialty
Increasing Patient Behavioral Health Care
Complexity

Increasing Intensity of
Behavioral Health Services

Primary Care Panel Management

Systematic screening for common BH conditions
Population-based care finding and follow up

Practice-based BHP for PCP hand-off, brief follow up

Primary Care Provider
Identifies patients needing BH care
Makes diagnosis, initiates treatment, prescribes medications
Provides continuity in team-based care

Principles of Collaborative Care? COLLABORATIVE CARE FOR VARIOUS
BEHAVIORAL HEALTH CONDITIONS !
Patient-Centered Team. The patient,

primary care, and mental health providers Established Evidence-Base

collaborate effectively using shared care plans

that incorporate patient goals. ¢ Depression

- Adolescent Depression
Population-Based. A registry is used to facilitate
engagement and outcome tracking in a defined
group of patients at the caseload and clinic level. - Depression and Cancer

- Depression in Women's Health Care

- Depression, Diabetes, and Heart Disease

Measurement-based Treatment to Target. .
e Anxiety

Progress is measured regularly, and treatments
are actively changed until clinical goals are
achieved.

e Post Traumatic Stress Disorder

e Chronic Pain
Evidence-Based Treatments. Providers use

treatments that have research evidence for e Dementia

effectiveness.

e Chronic Substance Use Disorder
Accountable. The care team is accountable to
the patient and other care team members for
quality of care and clinical outcomes, not just
the volume of care provided.

e Bipolar Disorder




COLLABORATIVE CARE TEAM STRUCTURE*

Behavioral Health Care Manager (BHCM)
(MSW, LICSW, RN, PsyD, PhD)
Track and coordinate care

Primary Care Provider e Facilitates patient engagement T S
(PCP) e Performs systematic initial and follow-up Sychiatric Lonsuitan
assessments
e Primary treatment relationship e Systematically tracks treatment response
e Links with Collaborative Care e Supports treatment plan with PCP Review cases with the BHCM
Model (CoCM) team e Reviews challenging patients with the using the registry
e Prescribes medication +— psychiatric consultant weekly +“—> Scheduled (ideally weekly)
* Monitors medication Evidence-based brief behavioral interventions * Prioritize patients not
management, together with improving

® Problem-solving treatment (PST
BH care manager 8 (PST) Consult urgently (as needed)

e Supports treatment plan * Behavioral Activation with PCP or BHCM

e Consults with CoCM team Other functions
e General behavioral health interventions

e Addressing substance use
e Social work services

IMPLEMENTATION TIPS ﬂ

e Supports system change

D Collaborative Care is a systematic approach to Treatment plans should be individualized for each patient and
integrated care that is based on the chronic be based on patient history, patient preference, symptoms at
care model and that has the strongest research baseline and which treatment modality(ies) are most likely to
evidence to date.l address these effectively.1

Collaborative care begins with the patient and Evidence has shown that collaborative care is effective in a
supporting whole person treatment is critical. telehealth or virtual manner and there have been promising

) ) results as far as improving depression outcomes.2
In this model, patients are cared for by a team,

which includes a primary care provider, a care Billing for CoCM and Behavioral Health Integration is

manager located in the primary care setting, multifaceted and dynamic. It is critical to understand state

and a psychiatric consultant.? specific guidelines as well as the broader healthcare landscape
in which services are provided.5
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https://pubmed.ncbi.nlm.nih.gov/12472325/
https://aims.uw.edu/collaborative-care/evidence-base-cocm
https://www.youtube.com/watch?v=LOvPYDbnA5c
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/BehavioralHealthIntegration.pdf
https://www.thenationalcouncil.org/resources/financing-the-future-of-integrated-care/
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