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Assessing Your Level of Integration

Tools for Self-Assessment
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Building Blocks

* Not Specific to Certain Model

* Reflects Wide Spectrum of BH iy
Services
* Core Set of Foundational e [
Expectations Established
. . o 5 6 7
* Practice-based Evidence Driven raiencm [ ropu Conndky
* Overall Organizing Scheme
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Practice Integration Profile (PIP)

* A research tool and a practice 28 questions that address integration
improvement tool, across 5 domains:
* Freely available for anyone to use e Workspace and Integration Methods

without cost.

Patient Identification
* Measures the integration of primary

care and behavioral health services

Clinical Services

Patient Engagement

Practice Workflow

https://www.umassmed.edu/cipc/scholarship-research/pip2.0
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The Comprehensive
Health Integration

(CHl) Framework A quality Use the tool to
improvement tool determine your

using eight domains current
and 15 subdomains integration stage,
of PH/BHI to provide track progress

Framework Self-assessment Tool

a roadmap for and develop
assessing level of practical
integration and strategies to
planning for advance
improvement. integration.

https://www.thenationalcouncil.org/resources/the-comprehensive-health-integration-framework/
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Which domain
do you think
your
organization
would score
lowest on
right now?




Team-based Workflows

Best Practice in Population Health Focused Integrated Care Delivery
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* BHC is introduced in the exam room by

Warm Handoffs the PCP
Examining the Utility of a * Same-day access is protected on the
Telehealth Warm Handotf in BHC schedule (30-50% of slots held

Integrated Primary Care for
Improving Patient Engagement in
Mental Health Treatment:
Randomized Video Vignette Study

open)

* Organizations with consistent warm
handoffs show significantly higher
behavioral health engagement rates vs.
traditional referral

Optimizing Handoffs for In-person
and Virtual Services

side 9 S HealthTeamWorks-
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Behavioral Health

Consultants
The Cherokee Health Systems

Model

* Fully embedded BHCs functioning as
generalists sees patients for 15-30
minute visits using a population health
mindset

* Psychiatric consultation (PCBH model)
layered in through curbside consult
and scheduled team review

* Key differentiator: BHC attends huddles
doesn't just receive a referral afterward
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Collaborative Care
Model (CoCM)

For organizations managing
depression and anxiety at scale

General Bulletin 24280
Collaborate Care Model

CoCM Training from National
Council

Core team:

e PCP
e Care Manager (often SW or RN)
e Psychiatric Consultant (remote-eligible)

Registry-driven

e Every patient in the panel is tracked, not
just those who show up

e CMS separately reimburses CoCM under
CPT 99492/99493/99494
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IBH Huddle
Structure

Interdisciplinary Huddles

* Daily team huddle:

e PCP, BHC, MA, and Care Coordinator
review the day's schedule before clinic
opens

* Flag patients for warm handoff
opportunity, registry follow-up, or care
gap closure

e Target huddle length of 5 — 10 minutes.
Scripted agenda prevents drift

HealthTeamWorks-


https://bh2itoolkit.com/care-resources/interdisciplinary-huddles/

High-Performing
Staffing Ratios

Clinician Staffing, Scheduling, and

Engagement Strategies Among
Primary Care Practices Delivering
Integrated Care

Integrated Behavioral Health
Alliance Updates to the
Recommended Minimum
Standards for Primary Care Home

Slide 13

PCBH Model

e 1 BHC per 2 — 3 PCPs ideal for high warm-
handoff volume or 1:6 for lower acuity patient

populations
CoCM Model

* 1 Care Manager per 75 — 100 patients in

registry

Psychiatric Consultant

e 2—4 hours/week per care manager, primarily
via caseload review (not direct visits)

* Peer Support Specialists

* Increasingly embedded especially for SUD,
SMI, and chronic disease management
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Which
workflow
element is your
organization
closest to doing
consistently?
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Key Metrics

What to Measure to Know You're High-Performing
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eCQMs

Depression screening & follow-up
Suicide risk screening

Follow-up after ED visit for MH
Unhealthy alcohol use screening

Tobacco use screening & cessation

Diabetes + Depression comorbidity care

Core HEDIS measure; tracks whether positive screens get a
follow-up plan within 30 days

Increasingly required; ties to Joint Commission standards

7- and 30-day follow-up rates — often a gap even in
integrated settings

IFF using AUDIT-C or AUDIT; SBIRT documentation matters

High-leverage, frequently underperforming in integrated
panels

Depression remission at 12 months — a true outcomes
measure, not just process
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Process Measures

Warm handoff rate % of BH referrals completed same-day in-person; target >60%

4] el GO e % of registry patients with documented outreach in past 30
days

Psychiatric curbside consult utilization Tracks whether PCPs are using available psychiatric support
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What would
you like to
measure more
accurately or
consistently?




Leaving In Action

Moving from Learning to Implementation
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Action Planning

What is one area where your integration model
has a gap?

What is one concrete change your team could
make in the next 30 days?

Accountability

Who on your team owns this?
Wow will you know it's working?
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Evaluation

https://www.surveymonkey.com/r/68XJK7M
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Contact

General Questions
solutions@healthteamworks.org
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(303) 446-7200
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