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Coordinator:
Welcome and thank you for standing by. At this time all participants will be in a listen-only mode until the question and answer session.


To ask a question at that time please press star then 1. Today's conference is being recorded. If you have any objections you may disconnect at this time.


And now I'd like to turn the meeting over to Mr. Mark Yanick.

Mark Yanick:
Thank you (Becca). Good afternoon everyone and welcome to the BPHC Enrichment Series for Grantee Sessions entitled the Value of Psychologists and Health Centers.


My name is Mark Yanick. I'm a Public Health Analyst with the Office of Training and Technical Assistance Coordination here at BPHC.


In this particular session we will look at the specific role and value of psychologists providing services and/or consultation in health centers.


Specifically we'll look at how psychologists contribute to quality of care as well as the financial benefit to health centers.


You will first hear from Jim Macrae who is Associate Administrator for the Bureau of Primary Health care here at HRSA who will discuss the importance of the integration of behavior health services and primary care and the relation to BIPICS quality initiatives.


Next you'll hear from Dr. Chris Bersani, who is a Public Health Analyst and a licensed Psychologist in the Office of Regional Operations in Boston from HRSA.


And then later in the call you will hear from Dr. Parinda Khatri, who is a Psychologist and who is Director of Integrated Services with Cherokee Health Systems which is a HRSA health center grantee that serves as an excellent model for the integrating of primary behavioral healthcare and implementing the services of psychologists into a clinic’s multidisciplinary healthcare model.


And finally we have Tracey Orloff who is Director of the Bureau of Primary Healthcare's Office of Training and Technical Assistance and Coordination.


And Tracey will review some of the HRSA resources for grantees on the primary and behavior health integration. And I would now like to turn the call over to Jim Macrae.

Jim Macrae:
Thanks Mark and good afternoon and good morning to those who are out on the West Coast. We are so happy that you were able to join us on a Monday afternoon or Monday morning. We really think this is an important topic and are very thrilled to have our special guests participate with us today.


Today's session is a collaborative effort as you heard Mark say. It's really a collaborative effort for different teams within the Bureau of Primary Healthcare including our Office of Special Population Health and our Office of Training and Technical Assistance Coordination.


But it's also a partnership and a collaboration with HRSA’s Office of Special Health Affairs and our own HRSA office of regional operations. And you'll hear from many of those folks on the call today.


As you all know the integration of behavioral health into primary care is a key fundamental expectation and really I think impact in terms of people's health.


We see this as part of HRSA’s ongoing work with health centers in the integration of behavioral health and primary care.


And why particular do our patients need this integration of services? It's because and you know it firsthand that behavior health concerns are interwoven with physical health concerns.


Providing behavioral healthcare in a primary care setting also could help reduce stigma and discrimination associated with having a mental health or substance abuse issue.


A treatment for common behavioral health disorders in a primary care setting is also a cost effective and efficient way of improving health outcomes.


Many of us know that it’s often difficult for folks to come potentially to a mental health center to receive care.


But being able to come to a primary care setting their behavior health needs can be identified, treated and actually in some cases cured or at least managed and controlled.


And in particular I think we all know from our day to day work that behavior health has such an impact on physical health and vice versa.


And being able to treat it in a primary care setting really does make sense in terms of providing care to our patients.


In fact you understand this connection dramatically. In the past two years health centers have experienced a dramatic increase in the number of people receiving mental health services in our centers and sites.


Just to give you his sense of perspective in 2008 health centers provided mental health services to about 677,000 people across the country providing almost three million behavioral health visits.


By 2010 this number had actually jumped to $853,000 people nationally with over 4.2 million patient visits.


Just to give you a sense of perspective that's an almost 26% increase in the number of patients and almost a 40% increase in the number of mental health visits that health centers have provided just in the last two years.


Currently about 2/3 of our health centers provide mental health services either on-site or through paid referral and about 1/3 provide substance abuse services either on-site or by paid referral.


Even so however many of you have asked for additional help on different models for providing care in a primary care setting.


And in particular how do you best integrate behavioral health with primary care both in terms of provision of services to patients as well as the integration of staff and resources?

One of the ways that we've tried to identify that need and have really reached out to our colleagues in SAMHSA, the Substance Abuse and Mental Health Services Administration is through a cooperative agreement with the center for integrated health solutions.


This is run actually by the National Council for the Community of Behavioral Healthcare.

This particular cooperative agreement promotes the development of integrated primary behavioral health services to address the needs of individuals of mental health and substance use conditions whether seen at a specialty behavioral health setting or in a primary care setting.


This cooperative agreement we really see is one of the key mechanisms for providing some of that information and resources on innovative models.


Now in terms of today is called we’re focusing on the role of psychologists in health centers. This is a relatively new area for us.


As you I think are also aware health centers have traditionally and I would say very successfully utilized clinical social workers and even psychiatrists in primary care settings. And we continue to encourage their use because these professionals provide excellent care in really appropriate settings.


But many of you have asked recently about what about the role of clinical psychologist in a health center?

Can they be utilized actually in the health centers setting? Are there any advantages to adding them to the care team of mental health and substance abuse providers?


And are there any added reimbursement opportunities with respect to adding a clinical psychologist to our either behavioral health team or the overall primary care team?


And that's really the focus of today's call is to look at how best to utilize a psychologist in a health center setting. And you'll hear from a couple of experts in terms of how it's been done.

And so we'll encourage you to just listen and see if this might be of potential in terms of your particular center and most importantly for the needs of your patients.


We hope you find this call informative and enlightening and encourage you to share your success stories with your project officer as well with Mark Yanick in our Office of Technical Assistance Coordination. His email is actually at the end of today's slide presentation.

With that I'll turn it over to Chris Bersani. Chris?

Dr. Chris Bersani:
Thank you Jim and good afternoon, good morning to all of you. I'm Chris Bersani. I'm a Senior Public Health Analyst with HRSA working within the Office of Regional Operations in the Boston Regional Division.


I'm also a clinical psychologist. So this topic of this enrichment program is very near and dear to my heart.


I would like to first and foremost thank the leadership of HRSA and the Bureau of Primary Healthcare, Dr. (Barry Waitfield), Marcia Brand, Jim Macrae, and Tracey Orloff for identifying behavioral health as a priority area for the bureau in selecting this important topic for one of the enrichment programs.


A word of caution for you, I will be going to my portion of this presentation at a brisk pace since in my opinion the most salient component of this hour will be spent presenting by Dr. Parinda Khatri from the Cherokee Health Systems who will be presenting on their comprehensive integrative behavioral health program and the versatile use of psychologists.


On that note I do want to acknowledge all of the health centers who are doing phenomenal things with regard to integration of behavior health in a primary care.


This is truly a monumental revolution in healthcare and you can all take pride in being contributors to this movement.


I'd like to turn your attention to the PowerPoint slide presentation that you have in front of you.

And if you turn to Slide Number 2 this will - this provides an overview of the learning objectives which is essentially to identify the role of psychologists in healthcare settings and the significance of integrating primary care and behavioral to review key statistics of psychologists working in health centers and to learn about specific services provided by psychologists and how their services benefit health centers by improving quality of care, access to care, and enhancing the financial efficiency of health centers.


We will also review resources for health centers wishing to explore the option of having psychologists on their healthcare team.


Slide 3 indicates the sequence of our presentation today. First we will provide some key statistics and background.


Then Dr. Khatri from Cherokee Health Systems will present their use of psychologists. And finally Tracey Orloff will highlight some HRSA resources regarding behavioral health activities.


Finally we will try to preserve some time at the end of the session for a Q&A segment.


Slide 4 shows some key statistics in UDS in 2009 with regard to behavioral health workforce.


In 2009 there were 319 full-time psychologists employed by FQHCs that resulted in close to 30 - 350,000 visits.


If we break down the behavioral health providers by discipline we see that we have about the same number of psychiatrists and psychologists, approximately 1000 clinical social workers, about 800 other licensed mental health providers and another 800 substance abuse providers.


By the way, let me reemphasize what Jim mentioned earlier that each of these behavioral health disciplines are fantastic additions to any healthcare team.


But for the purposes of today's enrichment session we will focus primarily on the discipline of psychology and the specific contributions psychologists can make to your organizations.


Slide 5 highlights the findings of a 2010 assessment of behavioral health services provided by the National Association of Community Health Centers.


Of the 1000 FQHCs who responded to this survey psychologists were found in 112 and comprise about 8.6% of the total specialty behavioral health FTEs reported.


Thirteen point two percent of the FQHCs in the survey serve as training sites for psychologists.

The survey found the need for psychologists in health centers that have a high rate of pediatric activity and a higher need for psychological testing for early-onset disorders such as attention deficit and hyperactivity disorder.


NAC identified a challenge, that is the lack of licensed psychologists providing services in these FQHCs.


That is we have a significant room for growth in the utilization of psychologists in our health centers.


Slide 6 identifies value-added from psychologists - psychology services including enhanced collaboration between health professionals which leads to a more complete understanding of the patient's needs and subsequent improved health outcomes.


Indeed we know that inter-disciplinary or coordinated care enables healthy behaviors as well as patient compliance and/or collaboration. And this ultimately saves time and money and improves care.


Furthermore because of their education, clinical training, and diverse skill sets psychologists are likely to address the special behavior health needs of the underserved and provide support through clinical interventions for patients struggling with chronic illnesses.


Slide 7 outlines some of the benefits of having psychologists in health center settings including the fact that behavior health factors play a significant role in prevention, diagnosis and treatment in 70% of chronic illnesses.


Also 70% of primary care visits have a significant psychological component and depression is prevalent in over 20% of the patients with chronic or terminal illnesses.


We also know that physical, emotional, and interpersonal problems are associated with substance abuse and that screening and intervention of substance abuse in a primary care setting reduces substance abuse and decreases the demand on a primary care workforce that as you all know too well is limited to begin with.


Turning to Slide 8 we focus on one of HRSA’s primary missions which is to increase access to care.

Having a psychologist on your primary care team leads to 50% better access to behavioral healthcare if it is offered in a primary care setting.


Patients are more comfortable when behavioral health services are offered in a primary care setting. That is behavioral healthcare in a medical setting is a better cultural fit for many patients.


Not only does the use of behavioral health providers in a primary care setting increase access for behavioral health but behavioral health clinicians also free up time for primary care providers to spend time with other patients subsequently enhancing primary care access while improving patient satisfaction.


It has also been found that care management is more effective when done by professionals with behavioral health skills.


In Slide 9 we get a bit more specific about the types of services provided by psychologists in a community healthcare setting.


Psychologists are versatile group in terms of the range of services they provide which includes the administration of psychological assessments, evaluation and diagnosis, counseling and psycho-education, behavioral interventions including psychotherapy in an individual group or family setting.


Psychologists also manage patients with mental health - with any mental health diagnosis the most prominent in a primary care setting at this time being depression. And some psychologists can prescribe psychotropic medications.


Psychologists also provide consultation to primary and specialty care providers and may possess research skills that might assist in identifying best practices for your organization.


Slide 10 illustrates another bottom-line issue, potential financial benefits of psychologists in community healthcare settings.


Administration of various forms of therapy can be less expensive with a psychologist in comparison to a psychiatrist.


And in some states as I mentioned before, currently the states of New Mexico and Louisiana, psychologists are able to prescribe psychotropic medications for easier access and more cost efficient alternative to psychopharmacological services in these states.


This is a good place to note also that clinical psychologists are one of the categories that Medicare and all state Medicaid programs are required to cover when they provide services through a federally qualified health center.


As you know as we've mentioned before there are many valuable mental health professionals with many different types of credentials.


So common issue regarding mental health services provided at FQHCs is which ones Medicare or Medicaid will cover.


Under Medicare only two types of mental health professionals are definitely covered right now. That's clinical psychologists and clinical social workers.


All Medicaid programs must cover these two types of providers. One may provide services through an FQHC.


The state may also choose to cover other types of mental health providers such as licensed professional counselors, marriage and family therapists and others.


However as a budget get tighter many states may restrict the types of mental health providers they cover under Medicaid.


This is making clinical psychologists and clinical social workers at this time even more important in some ways to health centers as coverage for their services cannot be eliminated under either program.


Slide 11 highlights other potential rules for psychologists under - including care management, grief therapy, behavioral medicine, relaxation, biofeedback, hypnosis, health behavior change, substance abuse counseling, child development consultation, patient education, community outreach, and even organizational transformation.


Let me highlight that these are not necessarily specialties of all psychologists but some are trained in these specific areas and can be a tremendous benefit your organization.


So how do we get psychologists to the healthcare - health center system? There's already some tremendous resources available and some great way to market psychologists.


Slide 12 touches on recruitment incentives and resources related to psychologists in health centers.

First of all we want to highlight that the American Psychological Association has approved federally qualified health centers to serve as training sites for psychology students.


And community health centers can post vacancies with the American Psychological Association and their respective state psychological associations.


As you'll hear from Dr. Khatri later I believe that offering the training is a very big avenue towards getting more psychologists into our system.


A selling point in recruiting early career psychologists is the fact that working in a health center practice requires very little or no startup costs or other ownership responsibilities that would accompany say a private practice.


Two federal programs that provide incentives for psychology recruitment include the National Health Service Corps loan repayment program and the Federal Tort Claim Act Medical Malpractice Program.


I'm not going to go into great detail about either of these but I did provide some slides with that where you can obtain more information.


Slide 13 provides key information on the National Health Service Corp loan repayment program which has redoubled their efforts in recruiting behavioral health specialists including psychologists.


The Web site is provided for those who do not already have it in their Favorites in their browser. Truly I recommend that because you'll be doing your organization a huge service by becoming familiar with what the National Health Service Corps offers to psychologists and other providers in marketing these opportunities to potential candidates for your organizations.


Slide 14 provides information on the value of the Federal Tort Claim Act to psychologists who work in federally qualified health centers.


This medical malpractice protection is an incredibly attractive benefit in that it allows psychologists to avoid purchasing malpractice coverage in a commercial marketplace freeing them up - freeing the psychologist up to see vulnerable populations while limiting some of the peripheral concerns.


The FTCA Web site is also listed for your reference. I'd like to transition now to the portion of the presentation in which Health Center presents their use of psychologists and their successful integration of psychologists into primary care.


But before I do that I'd like to ask the operator to open it up for two questions.

Coordinator:
Thank you. If you'd like to ask a question please press star 1, un-mute your phone and record your name when prompted.


To withdraw your request you may press star 2. Once again to ask a question please press star 1.


First question will come from Dr. John Bachman. Your line is open.

Dr. John Bachman:
Good day, thanks for this presentation, very interesting. I'm a psychologist working in the FQHC in Placerville, California.


Here's my question. We've been reluctant to bring on psychology students although we have many who have asked about an internships training here because we don't know how to pay for them in the sense that there is no reimbursement for unlicensed psychologists.


Any light that you could shed on this would be appreciated. Thanks.

Dr. Chris Bersani:
I'm actually if you don't mind I wouldn't mind deferring that to Dr. Khatri because she actually works in a training setting.


I do believe that there's different ways in which you can do that. We also have Dr. Andrea Auxier who’s on the phone as well who’s not going to be able to present today based on time limitation.


But both of them have different systems in which that they are able to financially manage the entity the training program.


So if you don't mind...
Dr. John Bachman:
Thank you.

Dr. Chris Bersani:
...I’m going to defer that and I'll remind them of that question as we move forward in the presentation. But thank you -- very good question.

Coordinator:
The next question will come from I believe Jeff Temple. Your line is open.

Jeff Temple:
Hi. This is Jeff Temple. I'm at UTMB in Galveston. And I had a question about the more specifics in terms of financials and what psychology can bring to health centers.


So, you know, I get all this. I think we as psychologists understand why we benefit the bottom line.


But how do we - is there anything out there that we could communicate, you know, X number of dollars saved or X number of dollars earned by psychologists? So I'll turn it over to you. And thank you all for this presentation.

Dr. Chris Bersani:
Okay thank you first of all for all the work that you guys do and also for those excellent questions.

The - I think that there is some research out there in general with primary care settings.


I'm not sure that there's been anything specific to FQHC only with regard to exact numbers with regard to financial benefits.


I think that I certainly know that from a - from the stories that we certainly hear in this region and throughout the country a lot of the financial benefits come from the primary care side of the house in that you're not necessarily going to see significant financial benefits specifically from behavioral health, billing, coding, and all that. And again I will defer some of that to our experts who are actually doing the work.


But it seems that the primary financial gains come from the primary care side of the house in terms of their productivity as well as retention of those services because the providers are just a happier group of people working in those settings.


But again with those two fantastic questions in mind I am going to turn it over to Dr. Khatri who can talk a little bit more about her specific experiences.


And I want to just introduce her and simultaneously thank Dr. Khatri for the Director of Integrated Care with the Cherokee Health Systems for volunteering her time to present today.


She has earned her PhD in Psychology at UNC Chapel Hill and completed her postdoctoral fellowship in behavioral medicine at Duke University Medical Center.


She has been an integral part of the Cherokee Health Systems development into one of the leading integrative behavioral health systems in the nation.


There's much more to say about Dr. Khatri’s career from a clinical research and administrative leadership perspective. But in the interest of time I will just say thank you and welcome.

Dr. Parinda Khatri:
Thank you very much. I am absolutely delighted to be asked to participate in this call. It is wonderful to be able to speak with other health centers across the country who are just doing fabulous work to meet the needs of their communities.


And I certainly feel honored to be able to share a little bit of our story as HRSA tries to continue to enhance the quality of care we provide in this country.


I'm going to start with our first slide, Slide Number 16 with our mission. One - I think one reason Cherokee Health Systems has been quite successful in integration is that it is part of our mission that at our very core we have integration as our philosophy of care as a guiding principle.


So whenever we come to a fork in the road in terms of decision-making we always go back to our mission which has integration as a central component.


The next slide, Slide 17 gives a brief overview of our corporate profile. As you can see we are a large health Center with over 22 clinical locations in east Tennessee.


We have clinics in inner city areas and certainly rural outreach areas, some in the mountains of Tennessee that have been there for many, many years.


And for many people we are the only health centers in their community, the only place they can access care.


And then in some centers, some areas we are really a provider of choice that people really seek us out even though they have multiple other options because of our model of integration.


Let's move to our next Slide 18 which actually gives a little bit more readable information on our numbers.


As you can see in terms of our provider staff we have quite a few psychologists, primary care providers. And our goal is to try to have in general some balance between behavioral health and primary care because it's such a core part of our clinical model and our services.


We’re going to move to the next slide where we just provide an overview of what our model is like.

So in our clinics we have a full spectrum of behavioral health services, primary care services.


Cherokee Health Systems is a hybrid health center we like to call it because we are a federally qualified health center but we’re also a licensed community mental health center.


So we offer both primary care, behavioral health services, as well as specialty mental health services.


And many of our patients really access that full spectrum of care depending on need at different times in their lives.


For our primary care behavioral health services we have a behaviorist embedded as a part of the primary care team. They are primary care provider just as the medical provider is.


Typically we have licensed psychologists. We have had other fields. We do quite a bit of training in psychology so we end up hiring a lot of our own folks we’ve trained. And so we've built up quite a cadre of psychologists who love working in primary care.


We also has psychiatrists who are available for a consultation. We do quite a bit of telemedicine. So we have psychiatrists who beam into our offices if we’re not able to get them on-site. Certainly they are to provide the behavioral health consultant and primary care provider input in terms of psychotropic meds.


In terms of our service subscription most of what we do is we’re providing this brief targeted intervention in the primary care area.


So typically a primary care provider will identify some kind of behavioral health psychosocial concern whether it is through screening or a patient report or any health issue. And they will get the BHC involved whenever they feel like it would be helpful. So it makes for a very interesting day.

As those of you in the health center world know we - it’s never boring in the work we do.


So for example in my last clinical day last week I saw a 12-year-old with abdominal pain with no known physical etiology.


I saw a 57-year-old post stroke patient who was abusing alcohol, 44-year-old woman with fibromyalgia who was very deactivated and isolated and chronically calling in the primary care office wanting multiple appointments, leaving messages over and over again for nurses wanting a multiple range of tests.


I saw a 23-year-old who has severe gynecological pain and possible infertility who is actually in the middle of a separation from her husband because of this infertility issue.


I saw a gentleman in his mid-50s who is over 600 pounds who not only was feeling the stigma of his weight but also was having panic attacks.


And we had to work very closely with primary care to address not only the psychological component but also the impact of his weight, possible sleep apnea, impact of his respiratory function being compromised by his weight and how that would play a role in panic.


And then of course I saw a patient who folks think of as a traditional more mental health problem. I saw a gentleman with chronic depression, lifelong depression, retired police officer who had been in - on the force for 29 years and was struggling with anxiety and chronic pain and depression.


I also saw a former meth addict who actually came in who was at hospital follow-up for an MI. And he had - his meth lab had blown up and he'd gone to prison and then to the hospital and he was being discharged to our health center and ongoing and ongoing.


So as you can see it's a very broad spectrum of patients who present in primary care. Not a single one of these patients had ever seen a psychologist or behavioral health provider.


Even the gentleman I saw with lifelong depression actually reported significant sadness and depression as a child.


And when he was an adolescent he told his pediatrician who prescribed him something to help him sleep that he had never thought to go to a behavioral health provider.


So these are all cases of people who could benefit from the expertise of a behaviorist but really we were able to provide access for them in the primary care setting.


That is where they showed up. Our - retired police officer actually showed up because she had a suicide attempt. And she did not follow-up with the traditional mental health psychiatry appointment that had been made for her in the hospital. She showed up at her health center because that's where she wanted to be treated.


So in our system we’re able to provide access in a way that makes sense for people and collaborate with key members of their healthcare team so we can have a more streamlined, efficient and hopefully more effective way of helping them manage their healthcare concerns and improve their quality of life and functioning.


So that's a little bit about our model. I'm going to move to the next slide which actually describes some of the initiatives that we have in integration.


As I mentioned before and as Dr. Bersani mentioned we do quite a bit of training.


We believe and I am and I'm sure many of you believe and have experienced health centers are a superb training environment.


We see at anything and everything that walks through the door. And anything and everything pretty much does walks to the door.


And for clinicians there’s no better place to learn our craft and polish our clinical and practice management skills I think than a health center.


So we are a training site for the family practice residents at University of Tennessee Medical Center. We have nursing students, clinical social work. We actually have nutrition students who come through here.

And we do as I mentioned quite a bit of training in clinical psychology, counseling psychology. We’re the largest practicum training site for our psychologists for the University of Tennessee PhD clinical and counseling programs.


We also have graduate students from east Tennessee State Universities, PhD clinical program, (cycle) endorsed sites. And we also have an APA accredited internship program.


So as you can see these strong training relationships have been wonderful for us in order to build a workforce.


And as I mentioned we end up hiring some great folks who were fortunate to train with and found that they were a very good fit for our organization.


Once we - once you develop a model of integration that seems to work well it seems that other disciplines also like to get on board.


So we've had the local sleep medicine facilities come and want to do a clinic primarily because they recognize what behaviorists could bring to sleep medicine, that they wanted access to the behavioral health expertise.


So for example we worked with a local sleep medicine director who saw our patients in our clinic to develop a protocol for sleep apnea CPAP adherence.


We have nutrition students who come and they actually do weight management helping lifestyle groups with our psychology interns and psychology practicum students.


We have our occupational and speech therapists who come and they will do groups with our pediatric psychologists for children who have autism spectrum disorders and have difficulty feeding.


So as you can imagine once you get going there’s tremendous opportunity for multidisciplinary, interdisciplinary collaboration that really takes advantage of the expertise of multiple professionals.


Group medical visits are another way that we've been able to provide access to important information in a group setting. And so we’re able to provide access to more people.

We do a kindergarten readiness group that's actually run by our pediatric psychologist and pediatricians.


Diabetes groups I think are probably the most common group medical visits people have engaged in in the healthcare world.


We do quite a bit of screening primarily because of the data that so many behavioral health issues don't go, you know, identified early enough in primary care. So we screen new patients for depression, substance abuse.


We screen all our new moms who bring their babies to our pediatric clinics at two weeks, one month, two months. And every, the first year of every well-child check we also screen the mom with the Edinburgh for depression. And we continue to be surprised at how helpful even one session with a behaviorists can be for a new mom who feels very overwhelmed and sleep deprived.


Tele-psychology is a very exciting initiative. At Cherokee we've been doing telemedicine for 10 to 11 years. And recently we really noticed that we needed to expand into psychology and primary care.


So we actually have psychologists who beam into areas, into exam rooms, into consultation rooms to provide expertise.


We have a psychologist who lives in Miami who speaks Spanish and Portuguese, French and English. And she actually beams in from her home office in Miami into our migrant health center in Morristown, Tennessee.


And she's able to provide consultation to primary care to our special specialist psychiatrist and she's able to do most things just by wheeling herself into these rooms.


We have another psychologist who beams into a health center 90 miles away in a very rural area where they have no other behavioral health option but it certainly helps her not to have to drive two hours in the back roads of Tennessee to and from that clinic.


So we found the technology has been a fantastic way to promote access and help us apply our model of care to community health centers that normally would not have this expertise.


We’re going to move to the next slide in which we - I briefly just wanted this slide. APA actually developed this list of skills.


As you can see from just my examples of the kinds of consults I got like in one afternoon that there’s a quite a broad spectrum of services that a behavioral health (consultant) in primary care can be asked to do.


So it's important for them to have a broad range of skill sets and knowledge in kind of a - like a wide variety of domain areas.

So it's not just traditional mental health but, you know, these behaviorists who work in primary care really need to understand population-based approaches, biological components of behavior, overall health and it’s determinates because those are - those skills and that knowledge base is going to be critical to the work that you do in primary care.


Going to move to the next slide, Slide 22, I talked a little bit just now about the skills and knowledge base which we find to be very important and working in primary care.


But actually what's more important is the personality characteristics and orientation and the style of the psychologist who works in primary care.


Because this psychologist is coming into a primary care setting they need to act like a primary care provider.


So we want someone who is very flexible. The schedule you have at the beginning of the day is not going to be what your day looks like by the end of the day.


We want folks who are action orientated, able to really get consults and take a population-based approach, be part of the primary care team, be very solution orientated impact on functioning not personality change.


So just like a primary care provider will have a schedule of appointments with same day say, you know, slots for work in as well as planned follow-up visits, our primary care psychologists have the same schedule as our primary care medical providers.


So, you know, it's not uncommon at all for, you know, behavioral health consultants, you know, see - psychologists to see between 12 and 15 people a day because we’re absorbing so many new patients and really manage 80% or more of these patients in primary care.


Our pediatric psychologist actually would see more because they are part of the well child checks and do quite a bit of the anticipatory guidance.


So they - we are trying to do quite a bit in terms of prevention. So it's again a very different modality when you are working with a child who is obese, overweight and we’re trying to prevent diabetes from occurring.


So that was actually, you know, another consult I gone (sic). We had a child who was 239 pounds, 12-year-old and we really did not want this child to have a trajectory where they would develop diabetes.


So again these are not the kind of folks who would make an appointment at a community mental health center or even a private practice but certainly can benefit from what we can offer.


But if the primary care psychologist who is in a - in this setting is going to have to fit primary care, primary care is not going to fit the traditional mental health schedule. So we need someone who thrives in this environment.


The clinical skills are extremely important or at least we have found them to be important because the level of comorbidity that we see in addition to the significant social issues, relational issues, systems issues are significant.


And we really needed a strong clinician who can assess and get a snapshot of this person very quickly so we can help develop a co-management plan and try to address these issues that the primary care provider and patients are concerned about.


If you have someone who doesn't have those skills it can be very overwhelming and very easy to get lost.


So, you know, one of the most common referral questions we get is I don't know what's going on, you know, diagnostic clarification.


Is this person bipolar, is it drugs, is it depression? What should we target because our patients unfortunately don't come with little labels on therefore had in terms of what are the key issues that we need to address?


We - it's very helpful for us to have a skilled clinician who's able to get a snapshot and at least point us in a useful direction.


I have the cognitive behavioral skills are important. But in fact there are a plethora of evidence-based guidelines and practices that are very useful in primary care.


It's not just CBT. ACT, Acceptance and Commitment Therapy works beautifully in primary care, solution orientated approaches, behavioral activation, problem solving skills. These are all very important skills that the BHC should have so they can help the patient learn those skills and manage their own issues.


And certainly group and educational skills are very important. But again the personality is really critical.


This is just a final wrap-up in terms of our model of care. It describes the fact we have our primary care psychologists on the primary care team.


We focus on interventions in primary care. We focused on self-management. And our goal is our final bullet that we want to make a behavioral enhanced healthcare home so we can help our patients function in the best way possible and have a good quality of life and improved health status.


So with that I'm going to send it to Dr. Bersani. Thank you very much.

Dr. Chris Bersani:
Thank you so much for a great presentation. I'm going to open up the lines for a few questions in just a minute.


But before we did that I want to knowledge is a couple of different organizations doing fantastic work as well and again want to recognize everybody out there who is doing fantastic work along these lines.

These just happen to be the organizations with whom we were - had relationships and we’re aware of their programs and were willing to volunteer their time.


Due to the limited amount of time for this enrichment session we were unable to get these two organizations but we wanted to at least highlight them.


On Slide 24 and 25 there’s an overview of a CHC utilizing psychologist in integrated and blended fashion. The Clinic of Family Services in Denver utilizes a pod model which consists of a care team at each health center location.


The pods are comprised of three primary care physicians, three medical assistants, a behavioral health professional who is available for warm handoffs in the exam room after the provider visit.


These handoffs can be planned any point during the day or when a provider uncovers a behavioral health problems such as depression, anxiety, psychosocial problems et cetera during the visit.


The behavioral health professional is an integral part of the treatment team. And thanks to Clinical Family Services for offering peer to peer assistance on their program.


In lieu of a slide I want to provide you with information not yet one other health center in Colorado making great use of psychologists in health centers in their health center.


We were unable to get the information inserted into a slide so I'd like to provide it to you verbally now.


Salud Family Health Center has nine clinics covering eight counties with 80,000 patients per year. And they're behavioral health department has 19 FTE including psychology, social work, counseling, psychiatry with approximately 12,000 to 15,000 patient contacts a year.


They also have an integrated primary care psychology training program with six funded postdoctoral fellows, interns, and practicum students.


Dr. Andrea Auxier Director of Integrated Services and Clinical Training at Salud Family Health Centers has graciously offered to provide information and advice regarding behavioral health services of any kind in a primary care setting.


So get your pens ready for this one because it's not on the slide. This is Dr. Auxier's email is A-A-U-X-I-E-R@saludclinic that’s S-A-L-U-D-C-L-I-N-I-C.O-R-G. That's aauxier@saludclinic.org. The phone number is 303-833-2050. That’s 303-833-2050 Extension 4740.


I'd like to mention also that Dr. Auxier has an article that will be published soon entitled Establishing an Integrated Practice in a Community Health Center. This will be published in the Journal of Professional Psychology Research and Practice.


I know that's a lot of information to throw at you but just want to let you know that there are plenty of resources out there including myself and be willing to connect you with any organizations that I know that would be similar to what you're trying to do as a health center out there trying to integrate behavioral health or get psychologists on board.


I would like to open the - have the operator open it up for questions. But before I do that, Dr. Khatri, Dr. Auxier do you guys have any feedback for the two previous questions that I inadequately answered with regard to that one supporting trainees and two sort of any hard financial backing about the impact of having psychologists on board?
Dr. Parinda Khatri:
Well this is Parinda. I - let me take each one at a time. As I said we have a long history of providing training to psychology students. And we've done a couple of things.


One is because we are a licensed community health center we actually are able to structure our contracts so graduate students can be credentialed to see Medicaid patients with supervision.


So they're able to see Medicaid patients. And we give them, you know, two hours of supervision a week for their 16 hours of direct clinical time. And then they also participate in our treatment teams.


So they're able to see Medicaid and self-pay. As health centers we have a very high, you know, population of uninsured and people who are self-pay.


So actually for them they're almost getting the two clinicians for the price of one. And that we’re allowing our licensed folks to see our patients who have a different type of payer mix.


So we were able to do that and we found that to be a very good way of providing access to care because our students are, you know, seeing patients and they’re seeing quite a few of uninsured patients. And then our licensed providers are able to, you know, see, you know, folks who are Medicare.


We have a few, you know, a small percentage of commercial but it's nice to have the licensed provider see them.


So our mission is access to care. And so our students have really been able to help us increase the access to care.


The other thing is it's really improved two things. One is workforce development. As I mentioned students are a great theater of - for hiring staff.


We always say that having an intern or practicum student with us for a year the best job interview in the world. It's the same for our family practice residents.


And secondly it keeps our supervisors and psychologists who are on staff excited about their work. And it helps improve their quality of life.


So we found the training has had kind of a multiplicative effect in terms of the benefits not just, you know, related to what they can bill and what they can’t bill.


I think the other, you know, somebody else asked about specific data. You know, I think this is a - needs to be an active area of interest.


I don't know if Roger Kessler is on the call, but Roger Kessler from Vermont is always saying we need more data. We need to look at this area in terms of the field.


I think if you have someone who has the skill sets and characteristics that I've talked about and others have talked about they’re going to contribute to your organization in so many ways.


So our behavioral health consultants don't - they see patients, they do clinical supervision, they teach seminars. They are lead clinicians at the site. They do program development. They help with quality improvement.

So when you have someone who has a broad range of clinical research skills who's a good clinical thinker they're able to apply that knowledge in a breadth of roles in a health center. And then it becomes just value-added every piece that they're able to bring.


So we found that our psychologists and other behavioral health professionals with these skills bring so much to the table, not just direct clinical care.

Jim Macrae:
If I can just add to this, this is Jim Macrae and maybe ask you to comment a little bit further, one of the things that we've seen as we've been able to make additional investments here at HRSA in behavioral health is that by adding that mental health professional to the team what really has been the impact beyond providing that care has been the support and really the resource that they provide to the other primary care providers on this site.


I can't tell you how many different times we have heard that, you know, we initially hired a psychologist, a licensed clinical social worker, a psychiatrist and we thought they were just going to provide, you know, mental health services.


What they have done even more of is provide consultation and support to primary care providers helped them as part of the team to diagnose, to treat but more importantly to design, you know, innovative programs and other ways of addressing what’s considered in some cases as just a primary care need that really bleeds into behavioral health.


So I don't know if you have anything in particular but that’s something that I've heard over and over again in addition for the need to quantify that. But just anecdotally we've heard that a lot?

Dr. Parinda Khatri:
Yes we've - we have had the same experience here and that the, you know, there's so much data about chronic health and wellness and quality of life and the role of behavioral interventions and how impactful they can be.


So I think in a number of ways having that behavioral health consultant can improve the quality of care but also reduce just that internal pressure for their primary care provider.


You know, they can kind of move on to the next patient and know that there is someone on part of their team who is really helping them address an issue.


Any primary care provider can tell you all it takes is one patient who takes up 45 minutes of your day and then calls your nurse a lot to just throw you off for the entire day. And that has a significant impact on their schedule and productivity.


Moreover, you know, as you mentioned if they're only focusing on certain physical aspects of care management and they're not attending to these other very important - appropriate psychosocial factors then they're missing at least half the picture.


And they are then not able to have the impact that they'd like on that person's health status. So it really is to help improve the quality of care, help provide access to care. And it's actually they say it's much less stressful for them to have a behavioral health consultant on their team.

Dr. Chris Bersani:
This is Chris and I want to check with Tracey and Mark to make sure that we’re on a timeline that’s acceptable. And I don't know if you want to continue with operated assistance for questions or Tracey if you'd like me to turn it over to you to talk about some resources?

Tracey Orloff:
Why don't I take a minute to talk about resource and then we'll open it up for a few more questions?
Dr. Chris Bersani:
That sounds great. So I'd like to turn it over to Tracey Orloff who is the Director of Training and Technical Assistance for the Bureau of Primary Healthcare in support of this wonderful topic. Thank you Tracey.

Tracey Orloff:
Sure thanks so much. Each of you were fabulous and we really appreciate you raising the depth of the issues that you did.


I just want to quickly highlight the last few slides which just point you to some ready and available resources for you.


The first is directs you to the BHPC TA Web page that is specifically devoted to behavioral health integration.

And there's a lot of great resources there for you that connect you to a lot of other resources in the federal government that I think would be of use to you.


So that's a ready and available one that keeps constantly changing and being updated on a regular basis based on new information that comes in.


The second area is with our sister bureau, the Bureau of Health Professions. And just to highlight that they offer a graduate psychology education grant program.

And so that is kind of the other side of the coin if you’re interested in the training types of activities that were discussed today. And that gives you some places where some of those grant programs are happening.


And then kind of the third area is some helpful resources that are being done at SAMHSA.

And we’re doing some joint work with SAMHSA on their Center for Integrated Health Solutions. And that has a lot of great resources that they're collecting through that center. And we’re working in collaboration with them on a regular basis to highlight case studies, best practices -- all sorts of things that you'll find there.


And then the last piece is most of you are very familiar with the Screening Brief Invention and Referral to Treatment program, SBIRT, that approach that they use.


And so SAMHSA has a grant program for SBIRT type approaches that you can find out more there if you’d like some support in moving and using the tool and in that direction.


So those are just a number of resources. And then of course we encourage you to please, please continue to share best practices, any successes you have, lessons learned in trying to implement these kinds of programs that really helped you on your road to integration.


And if you could email those to Mark Yanick or share those with your project officer we’ll get our hands on those and be able to try and pull together some things that we can then turn around and get onto the Web site.


So thank you for that and communicating with us as much as possible so we can help move - help people move forward as fast as possible.


In that I will turn it back to the operator for another kind of five minutes or so of questions. So we'll see what we can take. Thank you, operator?

Coordinator:
Thank you. And once again to ask a question please press star then 1. We do have previously queued up questions. The first one will come from (Debra Johnson).

(Debra Johnson):
Yes this is (Debra Johnson). And I'm from Palmetto Health Council in Atlanta, Georgia. And my question actually references the different types of behavioral providers that are most suitable for the practices of integration such as we were looking at possibly recruiting psychiatric nurse practitioners but did not know if that was a suitable area to target.

And also the (Phys D) we’re receiving resumes or CVs rather for graduates from the (Phys D) program of psychology. Do you have any input or anything to share about those particular providers?

Dr. Chris Bersani:
This is Chris now. I’ll certainly defer to Parinda and Andrea on this. But, you know, honestly I think the (Phys D)s are clinical psychologists with a little bit more of a clinical emphasis on their training. And are - as long as they are licensed psychologists they are - they can do the gamut of what we discussed today.


With regard to the psychiatric nurse practitioner that is another very versatile degree with a lot of, I don't know - I can’t list all of their clinical privileges but they certainly would add a lot to your team including prescriptive privileges. But I will let my colleagues speak on that.

Dr. Andrea Auxier:
Hi. This is Andrea Auxier from Salud. I'll take that one. I will just agree with everything Dr. Bersani just said.

We have a lot of (Phys D)s on our team. And they are licensed clinical psychologist as well. They do amazing clinical work and really just pretty much function as a regular clinical psychologist.


So there's really no preference on our end in terms of the PhD or the (Phys D) based on the several years that we've been doing this and just realizing that everybody brings something to the table.

(Debra Johnson):
Okay thank you.

Coordinator:
Next question will come from Shonny Capodilupo.

Shonny Capodilupo:
Hi. This is Shonny Capodilupo. I'm from Open Door Family Medical Centers in New York. I'm a Director of Behavioral Health here in New York and we have an integrated behavioral health program at our primary care centers.

We’re an FQUH and so I understand all of the necessary components of integrating behavioral health and primary care.


What I’m I guess wanting to hear is why I would go with a psychologist versus a social worker? So psychologists tend to, particularly bilingual ones which we would find necessary, tend to come at a greater cost.


So somebody could kind of give me a compelling argument why I would go with a psychologist versus a clinical social worker?

Dr. Chris Bersani:
This is Chris and I'm not sure that - I mean I think both professions will provide your organization with a lot of assets.


And I'm not saying necessarily that one should be selected over the other. There are some things that psychologists are trained to do that licensed clinical social workers are not trained to do.

And I know that falls mostly in the areas of testing and assessment, psychological testing and assessment.


And I think that the NAC, the National Association for Community Health Centers, their study that I referenced earlier in the presentation sort of highlighted that one area that psychologists were most sought after with regard to assessment particularly with children.


Now that's not the only reason to hire a clinical psychologist but that certainly is one asset that they bring to the table. And I'll let my colleagues speak on any other things that they can think of.

Shonny Capodilupo:
Thank you.

Woman:
This is...
Woman:
Hi. This is...
Woman:
Oh sorry...
Woman:
Andrea, go ahead.

Dr. Andrea Auxier:
Okay sorry I'll be quick. So I decided to take that question because as Dr. Bersani mentioned a little while ago we have 19 FTEs at Salud and a very large variety of mental health providers represented.


And I have purposely stratified our program that way because while there are areas of overlapping skill sets our population requires us to provide an extremely broad range of services because we are in a rural environment and we don't have a lot of resources to send our high needs patients to.


So we do everything from screening to psychotherapy to assessment evaluation to court stuff. And we have to find a way to be able to provide all those services.


I definitely wouldn't want a team comprised of just one kind of mental health provider because I think it would limit the number of services you can provide.


However if you're in an environment where you provide a narrow range of services then that poses a different, you know, different set of variables to work with.

Dr. Parinda Khatri:
This is Parinda. I couldn't agree with Andrea more. You know, I think that we have again also a diverse range of professionals.


And I would just add, you know, as Dr. Auxier has mentioned that it depends on what you need in your clinic and what kinds of roles and services and what's the level of contribution you would like.


We found what's really most important is certainly looking at the clinic but also the specific person rather than, you know, only looking at the title.


I think the level of education is a place to start. And then from there what's really important is the type of person as I mentioned. What are the characteristics of that person and what’s their orientation?

Because the skills and knowledge you can add to but the personality characteristics and their orientation and style is a little bit harder. So I think it - that's only one piece of the equation.

Jim Macrae:
And this is Jim. Just add a little bit. One of the purposes behind this call was that we've just seen sort of a more or increased interest of the use of psychologists.


And we wanted to just to be able to highlight that because as I said traditionally health centers have utilized licensed clinical social workers, counselors, marriage therapists and others.


But we were starting to see a little bit more uses of psychologists. And a lot of folks have asked well can we do this? Is this something that is appropriate?

And I think as you’ve heard from the presenters it really does depend ultimately on the needs of your patients, what that skill mix of the providers that you have and what makes the most sense for community in terms of where you're located.


But we wanted today to just open it up as a possibility in your thinking as you make that decision in terms of what's that right mix for your staff.

Shonny Capodilupo:
Thank you that was actually very, very helpful. Thank you.

Coordinator:
The next question will come from Bob Urso.

Bob Urso:
Yes Bob Urso from PCC Community Wellness Center in Illinois. And I just want to kind of build on that last question.


And we have a very robust integrated program. We have a contract with the teaching program. We have students and interns in psychology here at the center and would also have a family practice residency program.


We have a clinical site at one of our partnership behavioral health programs or organizations. And then we also have patients coming from a behavioral health site to one of our clinical sites for primary care.


And our challenge has really been the psychologist and the role of psychologist because the clinical licensed social worker in the areas that how we’ve defined behavioral health can provide the care without the psychologist.


I mean not only are you paying more for the salary but what you’re also is getting reimbursed the same as you would on a clinical licensed social worker in the state of Illinois. So my $40 - $49.23 per encounter is the driving factor for that.

We use advanced practice nurse and the psychiatrist and there we can bill for the medical component and get $124 per encounter. So that complements our program and helps our program about breakeven.


We've struggled with the psychologists. My personal belief was that we wanted to bring the psychologist in. We wanted to be able to partner with the psychology program. And that would turn around and give our program credibility.


But we are seriously considering going without the psychologists because of the financial model right now.

So I appreciate your comments but I want to add that you really have to go back and do the pro forma and really see if you can do it and what the benefit and the value is.


But that's where we’re at. No one has to convince me that the contributing factor is there. But the financial model doesn't really support the psychologist.


It would be great to see that the psychologist would get reimbursed at a higher rate than the clinical licensed social worker. That's the problem that we see it.

Woman:
Thank you. Operator we’ll take two more questions please.

Dr. Chris Bersani:
And if I can just add. That has been a question that's been raised. And I think what we wanted to be able to share on this call were some health centers that have actually been able to figure out that cost quality equation because it is something that we have heard quite a bit in terms of the use of psychologists.


And so, you know, hearing from some of the folks out in the field we've also talked to the American Psychological Association about this issue in particular.


And they're willing and had expressed interest in actually working with us to look at different models about where it actually does work in terms of both that cost and quality equation.


But again it's up to your particular circumstance. And, you know, there are definitely differences in terms of reimbursement across states and, you know, how things are provided or ultimately reimbursed.


But it's something that we know many more folks are actually looking at. And so we wanted to raise that possibility to you all today.

Dr. Andrea Auxier:
Hi. Can I jump in? This is Andrea and I think I can tackle two of the questions in just a couple of sentences.


You know, this is looking at it from a different perspective because we’re not talking about fee-for-service reimbursement.


But we've been able to leverage having psychologists here by making them PI on some fairly significant comparative effectiveness performance measurement IT driven type projects.


And as a result of those we've gotten several hundred thousand dollars of grant money that allowed us to support our training program for our post doc.

So that's kind of a quick way of explaining how we kind of work around some of the barriers that you're talking about and a different way of thinking about the added value that’s not so much on the clinical side of things.

Coordinator:
Our next...
Bob Urso:
Great.

Coordinator:
...question on the phone comes from (Yvonne Belinger).

(Yvonne Belinger):
Hi. This is (Yvonne Belinger) and my question is the - the use of telecommunications, the teleconsults where - was that utilized to provide sort of peer review consults to your medical team or were you using this technology to actually provide a distance visit to your patients?
Dr. Andrea Auxier:
We use it for both. So we have our, you know, psychologists beaming into the primary care area.


We also actually have psychiatrists beaming into primary care. And then the patients are brought into the exam room or the - it's like a little cart with a TV and a camera that gets wheeled in. And then we have a nurse on the side with the patient who helps just with the clinical flow of the visit.


And then when we have our, you know, psychologist in the room then we have very often our medical providers come in because they know that, you know, that they can consult on a number of things.


So then they'll even do that peer to peer consultation as well so that there may be occasions where a patient sees the provider that's on the - in the - on the television. There may be cases where that person has an impact on the patient but it’s through consultation with their primary care provider.

(Yvonne Belinger):
And have you found you can bill for both types of the use of telecommunications?

Dr. Andrea Auxier:
Well we can't bill for the consultation. So the visits we’re able to bill for are the direct patient care but we cannot bill for the consultation itself.


What we are tracking is just the care coordination. So there are these care coordination codes. So that falls into that care coordination.

And so we have talked with some insurance companies about a little bit enhanced reimbursement because that care coordination occurs. And we track that in our system in our electronic health record but we still get a separate fee for that.

(Yvonne Belinger):
What about for diagnostic purposes? I mean I hear from our staff here we also have, you know, an integrated model and some other things going on that normally takes either one or two hours to complete diagnostic for our seriously mentally ill patients as well as for children. Are you finding that too?

Dr. Andrea Auxier:
No we could not operate if we had to spend one to two hours with each patient. So really we again a function like primary care providers.


I think the beauty of the work that we do in primary care is that we do not go into any visit cold.

So if you have a traditional mental health person and you have a new intake well that person they don't know anything about and they're getting full history.


We have the advantage of the primary care provider’s assessment. And in some cases, you know, that patient has been an established primary care patient for many, many years.


You know, we’re a family health center so we may know many people and their family. And so one of the first things we do is we review the patient's health chart.

And I continue to be amazed at what a great job the primary care providers do in getting a really good, you know, social history, you know, basic information about the patient.


The other thing is we are not doing a full diagnostic interview. Our goal is not to go in and do a full assessment of that patient’s psychological functioning.


What we’re trying to do is focus on the very specific referral question. So if there is a question about is this person depressed how is it impacting, you know, how active they are, why isn't this person not taking their insulin or their medication for the hypertension?


We’re not going to go in and do a full diagnostic assessment. We’re going to go in and do a functional assessment that is very targeted at the specific concern that the primary care provider patient has raised.

(Yvonne Belinger):
All right thank you so much.

Mark Yanick:
I think we have time for one last question.

Coordinator:
The last question will come from Lori Lowery.

Lori Lowery:
Yes it's Lori Lowery from the Community Health Center in Pittsburs, Kansas. And I had a question about the blended approach and you just touched on a little bit of it there.


For these warm handoffs that you're doing when you embed them with your medical providers is that behavioral health provider has absolutely no type of schedule at all?

They're just there all day and they - do they follow every patient or only patients that the medical provider has decided needs to be in contact with the behavioral health provider?

Dr. Andrea Auxier:
That is a great question. Our schedules mimic that of the primary care providers. So if they are on, you know, 15, 30 minute increments most of our BHCs are in 15, 30 minute increments.


And I would say that between half depending on the clinic, you know, between half and 2/3 of our day is scheduled with planned follow-ups.


And then half to 1/3 will have the, what we call them on demand slots. But we have slots that are reserved throughout the day that allow for flexibility for the patients who are seen immediately in consult for the consult.


Now where those slots are really depends on the volume of primary care. So for example in some primary care settings they are very, very busy from 9:00 to 2:30. Well that's when the BHC is going to have most of their - they’re going to put a lot of their own quote, same day slots on demand slots.


We also see quite a few patients back to back with the medical provider. You know, for our system and I'm guessing for many of yours our patients have very limited resources.


So, you know, for them to come multiple times to see different providers it doesn't make sense and it’s certainly very expensive in terms of gas or bus passes.


So many of our patients we will just see before or after the primary care visit and we make sure that that's coordinated.


So, you know, we want to make sure we are always are available to absorb new consults. But then we’re also wanting to follow-up with patients in primary care just like a medical provider would follow-up with a patient with diabetes. And that really would be determined by the specific patient issue in our care management plan.

Lori Lowery:
Just to follow-up on that then are you able to get reimbursement for both provider medical and behavioral health or is that warm handoff considered content of visit and at this point?

Dr. Andrea Auxier:
At this point no. You mean are you talking about two visits in the same day?

Lori Lowery:
I'm talking about the medical provider has left the room and then they've done a warm handoff to the behavioral health provider and the they’re there for approximately ten to 15 minutes.


At this point the behavioral health provider does not send in a billable encounter. They schedule them for a follow-up or is their reimbursement there for both the medical provider and the behavioral health provider?

Dr. Andrea Auxier:
Right, so each provider bills and codes the services that they provided.
Lori Lowery:
Okay.

Dr. Andrea Auxier:
So yes, medical provider would do it. And we all, you know, we will see some, you know, about half the patients in the exam room. But then some of the patients we really take out of the exam room.


We have consultation rooms in primary care because primary care flow is critical.

Lori Lowery:
Yes.

Dr. Andrea Auxier:
So if you're in the even - and we try to spend about - it ends up being about between 20 and 30 minutes per patient so those do become billable encounters.


If we spend just five minutes or ten minutes those are - even though we do track them internally. But we’ve got to pull them so then the, you know, depending on where they are in the flow we can get that room open into somebody else.

Lori Lowery:
Okay.

Dr. Andrea Auxier:
Now the health and behavior codes can be billed in 15 minutes increments.

Lori Lowery:
Okay thank you very much. That was very helpful.

Mark Yanick:
Great, thank you so much everyone. This has been a very informative and interesting call today. I want to just encourage anyone that’s on the call if you did not get a chance to ask your question please email me myanick@hrsa.gov. We will try and get those questions answered for you.


A reminder that if you go to the - to the BPHC TA page that this call is being recorded and so the - you will be able to listen to this again at your convenience or send it to people that did not get a chance to participate today.


I wanted to thank our speakers today. I want to thank Jim Macrae for talking, Dr. Chris Bersani, Dr. Khatri and also Dr. Auxier.


And thank everyone who has joined to this call and look forward to our next TA call next month. Thank you everyone.

Coordinator:
Thank you for your participation. You may disconnect at this time. One moment while I transfer speakers please.

END

