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AVOIDING PITFALLS WHEN BLENDING CULTURES:  
PRIMARY AND BEHAVIORAL HEALTHCARE 


 
The Challenge 
 
Entering a foreign country where you do not speak the language and finding a culture unlike your own leads to 
considerable stress and unease. The growing sense of “what am I doing here and how am I going to get along” 
dominates your mind. Over time primary care and behavioral health have developed languages and cultures 
that are quite divergent. The delivery model is viewed as foreign. Time is viewed differently, styles of 
professional-client interaction are divergent, patient records are distinct, and behavioral expectations in the 
office are unrecognizable as both coming from similar traditions. For the primary care practitioner, the notion 
of a fifty minute hour and a process that seeks exposure of myriad thoughts unrelated to symptomatology seem 
a luxury to say the least. With the average patient-physician contact being 12 minutes, practitioners need 
instant access to each other and “hallway handoffs” become the norm. 
 


WORLDS APART 
 


 
 
So what do you need to do when you enter a foreign country? Put simply, learn the language, study the 
culture, visit the service exchange, and explore and practice living in a new and interesting culture. It doesn’t 
mean you give up being you; it means finding your way with a growing understanding of your new 
environment and finding ways to participate. 


 
 


THE CHALLENGE OF AN INTEGRATED WORLD 
 


Some notions for guiding efforts at incorporating primary medicine into a behavioral health organization to 
achieve successful integration: 


 
 
 


PRIMARY CARE BEHAVIORAL HEALTH CARE 


12 Minute intervention; presenting problem and 
treatment plan both exposed 


50 Minute assessment on presenting problem(s), 
developmental background, strengths, and current 
life situation 


Treatment plan determined, medications prescribed 
as needed (75% of time), and referral made if nec-
essary within assessment appointment (less than 
10% of time) 


Tentative treatment plan presented, additional ap-
pointment set for continued assessment and plan-
ning, and referral for medication evaluation made if 
necessary 


Fewer than half leave with return visit scheduled Patient scheduled for next evaluation and planning 
appointment. Discussion of treatment options initi-
ated 


Physician sees over 100 patients per week Mental health professional sees less than 30 clients 
per week 


Medical record entry checks type of appointment 
for billing and one sentence statement on diagnosis 
and plan of care 


Medical record a summary of patient strengths, 
challenges, and current life situation. Tentative di-
agnosis and rational for plan of care noted. 


PRIMARY CARE BEHAVIORAL HEALTH CARE 


12 Minute intervention; presenting problem and 
treatment plan both exposed 


50 Minute assessment on presenting problem(s), 
developmental background, strengths, and current 
life situation 


Treatment plan determined, medications prescribed 
as needed (75% of time), and referral made if nec-
essary within assessment appointment (less than 
10% of time) 


Tentative treatment plan presented, additional ap-
pointment set for continued assessment and plan-
ning, and referral for medication evaluation made if 
necessary 


Fewer than half leave with return visit scheduled Patient scheduled for next evaluation and planning 
appointment. Discussion of treatment options initi-
ated 


Physician sees over 100 patients per week Mental health professional sees less than 30 clients 
per week 


Medical record entry checks type of appointment 
for billing and one sentence statement on diagnosis 
and plan of care 


Medical record a summary of patient strengths, 
challenges, and current life situation. Tentative di-
agnosis and rational for plan of care noted. 
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Service Scheduling, 
Planning, Delivery, & 
Recording 


A provider organization may develop an integrated service system either on its 
own or in partnership with another complementary organization or a group of              
practitioners to ensure timely access to needed knowledge and skill sets, and     
Service capacity. 


Health Screening Routine, validated screening tools for both medical and behavioral health         
problems must be embedded throughout multiple and continuing points of the     
patient experience and be available to all practitioners for easy review. 


Referral, Information 
Sharing and  
Exchange 


Based on screening results, routine involvement and sharing of information by   
members of the service team (typically comprised of physicians, nurses,               
psychologists, social workers, etc.) supporting the development of either coordi-
nated or integrated service plan(s) and record(s).  Such methods should be increas-
ingly electronic and may include such solutions as 
 


 Electronic Health Record (EHR) to Electronic Health Record (EHR)  
direct data transfer 


 Encrypted, HIPAA-Compliant Email/Fax communications 


 Use of Personal Health Records in a “Smart Card” format 


Health Services Demonstrated and consistent use of: 
 Coordinated and complementary service strategies responsive to identi-


fied co-morbid conditions and accompanying dynamics 


—Planned Coordination of Care between Medicaid HMOs and CMHSPs 


—Bi-Directional Care Agreements between FQHCs and CMHSPs 


—Participation in Hospital-based Service continuum for specific        


     populations (e.g., those who are aging or cognitively-impaired) 


 Practice service delivery protocols such as: 


—Disease Management Protocols 


—Risk Behavior Reduction Protocols 


 Integrated Healthcare Service Delivery Infrastructure 


—Health Care Home/Patient-Centered Medical Home 


—Health Care Team 


—Stepped Care according to Acuity Algorithms 


Outcomes Consistent reporting of data that demonstrates 
 


 Significant Reduction in 


—No show rates for behavioral health specific services, and 


—Patient non-compliance rates relative to physical health specific              
services 


 Improved system change as measured by 


—Access to service through efficient differential use of existing service 
practitioner time, and 


—Quality and efficiency of care provided reflected in improved health 
outcomes. 
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This model raises the bar of expectation on both the sponsoring provider organization(s) and practitioners to 
create a new culture of integrated service.  It takes a concerted effort and a high level of commitment on the 
part of the sponsoring organization(s) to be successful. Besides the “micro” levels of interorganizational 
coordination of care for shared patients/beneficiaries, there is also the “macro” levels of external drivers that 
must be continually negotiated within the integration process and would include  
 


 Differing requirements between medical and behavioral health organizations regarding 
Confidentiality Laws 


 Conflicting (or mutually exclusive) Service Reimbursement pathways 
 Varying solutions vis a vis Parity Issues 
 Regulatory Oversight by multiple and differing bodies 
 Workforce Shortages (primary care physicians; mid-level providers, etc.) 
 Chronic Disease Management Strategies (differing disease focus; differing strategies) 
 Use of differing Objective Measures of Services Outcomes (e.g., HEDIS v. MMBPIS) 


 
 


FINDINGS FROM THE BLOCK GRANT 
There were several solutions we adopted to ensure a greater blending of primary care and behavioral health  
provider elements. Some of these solutions included the following: 
 


 The primary care physician (PCP) received an “immersion” experience in our Assertive 
Community Treatment team.  He became part of the ACT daily planning group and provided 
direct input on managing the multiple chronic conditions presented by ACT patients. There were 
several benefits to this approach: (a)  the PCP learned the intimate challenges of managing the 
care of a person with a serious mental illness ); (b) given that many PCPs are at the very least 
“uncomfortable” with SMI patients, the process allowed a period of  “desensitization” for  the 
PCP and a time for becoming accustomed to their challenges;  ( c)  the PCP was able to 
understand the differing roles—and the necessity of mutual reliance—in providing holistic 
behavioral healthcare. 


 The Psychiatric Staff was renamed the Medical Staff. The PCP was then integrated into the 
Medical Staff as an equal member. The PCP participates in peer review, policy and procedure 
development, system linkage development, and mutual consultation. 


 Behavioral Health Nursing personnel were refocus to incorporate more attention, documentation, 
and follow-up to medical elements during psychiatric visits, including tracking HgA1c, BMI, 
hypertension, COPD, linkages and follow-up with PCPs, and so on. 


 Case Managers and Peer Support specialists were trained in multiple approaches to chronic care 
management and wellness programs 


 The role of the Peer Support Specialists has “morphed” from one of support for behavioral 
healthcare primarily to that of “healthcare navigator.“ throughout the system. They have been 
trained by nursing instructors (and equipped) to take blood pressures; monitor blood sugar; 
provide wellness information; and offer referral information.  


 There is a continuing effort organizationally to “retrofit” ourselves as a holistic health center 
geared to address all aspects of a patient’s care. Functionally, the agency is moving towards 
performance as a Health Home or Patient-Centered Medical Home. 


 
 
 
 







 


Avoiding Pitfalls When Blending Cultures: Primary and Behavioral Healthcare 


Page 4 


 
 


PLEASE STRAP ON YOUR SEAT BELTS 
 
There are three prerequisites for a successful journey. 
 
One is a commitment to make it work. It takes time, energy, and willingness to engage with other 
practitioners. And it takes even more of the same to be open to changing or revising ones cherished practices 
to support an integrated approach to care. 
 
The second is leadership commitment of the sponsoring organizations to make it work. Clear objectives with 
targeted practice outcomes help the individual practitioners sustain their efforts and ride out the rough spots. 
 
The third is a change in the expectations for care of the patient. “Fortunately, there is a growing movement 
of researchers and healthcare providers that now recognize the need to change not only the method of service 
delivery but also the very notion of the patients’ activity on their own behalf. Patients, especially those with 
chronic conditions, are increasingly being seen as active partners in their care. Treatment and rehabilitation for 
these patients do not happen passively in the doctor’s office; rather, both the patient and the health care staff 
create a treatment plan and share in the patient’s implementation of it.”**  
 
When it all comes together patients will have a better journey, experience increased support in managing their 
disease, and achieve a level of health that exceeds their prior experiences. 
 
 
 


REFERENCES 
 
*Morbidity and Mortality in People with Serious Mental Illness,  Editors: Joe Parks, MD and Dale Svendson, 
MD  NASMHPD 
 
**Dyer, J.R., Levy, R.M., Dyer, R.L., An Integrated Model for Changing Patient Behavior in Primary Care 
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For Further Information please feel free to contact 
 


Michael Barkey 
Director, Community Development Group 


Integrated Healthcare Projects 
Summit Pointe 


140 West Michigan Avenue 
Battle Creek, Michigan 49017 


Email: mfb@summitpointe.org 
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has determined to improve the health status of Michigan citizens.   
They have funded much of this initiative through a 3-Year Block 


Grant.   We are grateful for their support. 


Venture Behavioral Health—the Medicaid        
Specialty Prepaid Health Plan in southwestern 
Michigan— has strongly encouraged this inte-


grated healthcare  initiative.  It has used the Sum-
mit Pointe experience as a “research laboratory” 


for extending integrated healthcare practices 
throughout its affiliates. We welcome their        


encouragement. 


The Integrated Healthcare Initiative wishes to thank Erv Brinker (the 
CEO) and the Senior Leadership Group of Summit Pointe for their 
continuing willingness to venture into new arenas of healthcare in 


order to better serve its customers and the community.   Their          
entrepreneurial energies will lead them to success in a rapidly      


changing healthcare environment.  
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EMBEDDING A HOLISTIC APPROACH  
WITHIN PERSON-CENTERED PLANNING 


  


The Challenge 
 
Integrated healthcare (and it’s related reimbursement method cousin, accountable care 
organizations) will affect behavioral and physical health services delivery.  They will change how 
care is provided.  They will change the delivery systems of behavioral health care.  They will change 
who is providing the care under what circumstances.  It is highly unlikely, however, that they will 
change the person centered planning movement which was brought about by staunch advocates in 
the areas of behavioral health and developmental disabilities.   
 
The recovery movement which rests on person centered planning and the huge strides that 
individuals with developmental disabilities have made in order to live their richest fullest life will not 
disappear because of the implementation of integrated healthcare.   Careful examination of the Four 
Quadrant and Wagner’s Chronic Care models show multiple places where person centered planning 
with its wide range of possible outcomes and choices can be even better executed because of 
connection to additional resources.  Coordination across providers may be a missing link in 
providing truly person centered care which recognizes different needs and varied choices.  
Integrated care at it’s best provides coordination and customization of care that can facilitate person 
centered care. 
 
The Surgeon General defines mental health as a state of successful performance of mental and 
physical function resulting in productive activities, fulfilling relationships with others and the ability to 
adapt and cope with adversity.  (The Report of the Surgeon General on Mental Health, 1999).  If this 
is the definition of mental health, it clearly has an impact on all aspects of an individual’s health.   
 
Health care reform has recognized this connection.  New initiatives for health care reform stress the 
need for comprehensive care, including behavioral health both for diagnosable mental health 
conditions and for the undeniable way that mental health concepts such as motivation and person 
centered planning impact the management of other chronic conditions.  In short health care reform 
is pushing for the “head... (to be) reconnected to the body in a big way.” (National Council for 
Behavioral Health, March 23, 2011).   
 
Since Michigan has  embraced the concepts of person centered planning (even legislating certain 
elements of it) the State’s integrated care efforts must afford certain attention to the concept of 
person-centered care. In a report prepared about Michigan’s person centered planning efforts it is 
stated that: 
 


“Person-centered planning is a process, directed by the family or the individual with long 
term care needs, intended to identify the strengths, capacities,  preferences, needs and 
desired outcomes of the individual. The family or individual directs the family or person-
centered planning process. The process includes participants freely chosen by the family or 
individual who are able to serve as important contributors. The family or participants in the 
person-centered planning process enables and assists the individual to identify and access 
a personalized mix of paid and non-paid services and supports that will assist him/her to 
achieve personally-defined outcomes in the most inclusive community setting. The 
individual identifies planning goals to achieve these personal outcomes in collaboration with 
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those that the individual has identified, including medical and professional staff. The 
identified personally-defined outcomes and the training supports, therapies, treatments, and 
or other services the individual is to receive to achieve those outcomes becomes part of the 
plan of care.” 
 


Person Centered Planning is defined simply as “planning services on an individual basis considering 
the person’s strengths, choices, and preference.”  In Michigan, legislation added person centered 
planning to the Mental Health Code (making PCP mandatory for PIHPs/CMHSPs), with the following 
essential elements: 
 


 Implementing a specified pre-planning meeting format where the participant is given the 
opportunity to express his/her wishes and needs  


 Allowing the participant to select who facilitates planning meetings Including the 
participant’s family, friends, and other informal supports in the planning process 


 Providing participants the option, as a covered benefit, of choosing a person-centered 
planning facilitator who is external to the PIHP and its providers Allowing the participant 
to modify the planning process at any time  


 Discussing all potential treatment and support options with the participant Providing the 
participant with the continuous opportunity to express his/her needs and wishes as well 
as to give feedback.” (Schafer, 2004)  


 
Providers and consumers have lacked access to the most effective care for management of chronic 
health conditions and a whole person orientation because of fragmented care and confusing 
policies.  Confusion, lack of access through some health plans, real and perceived coverage 
limitations, and stigma have made behavioral health a particularly troublesome component in it’s 
role in a healthy life.  
 
The challenge will be retaining the best of person centered care while also implementing the most 
effective method of healthcare integration.  The use of integrated health could not only improve the 
quality of behavioral health care a person receives, it also addresses the whole person, including the 
often-overlooked physical health needs.   
 
The coordination and shared information throughout a team of providers allows individuals to 
address the health needs in a holistic way.  It recognizes the way that behavioral health needs 
impact and interact with the treatment of physical health and vice versa.  Since this method allows 
the person’s team to see him or her as a whole entity rather than a condition, person centered 
planning becomes more expansive than pervious applications of the concept.  However, the terms, 
the values, the methods of person centered planning provide another point of tension or opportunity 
for systems and the individuals they provide service to work out satisfactorily.  Use of the two 
prevalent models of integrated care can provide a framework for planning efforts. 
 
 
Stepping back to think about health care reform overall can provide needed insight.  NAMI identified 
the most important elements of the adoption of health care reform and health integration from their 
perspective in a position paper.  Although not all the elements relate directly to person centered 
care, respect and support for the consumer is evident throughout.  These elements are: 
 


1. Require that all health plans made available to uninsured individuals and families through 
a "Health Insurance Exchange" or other means both offer coverage for mental illness 
treatment and comply with the Paul Wellstone and Pete Domenici Mental Health Parity 
and Addiction Equity Act of 2008. 
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2. Integrate mental and physical health care and promote wellness. 


3. Do not discriminate in the coverage of inpatient psychiatric treatment. 


4. Address serious workforce shortages and increase the qualified mental health workforce. 


5. Make early identification and early intervention priorities in healthcare reform. 


6. Enhance information sharing, while protecting privacy. 


7. Improve data collection, outcomes measurement, and accountability. 


8. Improve cultural and language competence. 


9. Protect access to psychiatric medications. (NAMI, 2009) 


 
What the Literature Says 
Physical healthcare is a core component of basic services to persons with serious 
mental illness. Ensuring access to preventive healthcare and ongoing integration and management 
of medical care is a primary responsibility and mission of mental health authorities. 
 
Behavioral healthcare is a core component of essential services to persons seeking 
primary healthcare. Ensuring access to preventive, ongoing, and appropriate 
behavioral health service must be a primary responsibility and mission of general healthcare 
providers. 
 
Person centered planning is not a new concept.  It began as a method for conceptualizing continued 
services for adult and older adolescent consumers who were living with developmental disabilities.  
The recovery movement in mental health adopted many of tenets of person centered planning in it’s 
method of engaging consumers in their own treatment.   
 
The implementation of person centered planning for all its positives happens at an individual level.  
Centers prepare staff and consumers to identify the best treatment methods for them to reach their 
goals and dreams.  Integrated healthcare, while  
focused on serving the needs of individuals in a cost effective and outcome based way, goes to the 
next level of care by concentrating on healthcare delivery systems that are cooperative among many 
providers and address the physical and behavioral health needs of the individual client.  Integrated 
healthcare has also been guided by the more “public health” oriented Chronic Care Model 
developed by Wagner which looks beyond service providers and payment to community supports.  If 
managed thoughtfully, this public health orientation and willingness to coordinate across care and 
agencies, will enhance the person centered planning process.  This more comprehensive approach 
especially one that involves providers referring sometimes even “walking the consumer down” to the 
other providers for a warm hand off, allows the individual to connect not only with behavioral health 
planning or even health planning but into the larger arena of living a whole and richly satisfied life 
which brings the circle back to person centered planning. 
 
One author proposes that mental health providers embrace the new practice models such as 
integrated health care as a method to engage more fully in person centered efforts and offerings.  
She suggests that all future healthcare integration efforts are guided by several principles that 
include the following. 
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 Recovery is the expected outcome;  
 Service recipients direct their own care;  
 Service offerings are evidence based;  
 Performance management drives quality improvement.  (Power, 2009).   


 
Matching the consumers needs and desires with the treatment can support person centered 
planning efforts.  These concepts fit nicely with standard service delivery and also are easily 
integrated in the Four Quadrant model of integrated health care which provides stepped care and 
coordination to provide the highest quality of behavioral healthcare.  This model, proposed by the 
National Council for Behavioral Medicine (April 2009), is about service delivery in a cost and time 
efficient way, but it does not deny the necessity of treatment for as many as one in five Americans at 
some point during their adult life. (Surgeon General, 1999). 
 
The four quadrant model is one way of providing care at the individual level that facilitates meeting 
the needs of a consumer in their preferred setting without exhausting the system.   
 
To be functional for the person served, integrated care must look beyond the individual encounters 
towards the system of health care and the community at large.  This necessitates planning for 
integrated care with an eye towards the Chronic Care model which focuses not just on improving 
cost and efficiencies but also consumer care that recognizes the person and his or her conditions as 
a whole.  “...To advance holistic, person-centered health care. A holistic approach is grounded in the 
knowledge that health is a function of the complex interplay between body, mind, spirit, and 
community. Person centered care is respectful and responsive to the needs and values of 
individuals and honors and supports recovery and wellness.”  (Power, 2009).  Integrated care, 
requires a system change and if thoughtfully organized this system will not just focus on sharing 
records but on developing care that meets the individual’s needs and desires and is delivered 
across the community and across the lifespan. 
 


 
 
 
 


 


 


 


 


 


 


 







 


Emerging Issues in the Integration of Primary and Behavioral Healthcare 


Page 5 


 


 


The role of the professional providers (and adequate payment) is crucial to the success of Wagner’s 
model but of equal importance is the “informed and activated patient.”   Also, although the health 
system is clearly addressed in this  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 


The Chronic Care Model 
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model so are community resources and a strong degree of self management support including those 
that are offered by peers.  This model supports the decisions made by the individual which has been 
a hallmark of the recovery movement.  In order for person centered care to be given more than lip 
service in an integrated care model, providers need to support and encourage consumers to take a 
more active role in their treatment and to truly select goals and treatments that enhance the quality 
of their lives.  At the core of the clinical approach of the patient-centered medical home is team 
based care that provides care management and supports individuals in their self management 
goals. Care management is central to the shift in orientation embodied in the medical home away 
from a focus on episodic acute care to a focus on managing the health of defined populations, 
especially those living with chronic health conditions. (National Council, 2009) 
 
According to at least one study on managing chronic conditions, it was this very fact of putting the 
consumer at the center of the treatment efforts that seemed to make the difference.   It truly the 
consumer first not his or her disease that the system supported.   
 


“We found in this review a core set of components in the integrated care programmes. This 
is in line with the theory of Wagner . Wagner identified six essential elements for good 
chronic care: community resources and policies, health care organization, self-management 
support, delivery system design, decision support, and clinical information systems. He 
states that improvements in those interrelated components can produce system reform in 
which informed, activated patients interact with prepared, proactive practice teams. On the 
basis of the theory of Wagner and the core set of components found in this review, we 
recommend that integrated care programmes should consist of at least a professional-
directed intervention, an organizational intervention, and a patient-related intervention to 
support self-management.” (Ouwens, 2004). 


 
Armed with a strong history of person centered care, several models to direct the development an 
integrated system that reduces fragmentation and increases coordination, Michigan can keep, and 
even improve, the holistic, person centered behavioral health that they provide.  Integrated health 
care, if properly and holistically implemented, is an opportunity to keep the consumers needs and 
dreams at the center of his or her behavioral health care.    


 


The Findings from the Block Grant 
There were several findings that emerged from our practice experience at Summit Pointe: 
 


 Case Managers needed to continually reinforce their roles as responsible for holistic 
healthcare. They have been excellent on owning the elements directly attributable to 
behavioral health issues. However, they have been equally diligent in  “referring out” the 
general healthcare needs of their customers to other providers. The shift was in identifying 
and addressing the physical health issues within the behavioral health environment 


 Treatment planning approaches have been refined to include the greater responsibilities for 
customers’ health care needs—from tracking, documenting, addressing, and monitoring the 
issues 


 There is a clear bifurcation of availability Medicaid benefits between Medicaid Health Plan 
payment of benefits and PIHP payment of benefits.  There is little overlap between the BH 
and the physical health payment systems—thus discouraging shared care coordination or 
disease management efforts.  Thus much of the work on the physical health was helped by 
having close working relations between the Summit Pointe PCP and the BH treatment 
personnel.  Customers were better able to access the differing benefit systems and thus 
receive a more holistic format for their healthcare 
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 It has become clear that the primary care and behavioral health providers are increasingly 
recognizing the need for fully integrated care from a person-centered perspective.  What 
has become equally clear is that the financing, regulatory,  and silo-based method of 
healthcare has become unworkable as a solution to an individual’s healthcare utilization 
(and, most likely, their health status).   In a sense, the regulatory barriers have become a 
form of “iatrogenic illness.” 


 
 


Recommendations 
The following recommendations seem in line with the best thinking of our time: 
Manage the system change from three places.   
 


 At the individual level, person centered planning involves an approach that gives consumers 
greater input and responsibility for their goals and outcomes.   Continue the agency work in 
providing the highest level of support for person centered planning as needed and use the 
increased information and supports that integrated care provides. 


 Adoption of the four quadrant model when planning and implementing behavioral health 
integration methods with Accountable Care Organizations (ACOs) will provide a framework 
for matching consumer needs with treatment so that consumers receive adequate care for 
behavioral and physical issues.  This will improve the quality and quantifiability of care.  


 Adopt public health methods into integrated care models in accordance with Wagner’s 
Chronic Care Model so that person centered plans can access a wider range of resources 
across the community.  This will maximize the availability of resources, improve outcomes 
and de stigmatize behavioral health consumer’s use of health related services. 


 Strengthen self management efforts in and around the community in formal and informal 
alliances with community and peer resources which are providing such services.  Refer, and 
encourage through “warm hand off” if possible, consumers to seek out and attend self 
management efforts.   


 Facilitate information sharing among providers in different domains so that person centered 
planning can be as broad as possible without further stretching the providers limited 
resources. 
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For Further Information please feel free to contact 
 


Michael Barkey 
Director, Community Development Group 


Integrated Healthcare Projects 
Summit Pointe 


140 West Michigan Avenue 
Battle Creek, Michigan 49017 


Email: mfb@summitpointe.org 
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HOW CASE MANAGEMENT OPERATES IN AN 
INTEGRATED HEALTHCARE SYSTEM  


  
Case Management Evolution 
 
Presented with and committed to serving populations in need of sustaining care, case management 
was initiated in behavioral health centers. Seriously mentally ill adults, developmentally disabled 
people, and emotionally disordered children need their care managed. In most mental health 
services, used of licensed providers was too costly and often did not fit their interest or expertise. 
The choice was to use helping and supportive staff to establish a relationship, support the patient in 
their daily living choices, and link them to needed resources. 
 
Knowing that structured and scheduled services did not reach many of the patients with multiple 
needs and disordered lives, centers asked case managers to manage the most complex and high-
risk patients. Often they were asked to do this outside the office structure and on their own. While 
given some guidance by a plan of treatment that was usually disease focused, they faced the 
challenge of minimal resources and lack of evidence-based practices to assure best possible 
outcomes of their case management. They were often left to their own devices to meet the needs of 
the patients. If the patient followed through for an appointment or applied for an additional service, 
the case management was considered a success. To make matters more complex, case 
management positions generally have the highest turnover, the lowest rate of pay, and the least 
amount of clinical training and skills. 
 
Recognition of these challenges and feeling there was a better way led to the application of best 
practices and the development of Assertive Community Treatment (ACT) and the formation of ACT 
Teams. Patient challenges were too complex, persons monitoring outcomes were not impressed, 
and there are applicable best practices. It was no surprise that case management needed to be well 
defined, supported with training, and have clinical protocols. At the same time ACT was being 
promulgated, the Recovery movement was taking hold as a recognized and valuable approach to 
meeting the needs of the seriously mentally ill. Two additions to the mix occurred. One was the idea 
that the patient is responsible for managing their life and that peers are a valuable support. Others 
who have “been there and done that” were enlisted for support. In some centers Peers were 
employed to help other peers. The combination of ACT and peer as case managers elevated case 
management in its evolution. When it is at its best it is faithful to best practices and assists the 
patient in navigating the complexities of their disease. 
 
In 1998, the Robert Wood Johnson Foundation convened a consensus panel of researchers, 
clinicians, administrators, consumers, and family advocates to discuss the research and to 
determine which practices currently demonstrated a strong evidence base. Six practices were 
identified:  
 


 standardized pharmacological treatment  
 illness management and recovery skills  
 supported employment  
 family psycho-education  
 assertive community treatment  
 integrated dual disorders treatment (substance use and mental illness) 
 


   Summit Pointe… 
   Mental Health Care Dedicated to Making Life Work 
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The Substance Abuse and Mental Health Services Administration (SAMHSA) and its Center for 
Mental Health Services (CMHS) developed Evidence-Based Practice Implementation Resource Kits 
for case management practitioners. These kits contain useful resources and represent the maturity 
of case management within the behavioral health arena.* 
 
 


Case Management Redux 
 
Then came the challenge of integrated primary and behavioral health care and with it the challenge 
of rethinking case management. Primary care is oriented to using standardized care and decision 
making for common conditions or combination of conditions. The reality is that some patients do not 
engage or respond as they should in the view of the clinician. Peek, Baird, and Coleman ** in their 
article on Primary Care for Patient Complexity, Not Only Disease explores in a helpful manner the 
challenges of treating the “complex” patient and lays the ground work for a new form of case 
management. 
 
Most evidence-based protocols are focused on versions of standard care and decision making for 
conditions. This now includes behavioral conditions as well in an integrated setting. The glasses we 
wear focus us on thinking about care through disease categories: asthma, depression, diabetes, and 
etc. as well as coexisting combinations. Working together in an integrated setting is supported and 
aided by having routine and reliable care for commonly occurring conditions. The problem is that it 
does not work for some patients. They tend to be described as complex. Peek, Baird, and Coleman 
quote a physician’s remarks when reflecting on a complex patient. 
 


“Complexity is what I feel when I don’t have an algorithm for what’s in front of me. 
And why don’t I have an algorithm for complex patients? Because our algorithms are for 
diseases, not persons.” 


 
When it comes right down to it care and decision making is geared to conditions. The authors do us 
a further service by identifying familiar outward signs of unmanaged complexity while the specific 
factor remain hidden: 
 


• Many doctors, diagnoses, and visits—especially if unfocused or redundant; 
•  Many and/or redundant medications, services, diagnostic tests or failed services; 
•  Unplanned clinic and ER visits; number and length of hospital admissions; 
•  Patient involvement in multiple helping systems such as clinics, public health 
   services, and social services; 
•  Difficult patient/clinician relationships; and 
• A large gap between patient’s and clinician’s view on how severe the symptoms are—or   
   are expected to be. 


 
The authors also propose a definition for patient complexity which begins to define the context for 
case management in an integrated care setting. It is defined as the person-specific factors that 
interfere with the delivery of usual care and decision-making for whatever conditions the patient has. 
The definition of complexity seems to partially write the script for case management. The initial step 
is to identify the person specific factors that are interfering. Needed is a an approach that identifies 
the critical domains impacting the patient and an assessment of the level or intensity of the impact of 
the specific domain.  
 
Again Peek, Baird, and Coleman present a complexity assessment method that tracks five domains: 
 


1. An illness domain that includes diagnostic uncertainty and functional impairment due to 
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 symptom severity; 
2. A readiness domain that includes distress, distraction, and readiness 
 to engage treatment; 
3. A social domain that includes participation in the social network and 
 home safety and stability; 
4. A health system domain that includes organization of care and patient clinician 
 relationships; 
5. A resources for care domain that includes the degree of shared language 
 with providers and the adequacy and consistency of insurance for care. 
 
These domains are then assessed for severity (see Figure 1). Each domain represents a 
separate source of complexity and if rated high, it signals an area that likely needs to be 
addressed as an area of interference. The purpose of the assessment is for action and not 
another way to describe the situation. It helps define the areas that need attention, whether 
it is by the clinician, the case manager, or the client. For those whose case needs to be 
managed, the plan of action is a blueprint for those who need case management. When 
there are significant sources of complexity, a plan needs to be formulated and decision 
made as to who does what. Use of the assessment method should be triggered by and of 
the outward signs listed above, administered by a case manager, and presented to the 
responsible clinician. For those patients with moderate or very complex situations, case 
management should be initiated. Persons trained in behavioral health can be excellent 
resources for this function. Those trained in the best practices of ACT understand the 
complexity of issues facing a patient and have skills to help them address the challenges. 
 
 


A New Case Management Model 
 
A new era of integrated care is inviting a new model of case management. And just like the early 
case management era, the complex patients are the ones prompting our rethinking of how we work.  
Integrated care calls for: 
 


 Planning for care for persons in all our complexity and not just for diseases or 
combination of diseases 


 
 Person focused complexity assessments 


 
 Bio-psychosocial integration 


 
 Getting beyond “solo” acts of care 


 
 Linkages social and community resources 


 
The case manager can play an essential role in the action plans for the treatment of the complex 
patient. They can bring the skills of relationship building, teaching recovery skills, linkage to 
resources, family education, and care coordination. They can be a valuable assess to the treatment 
team, help reduce the frustration of the clinicians with complex patients, and incorporate acting on 
patient specific complexities into practice based care coordination. 
 
In any redefinition of a function or role challenges always emerge. 
 


 Clarity of role definition and acceptance by the treatment team. 
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 Definition of skill and level of training required. What level of skill is needed and 


what level of training or licensure is required? 
 
 Scope of work is expanded over disease focused care.  
 
 Identification and use of the most applicable best practices. 
 
 Sufficient stability of employment to sustain the necessary relationships with social 


and community resources. 
 
Addressing the patient’s complex set of needs so that they are able to avail themselves of the 
healing processes is the function of the new case manager. They can lead the effort to identify the 
sources of complexity and bring resources to bear that will help the patient be able to use the 
medical care offered. This will lead to better outcomes, reduction in wasted and inappropriate 
services, and patients successfully managing their lives. 
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MANAGING THE ABYSS:  
FACILITATING INFORMATION FLOW  


WITHIN AN INTEGRATED HEALTHCARE SYSTEM 


 
The Abyss 
 


The abyss is real, deep, and dangerous. The best of intentions can slip and fall off the precipice to 
an untimely end. The language, style and format of a medical record would lead one to believe that 
the primary care practitioner and the behavioral health practitioner have little in common but the 
name, address, DOB, and phone number of the patient.  This is due in part to the different styles of 
operation, different purposes, and certainly different languages.  Without bridging this abyss the 
chance of successfully integrating care is somewhere between slim and none. The bridges vary in 
style and structure depending on the level of integration. 


 
Four Lane Suspension Bridge 
 


When there is intent and structure to have a fully integrated system of care, the bridge needs to 
modern, useable, free of congestion, and well maintained. Full integration means that every step of 
the care process from health screening, to information sharing, to health services, to outcomes are 
in a single medical record. The ideal is an electronic health record that meets the needs of the 
patient and the integrated system. The reality is that it will look a lot more like a record you find in 
primary care than behavioral care. Gone will be the attention to the process requirements of a 
traditional behavioral health record. Present will be notes of diagnosis, plans of action, and sufficient 
information to communicate to the team providing care. Clinician’s notes will need to communicate 
to others and be more than abbreviated reminder notes for the individual clinician. In addition the 
structure of the record will need to satisfy billing requirements. While the record can be pen and 
paper medical record, the only reason to do so would be to see if you have a system and work flow 
thought out so it can be computerized. Essential to building such a bridge over the abyss is an 
organizational structure that has mutual goals, commitment, and vision. Organizational and 
leadership support is a requirement so that the building and maintenance of the bridge is insured. 


 
Two Lane Beam Bridge 
 


Co-located primary care and behavioral health services signal intent to integrate and collaborate. 
They are sometimes each a part of separate organizations and sometimes a single organizations 
attempt to move in the direction of integration. The bridge analogy is apt because the greater the 
length of bridge required the greater the stress placed on the beam spanning the abyss. 
If co-location is going to foster integration, information flow is critical. If there is no joint plan of care, 
if actions or interventions are not shared, and if the patient cannot see the plan and what is required 
of them, there will be no integration of care. It is imperative that the clinical leadership jointly devise 
a method to record and share essential information with each other and the patient. This is most 
likely to be a paper record of the integrated activity that can be a part of each service entities 
medical records.  
 


Rope Suspended Foot Bridge 
 


Coordinated care between a primary and behavioral health provider relies on the most tenuous and 
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challenging of bridges over the abyss. They are unstable, limited to pedestrians, and scary to many 
users. The pursuit of integrated care is dependent on the good will and interest of individual 
clinicians. Usually the interaction is limited to a referral or perhaps a staff supported linkage to a 
person they know and trust. Even with a firm organizational structure to support integration, one of 
the factors than can make integration take root is the free flow of information. While it will be limited 
as required by law, it can still be the glue that helps bind the providers and the patient to a plan of 
care. At a minimum there needs to be a format that can be shared on a regular basis that displays 
the plan of care, actions taken, and the outcomes for all involved. 
 
 


Findings from the Block Grant 
 


 The experience of the Block Grant suggests that there is a long way to go to develop 
sufficient information management for beneficiaries. There are numerous, differing, and 
frequently incompatible information systems, portals, regulatory barriers, security 
systems, and competencies among the many stakeholders (providers and health plans). 


 
 There is no single EMR that addresses the full decision support and patient processing 


required by both primary care and behavioral health provider needs 
 
 The Project used two EMRs (McKesson Practice Partners® for primary care providers 


and Streamline SmartCare® for behavioral healthcare providers.   There were methods 
for mutual uploading of information to the respective EMRs from the other but these 
were “workarounds” rather than seamless solutions. 


 
 Gaining information from Medicaid Health Plans (MHPs) and Federally Qualified Health 


Centers (FQHCs) was problematic and a slow process.  The primary barriers came from 
the CMH side of the equation: there were numerous regulatory barriers; unnecessary 
documentation requirements; process measurements; etc. which interfered with a 
smooth form of information handling. It makes the PCP experience of CMHSPs 
annoying. 


 
 Primary Care Physicians uniformly cringed when they had to try to get information from 


CMHSPs.  The entire process was experienced as burdensome, “clunky,” and not 
collegial.  


 
 
Recommendations for Exploration 
 


 A Unified Statewide Medicaid Data Base  
The easiest method for bridging the multiple Medicaid data bases and provider 
systems would be for the State Medicaid agency to develop a unified information/
encounter system that is uniformly available to providers for a single beneficiary.  
Thus a beneficiary’s provider would be able (at a minimum) to routinely access all 
encounters and (at a maximum) all medical evaluations, lab reports, biometrics, 
prescription information, etc., input by all providers.  
 


 An Integrated, Web-Based Electronic Medical Record (EMR) 
This unified EMR is the Holy Grail for integrated healthcare. Unfortunately it doesn't 
as yet exist—nor does there appear to be one on the horizon.  Such a solution 
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would truly be person-centered: the evaluations, decision supports, risk 
management, and care coordination efforts would all be driven by where the 
beneficiary is at that particular moment in front of any provider. In a sense the EMR 
process would “follow” the prompts (i.e., information  given by the beneficiary) and 
bring out ONLY the information and supports that would respond to the patient need 
at that moment.  Such an EMR must be web-based, “meaningful use”-certified; and 
have HIPAA-compliant portals. 


 
 Electronic Patient Registries 


Patient registries are electronic tools for tracking and managing specific disease 
conditions. They include the evaluation findings; the biometrics; patient responses 
to interventions—and those of others covered by the specific disease condition.  It 
allows for more targeted follow-up  while assuring that patients receive the needed 
support to achieve health status improvement.  Such registries can by available to 
both the provider and the beneficiary to allow better partnership in chronic care 
management. 
 


 Use of “Smart Cards” 
Most of the developing countries with national healthcare systems have adopted the 
use of “smart cards” to help with ensuring availability and correctness of patient 
information.  These “smart cards” have an imbedded microprocessor chip in the 
card which operates as a read/write instrument carried by the patient and made 
available for input/output by authorized provider systems involved in their care.  It 
also has the added benefit of ensuring strong patient control over protected health 
information. The “smart card” can hold any and all of the patient’s evaluation 
findings; the biometrics; responses to interventions; interventions; health history; 
insurance demographics; and so on. 
 


 Use of Networked Tablets 
Medical Offices are currently allowing access to EMRs, patient registries, decision 
supports, etc., on E-Tablets. . Such tablets might also be used in Patient 
Education—allowing, for example, the viewing of videos explaining various 
necessary medical information or procedures. With the miniaturization of computers 
and the maximization of “cloud” technologies, we can expect the tablet to become 
the necessary tool for providers operating throughout an integrated system. 
 


 Encrypted Email Communications 
Providers in differing systems need to be able to communicate in a real-time  
HIPAA-compliant manner.  Many providers are finding that use of encrypted 
emailing (and faxing) makes communication easier, more collegial and more given 
to better consultation.  These are separate (at this point) from the EMR although 
some newer EMRs are allowing entry of emails into the medical record.  We can 
expect more of this in the future.  


 
Managing the Abyss 
 
No matter the level of integration, if there is not a shared format and free information flow, the abyss 
will not be bridged. It has to be jointly formatted, regularly shared with consultation, monitored for 
needed changes in plan, and assessed for outcomes. Absent such a process the integration effort 
will be short lived, frustration will set in, and benign neglect of the process will take over. There is no 
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one format or electronic medical record to fit every situation. Start with what you want to accomplish, 
identify key elements of the record, test it out in your environment, and when ready, look to see 
which vendors can provide what you need. Integration is a team effort and so it follows that free flow 
of useful information is essential to support and nurture the effort. 
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MARKETING THE PRIMARY CARE PRACTICE  
FOR SUSTAINABILITY 


 
“Getting it” about Marketing 
 
The notion of establishing a medical practice combines the worst elements of any small business.  Not only 
must you deliver a very complicated service in a highly regulated environment, but additionally you have a 
business to run; personnel to manage, supplies to order, bills to pay and put out, and so on. As in any business 
success, the key metric to monitor is the balance between “revenues in” versus “costs out.” 
 
The revenue side of the equation is tied to patient recruitment and is your answer as to “how do you attract 
patients to your practice when there are numerous competitors they can choose.”  Strategically your question 
to answer is how can you become the “go to” service provider for a targeted group of potential customers. 
 
The domain of “customer recruitment” in a business (or in medicine “patient recruitment”) is marketing. 
Health care professionals are often uncomfortable with the concept of marketing. Envisioned are “slick” 
advertising campaigns, “gimmicky giveaways,” or something perceived as just short of distasteful or 
unethical.  In patient recruitment some more considerate ideas may make the most of your time and efforts.  
 
So while marketing might mean advertising, it really means presenting the best face to all those who might 
come to, refer to, or just talk about your primary care practice. It also means consistently doing simple things 
like thanking physicians who refer patients to you, providing excellent care to your patients (along with little 
touches like remembering their birthdays), and letting the community know who you are and what services 
you offer.  


 
How to Market a Medical Practice 
There are numerous articles and materials that describe the methods for marketing a primary care practice. A 
key resource is the Medical Group Management Association (MGMA). MGMA is the premier organization 
for managing a medical practice and offers a range of resources specific to members’ multiple practice 
management needs.  There are numerous materials for free and/or for purchase on marketing and competitor 
comparisons.  They can be found at http://www.mgma.com/.  Membership will pay for itself several times 
over. 
 
The following steps are some of the “basics” medical practitioners should consider when trying to market their 
practices. 
 
Create a Marketing Plan 


1. Assess who your target patients are. Make an outline description of what their medical 
needs most likely are. This will give you the foundation to understand your target market. 


2. Determine how this audience receives its information in how to choose 
medical care. Seniors likely won't be found on social media platforms, while mothers of pediatric 
patients might use sites like Twitter and Facebook frequently. Consider print ads, networking events such 
as Health Fairs, press releases, social media and email marketing. 


3. Develop a whole strategy for professional referrals. Note the research says physicians 
refer in practice almost 30% of the time, but only refer out of practice to other physicians 5 per cent of the 
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time. How can you position your practice to not be seen as a competitor but as an asset to other practices?  
How can your skill set be known by other physicians? 


4.  Develop your marketing plan for the upcoming year. Build a simple calendar. What 
will you do each month? 
 


Determine Your Budget 


1. Assign a dollar value to each marketing task. Social media, for example, are free, but if 
you are not the one to implement them, you will have to pay a marketing professional to do so. 


2. Look at your financial records to determine what amount you can afford to 
spend on marketing. Remember that spending on marketing will net more money for your practice, 
so avoid the "We don't have a marketing budget" mentality. 


3. Adjust your marketing plan as necessary. If you cannot afford to do all the marketing 
strategies you wanted to initially, plan to reevaluate after six months. 


 
 
Get the “Indirects” Right 


1. Be active in your local medical community organizations. Attend local networking    
events with other professionals. This way, you can meet people you would refer others to, and they will 
return the favor. You may also find strategic partners at leadership groups and business meetings. Be 
active in hospital affairs---serve on committees, attend hospital supported events and parties, give your 
opinions on solutions to problems, and be humble while you do it all 


2. Consider social media. By providing your medical expertise on sites like Twitter and 
Facebook, you can establish trust with future patients. Target those in your geographic area. 


3. Create a website---with the templates and graphics available a website can be constructed and 
on the Internet in one day. Old patients use it to learn. New patients use it to find out who you are. Over 3 
million people are surfing the Internet daily, so if you're there, you will get new patients. 


4. Develop positive Press Relations. Use press releases to garner local attention. Write a 
press release when you offer a new service or draw a connection between your practice and recently 
released studies that relate to what you do. Send the releases to local newspapers and magazines. 


5. Stay in touch with your Patients. Start a newsletter to them, or handouts you personally 
create on special medical topics. Use email to stay in touch with patients (and past patients). Send a 
newsletter with an informative article on your area of practice, as well as any practice news (new 
employees, new services or technology, upcoming participation in community events, etc.). Send 
something to them on their birthdays and holidays. 


6. Be active in the community. Participate in community events, such as health fairs or 
volunteer activities, to interact with people in your city. Getting to know you outside of your medical 
setting can help people feel more at ease with you and instill trust. Offer to speak at community functions, 
be part of a charity event, be out where people (potential patients) can see you —like coaching kids soccer 
games or going to church functions.  
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Patient Satisfaction: Goal One 
First and foremost, treat your patients the way you would want to be treated. All complaints and concerns are 
legitimate. Patients and their families do not have your knowledge—of illness; medical resources; the vagaries 
of healthcare systems. You  and your staff must be educators attuned to your customers' needs for information 
and realistic reassurance.  Patient dissatisfaction may be invisible to the practice, but can have a devastating 
impact on the bottom line as follows: 
 


1. Ninety percent of dissatisfied patients or customers will never tell you that they are unhappy, but they 
will not return and do business with you again. 


        2. Each dissatisfied customer will tell at least nine other people. 


3. Thirteen percent of those who are dissatisfied will tell at least twenty other people.(4) 
 


The dissatisfaction of only one patient with the quality of service during an office visit can result in negative 
marketing and lost revenue. If you pay close attention to the entrance-to-exit experience of an office visit, it 
can increase the perception of quality in the eyes  of your patients. Peter Beck has captured the challenge: 
“Your practice sinks or swims based on how well you meet and anticipate the demands of your 
customers.”  
 
Advertising 
A landmark 1982 United States Supreme Court decision revolutionized health care marketing, by permitting 
physicians to advertise across all media channels. Prior to the decision, physicians depended on patient, 
hospital and physician referrals as a means of expanding their primary care practice.  
 
The National Yellow Pages Monitor reported in 1995 that a survey of 80,000 customers found that more than 
75 percent of searches to “physicians/surgeons” in the Yellow Pages during the previous year resulted in a 
physician contact – and 54 percent of those contacts resulted in physicians providing billable services. 
In a 2005 Yellow Pages Association study, titled “Physicians and Surgeons” ranked second in popularity of 
over 4,000 Yellow Pages heading classifications accessed by consumers. One of the most frequently searched 
specialists is the generalist or family practice physician. The office address, professional qualifications, 
practice services offered and physician specialties are the key features to be placed in the Yellow Pages 
advertisement.  
 
Phone book advertisements can enable a physician to employ target marketing and market segmentation, 
which is the division of the market into different homogeneous groups. Targeting the mobile group of the 
population with visible telephone book advertising is one effective method to segment the market. 
Approximately 17 percent of the U.S. population moves to a new city each year and use the Yellow Pages and 
internet substantially. 
 
Advertising the scope of the primary care practice is essential in expanding market share and improving 
revenue streams.  
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Further Resources 
Baum N, Henkel G. Marketing Your Clinical Practice: Ethically, Effectively, Economically, 4th ed. Boston, 
Mass: Jones and Bartlett Publishers, 2009. 
 
Beck, Peter, Why You MUST Change How You Market Your Medical Practice, ModSquad: Podcasting for 
Medical Professionals. May 17, 2007  http://www.podcastingformedicalprofessionals.com/why-you-must-
change-how-you-market-your-medical-practice/ 
 
Buckley P. Physician Entrepreneurs: Marketing Toolkit. Health-Leaders Media, 2008. 
Doctors Digest, July/August 2009.  http://www.doctorsdigest.net/issue/0504.php  
 
eHOW. How to Market a Medical Practice | eHow.com http://www.ehow.com/how_5619105_market-
medical-practice.html#ixzz1HeCILsBW 
 
MGMA: Medical Group Management Association (MGMA) 104 Inverness Terrace East, Englewood, CO 
80112-5306. “Medical Opportunities Marketing Kit”. 2011   
. 
 
 
 
 
 
 
 
 


 
 
 
 


The Golden Rules for Primary Care Referral Management 
 


1. Don’t let them forget you're there. Add referral sources to your patient newsletter mailing list. 
Send cards on major holidays. Send notices when your practice changes or grows—or new ser-
vices are added. 
 


2. Meet every doctor who refers patients to you as well as every new doctor who starts or joins a 
practice. Take colleagues to lunch. Network at medical society meetings. 
 


3. Build trust by demonstrating competence. Lecture in the hospitals of referring doctors or at 
large practices. Publish in major journals or Medical Society newsletters. 
 


4. Make it easy and appealing for others to do business with you by being easy to work with. 
 


5. Make certain that referring physicians receive copies of your notes, tests, and diagnoses. 
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ORGANIZING THE MEDICAL STAFF FOR INTEGRATED HEALTHCARE: 
PHYSICIANS, MID-LEVEL PRACTITIONERS, AND NURSING STAFF 


Here’s the dirty lowdown... 
 


There are some startling facts facing our future primary care settings: 
 


 The average primary care physician has a caseload of over 2,300 patients 
 The percent of physicians going into general or family medicine is declining. (In 


2010 the rate of entry to primary care was 9%—the first year ever that low.) 
 Demand for primary care services is increasing. (For example: the Elderly 


population was 13% in 2010 and is projected to be 30% by 2020—and the elderly 
receive most of their care from primary/general care practitioners.) 


 A Survey of 422 general internists and family physicians 2001-2005 
 


 78% of physicians felt they had little control over the work 
 48% felt the work pace to be chaotic 
 30% felt  likely to leave the practice within 2 years 
 27% of the physicians stated they were definitely burning out 
 


 It is hard to do justice to a panel requiring BOTH preventive and chronic care: 
 


 A Primary care physician with an average panel of 2,500 patients will spend 
7.4 hours per day doing recommended preventive care   [Yarnallet al. 
American Journal of Public Health 2003;93:635] 


 A Primary care physician with an average panel of 2,500 patients will spend 
10.6 hours per day doing recommended chronic care    [Ostbye et al. Annals 
of Family Medicine 2005;3:209] 


 
Primary care practices will continue to be at risk—so the need for new models is upon us.  
 
 


One Part of a Solution: The Multidisciplinary Care Team 
 


Care teams—typically led by physicians and including mid level practitioners such as nurse 
practitioners, physician assistants, registered nurses, social workers, nutritionists, 
pharmacists, and medical assistants—are hardly new. Team based care has been in the 
medical literature as a topic since the 1940s. What is different now is that the use of such 
teams has become a necessity not an interesting flourish: Teams are clearly correlated 
with better care coordination and service outcomes. 


The work of Thomas Bodenheimer shows that increased coordination achieved by primary 
care teams leads to better clinical and financial performance and reduces clinicians’ 
workload. Data from Kaiser Permanente demonstrates that “high-functioning care teams”—
defined as those whose practice climate features high levels of collaboration and 
teamwork—performed 40–90 percent better than low-functioning teams in caring for 
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chronic diseases, including diabetes, hypertension, and asthma. In the United Kingdom, 
Stephen Campbell and colleagues note that care teams were the “only variable that was 
associated with high quality care across a range of aspects of care.” (all from Schuetz, 
2010). Bodenheimer, after surveying over 100 participants in primary care teams derived a 
list of factors deemed important for successful integrated care: 


 


Key Elements of Successful Primary Care Teams 
Building Teams in Primary Care: Lessons Learned  


 
Successful Primary Care Teams have Defined Goals 
 


     There is an overall organizational mission statement 
 


Examples : 
• Improvement of patients’ health 
• Reduction in barriers to access to care 
• Improvement in practice’s financial performance 
• Physician and staff satisfaction 


 
     There are  specific, measurable operational objectives 


 


Examples : 
• At least 80 percent of diabetic patients in practice will have 
hemoglobin A1c lower than 8 
• Ninety percent of requests will receive a non-urgent appointment 
within one week 
• Practice will achieve a targeted level of revenue 
• Each team member will achieve an explicitly identified goal for 
personal professional development 


 
Successful Primary Care Teams have Defined Procedures 
      


     There are clear-cut Clinical procedures understood by all the Team Members 
 


Examples : 
• Procedures for providing prescription refills 
• Procedures for informing patients of laboratory results 


 


     There are clear-cut Administrative procedures understood by all the Team    
     Members 


 


Examples : 
• Procedures for making patient appointments 
• Policies on how decisions are made in the practice 


 
Successful Primary Care Teams have a Clear Division of Labor 
      


     There is a clear definition of tasks 
     There is a clear assignment of roles 
 


Example: 
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• Determining which people on the team perform which tasks within 
the clinical and administrative systems of the practice 


 
Successful Primary Care Teams Engage in Continuous Training 
 


     There are efforts to improve and solidify high performance 
 


 Examples  
• Training for the functions that each team member regularly 
performs 
• Sharing of new learning and skill sets with other members within      
     the Team 
• Cross-training to substitute for other roles (in cases of absences,  
     vacations, or periodic heavy demands on one part of the team) 


 
Successful Primary Care Teams Continuously Work on Communication 
 


     Teams develop reliable communication structures 
 


Examples : 
• Routine communication through paper and electronic information 
flow 
• Minute-to-minute communication through brief verbal interactions 
among team members 
• Team meetings with structured agendas 
 


     Teams develop reliable communication processes 
 


Examples : 
• Feedback Loops built into multiple systems/procedures 
• Defined conflict resolution approaches used among team members 
• Methods for mutual consultation 
 
 


 
 


A Model for Developing a Multidisciplinary Team: 
The Centre for Strategic Management ABCDE Model 


 
Systems Thinking Framework 
The multidisciplinary team is built around the principles of Systems Thinking.  
One of the primary principles of this discipline is: “ Focus on the outcomes – which 
must always be directed towards ‘serving your clients’.” 
 
The practices of Systems Thinking can be effectively applied to the formation of teams, 
as well as the establishment of plans for the work of the primary health care team.  
Systems are made up of a set of components that work together for the overall 
objective of the whole. The Centre for Strategic Management (CSM) has developed 
and uses a simple five step "ABCDE" model to lead organizations through change in a 
"systematic" manner. The process involves starting with the desired future state, and 
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helping the organization to develop and implement a "road map" for achieving the 
desired change, an implementation plan to manage the change process, and a process 
to sustain high performance results. 
 
The Centre’s five step Systems Thinking  ABCDE Model responds to the following: 
 


A Where do we want to be?        
 (i.e., our ends, outcomes, purposes, goals, holistic vision) 
 


B  How will we know when we get there?     
 (i.e. success factors connected into a quantifiable feedback system) 
 


C Where are we now?        
 (i.e., today's issues, problems and opportunities impacting where we want to 
 get to) 
 


D  How are we going to get there?      
 (i.e., close the gap from C to A in a complete, and successful fashion) 
 


E What will/may change in your environment in the future?   
 (i.e., a constant watch on what's happening around us, to ensure our 
change strategies remain relevant and effective.) 


 
Process for Team Chartering 
Team Chartering is a process that will help team members to quickly establish clarity, 
from the outset, about their: 
 


- Role, purpose and mandate, 
- Team status within the Regional Health Authority, 
- Reporting and responsibility relationships, 
- Operating ground-rules, 
- Plans for conducting regular meetings, 
- Team membership, and 
- Initial plans and initiatives in pursuit of their mandate. 


 
This process helps to establish the team norms which are so vital to team effectiveness 
and productivity. 
 
Management of Barriers blocking  Multidisciplinary Teams 
Creating a successful Multidisciplinary Team requires an awareness and a commitment 
to attend to those factors that prevent formation of successful Teams. This also 
requires an attitude within the Team (and in other organizational areas impacting the 
Team) that (a) good patient care is the core outcome sought; (b) good patient care 
requires successful multidisciplinary teams; (c) successful multidisciplinary teams 
require cohesion and collaboration; and (d) cohesion and collaboration requires 
removing any and all barriers to achieving good patient care. Some of the most 
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common barriers to forming a successful multidisciplinary acre team in a primary care 
setting are the following: 
 


 Staff turnover disrupts collaboration among health care team members . 
 Interpersonal differences can disrupt effective teamwork . 
 Fee-for-service compensation; blended incentive systems promote shared care. 
 A focus on funding rather than patient care. 
 Differing terms and conditions of service. 
 Separate and multiple lines of management. 
 Differing and competing organizational priorities. 
 Difference in status 
 Different agendas of various professional groups. 
 Different conceptual approaches (e.g., illness vs.. wellness paradigms). 
 Difficulties in communication. 
 Lack of awareness of each others’ roles and responsibilities. 
 Lack of attendance of meetings, etc. 
 Lack of system support when developing teamwork. 
 Lack of organizational systems and structures for supporting and maintaining 


teams. 
 Lack of integration with reforms in other sectors of the health system. 
 Micromanaging: focusing too much on procedural details and not enough on 


common vision 
 
One model or method for all teams does not work. Each setting presents with unique 
challenges and strengths. Tolerance for pluralism (allowing for different ways of 
addressing various elements) is warranted. Systems thinking brings to many the 
important insight that it is not the elements themselves but rather the interrelationship 
among the elements that gets results. 
 
 


Another Part of a Solution: Integrated Care Coordination 
 


For an organization new to integrated care, is there a best entry point, and if so, what 
would it be? In other words, how can a practice bring together elements of BOTH primary 
and behavioral healthcare to form a more holistic approach to care?   One method of 
practice change is to choose only one chronic condition or only one mental health condition 
to address within the practice. For example: how would adoption of a systematized 
depression care program impact a community health clinic? The lead investigator of the 
RESPECT-D trial suggested that incremental change, laying a foundation of either care 
improvement for chronic care management or collaborative care with behavioral medicine 
before attempting a program that utilizes lessons from both is the way to go (see Butler et. 
Al. 2008). 
 


Whether generalist or specialist approaches to care coordination are used are used, what is 
clear from all the case studies is that the success of a program relies directly on successful 
relationship management. Program implementation, whether from an organic bottom-up or 
hierarchical top-down development approach, requires attention to relationships at all levels. 
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Tension is a natural consequence of change, as one case study participant noted. Programs new 
to organization staff, staff new to an organization with a functioning integrated care model, care 
models new to providers and staff trained under traditional care models, new ways of 
organizing delivery of services cobbled together from coalition of networked medical, mental 
health, and social services organizations, patients new to receiving services through care 
management, all are experiencing change. Every case study providing an integrated model of 
care noted that the right person in the right place—the right care manager, the right behavioral 
therapist, the right psychologist, the right clinic champion, the right organizational leader—was 
critical to success (Butler et. Al. 2008). 


 
In Michigan, persons covered by Medicaid insurance have their general health and 
wellness managed by Medicaid Health Plans (MHPs) licensed and operating as Health 
Maintenance Organizations. They provide preventive, acute, and chronic medical care for 
the general Medicaid population enrolled with their Plans. 
 
Adults with chronic mental illness, developmental disability, and substance use disorders or 
children with serious emotional disorders are covered by the Specialty Prepaid Inpatient 
Health Plans, which operate an integrated care system addressing all levels of mental 
health care required by its beneficiaries. 
 
Each Health Plan (general and specialty) operates well within its own areas of expertise 
and resource.  Each Health Plan type maintains joint clinical responsibility for the health 
and wellness of persons with serious mental illness. However, the issue of shared or joint 
chronic care for persons with serious mental illness with multiple medical comorbidities is 
more problematic: 
 


 There is a lack of coordination between mental health and general health care 
providers  


 There is a lack of financing for coordination of care across mental health and 
general health care providers 


 Psychotropic medications may mask symptoms of medical illness and contribute to 
symptoms of medical illness—or foster a metabolic syndrome  


 Lack of integrated treatment for co-occurring mental health and substance use 
disorders will exacerbate medical disorders while interfering with treatment regimen 
adherence  


 Persons with serious mental illness may receive suboptimal care due to the unease 
of primary care providers with the needs of the SMI population  


 Chronic care management may be attempted less frequently due to the decreased 
expectations of clients as partners in care 


 
The Michigan Association of Health Plans has indeed  recognized the frustrations of  
beneficiaries trying to negotiate a less-than-seamless service delivery system: “For a 
current Medicaid beneficiary, there is a maze of service delivery access points, each with 
their different requirements and each having separate state oversight…Where there is 
shared responsibility, too often it is the beneficiary who is disadvantaged while providers 
and contractors argue over where responsibility resides.”  
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But the Health Plans have also identified the solution: coordinated Disease Management 
(DM). Also known as Chronic Care Management or Population Management, DM is a 
planned method of intervention to address a disease state condition through evidence-
based interventions to bring about improved beneficiary health status. 
 
Key components of the chronic care/population health improvement model include: 
 


 Population identification strategies and processes; 
 Comprehensive needs assessments that assess physical, psychological, economic, 


and environmental needs; 
 Proactive health promotion programs that increase awareness of the health risks 


associated with certain personal behaviors and lifestyles; 
 Patient-centric health management goals and education which may include primary 


prevention, behavior modification programs, and support for concordance between 
the patient and the primary care provider; 


 Self-management interventions aimed at influencing the targeted population to 
make behavioral changes; 


 Routine reporting and feedback loops which may include communications with 
patient, physicians, health plan and ancillary providers; 
Evaluation of clinical, humanistic, and economic outcomes on an ongoing basis with 
the goal of improving overall population health. 


 
The Disease Management Association of America has renamed itself the Care Continuum 
Alliance.  It has described the elements of the clinical continuum—and the general 
recommended treatment approaches—based on risk. It identifies the chronic care 
continuum as a dynamic matrix that should operate in an integrated, responsive and planful 
manner.   
 
As integrated care coordination develops, it would increasingly incorporate the elements of 
disease management into its collaborative approaches. It would jointly develop a 
continuum of treatment/population management to address the risks of health conditions 
with high negative outcomes (such as diabetes). The dynamic continuum called for in the 
chronic care model is described in the graph immediately below as developed by the Care 
Continuum Alliance. 
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Integrated care coordination would include responsibility by all members of the interdisciplinary 
team for monitoring and contributing to the elements below, at a minimum: 


 
 Individual Care Coordination from a Holistic Perspective 
 Intersystem Care Coordination 
 Ancillary Care Coordination 


 Pharmacy 
 Nutrition 
 Peer Supports 


 Multidisciplinary Case Consultation and Treatment Planning 
 Education of Patients/beneficiaries regarding care 
 Facilitating knowledge and support for caretakers, family members, etc. 
 Active and continual Transition Care Planning irrespective of the system or level of 


care to which the beneficiary returns 
 
Increasingly Integrated Care Coordination will become the central property of all successful 
healthcare systems who have positive and continuing improvements in patient healthcare out-
comes.  


 
Another Part of a Solution: Primary Behavioral Healthcare 
 


Several states as well as all of the British countries have been incorporating behavioral health 
professionals into primary care settings. The scientific literature emerging has demonstrated that 
the use of interdisciplinary teams is an effective way of bringing about improvements in both the 
access to and the quality of primary health care. 
 
Placing behavioral health professionals inside a primary care practice requires accommodations 
on all sides. The manner of addressing patient issues related to habits and emotions are not the 
usual stuff of primary care. 
 
The practice needs to explore how they will accommodate the new services and the skill sets of 
the behavioral health personnel.  There will be built in changes in the routine roles of Team mem-
bers when behavioral health is integrated into a primary care practice. Some of the most impor-
tant and obvious include: 
 


Much work will occur to make care coordination between the physician and behavioral health pro-
fessional efficient. Time is of the essence. Quick, simple on site introductions are best. The term 
“hallway handoff” has come to define that model most in use. When the physician sees that person 
will most benefit from the behavioral health professionals efforts the physician quickly recommends 
the care and offers to introduce the participants. The Physician takes the patient to the BH profes-
sional (to free up the exam room) and the BH professional does a brief visit explaining role, likely 
brief course of care (and attending to any  stigma related issues). The session must be brief due to 
the inability to bill separately for the activity (as most insurers allow only one billable OP event per 
day). The physician sets the cultural tone for accepting a new set of services in a practice. Their 
attention, verbal support and reliance on the behavioral health specialists make a huge difference 
in establishing the parameters and “room” in the practice for integration. 
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Nursing staff will need to work out care coordination issues. Nurses now do most of the 
“counseling” in a practice. Their role must be respected, but the boundaries must be clear. A 
two edged sword lies with the nursing staff; they cannot assume medical awareness of the 
behavioral health staff. They must educate the behavioral staff in how to utilize the 
traditional primary healthcare. 


 
 


Wikipedia has nicely brought together the definitional elements of primary behavioral 
healthcare under the term Primary Care Behavioral Health Consultation (PCBH). PCBH 
is an  
 


approach to population-based mental health clinical care that is simultaneously co-located, 
collaborative, and integrated within the primary care clinic. The goal of PCBH is to improve 
and promote overall health within the general population. This approach is important 
because approximately half of all patients in primary care present with psychiatric 
comorbidities, and 60% of psychiatric illness is treated in primary care...Many patients 
present with mental health care needs whose symptomology may overlap with medical 
disorders and which may exacerbate, complicate, or masquerade as physical symptoms. 
Behavioral Health Consultants (BHCs) work side-by-side with all members of the clinical 
care team (including primary care providers (PCPs) and nursing staff) to enhance 
preventive and clinical care for mental health problems that have traditionally been treated 
solely by physicians. The role of the BHC is to facilitate systemic change within primary care 
that facilitates a multidisciplinary approach both from a treatment and reimbursement 
standpoint. BHCs typically collaborate with physicians to develop treatment plans, monitor 
patient progress, and flexibly provide care to meet patients’ changing needs. 
 


One of the premier examples of primary behavioral healthcare may be found at  Cherokee 
Health Systems in Knoxville, Tennessee. [Their website may be found at http://
www.cherokeehealth.com/] 
 
Cherokee was a Community Mental Health Center that has reorganized itself as a 
Federally Qualified Health Center (FQHC) in order to provide integrated and holistic 
healthcare to a range of vulnerable populations. Cherokee has described its Blended 
Behavioral Health and Primary Care Clinical Model as incorporating the following elements: 
 


 Embedded Behavioral Health Consultant on the Primary Care Team [i.e., 
housed, available, and operating within primary care time limits and 
responsiveness) 


 Real time behavioral and psychiatric consultation available to PCP [i.e., “curb-
side” consultation] 


 Focused behavioral intervention in primary care [i.e., short-term immediate 
goals] 


 Behavioral medicine scope of practice  [i.e.,  focused on the behavioral 
components of common health issues such as adherence to diabetic self-
management procedures] 


 Encourage patient responsibility for healthful living  [i.e., continuing focus on 
acquisition of self-management skills by patients] 



http://www.cherokeehealth.com/�

http://www.cherokeehealth.com/�

http://www.cherokeehealth.com/�

http://www.cherokeehealth.com/�
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 A behaviorally enhanced Healthcare Home 
 


In an era of diminishing public resources, the emphasis on moving towards “carve-in” 
models and away from “carve-out” models of behavioral health benefits will continue for the 
foreseeable future.  As a result, it can be expected that several models may come more to 
the fore: 
 


 Carve-In Model similar to Cherokee Health Systems 


 Expansion of the directly employed behavioral health practitioners within 
FQHCs, but operating more as an internal referral rather than as a member of 
the primary care practitioner 


 Increase of co-location models by CMH but with greater resourcing, including 
Psychiatry, mental health nurse practitioners/physician assistants, and peer 
support specialists. 


 
The primary issue is that public healthcare will become more integrated, holistic, and 
clinically effective due to processes correlated with improved health status—a result that 
will satisfy both patients and practitioners. These are three of the most important solutions 
on the way. 
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For Further Information please feel free to contact 
 


Michael Barkey 
Director, Community Development Group 


Integrated Healthcare Projects 
Summit Pointe 


140 West Michigan Avenue 
Battle Creek, Michigan 49017 


Email: mfb@summitpointe.org 
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PEER SUPPORT SPECIALISTS  
AS DRIVERS OF INTEGRATED HEALTHCARE 


  
The Challenge 
 
The health care system is extremely complex, fragmented and made even more challenging when 
one is managing a behavioral health condition in addition to other acute and chronic medical 
conditions.  Both consumers and providers are aware of the need for integration and coordination 
across conditions and specialties but struggle with billing, scope of practice, privacy and time issues.  
Consumers, who are increasingly skilled at advocating for their own and the needs of others who 
are managing mental disorders similar to their own,  are particularly aware of the inadequacies and 
challenges of the healthcare system as it stands now.  Peer support specialists, the title for 
consumers who work in the field of mental health services provision, whether additionally trained, 
employed or serving in a voluntary role have an important and unique role to play in assuring that 
the integrated healthcare model is designed to be patient centered; that it is respectful of customer 
needs and desires; that it makes provisions for education and support and that shared medical 
information is respectful of privacy but also enhances the quality of care that they receive.  Also, 
peers who straddle both worlds have been shown to be effective members of the case management 
teams (a key component of integrated healthcare), skilled providers in self management and social 
support as has been throughout the recovery movement, and advocates for individual care and 
system change.   
 
In conditions as complicated as mental health disorders wherein primary healthcare providers are 
often providing care for mental as well as physical symptoms but may be unaware best practice in 
mental health, underestimate the need for follow up and monitoring and may refer inadequately, the 
need for coordination and integration is paramount.  Not only are physical and mental health 
interrelated so that a change in one impacts the other, but the treatment regiment of  mental health 
disorders also has many physical side effects and impacts on a person’s propensity for a variety of 
primary and secondary health conditions.  A consumer’s mental health conditions (and to large 
degree the associated treatments for these conditions) may cause, exacerbate or present additional 
physical symptoms. Mental illness is also extremely common, 26.4 percent of Americans suffer from 
a diagnosable mental illness every year. (Collins, 2010).  This means that primary care doctors who 
are only marginally trained to recognize, diagnosis and treat mental illness have a 1 in 4 chance that 
their patient who is presenting with a physical symptom is also managing (perhaps very poorly) a 
mental health condition.   
 
Even when physicians are able to understand the impact of mental illness on their patient, their 
medical practice is rarely set up to provide extra time, support, management and education that 
patient may need.  Without compensating for these factors, it is unlikely that the United States will 
be able add back the nearly 25 years of life that an individual loses just because he or she is living 
with a mental illness.  (National Association of State Mental Health Program Directors, 2006).   
Factors for these poor outcomes are interrelated.  They include “factors relating to having a mental 
illness, the fragmentation of health care, health behaviors such as smoking and physical inactivity 
and the effects of psychotropic medication as well as the fact that individuals with mental illness are 
not screened as regularly on physical health indicators.” (Robson, 2007).  Since stigma around 
mental illness often causes individuals with mental illness to rely only their primary care provider, 
integration into primary care remains the efficacious manner in identifying and treating mental illness 
in individuals and populations.   Perhaps the greatest role that peer providers can provide is simply 
to remove the barriers to care by fighting the stigma associated with seeking care and advocate for 
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enhanced care in the primary health care setting.   
 
Considering the high prevalence of mental health conditions and the propensity of the population to 
seek present to their physicians with physical conditions that impact on or are impacted by 
managing a mental health condition, the benefits of integrated healthcare and its closely linked 
concepts of patient care and medical homes, movement to towards reaching fulfilling the tenets of 
these concepts is a sound way of improving comprehensive health care, improving physical and 
behavioral outcomes and managing skyrocketing costs.  There is no question that there is a role for 
peer providers. 
 
Individuals who are managing their mental health condition are becoming more vocal in their desire 
to participate equally in the management of their condition, advocating for the ongoing nature of 
recovery from their mental health condition and offering their support and expertise to others who 
are seeking to better manage their mental health condition.  This advocacy has resulted in the 
creation of multiple self help opportunities for individuals seeking to improve their outcomes and 
career opportunities for those who are employed as paraprofessionals in this field.  
 
Also, consider the patient centered care aspect of integrated health care.  It is easy to identify roles 
which peers would be uniquely suited to serve.  According to Shaller (2007) , the six key markers of 
patient centered care are  
 


  Education and shared knowledge 
  Involvement of family and friends 
  Collaboration and team management 
  Sensitivity to non medical and spiritual dimension of care 
  Respect for patient needs and preferences  
  Free flow and accessibility of information 


  
In five of these six principles, peers as paid professionals in case management or service provider 
positions or as peer providers in other roles could and should have a significant contribution to 
make.  Recommendations to utilize peer support specialists as primary advocates, care providers 
and community supports are easily linked to providing high quality patient centered care.  The 
literature around the use of peers is explored in the next section. 
 
 
What the Literature Says 
 
“Peer Support Specialist” is a common name given to the hybrid blend of mental health provider and 
social support friend.  Their roles are varied.  This lack of formal definition in their scope of practice 
is problematic in their integration into the mental health field and will also be challenging in some of 
their proposed roles in integrated healthcare provision.  There has, however, been considerable 
movement in defining and solidifying their roles already.  Peer support specialists are achieving 
greater levels of definition and professional training and  are playing a greater roles in the provision 
of services and as advocates.   
 
The trends of peer providers and the push for integrated health care have co-existed for years and 
their paths have intersected and no doubt will continue intersect even more frequently.  Rather than 
wait for them to collide randomly, it is worth exploring how they might enhance each other.  Peers 
are asked to straddle the professional and patient divide in their work.  They are in a unique position 
to serve as advocates for health care integration and also serve in paraprofessional roles 
successfully.  (Studies generally show that peers can attain professional rates with adequate training 
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and support. (Simpson, 2002.)  They have been especially vital in case management initiatives and 
case management and self management functions, both of which are key functions in integrated 
health care.)  Peer support specialists’ first hand knowledge of managing a mental illness gives 
them a unique perspective on system function (or dysfunction) and they can advocate with authority 
for the need for enhanced care integration. They are in position to advocate for change from both 
groups and design systems that are palatable for both the consumers and the providers.    
 
In order for peers to be utilized in their most effective manner, they must receive adequate support, 
direction and training.  Although studies consistently show that they can show results similar to other 
professionals in the area of case management and self management, it does require providing 
support.  (Fellow, 1995, Solomon, 2004; Simpson 2002, Davidson, 2006)  Peer providers do bring 
unique strengths and abilities to any  support they provide but they also usually bring a service 
orientation that is recovery oriented.  They consider some of their strengths in providing services to 
be use of experiential learning processes, use of mutual benefit, use of natural social support, 
voluntary nature of the service, primary control of the service by individuals with psychiatric 
disorders, and reflective of the cultural diversity of the community.  (Solomon, 2004).  Obviously, 
these tenets while not at odds with definitions of integrated healthcare such as the one from the 
Institute of Medicine which focuses on communication between all clinicians who are caring for a 
consumer; collaborative work around the establishment of decision making and the scope of 
practice for each of the providers; care coordination; shared documentation; and the ability to bill for 
the supports and staff necessary to make these things a reality (Institute of Medicine, 2005, 
November.)  However, agendas must be managed proactively.  Accomplishing this  objective  will 
require melding two cultures: the consumer recovery movement with its informality vision and 
energy and the bureaucracy of service payers such as Medicaid or even private insurance with their 
complex bureaucratic requirements. (Salzer, 2010, May). 
 
There are additional challenges to the marriage of integrated care and peer providers.  Even in 
traditional mental health settings, peers are not always utilized to their full extent.  This body of 
research speaks to the strength of the intervention and the wide support for it among providers and 
customers since the intervention has only been widely used since the early 1990s (Davidson, 2006).  
This has not been a easy transition.  According to Davidson: 
 


“Peer staff have been viewed with varying degrees of suspicion concerning their having 
potentially been co-opted by the mental health system.  The development  of peer based 
interventions outside of mutual support and peer run settings on the  other hand, has served 
to bring peer support closer to the mainstream of mental health practice.  The presence of a 
review of the empirical evidence for this practice in the journal is one indication of this 
change.” (Davidson, 2006). 


 
Before further discussion of peer integration, it is important to note primary care doctors are not 
universal in their support of integrated care and/or a medical home either.  Most do not perceive 
their care as lacking nor do they perceive benefits or the appropriateness of their role in many of the 
care/case management functions associated with medical model.  Additionally, for small practices 
systemic changes are proportionally more significant, more expensive per patient, and more practice 
altering.  This is especially true of small practices of with five or fewer providers.  (Berenson, 2008).  
If a primary care home model is adopted, consumers will need to advocate for the inclusion of 
anything other than basic primary health provision especially those related to behavioral health since 
at least some (27-44%) do not see the need for additional care coordination even if additional funds 
are provided for these functions.  (Berenson, 2008).  Adding peer providers to this equation could 
add another perceived barrier to health care integration.  However, peer providers can also 
passionately advocate for the need for integrated health and be active players in case management 
and self management efforts. 
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Even if the above issues are resolved, patient and billing issues need to be settled.  Within these 
solutions lies increased roles and function for mental health services and/or peer providers.  Patients 
are reluctant to submit to a traditional mental health regiment.  Primary care patients will tolerate 
only about three hours of “treatment” over a three-month period for conditions like depression. For 
example, a cognitive behavioral approach to panic disorder can be done in three to four brief 
contacts, when supported with educational materials, home practice, and telephone follow-up 
(Robinson, 2005).  This nugget of information on patient behavior leads opens itself up to the 
development and delivery of services in bit size pieces.  This is a role in which adequately trained 
and supported peer providers could participate.  Key features of the primary care behavioral health 
model include “warm handoffs” in which the physician introduces the behavioral health clinician 
directly to the patient and “curbside” consultations in which the physician and behavioral health 
clinician have frequent informal interactions to discuss patients (Collins, 2010, May).   Peers have 
had a role in all of these functions previously and the research has shown that they participate in 
case management, education and other support functions.  The initiative is as effective and 
occasionally more effective than those done in a traditional client-provider nature. 
 
The barriers can be opportunities for peer support providers.  There are many recommendations 
that can also direct their specific roles and function.  These providers have the experience of 
navigating treatment for both their physical and mental healthcare and can speak with authority on 
what systems would support the best outcomes, the most ease in service delivery and feel most 
comfortable for consumers  It must also be stated that these providers are while specially trained are 
often less expensive choices and/or billed through therefore, could provide greater amounts of 
support and expertise without negatively impacting on productivity.  Consumers (in this case 
functioning as peer providers) are specifically mentioned by the National Association of State Mental 
Health Program Directors (NASMHPD) in some of their works.  NASMHPD  suggests that peers 
provide support and advocacy in the following ways: 
 
 Share information widely about physical health risks in persons with SMI to encourage 


 awareness and advocacy.  
 Educate the health care community.  
 Encourage persons served and family members to advocate for wellness approaches as part 


 of recovery. 
  Build on the development of SAMHSA evidence-based practices by creating a toolkit that is 


   focused on health status and healthy lifestyles. 
  Promote adoption of recommendations in the NASMHPD Technical Reports on Polypharmacy 


  and Smoking to implement policies and programs addressing these risk factors.            
  (Morbidity and Mortality in People with Serious Mental Illness, 2006.) 


 
 
The Findings from the Integrated Healthcare Block Grant 
The Integrated Health Initiative planned to make Peer Support Specialists central to the success of 
the Project.  The Project secured a contract with the SHARE Center (the peer-owned and operated 
Drop-In Center in Calhoun County) to provide Peer Support Specialists (CPSS) who were certified 
by the State of Michigan as Medicaid providers and trained in the PATH competencies. PATH 
(Personal Action Towards Health) is the Michigan stemming from the work of Kate Lorig and the 
Stanford Chronic Care Program for providing training in wellness/illness self-management to 
persons with serious mental illness.  [The SHARE Center provided 2 Master Trainers and 4 Lay 
Leaders trained in PATH.] 
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The primary tasks of the CPSSs were to engage consumers in linking with the embedded Primary 
Care Practice within Summit Pointe; to foster increases in wellness behaviors through the provision 
of self-help group services; and to advocate for and mentor consumers in their interactions with 
healthcare systems. The diagram below describes the desired CPSS behaviors. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The key to success was the formation of close mentoring relations with consumers. This was 
encouraged by the CPSS ability to cultivate referral and support relationships with clinical staff within 
Assertive Community Treatment (ACT), Case Management, Outpatient, and Housing Programs. 
 
Participating Consumers were quite satisfied with the services of CPSSs as medical mentors as 
evidenced by their positive responses on satisfaction surveys; their continued attendance at 
scheduled primary care appointments; and their positive wellness-related behaviors following 
participation in wellness programs. 
 
Simply, the Project would not have been as successful without the active planning and participation 
of the CPSSs. 
 
 
Recommendations 
 


 Clearly define the role of peers in driving any initiative by delineating the scope of practice 
and clear role expectations.  Help providers and peers manage the natural tensions that 
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occur as peers navigate their roles as consumer and provider.  This recommendation 
should be a part of any peer initiative. 


 
 Utilize peers in advocacy functions, to increase understanding of patient perspective 


particularly when helping classically trained providers in understanding shared decision 
making. 


 
 Encourage the use of peer providers in the development of culturally competent and 


appropriate screening tools, “bite size” educational and therapeutic interventions to be 
utilized in primary care settings.   


 
 Participate in the development of and implement toolkits and guidelines to help providers, 


self-help/peer support groups and families understand how to facilitate healthy choices 
while promoting personal responsibility.  These will be needed as primary care providers 
recognize the need for resources in the community for individuals needing greater 
interventions. 


 
 Utilize peers on case management teams which are developed as part of care integration 


efforts.  Provide adequate training and supervision of their efforts so they can be effective 
and productive in their efforts. 


 
 Design and evaluate the inclusion of peers throughout the healthcare integration process 


since this role for peers is groundbreaking. 
 
 Increase the roles for peers in self management instruction including  topics relating to 


balancing healthy lifestyle choices with managing a mental health condition.  
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Michael Barkey 
Director, Community Development Group 


Integrated Healthcare Projects 
Summit Pointe 


140 West Michigan Avenue 
Battle Creek, Michigan 49017 
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POINTERS IN STARTING A PRIMARY CARE PRACTICE  
IN A BEHAVIORAL HEALTH CENTER 


 


Why even start a primary care practice in a behavioral health center? 
 
Since it is not easy to do, a clear answer is essential for a behavioral health organization’s success. 


When considering whether or not to even start a primary care practice it is essential to remember 


that too often people experiencing serious mental disorders do not experience adequate primary 


medicine. Multiple studies show that behavioral health patients often do not have access to primary 


care—and thus chronic conditions go untreated leading to a shortened life span. Simply telling the 


patient to “see their doctor” does not result in their accessing needed care. The effect of untreated 


chronic disease among the mentally ill population is striking. Average life expectancy in the US is 78 


years unless you are seriously mentally ill. People with a serious mental disorder experience an av-


erage lifespan of 53-57 years making it the biggest life span disparity in the US. Morbidity and mor-


tality has been detailed in recent years with minimal change in our health care delivery system.* 


 


Another answer is that with the co-location of primary and behavioral health practitioners in primary 


care settings, the possibility of integrated care is much enhanced. Co-location does not guarantee 


integration but with the commitment of leadership and the goodwill and intent of the practitioners it 


has a fighting chance. If you add to the intent, a commitment to continually review and search out 


what works, the success quotient improves. Integration of care leads to better outcomes. Screenings 


become more holistic, complementary strategies respond to co-morbid conditions, no show rates 


are significantly reduced, and improved access results in improved health outcomes. 


 


While the approaches to integrated care are diverse and “messy” at this time, the overall trend is 


omnipresent. Experimentation in the industry is widespread while diverse models are under develop-


ment. Ignoring the trend would be a bad business decision in the current environment. Emerging 


models of care operate on the assumption that integrated care is the future of health care. The trend 


is to have multiple practitioners with routine face to face interaction provide coordinated care to a 


shared patient. The patient experiences the service as one in which all their health care needs are 


addressed. We need to remind ourselves that the disease was integrated from day one. Our chal-


lenge is to structure and provide care to match the disease. 


 


But given the benefit of having a primary practice available to persons with mental illness, why em-


bed the practice within the behavioral health center?   


 


 Co-location of a behavioral health practitioner in a primary care practice works—but still 


leaves “spaces” between and among the various providers and the two cultures (primary care 


and behavioral care) are still separate. 


 Co-location of a primary care practitioner within a behavioral health center also works—but 
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essentially replicates the other form of co-location but with a higher degreed practitioner. 


There is also the continuing potential of conflict between the medical and psychiatric practitio-


ners given their differing clinical assumptions, patient relationship approaches, and different 


cultural assumptions. 


 However, if a primary care practice is embedded within the behavioral health center, several 


positive elements will occur: 
 


 —Primary Care Physicians will become more familiar with the mental health practice culture 


 —Psychiatric Physicians will become more attuned to the practice needs of Primary Care 


  Physicians 


 —Primary care Physicians are able to become desensitized to their own fears of the mental  


  health patient 


 —Primary Care and Psychiatric Physicians can  operate an integrated medical staff that is  


  able to develop clinical policies and procedures that are integrated at the start 


 —Healthcare treatment planning becomes truly holistic 


 —Patients’ with mental illness will have their chronic medical needs identified and  


  addressed more consistently 


 —All practitioners within the behavioral health system increase their awareness of the  


     medical needs of their patients and are responsible to do more for them than just  


  referring them 


 —The existence of an embedded primary care practice creates pressures for the behavioral 


  health center to  “retrofit” itself as a look-alike primary care practice (i.e., becoming a  


  more integrated delivery system) 


 —All of these elements mean that the patients within the behavioral health center are now  


  better-positioned to have their health status improved—and their lifespan  


  lengthened 


 
These are the reasons Summit Pointe worked to embed a primary care practice within its behavioral 
health center. 
 
 
 


Thinking It Through 
 


A sponsoring organization deciding to embed a primary care practice within a behavioral health cen-


ter would be wise to complete several essential preparatory steps. The purpose of these steps is to 


provide direction and support for both patients and staff and they embark on a new and complex 


system of care. 


 


Look at the Data 


Establish as complete understanding of the need for the primary care practice as data will permit. 


Describe the patient population and the type and incidence of untreated medical challenges. If the 


data system of the behavioral health center does not document untreated medical needs of the pa-
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tients, then base your estimates on one of the numerous studies that have documented estimates of 


the type and frequency of medical needs of patients with a mental illness and/or abusing sub-


stances. For example, several chronic medical illnesses are a common issue for behavioral health 


patients. “Mental health problems are 2 to 3 times more common in patients with chronic medical 


illnesses such as diabetes, arthritis, chronic pain, headache, back and neck problems, and heart 


disease (Katon, 2003; Katon, Lin, and Kroenke, 2007; Scott et al., 2007)”. 


 


Build a Roadmap 


Develop a roadmap for the sponsoring organization(s) that can answer or provide direction on key 


issues. What outcomes are important and how will you measure them? What is your organization 


committing to the Practice? Is it part of your vision and mission? What financial commitment are you 


making? Do you have a plan for integrating financing and reimbursement mechanisms? Are you 


looking for a cost offset? How will you determine if the Practice is sustainable? Have risk manage-


ment issues been assessed and addressed? Are there policies that need to be implemented over 


and above what you currently have for your organization? How will you promote and market the new 


service? Who is designated to provide administrative support and guidance from the sponsoring 


organization? 


 


Detail the Roadmap 


Develop a roadmap for the Practice. A staged approach to implementation and to integration can 


help deal with the numerous challenges so they do not become overwhelming. Questions that beg 


for answers include the desired outcomes sought for the patients and how the performance of the 


practice will be measured? How will the patient and their family be involved in managing their care? 


How many patients will be cared for? How will the provider document the care provided so all di-


rectly involved share information as well as meet the requirements of payers and reviewing authori-


ties? How many and what type of staff will be needed to provide integrated care and management of 


chronic health issues? What is the expected level of integration for patients and staff? What training 


will the staff need? What type and size of facility and hours of operation be needed? The roadmap 


should be sufficiently detailed to answer questions or challenges of wide range of priorities and will 


need the service of a “GPS” on their journey. 


 


With integrated practices relatively new on the horizon and within behavioral health centers even 


more so, there is not yet many evaluative studies of the implementation process. One that was com-


pleted with the focus on diabetic patients is illustrative of the challenges of integrated care. 


 


“….this study seeks to provide a comprehensive understanding of the process by which an "ideal" model of inte-


grated care is effectively implemented. As such, and aside from the specific local scope of the project, this investi-


gation provides four intertwined insights to those who seek to integrate primary care networks. First, the supply of 


new resources appears a necessary but insufficient condition for promoting integration. The great investment that 


the project's sponsors made in information technology, with very poor or no results, properly illustrates this point. 


Second, the lack of adequate clinical leadership and consensus regarding the philosophy of intervention hindered 
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the construction of a truly cooperative interprofessional relationship between physicians and nurses, and precluded 


the elaboration of a joint disease management plan. Third, implementing integration is an evolutionary process that 


requires an adequate temporal frame to succeed; stopping the project after only one year constituted a waste of 


resources and energy. Finally, the project suggests that healthcare integration, whatever form it takes, requires the 


health professionals involved to give sense to the conceived plan in order to be able to implement it.” (Rodriguez et 


al, 2006). 


 


The under utilization of technology, lack of clinical leadership, a short timeframe to document suc-


cess, and involved professionals not making the integration process their own all contributed to an 


unsuccessful integration. 


 


Another evaluation focused on the need for a stable infrastructure and funding. 


“Substantial resources are required to build an infrastructure within health care that integrates primary care prac-


tices and communities. The sources of funding to establish this infrastructure and their long-term sustainability are 


unclear... For integration to be truly viable...resources to which clinicians might refer patients require stable funding; 


in addition, clinicians and health systems will expect reimbursement for the added work entailed in establishing and 


maintaining ties with diverse community services.” (Woolf et al, July 2005).   


Answering the question about how the sponsoring organization will address the competing 


and confusing financing and reimbursement mechanisms is essential. Staff need to know 


what they must do and have administrative support as well.  


A third evaluation identified the need for training. One study which focused on an inte-


grated care project in a VA hospital (which was not financially hamstrung for the project) 


stated that cultural problems needed to be overcome for a successful integration. These 


included:  


”... lack of education, funding limitations, and expanding workload have challenged efforts. For instance, BHPs are 


often ill prepared to understand how to deliver therapeutic services in the fast-paced environment of primary care. 


Similarly, PCPs often need a certain amount of education to help them shift focus from a traditional medical model 


to a more collaborative model.” (Fuderburk, 2010). 


Answering the question about needed training is critical. Primary care and behavioral 


health professions are trained with divergent approaches to their work and will not auto-


matically integrate if in the same practice. Training needs to be designed to enhance skills 


and foster an integrated approach. 


 
On NOT Reinventing the Wheel 
One good thing about building a primary care practice is that many other have trod the 


same road—and recommended solutions won through multiple trial-and-error experiences. 


Some of the most useful resources are described below. 
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Medical Group Management Association 
104 Inverness Terrace East 


Englewood, CO 80112-5306 


Phone:   303.799.1111 


Toll-free:  877.ASK.MGMA (275.6462) 


Website:  http://www.mgma.com/ 


 


Comment: One of the oldest and most useful of the resources.  Membership gets 


access to a range of practice management data; implementation data; vendors; 


cost and pricing surveys; benchmarking; and so on. They address the needs of 


any size primary and specialty medical practice.  


 


American Medical Group Association 
One Prince Street, Alexandria, VA 22314-3318 


Phone: (703) 838-0033 


Fax: (703) 548-1890 


Website:  http://www.amga.org/ 


 


Comment: AMGA provides educational and networking programs, publications, 


benchmarking data services, and financial and operations services. They are fo-


cused mainly on multispecialty medical groups and other organized systems of 


care. 


 


Bureau of Primary Health Care (BPHC) 
Health Resources and Services Administration 


Department of Health and Human Resources 
 Website:  http://www.bphc.hrsa.gov/index.html 


 


Comment: Although this is geared to Federally Qualified Health Centers (FQHCs), 


Community Health Centers (CHCs), and Rural Health Clinics (RHCs), it offers a 


wide range of material and practice information regarding primary care. It also af-


ford a good window into FQHCs for those considering co-location or other forms of 


partnership.  


 
 
 



http://www.mgma.com/�

http://amga.org/�

http://www.bphc.hrsa.gov/index.html�
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 American Academy of Family Physicians 
11400 Tomahawk Creek Parkway  
Leawood, KS 66211-2680 


 Phone: (800) 274-2237 
 Website:    http://www.aafp.org/online/en/home.html 
 


Comment: Geared to the needs of Family Practice physicians, the site has a range 


of resources of interest to physicians. There is also a  useful section on “Running a 


Practice” that  
 
 
Ideal Medical Practice Organization 
Website:  http://impcenter.org/ 


 


Comment: A virtual grassroots non-profit organization of small or solo primary care 


practitioners who want a more humane and less production-oriented style of medi-


cal practice. Offers some significant details on the nuts-and-bolts of practice man-


agement. Good for building a small practice.  Membership required. 
 


Using Checklists to Get the Work Done 
There are many recommended processes for starting up a primary acre practice. These usually come 
in the form of a Checklist.  Some of the most useful ones are found below: 
 
 


 Medical Group Management Association 


 Checklist for Starting a New Medical Practice 
 Website: http://www.mgma.com/WorkArea/DownloadAsset.aspx?id=5566 
 


 
 Michigan Primary Care Association 
 Federally Qualified Health Center Start-up Checklist 


 Website: www.mpca.net/Client/MPCA/Files/Newstartupchecklist20Widsconsin.doc · 


 
Nisivoccia, LLP (Certified Public Accountant Group) 


Medical Practice Startup Checklist 
Website:  http://www.nisivoccia.com/depcms/uploads/Medical-Practice-Startup-


Checklist.pdf 


 



http://www.aafp.org/online/en/home.html�

http://impcenter.org/�

http://www.mgma.com/WorkArea/DownloadAsset.aspx?id=5566�

www.mpca.net/Client/MPCA/Files/Newstartupchecklist%20Widsconsin.doc��

http://www.nisivoccia.com/depcms/uploads/Medical-Practice-Startup-Checklist.pdf�

http://www.nisivoccia.com/depcms/uploads/Medical-Practice-Startup-Checklist.pdf�

http://www.nisivoccia.com/depcms/uploads/Medical-Practice-Startup-Checklist.pdf�

http://www.nisivoccia.com/depcms/uploads/Medical-Practice-Startup-Checklist.pdf�
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 FPIC Insurance Group, Inc. (a Subsidiary of the Doctors Company) 


 New Medical Office Start-Up 


 Website: http://www.apacinsurance.com/templates/New%20Med     0Of-


fice20Checklist.pdf 
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Venture Behavioral Health—the Medicaid        
Specialty Prepaid Health Plan in southwestern 
Michigan— has strongly encouraged this inte-


grated healthcare  initiative.  It has used the Sum-
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WHAT COUNTS: 
MEASURING SYSTEM CHANGE, RETURN ON 
INVESTMENT AND INDIVIDUAL OUTCOMES 


The Challenge 
 
People living with serious mental illnesses are dying 25 year earlier than the rest of the population, 
in large part due to unmanaged physical health conditions.  Addressing this health disparity depends 
on providing access to effective physical healthcare services and using methods to share 
information and goal setting across specialty practices. In its National Wellness Action Plan for 
People with Mental Illnesses, the Center for Mental Health Services of the Substance Abuse and 
Mental Health Services Administration (CMHS/SAMHSA) made a commitment to promote wellness 
for people with mental illnesses by taking action to prevent and reduce early mortality by 10 years 
over the next 10 year timeframe. (The National Council, 2009) 
 
An intuitive argument can easily be made for integrated healthcare.  “Program and clinical experts 
agree that the early prevention and treatment of mental disorders will result in decreases in 
individual suffering, family burden, and medical costs....Additionally, in the context of managed care, 
the primary care setting is often the point of entry and the gatekeeper for all other care.” (Kautz, 
2008).  Models for implementing integrated healthcare such as Wagner’s Chronic Care Model, while 
complex because of their comprehensive nature, are not complicated.  They flow logically.  Models 
such as Accountable Care Organizations seem to come naturally from thinking about payment 
models and how to measure return on investment (ROI).  It is understandable that managing chronic 
conditions and wellness is best done in a framework larger than the individual interface between one 
provider and one customer at one time.  Integrating behavioral health care into primary care and 
vice versa makes logical, intuitive sense. 
 
Intuitive is not good enough, though--not for consumers of care, nor for the providers of care, nor for 
the funders of care.  It is not good enough for all of us who truly want to make a difference in the 
quality of care and ultimately the quality of life not just for those living with a serious and persistent 
mental health diagnosis and looking at not only a loss of function and quality of life but of years of 
life, but any consumer of healthcare.  All be touched by integrated care and it should be more 
functional, more holistic, and the hardest of all to prove, more cost efficient.  
 
Assessing the outcomes of an integrated care program needs to be done in an ongoing manner 
from the beginning of the service and indeed track both process measures and outcome measures.  
Whether the initiative is quite comprehensive or a cooperation between two distinct providers (the 
primary care physician and the mental health provider), ways to assess and report and revise 
outcomes must occur be done in three places.  Ongoing assessment of the process of healthcare 
integration will help identify barriers and resolve problems.  How functional is the system and how 
does it respond to challenges that need to be resolved to meet the outcomes associated with the 
first category.  The system evaluation is only a method to reach the most important and obvious 
outcomes--consumer outcomes.  In short, do consumers “do better” on various  self report and 
quantifiable measures in both their physical and mental health?   Do they feel more competent and 
are they able to exhibit stronger self management skills for their physical and mental conditions and 
if so, do they apply them?  Are there health indicators moving in a positive direction?  Finally, the 
most challenging component to access is return on investment. Cost containment and cost savings 
will be the ultimate measure of success.  If greater health can be achieved with the same or lower 
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costs, integrated care will become best practice.  If costs rise, the model will not be adopted even if 
health indicators improve. (Unfortunately, it is unlikely that a cost savings may be accomplished due 
to several factors including generally spiraling healthcare costs; costs savings that cannot be 
captured by looking only at the systems directly connected to the integrated healthcare initiative; 
returns on managing a chronic condition tend to show only over an extended time.  Funding cycles 
rarely allow for the extended assessment necessary to show long term outcomes.  It may be enough 
to show cost containment in this time of spiraling healthcare costs. 
 
 


What the Literature Says 
 
The National Council has written extensively on the necessary components of an integrated 
healthcare system. These include: 
 
 1. Regular screening and registry tracking/outcome measurement at the time  
      of psychiatric visits 
 2. Medical nurse practitioners/ primary care physicians located in behavioral     
  health 
 3. A primary care supervising physician 
 4. An embedded nurse care manager 
 5. Evidence-based practices to improve the health status of the population  
                with serious mental illnesses 
 6. Wellness programs  (National Council, April 2009). 
 
At a rudimentary level, a simple check-off list that these are present would be a good beginning of 
assessing the comprehensiveness and/or areas for future expansion of an integrated healthcare 
model.  Assessment of the functionality and utility of these elements might highlight areas that need 
further development as well as a greater commitment of staff time. 


Although it is not within the purview of an individual organization or integrated care initiative to 
address many of the barriers to funding integrated healthcare across the entire Medicaid and 
insurance industry, they will obviously need to be addressed and assessed for an initiative to go 
beyond a “pilot” stage.  Seven funding barriers have been identified by SAMSHA which will hinder 
an implementation.  They are: 


1. State Medicaid limitations on payments for same-day billing for a physical health and a 
 mental health service/visit; 
2. Lack of reimbursement for collaborative care and case management related to mental 
 health services; 
3. Absence of reimbursement for services provided by non-physicians, alternative 
 practitioners, and contract practitioners and providers; 
4. Medicaid disallowance of reimbursement when primary care practitioners submit bills 
 listing only a mental health diagnosis and corresponding treatment; 
5. Level of reimbursement rates in rural and urban settings; 
6. Difficulties in getting reimbursement for mental health services in school-based health 
 center settings; and 
7. Lack of reimbursement incentives for screening and providing preventive mental health 
 services in primary care settings.  (Kautz, 2008) 
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The recently passed national healthcare reform act, the Affordable Care Act, has mandated that 
these problems be addressed.  However, organizations will have to come up with a stopgap 
measure to deal with them in the short haul and make plans for dealing with them in the future. 
 
There have been several components that have been identified that are necessary for a positive 
implementation of an integrated model that are related to the system change itself.  As such the 
status of these indicators should be assessed and enhanced throughout the process.  These are: 


 Establish accountability or negotiate responsibility since providers throughout the 
system must understand their role and be willing to accept accountability and share 
decision making across the system. 


 Communication including interpersonal communication between providers and the 
transfer of clinical data either through electronic medical records or other methods.  The 
data sharing and conferring must occur across providers across different specialty areas 
to understand fully the needs of their client. 


 Facilitate transitions since a fully functional model of integrated healthcare may involve 
providing onsite care with the same or different providers or across care settings. The 
system must support and delineate roles, functions, and the nature of care that 
consumers receive over the span of their condition and lifetime. 


 Assess needs and goals across sites and conditions.  This takes considerable 
communication and interaction by providers and consumers. 


 Create a proactive plan of care which is managed by the consumer, their loved ones 
with support and guidance from their providers.  Since the decision making is shared, all 
parties must communicate about gaps, needs, and long term goals.  


 Monitor, follow up, and respond to change.  Rather than a self contained office visit, 
health care coordination requires changing and refining the plan based on the needs 
and changes of the consumer and their needs and concerns.  It requires monitoring, 
information sharing, negotiating and response. 


 Support self-management goals. Systems should facilitate the consumers active 
engagement in their own care and health enhancement.  This model is a partnership not 
a familial relationship and providers should provide education support and linkages to 
community resources and supports. 


 Align resources with patient and population needs.  This task requires high level thinking 
and understanding.  To quote AHRQ “Within the health care setting, assess the needs 
of patients and populations and allocate health care resources according to those 
needs. At the population level, this includes developing system-level approaches to 
meet the needs of particular patient populations. At the patient level, it includes 
assessing the needs of individual patients to determine whether they might benefit from 
the system-level approach.” 


Other things to consider are teamwork, a health care home, and case management services, 
including disease and medication management  components  and information technology supports.  
(AHRQ, December, 2010) 
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About Individual Outcomes 
 
Creating a well functioning system is a moot point if it doesn’t positively impact the consumer.  To 
fully conceptualize an evaluation of patient impacts involves returning to the core reason for 
considering integrated care--individuals living with a diagnosis of mental illness die an average of 25 
years earlier than the rest of the population.  The factors that cause this--complications from 
medications used to treat mental illness, the social, vocational and economic impact of a mental 
illness diagnosis, the lack of or lack of quality coordination with a primary care provider and/or 
behavioral health provider, and the myriad of other complications that come from managing life with 
a serious mental illness--require a multi–layered and interconnected system such as an integrated 
healthcare approach. 
 
Patients should improve on health outcomes (both behavioral and physical) and quality of life 
outcomes.  Venture Behavioral Health already captures some of these outcomes with their impact 
measures.   Enrolled members should “experience improvement in their quality of life and 
functionality with a focus on maximizing recovery, self sufficiency and family preservation.” (Venture 
Annual Report, 2010).  Currently, Venture is testing the use of DLA, CAFAS, or RAP/VRAP scores 
to capture some of the impacts.  These scores could certainly be used as part of the impact 
measurement although the generation of a control group would be difficult since all Venture 
customers are receiving a similar quality of care and may have similar descriptive variables.) 
 
Other examples of patient endpoints are offered by AHRQ include: 
Emergency room visits 
 


 Hospital readmissions 
 Disease-specific hospital admissions 
 Mortality 
 Disease-specific mortality 
 Short-term clinical outcomes (e.g., glycated hemoglobin levels for  
      diabetic patients)  
 Functional status (e.g., for congestive heart failure patients)  
 Quality of life  
 Other patient outcomes (e.g., missed school days for children due to  
      illness) 
 Treatment adherence  
 Service adherence (e.g., remain in contact with services for mentally ill  
      patients)  (AHRQ, December 2010).   


 
Additionally, broad system quality of care indicators that Venture is already measuring should be 
measured.  These include : 
 


 Safety 
 Timeliness 
 Effectiveness 
 Efficiency 
 Equity 
 Patient-centeredness. (Venture Behavioral Health, Annual Report, 2010). 


 
Similarly health outcomes could be assessed using existing health indicators such as HbA1c, 
cholesterol, blood pressure, etc.  A shared electronic medical record would facilitate these tracking 







 


Emerging Issues in the Integration of Primary and Behavioral Healthcare 


Page 5 


of outcomes.  All of these data points must be tempered with the sad knowledge that even with the 
best care and the highest level of compliance, most chronic conditions do tend deteriorate over time. 
 
This leads to the final patient impact that should be measured and is not currently--Patient self 
management skills.  All customers should exhibit improved self management skills and show an 
increase in perceived and demonstrated self efficacy around managing both their mental and 
physical conditions.  Their knowledge, skills and actions could be measured either formally or in a 
self report method. This is probably not reasonable for a large scale evaluation but efforts to capture 
it through case studies, focus groups or even provider anecdotes should be made. 
 
 


About Return on Investment (ROI) 
 
Although the entire process of integrated care is in it’s infancy and many areas need to be worked 
out and solidified, one practical question is simply does the return on investment justify efforts in this 
area since integrated care does represent a greater effort for the entire systems and a great deal of 
shared information.  Many providers who recognize that although the consumer may attain greater 
care and more positive outcomes through integrated healthcare also know that their system may not 
only not directly benefit financially from integrated care, it may actually suffer.  Unless the costs and 
savings are measured and shared across the system, some systems may find that their costs 
actually increase and/or their profits actually decrease. 
 
It is challenging to measure return on investment in traditional medical care and it is even more 
challenging to measure this in an integrated model which measures a wider range of outcomes.   
Return on investment seems nearly impossible to calculate in respect to integration of behavioral 
health services into the medical practice.  It is unlikely that the mental health provider will see their 
direct service costs go down although they may be able to track a reduction in more expensive care 
costs such as emergency room visits and inpatient care.  It is however quite likely that there will be 
reductions in cost for medical care and throughout the system as a whole (such as law enforcement, 
emergency room costs, employer expenses, etc.)  This is where the much more involved model of 
an accountable care organization would be able to capture more of the impact of the initiative.   
 
Currently, the literature is fairly sketchy on the cost offset. 
 


“...has led to the hypothesis that expanding access to mental health treatment would lead to 
reductions in use of services and costs for physical health problems, but this so-called “medical 
cost-offset” has not been demonstrated. Consistent with this finding, although one recent study 
has shown reduction in costs associated with integrated depression treatment for patients with 
diabetes, most studies of integrated treatment in primary care settings have shown moderate 
increases in health costs ranging from $100 to $1,000 per treated patient over 6 to 12 months. 
From one-quarter to one-half of the additional cost results from increased spending on 
antidepressants associated with better adherence; the remainder is attributable to the increased 
number of depression-related visits and telephone contacts. Thus, although integrated treatment 
strategies have not been shown to reduce costs except in special circumstances, they have 
consistently been shown to be cost effective relative to usual care, with incremental cost 
effectiveness ratios well within commonly cited thresholds for adoption of new medical 
treatment.”  (AHRQ, 2010). 
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One meta analysis was able to consistently identify a cost savings for healthcare integration 
initiatives of between $940 and $3,741.  However, these initiatives were quite heterogeneous in their 
approach and addressed only consumers who were living with depression.  This result is difficult to 
generalize to other conditions and other initiatives.  The authors did stress the importance of having 
explicit protocols and system change as common denominators in showing a positive return on 
investment. These were necessary to support even the best treatment modalities of behavioral and 
pharmaceutical treatments (Goetzel, 2005). 
 
Return on investment is most commonly measured by the simple formula of (ROI=(Gains - Costs)/ 
Costs).  Although this may be easy enough to understand in theory, it is more complex when 
considering the entire system.  Providers should accept that a higher quality of care through 
integration efforts for the same cost is a success.  If the initiative expands to capture more 
organizations such as hospital visits and fewer encounters with law enforcement, it may be possible 
to measure more information on quality of care and cost savings. 


 
Findings from the Block Grant 
 
There were several findings from the Block Grant: 
 


 Behavioral Health providers routinely use documentation, process, and proxy measures 
to track efforts—but NOT necessarily improvement in clinical or medical/health status 


 There are limited provider profiles or performance dashboards that give continuing 
feedback to improve (or even give information) on holistic outcome measurements 


 There was little ownership by behavioral health providers of physical health status 
indicators; this has changed by the end of the Project. 


 Behavioral Health does not use or respond to the HEDIS data central to Medicaid 
Health Plans, FQHCs, and physical health providers 


 New tracking protocols (and trainings) were necessary to ensure that routine biometric 
indicators were tracked for other than non-psychiatric reasons.  Such tracking is now 
routinely noted, reported, and followed up on 


 At the start of the Project there was little information flow between primary care and 
behavioral health. At the end of the Project there was significant and regular reporting of 
changes in health status and biometrics in a bi-directional manner 


 What has become clear is the need to develop Patient Registry information resources to 
ensure adequate evaluation of patient adherence to health protocols for specific chronic 
conditions. Behavioral health is not using such registries on a regular basis 


 Evaluation of care will require close coordination with and access to the data sources 
managed by State of Michigan Medical Services Administration (MSA), the Medicaid 
Health Plans, the FQHCs serving shared BH customers, and other Medicaid providers. 
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The State of Michigan might consider a Colorado-like solution which makes all 
encounter, diagnostic, and demographic data available to Medicaid providers.  


 The Project agreed to participate in the Multi-Site Evaluation Study of Integrated 
Healthcare conducted by the Flinn Foundation.  


 


Recommendations 
 


 Consider the role evaluation will play from the onset of any integrated care coordination 
effort.  If the care initiative is already in progress, advocate that the adopt process and 
outcome (endpoint) evaluation methods adopted immediately. 


 Assess barriers to funding and plan for methods to address them.  Track progress 
towards reaching those goals. 


 Develop a framework for the system change required for integrated health and assess 
progress in a regular and ongoing manner.  Utilize process information to refine the 
process and proactively address system problems. 


 Select endpoint and outcome for the consumer.  Select appropriate tools for these 
outcomes and address shared medical record issues so that medical outcomes can be 
collected as well.  Also collect consumer satisfaction measures. 


 Collect cost data in an ongoing manner and assign dollar amounts to outcomes so that 
return on investment can be tracked in at least a rudimentary way. 


 Finally proceed carefully with reasonable expectations.  Systems change is an arduous 
process which is often impacted by happenings and people which are only ancillary to 
the process.  Consumer outcomes are hampered by self report inaccuracy, missing data 
and competing agendas.  Return on investment measures in the social services arena 
are not able to fully capture the “ripple” effects of improved service on many other 
members of the community system.   


 
 
 


Select Reading 
 
AHRQ Publication No. 11-0023-EF, Care Coordination Atlas, December 2010 
 
AHRQ Publication No. 10-0084-EF,  Integrating Mental Health and Substance Use Services Into the 
Patient Centered Medical Home, June 2010 
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