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Before We Begin 

• During today’s presentation, your 
slides will be automatically 
synchronized with the audio, so 
you will not need to flip any slides 
to follow along. You will listen to 
audio through your computer 
speakers so please ensure they 
are on and the volume is up.

• You can also ensure your system 
is prepared to host this webinar 
by clicking on the question mark 
button in the upper right corner of 
your player and clicking test my 
system now. 



Before We Begin 

• You may submit questions to the 
speakers at any time during the 
presentation by typing a question into 
the “Ask a Question” box in the lower 
left portion of your player.

• If you need technical assistance, 
please click on the Question Mark 
button in the upper right corner of 
your player to see a list of Frequently 
Asked Questions and contact info for 
tech support if needed.

• If you require further assistance, you 
can contact the Technical Support 
Center. 
Toll Free: 888-204-5477 or 
Toll: 402-875-9835



Today’s Purpose 

 Become familiar with the various clinical, workforce and 

operational strategies implemented within the VA and DoD. 

 Gain access to practical VA and DoD developed tools and 

resources that can be utilized in other integrated care 

settings. 
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SALEM VAMC PRIMARY CARE 

PATIENTS

Average panel size per PCP: 1,000

Gender: 6.7% female, 93.3% male

Patients living in rural location: 52%

Patients with diabetes: 28%

Patients with hypertension: 54.2%

Patients who are obese: 35%

Patients who see PC-MHI: 19.4%

Patients who see specialty MH: 30.8%

Patients with antidepressant prescription: 25.9%

Patients with 1+ antidepressant prescription(s) from PCP: 9.3%



 Co-located collaborative care entails both mental health and 

primary care practitioners being physically present in the primary 

care setting with shared responsibility for evaluation, treatment 

planning, and monitoring outcomes. 

 Care managers interact directly with patients and provide ongoing 

evaluation, and maintain active communication that enables 

responsibility for mental health treatment to remain in the primary 

care setting.

 Monitoring adherence to treatment, treatment outcomes, and medication 

side effects

 Decision support

 Patient education and activation

 Assistance in referral to specialty mental health care programs, when 

needed

WHAT IS PC-MHI?



3 Psychologists

2 LCSWs

2 LPNs

1 MSA

0.3 Psychiatrist

0.3 Psych Tech

1 Psychology Post-doc

1-4 Psychology Interns rotate through

Serving:

Salem VAMC Primary Care (16,694 pts)

2 Rural Outpatient Clinics (7,412)

Same-day PC-MHI access via video 

telehealth

Salem VAMC Specialty Medical Clinics

PC-MHI STAFFING

Collaborating in PACT  (VA’s term for patient-centered medical home)



Primary Care Walk-in Patient

Warm Hand-off from PC Team

• Positive MH Screen

• SI/HI

• Alcohol Use (AUDIT)

• Depression (PHQ-2)

• PTSD

• Military Sexual Trauma

• Intimate Partner Violence (E-

HITS)

• Provider Request

• Patient Request

• Chart Review

Primary Care Telephone Call

Shared Medical Appointments

Curbside Consultation with PCPs

Same-day 

MH 

Intervention, 

Screening, & 

Triage

No Scheduled Follow-up: 

Provide PC-MHI Contact 

Information

Brief Follow-up with PC-

MHI

• Individual

• Face-to-face

• Video telehealth

• Telephone

• Group

• Face-to-face

• Video telehealth

Specialty Mental Health 

Referral

• Psychiatry

• Psychotherapy

Available via warm 

hand-off, phone, pager, 

instant messaging

“Do Not Disturb” is not 

an option

Case Finder Medication Care 

Management



INITIAL APPOINTMENT

 Brief Clinical Interview

 Screening Instruments

 PHQ-9 (depression)

 BAI (anxiety)

 PCL (PTSD)

 Pain Outcomes Questionnaire 
(pain)

 Assessment of motivation to 
engage in treatment

 Treatment planning with 
patient

 Treatment 
planning/consultation with 
PCP (ideally)

 Referrals made and patients 
leave with follow-up appts



 Brief individual therapies with co-located staff

 CBT for Chronic Pain, Insomnia, Depression, & Anxiety; Brief 
Alcohol Intervention; Motivational Enhancement; Tobacco 
Cessation; Relationship Skills; Biofeedback

 Groups

 Stress Management; Healthy Sleep Group; Chronic Pain 
Psychotherapy; Chronic Illness Self -Management; Anxiety Coping; 
Depression; Tobacco Cessation; Healthy Relationships

 Care management (CM)

 Often in concert with antidepressant rx 

 PC-MHI psychiatrist provides psychopharmacologic e -consultation

 Telephone CM delivered by non-MD PC-MHI staff w/ weekly 
oversight meeting

FOLLOW-UP



Intervent ional  Groups

 Coronary Artery  Disease Group

 PACT provider and nurse, PharmD, Physical Therapy, PC-MHI staff

 MOVE! Weight  Management

 Dietitian, Kinesiotherapist, PC-MHI staff

 Metabol ic  Ass is tance Group Intervent ion Cl inic  (MAGIC)

 PACT provider and nurse, PharmD, Dietitian, PC-MHI staff

 Women’s  Lipid Group

 Women’s health PCP, PC-MHI staff, PharmD

 Tobacco Cessat ion

 PharmD or NP, PC-MHI staff

Educat ional  Groups

 Opioid Educat ion

 PACT provider and nurse, PC-MHI staff

 Pain School

 Center for Interdisciplinary Pain Management, PM&R, PC-MHI, Dietitian

 Diabetes  Educat ion

 Dietitian, PharmD, PC-MHI staff

SHARED MEDICAL APPOINTMENT 

STAFFING



 19% of PC-MHI patients have a Depression diagnosis

 Brief depression therapies and care management provided by PC -MHI

 New antidepressants and depression diagnoses tracked by case finder

DEPRESSION

 Patients with in-person or telephone follow-up within 4 months of 

new antidepressant prescription (from any VA source): 83.8%



ANXIETY, PTSD, 

INTIMATE PARTNER VIOLENCE

12.8% of PC-MHI patients have an Anxiety 

diagnosis

IPV Screening Using E-HITS

• 25-28% positive screens

• Follow-up by PC-MHI includes 

safety planning and provision of 

community resources

PTSD Screening Using PCL

• Referrals receive appointment for 

PTSD clinic intake before leaving 

Primary Care



CHRONIC PAIN

 8-13% patients are on some 

opioid medication (down 

from 20% in 2014)

 Shared appts with PCPs 

when patients are being 

tapered off opioids

 CBT-Chronic Pain

 Individual

 Group

 Biofeedback

 ACT-Chronic Pain

 Educational Pain School

(Center for Interdisciplinary Pain 

Management)



 Elements of team collaboration

 Huddles / daily interaction Joint treatment planning & execution

 Systematic screening, as well as qualitative casefinding (e.g., distress)

 Screening for MDD, AUD, and PTSD at 93 to 99%

 Prescribing / e-consultation

 Shared medical appointments (e.g., CAD, pain school)

 Magnitude and dimensions of program

 6372 PC-MHI encounters (FY 2015) 

 Mean PC-MHI encounters / unique user = 1.9  

 Reach of program into enrolled primary care population

 19.4% of PC population had 1+ PC-MHI encounters

 34.2% of PC population had PC-MHI encounter(s), or PCP encounter 

with MH dx  

PUTTING IT ALL TOGETHER TOWARDS 

INTERDISCIPLINARY CARE



Integrated Behavioral Health in Primary Care: 

Important Considerations for Any System
July 28, 2016

Christopher L. Hunter, Ph.D., ABPP
Department of Defense Program Manager for Behavioral Health in Primary Care

The opinions and statements in this presentation are the responsibility of the author, and such 
opinions and statements do not necessarily represent the policies of the U.S. Department of 

Defense, the U.S. Department of Health and Human Services, or their agencies.



Overview

1. Background/Context Military Health System

2. Policy/Standards/Training

3. Clinical Pathways

4.    Take Home Message

20



-Hunter, C. L., Goodie, J. L., Dobmeyer A. C., & Dorrance, K. A. (2014). 

Tipping points in the Department of Defense’s experience with 

psychologists in primary care. American Psychologist, 69, 388-398.

-Hunter C. L., & Goodie, J. L., (2012). Behavioral health in the 

department of defense patient-centered medical home: History, finance, 

policy, work force development and evaluation. Journal of Translational 

Behavioral Medicine, 2, 355-363. 

Military Health System

3



Age Total % Female % Active 

Duty

% Retired % Family 

Members

0-4 307,188 49% N/A N/A 100%

5-14 478,689 49% N/A N/A 100%

15-17 121,014 49% N/A N/A 100%

18-24 559,098 39% 60% 0% 40%

25-34 723,752 41% 67% 0% 33%

35-44a 444,297 49% 56% 6% 37%

45-64a 571,348 46% 11% 45% 43%

65+ 145,792 52% 0% 49% 51%

Grand 

Total

3,351,178

aTotal percentage of Active Duty, Retired and Family Members does not equal 100% due to rounding

People We Serve

4



● DoD Instruction 6490.15

● Program Standards

o Model of Service Delivery

o Staffing Ratios

o Expert Trainers

o Training Standards

o Program Managers

o Oversight Committee

www.dtic.mil/whs/directives/corres/pdf/649015p.pdf

Policy/Standards

5

http://www.dtic.mil/whs/directives/corres/pdf/649015p.pdf


● Service Clinical Practice Manuals

● 4 Day Benchmark Training 

● In Clinic Benchmark Training

● Ongoing Quarterly Program Evaluation

o Every Provider, Every Appointment

o Standardized Documentation

o EHR Data Pulls

Training

6



25

Clinical Pathways
What Is Your End Game?

Design Problems Really 
Can Slow You Down



• Method of screening/assessment/intervention for a well-defined group

• States the goals and key elements of care 

• Based on Evidence-Based Medicine guidelines, best practice and patient 

expectations by facilitating the communication, coordinating roles and 

sequences of multidisciplinary care team activities 

• Goal is to improve quality of care, reduce risks, increase pt satisfaction 

and increase the efficiency in the use of resources

Clinical Pathways

8



• Developed by behavioral health and physician PCMH leads

• Designed to increase use of BHCs as part of standard care

• Designed to improve outcomes & patient & PCP satisfaction with care

• 8 Pathways developed

o Alcohol Misuse

o Anxiety

o Depression

o Diabetes

o Obesity

o Chronic Pain

o Sleep Problems

o Tobacco Use

Clinical Pathways

9



1. Identify patients for the pathway

2. Connect the patients to the pathway

3. Intervene in an evidence based way

4. Outcomes…is it working

Clinical Pathway

10



How do you know if what you are doing is working?

Clinical Pathway Evaluation

11



• Program Evaluation Targets

– Process Metrics (obesity as an example)

– How many patients seen by primary care providers (PCPs)

– Of those how many screened (e.g. BMI)

– Of those how many 30+ on BMI

– Of those how many received what service

– Referral to BHC for behavioral weight intervention

– Referral to specialty behavioral medicine service outside the clinic

Clinical Pathway Evaluation

12



• Program Evaluation Targets

– Outcome Metrics (obesity as an example)

– Change in BMI

– Change in % of total weight lost

– Change on biological measure (e.g., BP, Lipids, HbA1c)

Clinical Pathway Evaluation

13



• Standard Clinical Operating Procedures

– Screening/Assessment

– Seamlessly woven into clinical care

– Can be executed by staff other than the PCP

– Valued added clinical data for PCP

– Electronic Health Record

– Easy documentation and clinical prompts

– Data can be efficiently pushed/pulled electronically from the record

Clinical Pathway Evaluation

Clinical Systems/Processes

14
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 Population Impact

– Are the people who could benefit from care being treated

– Are those treated getting better

– Does getting better impact healthcare use/overall functioning

Clinical Pathway Evaluation

16



1. Develop agreed upon clinical/administrative standards…observable & can be enforced  

-Develop methods to ensure workforce is trained to clinical/administrative standards

-Fidelity to service delivery model for desired outcomes to have a chance to be realized

2. Develop manuals addressing clinical, administrative, operational & financial component.

- Guide practitioners/administrators on what services they will & will not do

Take Home Message

Standards/Training

17



1. Determine the unmet need in your clinic

2. Engage health care team & leaders in clinical pathway discussion

3. Deliver detailed clinical pathway standard operating procedure

-Who, does what, when, for how long?

4. Train all staff on clinical pathway

5. Determine monitoring process and outcome metrics of the pathway

6. Report pathway impact on a set schedule 

Take Home Message

Clinical Pathway

18





Discussion Questions

1. Workforce: How are you supporting the move to team based care? How do 

you maximize the behavioral health clinicians’ roles in primary care? 

2. Clinical: How are integrated clinics identifying and addressing issues of 

trauma and suicide ideation?

3. Clinical: Can you share the standard practice of care (what triggers a 

referral), guidelines and screening tools?

4. Operational: How are you maximizing your EHR to support Clinical 

Pathways? (examples)

5. Operational: What challenges have you seen with documentation and what 

strategies have you used to support consistent documentation?

6. Cultural Competency: Are there ways you address the unique needs of 

racial/ethnic populations?

7. Resources: What are some resources that you find beneficial in your 

agency?



Featured Resources: VA

• Pocket Card-Clinical Practice Guideline for the 

Management of Major Depressive Disorder

• Primary Care-Mental Health Integration (PC-MHI) 

Functional Tool 



Featured Resources: DoD

• Chronic Pain Clinical Pathway Outline

• Obesity Clinical Pathway Overview

• Tobacco Cessation: How to Change?



CIHS Tools and Resources

Visit www.integration.samhsa.gov or 

e-mail integration@thenationalcouncil.org

http://www.integration.samhsa.gov/
mailto:integration@thenationalcouncil.org




Thank you for joining us today.

Please take a moment to provide your 

feedback by completing the survey at the 

end of today’s webinar.


