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Access Community Health Centers

PCBH program started in 2006

* Program has grown to include the following in 2023

* 0.75 FTE consulting psychiatrist, Dr. Julie Nielsen-Witkovsky

 10.5 FTE Behavioral Health Consultants (psychologists and
social workers)

* 2.0 FTE Behavioral Health Care Coordinators

e January 2023 started CoCM project planning meetings in
collaboration with WPHCA and CFHA

e August 2023 Go-Live for CoCM services and billing
* Integrated behavioral health services provided at 3 primary care
clinics in Madison, WI o
O Access
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Collaborative Care Model (CoCM)

PSYCHIATRIC COLLABORATIVE CARE SERVICES (COCM)

CPT codes 99492, 99493, and 99494
are used fo hill for monthly services

Commun Ity fumished using the Psychiatric
Collaborative Care Model (CoCM), an

Health Center approach to BHI shown to improve

providers ShOUId outcomes in multiple studies.

1 1 What is CoCM? A model of behavioral
su bm It Cla IMS health integration that enhances “usual®
W|th proced ure primary care by adding two key sernvices:

care management support for patients
code GO512 to receiving behavioral health treatment;

0 and regular psychiatric inter-speciaity
be relmbursed at consultation to the primary care team,
the PPS rate particularly regarding patients whose

conditions are not improving.

CARE TEAM MEMBERS @ @ @

+ Treating (Billing) Practitioner — A physician and/er non-physician practitioner (PA, NP, CNS, CNM);
typically primary care, but may be of another specialty (e.g., cardiology, oncology)
+ Behavioral Health Care Manager — A designated individual with formal education or specialized

training in behavioral health (including social work, nursing, or psychology), working under the
oversight and direction of the billing practitioner

+ Psychiatric Consultant — A medical professional trained in psychiatry and qualified to prescnbe the
full range of medications

+ Beneficiary — The beneficiary is a member of the care team

axa

Treating (Billing) Practitioner

Validated
Rating Scales £

al . 3
T

r
BH Care = Psychiatric
Manager Registry Consultant

— = Frequent communication
= = = Infrequent communication

E20TT University of Washinglon AIMS Certer, AN rfights reserved.
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Collaborative Care Model (CoCM)

General BHI (CPT code 99484) has not yet been approved by DHS.

However, we have learned that there is active planning for implementation/approval over the
next 6-12 months.

The General BHI code is for use to bill monthly services delivered using Behavioral Health
Integration (BHI) models of care other than CoCM that also include service elements such as:
* Systematic assessment and monitoring

* Care plan revision for patients whose condition isn’t improving adequately

* Continuous relationship with an appointed care team member

CPT code 99484 is used to report models of care that don’t involve a psychiatric consultant, or
an appointed behavioral health care manager, although these personnel may deliver General
BHI services.

General BHI Service Parts
* Initial assessment, including administering applicable validated rating scales
* Systematic assessment and monitoring, using applicable validated clinical rating scales
* The primary care team’s joint care planning with the patient, with care plan revision for
patients whose condition isn’t improving
* Facilitation and coordination of behavioral health treatment K_j Access
e

Continuous relationship with an appointed member of the care team COMMUNITY HEALTH CENTERS™

MLN909432 May 2023 https://www.cms.gov/files/document/min909432-behavioral-health-integration-services.pdf 'mproving health. Improving lives.
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Collaborative Care Model (CoCM)

Patient-Centered Care Population - Based Care
Effective collaboration between BHCCs and PCPs, *  Defined and tracked patient population to
incorporating patient goals into the treatment plan ensure no one falls through the cracks
Measurement-Based Treatment to Evidence-Based Care
Target . Treatments are based on evidence

Measurable treatment goals and outcomes defined

and tracked for each patient (PHQ-9/GAD-7) Accountable Care

Treatments are actively changed until the clinical
¥ g . Providers are accountable and reimbursed for

goals are achieved . -
quality of care and clinical outcomes

COMMUNITY HEALTH CENTERS*
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CoCM: Role of the PCP

Responsible for:
Identifies and Engages: P

*  Works with care team and patient to
. Obtains informed consent

. Initiates warm handoff to behavioral
health care manager

*  Works with care team to implement

treatment and make treatment adjustments

*  Prescribes medications, as needed*

. At Access given we already havq a +  Addresses safety concerns
robust PCBH program the PCP simply
refers to the BHC team and we assess *  Monitors physical health and potential
for appropriateness of engagement with medication interactions
CoCM program

The PCP also continues to oversee all aspects of the patient’s care, including medication
management.

O
.Q' Access
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Responsible for:

Supports the PCP and BH care
manager in treating patients

Meets weekly with care
manager, focusing treatment
planning for patients that have
not improved at least 50% after
10-12 weeks

Psychiatrist does not typically
see the patient or prescribe
medications in CoCM

Available for ad-hoc
consultations as needed

CoCM: Role of the Psychiatric Consultant

Skills:

¢ Make recommendations to PCP to enhance care
without seeing the patient directly

* Ability to educate/share knowledge related to
psychotropic management

e Create a treatment plan with limited information
to support population health

O
.\_}. Access
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CoCM: Role of the Behavioral Health Care
Manager

Coordinates the overall effort of the treatment team and
ensures effective communication among team members

Engages the psychiatrist to provide advice to the patient’s provider, and
based on the final decision of the provider shares the treatment plan with

] the patient
At Access the care manager is

referred to as Behavioral

Health Care Coordinator Offers brief behavioral health interventions (using evidence-based
(BHCC) techniques such as motivational interviewing, behavioral activation, and

problem-solving treatment)

Between provider visits, regular medication monitoring and
psychoeducation

Co-creates the relapse prevention plan with the patient

Participates in systematic case review; Close collaboration with the
provider and psychiatric consultant
= Supports the PCP by providing proactive follow-up of treatment
response, alerting the PCP when the patient is not improving, supporting
medication management, and facilitating communication with the
psychiatric consultant regarding treatment changes

O
.Q. Access
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Identifying Eligible Patients: Inclusion
Criteria

 |dentified by PCP/BHC team for possible referral to CoCM program

* Referral to the Behavioral Health Care Coordinator to reach out to
provide overview and obtain verbal consent for engagement

» Use of registries for patients identified as having diagnosis of depression or
anxiety

Defining the target population:

PHQ-9 and/or GAD-7 of 10 or more
Diagnosis of depression and/or anxiety on problem list

Just started on a new antidepressant, or regimen was changed by medical
provider

O
.Q. Access
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CoCM Process

Steps of CoCM

Initiating and Systematic
Adjusting Follow up - Completing
Assessment Evidence-based Tracking Treatment and

Patient Systematic
Identification, i Case Review

Referra_l, el and oo Psvchrt]trlc Treatments Treatment Relapse
Appropriatenes Consultation

e Engagement (Treat to Target) | Outcomes Prevention

Program oversight and quality improvement

®
() Access

o ® COMMUNITY HEALTH CENTERS™
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Primary Care Behavioral Health

Model (PCBH)

“The PCBH model is a team-based primary care
approach to managing behavioral health
problems and biopsychosocially influenced
health conditions. The model’s main goal is to
enhance the primary care team’s ability to
manage and treat such problems/conditions,
with resulting improvements in primary care
services for the entire clinic population. The
model incorporates into the primary care team
a behavioral health consultant (BHC),
sometimes referred to as a behavioral health
clinician, to extend and support the primary
care provider (PCP) and team. The BHC works
as a generalist and an educator who provides
high volume services that are

accessible, team-based, and a routine part of
primary care.”

®
() Access

o ® COMMUNITY HEALTH CENTERS™

(Reiter, Dobmeyer & Hunter, 2018)
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Generalist: the BHC is “open to all” and sees a variety of presenting
concerns including mental health, substance use disorders, preventive
medicine, health and behavior changes, etc; across a lifespan.

Accessible: Available in real time to support the patient experience and
support the PCP via warm handoffs and curbside consults, targeted
contacts 15-30 minutes, schedule set up to support same day access.

Team-Based: BHC goal to maximize effectiveness of PCP, support care
team communication, flexibly contributing to the team.

High Productivity: BHCs typically see 8-14 patients per day, population
health focus, development of clinical pathways-depression
screening/intervening, SBIRT.

Educator: BHCs share knowledge to support the education of the entire
care team related to biopsychosocial functioning and communication.

Routine: Develop BHC as routine part of primary care to support
improving health of the primary care population.
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Why Pursue CoCM at Access?

Opportunity for
revenue

reimbursement

Better patient

outcomes related . for Medicaid
Supports team- generation for
to treat to target . members and
based care . care coordination .
for depression and securing

efforts for BH
conditions

reimbursement at
PPS rate within
‘ C settings

Supports use of

anxiety

Already well
established PCBH+

Increase UDS
measure

associated with program with evidence-based
depression addition of care treatment
screening and coordinators and
follow-up psychiatry

®
() Access
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https://www.c-who.org/practice-based-research-2/

Benefits of CoCM & PCBH Models



Benefits of Blending CoCM & PCBH Models

* Harnessing the impact of both CoCM and PCBH to promote population
health and provide comprehensive biopsychosocial approach to care

 The PCBH approach is that of a generalist in which we are open to
seeing any and all BH conditions across a lifespan. This ensures access
to needed services to the population we serve

* The addition of CoCM to our current BH service offerings allows us to
better support our patients with specific, defined behavioral health
conditions of depression and anxiety with a systematic process that is
registry driven to provide increased support and outreach for
engagement in treatment and stepped care

e By blending CoCM and PCBH we can have the greatest impact on
populations to promote wellness

* Ability to focus on broad range of individual and family health needs while
also having systematic way to follow patients with defined mental health
conditions and treat to target

= A
American Psychological Association Center for Psychology and Health; Behavioral Health Services Cce S s

in Primary Care: An Essential Component of Integrated Care [ ) @® COMMUNITY HEALTH CENTERS®

https://www.apa.org/health/behavioral-health-services-primary-care.pdf Improving health. Improving lives.
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CoCM Planning at Access

e June 2022 WI DHS provided Forward Health
Update related to reimbursement for CoCM
codes for WI Medicaid

— 2022-25: Collaborative Care Model Policy

— 2022-40: Collaborative Care Model and New
Billing Procedure for Community Health Centers

@
YAWPHCA (3 Access

. : e Improving health. Improving lives.
|||||||| Primary Health Care Association
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CoCM Planning at Access

* Work group involving WPHCA, CFHA, Access
staff/leaders

* Collaboration with UW Health (shared EHR
and billing/coding revenue cycle)

* Developing project scope and work plan

— Core project team with Access staff and project
management support

YAWPHCA (3 Access

' . : _— Improving health. Improving lives.
Wisconsin Primary Health Care Association
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Work Plan

B C D [ G H
Access Community Health Centers

COCM Services Target date: August 15, 2023

Last Updated: 8/18/2023 by Kay

Function/Task ~| Person Responsible |~ Due Date |~| Status/~| Indicator| - Updates -
Workflows/Processes/Procedures
Meeting with UW and CFHA to discuss how UW has incoporated this work IT/Epic build, consent, registry, workflows, billing codes and process. Meeting
scheduled for 1/30/2023. How are the automating this to not have to manually
CFHA January 30,2023 | Completed [ ] ) )
drop charges? How do you talk to patients about this program? Can you share
smart phrases and tools used for this program?
Identify target population/inclusion criteria and treatement targets Completed [ ] Starting with 2 for each BHCC to understand time and impact.
Establish workflow for COCM work . Draft workflows are ready for implementation. Will continue to tweak and
Team October 1, 2023 In process . B . B
adjust as we go. There are still a couple workflows that need to be reviewed.
Claify which staff will do which roles in the workflow Team August 1, 2023 Completed .
Establish evaluation criteria for pilot Not started @ BHC's will manage the implementation
Identfy steps for implementation of workflow Beth/Ashley August 1, 2023 Completed [ ]
1S/Epic Build
Identify tools/build used by UW Meeting scheduled for 1/30/23. Kay also meeting with Tracy on 1/6 to start to
understand the Access circumstances. Access already has access to the tool used
CFHA February 1,2023 | Completed [ ] o : ] i
by UW which is the primary care behavioral health collaborative care
navigator/smart form.
Waork with UW to turn on or build required functionality August 15, 2023 Completed . Don't need to turn on, but will need training on how to use it.
Review smart phrases and make required changes Beth/Ashley June 20, 2023 Completed . Have UW examples. Thinkwe_need to make cha_nge-s. Have done several. need
to do a few more. Tracy adapting some of the pick lists.
Ticket/build for new billing rule Ty July 1, 2023 el ® Community Connect Ii.?isons helping to prioirtize._Ex_pect earltf July t(? have buld
completed around coding. They need to get permission for Tristans time.
Identify codes for use with model We know will need to use Geode. Outstanding question on if this will be
February 20, 2023 | Completed [ ] majority rule. Also unsure if tool will use the 93 codes and then switch to gcode
on the back end.
Clarify if majority rule will be allowed for Medicaid Kay July 1, 2023 Completed . Have validated that 680 minutes is required for Medicaid.
Assign fees to new codes Carmen April 15, 2023 Completed [ ] Fee schedule still being updated, but requestisin.
Develop specialty fee schedule for COCM services Jo/Carmen May 1, 2023 Completed [ ] Could write off uninsured.
Test billing process/follow claims Tracy August 1, 2023 Completed [ ] WQ has been established
Validate billing process/rules for Medicare and Commercial UW Billing May 1, 2023 Completed . Expect these to be the same as UW uses.

= Access
“W P I—l C A H‘ COMMUNITY HEALTH CENTERS™

; . . Lo Improving health. Improving lives.
Wisconsin Primary Health Care Association
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CoCM in Action: Building the Workforce

e April 2022 increase in FTE of consulting psychiatrist time (0.25 to 0.75
FTE)-building capacity
* Hire Behavioral Health Care Coordinators (BHCC)
* |Initially included MSW level care coordinators
e Adjusted minimum requirement to have Bachelor’s degree in
Social Work, Psychology, or Human Services with additional
trainings provided in Motivational Interviewing to increase the
pool of applicants
* Additional engagement with CFHA related to trainings to support
care coordinator competencies
 BHCC attended UW Continuing Studies conference on
Motivational Interviewing in August 2023

@
YAWPHCA (3 Access

' . : ; Improving health. Improving lives.
Wisconsin Primary Health Care Association



CoCM in Action: Building the Workforce

Collaborative Care Model Providers

Providers qualified to provide collaborative care services are identified in the table below.

PROVIDER

Treating practitioner
(billing provider)

QUALIFICATIONS

Any provider qualified to use evaluation and
management codes, except psychiatrists
Primary care or specialty care providers
Must be enrolled in Wisconsin Medicaid

TASKS AND ROLES

Directs the behavioral care manager

Oversees the member’s care, including prescribing
medications, providing treatments for medical concerns, and
making referrals to specialty care when needed

Remains involved through ongoing oversight, management,
collaboration, and reassessment

Behavioral care
manager

Bachelor's degree in a human service-related field
and one year of direct, supervised experience
working with individuals in the behavioral health
field

Works under the supervision of the billing
practitioner

Enrollment in Wisconsin Medicaid not required

Administers validated rating scales (for example, PHQ-9
scale for depression, GAD-7 for anxiety)

Develops a care plan

Provides brief psychosocial interventions (for example,
motivational interviewing)

Collaborates with billing practitioner

Consults with psychiatric consultant

Has continuous relationship with the member

Does not include administrative or clerical staff (Time
spent in strictly administrative or clerical duties is not
counted towards the time threshold to bill behavioral health
integration codes.)

Maintains registry for tracking patient follow up and
progress

SAWPHCA

Wisconsin Primary Health Care Association

July 2022, NO 2022-25, Wisconsin Forward Health Update

O
.Q‘ Access
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CoCM in Action: Building the Workforce

PROVIDER

Psychiatric
consultant

QUALIFICATIONS

A licensed psychiatrist, psychiatric advanced
practice nurse, or psychiatric-certified physician
assistant

Must be enrolled in Wisconsin Medicaid; may
be enrolled as a prescribing, referring, ordering
professional

TASKS AND ROLES

Meets with the primary care team to review the member’s
treatment plan and status, meets at least weekly

Advises and makes recommendations as needed

If fully enrolled in Wisconsin Medicaid, may render services
directly to the member that are separately billed; activities
reported separately are not included in the time applied to
collaborative care model

YAWPHCA

Wrsconsm Primary Health Care Association

July 2022, NO 2022-25, Wisconsin Forward Health Update

g. = Access

COMMUNITY HEALTH CENTERS*
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CoCM in Action: Building the Workflows

W

[see “Universal Deprass
Procedurs")

BHC introduces COCM program to
patient after therapy visit if patient
meets criteria and completes thair
visit. verify/add diagnosis of
depression or anxiety to problem list.

BHC requests
PCP to place
order for
COCM

™| routed to BHCC

PCP places
order which is

Pool

Note: Searc

BHCC outreaches to meets
with patient to confirm
COCM Program, including
billing discussion and
verifies diagnosis on the
problem list and add to
encounter.
Document in telephone
Encounter

ip enrolling in COCM

& patient interasTad

BHCC documents
consent. Completes
“Primary Care BH
Collaborative Care” tool

from telephone

encounter. Click
“active” in the Episode

to initiate billing.

vesfp| t0 document episode —p

BHCC If BHCC sets a

Schedules BA goal with
initial patient, BHCC
assessment |—p| adds emotional
appointment health goal to
within one documentation
wealk in smartform

PCEH
Collaborative

Epic tool

BHCC sets next

Collaborative care” Episode of care
and completes Episode SmartForm,
including:

® BHCC Name

care putreach in

# PCBH Collaborative care —
Active

s Patient identified via

* Reason for PCBH Collaborative
Care

BHCC creates new “Primary Care BH

clinician

Yes- Admissions

BHCC adds themselves to care team
& Relationship-Primary Care BH

Specialty — BHC License

*  Non- additional results

BHCC
documents time
#] tracking- Case
Collaborations/
Review

2re meds initiztad B
PCP in visit?

BHCC
Mo

decuments
medication
change in Plan

BHCC enters PHO &
GAD-7 (if not entered
by the MA/LPN),

»| goal progress, billing -

BHCC follows up
with patient by phona
in 2-3 days to check on

documents note using
and closes the
Encourter.

concerns and
madications, if
applicable

BHCC links encounter to
episode and documents
using
HACHCCOCMFOLLOWUP
or free text a note in
telephone encounter

—

and
Intervention
SmartForm.

BHCC sets next PCBH

collaborative Care outreach

date to date of inttial
assessment appt

-

D
H CENTERS™

Wisconsin Primary Health Care Association

Improving health. Improving lives.



CoCM in Action: Building the Workflows
e

by PCF or team
psychiatrist
Schedulers: if o patient ks colling to schedale on
appointment with the BHCC, confirm they ore an the
care team befare scheduling. If they are nat or the
N o, rowte the Eelephong envownter ra the
BHCL

BHCC opens
BHCC
BHCC uses BHCC contacts i~ T:r:: ’ appropriate e
RWE to patients via B qmz :eelts encounter. Enter -
identify —- phone or get a hold of s Co! m’ iletes witI:1 “Behavioral Health — the api
patients to handoff from patient? Et'lent s collaborative Care” of :am
contact PCP/BHC pnu dad reason for callf
| chief complaint
Recommended contact Must provide ;t laast ona
frequency: = BHCC Document .
treatment modality: ) ) BHCC Reviews
Savers/New: weekly * BH Activation medication chan; in SIERErE
. for 4-8 weeks »  medications Flan and Intervention on goal setting
Mild: Every othar week — SmartForm
v For talephone/ Talemed: T Patients who have been in coRaborative care longer
BHCC documents in ime tracking i S0% better in & c/pep  than mpecied
encounter using Dﬂt_l.llﬂﬂﬂt me I.I'ls !l'l BHCC completes 12 weeks I ﬂl'.lm and & P 3. ER/Hospital visit related to 8H
foll patient outreach and indicate fol N will huddle weekly 5 new patient [if necessary]
.achccocmfollowup the follow up .
and in Primary contact form. Select PCBH section. Open and for ~40 min 5. no recent B=C outreach/fnever discussed
. |—»{ Collaborative Care in the | - & Patients ready for relapse prevention
Care Behavioral “zbout” fisld route encounter to T 7. Mot recontly rewewed
) . PCP | i i
H"m"_ For In person: enter visit = .rF there_ls e Is patient . i
collaborative di sis and PCF a5 actionable item . - i
SmartForm 1agnask T improving? BHOC assesses
autharizing provider in LOS Mo | barriers to progress BHCC
* L. and routes discusses
encounter to BHC if next steps
If patient has Yes thers is an with patient
medical questions, actionable item
BHCC routes to Remission: .
appropriate clinical *  50% reduction of
poel . :"'T;m';m? , B BHCC adjusts care plan,
pr-sriyapivisarifl R detrmines s orac
€ Ne »  znd sets next PCBH

Collaborate care outreach
date

CENTERS®

Wisconsin Primary Health Care Association
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Consulting Psychiatrist at Access:

Julie Nielsen-Witkovsky, MD

e Skilled clinician

* Key Collaborator

e Educator

* Extensive experience in integrated care settings

Services provided:
Chart review
In-person and virtual consultations with patients
Verbal recommendations to PCPs
Education (formal and informal)

Primary Care Physician ALWAYS retains prescribing authority

= Access
‘f.*“?W P I_l C A g. COMMUNITY HEALTH CENTERS*

Improving health. Improving lives.
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Go-Live August 2023

What is the Collaborative Care Model (CoCM)?
* A behavioral health integrated model focused on the reduction of depression and anxiety symptoms
* Involves a new team structure (BHC, BHCC, PCP, & Psychiatric Consultant) and services to treat depression and anxiety
* Billed monthly under Medical Services once a month

BHCC Psychiatric Consultant
Manages caseload of patients, systematically Primary Care Provider Supports PCP and BHCC in systematic case
tracks progress of symptom reduction Primary treatment relationship reviews
Works closely with PCP to facilitate patient Prescribes medication Makes recommendations for treatment
engagement Consults with CoCM team plan for patients who are: new, not
Presents patients in systematic case review Supports treatment plan improving or need medication adjustments

Performs structured assessments & brief Evidence- Does NOT see the patient
Based Interventions (MlI, CBT, FACT) ' Does NOT prescribe medications

How to Refer
Inform your patient that you have new
members of your team who provide
additional support and services to help
them feel better with their presenting
depression and anxiety symptoms
Discuss with the BHC team as usual

Who to Refer
Patients with a depression or anxiety diagnosis
or experiencing symptoms
Patients scoring 10 or above on the PHQ-9 or Sdifion HaRcN SEheins
GAD-7
Patients receiving psychotropic medications

= Access
“ W P H C A g. COMMUNITY HEALTH CENTERS®

Improving health. Improving lives.
Wlsconsm Primary Health Care Association



Enhanced support
between clinic visits

to progress
depression treatment

Gratitude from
patients for increased
sense of connection
to their care team

Team based approach
to treatment of
behavioral health
concerns

Positive feedback from
care managers who are
enjoying CoCM patient
contacts and
opportunities to provide
more support

Outreach, supportive
contacts, goal setting,
coaching, medication
review and resource
connection

Increased patient
engagement to
improve outcomes

CoCM Impact
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CoCM in Action: Scaling the Work and

Shared Learning

Key Deliverables to be shared with Other CHCs in
WI:

* |Inclusion criteria recommendations

Workflow examples

 Documentation recommendations

* Training materials

* Recommendations and considerations for
implementation

= Access
“ W P I_l C A g’ COMMUNITY HEALTH CENTERS*
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Collective Impact and Gratitude

* Big thank you to the Collaborative Family Healthcare Association (CFHA) for
their Technical Assistance related to CoCM implementation and specifically
Daniela Vela Hernandez, LMFT, Technical Assistance Associate, Collaborative
Family Healthcare Association

* Gratitude to WPHCA for the project management support by Kay Brewer for
keeping this project organized and moving forward

* Many thanks to Molly Jones and Sashi Gregory from WPHCA for assisting with
advocacy with DHS to support fiscal sustainability of integrated care practices
in the state of Wl and to support a healthier community by supporting whole
person health

* Our Goal is to scale this work not only at Access but across the state
of Wisconsin to support integrated behavioral health care being a
routine part of primary care for all Wisconsinites.

@)
i"W PHCA &) Access

; . . Lo Improving health. Improving lives.
Wisconsin Primary Health Care Association
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SAWPHCA

Recommended Resources

Reiter, J.T., Dobmeyer, A.C., Hunter, C.L.. The Primary Care Behavioral Health (PCBH) Model: An Overview and
Operational Definition. Journal of Clinical Psychology in Medical Settings. 2018.

Robinson, P., & Reiter, J. (2016). Behavioral Consultation and Primary Care: A Guide to Integrating Services, 2"
Editoin. Springer.

Serrano, N. (Ed.) (2014). The Implementer's Guide To Primary Care Behavioral Health. iTunes Store. Access
Community Health Centers.

Access Community Health Centers (Access) Integrated Primary Care Consulting Psychiatry Toolkit 2013.
Available from: http://www.hipxchange.org/Access.

Collaborative Family Healthcare Association (www.cfha.net)

AHRQ Health Care Innovations Exchange. Innovation Profile: Integration of Behavioral Health Team and
Consulting Psychiatrist into Primary Care Enhances Access to Behavioral Health Care for Low Income Patients
(Access Community Health Centers). In: AHRQ Health Care Innovations Exchange. Rockville (MD): [cited 2015
January 21]. Available: https://innovations.ahrg.gov

Serrano, N., Fondow, M. & Zeidler Schreiter, E. (2017). Implementation of the Primary Care Behavioral Health
Model at a Federally Qualified Health Center. From Maruish, M. (Ed.) Handbook of Psychological Assessment in

Primary Care Settings, 2" Edition. Rutledge, New York, NY.
@
() Access
o"e
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Recommended Resources

Newton, H., Busch, S. H., Brunette, M., Maust, D. T., O'Malley, J., & Meara, E. R. (2021). Implementation of
collaborative care for depressive disorder treatment among accountable care organizations. Medicine, 100(27),
e26539. https://doi.org/10.1097/MD.0000000000026539

Overbeck, G., Kousgaard, M. B., & Davidsen, A. S. (2018). The work and challenges of care managers in the
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