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Introduction 

Colorado needs primary care offices and communities trained in the most advanced primary care methods. 

With the PCMH and Accountable Care Organization (ACO) models, primary care is quickly moving to team-

based care and close collaboration with community partners. Many large clinics in metropolitan population 

centers already boast well-developed models for the integration of behavioral health into primary care,  and 

the Western Slope boasts several pioneering clinics with advanced integrated care models . However, 

significant start-up and operational limitations have presented obstacles to further penetration. Similarly, 

recent graduates have typically received in-depth training in the behavioral sciences and integrated care 

during residency and graduate school, but many practicing physicians and therapists lack key skills for 

collaboration, patient activation, and brief therapeutic intervention.  

 

CO-EARTH (Colorado is Expanding Access for Rural Team-Based Healthcare) is a collaborative effort that 

benefits Western Colorado’s communities and primary care offices. It is sponsored by Rocky Mountain Health 

Plans and St Mary’s Family Medicine Residency and supported financially by the Caring for Colorado 

Foundation. The overall goals of CO-EARTH are to improve access to behavioral health services in primary care 

settings and to improve coordination with community partners. Participating practices will work toward 1 of 3 

levels behavioral health services: 

 

1. Coordinated Care—Improving the current staff’s ability to meet their patient population’s behavioral 

health needs through skill building and collaboration with community partners.  

2. Co-Located Care—Adding skills and infrastructure to provide specialty behavioral health services 

within the primary care setting. 

3. Integrated Care—Creating a fully integrated primary care team that can manage the vast majority of 

their patient population’s behavioral health needs.  

 

This module is intended for practices adopting Coordinated Care. If you do not have a behavioral health 

clinician (e.g., Masters or Doctoral-level licensed mental health practitioner) currently working within your 

clinic and are interested in adding an on-site behavioral health specialist to your existing staff, please consider 

our Co-Located Care track.  

 

Structure: This module will occur in 3 phases. The launching phase will include completion of a self -

assessment and strategic planning (objective 1) and an introduction to behavioral health coordination 

practices (objective 2). During Phase 2, you will participate in a 1-day training event at your practice location 

(introduction to objectives 3-9) and select focus areas of improvement for your practice with regards to 

coordinated care and operational practices. Phase 3 will be self-paced by the practice with support from the 

CO-EARTH team (implementation of selected objectives 5-9). Phases 2 and 3 will take approximately 3 

months. Within each section, you will find content with supporting resources and key activities to be 

completed for success. The content within each module is designed to get your practice started with the topic 
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but is not all-inclusive of available content, concepts, resources and tools. Please consult the CO-EARTH team 

if there are other aspects of this work your practice would like to explore.  

   

CO-EARTH Team Support: Although this module is designed to be completed by the practice at their own 

pace, the CO-EARTH team is available to support the practice in the completion of this module through the 

following resources: 

 CO-EARTH Team 

o Physician Advisor:  A primary care physician with advanced training in behavioral health 

services and integrated care. 

o Behavioral Science Advisor: A behavioral clinician (i.e. medical family therapist/LMFT, 

psychologist, or LCSW) who specializes in primary care services. 

o Quality Improvement Advisor (QIA): Specialists with a wide variety of background expertise 

related to practice transformation and quality improvement. QIAs can provide support to the 

practice in workflow analysis, efficiency, effectiveness, and in teachi ng quality improvement 

techniques when needed.  

o Clinical Informaticist (CI): Specialists in the field of health information technology, the use of 

EMRs, data collection and analysis. CIs can provide support to the practice through feedback on 

how to maximize the use of technology in the practice and through facilitation of the effective 

use of data through integration into quality improvement activities.  

 Tools and Resources 

o The CO-EARTH team has an extensive library of resources and tools that can be made available 

to the practice as needed to support the successful completion of this practice transformation 

module. 

 Learning Collaborative Series 

o You will also participate in a Learning Collaborative Series with other practices. These are day-

long face to face learning opportunities through which educational content is delivered by 

experts in the field and participating practices can network and share best practices.  

 

Technology Prerequisites: Having access to the following tools and resources will be helpful for successful 

completion of this module.  

 An electronic medical record or registry 

 Access to the internet 

 Word processing (Microsoft Word) and spreadsheet software (Microsoft Excel)  
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Key Changes: This guide will prepare and assist the CO-EARTH team in enhancing your clinic’s ability to 

provide behavioral health intervention with current staff and to coordinate care through communication with 

behavioral providers/resources in your area.  This track is designed for practices that 1) have minimal 

collaboration with behavioral providers, 2) have separate systems of documentation (behavioral/mental 

health and medical notes), 3) communicate about cases only rarely and under compelling circumstances, 4) 

communicate driven by provider need, 5) may never meet in person with behavioral providers, and 5) have a 

limited understanding of the relative roles that each provider (medical and behavioral) are playing in patient 

care decisions.  Through participation in this program, practices will acquire practical skills in how to 

coordinate care more effectively through communication with behavioral providers (may include move 

toward having a behavioralist on-site).  

Below you will find nine objectives with supporting key changes for practices to make. Throughout this 

module, you will also find activities to complete for success in each objective.  To provide a tailored 

experience, we offer several options for practices to select as areas to focus improve ment efforts.  All 

practices on the Coordinated Care track will complete objectives 1-4.  You may select 0-3 additional options 

from objectives 5-9.  We recommend that you select the objectives that would reflect growth opportunities. 

The self-assessment from objective 1 should inform these growth opportunities and sele ction of appropriate 

electives.  We will discuss these in more depth when we come do the site visit (following completion of 

objectives 1-2).  
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Objectives and Key Changes to Support Coordinated Care 

1. REQUIRED: Self-Assessment 

a. Obtain staff consensus regarding your clinic’s and community’s current  capacity for providing 

coordinated behavioral health services and desired improvement; 

b. Create an initial vision for how you will transform your practice within the community to 

achieve coordination of care.  

2. REQUIRED: Basics of Behavioral Health Screening and Coordination  

a. Study models of coordinate care 

b. Develop model for your practice informed by clinical, operational, and financial considerations 
c. Initiate policy and operational documents to support and train in the model  
d. Identify key behavioral/mental health providers that might work best with your clinic/model  
e. Identify key process changes that will encourage communication/coordination of care 

f. Learn about current models of primary care assessment of behavioral health diagnoses  
g. Select screening tools and processes (including training) relevant to your practice and create 

documents to support these processes. 

3. REQUIRED: Primary Care Counseling and Behavioral Intervention Skills 
a. Become familiar with common behavioral health interventions 
b. Develop basic primary care counseling skills for intervention with common behavioral 

health/mental health diagnoses. 
c. Develop plan to provide ongoing training in primary care counseling skills and the 

biopsychosocial approach to medicine. 

4. REQUIRED: Coordinating Care 

a. Experience better relationships with community partners that lead to better continuity of care 

for patients. 

b. Develop higher standards for ensuring effective collaboration and communication with 
community partners.  

5. ELECTIVE: Care Management 

a. Create a risk stratification process for high risk patients and identify a work-flow. 

b. Determine needs of high risk patients in chosen population and develop protocol for delivering 
care to meet their needs. 

c. Utilize or create an assessment tool (biopsychosocial assessment) which assesses the patient in 

their entirely.  
d. Develop care plans which are based on patient’s goals and the best available medical evidence.  
e. Establish a time-frame for evaluation and follow-up. 

6. ELECTIVE: Business Practices 

a. Maximize billing practices for behavioral intervention by clinical staff.  

b. Maximize billing for care coordination services. 

c. Remove barriers for communicating and collaborating with behavioral staff in the community.  

7. ELECTIVE: Human Resources/Leadership  

a. Develop human resource process that represents the needs of a coordinate care clinic.  
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b. Develop shared leadership model that includes and integrates multi -disciplinary team in 

decision making. 

8. ELECTIVE: Health Information Technology (HIT) 

a. All members of the clinic staff share (retrieve/document) the same health record and are 

trained in electronic medical record management. 

b. The health record is optimized for documentation, communication, and billing.  

c. The health record meets ethical/legal requirements of all staff  

9. ELECTIVE: Quality Improvement (QI)/Change Management 

a. Develop supportive leadership structure 

b. Develop shared sense of the system(s) that need improvement 

c. Engage staff in QI process 

d. Create structure to reduce errors 

e. Develop formal capacity building program 

f. Develop robust, transparent feedback systems 

g. Collect, track and display data 

h. Review, track change, and identify gaps using data 
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OBJECTIVE 1: SELF ASSESSMENT 

 

Rationale:  Every primary care clinic exists within a community and is a part of the lives, activities, offices, and 

culture of that community. An easy and essential way to improve access to behavioral health services is to 

identify which services and skill sets are currently available both within the clinic and the broader community 

(could be adjoining or partnering rural communities with behavioral resources as well) . As you consider your 

clinic and community needs/resources, identify what key change is most important to your group; one that 

you have confidence you could make. 

Within the clinic, some questions to consider might include:   

1) What are the desired outcomes of this change process? 

2) What resources are currently available within the clinic to support these changes? 

a. What is the training and comfort level of team members (front desk to physician leaders)? 

b. Which team members have interest, and ability to enhance their current skills and job duties? 

3) What skills are desirable in a potential new hire so we can round out the clinic’s skill set?  

4) How can we fully engage the formal and informal leaders in our clinic to make these changes happen?  

 

Within the community, these considerations may include: 

1) What are the local behavioral health services that are offered?   

2) What are our community’s strengths and gaps?  

a. How do we work best with different community partners?  

b. What obstacles do we face?   

c. What potential partners can we engage to address the gaps?   

3) What standard do we want to hold for ourselves regarding how we will communicate referrals, clinical 

updates, and (ideally) share in the patients’ care? 

Key Changes Activities for Success Resources  

Obtain staff consensus 

regarding your clinic’s 

and community’s 

current capacity for 

providing coordinated 

behavioral health 

services and desired 

improvement. 

Complete the self-assessment 

questionnaire with key practice 

members, including 

administrative members, 

physicians, a nurse, and at least 

1 rep from community mental 

health—ideally a behavioral 

health clinician who you might 

partner with. 

Recommended: 

 Clinic Self-Assessment Tool 

 IPAT 

 Strategic planning and value creation in 

integrated healthcare 

Supplemental: 

 Primary care behavioral readiness tool   

 

 

 

http://bit.ly/1I8Pb5z
http://bit.ly/1I8Pb5z
http://pcpci.org/file/364
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Create an initial vision 

for how you will 

transform your 

practice within the 

community to achieve 

coordination of care 

Review sample draft action 

plan. 

 

Create a draft action plan to be 

further developed during your 

site visit. 

Recommended: 

 Sample of draft action plan 

 Template of action plan 
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OBJECTIVE 2: BASICS OF BEHAVIORAL HEALTH SCREENING AND COORDINATION  

Rationale:  Some behavioral health and psychiatric problems are readily evident in your patient population 

while others go under-diagnosed. Failure to recognize behavioral and psychiatric difficulties complicates care 

and reduces satisfaction for both patients and providers. Simple screening protocols are now available and 

easy to implement. Because depression and anxiety are two of the most common behavioral health issues 

that present in the primary care setting, the CO-EARTH suggests your practice consider screening all adults at 

least yearly for symptoms of depression and anxiety. A brief way to accomplish this goal is to administer the 

PHQ-2 and GAD-2 (4 total questions) yearly and then administer the full PHQ-9 and GAD-7 to all patients who 

screen positive or who are already being treated for depression or anxiety. 

Although this list is certainly not exhaustive, there are a number of other screening tools that are helpful PRN: 

 ADHD: Vanderbilt parent and teacher forms for ADHD 

 Dementia: St Louis University Mental Status Examination (SLUMS) 

 Postpartum Depression: Edinburgh Postnatal Depression Scale (peri/post-natal) 

 Alcohol: AUDIT and CAGE questions 

 Drug Usage: DAST-10 or Single Question Screen 

 Bipolar Disorder: Mood Disorder Questionnaire (MDQ) 

 Childhood Trauma: Adverse Childhood Experiences tool 

Clinics will need to gain familiarity with how these tools are administered, scored, and can be integrated into 

their regular patient flow to obtain maximum usefulness and effectively impact patient care and improve 

access to appropriate behavioral health services. The CO-EARTH team can provide support as needed.  

Key Changes Activities for Success Resources  

Study models of 

coordinated care (i.e. 

staffing, contractual 

arrangements, scope 

of practice). 

Review resources describing 

various models of integrating 

behavioral health services in a 

medical practice.  

While many of the listed resources include more 

advanced models of integration, many include the 

basic tenants for coordination of care 

Recommended: 

 Table: The 6 levels of behavioral health 

integration 

 Video: Successful integration requires 

teamwork 

 Guideline: Integrated care best practices 

Supplemental: 

 Article: Theoretical description of 

integrated care models 

 Video: What it’s like to work in integrated 

care  

http://www.integration.samhsa.gov/integrated-care-models/CIHS_Framework_Final_charts.pdf
http://www.integration.samhsa.gov/integrated-care-models/CIHS_Framework_Final_charts.pdf
https://www.youtube.com/watch?v=ZWe6-0IAfOY
https://www.youtube.com/watch?v=ZWe6-0IAfOY
http://integrationacademy.ahrq.gov/sites/default/files/AHRQ_AcademyGuidebook.pdf
http://www.advancingcaretogether.org/pdfs/IntegCare%20AidsNavigation(c)%20909.pdf
http://www.advancingcaretogether.org/pdfs/IntegCare%20AidsNavigation(c)%20909.pdf
https://www.youtube.com/watch?v=DZ65xf_-7vE&index=3&list=PL1E4E5EA50A71FFA7
https://www.youtube.com/watch?v=DZ65xf_-7vE&index=3&list=PL1E4E5EA50A71FFA7
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 Video: Implementation of measurement-

based practices 

 Video: Successes of integrated primary care 

Develop a model for 

your practice 

informed by clinical, 

operational, and 

financial 

considerations. 

Read an article about how to 

determine the best model of 

integration based upon your 

practice’s unique context.  

Recommended: 

 Article: Integrating a behavioral health 

specialist into your practice 

 

Initiate policy and 

operational 

documents to support 

and train in the model. 

Work with your team to craft 

policies, timelines, job 

descriptions, etc. to 

operationalize integration.  

Recommended: 

 Presentation: Core issues in successful 

integration 

Identify key 

behavioralist/mental 

health partners that 

might work best with 

your clinic and model 

of care. 

Approach identified behavioral 

providers to discuss 

coordination of care and clinic 

model.  

Recommended: 

 Blog: Choosing and on-boarding behavioral 

health clinicians 

Supplemental: 

 Article: Theoretical description of skills sets 

for integration 

Identify key changes in 

clinic processes that 

might encourage 

communication and 

coordination of care 

Develop action plan for clinic to 

begin implementing key change 

in communication and 

coordination, including a review 

process 

Recommended: 

 PDSA process in primary care 

 Readings: Care Management Team Article 
 Cambridge health alliance model of team-

based care implementation guide and toolkit 

Supplemental:  
 Readings: PCMH Toolkit (some resources are 

password protected but most are public 
domain and accessible)  

Learn about current 

models of primary 

care assessment of 

behavioral health 

diagnoses and 

conditions. 

Familiarize yourself with a list 

of commonly used tools to 

screen for behavioral health 

concerns in primary care. 

Recommended: 

  Importance of Systematic Screening 
 Brief Guideline:  Depression in Adults: 

Diagnosis & Treatment Guideline 

 Supplemental Material:  Depression in Adults: 
Diagnosis & Treatment Guideline Supplement 

 Depression Screen: Patient Health 
Questionnaire (PHQ-2) 

 Depression: Patient Health Questionnaire 
(PHQ-9) 

 Edinburgh Postnatal Depression Scale (EPDS)  

 Anxiety: GAD-2: GAD-2 , GAD-7 : GAD-7  
 

https://www.youtube.com/watch?v=xDDUjouExFE
https://www.youtube.com/watch?v=xDDUjouExFE
https://www.youtube.com/watch?v=FPFdC7k-GMI
http://www.aafp.org/fpm/2011/0100/p18.pdf
http://www.aafp.org/fpm/2011/0100/p18.pdf
http://www.cbhc.org/news/wp-content/uploads/2010/07/Sessions-04-304.pdf
http://www.cbhc.org/news/wp-content/uploads/2010/07/Sessions-04-304.pdf
http://www.cfha.net/blogpost/753286/159153/On-Boarding-New-Behavioral-Health-Consultants-into-Primary-Care
http://www.cfha.net/blogpost/753286/159153/On-Boarding-New-Behavioral-Health-Consultants-into-Primary-Care
http://www.advancingcaretogether.org/pdfs/SevenHab%20for%20BHC_PCP%20CJPeek%20%209-15-11.pdf
http://www.advancingcaretogether.org/pdfs/SevenHab%20for%20BHC_PCP%20CJPeek%20%209-15-11.pdf
http://www.healthteamworks.org/blog/Quality-Improvement-Tips/PDSA-can-help-close-the-quality-gap-in-your-practice.html
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2931176/
http://www.integration.samhsa.gov/workforce/team-members/Cambridge_Health_Alliance_Team-Based_Care_Toolkit.pdf
http://www.integration.samhsa.gov/workforce/team-members/Cambridge_Health_Alliance_Team-Based_Care_Toolkit.pdf
http://www.chcact.org/resources/CHCACT_PCMH_Toolkit.pdf
https://www.youtube.com/watch?v=Ri0Sl4TL2es
http://bit.ly/1MfeYMh
http://bit.ly/1MfeYMh
http://bit.ly/1gFk0EL
http://bit.ly/1gFk0EL
http://1.usa.gov/1HVIbET
http://1.usa.gov/1HVIbET
http://1.usa.gov/1ljT50l
http://1.usa.gov/1ljT50l
http://bit.ly/1MagdeI
http://1.usa.gov/1HDExjC
http://bit.ly/1faV8Uf
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Supplemental:  

 Bipolar: The Mood Disorder Questionnaire  
 ADHD: Vanderbilt ADHD Diagnostic Teacher 

Rating Scale 

 Vanderbilt ADHD Diagnostic Parent Rating 
Scale 

 Mental Status: Saint Louis University Mental 
Status (SLUMS) Examination  

 Alcohol Use: Alcohol Use Disorders 
Identification Test (AUDIT)  

 Substance Abuse:  The CAGE Questionnaire  
  Drug Abuse Screening Test (DAST-10)  

 Trauma: Addressing Adverse Childhood 

Experiences and Other Types of Trauma  

Select screening tools 
and processes 

relevant to your 
practice. 
 

Create documents to 
support these 
processes and train 

your staff in their use. 

Place a check mark next to the 
tools you believe would be 

most beneficial to your 
practice. 
 

For each tool, write a brief 
description about (1) when you 
might be inclined to implement 

the tool, (2) how this might fit 
into a typical patient encounter, 
and (3) which staff members 

will be responsible for 
administering these tools. 

Recommended: 

 Transforming Mental Healthcare at the 
Interface with General Medicine 
 

 
 

 

 

 

 

 

 

 

 

 

 

 

http://bit.ly/1CH1BBI
http://www.uwmedicine.org/neighborhood-clinics/Documents/04VanAssesScaleTeachInfor.pdf
http://www.uwmedicine.org/neighborhood-clinics/Documents/04VanAssesScaleTeachInfor.pdf
http://www.uwmedicine.org/neighborhood-clinics/Documents/03VanAssesScaleParent%20Infor.pdf
http://www.uwmedicine.org/neighborhood-clinics/Documents/03VanAssesScaleParent%20Infor.pdf
http://bit.ly/1I8PnC4
http://bit.ly/1I8PnC4
http://1.usa.gov/1CLVgVc
http://1.usa.gov/1CLVgVc
http://bit.ly/1HzamMC
http://bit.ly/1CLVoEd
http://bit.ly/1HzavzV
http://bit.ly/1HzavzV
http://bit.ly/1Dl0CBR
http://bit.ly/1Dl0CBR
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OBJECTIVE 3: PRIMARY CARE COUNSELING/BEHAVIORAL INTERVENTION SKILLS  

Rationale: The pie chart below indicates the causes of why Americans die in the 21st Century. Unhealthy 
behaviors are now the leading cause of death, easily surpassing the infections and injuries that were more 
common in previous centuries. 

 

 

 

 

 

 

 

 

 

 

 

 

Behavioral interventions assist with reducing risk factors for some of the most common causes of death, such 

as smoking tobacco, substance use, and psychiatric conditions that complicate patie nt lives and our care for 

them. Great strides have been made in the knowledge base of how to create change in patient behavi or. The 

major themes of these changes are to provide care in a way that assesses patient readiness for change, 

partners with patients in shared decision making, builds on patient strengths and resources, involves family 

members and loved ones, and is powered by goals that are meaningful and realistic to the patient and family.  

Through participation in the CO-EARTH program, you will learn how to develop skills in Motivational 

Interviewing (MI) an evidence-based approach for partnering with patients to improve their health behavior. 

Primary care settings are the “de facto” mental health system and for many patients the first and only 
opportunity to have mental and behavioral health issues recognized and addressed. With a coordinated care 
team approach, the opportunity to address these issues as they are recognized becomes even more poignant. 

Even with behavioral team members, medical providers and staff have an opportunity to interact with 
patients from an approach that is more likely to support health behavior change.  

 1. McGinnis JM, Foege WH. Actual Causes of Death in the United States. JAMA 

1993;270:2207-12. 
 

2. Mokdad AH, Marks JS, Stroup DF, Gerberding JL. Actual Causes of Death in the 

United States, 2000. JAMA 2004;291:1230-1245. 
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Developing skills in primary care counseling can be daunting and often requires a system/process of ongoing 

education and observation/feedback. The key to this module i s to identify what the current practice 
skills/needs are in primary care counseling and the biopsychosocial approach to medicine. Next, develop a 
plan using both internal (behavioralist/medical provider) and external (links, resources, articles, support and 

mentoring from St. Mary’s behavioral team) sources with specific methods for ongoing training and 
evaluation.  

Key Changes Activities for Success Resources  

Become familiar 
with common 

behavioral health 
interventions 

Read about key 
elements of 

motivational 
interviewing (MI)  
 

Discuss and practice 
MI-based 
interventions with the 

CO-EARTH team 

Recommended: 

 Encouraging Patients to Change Unhealthy Behaviors 
With Motivational Interviewing   

 Read about assumptions that lead to change in patients’ 
lives (located on the CO-EARTH website) 

 Video demonstrating MI as part of a smoking cessation 
intervention: The Effective Physician: Motivational 

Interviewing Demonstration  Compare and contrast 
with non-MI based approach at Ineffective (non-MI) 
approach 

 Compare and contrast MI vs. non-MI based approach to 
Type 2 DM 

  MI-based approach to Type 2 DM 

 Non-MI Based Approach to Type 2 DM 
 

Develop basic 

primary care 

counseling skills 

for intervention 

with common 

behavioral risk 

factors and mental 

health diagnoses 

Familiarize yourself 

with core MI modules 

(includes concepts 

and skills) 

Recommended: 

o MI Online Modules and Training System 

o Adapt Courseware Online Program – Contact St. 

Mary’s group for login/password information.  

o Readings: MI in primary care, health behavior 

change, MI for depression, anxiety, etc. 

o Video examples:  

o Non-MI approach (Smoking Cessation) 

o MI approach (Smoking Cessation) 

Supplemental: 

 Taste of MI worksheet,  

 Style & Spirit Handout 

 OARS for depression  

 OARS for anxiety 

 MI Glossary of Terms        

 
 
 

http://bit.ly/1RE5UEd
http://bit.ly/1RE5UEd
http://bit.ly/1CLWhg6
http://bit.ly/1CLWhg6
https://www.youtube.com/watch?v=80XyNE89eCs
https://www.youtube.com/watch?v=80XyNE89eCs
https://www.youtube.com/watch?v=jsZ0TndIquI&feature=youtu.be
https://www.youtube.com/watch?v=d9XUUqsROvE&feature=youtu.be
http://motivationalinterviewing.org/new-resource
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Develop plan to 

provide ongoing 

training in primary 

care counseling 

skills and the 

biopsychosocial 

approach to 

medicine 

Develop specific 

agreement and 

guidelines for training 

(e.g., lunch 

meeting/didactics, 

formal workshop 

block, etc.) and 

observation of skills 

by both behavioralist 

and medical 

provider(s) in clinic.  

Recommended: 

 St. Mary’s Behavioral Team can provide support and 
resources on variety of topics as needed/requested. 

 MI adherence observation/rating forms 

 Patient-centered observation form (PCOF) 
Supplemental: 

 The BPS revolution 

 MI in primary care slide show 

 Using MI to interact with and teach in clinic  
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OBJECTIVE 4: COORDINATING CARE  

Rationale: Even with expanded ability to address your patients’ behavioral health needs , you will still 

frequently need to collaborate with professionals and offices in your community . The behavioral and social 

service systems are quite different than the other segments of the medical system. The offices tend to have 

different services, staffing patterns, confidentiality expectations, and guiding principles . These differences can 

present obstacles to collaborating for the benefit of your patients. 

One of the most common complaints from primary care offices, mental health centers, private practice 

clinicians, and other social service agencies is that “the other people don’t communicate with me .”  For this, 

your clinic should develop a protocol regarding how to make referrals, when to send notes, and what 

situations would signal the need for a phone call or inter-disciplinary case conference. These protocols should 

be shared with your community partners, and (ideally) agreed to by them. 

Key Changes Activities for Success Resources  

Experience better 

relationships with 
community partners that 
lead to better continuity of 

care for patients. 
 

Identify 4 key community partners 

and create strategies for working 
more closely with them.  
 

Implement these strategies 
through the assigned team lead 
for this section of the project.  

Recommended:  

 Overcoming Barriers to 
Collaboration Among Providers   

Develop higher standards 
for ensuring effective 

collaboration and 
communication with 
community partners. 

Review your overall action plan as 
it relates to collaborating with 

community partners.  
 

Recommended:  

 Peer-to-Peer Support for Managing 
Physical and Emotional Well-Being 
Among Patients   

 

 

 

 

 

 

 

 

 

http://bit.ly/1RE6AJM
http://bit.ly/1RE6AJM
http://bit.ly/1Lf44Gd
http://bit.ly/1Lf44Gd
http://bit.ly/1Lf44Gd
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**ELECTIVE OBJECTIVES: SELECT FROM THE FOLLOWING OBJECTIVES BASED ON YOUR PRACTICE SELF-

ASSESSMENT AND AREAS OF IMPROVEMENT OR CHANGE THAT WOULD BE BEST SUITED TO YOUR CLINIC AND 
SITUATION. CHOOSE UP TO THREE AREAS** 

OBJECTIVE 5: CARE MANAGEMENT  

Rationale:  Care Management in this context refers to more intensive support provided by nurses or other 

healthcare workers, particularly behavioralists, to high-risk patients. It encompasses both referral/transition 

management and clinical services such as monitoring, self-management support and medication review. It is 

also a collaborative process of assessment, planning, facilitation, implementing, care coordination, monitoring 

and evaluation, and advocacy for options and services to meet individual and family comprehensive health 

needs through communication and available resources to promote quality cost-effective outcomes. 

Create a risk stratification process for high risk patients: To manage population health efforts, the practice 

must be able to track and monitor the health of its population. Providers must be able to identify sub-

populations that will require a higher level of care. Patients with co-morbid mental/psychiatric and health 

behavior problems often are higher utilizers of medical services and increased risk. Risk stratification is a 

method of dividing patients into subgroups and entails a systematic assessment of each patient’s health risk 

status utilizing criteria from multiple sources to develop a personalized care plan.  

Identify workflows which include members of the care team for risk stratification process: Possible steps for 

developing a workflow in the clinic are 1) analyzing each patient on the schedule for the day and obtain a risk 

level, 2) assigning all patients a risk score, 3) the nurse/MA completes the risk stratification in the EHR and 

those patients which are high risk, a notice is sent to the care manager and the provider. It is also important 

for the team to decide on where the risk level will be kept so it is available to the entire team. This step is 

important as protocols are being developed they are able to be followed. This protocol may have impact on 

appointment availability, medication refills, triage, etc.  

Utilize or create an assessment tool (biopsychosocial assessment) which assesses the patient in their 

entirety: Assess the patient in a holistic and comprehensive manner. When you assess the patient, view the 

patient as a whole person – emotional, psychological and social needs as well as physical needs. Involve the 

care team in this assessment along with the patient and, if appropriate, talk to the patient’s family /caregiver.  

Develop care plans which are based on the patient’s goals and the best available medical/behavioral 

evidence: The care plan is a tool that is a detailed and customized approach to patient-centered care. It is 

developed collaboratively by the patient and the care team to serve as a guide for outlining appropriate steps 

needed for the patient to achieve and maintain an optimal state of health and quality of life . This plan not only 

serves as a guide for the patient, but also for their family, caregivers and all healthcare team members 

including specialists and when appropriate, community services or programs.  

The patient-centered care plan is the road map that provides tangible, measurable patient activities and 

provides a measure of patient progress toward goals over time. The goal of care planning is to engage and 
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support the patient in his or her own care. Many patients repeatedly fail to follow recommended actions and 

make necessary changes in their lifestyle. In order to build a sense of competence for managing their health, 

patients need the opportunity to experience a series of successes through goals that are achievable . Some of 

the content in the elective on Behavioral Interventions/Primary Care Counseling can be helpful in developing 

the skills to help facilitate patient’s health behavior change.  

Establish a time frame for evaluation and follow-up: The practice must establish time frames for re-

evaluation to review current care plan and potential up-dates and changes with the patient. Care Plans are 

living documents and should be reviewed and up-dated when the patient is seen for the specific condition and 

annually. Examples of when the care plan should be re-evaluated and reviewed include;  when the care plan 

itself drives re-evaluation, when the patient is being seen for the reason(s) the care plan was initiated, major 

life changes, major changes in health status, annual examinations, etc.  

Set the next goals of the care plan when the patient’s condition changes and make sure that the changes are 

passed on to the care team. The plan should be easily located in the medical record and up-dated by all 

members of the care team as appropriate. Having workflow and processes in place with a clear understanding 

of what the roles are among the healthcare team is critical to build accountability and for evaluation.  

Key Changes Activities for Success Resources 

Create a risk 

stratification 
process for high 
risk patients and 

identify a 
workflow. 
 

Build flexibility into 

your risk stratification 
tools to allow for staff 
input. 

 
Use technology 
systems to support 
workflow. 

 

Recommended: 

• http://www.calquality.org/storage/documents/meteo
r/1.1.1TipSheetIdentificationHighRiskPatients.pdf 

• http://www.calquality.org/storage/documents/meteo

r/1.2.1MemorialCare_PatientIdentificationRiskStratific

ation.pdf 

 http://www.calquality.org/storage/documents/meteo
r/1.2.2Humboldt_DomainsScoringLevels.pdf  

 http://www.academyhealth.org/files/2012/tuesday/h
aas.pdf 

Supplemental: 

• http://www.aafp.org/news/practice-professional-
issues/20141104riskstratify.html 

Determine needs 
of high risk 
patients in chosen 

population and 
develop protocol 
for delivering care 

to meet needs.  

Establish a protocol for 
delivering care to your 
high risk patients 

 

Recommended: 

 http://www.aafp.org/fpm/2006/0400/p47.html 

 http://depts.washington.edu/aimstrng/cm/ 

 http://www.calquality.org/storage/documents/meteo
r/2.1.1ComplexCareMgmtProcessFlowExample.pdf 

Supplemental: 
http://aims.uw.edu/sites/default/files/CareManagerJo
bDescription.pdf 

Utilize or create an 

assessment tool 

Choose or create a 

biopsychosocial 

Recommended:  

• https://www.aap.org/en-us/advocacy-and-policy/aap-

http://www.calquality.org/storage/documents/meteor/1.1.1TipSheetIdentificationHighRiskPatients.pdf
http://www.calquality.org/storage/documents/meteor/1.1.1TipSheetIdentificationHighRiskPatients.pdf
http://www.calquality.org/storage/documents/meteor/1.2.1MemorialCare_PatientIdentificationRiskStratification.pdf
http://www.calquality.org/storage/documents/meteor/1.2.1MemorialCare_PatientIdentificationRiskStratification.pdf
http://www.calquality.org/storage/documents/meteor/1.2.1MemorialCare_PatientIdentificationRiskStratification.pdf
http://www.calquality.org/storage/documents/meteor/1.2.2Humboldt_DomainsScoringLevels.pdf
http://www.calquality.org/storage/documents/meteor/1.2.2Humboldt_DomainsScoringLevels.pdf
http://www.aafp.org/news/practice-professional-issues/20141104riskstratify.html
http://www.aafp.org/news/practice-professional-issues/20141104riskstratify.html
http://www.aafp.org/fpm/2006/0400/p47.html
http://depts.washington.edu/aimstrng/cm/
http://www.calquality.org/storage/documents/meteor/2.1.1ComplexCareMgmtProcessFlowExample.pdf
http://www.calquality.org/storage/documents/meteor/2.1.1ComplexCareMgmtProcessFlowExample.pdf
http://aims.uw.edu/sites/default/files/CareManagerJobDescription.pdf
http://aims.uw.edu/sites/default/files/CareManagerJobDescription.pdf
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-Health/Documents/MH_ScreeningChart.pdf
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(biopsychosocial 
assessment) which 

assesses the 
patient in their 
entirety. 

 
 

assessment tool and 

utilize it with five 

patients. 

 

health-initiatives/Mental-
Health/Documents/MH_ScreeningChart.pdf 

Supplemental: 

 http://www.rand.org/health/projects/acove/survey.ht
ml 

 www.cms.gov/Medicare/Coverage/CoverageGenInfo/
downloads/healthriskassessmentsCDCfinal.pdf 

 http://www.calquality.org/storage/documents/meteo

r/5.4.4MemorialCare_InitialAssessment.pdf 

Develop care plans 
that are based on 
the patient’s goals 
and the best 

available medical 
evidence. 

A care plan should be 
developed with the 
patient and 
personalized (level of 

patient language and 
understanding). 
 

The patient should 
receive a copy of the 
care plan with process 

in place to make this 
happen. 

Recommended: 

 http://www22.anthem.com/providertoolkit/SS3_Upda
tedCarePlanPlaybook_EMPIRE.pdf 

Supplemental: 

 http://www.cno.org/Global/docs/qa/DevelopingSMAR
TGoals.pdf 

 http://chroniccondition.ranzcp.org/images/stories/att
achments/pdfs/Mod-3-Page-1-PDF-3.pdf 

 

Establish a time 
frame for 

evaluation and 
follow-up. 

Create a written 
procedure for 

evaluation and follow-
up. 

Recommended: 
• http://www.calquality.org/storage/documents/meteo

r/6.1.1SampleMeasurementDataCollectionPlan.pdf 
• http://www.calquality.org/storage/documents/meteo

r/6.2.1RunChartResources.pdf 
 

 

 

 

 

 

 

 

 

 

https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-Health/Documents/MH_ScreeningChart.pdf
https://www.aap.org/en-us/advocacy-and-policy/aap-health-initiatives/Mental-Health/Documents/MH_ScreeningChart.pdf
http://www.rand.org/health/projects/acove/survey.html
http://www.rand.org/health/projects/acove/survey.html
http://www.cms.gov/Medicare/Coverage/CoverageGenInfo/downloads/healthriskassessmentsCDCfinal.pdf
http://www.cms.gov/Medicare/Coverage/CoverageGenInfo/downloads/healthriskassessmentsCDCfinal.pdf
http://www.calquality.org/storage/documents/meteor/5.4.4MemorialCare_InitialAssessment.pdf
http://www.calquality.org/storage/documents/meteor/5.4.4MemorialCare_InitialAssessment.pdf
http://www22.anthem.com/providertoolkit/SS3_UpdatedCarePlanPlaybook_EMPIRE.pdf
http://www22.anthem.com/providertoolkit/SS3_UpdatedCarePlanPlaybook_EMPIRE.pdf
http://www.cno.org/Global/docs/qa/DevelopingSMARTGoals.pdf
http://www.cno.org/Global/docs/qa/DevelopingSMARTGoals.pdf
http://chroniccondition.ranzcp.org/images/stories/attachments/pdfs/Mod-3-Page-1-PDF-3.pdf
http://chroniccondition.ranzcp.org/images/stories/attachments/pdfs/Mod-3-Page-1-PDF-3.pdf
http://www.calquality.org/storage/documents/meteor/6.1.1SampleMeasurementDataCollectionPlan.pdf
http://www.calquality.org/storage/documents/meteor/6.1.1SampleMeasurementDataCollectionPlan.pdf
http://www.calquality.org/storage/documents/meteor/6.2.1RunChartResources.pdf
http://www.calquality.org/storage/documents/meteor/6.2.1RunChartResources.pdf
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OBJECTIVE 6: BUSINESS PRACTICES  

Rationale:  Sustainability is a key challenge for moving toward coordinated care and eventually co-locating 

behavioral health services. Within the fee-for-service environment there are a number of services offered by 

clinical, nursing, and care coordinating staff that is billable to insurances and other payers. Many practices 

provide these services currently, but don’t receive reimbursement for them.   

Additionally, within HIPAA and other statutes, services provided by behavioral health clinicians maintain a 

higher level of confidentiality. For this reason, communicating and collaborating with these professionals can 

face additional barriers. However, primary care offices can adopt best practices that will reduce barriers and 

ensure maximal access to important information. 

Key Changes Activities for Success 
 

Resources 

Maximize billing 

practices for 
behavioral 
intervention by 
clinical staff. 

Determine best 

practice(s) for clinic to 
upcode for complexity 
of care, level of care (if 
more than 50% of time 

spent in counseling for 
patient complaint), 
and/or use appropriate 

codes for behavioralist 
providing care to 
patients if co-

located/integrated. 

Recommended:  

 Billing/Coding Sheets (Medicare/Medicaid) 

 SAMSHA Coding Sheet  

 “Incident to” Billing 
 

Maximize billing for 
care coordination 
services 

Review and become 
familiar with 
requirements for time 

required, frequency of 
contact with patient, 
and billing guidelines. 

Recommended:  

 RMHP CCM Resources 

Remove barriers for 
communicating and 

collaborating with 
behavioral staff in 
the community 

 
 
 

 
 

Familiarize yourself 
with key documents, 

readings, and 
resources listed 
 

Discuss and 
protocol/process for 
obtaining patient 

consent for treatment 
and sharing of 
information that meets 
ethical/legal guidelines 

Recommended: 

 Resources/Template for Integrated Care clinic 
consent/treatment form and release for coordination 

of care 

 Legal/Ethical Guidelines for Partnering in the 
Community 

http://www.commonwealthfund.org/Publications/Fund-Reports/2011/Jul/Clinical-Integration.aspx
http://www.commonwealthfund.org/Publications/Fund-Reports/2011/Jul/Clinical-Integration.aspx
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OBJECTIVE 7: HUMAN RESOURCES/LEADERSHIP 

Rationale: The process of identifying patient/population-based needs and aligning the treatment/clinical team 

to meet those needs is of paramount importance in providing coordinated-team based care. While the needs 

of the system are complex and include decisions that affect human resources across the spectrum of roles 

(front-desk staff, medical records, nursing, lab, etc.) the focus/intent of this elective is aimed toward 

developing HR resources/leadership for coordinated behavioral care.  

Key Changes Activities for 

Success 

Resources  

Develop HR 

process that 

represents the 

needs of a 

coordinated clinic. 

Develop HR policy 

(hiring, training, 

termination) and 

documents that 

reflect priority of 

coordinated team 

approach. 

Recommended: 

 Consult St. Mary’s on: recruitment/interviewing, training and 
onboarding, assessing competencies, etc. 

 The science of selection: Hiring in healthcare  
Supplemental: 

 Do's and Don'ts of contracting with Behavioral health 
services 

 Sample MOU between PC and behavioral health clinics 

 Sample Partnership agreement between FQHC and 
behavioral health clinic 

Develop shared 

leadership model 

that includes and 

integrates multi-

disciplinary team 

in decision making 

(recruitment, 

training, 

termination/separ

ation, etc.). 

Evaluate current 

practice model 

regarding 

leadership and 

making HR 

decisions. 

 

Modify practice 

documents/organ

izational chart to 

reflect shared 

leadership model 

and HR practices. 

Recommended: 

 Performance Evaluations of all staff based on coordinated 
care competencies 

 

 

 

 

 

 

 

 

http://cdn2.hubspot.net/hub/155170/file-2029014459-pdf/docs/Applying_the_Science_of_Selection_to_Hiring_in_Healthcare_2014.pdf?t=1443798277423
http://www.nachc.com/client/documents/publications-resources/rm_10_05.pdf
http://www.nachc.com/client/documents/publications-resources/rm_10_05.pdf
http://www.integration.samhsa.gov/a_memo_of_understanding.pdf
http://www.integration.samhsa.gov/a_partnership_agreement.pdf
http://www.integration.samhsa.gov/a_partnership_agreement.pdf
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ELECTIVE 8: HEALTH INFORMATION TECHNOLOGY (HIT)  

Rationale: With Meaningful Use and the Affordable Care Act, most primary care offices have adopted an 

electronic health record (EHR) or are in the processing of doing so. With changes to how health information is 

managed, it is critical to make these systems compatible with an integrative practice that follows legal and 

ethical guidelines. Further, tailoring the electronic heath system to provide  (track/report) meaningful health 

metrics/data, including behavioral/mental health metrics/data that informs clinical decision making is 

essential.  

A simple example would be screening for depression/anxiety using PHQ-2/9 and GAD 2/7 with a flow-

sheet/process in the EHR to record/document answers in patient chart, record clinical decision based on 

scores and encounter information, a prompt/flag suggesting guidelines for follow up frequency (e.g., start 

patient on SSR=2 week follow up for evaluation, etc.), and flag or notice for readministration of measures to 

monitor progress and adjust treatment if necessary.  

Finally, consent for treatment documents and release of information should adhere to HIP AA guidelines and 

requirements. Specifically, language must be crafted in these documents to reflect the treatment modality 

being used in the clinic and how information will be used and shared with  treatment team members that 

aren’t employed by the clinic. Documents that adhere to a coordinated team model should specify clearly how 

patient information will be kept in a central location (unless prohibited by federal law for certain issues) and 

shared freely with all members of the treatment team to best coordinate care.  

Key Changes Activities for Success Resources  

All members of the 

clinic staff share the 

same health record and 

are trained EMR 

management. 

Identify areas in current health 

record system where there are 

barriers to access and information 

sharing. 

 

Create and implement action plan 

to make health record fully 

coordinated. 

Recommended: 

 APSO Template with examples 
(language/diagnosis, etc.) 

 42 CFR Part 2 .pdf  

 Understanding privacy laws for 
physical and behavioral health 

information sharing .pdf 

 http://www.oregon.gov/oha/amh/Pa
ges/bh-information.aspx 

 

The health record is 

optimized for 

documentation, 

communication, and 

billing. 

 

 

Evaluate current use of EHR to 

identify, track, and report 

behavioral health data to inform 

clinical decision making. 

Recommended: 

 https://dl.dropboxusercontent.com/u

/5799623/MHCReform.pdf (page 37) 
Supplemental: 

 Create Document Link 

 Dashboard screenshot and examples 
from Cherokee Health System IT 
group/development team 

 Care coordination template that can 

http://www.oregon.gov/oha/amh/Pages/bh-information.aspx
http://www.oregon.gov/oha/amh/Pages/bh-information.aspx
https://dl.dropboxusercontent.com/u/5799623/MHCReform.pdf
https://dl.dropboxusercontent.com/u/5799623/MHCReform.pdf
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be updated by all members of the 
team (CHS) 

 Opportunity Report (OR) led by BHC 
and RN (identify needs based on data 
not solely on CC review of census) 

The health record 
meets the ethical/legal 

requirements of all 
staff (e.g. access, 
confidentiality, 

consent). 
 

Review current documents/forms 

used for patient consent for 

treatment and for release of 

confidential health information. 

 

Modify documents/forms to reflect 

coordinated behavioral health 

model of care.  

 

Review MOU or established 

partnership agreements with 

outside clinics and standardized 

language to make process seamless 

for sharing information to 

coordinate care. 

Recommended: 

 DORA Disclosure Document (required by 
BHC using psychotherapy codes upon 
second visit to clinic) 

Supplemental: 

 Do's and Don'ts of contracting with 

Behavioral health services 

 Sample MOU between PC and 
behavioral health clinics 

 Sample Partnership agreement 
between FQHC and behavioral health 

clinic 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.colorado.gov/cs/Satellite%3Fblobcol%3Durldata%26blobheadername1%3DContent-Disposition%26blobheadername2%3DContent-Type%26blobheadervalue1%3Dinline%253B%2Bfilename%253D%2522Model%2BDisclosure%2BStatement.pdf%2522%26blobheadervalue2%3Dapplication%252Fpdf%26blobkey%3Did%26blobtable%3DMungoBlobs%26blobwhere%3D1251853864006%26ssbinary%3Dtrue
http://www.nachc.com/client/documents/publications-resources/rm_10_05.pdf
http://www.nachc.com/client/documents/publications-resources/rm_10_05.pdf
http://www.integration.samhsa.gov/a_memo_of_understanding.pdf
http://www.integration.samhsa.gov/a_memo_of_understanding.pdf
http://www.integration.samhsa.gov/a_partnership_agreement.pdf
http://www.integration.samhsa.gov/a_partnership_agreement.pdf
http://www.integration.samhsa.gov/a_partnership_agreement.pdf
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Objective 9: ELECTIVE—QI/Change Management. 

a. Create a high functioning culture of Continuous Quality Improvement that uses formal 
documentation and collaboration to maximize processes and workflow 

b. Create a high functioning culture of Continuous Quality Improvement that uses data to 

maximize performance indicators  

Key Changes 

o Create a culture of Continuous Process Quality Improvement  
o Create a culture of Continuous Performance Quality Improvement 

 
Rationale: 

With the addition of Behavioral Health in a Primary Care practice, the need for a culture of continuous quality 

improvement is essential for success and integration. With such dynamic change happening at all levels and 

affecting everyone on the care team, there must be systems in place to add transparency, guarantee spread 

and sustainability and ensure a shared vision. 

 Improvement happens where a baseline is understood and a target is set. With the collection of data and 

using this knowledge to drive improvements it can be seen where work has progressed as well as where other 

gaps exist. With the improvement of culture and understanding of clinical flow comes a deeper sense of vision 

and action with a purpose.  

This objective will guide the practice through activities to support key changes in the Quality Improvement and 

Change Management portion of Behavioral Health Integration.  

As much of the organization as possible needs to be aware of performance on key indicators, reviewing 

information generated by a measure system (that provides data to stakeholders at every level in the 

organization), comparing it to clear standards set by management, and taking part in improvements devised in 

response.  

Your practice will select, test and implement changes within your practice, using data as a driver for improving 

outcomes and patient care. Using a balanced set of measures, your practice will learn how to analyze your 

current systems, make progress toward your goals, and maintain and sustain your quality improvement work.  

Accountability for performance improvement has become increasingly critical in health care and managing 

data is an essential part of performance improvement. Data used for the measurement of performance will 

allow your practice to see how well your current system is working and what happens when changes are 

applied to it. This involves collecting, tracking, analyzing, interpreting, and acting on data for a specific set of 

measures as selected by the practice. It enables your Quality Improvement (QI) team to identify and 

implement opportunities for improvements to its current care delivery system and to monitor progress as 

changes are applied, helping your QI team to understand whether the changes they are making are in fact 
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leading to improvement. Measuring inputs, processes and outcomes is a proactive, systematic approach to 

practice-level decisions for patient care and the delivery systems that support it.  

 

Key Changes Activities for Success Resources 

Create a culture of 
Continuous Process 

Quality Improvement  
 
 

Make a visibility board: 
Creating a robust, transparent feedback 

system will lead to an accountability 
system for tracking performance and a 
formal communication vehicle to spread 

measureable improvement aims. (This 
space will also come into use as you 
display data.) Chose a wall space in the 

practice to post Continuous 
Improvement activities such as process 
improvements and performance 

improvements 
 
Create a Shared Vision: 
Use this tool to walk the team through 

creating a shared vision 
 
Write and or update all job 

descriptions: 
All roles should be clearly defined and 
reflect involvement in introducing a 

particular intervention (Behavioral 
Health) and supporting ongoing 
improvement work. Use the examples of 

job descriptions to help write these with 
the inclusion of Behavioral Health and 
other Quality Improvement activities 
 

Require all staff receive Care Team 
Training: 
Using this care team training across all 

jobs ensures that everyone is sharing the 
understanding of the work as your vision 
Create a Clinical Workflow Plan: 

Ensure staff views QI as part of their job 
and have a stake in continually 
enhancing their performance with the 

intervention of Behavioral Health and 

Recommended 

 Ideas for Visibility Boards: Kaizen 
& Idea Boards Spotted at Society 

for Health Systems Conference 

 Creating a Shared Vision for 
Collaborative Care 

 Integrated Health Specialist Job 
Description 

 Care Manager Job Description 

 Care Team Training (For all 
Members of the Care Team)  

 Team Building and Workflow 
Guide to Assist in Workflow Plan: 

Clinical Workflow Plan  

 How to do a flowchart and link to 
Flowchart Template (at the 
bottom of article)    

What is a Process Flowchart? 

 Collaborative Care Administrative 
Readiness Checklist 

 

Supplemental: 
 

 Core Competencies for 
Interprofessional Collaborative 

Practice 

 Article with Tips for Providing 
Feedback to Front-Line Staff: 

Provide Feedback to Front-Line 
Staff 

 Complete the Learning Objectives 
for Care Manager Training: Care 

Manager Training 
 

 Complete the Learning Objectives 
for PCP Training: Primary Care 

Provider (PCP) Training 

http://www.leanblog.org/2013/03/kaizen-idea-boards-spotted-at-society-for-health-systems-conference/
http://www.leanblog.org/2013/03/kaizen-idea-boards-spotted-at-society-for-health-systems-conference/
http://www.leanblog.org/2013/03/kaizen-idea-boards-spotted-at-society-for-health-systems-conference/
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/care-team-training-all-members
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/care-team-training-all-members
http://asq.org/learn-about-quality/process-analysis-tools/overview/flowchart.html
http://www.ihi.org/resources/Pages/Changes/ProvideFeedbacktoFrontLineStaff.aspx
http://www.ihi.org/resources/Pages/Changes/ProvideFeedbacktoFrontLineStaff.aspx
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/care-manager-training
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/care-manager-training
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/primary-care-provider-pcp
https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/primary-care-provider-pcp
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other QI activities. Use this workflow 
plan tool to collaboratively create a plan 

 
Develop A Procedure Flowchart: 
Using the Clinical Workflow Plan, 

document the processes that surround 
the Behavioral Health workflows using 
this tool 
 

Create a Clinical Action Plan: 
Create opportunities for all stakeholders 
to express concerns about the 

improvement process, and to share 
ideas for improvement. Use this tool to 
assess readiness and administrative 

planning 
 
Supplemental: 

 
Improve Interprofessional Competency: 
Closely consider the composition and 

skill base of participating teams, and 
work to enhance confidence and core 
competencies. This article outlines the 
importance of understanding, trusting 

and respecting all professional 
competencies in the Medical 
Neighborhood 

 
Improve methods of Providing 
Feedback to Front-Line staff: Using the 

tips sections of this article, take action 
on one or more tips on providing 
feedback 

 
Learning Objectives to enhance 
Collaborative Care for Care Managers, 
PCP and Psychiatric Providers: Complete 

these Learning Objectives for the 
following roles in the practice. 

 Complete the Learning Objectives 
for Psychiatric Provider Training: 
Psychiatric Provider Training  

 
 

Create a culture of 
Continuous 

Performance Quality 
Improvement 

Collect, track and display data : 
Develop and document a process to 

collect data to support quality 
improvement. Utilize the visibility board 

Recommended 

 Simple Data Collection Planning 
Tool 

 

https://aims.uw.edu/collaborative-care/implementation-guide/build-your-clinical-skills/psychiatric-provider-training
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created and new process to track and 
display data 

 
Measure the effectiveness of Behavioral 
Health Integration: 

This case study is intended to help guide 
you through one way of measuring the 
effectiveness of Behavioral Health  
 

Review, track changes and identify gaps 
using data : 
Develop and document a process to 

review performance data, track changes, 
and identify gaps in care. It’s important 
to not only take action on this but to 

display it to ensure all staff is engaged 
 
Supplemental: 

Data can overwhelm and seem like a 
foreign language until you are 
comfortable with it and understand it 

well. This video is intended to help 
understand the collection and tracking 
process 

 

 Measuring the Effectiveness of 
Behavioral Health Management 

 
 

 Article on Understanding 
Variation in Data Understanding 

Variation in Data 
 

Supplemental: 

 Run Chart Video Run Charts on a 
Whiteboard 

 

 

  

http://www.ihi.org/resources/Pages/ImprovementStories/UnderstandVariationinData.aspx
http://www.ihi.org/resources/Pages/ImprovementStories/UnderstandVariationinData.aspx
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/CourseraVideo11.aspx
http://www.ihi.org/education/IHIOpenSchool/resources/Pages/CourseraVideo11.aspx
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IV. Resources and Tools 

Self-Assessment Tools 

Co-EARTH Self-Assessment and Action Plan  

Primary care behavioral readiness tool  

Videos 

Strategic planning and value creation in integrated healthcare 

Importance of systematic screening 

Guidelines 

Depression in adults: diagnosis & treatment guideline  

Patient Health Questionnaire (PHQ-9) 

Generalized Anxiety Disorder scale (GAD-2) 

Generalized Anxiety Disorder scale (GAD-7) 

Saint Louis University Mental Status (SLUMS) Examination 

Edinburgh Postnatal Depression Scale (EPDS) 

The Mood Disorder Questionnaire (MDQ) 

Vanderbilt ADHD Diagnostic Teacher Rating Scale 

Vanderbilt ADHD Diagnostic Parent Rating Scale  

Screening Tools 

Patient Health Questionnaire (PHQ-2) 

IPAT  

Integrated Practice Assessment Tool (IPAT) 

Blogs 

Articles 

Tables 

http://pcpci.org/file/364
http://bit.ly/1I8Pb5z
https://www.youtube.com/watch?v=Ri0Sl4TL2es
http://bit.ly/1MfeYMh
http://1.usa.gov/1ljT50l
http://1.usa.gov/1HDExjC
http://bit.ly/1faV8Uf
http://bit.ly/1I8PnC4
http://bit.ly/1MagdeI
http://bit.ly/1CH1BBI
http://www.uwmedicine.org/neighborhood-clinics/Documents/04VanAssesScaleTeachInfor.pdf
http://www.uwmedicine.org/neighborhood-clinics/Documents/03VanAssesScaleParent%20Infor.pdf
http://1.usa.gov/1HVIbET
http://www.integration.samhsa.gov/IPAT_integrated_practice_assessment_tool.pdf
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Presentations  

Video: Strategic Planning and Value Creation in Integrated Healthcare A-8 

Video: Importance of Systematic Screening 

Brief Guideline:  Depression in Adults: Diagnosis & Treatment Guideline 

PDF: Addressing Adverse Childhood Experiences and Other Types of Trauma B-7  

Webinar: Overcoming Legal Barriers to Collaboration among Providers  C-7 

PDF: Collaborative Care: Aids to Navigation B-9 

Video: What Is It Like Working in Integrated Care? C-7 

Video: Successful Integration Requires Teamwork B-8 

Video: Implementation of Measurement-Based Practices for Providers B-7 

Video: Three Pillars of Successful Integrated Care B-4 

Guidebook: AHRQ Guidebook for Best Practices A-5 

Table: Six Levels of Collaboration/Integration: Descriptions and Key Differences B-7 

Article: Integrating a Behavioral Health Specialist into Your Practice A-8 

Presentation: Explanation of the Core Issues in Successful Integration C-8 

Video: Translating Research Evidence into Daily Practice B-5 

Video: Importance of Solid Collaborative Care Team B-7 

Video: Integration as Comprehensive Patient Care C-5 

Video: The Right Person to Work in Integrated Care C-6 

Blog: Blog on a Therapist Adapting to Primary Care D-5 

Screening Tool: Edinburgh Postnatal Depression Scale (EPDS)  

Screening Tool: GAD-2  

Screening Tool: GAD-7  

Screening Tool: MDQ: The Mood Disorder Questionnaire  

http://bit.ly/1I8Pb5z
https://www.youtube.com/watch?v=Ri0Sl4TL2es
http://bit.ly/1MfeYMh
http://bit.ly/1HzavzV
http://bit.ly/1RE6AJM
http://www.advancingcaretogether.org/pdfs/IntegCare%20AidsNavigation(c)%20909.pdf
https://www.youtube.com/watch?v=DZ65xf_-7vE&index=3&list=PL1E4E5EA50A71FFA7
https://www.youtube.com/watch?v=ZWe6-0IAfOY
https://www.youtube.com/watch?v=xDDUjouExFE
https://www.youtube.com/watch?v=FPFdC7k-GMI
http://integrationacademy.ahrq.gov/sites/default/files/AHRQ_AcademyGuidebook.pdf
http://www.integration.samhsa.gov/integrated-care-models/CIHS_Framework_Final_charts.pdf
http://www.aafp.org/fpm/2011/0100/p18.pdf
http://www.cbhc.org/news/wp-content/uploads/2010/07/Sessions-04-304.pdf
https://www.youtube.com/watch?v=x-CSnQ9rli8
https://www.youtube.com/watch?v=zfzl85uNpVg
https://www.youtube.com/watch?v=d2-eoYKDqqg
https://www.youtube.com/watch?v=IFFYkB6n-_g&index=4&list=PL1E4E5EA50A71FFA7
http://collaborativecare.typepad.com/
http://bit.ly/1MagdeI
http://1.usa.gov/1HDExjC
http://bit.ly/1faV8Uf
http://bit.ly/1CH1BBI
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Vanderbilt Assessment for ADHD 

 Vanderbilt ADHD Diagnostic Teacher Rating Scale 

Vanderbilt ADHD Diagnostic Parent Rating Scale 

Screening Tool: Saint Louis University Mental Status (SLUMS) Examination  

Screening Tool: Alcohol Use Disorders Identification Test (AUDIT)  

Substance Abuse Screening Tool: The CAGE Questionnaire  

Screening Tool: Drug Abuse Screening Test (DAST-10)  

http://www.uwmedicine.org/neighborhood-clinics/Documents/04VanAssesScaleTeachInfor.pdf
http://www.uwmedicine.org/neighborhood-clinics/Documents/03VanAssesScaleParent%20Infor.pdf
http://bit.ly/1I8PnC4
http://1.usa.gov/1CLVgVc
http://bit.ly/1HzamMC
http://bit.ly/1CLVoEd

