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Our Work in the Community

193,904 Total Visits in 2014

J 24,534 patients served

13,161 patients served in language other than
English

6,379 patients are agricultural workers or
dependents

5,371 patients are uninsured

4 8 total sites in Napa County

d 1 site in Solano County
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SAMHSA 6 Levels of Integration

Table 1. Six Levels of Collaboration/Integration (Core Descriptions)

INTEGRATED
KEY ELEMENT: PRACTICE CHANGE

CO-LOCATED
KEY ELEMENT: PHYSICAL PROXIMITY

COORDINATED
KEY ELEMENT: COMMUNICATION

ary care and other healthcare providers work:

In same space within the
same facility, sharing all
practice space, where

In same space within
the same facility (some
shared space), where

In same space within the
same facility, where they:

In same facility not
necessarily same offices,
where they:

In separate facilities,
where they:

In separate facilities,
where they:

Have separate systems

Communicate about cases
only rarely and under
compelling circumstances

» Communicate, driven by
provider need

May never meet in person

Have limited understand-
ing of each other’s roles

Have separate systems

Communicate periodically
about shared patients

Communicate, driven by
specific patient issues

May meet as part of larger
community

Appreciate each other’s
roles as resources

Have separate systems

» Communicate regularly

about shared patients, by
phone or e-mail

Collaborate, driven by
need for each other’s
services and more reliable
referral

Meet occasionally to
discuss cases due to close
proximity

Feel part of a larger yet
ill-defined team

Share some systems, like
scheduling or medical
records

Communicate in person
as needed

Collaborate, driven by
need for consultation and
coordinated plans for
difficult patients

Have regular face-to-face
interactions about some
patients

Have a basic

understanding of roles
and culture

they:

Actively seek system
solutions together or
develop work-a-rounds

Communicate frequently
in person

Collaborate, driven by
desire to be a member of
the care team

Have regular team
meetings to discuss overall
patient care and specific
patient issues

Have an in-depth un-
derstanding of roles and
culture

they:

Have resolved most or all
system issues, functioning
as one integrated system

Communicate consistently
at the system, team and
individual levels

Collaborate, driven by
shared concept of team
care

Have formal and informal
meetings to support
integrated model of care

Have roles and cultures
that blur or blend




Integrated Sites

Napa Medical: Pear Tree Lane
dWarm Handoffs
dBrief Therapy
dPsychiatry
JCo-located services
> psychiatry
» specialty mental health
» Alcohol and Drug Services
» Pre-crisis services
JdComprehensive Perinatal Services Program
dGroups
JBH Care Coordination
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Integrated Sites

Woman’s Health Services: Napa

dWHOs
dBrief Therapy

County Campus: Napa
dWHOs
dBrief Therapy
dCare Coordination
» Patients with chronic illness (diabetes, heart
disease, obesity and SMI or Addiction)
dCollaboration with County Services

dShared patient information
JOLE Health Provider is ADS Medical Director

HEALTH



Integrated Sites

Homeless Shelter
dPrimary Care
dWHOs
dSmall amount of brief therapy

St. Helena

dPsychiatry
dCo-located specialty mental health

Fairfield
AWHOs
dBrief Therapy
dDental
UBH Care Coordination
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Snapshot of BH Integration

Screens
PHQ2, GAD2 with each primary care visit (MAs)
PHQ9, GAD7 and Audit-C with each BH visit
WHOs (MFTi)
Brief Therapy (LCSW)

1-6 sessions
UMild to Moderate
QEpisodes of Care
LProviders use evidence-based modalities: motivational
interviewing, problem-solving therapy, CBT
Psychiatry (Psych NP and Co-located psychiatrist)
UMild to Moderate
dPsychiatrist works as consultant
Specialty MH (Co-located MFT, LCSW)
(Moderate needing longer-term care
16 - 20 sessions
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Screens: PHQ2, GAD2; {PHQY, GAD7, AUDIT-C}

PHCL2 S Rescreen at next
aceru; 1arz
PHC-9
- - - - ¥
nEld Moderately
S s rpiore PHa™S Soave 15- Severs
PHO-9 score D-4 sy'rnpt{P:rmi 14 19 PHO-9 score 20-
Almost no - _ . Major Depressive 27
iy ol e o q
dapransive B Gn e “Epiode Mejor Beprossive
SYMIPLOIMS n . L maderate; pisode (severs
h.lapéljiepresse ive Mild symptoms hModerate-seveans
L3 symptoms
h . i
Suicide Risk Assessment (Columbia screen)
r h
- Cantact BH
prowider for
WHC,
- Depending on
- Cantact BH Cocm o
- Contact BH ":""'“"'“"' n—,nl::"r:'n'ur-d
- Contaet BH -
I:antar:t::mlnl- Rronider for ol [ IS L DR - Others stvould e
if sy mptoms 1:"'0- - Schedule OH;HM':""""‘ referned owt far
WSS, - res COEE sassion with OH or oMy sarvices,
Fra-scrasn with with OH BH. BH providar o s vy - Cansidar nefarral
PHQS at next - ?:.‘c’::."";!"" o Rre-zcreen with e i Ao Community
appelntrent . 1o PHQS at sach E S e L Conmections
ppoimtmaent el | FPHOE at aach . n
R - BH provider ey
sae patient unil
the patient
maachaes thalr
conty
Appointrnant.
 yes to questions 4: Refer io psychiatrist or psychiatric nurse practitioner. Consider referral to Community
‘Connections Metwork. Dewvelop safety plan. IT CCHN not available, follow up with patient within two-three days either by
phome or by appointment.
I yes to question 5 Refer to Crisis or Community Connections. Refer to psychiatry eithar at OLE Health or community

parmer. Develop safety plan.  Follow up with patient naxt day by phome or appointmeant.

If yes to question 6 and within the last three months:, Refer 1o psychiatry. Consider referral to Com
ions Metwork., Develop safety plan. 1T CCHN not available, follow up with patient within two-three days either by

phome or by appointment.

If yes to guestion & and within last three weeks: Assess for safety, Refer to psychiatry and Community Connections.

Devalop safety plan, If CCN nat available, follow up with. patient within twvo-three days either by phone or by appointment.
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Snapshot of BH Integration

Groups (MFTi, ACSW)

dDepression support groups (Spanish and English)
dChronic pain support group

SBIRT( Psych NP, Psychiatrist, LCSW)
Utilization Review

Communication
LUEMR (eClinical Works)
U Curbside consultations
dTeam meetings

Opioid Oversite Committee
Workforce
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Internal Referrals

Behavioral Health Provider

dMost anyone can schedule or refer

Psych Nurse Practitioner
dProvider refers; Most anyone can schedule
d Med management and therapy
Co-located specialty MH therapist
dProvider refers; Screened by BH Manager prior to
scheduling
Groups
Referral process dependent on group
Psychiatrist
dProvider can refer
dScheduled by Integrated Care Coordinator
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Psychiatric Referral back to PCP

Patient will see the psychiatrist/psych NP until the following occurs:

O Patient is stable on medication regime (No medication changes in at least 2 visits)
[ There is a clear reduction in symptoms present when referred.

Q And/or

O There is a statistically reliable change in PHQ 9 score > 6pts

O There is a statistically reliable change in GAD7 2 4pts

Recovery is defined as movement to a score below caseness from a score of caseness or above.

“ L
_DepreSSion - ) )

AD-7 Generalized anxiety disorder 0-21 8 >4
(and unspecified anxiety

problems)
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External referrals

Psychiatry
dModerate to severe
(ANeed longer term care
» County Med Clinic
= Fast Track
Therapy (Group and Individual)
(dModerate to severe
JMild to moderate but may benefit from longer-term care
» County Access
» Beacon Programs
Alcohol and Drug
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OLE Health/Aldea Collaboration
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OLE Health/Aldea Collaboration

1 Collaboration with Aldea in Solano County
 Share the same building
1 Aldea patients check-in at OLE Health prior to their MH
appointment
[ Care Coordinator is an Aldea employee
» Works closely with OLE Health BH provider
» Performs WHOs
» Oversees all BH referrals
 Aldea patients ( especially foster care children) utilize OLE
Health for primary care.
d Administrative Collaboration
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BH Integration Initiative

Partner agencies: Aldea, Mentis, Napa County Health and Human
Services and OLE
Form a Policy Council
Develop a model of cross-agency integration
Utilize a care coordinator to:
» Opversee all outgoing referrals
» Coordinate care and track outcomes for a defined target
population of Patients with Depression and Diabetes

coo O

L

Implement a mechanism to exchange patient health information
electronically

J Form a operational workgroup to oversee care coordinator
workflow
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Tracking referral data

January-December 2015
(Q1+Q2+Q3+Q4)

Outcome(s) of Referral(s)

Number of
Agency Name
Referrals )
Did not receive Average Wait
Received Services . No info/Outcome Unknown Time (calendar
services
days)

Aldea 158 1 49 31.0% 109 69.0% 0 0.0% 48
SOAR 9 0 2 22.2% 7 77.8% 0 0.0% 20
Aldea co-located
therapist 77 0 48 62.3% 29 37.7% 0 0.0% 32
NCMH Access- Adult
Med Clinic 71 4 34 479% 37 52.1% 0 0.0% 27
NCMH Access-Adult
Therapy 54 0 8 14.8% 46 85.2% 0 0.0% 41
NCMH Children's Unit
(Psychiatric Services) 10 0 5 50.0% 5 50.0% 0 0.0% 41
NCMH Children's Unit
(Therapy Services) 31 1 8 25.8% 23 74.2% 0 0.0% 45
Alcohol & Drug Services 87 0 9 10.3% 78 89.7% 5 5.7% 8
Community Connection
Network 63 1 37 58.7% 26 41.3% 0 0.0% 2
Mentis 292 3 90 30.8% 202 69.2% 0 0.0% 51
Mentis co-located
s 20 0 11 550% 9 45.0% 0 0.0% 16
Mentis
Medi-Medi 29 0 3 103% 26 89.7% 0 0.0% 71
Total 901 10 304 33.7% 597 66.3% 5 0.6% 26

January-October 2014
Total 374 44 125 33.40% 200 53.50%




Tracking referral data

January-December 2015 (Q1+Q2+Q3+Q4)

. . . Client
AgencyName D[t bymeto  Dedned Mot oy endin
Service

Aldea 109 21 29 6 0 53
SOAR 7 1 5 0 0 1
Aldea co-located therapist

29 5 6 0 0 18
NCMH Access- Adult Med
Clinic 37 4 19 6 0 8
NCMH Access-Adult
Therapy 46 5 29 2 0 10
NCMH Children's Unit
(Psychiatric Services) 5 2 0 0 0 3
NCMH Children's Unit
(Therapy Services) 23 2 11 4 0 6
Alcohol & Drug Services 78 6 62 6 0
Community Connection
Network 26 9 14 2 0 1
Mentis 202 69 42 5 1 85
Mentis co-located
therapist 9 1 3 0 0 5
Mentis
Medi-Medi 26 0 16 1 0 9
Total 597 125 236 32 1 203
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Co-located services vs onsite services

70
(=1
50
a0 -
W Service co-located at OLE

30 Health
20 A W service located at
10 - community parther site
D -

% Did not % no % % wait

receive contact declined  listed

SERyiCes
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BH Care Coordinator workflow

Behavioral Health Care Coordination

Meet with
Plan to maeet with patiart in exam
patient after OV Rl room or consult
room
Yes
Gather
infermatian
-Last
apponiment —
~Last PHOS
-Goals ‘r
=Clinical contact
CC will:
-Explain Cara Team
I mat approach - GG will send TE!
. appointent P -Datarming basaline: template to OLE
within 21 days? ox PHQS Sehedule follow- Health Providers
ornis Eocial determinants wp appaintment - Sand clinical cantact
=Re-rafer pis not s = in 2 weeks. = (wirtual CT) baseline
engaged (Phona call or Irtaamatian
-Develop brisf action F = St up monthly
plan [goals to be in ‘weith wirtieal
Determine reasan pi’s own words) cT
na longer active <Develop social
EXISTING REFERRAL detenminants goal.
f )
etermine reason pt did no
Did patient follow Fallaw thu. Y
threugh with BH Re-refar i pt is still interestad
reforrall? Address barrisrs fo Phone call te PT
appaimimant (Resend lab seript
Determine next GLE appt on all phone calls)
Docurnert in eCW
MNEW REFERRAL r
Phore call * CC will review:
to Pt -Actic
Pt= ID wl DM & Dap Sl
CC will previde: (Ask pt bast# and fims to :l: “ﬂ.r?’m
X Mo cantact health education to el UL
— — incrasss heatt literacy -Upeaming appeintments Health praviders
1 fwill use “taach back") Explore any barriers ta -Sand Care Plan to
» CC leaves vm up 1 cars for those apphe Virtual Care Team
CC Mests with pt after OV o 3X -Davalop strataghes o
= Explain referral Fallow existing . CE sends letter 1 barriers
-AsseRs potantial barriers | referral process par - CC attempts fo 1
far follow thraugh to the cateh pt during 1
referral appoinimen naxt maedical OV 1
1
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BH Integration Initiative next steps

O Expand care screening and referral practices to other patient populations
» Other chronic conditions
» Children at-risk for diabetes and depression
» Stable SMI clients that need primary care
O Expand chronic disease focus to “prevention” focus by including
smoking cessation; depression screening for adolescents, etc.
O Perform medication reconciliation during care transitions between
hospital and primary care home
O Support patient self-management
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BH Integration Initiative next steps

O Expand role of hospitals/urgent care for transitions back to primary care
home
O Expand the range of outcome measures:
» Decreased number of inpatient admissions
> Decreased use of ER visits
» Improved patient experience scores
» Enhanced communication with their PCP and/or care coordinator
» Improved patient understanding of their condition and how to best
self manage it
O Establish the business case for the model and enlist additional
community partners
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Moving Forward with Integration

d Behavioral Health included in chronic disease clinical
pathways
» Currently collaborating with Nutrition
d Team meetings
d Developing medication guidelines
d Training
4 Additional groups
d Increased workforce
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