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Reimagining Integrated Care: Why Social Interventions are  
Vital in Providing Support for People with Serious Mental Illness 

By Kenneth Dudek, MSW, President 
and Ralph Aquila, MD, Psychiatrist, 
Brightpoint Health/Sidney R. Baer Jr. 
Center, and Medical Director  
Fountain House 
 
 

T he concept of “integrated health-
care” has been regarded as an opti-
mal treatment approach for indi-

viduals experiencing co-occurring mental 
and physical illnesses. Twenty years ago, 
Fountain House –  the most widely repli-
cated evidence-based community model 
for people living with mental illness in the 
world –  created the first integrated health 
home specifically for people with serious 
mental illness in the US, known today as 
the Brightpoint/Sidney R. Baer Jr. Health 
Center (Baer Center). The extraordinary 
health outcomes of Center patients (a re-
hospitalization rate of 10% compared to 
re-hospitalization rates of 50% for people 
with schizophrenia in the general popula-
tion; and a 21% decrease in cost of care to 

Medicaid [Solís-Román C, Knickman 
J. Project to evaluate the impact of Foun-
tain House programs on Medicaid utiliza-

tion and expenditures [Internet]. New 
York (NY): New York University Health 
Evaluation and Analytics Lab; 2017 May 

9 [cited 2018 Jan 29]. Available from: 
h t t p s : / / w w w . f o u n t a i n h o u s e . o r g /
nyustudy]) result from a reimagined ver-
sion of integrated care, which Fountain 
House calls a “Community System of 
Care.”  This approach goes beyond pri-
mary and psychiatric care to include a 
vital, overlooked and unfunded third ele-
ment - social interventions.  
     Social interventions address the Social 
Determinants of Health (SDOH) and em-
power people with serious mental illness 
– a population that often has weak social 
networks, lives in poverty, experiences 
precarious housing, are often caught in the 
revolving door of hospitalizations and 
incarceration, and lacks access to healthy 
lifestyle options – to form meaningful 
peer relationships, return to school and 
work, obtain and maintain housing and 
participate in wellness activities. These 
social interventions are delivered at Foun-
tain House’s clubhouse – a nonclinical,  
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I ndividuals with serious mental illness 
(SMI) are known to have significant co
-morbid medical conditions and as 

such greater medical costs though only a 
tiny fraction of that overall costs can be 
attributed directly to mental health ser-
vices.1 It is well established that approxi-
mately 50% of total Medicaid expenditures 
accrue in those individuals with behavioral 
health diagnoses but spending increases up 
to 75% when these individuals have a co-
morbid chronic physical condition.2,3 
     There are many models that aim to 
integrate physical and behavioral health 
(BH) services and itModels that integrate 
care to treat people with mental health and 
medical comorbidities have proven effec-
tive. Despite their effectiveness, however, 
these models are not in widespread use. is 
increasingly apparent that these models 
reduce fragmentation of services and pro-
mote true person-centered care for adults 
with behavioral health and comorbid 
health conditions. There is sufficient evi-
dence that shows that integrating physical 

health services into the traditional public 
behavioral health treatment sector leads to 
improved care and reduced costs. Mental 
health professionals are best suited to 
align treatment options and interventions 
in order to manage these comorbid health 
conditions. Despite the effectiveness of 

these models, however, they are not in 
widespread use.4,5  
     The Coordinated Behavioral Care (CBC: 
www.cbcare.org) Independent Practice As-
sociation (IPA: www.cbcare.org/ipa/what-is
-an-ipa/) Network of providers, throughout 
the five boroughs, offers a comprehensive, 
person-centered and holistic and integrated 
health care network to New Yorkers with 
serious behavioral health disorders and/or 
complex medical needs by bringing to-
gether primary health, behavioral health, 
care coordination, recovery, and supportive 
housing and social service interventions in 
all five boroughs. CBC connects individu-
als in the community using a variety of 
traditional BH services as well as a number 
of practice-based and evidence-based care 
transition and crisis service models, which 
fill identified, critical community-based 
service gaps. 
     CBC and the Network are at the fore-
front of developing, implementing and/or 
establishing multiple models of integrated 
care that are innovative and characteristic 
of CBC’s Network provider’s core mis-
sion to deliver care to individuals in the 
mode person-centered manner possible. 
As part of CBC IPA’s clinically inte-
grated array of services these are a few of 

the CBC Network’s models/services: 
     Among the most promising models of 
integrated care is the Certified Commu-
nity Behavioral Health Clinic (CCBHC), 
part of the 2014 Excellence in Mental 
Health Act that allocated over $1 billion 
to community-mental health services. 
This program mandated nine broad cate-
gories of services with a unique and 
promising federal reimbursement method-
ology based on a Prospective Payment 
System (PPS) ensuring that these organi-
zations were compensated for the actual 
cost of care delivered. Within the CBC 
Network, Services for the UnderServed 
(www.sus.org), Catholic Charities 
Neighborhood Services (www.ccbq.org), 
New Horizon Counseling Center 
(www.nhcc.us) and Samaritan Daytop 
Village (www.samaritanvillage.org)  are 
all designated as CCBHC.  
     An innovative model of improving the 
physical and mental health of vulnerable 
New Yorkers, comes from CUCS’s 
(www.cucs.org) Janian Medical Care 
(www.cucs.org/wellness/janian-medical-
care/). Whether it is at a park bench, shel-
ter or housing residence, Janian’s health 
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P arents seeking help or information 
about their child’s emotional or 
behavioral health often turn first to 

their pediatrician or their primary care 
provider (PCP). Unfortunately, family 
practice doctors often do not have the 
training needed to make decisions for 
children with mental health needs, and 
they may also lack access to appropriate 
consultation services. 
     A program launched by the NYS Of-
fice of Mental Health called Project 
TEACH gives New York's pediatric pri-
mary care providers the knowledge they 
need to treat children and families who 
experience mild-to-moderate mental 
health concerns. 
     Project TEACH provides pediatricians 
and other primary care providers with rapid 
consultation, education and training, as well 
as referral and linkage services. It allows 
pediatric primary care providers to ask ques-
tions about any of their cases involving chil-
dren and adolescents up to age 21. Ques-
tions can be specific to a particular patient; 
diagnosis and treatment for a specific men-
tal health disorder; use of a particular medi-
cation or other treatment strategy; or general 

questions about topics in child psychiatry 
and/or behavioral health. 
     Project TEACH services are available 
to all New York PCPs serving children 
and adolescents. Additionally, other pre-
scribers who are providing ongoing treat-
ment to children, such as Child and Ado-
lescent Psychiatrists, General Psychia-
trists and Psychiatric Nurse Practitioners, 
may request a second opinion through 

consultation. 
     Through Project TEACH, all pediatric 
PCPs are eligible to receive telephone 
consultation about their patients’ mental 
health needs. PCPs can also obtain direct 
consultation for their patients, either face–
to-face with a child psychiatrist or via 
videoconference. 
     Project TEACH also gives healthcare 
providers access to referral and linkage 
services for their child and adolescent 
patients, to help them attain community 
mental health and support services such as 
clinic treatment, case management, or 
family support. 
     The program also provides educational
-based trainings on a variety of topics 
related to children’s social and emotional 
development. CME credits are available 
to physicians for attending the training. 
      Since its inception, Project TEACH 
has enrolled more than 3,500 pediatric 
PCPs and provided 17,700 consultations 
and 5,700 linkage and referral services. In 
addition, Project TEACH offers CME 
training, in several different formats, at no 
cost to the provider. Pediatric PCPs may 
access training through the following: 
     Intensive trainings - specialized, in-
depth programs offered annually in three 
sites around the state which address how 
to recognize, assess, and manage mild-to-
moderate mental health concerns in chil-

dren and adolescents.  
     Core trainings -  led by the Regional 
Provider teams and held on-site at pediat-
ric practices. These trainings can be pro-
vided through a series of several 2 to 3 
hour sessions or in one longer program 
depending on the needs of the practice 
and cover assessment and management of 
the important mental health issues that 
children and adolescents face. 
     On-line Courses - Project TEACH 
provides access to on-demand content 
through its online learning management 
system. Sessions focus on a variety of 
topics related to mental health in children 
and youth.  
     Expanding Project TEACH to Help 
New Mothers: Last year, Governor An-
drew Cuomo announced an expansion of 
Project TEACH to include education, 
training and consultation for maternal 
depression, which affects one in seven 
new mothers nationally. While maternal 
depression can be successfully treated, the 
sooner it is diagnosed the better the out-
comes for both the mother and child. The 
goal of the Project TEACH Maternal 
Mental Health Initiative is to improve the 
well-being of all family members by of-
fering providers the resources and support 
they need to provide the best care to  
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E very contact with a medical pro-
vider is an opportunity to help 
someone address their addiction. 
And so, it is important for every-

one who works in a healthcare setting to 
recognize addiction, understand the neuro-
biology, know the standard treatments and 
be familiar with the resources available 
through the addiction specialty system. 
Many people who share their experiences 
of addiction with me tell me that it was one 
person, who was there at a critical time, 
who influenced them to better understand 
their addiction and to take steps to change. 
The current opioid epidemic is highlighting 
the problems that occur when medical staff 
do not have this training and the opportuni-
ties when they do.  
     People in crisis often present to emer-
gency departments for an overdose or for 
medical complications of using sub-
stances. Early in the opioid epidemic, 
emergency room staff were not trained in 
the use of buprenorphine to treat with-
drawal and not aware of the success that it 
has in helping initiate people to longer 
term care (2017 D’Onofrio). Because of 
this, people who were successfully re-
vived from an overdose with the lifesav-
ing medication (naloxone) were often 
discharged in serious withdrawal without 

a referral to a treatment provider. Without 
training in identifying and understanding 
addiction, it is easy to understand why 
people could blame the patient for the 
very likely continued opioid use, seeing 
the patient as unmotivated and choosing a 
dangerous and destructive lifestyle.  
     There were several efforts happening 
around the country and in New York 
Work that influenced care in emergency 
settings. Work done at Yale by Kathryn 
Hawk, Md MHS and Gail Donofrio, MD, 
showing that initiating buprenorphine in 

the emergency department is effective at 
engaging people into care and this work 
was noticed by several emergency rooms 
in New York State, as well as, early 
adopters, including Ross Sullivan, MD, 
at Upstate Medical in Syracuse NY, who 
championed the development of ED pro-
tocols. The state passed legislation in 
2019 requiring emergency rooms to pro-
vide treatment directly or by referral to 
people in an opioid crisis and support a 
transition to ongoing care. Families and 
patients advocated for appropriate treat-
ment and OASAS funded four emer-
gency room and treatment provider col-
laborations with State Opioid Response 
funding. Through other initiatives, 
OASAS supported peers from commu-
nity providers to meet with people in 
emergency departments and in other 
community settings. These forces helped 
drive innovations in the delivery system 
and to move us to where we are today. In 
many emergency rooms a person in with-
drawal from opioids can expect to be 
treated by a medical professional who 
understands the neurobiological power of 
addiction, the neuroprotective effects of 
buprenorphine and the importance of 
peer supports during an addiction crisis 
for both families and patients. The goal 
is to have this type of care available in 
all emergency and medical settings.  
     We still have a long way to go. The 
crisis has spurred many physical health 
settings to better recognize and understand 
opioid addiction and its treatment, but stig-

matizing beliefs remain. Not all settings 
have a champion and I still hear stories of 
people in painful withdrawal minimally 
treated and misunderstood in some emer-
gency and primary care settings. Until ad-
diction is as easily identified and medical 
professionals are as comfortable treating 
addiction as they are taking blood pressure, 
we have work to do.  
     I believe the experiences we have had in 
this effort, can help move us closer to bet-
ter integration for all forms of substance 
use, even when the specific substance has 
less clear medical treatment protocols. Re-
lationships between addiction experts, re-
covery support providers and medical pro-
viders have become stronger and these 
relationships can serve as a foundation for 
improving integrated care across all set-
tings. Now that peers from community 
providers are available in medical settings, 
to assist with treatment engagement, real-
time scheduling solutions are being devel-
oped to better connect treatment providers, 
and there are ECHO-like learning models 
for sharing expertise, they can be used to 
better integrate screening and brief inter-
vention models for alcohol use disorder 
and engagement strategies for people 
who have a crisis related to cocaine mis-
use. The crisis has caused so much pain 
to our communities and the people we 
serve. Let’s build on the opportunities 
that it has brought to provide better, 
more integrated care.  
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By David Woodlock 
President and CEO 
ICL 
 
 

A  discussion of integrated care 
should actually start by rede-
fining the term itself. Inte-
grated care is commonly con-

sidered the weaving together of physical 
and behavioral health but experience has 
shown that this definition limits the dis-
cussion to two dimensions. What dimen-
sion is missing? What I call the tough 
stuff – homelessness, the effects of trau-
matic experiences, multi-generational 
poverty along with chronic disease – the 
things that research has shown contribute 
to 70% of a person’s health. So, if we are 
to make meaningful inroads in improving 
health outcomes, we have to understand – 
and address – all of the factors we know 
contribute to poor health. 
     And when we add this critical dimen-
sion, what we are talking about is whole 
health. A number of years ago, ICL began 
to introduce a whole health approach to 
care throughout the agency, starting with 
incorporating health questions into behav-
ioral health intake and weaving concrete 
suggestions about self-care into treatment 
plans. It became routine for ICL staff to 
talk with a client about their blood pres-
sure and offer to walk them down the 
street to CVS to have their pressure 

checked or ask if they were eating better 
to deal with the anxiety and sleeplessness 
they had been experiencing.  
     When we sought to evaluate the impact 
of what we were doing, the evidence was 
clear -- 97% of people served by ICL felt 
more connected to community and better 
about their lives and their future. ER and 
hospitalizations for mental health reasons 
were reduced. And a 2017 SAMHSA 
award recognized ICL as one of only 

three agencies from around the country 
having a substantial impact on health out-
comes for people with complex needs.  
     The success of these efforts encour-
aged us to open a center that could serve 
as a “whole health” hub in East New 
York, the physical space to bring inte-
grated/whole health care under one roof. 
Nowhere would this type of care be more 
important than in the neighborhoods of 
East New York. 
     A Welcoming Center for Care: Last 
Fall, the ICL Health Hub opened its doors
– a three-story, light-filled 43,000 square 
foot space offering mental health, primary 
care, housing support, nutrition assistance, 
and youth and parent advocacy, all 
grounded in a whole health approach to 
care. The Hub gave us the chance to work 
together with community groups to 
change the trajectory for East New York. 
     The Community Healthcare Network 
(CHN) shared our vision and commitment 
to East New York and were the ideal 
medical services partner. But because 
primary care and behavioral health come 
from very different practice roots, ICL 
and CHN understood the work we needed 
to do to ensure that services were not sim-
ply co-located but fully integrated. Long 
before the Hub opened, the two organiza-
tions began building the framework and 
procedures needed to carry out our shared 
vision for a whole person approach to 
health and wellness. That work continues 

thanks to the ongoing support of the 
Altman Foundation. 
     ICL and CHN began by looking at the 
values that would guide clinical practice 
and ICL’s TRIP principles of trauma-
informed, recovery-oriented, integrated, 
person-centered services; we shared an 
understanding of using a culturally re-
sponsive lens in all services.  
     This collaborative work has proved 
invaluable to the success of the Hub. We 
continue to put the necessary supports in 
place including ongoing training, joint 
clinical integration meetings, clinical hud-
dles, and development of a shared Nurse 
Practitioner Fellowship program. That 
program has allowed us to launch a pilot 
integration project for our Hub ACT 
teams to bring primary care to home-
bound people with serious mental illness. 
(See related story)  
     Engaging Leaders from All Corners: 
We knew early on that community part-
nerships were critical to everything we 
wanted to accomplish. One of our first 
initiatives was to engage local clergy to 
help break through the stigma against 
getting help and supporting clergy as 
“first responders” to their parishioners. 
Many faith leaders have taken the 
“Mental Health First Aid” training at the 
Hub with the New York City Department 
of Health and Mental Health to identify  
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Integrating Primary Care into Assertive Community Treatment 

By Jeanie Tse, MD, Chief Medical  
Officer, Institute for Community  
Living (ICL); and Gertie Quitangon, 
MD, Director of Psychiatry, Community 
Healthcare Network (CHN) 
 
 

T he great health disparities and 
poor health outcomes experienced 
by people with serious mental 

illness are even more significant for the 
people served by Assertive Community 
Treatment (ACT) teams. Individuals are 
eligible for ACT services if they have 
been hospitalized more than four times in 
the past year, often for failing to comply 
with treatment because of lack of insight 
into their illness, as well as executive 
function challenges and substance abuse, 
homelessness, social isolation and disen-
franchisement. They receive high inten-
sity services that often involve twice 
weekly home visits by a multidiscipli-
nary team that includes a psychiatrist, 
nurses, social workers and peer counsel-
ors. The goal of ACT is to reduce hospi-
talizations and support psychological, 
social, and vocational recovery. Teams 
also attempt to link individuals to pri-
mary care and other health services but 
have long noted the lack of adequate 
primary care for clients. This is not just 
about availability of primary care; many 
people served by ACT teams will not 
access traditional health care services, 
just as they have not accessed traditional 
psychiatric services. 

Integrated Care and the  
Role of Psychiatry 

  
     For people with both high behavioral 
and physical health needs, the National 
Council’s Four Quadrant Clinical Integra-
tion Model proposes, among other inter-
ventions, the co-location of a primary care 
provider (PCP) in behavioral health set-
tings where people with serious mental 
illness are already engaged in care. Onsite 
primary care has been shown to improve 
the rate of diagnosis of medical conditions 
and the quality of medical treatment for 
people with mental illness (see Druss and 

von Esenswein’s 2006 review in “General 
Hospital Psychiatry”).  
     Individuals often see behavioral health 
counselors more frequently than other 
providers so it is a relationship that repre-
sents a rich opportunity to support health 
behavior changes and risk management. 
Psychiatrists can have a unique role in 
helping people manage health risks and 
needs, using motivational enhancement 
and trauma-informed approaches in addi-
tion to managing psychiatric medications 
that cause metabolic side effects. In some 
situations, psychiatrists may also pre-
scribe medications to address cardiome-

tabolic risks, especially when clients are 
not engaged with primary care. Vanderlip 
et al’s “Framework for Extending Psychia-
trists’ Roles in Treating General Health 
Conditions” (American Journal of Psychia-
try, 2016) guides psychiatrists as to when it 
may be appropriate to provide primary care 
interventions for those who have difficulty 
accessing adequate care, with the goal of 
addressing physical health disparities for 
people with mental illness.  
 

ACT Primary Care Pilot  
 
In 2018, ICL and CHN launched a pilot 
integration of primary care for ICL’s ACT 
teams, supported by the New York Com-
munity Trust and the Altman Foundation. 
ICL has six ACT teams, four of which 
moved into their new East New York 
Health Hub home when it opened last 
year. A range of ICL’s behavioral health 
services are also in the Hub along with a 
CHN federally qualified primary care 
health center.  
     Where previously it had been challeng-
ing to engage ACT clients in making and 
keeping appointments in primary care 
clinics with providers they did not know, 
having these services available and inte-
grated into the Hub facilitated the teams’ 
ability to bring ACT clients to primary 
care. They were often in the building for 
other reasons, including for a weekly 
ACT lunch. The importance of being able  
 

see Treatment on page 30 
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By Melissa J. Thomas 
Associate Director, Practice Innovation 
S:US 
 
 

T he notion of Integrated Health in 
behavioral health care is rooted 
in the need to improve the 
health outcomes in the lives of 

people in recovery from mental and/or 
substance use disorders. Preventative 
measures are critical to addressing the 
rates of chronic illness and premature 
death experienced by this population as 
well as creating a culture of wellness in-
side the walls of behavioral health care 
settings. Addressing the Social Determi-
nants of Health such as housing, employ-
ment, and education equally supports 
changing the health and wellness trajec-
tory of this vulnerable population. 
     Whole Self Care promotes integrated 
care within Wellness Works, S:US’ be-
havioral health clinic in Brooklyn. S:US 
created this program through SAM-
HSA’s Primary and Behavioral Health 
Care Initiative (PBHCI). Since its incep-
tion in 2016, Whole Self Care brings 
person-centered wellness initiatives to 
individuals with behavioral health condi-
tions and demonstrates that positive 
health outcomes are achievable for indi-
viduals with mental health and substance 
use conditions. It started as an enhance-
ment to the Wellness Works clinic and 
has become the driving force of care be-
yond mental health. It grew from an “add 

on” to mental health services to a fully 
embedded, holistic part of the clinic. 
Discussions transformed from “if you are 
interested in learning more about healthy 
living go talk to the Whole Self Care 
team down the hall” to “let’s work to-
gether as a team to determine and 
achieve your health and wellness goals.” 
This effort began when the Whole Self 
Care staff started to participate in thera-
pists’ clinical case conferencing and 
found ways to weave wellness in with 
mental health treatment and services.  

     Whole Self Care’s person-centered 
approach to health and wellness and to 
addressing the Social Determinants of 
Health improved consumer physical 
health indicators from Baseline to Reas-
sessment. Within the two years of imple-
mentation, consumer health outcomes 
improved in the following areas: 
 
• Metabolic syndrome risk: 19.5% of con-
sumers improved their blood pressure, with 
6.5% reaching blood pressure levels that are 
no longer considered at-risk of hypertension.  

• Obesity: Nearly half (47%) improved 
Body Mass Index and waist circumference.  
 
• Tobacco cessation: About half of con-
sumers demonstrated lower Breath Car-
bon Monoxide levels, with approximately 
15% reducing their Breath CO to below-
risk levels. The percentage of S:US con-
sumers who reported not using tobacco 
products increased by 16.7% from base-
line to reassessment, which is 12.2 per-
centage points higher than the combined 
increase in percentage of all PBHCI 
grantees (4.5%).  
 
• Diabetes risk: 70% improved blood glu-
cose levels with 30% reaching HgbA1c 
levels that are no longer at-risk. 
 
• Heart disease risk: 57% of consumers 
improved their HDL Cholesterol and 
triglycerides levels, with 7% no longer at-
risk. Nearly 77% improved their LDL 
Cholesterol levels.  
 
     S:US consumers also improved in sev-
eral National Outcome Measures and ex-
ceeded the average percent change com-
pared to other PBHCI grantees in key 
measures of substance use and other indi-
cators of stability and wellness. Consum-
ers reported positive National Outcomes 
Measures from Baseline to Reassessment 
in the following areas: 
 

see Wellness on page 33 

Excellence in Wellness: Whole Self Care Program at S:US 
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By Shawn P. Quigley PhD, BCBA-D, 
Danielle Block MBA, BSN, RN, and 
Frank L. Bird MEd, BCBA, LABA 
Melmark 
 
 

U se of psychotropic drugs for 
individuals with developmen-
tal disabilities is common 
practice. For example, Jobski, 

Hofer, Hoffman, and Bachmann (2016) 
documented an overall median use of 
psychotropic drugs in 45.7% of individu-
als with autism spectrum disorder 
(ASD). Wink et al., (2018) documented 
that psychotropic medication usage can 
be over 90% for youth with ASD admit-
ted to inpatient units. A related concern 
is the number of psychotropic medica-
tions utilized at one time, referred to as 
polypharmacy (see Masnoon et al., 2017 
for further discussion regarding the com-
plication of polypharmacy definitions). 
Given the concern of use with psycho-
tropics and polypharmacy, Deb et al., 
(2009) provided recommendations for 
prescribers supporting individuals with 
intellectual disabilities. Examples are 
multi-pronged assessments; appropriate 
physical examinations; discussion with 
caregivers and the individual; and col-
laboration with other professionals. Al-
though not explicitly stated, the inclusion 
of family, individual, and other team 
members aligns with an integrated treat-
ment approach. 

     A simple description of integrated 
treatment is the cooperation of multiple 
professionals, caregivers, and the individ-
ual to coordinate care for all of the needs 
for the individual (NIMH, 2017). An inte-
grative model is supposed to increase 
communication to address biological, 
psychological, and social needs of the 
individual to improve outcomes (APA, 
n.d.). Researchers have identified key 
themes of integrated teams including an 
identified team leader, guiding values, 

interdisciplinary training, and communi-
cation that promotes discussion and col-
laborative decision-making (Nancarrow et 
al., 2013). Although desirable, integrated 
treatment has barriers, such as pre-service 
training for professionals, having common 
goals, and lack of understanding of pro-
fessionals from different disciplines 
(Sherman, 2013). The purpose of this arti-
cle is to describe a model for integrating 
behavior analysts, caregivers, nurses, and 
psychiatry to support adults and children 

with developmental disabilities and co-
occurring mental health conditions. 
 

Team Members 
 
     Behavior analysts. Behavior analyst is 
a broad term for a professional that has 
been trained in and espouses the princi-
ples and practices of the science of behav-
ior (see Skinner, 1953 and Watson, 1913). 
 

see Psychiatry on page 29 

Integrated Psychiatry for Individuals with Developmental Disabilities 

Shawn P. Quigley PhD, BCBA-D Danielle Block MBA, BSN, RN Frank L. Bird MEd, BCBA, LABA 
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By Donna Mandel, Ed.D, LMHC 
Senior Program Director, Care  
Management, The Mental Health  
Association of Westchester 
 
 

O ften, individuals seeking ser-
vices report that finding qual-
ity healthcare services can be 
like searching for a needle in a 

haystack. However, it does not have to be 
this way. There is an emerging trend in 
healthcare, Integrated Care that can radi-
cally shift this challenging experience. 
Integrated Care, also known as Compre-
hensive Care or Collaborative Care, is a 
type of care management that amplifies 
care services for the “whole person” by 
providing channels for open dialogue be-
tween all parties involved. An example is 
Health Homes Care Management, which 
is integrated care in the truest form.  
     The Care Managers for Health Home 
refer, connect, communicate, and coordi-
nate care for the individuals they serve. 
Think of the model as a bicycle wheel, 
with the client at the center and the Care 
Manager alongside the client. Thus, indi-
viduals are never alone in organizing their 
own care. Metaphorically, the Care Man-

agers have access to the clients’ 
“spokes” (connections), such as medical, 
mental health, and housing services, and 
networks of friends and family; and are 
tasked with coordinating care across the 
“spokes.” To help with this arduous com-
munications challenge, Health Homes 
Care Management has implemented case 
conferencing, which facilitates the sharing 
of important health information and in-
creases the probability of quality care. 
Health Homes is also connected via RHIO 
(Regional Health Information Organization) 
which permits electronic access to medical 
records, hospital alerts, and other important 
information. Utilizing this resource eases the 
burden of communication, and multiple-
party access increases the effectiveness 
and efficiency of the program.  
     For our integrated care management 
program at the Mental Health Association 
of Westchester, we provide every client 
with a dedicated care manager at the heart 
of each case. In addition, we also provide 
our clients with a valuable team including 
access to a nurse care manager, HARP 
(Health and Recovery Plan) care manager 
(if applicable) and a care management 
peer support specialist. The premise be-
hind the wealth of resources is to assist 

the client with anything and everything 
they need to achieve quality care. Our 
care managers document client interven-
tions into an electronic care management 
platform that is also permitted to receive 
hospital and emergency room visit alerts 
from the RHIO. This creates a vital feed-
back loop through which our nurse care 
manager can respond accordingly, and the 
care management team can intervene on 
the client’s behalf as needed. Often these 
responses include contacting the hospital, 
reaching out to family, assisting with dis-
charge planning, making follow-up ap-
pointments, and liaising between the pro-
gram and essential medical providers in-
volved in transitions of care.  
     Similar to Health Home, our care man-
agers at MHA of Westchester also utilize 
case conferences to support communica-
tion and collaboration. With case confer-
ences as a central part of the care man-
ager’s role, our program stresses the criti-
cal nature of getting everyone together to 
discuss clients’ care and promote open 
dialogue. During these sessions, both the 
client and all applicable providers are 
invited, so together we can address any 
potential issues and coordinate roles and 
responsibilities. Simply put, the case con-
ference is there to make sure everyone is 
putting the client’s needs first.  
     Where else can integrated care serve as 
the missing piece to the proverbial jigsaw 
puzzle? Integrated care is not limited to 
healthcare providers by any stretch of the 
imagination. It also has practical applica-
tion across client-identified natural sup-
ports and social service providers as well. 
Remember, it is absolutely vital for medi-
cal providers to grasp a deep understand-
ing of what may be happening inside a 
client’s home as this has an impact on the 
support a client needs for improving their 
physical and/or mental health. Take for 
instance a client on a fixed income that 
lives in a low-income area. This person 
may find challenges with affording trans-
portation costs or having access to fresh 
fruits and vegetables to enrich their diet. 
Since integrated care is designed to en-

hance and facilitate communication, in 
this case, the appropriate medical profes-
sions would have access to disseminated 
information as to why this client is miss-
ing an appointment or unable to follow a 
healthy diet.  
     While integrated care is a positive so-
lution to a complex problem, nothing 
good comes without its challenges. Often 
times in the chaotic world of healthcare, 
care managers report difficulty navigating 
time constraints and scheduling conflicts 
in order to plan effective case confer-
ences. While unfortunate, the truth is that 
there are more and more demands on 
healthcare and social service providers, 
which make it incredibly problematic to 
find time to discuss client care. This is 
unequivocally an issue and deserves more 
attention to maximize the effectiveness of 
integrated care. 
     To combat this issue, MHA of West-
chester’s Care Management Agency 
(CMA) has implemented an innovative 
solution. We have embedded care man-
agers at behavioral health clinics, local 
homeless shelters and at primary care 
practices. Currently, there are care man-
agers residing at two of the three MHA 
of Westchester clinic-based sites, and 
there are plans to expand to all three 
clinics in the near future. The care man-
agers at these sites primarily work with 
current clinic clients and provide Health 
Home Case Management services. Their 
physical presence at the clinics improves 
the flow of communication and increases 
the likelihood of scheduling effective 
case conferences – it’s a much easier 
process. Further, through DSRIP’s spe-
cialized innovation pilot projects, MHA 
of Westchester has inserted care manag-
ers at a local shelter and at primary care 
locations. The care managers at these 
facilities are available to provide educa-
tion on health home care management 
services, assess clients who may be eligi-
ble for service, enroll folks into a pro-
gram on location, and provide help to 
clients who are currently enrolled in Care 
Management services that need immedi-
ate assistance. 
     Another solution is the partnership 
between MHA’s CMA and Hudson Val-
ley Care Health Home whereby both 
groups are part of a project with West-
chester Medical Center that has placed an 
emergency department navigator on-site 
at the hospital. This navigator refers and 
connects patients with care management 
agencies upon discharge, which greatly 
increases the likelihood that these patients 
will engage with outpatient providers and 
attend to any follow up appointments.  
     The trend is such that integrated care 
can improve health outcomes, lower hos-
pitalization and emergency room visits, 
and advance the positive relationship be-
tween providers and clients. It also has a 
measurable effect to reduce overall costs, 
which is why many believe integrated 
care is the present and future of health-
care. Perhaps we have finally found that 
needle in the haystack after all. 

The Case for Integrated Care 

Donna Mandel, Ed.D, LMHC 
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By Kevin, Steven, Christopher, 
Gregory, Charles, Michael, and Chrissy 
S:US 
 
 

T his article is part of a quarterly 
series giving voice to the per-
spectives of individuals with 
lived experiences as they share 

their opinions on a particular topic. The 
authors of this column facilitated a focus 
group of their peers to inform this writing. 
The authors are provided with services by 
Services for the UnderServed (S:US) a 
New York City-based nonprofit that is 
committed to giving every New Yorker the 
tools they can use to lead a life of purpose. 
     Many of us that have lived experience 
know people who have died before they 
reached what most people consider “old 
age,” mostly from untreated and prevent-
able chronic illnesses. According to the 
World Health Organization, “The vast 
majority of these deaths are due to chronic 
physical medical conditions such as car-
diovascular, respiratory and infectious 
diseases, diabetes and hypertension. Sui-

cide is another important cause of death.” 
There are a number of us who have been 
impacted by mental illness, substance use 
and homelessness, causing us great insta-
bility and distress. It’s no wonder why we 
may have greater behavioral and physical 
health needs, and those needs often go 
unmet. These barriers to good integrated 
healthcare have included professionals’ 
failure to recognize our illnesses when 
they happen (both behavioral health and 
medical), treatment that doesn’t meet our 
needs or is not “best practice,” poor moni-
toring after we have been referred for 
treatment and, at times, our own reluc-
tance to use healthcare services.  
 

Under One Roof 
 
     Our group discussed the benefits of 
having access to quality integrated Health 
Care. We agreed that one successful 
model of service is having primary medi-
cal care, mental health and substance 
treatment all under one roof. We felt that 
the convenience of this model meant that 
we and others offered this opportunity 

would be more likely to access the ser-
vices. One member of our group men-
tioned that he particularly valued how easy 
it was to schedule appointments and see 
more than one provider in the same day.  
     Three people in our group who have 
mental health and substance use chal-
lenges, as well as physical health needs, 
stated they felt that having services with 
“no wrong door” was life-saving for them. 
In essence, it is incredibly important that 
those seeking help for mental health OR 
substance use OR  physical health issues, 
would receive treatment for any two or 
even all three, no matter what type of ser-
vices they initially asked for.  
     One group member described having 
been diagnosed with diabetes soon after 
arriving at a residential substance use treat-
ment program. This particular program 
also had a physical health clinic at the 
same location. For this person, once he 
received his unexpected diagnosis, he was 
“grateful” that he was in treatment, because 
he may not have followed through with 
medical care had he still been “on the 
streets.” Having the two types of services 

at the same location made it very easy to 
follow up with all his appointments. He 
also felt that the medical staff had provided 
him with support for all his needs “through 
education and counseling.” This belief in 
the importance of having multiple services 
located at the same location was echoed by 
other group participants. Another member 
of our group declared that having access 
to mental health services at the same site 
as his drug treatment program was invalu-
able, as he was willing to participate in 
that type of service because it was so easy 
and accessible.  
     The more we talked, the more we 
agreed co-located behavioral health and 
primary care providers are very effective 
in helping us stick with care that we want 
and need. Additionally, the easier it is to 
get behavioral health care at the same 
time as physical health care, the less 
likely we feel stigmatized by receiving 
behavioral health services.  
     We recognize that not every model 
will work for everyone. Many of us are  
 

see A Model on page 28 

Integrated Care: A Model of Service in Behavioral Health 
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By Carol Chu-Peralta, PhD 
Staff Psychologist 
WJCS Trager Lemp Center 
 
 

U tilizing a trauma-informed ap-
proach in behavioral healthcare 
can potentially improve pa-
tients’ mental health and pro-

tect the well-being of providers. Integrating 
a trauma-informed approach, however, can 
seem overwhelming, as it requires re-
sources, time, patience, and insight. Fortu-
nately, the Trauma Informed Care Project, 
an organization devoted to understanding, 
recognizing, and responding to all types of 
trauma, offers guidelines to help agencies 
and institutions adopt the practice of 
trauma-informed care.  
     At the WJCS Trager Lemp Center for 
Treating Trauma & Promoting Resilience 
(TLC), we have taken a large, figurative 
bite out of the proverbial Trauma Informed 
Care Project to improve the quality of our 
trauma-informed care. Recognizing that 
trauma is not prejudiced or biased against 
anyone, we have been implementing 
changes within our organization at the mi-
cro- and macro-levels to ensure a sense of 
safety for those who serve and are serviced 
by our mental health clinics.  
     The Trauma Informed Care Project 
outlines several foundational steps to inte-
grating trauma-informed care: 1) Building 
awareness and generating buy-in for a 
trauma-informed approach; 2) Supporting 
a culture of staff wellness; 3) Hiring a 

workforce that embodies the values of trauma
-informed care; and 4) Creating a safe physi-
cal, social, and emotional environment.  
     Respecting the brevity of this article, 
and in light of the ever-rising pressures 
mental health professionals and auxiliary 
staff experience daily, I have chosen to 
discuss the importance of supporting a 
culture of staff wellness. Like any good 
recipe, establishing and maintaining staff 
wellness require some key ingredients. 
They include educating staff on identify-
ing and addressing vicarious trauma, pro-
moting a culture of wellness, incorporat-
ing wellness activities into staff meetings, 
and offering internal and external staff 
wellness activities.  
 

Educating Staff on Vicarious Trauma 
 
     Vicarious trauma, often synonymous 
with secondary traumatic stress, burn out, 
and compassion fatigue, is a concept that 
grew from the burgeoning reality that 
individuals who provide services  to 
trauma survivors can develop similar 
mental health and somatic symptoms as 
their clients, by virtue of being chroni-
cally exposed to their clients’ life stories. 
We have all heard of the notion “leave it 
at the door,” but sometimes our thoughts 
and feelings insidiously creep in, without 
invitation, right through that doorway. 
When it happens so inconspicuously 
though, how do we know when vicarious 
trauma is something we are experiencing?  
     Within WJCS we have a Trauma Com-

mittee, composed of trauma experts who 
practice in various settings, including 
schools and outpatient clinics. Those indi-
viduals are charged with the task of train-
ing all agency staff and external commu-
nity providers about vicarious trauma. 
The first part of the training focuses on 
how to identify trauma sequelae. This 
initial portion of the training is crucial 
because, without it, how are employees 
supposed to notice when those stealthy 
trauma symptoms are claiming stake in 
their minds and bodies?  
     The trainers define vicarious trauma, 
provide examples of how it is manifested, 
and offer practical ways to combat vicari-
ous trauma symptoms. An example, and 
my personal favorite, is challenging your-
self to think about how understanding 
vicarious trauma has changed your life 
positively. I used to experience intense 
tension in various parts of my body after 
the work day. After learning about vicari-
ous trauma, I became much more in tune 
with my own mind-body connection and 
started practicing deep breathing and posi-
tive reframing. It has made me appreciate 
the value of having balance and serenity 
in my own life so I can be fully available 
to my patients. 
     For employees who detect signs of 
vicarious trauma in themselves, WJCS 
offers an Employee Assistance Program, 
which is a wonderful resource. The 
Trauma Informed Care Project suggests 
that employee education about vicarious 
trauma can come in the form of displaying 
posters in the office that delineate signs of 
burnout. Encouraging work/life balance is 
also key. This may be manifested by a 
manager appreciating an employee’s long 
commute and offering the opportunity to 
work a compressed work week to avoid a 
day of travel, or allowing that employee 
to work from home when possible. This 
can also mean encouraging an employee 
to take available vacation time.  
 

Promoting a Culture of Wellness 
 
     Our CEO Seth Diamond leads our 
agency with a firm conviction that em-
ployees need to feel valued which, in turn, 
helps to alleviate or avoid the develop-
ment of vicarious trauma. His belief is 
evident in his manner of relating to all 
staff. As he says, “caring for workers is 

essential economically, practically, and 
morally, especially in this day and age of 
relatively low unemployment.”  
     A culture of wellness is most effective 
when it is driven by its leaders. They have 
the power to create policies that promote a 
culture of wellness, like paid time off for 
physical and mental health needs, mater-
nity/paternity leave, and vacation time. 
They also have the ability to encourage 
the use of these benefits without shame 
and set an example to their staff by taking 
advantage of these benefits to mitigate 
their own burnout. This, in turn, sends a 
message to their staff to also practice self-
care. Dr. Liane Nelson, Director of TLC, 
and Sylvana Trabout, LCSW, Assistant 
Director of TLC, invariably give staff 
permission to care for themselves when 
we are on the verge of burnout. They 
never shame us. We are thankful. 
 

Incorporating Staff Wellness Activities 
 
     A sage pre-doctoral psychology intern 
once diagnosed our entire team with 
PTSD. The intern pointed out that at 
trauma clinic meetings, “You are all talk-
ing right over each other.” She explained 
how disorganized our thought processes 
seemed, perhaps because that is very 
much what trauma exposure does to cog-
nitive abilities. We now start each team 
meeting with a mindfulness exercise. 
Voila! We are all much calmer and pro-
ductive in these team meetings.  
     Similarly, our outpatient clinics re-
cently underwent a “Clinic Transforma-
tion,” which includes the use of daily, 
brief clinical staff meetings. The topics 
discussed during the meetings can feel 
draining at times. However, every 
Wednesday we practice “Wellness 
Wednesday” during which attendees have 
fruitful, thought-provoking, clinically-
oriented discussion on various topics 
(e.g., what’s our favorite self-care practice 
we use in the office, strategies we use to 
work with challenging cases) or practice a 
mindfulness exercise. Sometimes, the 
agency splurges and buys pizza for the 
staff. After all, eating lunch with col-
leagues away from our desks is an impor-
tant wellness activity, as well.  
 

Internal and External  
Staff Wellness Activities 

 
     By partnering with local gyms, yoga, or 
meditation studios, employers can offer 
staff discounted wellness activities, an ex-
cellent way to promote self-care. We are 
fortunate to have several colleagues that 
are “yogis” who have led very relaxing 
yoga exercises during our yearly TLC staff 
retreats. Our retreats are also filled with 
creative mindfulness activities, great food, 
and an abundance of laughter and compan-
ionship. These gatherings are vital to re-
ducing the emergence of vicarious trauma 
within our team, reinforce the notion that 
employees are cared about by our team 
leaders, and enable us to do our work un-
impeded by vicarious trauma symptoms. 
 
     To learn more about the WJCS Trager 
Lemp Center for Treating Trauma & Pro-
moting Resilience, visit www.wjcs.com or 
June McKenley at jmckenley@wjcs.com.  

Trauma-Informed Care in Community Mental Health Settings 

Carol Chu-Peralta, PhD 
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Co-Occurring System of Care Committees (COSOCCs):  
An Innovative Regional Approach to Integrated Care 

By Ashley Brody, MPA, CPRP 
Chief Executive Officer 
Search for Change, Inc. 
 
 

T he integration of care for indi-
viduals with co-occurring men-
tal health and substance use dis-
orders continues to elude our 

healthcare and social service systems de-
spite a nearly universal acknowledgment 
of its importance, both to the individuals 
afflicted with these conditions and the 
viability of the organizations on which 
they depend. A Surgeon General’s report 
of 20 years ago concluded approximately 
half of all individuals with a lifetime sub-
stance use disorder also have a lifetime 
history of at least one mental health con-
dition. This report concluded the same of 
the converse. About half of all individuals 
with one or more lifetime mental health 
conditions also have a lifetime history of 
at least one substance use disorder (U.S. 
Department of Health and Human Ser-
vices, 1999). This is hardly newsworthy 
to anyone with even the most cursory 
understanding of current behavioral health 
trends. The seeming ubiquity of mental 
health crises, including unprecedented 
rates of attempted and completed suicides, 
coupled with an enduring opiate abuse 
epidemic suggest the persistence and co-
incidence of mental health and substance 
use disorders pose increasingly grave 
threats to public health and welfare. These 
threats are compounded by the economic 
consequences of such widespread comor-
bidity. Individuals dually diagnosed with 
mental health and substance use condi-
tions incur significantly higher healthcare 
costs than most and experience mediocre 
outcomes, at best (Curran et al., 2008). 
Nevertheless, many factors continue to 
militate against genuine service integra-
tion and to relegate those with co-
occurring disorders to the role of “misfit” 
during their darkest hours. The existence 
of separate and distinct funding and regu-
latory structures (e.g., Office of Mental 
Health, Office of Alcoholism and Sub-
stance Abuse Services, etc.) and disparate 
treatment approaches and philosophical 
orientations within and among behavioral 
health service provider agencies are 
merely a few of many obstacles to integra-
tion. There have been some promising de-
velopments, however, not least of which is 
the formation of Co-Occurring System of 
Care Committees (COSOCCs) throughout 
the Lower Hudson Valley Region. These 
entities, comprised of numerous and di-
verse stakeholders, are applying innova-
tive approaches to span the schism that has 
separated mental health and substance use 
services for much too long. 
     In late 2017, the Mid-Hudson Regional 
Planning Consortium (RPC), an entity 
charged with the planning and coordina-
tion of various transformative initiatives 
presently underway within our state’s 
behavioral healthcare system, convened 
key stakeholders throughout a seven-
county region in order to explore enduring 
impediments to effective service integra-
tion and potential solutions. This forum 
featured a presentation and facilitated 

dialogue by Dr. Kenneth Minkoff, a pre-
eminent authority on co-occurring disor-
ders and service integration. He and his 
colleagues espouse a Comprehensive, 
Continuous, Integrated System of Care 
(CCISC) model that offers a framework 
through which various dimensions of the 
integration process may be addressed 
(Minkoff & Cline, 2004). This model con-
tains several unique elements, one of 
which promotes the efficient use of exist-
ing resources (and within known resource 
constraints) in implementing desired 
changes. For instance, behavioral health-
care providers often lament longstanding 
obstacles to progress associated with the 
multiple and competing fiscal, regulatory, 
programmatic, and logistical dimensions 
of the integration process. The CCISC 
model presses providers and other stake-
holders to implement necessary changes 
within the context of current resources 
and regulatory structures. It does not ig-
nore the import of these structures or the 
imperative to modify and to align them 
with integrative activities; it simply sug-
gests providers cannot wait for this to 
occur before they enact meaningful 
changes. Other facets of the CCISC 
model, including its emphasis on the utili-
zation of best practices and attention to 
facilitating change within various do-
mains of the healthcare sector (e.g., sys-
tem level, program level, clinical level, 
etc.), are no less important to its success. 
Moreover, this model sits atop several 
organizing principles that distinguish it 
from others that have promoted integrated 
care for individuals with co-occurring 
disorders. A cardinal principle, that of 
recipient engagement, is of paramount 
importance to the model’s success. To this 
end, it advances a corollary principle - the 
expectation that dual diagnosis is an ex-
pectation, not an exception – that informs 
other aspects of the model and its imple-
mentation. The CCISC model is perhaps 
most unique in this respect. Unlike other 
approaches to service integration, it does 
not delineate mental health and substance 
use disorders according to prevailing (and 
often outdated if not outright atavistic) 

criteria that classify some as “primary” 
and others as “secondary.”  The prevailing 
practice, predicated on a belief one diag-
nosis and its associated cluster and con-
stellation of symptoms is of greater 
“primacy” than another, inevitably per-
petuates the longstanding divide the 
CCISC model aims to overcome. This 
does not suggest certain mental health 
conditions cannot produce greater func-
tional impairments than certain substance 
use disorders or vice versa. Minkoff and 
his colleagues suggest the “Four Quad-
rant” model, one that situates dually diag-
nosed individuals in one of four quadrants 
in accordance with the relative severity of 
their mental health and substance use dis-
orders, may prove helpful in identifying 
stage-matched service interventions 
(Minkoff & Cline, 2004). Nevertheless, 
such arbitrary distinctions as “primary” 
and “secondary” fail to recognize the in-
extricable link between conditions and 
may lead clinicians to focus interventions 
and resources on the management of one 
diagnosis to the detriment and neglect of 
others. The CCISC model also encourages 
individuals and entities charged with the 
treatment of individuals dually diagnosed 
with mental health and substance use dis-
orders to administer assessments of their 
adherence to the model’s core principles 
and objectives. This is accomplished 
through the administration of a special-

ized assessment tool (i.e., COMPASS-EZ) 
at multiple levels within organizational 
hierarchies. For instance, it is not uncom-
mon for C-suite executives to promulgate 
progressive policies that fail to gain ac-
ceptance by those responsible for their 
implementation. That is, the glossy bro-
chures and marketing materials that litter 
providers’ waiting rooms and front offices 
often obscure the realities of what is truly 
available to recipients after they gain admis-
sion to their programs. Application of the 
COMPASS-EZ at every level within an 
organization and repeated at periodic inter-
vals in an iterative manner consistent with 
principles of Continuous Quality Improve-
ment (CQI) ensures uniform adherence to 
guiding principles and a consistent approach 
to an exceptionally vulnerable population. 
     Innumerable obstacles to the integra-
tion of care for individuals with co-
occurring conditions will surely remain 
for some time to come. The application of 
the CCISC approach through a diverse set 
of stakeholders operating under the aus-
pices of COSOCCs holds considerable 
promise for genuine progress. It is also 
fully aligned with many other initiatives 
presently underway at the payer, regula-
tory, system, and provider levels that 
share its key objectives. 
     The author may be reached at Search 
For Change (914) 428-5600 (x9228) or at 
abrody@searchforchange.org. 
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By Victoria Stanhope, PhD, MSW 
and S. Lala Straussner, PhD, LCSW 
 
 

I ntegrated care models are now in-
creasingly being adopted across all 
medical settings, including behavioral 

health. Their potential to help health care 
systems attain the triple aim of improving 
service quality, promoting population 
health and reducing costs has led policy 
makers to incentivize these models 
through policies such as the Affordable 
Care Act. While integration in behavioral 
health agencies can take many forms, 
these models broadly fit into three types:  
the in-house model, where the behavioral 
health agency delivers both primary and 
behavioral health services, the co-located 
model where behavioral health and pri-
mary care share the same space, and the 
facilitated referral model where a behav-
ioral health agency has links to primary 
care services and other providers to en-
sure care coordination. One of the most 
common models within behavioral health 
has been the Health Home, funded by 
Medicaid and designed for people with 
chronic illnesses, including mental health 
and substance use disorders. While these 
models can bring about structural integra-
tion which sets the stage for integrated 
care delivery, they may fall short of 
achieving integration on the ground. Re-
search has found that systems with struc-
tural integration often struggle to demon-

strate improvements in quality of care 
suggesting that integrated models are nec-
essary but not sufficient for clinical inte-
gration. What then is needed to ensure 
clinical integration? 
     At the heart of integrated care delivery 
is person-centered care, meaning no 
longer viewing the service user as an iso-
lated set of symptoms to be treated in 
separate siloed systems, but instead to see 
a whole person with individual needs and 
preferences living in specific set of social 

circumstances. The ability to deliver per-
son-centered care is shaped by interper-
sonal processes between providers and 
service users and between providers and 
systems to deliver a seamless care experi-
ence. This entails moving away from the 
medical model that has worked well for 
acute conditions but done a poor job of 
treating people with complex chronic con-
ditions. Instead, integrated care places the 
service user at the center of a care system 
that is delivered by a proactive team of 

providers who coordinate services across 
settings and reach out to the community.  
     Many of the providers delivering inte-
grated care in behavioral health settings 
are social workers. While this new health 
care environment does require new skills, 
the fundamentals of the social work ap-
proach are closely aligned with delivering 
integrated health care – namely a person-
in-environment perspective, valuing self-
determination, promoting social justice 
and, importantly,  a focus on interpersonal 
relationships. Social workers frequently 
use the expression, “it’s all about the rela-
tionship” and much of social work train-
ing focuses on how to engage and em-
power people in the clinic and the com-
munity. In many ways, this saying holds 
true also for integrated care – while agen-
cies can invest great time and effort in 
restructuring their delivery systems, what 
ensures that these reforms lead to a better 
service user experience and improved 
clinical outcomes are the interpersonal 
processes. The shift from episodic to con-
tinuous care gives providers the opportu-
nity to engage with individuals in deeper 
more meaningful ways. Although these 
interpersonal aspects of care can be harder 
to teach and to measure, they occur at 
every level of care – starting with the core 
relationship between the individual re-
ceiving care and their provider, and rela-
tionships with families, natural supports,  
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I n June 2019 the NYC Department of 
Health and Mental Hygiene 
(DOHMH) issued a report on the 
health of older adults5. That’s good 

news since it reflects serious recognition 
of the aging of the population of New 
York City and of the need for the field of 
public health to pay greater attention to 
the health of older adults.  
     It’s also good news that the report 
notes that mental health is “essential to 
overall health and well-being.” Sadly, 
however, what the report includes on 
mental health is dreadfully inadequate. 
     Of 25 pages on health issues, only one 
is devoted to mental health. This despite 
the facts that 15-20% of older adults cur-
rently experience a mental disorder3,6, that 
roughly 50% of Americans have a diag-
nosable mental disorder in their lifetimes7, 
that mental illnesses are among the most 
disabling and expensive of all disorders, 
and that mental disorders exacerbate 
physical illnesses and contribute to pre-
mature death and disability10. 
     Remarkably, the report manages to 
squeeze discussion of 3 serious issues 
onto the single page on mental health—
depression, suicide, and drug overdoses—
making observations that point in impor-
tant directions for public health.* 
     Unfortunately, by focusing on depres-

sion, the report gives a misimpression 
about the nature of mental illness among 
older adults. Of course, depression is a 
serious problem among older adults, but 
several epidemiological studies indicate 
that anxiety disorders are more common 
than mood disorders2,8,11.**   
     And, like depression, anxiety can have 
serious consequences contributing to so-
cial isolation, unwillingness to engage in 
activities, and rejection of needed help.  
     In addition, older adults—like younger 

adults—are subject to psychotic condi-
tions, including schizophrenia, which, 
though not common, are the most dis-
abling of mental disorders4.  
     Why the virtually exclusive emphasis 
on depression?  One reason is that data 
about other disorders apparently are not 
available through the sources generally 
used by public health departments.  
     A more important reason, we suspect, 
is that in our ageist society old age is re-
garded as inherently depressing. Who 

wouldn’t be depressed about the slings 
and arrows of growing old?  Depression 
must be widespread in old age.  
     But it’s not. The vast majority of older 
adults do not experience major depressive 
disorder, which—in fact—decreases with 
age among people living in the community2. 
     To be clear, we are not arguing that 
depression should be discounted as a ma-
jor problem among older adults. It is a 
significant problem, and fewer than half 
of people who might benefit from treat-
ment get it. In addition, only about 1/3 of 
people who get treatment get “minimally 
adequate” quality of care12. Much im-
provement is needed in the geriatric men-
tal health system to address major depres-
sion and other mood disorders.  
     But improvement is needed to address 
other anxiety and psychotic disorders as well. 
     So, our first fundamental point is that 
the DOHMH report on healthy aging pays 
far too little attention to mental disorders 
other than depression.  
     Our second fundamental point is that 
mental health has both a negative and a 
positive side.  
     “Negative mental health” refers to 
mental disorders. When addressing nega-
tive mental health, the goals are to effec-
tively treat or prevent mental illnesses. 
     “Positive mental health” refers to the 
achievement of well-being. This is possi-
ble at all ages—including old age. Aging  
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By Simardeep Singh, PharmD 
Site Development Director 
Genoa Healthcare 
 
 

I n New York State, one in five resi-
dents experience symptoms of men-
tal illness each year. Half of those 
individuals live with mental illness 

serious enough to affect their ability to get 
an education, hold down a job and form 
relationships, according to the state De-
partment of Health. Many are unem-
ployed. Some have been homeless. All are 
at risk of harm or injury if left untreated. 
For those who seek help or are fortunate 
enough to get referred to the care system, 
treatment usually includes seeing clini-
cians and counselors who develop a de-
tailed path to recovery. Appointments are 
made, peer groups are arranged and case 
managers are assigned. For some, medica-
tions are prescribed. All too often, pa-
tients’ care teams have little visibility into 
whether these medications ever make it to 
the end user.  
     It’s widely accepted that up to 50 % of 
prescribed medications are not taken. 
While non-adherence can be an issue in 
any patient group, the problem is magni-
fied for those living with a mental illness. 
For them, almost one-third who experi-
ence challenges in accessing needed 
medications will experience treatment 
lapses or discontinuation with serious 
impacts. These include significantly 
higher rates of emergency room visits, 
hospitalizations, side effects that interfere 
with functioning, and even suicide.  
     The barriers to taking medication as 
prescribed also differ starkly for those 
with mental health issues. Cognitive im-
pairment and substance misuse play a 
much greater role. Unfortunately, stigma 
associated with behavioral health issues 
and negative attitudes towards illness and 
medication therapy still play a large role. 
Other major barriers include costs and 
lack of transportation. For these reasons, 
collaboration among the various parts of 
the health care system is critical for peo-
ple being treated for mental illness. 
 

One Solution: Integrated Pharmacy 
 
     Integrating pharmacy services is an 
innovative solution that addresses many 
barriers to medication adherence. It is 
gaining prominence as more data comes 
to light about its effectiveness. Pharma-
cists are on the front lines of care, and 
have the expertise and problem-solving 
skills necessary to help people stay on 
their medications. Pharmacists have the 
clinical knowledge necessary to navigate 
the complex drug treatment plans and the 
technical know-how when it comes to 
Medicare, Medicaid and commercial pay-
ers. By integrating on-site pharmacy ser-
vices, behavioral health organizations can 
leverage this resource and add value to 
their programs.  
     Having a pharmacy staff who under-
stands behavioral health clients’ needs 
allows for more personalized service and 
a greater focus on treating this population. 
These pharmacies can provide solutions 
such as pre-filled pill organizers that fea-
ture a color-coded system developed spe-

cifically for people living with severe and 
persistent mental illness. They can also 
provide personalized refill reminder calls, 
synchronize medication refills, help clinic 
staff with prior authorization assistance, 
and provide free delivery and mail ser-
vices. Since on-site pharmacies are fo-
cused on serving the client in their clinic, 
they can provide individualized service 
and offer these solutions to a bigger pro-
portion of their client population, helping 
to address access and illness-related barri-
ers. This approach also enables clients to 
develop a trusting relationship with an-
other member of their care team – their 
pharmacist. This in turn, helps alleviate 
the stigma this population can face in a 
retail pharmacy environment. 
     Integrating pharmacy also gives the care 
team another point of contact who can see 
when clients are not taking their medica-
tions. During my time as a pharmacist with 
Genoa Healthcare, managing an integrated 
pharmacy on Long Island, I was often able 
to recognize when consumers weren’t tak-
ing their medications and share this with 
the therapist or prescriber. For example, 
one individual mentioned she had not been 
taking her anti-depressant because she did-
n’t feel that she needed it anymore. An-
other told me he only took his anti-
depressant when he was “feeling down.” 
Pharmacists often come across such sto-
ries, but in a traditional retail setting they 
lack the connection required to share this 
information with the care team. By con-
trast, an on-site pharmacy enables close 
communications between the pharmacist 
and care team. Having a pharmacist as part 
of the care team can also help with prior 
authorizations. For example, a clinic may 
provide an on-site pharmacist read-only 
access to the electronic health record. This 
enables the pharmacist to know if require-
ments for prior therapy for a drug have 
been met and to prepare the paperwork for 
the prescriber’s signature. This takes the 
burden off the care team, freeing them to 
focus on other tasks. The integrated phar-
macist can communicate the status of the 
authorization to the care team more effi-
ciently, and ensure the client receives an 
alternative in the interim. Resolving prior 
authorizations quickly means fewer gaps in 
treatment for consumers. 

Better Adherence: 
Improved Health Outcomes 

 
     The benefits of integrated on-site phar-
macies are not just theoretical or anecdo-
tal. A peer-reviewed study published by 
the Journal of Managed Care & Specialty 
Pharmacy correlated on-site pharmacy 
services with increased medication adher-
ence rates and a reduction in emergency 
room visits and hospitalization rates. The 
study compared data from consumers of 
two community mental health centers to 
see if there were differences in medication 
adherence and outcomes between con-
sumers who used on-site Genoa Health-
care pharmacies and those who used com-
munity pharmacies. Clients using on-site 
pharmacies had a medication adherence 
rate of over 90 %, a 40 % lower rate of 
hospitalizations and an 18 % lower rate of 
emergency department visits. Based on 
costs of hospitalizations and emergency 
department visits, these reductions trans-
late to an approximate health care system 
cost savings of $700 for each client that 
utilizes on-site pharmacy services. (W.A. 
Wright, et al, Integrated Pharmacies at 
Community Mental Health Centers: 
Medication Adherence and Outcomes. 
Journal of Managed Care and Specialty 
Pharmacy. 2016 Nov; 22(11):1330-1336). 
     Integrating pharmacy services can also 
benefit organizations looking to negotiate 
value-based reimbursement contracts with 

payers. On-site pharmacies can provide 
actionable data that can help identify indi-
viduals or teams with low medication 
adherence and high hospital utilization 
rates. Individualized solutions can then be 
developed and implemented to help im-
prove their adherence rates. The same 
data can also be utilized to demonstrate to 
payers the value an on-site pharmacy adds 
and to negotiate better rates.  
     Although reducing the cost of care is 
an important goal, what is most gratifying 
to me personally is seeing the positive 
health outcomes in the individuals I’ve 
been privileged to serve. Being able to 
provide this population with high-touch 
care can make a world of difference, as 
the following example illustrates. William 
(name changed for privacy) came to a 
Genoa Healthcare pharmacy in Tennessee 
through a community mental health cen-
ter. Like many of Genoa’s consumers, by 
the time he walked through our doors, he 
had been through a lot. While filling his 
prescriptions, the pharmacy team learned 
that William had diabetes and was home-
less. He hadn’t eaten in three days. He 
was depressed, he was angry, and he was-
n’t sure how he was going to make it. In 
line with our mission at Genoa, the team 
went far beyond simply filling his medi-
cations, starting with getting him some-
thing to eat. The only thing they asked in  
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By  Andrew Philip, PhD, Senior  
Director – Clinical and Population 
Health, Primary Care Development 
Corporation, and Jorge R. Petit, MD, 
President and CEO, Coordinated  
Behavioral Care 
 
 

A 
s the behavioral health popula-
tion ages and their medical 
complexity increases, there is a 
growing trend in the need for 

primary care and behavioral health pro-
viders to unite and integrate in addressing 
patients in a more holistic fashion. Per-
haps the largest push in the last decade or 
so has been the move towards screening 
for and addressing depression within the 
primary care setting—launched by the 
landmark IMPACT study by Unutzer and 
colleagues in 2002. With the recognition 
that Americans are more likely to access 
health care via a primary care practice 
than elsewhere (and more likely to be 
seen in primary care before attempting 
suicide, or while experiencing a substance 
use disorder, etc.), primary care has been 
a logical home for the treatment of 
‘uncomplicated’ depression and anxiety. 
Primary care providers are increasingly 
expected to not only address the usual 
medical needs of patients, but also to con-
sider their mood state, anxiety and prob-
lems related substance use disorders 
(Blount, 2019). It is probably little sur-
prise that most antidepressant prescrip-
tions are now initiated by primary care 
providers (Barkil-Oteo, 2013).  
     Of course, really good care often takes 
a village, or at least a care team. In a 
growing number of settings, we have seen 
integrated behavioral health providers and 
services embedded directly within the 
primary care clinic (PCDC, 2019). These 
embedded behavioral health clinicians 
address a range of presenting concerns 
from anxiety and grief to bedwetting and 
parental skills training. This breadth of 
services can be expanded and generalized 
even more, to the intersecting space of 
behavioral and medical concerns, and 
particularly in addressing diabetes.  
     Diabetes and Behavioral Health:  
Diabetes affects over 30 million Ameri-
cans, and both type 1 and type 2 diabetes 
are highly comorbid with depressive dis-
orders (Balhara, 2011). The linkage be-

tween diabetes and depression is bidirec-
tional and particularly so in the case of 
acquired type-II diabetes. Diabetes and 
depression can maintain a sort of symbi-
otic relationship where low mood can lead 
to lifestyle changes contributing to devel-
oping and/or worsening of diabetes, and 
coping with diabetes itself and the related 
symptoms can worsen one’s mood (Talbot 
& Nouwen, 2000).  
     Even in the absence of other behav-
iors, common antidepressant medications 
are associated with risk for diabetes along 
with metabolic disorders more generally 
and this risk only grows in the case of 
patients prescribed medications used to 
treat serious mental illness such as 
clozapine and olanzapine (Balhara, 2011; 
Annamalai & Tek, 2015). Individuals 
with mental health conditions are known 
to have more limited access to medical 
treatment, only compounding the likeli-
hood of a poor health trajectory in the 
presence of diabetes (SAMHSA, 2017). 
The Primary Care Development Corpora-
tion (PCDC) along with other organiza-
tions and agencies have called for bringing 
improved and integrated care to Ameri-
cans wherever they are treated- whether in 
primary care or behavioral health clinics 
(PCDC, 2019). 
     Adapting the Behavioral Health 
Workforce: In considering the possibility 
of behavioral health providers taking on a 
more active role in identifying, treating 
and managing a primary medical issue, 

arguments are very real around scope of 
practice concerns and a codified require-
ment to do no harm and practice within 
our clinical abilities in the provision of 
care. Yet, in the case of diabetes, a behav-
ioral health clinician doesn’t need to 
claim expertise in endocrinology to devel-
op a basic understanding of the basic 
pathophysiology underpinning diabetes 
and the metabolic cycle.  Even more con-
cretely, a behavioral health clinician 
should have or be able to develop the 
needed skills to help patients develop new 
behaviors, decrease reliance on maladap-
tive behaviors, and cope with fear, frustra-
tion, confusion, and other barriers to en-
gaging in screening and treatment for dia-
betes. The American Diabetes Association 
has advocated for more psychosocial treat-
ment related to diabetes, citing the 
“complex, multifaceted issues when inte-
grating diabetes care into daily 
life” (Young-Hyman, de Groot, Hill-
Briggs, Gonzalez, Hood & Peyrot, 2016). 
Opportunities abound for behavioral inter-
vention related to diabetes, whether in an 
integrated primary-behavioral health clinic 
or even a traditional mental health clinic.  
     Behavioral health providers, including 
care managers, can improve diabetes screen-
ing, care, and monitoring in six key steps: 
 
1. Obtain training to develop basic com-
petencies in understanding biopsychoso-
cial factors impacting the development 
and management of diabetes (e.g., jointly 
offered programs by the American Psy-
chological Association and American 
Diabetes Association, training offered via 
PCDC, and others).  
 
2. Facilitate screening and intervention 
through cross-disciplinary communication 
(e.g., working side by side with nurses, 
physicians, pharmacists; facilitating warm 
hand-offs for screening and intervention 
by medical staff; helping to facilitate a 
jointly developed care plan and reviewing 
this with the patient).  
 
3. Help patients address behavioral barri-
ers to care (e.g., concerns about needles 
and monitoring devices, developing medi-
cation adherence habits and self-
monitoring behaviors). 
 
4. Foster communication between patients 

and their medical teams (e.g., helping 
patients think through how to have con-
versations with their medical team about 
fears or concerns about treatment and 
expectations, exploring the connection 
between their mood states and diabetes 
and how addressing both can improve the 
experience for the patient). 
 
5. Work with patients to address other 
significant behavioral correlates that in-
crease risk for and worsen the course of 
diabetes. These include tobacco cessation, 
decreasing alcohol consumption, increas-
ing exercise, stress management and rein-
forcing dietary changes. Each of these re-
quires developing new skills and habits and 
revisiting unhealthy coping mechanisms.  
 
6. Incorporate accessible patient health 
data (Hemoglobin A1c scores, blood glu-
cose levels) as part of the standard review 
of systems and symptoms in behavioral 
health notes and discuss with patients how 
these fit into their overall wellness. 
 
     At the organization level, management 
can support behavioral health staff in 
helping to address diabetes by advocating 
for the use of shared metrics for both pri-
mary and behavioral health staff (and in-
centives around meeting these), by im-
proving staff training around diabetes, by 
providing staff access to the full medical 
record and huddles to share information, 
and incorporating supportive structures 
into workflows (e.g., diabetes reminders 
should come up in the EHR for patients 
on medication for SMI; depression 
screening should come up for patients 
with poorly managed diabetes). In devel-
oping patient care plans, behavioral health 
staff can also help ensure teams are work-
ing towards shared goals by including 
how behavioral treatment will also ad-
dress the patient’s goals around prevent-
ing or managing diabetes or other medical 
at-risk conditions. 
     Change Can’t Wait Until Tomorrow. 
As the behavioral health population ages, 
chronic diseases increase in prevalence 
and complexity, and the further integra-
tion between behavioral health and prima-
ry care expands, health systems must 
adapt. Healthcare providers, perhaps now  
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An Introduction to Reimbursement and Coding for  
Psychiatric Collaborative Care Management Services 

By Rachel A. Fernbach, Esq. 
Deputy Director and Assistant General 
Counsel, New York State Psychiatric 
Association (NYSPA) 
 
 

I ntegrated care has been recognized 
as a valuable tool for enhancing the 
overall health of individuals with 
serious and persistent mental illness 

(SPMI) by improving access to care and 
treatment for co-morbid medical condi-
tions often experienced by individuals 
with SPMI. Similar benefits are also evi-
dent when professionals working in an 
integrated setting are able to identify and 
address previously undiagnosed behav-
ioral health issues that impact quality of 
life and further complicate medical care. 
Individuals with SPMI are often unable to 
successfully manage their medical condi-
tions or illnesses and may demonstrate 
poor judgment in seeking care for serious 
medical issues. The holistic approach of 
integrated behavioral and non-behavioral 
health care is key in breaking down 
“silos” of care. These traditional “silos” of 
care can result in reduced quality of care 
and increased costs associated with more 
frequent emergency room visits and hos-
pitalizations.  
     Instead, collaborative care is a power-
ful tool in improving communication 
among providers and enhancing access to 
both behavioral and non-behavioral care 
and treatment. Integrated services have 
widely been considered a successful 
model of care that improves access to 
overall care, enhances outcomes and re-
duces health care costs over time.  
     However, one of the major challenges 
in implementing this innovative approach 
to care has been securing adequate reim-
bursement for those primary care prac-
tices engaging in integrated care. Accord-
ing to a 2017 article in the New England 
Journal of Medicine, “behavioral health 
integration has remained limited, how-
ever, largely because BHI has not been 
paid for separately, which has left primary 

care clinicians without a clear business 
model for incorporating these services 
into their practice.”1    
     Over the past several years, the federal 
Centers for Medicare and Medicaid Ser-
vices (CMS) has made significant strides in 
providing a framework for the coding and 
reimbursement of collaborative care ser-
vices covered by the Medicare program. 
The final frontier will be adoption of simi-
lar payment systems by the federal Medi-
caid system and private insurers. This arti-
cle will address the new Medicare frame-
work and its specific requirements and 
parameters and highlight one recent suc-
cess in expansion of the Medicare model 
on the state and private level.  
 

Psychiatric Collaborative Care Model  
 
     In an attempt to remedy some of the 
payment challenges present in integrated 
care, starting January 1, 2017, CMS ap-
proved payment for psychiatric collabora-
tive care services provided to Medicare 

beneficiaries during a calendar month. 
Effective January 1, 2018, CMS then in-
troduced the new Psychiatric Collabora-
tive Care Model (CoCM), utilizing new 
Current Procedural Terminology® (CPT) 
codes 99492, 99493 and 99494, which 
cover treatment by a physician or other 
qualified health care professional in con-
junction with a behavioral health care 
manager and a psychiatric consultant. 
CMS describes CoCM as “a model of 
behavioral health integration that en-
hances ‘usual’ primary care by adding 
two key services:  care management sup-
port for patients receiving behavioral 
health treatment; and regular psychiatric 
inter-specialty consultation to the primary 
care team, particularly regarding patients 
whose conditions are not improving.”   
This new CoCM model is different from 
other behavioral health integration models 
because it provides for coordination by a 
designated behavioral health care man-
ager and regular consultation with a psy-
chiatric consultant.  
     According to CPT: “Patients directed 
to the behavioral health care manager 
typically have behavioral health signs 
and/or symptoms or a newly diagnosed 
behavioral health condition, may need 
help in engaging in treatment, have not 
responded to standard care delivered in a 
nonpsychiatric setting, or require further 
assessment and engagement, prior to con-
sideration of referral to a psychiatric care 
setting.” 
 

Members of the Care Team  
 
     As defined in CPT, the treating physi-
cian or other qualified health care pro-
fessional is the billing provider. He or she 
directs the behavioral health care manager 
and continues to oversee the patient’s 
care, including prescribing medications, 
providing care and treatment for medical 
conditions and making referrals to spe-
cialists as needed. The treating physician 
or provider may bill for separate evalua-
tion and management or other services 

during the same calendar month the 
CoCM services are billed.  
     The behavioral health care manager 
is a clinical staff member who must have 
masters or doctoral level education or 
specialized training in behavioral health 
and are often individuals with social 
work, nursing or psychology back-
grounds. In addition to care management 
services, the behavioral health manager 
assesses patient needs, develops a care 
plan, provides brief interventions and 
maintains the patient registry. The indi-
vidual must be available to provide face to 
face services, although face to face ser-
vices are not always necessary. A behav-
ioral health manager maintains an ongo-
ing relationship with the patient and a 
collaborative, integrated relationship with 
the rest of the care team. If the behavioral 
health care manager is eligible to inde-
pendently furnish and report services to 
the Medicare program, then that individ-
ual may also provide additional services 
to the patient, including psychiatric 
evaluation, psychotherapy and alcohol or 
substance abuse intervention services.  
     The psychiatric consultant must be a 
medical professional who is trained in 
psychiatry or behavioral health and quali-
fied to prescribe a full range of medica-
tions. In most cases, this individual will 
be a psychiatrist, psychiatric nurse practi-
tioner or physician assistant. The psychi-
atric consultant is responsible to advise 
and make recommendations regarding 
psychiatric and medical care, psychiatric 
and medical diagnoses, treatment strate-
gies, medication management and medical 
management of complications associated 
with treatment of psychiatric disorders. 
The psychiatric consultant may also pro-
vide referrals to specialists which will be 
communicated to the treating physician 
through the behavioral health care man-
ager. The psychiatric consultant’s role is 
typically consultative or advisory and in 
most cases, the psychiatric consultant will  
 

see Reimbursement on page 31 
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By Evelyn Frankford, MSW 
Consultant 
 
 

A s with all young adults, a central 
focus for Transition Age Youth 
and Young Adults (TAYYA) 

ages 16 to 25 with serious mental health 
challenges is building a life in the com-
munity. Doing so requires completing 
their education and getting satisfying 
work. If these young people have spent 
serious time in various service systems – 
mental health, child welfare, juvenile jus-
tice – more therapy is not high on their 
agenda. Young people with serious men-
tal health conditions, who may have re-
ceived services as children, discontinue 
them – either by dropping out or being 
forced out by eligibility changes, although 
consistent treatment can decrease symp-
toms and increase functioning.1 

     And, as with any innovative program 
initiative, challenges are numerous: how 
can the variety of essential services fit 
with what’s come online under New York 
State’s new Children and Family Treat-
ment Support Services and even bridge to 
the adult system? How can managed care 
and health homes provide important infra-
structure? How can technology support 
individual TAYYA and put the inter-
agency pieces together across mental 
health, child welfare, justice, education, 
and vocational systems? 

     The goal, after all, is a young adult 
who has benefited from all of it. It’s up to 
the program implementers and funding 
mavens to put the pieces together behind 
the scenes. 
     Engagement and Building Relation-
ships are the Essential First Steps. The 
first task in helping TAYYA is to engage 
them. Testing out effective approaches, 
SAMHSA is funding drop-in centers via 
its Healthy Transitions initiative. Such 
centers emerged from the consumer men-
tal health movement; they create safe and 
welcoming spaces for consumers to inter-
act with peers. They offer an informal 
structure without a lot of restrictions or 
parameters and are designed also to pro-
vide easy access to behavioral health ser-

vices and supports.2  In Framingham, Mas-
sachusetts, a state-funded Tempo Young 
Adult Resource Center provides a one-stop 
resource center for young adults, with laun-
dry facilities to support their community 
life and computers for finding work.  
     The Florida Healthy Transitions Pro-
ject, in Tampa and surrounding areas, 
meets potential clients in public places 
such as malls where young adults hang 
out. Its staff is 80% young adult peers. 
They also work with the local hotline to 
identify young adults in crisis or other 
need, use social media, and canvass in the 
community to identify young adults and 
engage them in services. In Oklahoma, 
mental health program leaders build con-
nections with local businesses and engage 
with people in business to find young 
adults who have severe mental health con-
ditions through the many other community 
organizations. More complex engagement 
strategies deploy multiple components.3  
     With engagement central to working 
with this age group, principles of good 
practice emphasize relationships built on a 
positive developmental approach, a focus 
on self-determination and self-efficacy, 
and work on multiple domains of func-
tioning.4 Positive developmental interven-
tions seek to restore or enhance develop-
mental processes that have been compro-
mised by high levels of risk and trauma.5 
Mental health recovery requires a shift in 
perception by the young adult so they can 

trust the worker and overcome mistrust 
and shame.6   
     The TIP Model Frames Integrated 
Approaches Built on Relationships. Early 
in the field’s development, the Transition 
to Independence Process (TIP) emerged 
as an empirically-supported systems 
model and it continues to serve as an 
overarching framework for organizing 
services and supports for TAYYA.7  
     The distinctive TIP Core Practice empha-
sizes engaging young people through rela-
tionship development, person-centered plan-
ning, and a focus on their futures, i.e., the 
one-to-one relationship that characterizes 
effective work with all youth. Research and 
best practices on disparate young adult top-
ics affirm the centrality of this core practice 
of relationship development and of a focus 
on the young adult’s future. 
     Five Transition Domains and Sub-
domains comprise the TIP concept. Three 
setting domains are: Employment/career, 
Educational opportunities, and Living 
situation. They are held together around 
domains of: Personal Effectiveness and 
Wellbeing that encompasses Community 
and Life Functioning.  
     Education and Employment Are Cen-
tral to an Integrated Approach. Finding 
and keeping employment at a living wage 
is a top priority for youth who have ex-
perienced major public child-serving  
 

see Goals on page 34 
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T he healthcare system is moving 
towards integration. However, 
the passageways for integrating 
behavioral health with primary 

care are not so simple or straightforward. 
Whether one pursues full integration, colo-
cation, or a digitally advanced referral net-
work, providers and health plans are seek-
ing different pathways to accelerate change 
and transform to delivery and relationship 
models that better serve people living with 
severe mental illness, substance use disor-
ders and chronic physical health condi-
tions. The vision for integration is there, 
but the steps toward achieving it across the 
entire continuum of care with seamless 
care coordination activities that addresses 
social determinants of health (SDOH), has 
yet to be realized. Achieving integrated 
care that is also accessible, affordable and 
person-centered involves pushing through 
barriers and unraveling the conventional 
ways of thinking. 
     The case for integration has already 
been made. Historically, primary care 
issues are not sufficiently attended to in 
behavioral health settings and behavioral 
health conditions are often undiagnosed 
and untreated in primary care practices. 
The prevalence of mental illness and sub-
stance use disorders commonly exist 
among the costliest users of Medicaid and 

most frequently hospitalized patients. In 
addition, the lack of accessible, integrated 
care that addresses SDOH, such as afford-
able and safe housing, transportation, food 
insecurity, income inequality, education, 
employment, etc., drives up costs in the 
form of avoidable trips to emergency 
rooms, stays in homeless shelters and 
prison sentences. People living with men-
tal illness continue to die prematurely—
up to 25 years earlier than the general 
population—due to treatable chronic 

medical conditions like cardiovascular, 
pulmonary and infectious diseases, diabe-
tes and hypertension. 
     There are several behavioral health 
reform pieces in play that are shaping the 
healthcare delivery system and how we 
operationalize integration. Eight states, 
including New York and New Jersey, 
were selected to participate in the Certi-
fied Community Behavioral Health Clin-
ics (CCBHC) federal pilot program. In 
addition, the states are taking steps to-
wards  collaborative care models and inte-
grated licensure, which is critical for uni-
fying the care delivery system.  
     In New York, reforms are taking place 
through the rollouts of Medicaid managed 
care, health and recovery plans (HARPs), 
Home and Community Based Services 
(HCBS), Health Homes care coordination, 
the Delivery System Reform Incentive 
Payment (DSRIP) program, as well as the 
seeding of Value-Based Payment (VBP) 
networks through Behavioral Health Care 
Collaboratives (BHCCs). In addition, pro-
viders are forming Accountable Care Or-
ganizations (ACOs) and Independent 
Practice Associations (IPAs) to deliver 
quality care, produce and share cost sav-
ings, and leverage their joint market share 
with health plans. 
     In New Jersey, the state reshuffled over-
sight of its behavioral health programs and 
is working to fill in regulatory gaps to 
make it easier for behavioral and medical 
providers to operate at the same location 
and form unique partnerships to deliver 

integrated care. Efforts for integrated ser-
vice delivery models in New Jersey include 
community and hospital integration under 
its DSRIP program, Children’s and Adult 
Behavioral Health Homes, Medicare and 
Medicaid ACOs, Office Based Addiction 
Treatment (OBAT), as well as individual 
agencies leveraging grants to deliver inte-
grated care and train physicians, nurses and 
psychiatrists to function as an integrated 
team. New Jersey is also one of seven 
states recently selected to develop a value-
based model for Medicaid.  
     Building a healthcare system based on 
value adds a critical dimension to the inte-
gration rubric. VBP includes another level 
for delegating risk, shifting payment struc-
tures, developing collaborative networks, 
managing care and quality, and measuring 
outcomes. It requires the ability and tech-
nological infrastructure to collect and ana-
lyze qualitative and quantitative data on 
critical factors impacting health and well-
ness across the entire care delivery system. 
While there are HEDIS and QARR meas-
ures that directly involve behavioral health, 
measuring outcomes in the behavioral 
health world is still evolving, not clearly 
defined, consistently agreed upon or devel-
oped as physical health indicators. 
 

A Labyrinth of Integration 
 
     In an ideal world, consumers could 
walk into any provider and receive care  
 

see History on page 30 
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By Carissa Romano, PA-C, MPAS, DPASc  
Physician Assistant Specialist 
Federation of Organizations 
 
 

A  growing aging population, 
healthcare reform, earlier diag-
nosis of disease states and an 
overall sicker population with 

more comorbidities than ever before has 
created the need for a more collaborative 
relationship between primary care and 
behavioral health care providers. The tra-
ditional individualized and specialty-
emphasized approach to patient care, 
which has long been the norm, is no 
longer feasible. The difficulty lies therein 
in finding the best system to achieve the 
universal goals of a healthier population, 
an improved healthcare experience for 
patients, and a reduction in overall health-
care costs. Collectively, there has been a 
great momentum toward integrating care 
which provides a cost-effective solution to 
help high utilizers of both medical and 
behavioral health services. For Federa-
tion, the role of the Physician Assistant 
has proven to be an invaluable asset 
which has allowed the agency to bridge 
the gap between primary care and behav-
ioral health services. 
     With varying levels of integration, 
providers find themselves deciphering 
where they fall in the continuum of col-
laboration, with full-integration being the 
goal. Much emphasis is placed on co-
location and the sharing of one system. 
While this may sound ideal, for most or-
ganizations, reaching this target may 
come with many obstacles.  
     Federation is an agency that serves 
individuals across all of Nassau, Suffolk 
and New York City, a wide geographic 
area that is dense. On the road to integra-
tion, the agency has thought critically 
about how to logistically integrate ser-
vices for their members. While they oper-
ate two community centers and one well-
ness clinic, they also operate over 880 
units of supportive housing and also have 
a robust care coordination program and 
outreach program. As a provider who 
serves a wide geographic region, having 
one primary care provider co-located in 
one site would not benefit the majority of 
their members. Furthermore, many clients 
do not want to terminate their established 
relationship with their own primary 
healthcare providers within their commu-
nity. For Federation, they took this uni-
versal obstacle and created an opportunity 
for integrated care to be offered to its 
many members by hiring a Physician As-
sistant in the unique role as the agency’s 
integrated care specialist. 
     Federation now utilizes the services of 
the physician assistant (PA) across a ma-
jority of the programs they operate. The 
PA plays a unique role within the agency 
and serves as an intermediary between 
behavioral health providers and primary 
care doctors or their specialists. The role 
bridges the gap between service providers 
breaking communication barriers and al-
lowing clinicians to have a more compre-
hensive quality approach to the whole 
patient. After proper consents, the PA 
assists the medical team by providing the 
client’s primary care providers and spe-

cialists’ information on their psychiatric 
condition that may affect or exacerbate 
their medical conditions. Appreciative 
primary care providers welcome the ex-
change of information which allows for 
the free flow of communication for the 
duration of the patient’s care. Many pri-
mary care providers now can review pa-
tient’s physical symptoms that many 
times may be underlying mental health 
issues. In addition, the medical knowledge 
the PA holds allows her to syphon 
through a client’s lengthy medical history 
to decipher pertinent medical information 
to present to the psychiatric team and 
know what additional medical informa-
tion will be needed and obtain it prior to 
the patient’s appointment. Through this 
process, medications are often identified 
to treat comorbid medical conditions that 
the patient may not mention upon intake. 
All the preliminary work prior to the ini-
tial visit ensures the patient receives their 
optimal treatment in a timely manner 
rather than a back and forth between pro-
viders. Throughout the patient’s care, the 
PA ensures proper studies are ordered to 
monitor the patient’s physical health con-
ditions that psychiatric medications can 
cause and exacerbate. Many times for 
individuals managing behavioral health 
issues along with chronic disease, these 
tests can be instrumental in them receiv-
ing proper treatment which can be life-
saving. When the physician assistant calls 
hospitals and medical offices, the delay 
from the medical records department for 
the exchange of critical medical informa-
tion becomes nearly eliminated. The phy-
sician assistant is available and deployed 
for all members throughout Federation’s 
various programs.  
     Individuals managing behavioral 
health issues and comorbidities many 
times struggle with managing their care 
including the many providers they may 
have to see and/or medications they may 
be prescribed. Physical health conditions 
mimic symptoms of a patient’s mental 
health diagnosis but can exacerbate, inter-
fere and alter treatment for a patient’s 
behavioral health care management. Psy-
chiatric medication can affect the endo-
crine system so checking a patient’s base-
line thyroid and screening for diabetes is 
crucial before starting and during treat-
ment to ensure levels do not change. 

Rheumatologic diagnoses such as lupus, 
fibromyalgia and rheumatoid arthritis 
have long been implicated in a number of 
neuropsychiatric conditions. Whether it is 
the toll of dealing with chronic pain or the 
inflammatory process affecting the brain 
chemistry, a patients’ physical and emo-
tional health should be treated simultane-
ously. Psychiatrists often need to be a 
consultant for many patients being treated 
by a neurologist, orthopedic or a pain 
management specialist. 
     In another instance, Federation looked 
at high need catchment areas in Queens, 
where their PA worked closely with be-
havioral health clients who were also 
noted to have either diabetes and/or cardio-
vascular disease. These individuals in-
cluded our most high-need utilizers receiv-
ing ACT (Assertive Community Treat-
ment) services to individuals in a variety of 
housing arrangements including residents 
in our CR-SRO on the grounds of the 
Creedmoor Psychiatric Hospital to indi-
viduals who live the most independently 
in our scattered site supportive housing 
apartments. We also included individuals 
residing in a specific Adult Home within 
the catchment area who receive our care 
coordination services. 
     The Physician Assistant carefully re-
viewed clients’ medical history to assess 
when the last screening tests were per-
formed. If a client was identified as being 
due for bloodwork, the Physician Assis-
tant either referred the client to their pri-

mary care provider or orders the appropri-
ate screenings. Utilizing telemedicine, the 
Physician Assistant coordinated the 
screening request with the on-site behav-
ioral health care team to arrange transpor-
tation for phlebotomy or setup a home 
draw. Home draws can be important for 
individuals without transportation or are 
psychiatrically homebound. If needed, 
Federation’s behavioral health staff ac-
companied the individual to the lab. Re-
sults were then forwarded to the client’s 
primary care provider for proper manage-
ment or referred to a primary care if no 
primary care provider is specified by the 
client. This intensive coordinated care 
was focused and supportive and greatly 
reduced the chance for the continuum of 
care to have gaps. 
     To coincide with the work of the Phy-
sician Assistant, Federation has also part-
nered with HRH Care to provide a mobile 
clinic at several of its sites. This clinic 
provides primary care services to indi-
viduals who are receiving behavioral 
health services just inside at the commu-
nity centers or mental health clinic. Indi-
viduals can simply step outside and re-
ceived needed medical care while not 
having to miss valuable program time. For 
many with transportation issues, this con-
venience makes a world of difference and 
can be a major factor to them seeing a 
primary care doctor. 
 

see Physician Assistant on page 32 
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 HDSW is dedicated to empowering the individuals and 
families we serve to achieve well-being. The mission is ac-
complished through the provision of housing, vocational 

services, case management, community support, and  
mental health rehabilitation services.  
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By Ekaterina Smali, MPH, MPA, PMP, 
Project Manager, Montefiore Care 
Management Organization, and  
Henry Chung, MD, Senior Medical  
Director, Montefiore Care Management 
Organization and Professor of Psychiatry, 
Albert Einstein School of Medicine  
 
 

I ntroducing behavioral health services 
into small primary care settings en-
hances patient-centered care and pro-

vides higher-quality care and greater treat-
ment options for patients with behavioral 
health conditions such as depression and 
anxiety. For small practices already facing 
the burden of narrow operating margins 
and heavy patient caseloads, the ability to 
achieve the Triple Aim of improved qual-
ity, improved patient satisfaction, and 
lower costs requires the adoption of a 
practical and sustainable behavioral health 
integration model. A Montefiore project 
team led by Dr. Henry Chung developed a 
customizable process for integrating be-
havioral health into primary care using a 
continuum-based Framework. The Frame-
work lays out key domains of integrated 
care found across evidence based integra-
tion models, grouped, in the original ver-
sion, into eight broad domains: (1) Case 
finding, screening, and referral to care; (2) 
Use of a multidisciplinary professional 
team—including patients—to provide 

care; (3) Ongoing care management; (4)  
Systematic quality improvement; (5) De-
cision support for measurement-based, 
stepped care; (6) Culturally adapted self-
management support; (7) Information track-
ing and exchange among providers; (8) 
Linkages with community/social services. 
     The Framework provides a roadmap to 
help practices make investments in time, 

training, workforce, and other resources 
necessary to implement behavioral health 
integration and improve patient care. It 
contains a series of steps—identifying 
preliminary, intermediate, and advanced 
stages for each of the eight key domains 
of practice integration—that allow prac-
tices with different resources to assess, 
track, and make incremental and sustain-

able progress. The Framework was de-
signed to help practices organize their 
integration efforts by assessing and build-
ing on existing strengths and priorities. It 
also recognizes that achieving the most 
advanced state of each domain and its 
components might not necessarily be the 
ultimate target for every practice.  
     With the support from United Hospital 
Fund and New York State Health Founda-
tion, the continuum-based Framework 
was evaluated during a 12-month pilot of 
11 small primary care practices in NYC 
(6) and across NYS (5). The Framework 
was used to identify practices at their 
baseline and help them set and assess 6- 
and 12-month goals for advancing inte-
gration within their chosen target do-
mains. Regardless of reported readiness 
for integration at the start of the pilot, all 
the practices acknowledged the utility of 
such a framework for both strategic plan-
ning and implementation efforts. By the 
12-month goal assessment, practices made 
substantial progress toward higher levels 
of integration. 
     The project team also conducted site 
visits at 10 of 11 small practices and con-
ducted an extensive qualitative analysis 
using key informant interviews of primary 
care and behavioral health providers, 
leadership team members, and practice  
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Evaluation of a Continuum-Based Framework for  
Behavioral Health Integration in Small Primary Care Practices 

Ekaterina Smali, MPH, PMP Henry Chung, MD 

PAGE 22 BEHAVIORAL HEALTH NEWS ~ FALL 2019 visit our website: www.mhnews.org 

      
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

Brown Bell Consulting is a full service Government  
and Community Relations company. We provide  

organizations with customizable solutions to meet all of 
their local, state and federal government relations needs.   

To find out more about how we can help your organization, 
please contact us for a personal consultation.  

 
We look forward to working with you. 

 
Constance Y. Brown-Bellamy, MPA  

President and CEO - Brown Bell Consulting, LLC  
External Relations Specialist  

BrownBellConsulting@gmail.com      (202) 486-0495 



 

By Eunice Kim, LCSW, 
Virna Little, PSyD, LCSW-r, SAP, CCM, 
and Micaela Mercado, MSW, PhD, 
Concert Health 
 
 

P oor access to behavioral health ser-
vices remains a significant barrier 
to care for clients within our cur-

rent healthcare landscape in the United 
States. According to Mental Health Amer-
ica, one out of every five American adults 
with a mental health condition, or about 
nine million adults, struggles with an un-
met behavioral health treatment need. 
Showing little decline since 2011, inade-
quate access to services has most often 
been attributed to silos between primary 
care and behavioral health systems, a per-
sistent workforce shortage, and inequita-
ble insurance coverage for mental health 
services. However, amid this current 
healthcare landscape, Collaborative Care, 
an evidence-based treatment model for 
integrated care, has emerged in the last 
few decades as a clinically effective strat-
egy to fill these treatment gaps on a na-
tional scale. Collaborative Care tackles 
the issue of poor access to care along 
three fronts: integrating behavioral health 
and primary care systems, optimizing the 
expertise of mental health professionals, 
and inspiring the addition of new medical 
payment codes. 
     Founded on the premise of integrated 
care or the integration of behavioral 

health services into the primary care set-
ting, Collaborative Care bridges the artifi-
cial divide between physical and behav-
ioral health within our current system in 
order to enhance client access to holistic 
treatment. Collaborative Care circumvents 
the challenge of low referral rates to men-
tal health by adding two behavioral health 
specialists to the primary care environ-
ment to create a four-person care team, 
including the roles of the client, the pri-
mary care provider, the psychiatric con-
sultant, and the behavioral health care 
manager (usually a licensed mental health 
clinician), and this interdisciplinary, team-
based approach has consistently outper-
formed treatment as usual across a 
breadth of patient outcomes, including but 
not limited to increased patient engage-
ment in and satisfaction with care, re-
duced time to remission, and improved 
quality of life. Simply put, Collaborative 
Care brings mental health treatment to the 
traditional primary care sphere, aptly real-
izing the common behavioral health 
catchphrase of meeting our clients where 
they are at. 
     Collaborative Care further overcomes 
the systemic access barrier of behavioral 
health workforce shortages by embedding 
strategies to optimize the expertise and 
reach of mental health professionals. Two 
critical components of the Collaborative 
Care model are 1) the flexible provision 
of mental health services through a com-
bined telephonic and in-person approach 

to treatment delivery and 2) the augmen-
tation of psychiatric expertise within 
medical settings through psychiatric con-
sultation. The option of utilizing the tele-
phone as not merely an outreach mecha-
nism but one of treatment delivery allows 
for the extension of behavioral health care 
to both individuals that encounter obsta-
cles around in-person treatment, due to 
factors as varied as mobility issues, finan-
cial stress, work schedules, and childcare 
responsibilities, among others, as well as 
to under-resourced communities. At Con-
cert Health, this telephonic approach to 
treatment delivery is particularly lever-
aged to provide behavioral health services 
to rural communities across the country, 
where mental health services did not pre-
viously exist, as well as to enhance the 
reach of Spanish-speaking clinicians to a 
wider range of geographically disparate 
populations. 
     The strategy of establishing the psychi-
atric consultant role also serves to en-
hance client access to behavioral health 
care. Shifting away from the traditional 
role of the psychiatric provider as a direct 
practitioner, whose time is generally dedi-
cated to a single evaluation or three 
twenty-minute medication management 
appointments per hour, Collaborative 
Care instead invests in indirect psychiatric 
consultation. Within Collaborative Care, 
the main role of the psychiatric provider is 
to meet with the behavioral health care 
manager to review the cases of those cli-

ents, who are demonstrating insufficient 
clinical improvement, or in other words, 
those clients, who are not getting better in 
treatment. This role transition allows a 
single psychiatric provider to oversee a 
caseload of 60-90 clients with the same 
time investment of one hour per week. 
Further empowering primary care provid-
ers to prescribe psychotropic medications 
to their client panels with the support of 
weekly psychiatric oversight, this work-
flow consequently frees up the scarce 
resource of psychiatric providers to see 
clients with more complex behavioral 
health presentations. Through the imple-
mentation of these two innovative strate-
gies, telephonic treatment delivery and 
psychiatric consultation, Collaborative 
Care thus creatively expands access to 
care within the confines of a systemic 
workforce shortage. 
     Lastly, Collaborative Care has contrib-
uted to improved access to care by suc-
cessfully inspiring payment reforms 
amidst an ongoing fight for more equita-
ble insurance coverage for mental health 
services in the United States. In response 
to the consistent research literature high-
lighting Collaborative Care’s superior 
effectiveness to treatment as usual for 
behavioral health and the outcomes of 
state-wide demonstration projects, includ-
ing those spearheaded by the New York 
State Office of Mental Health, in 2016,  
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By Staff Writer 
Behavioral Health News 
 
 

F ountain House has announced the 
appointment of Ashwin Vasan, 
MD, PhD, as its new President 
and CEO. Dr. Vasan’s expertise 

in public health policy, programs, and 
political advocacy on a local and global 
level will advance Fountain House’s work 
in mental illness, homelessness, criminal 
justice, healthcare, and social welfare for 
marginalized people and communities, 
and will allow the organization to bring its 
expertise to bear on the related social and 
political challenges of our time.  
     A primary care physician, academic, 
and public servant committed to improv-
ing the lives of vulnerable people, Dr. 
Vasan is currently an Assistant Professor 
at Columbia University’s Mailman School 
of Public Health and Vagelos College of 
Physicians & Surgeons, caring for pa-
tients and teaching graduate students and 
trainees in general medicine, population 
health, and implementation science. He 
will maintain his academic affiliation with 
Columbia while leading Fountain House.  
     Early in his career, Dr. Vasan worked at 
the non-profit, Partners In Health, and at 
the World Health Organization (WHO) in 
Geneva and Uganda, supporting efforts to 
increase access to HIV/AIDS treatment in 
the global South. He was based in Rwanda 
and Lesotho during his tenure with Part-

ners In Health, focusing on HIV, health 
systems and strengthening primary care 
delivery. Later, as the founding Executive 
Director of the Health Access Equity Unit 
at the New York City Department of 
Health and Mental Hygiene, he led the first 
municipal health department program fo-
cused explicitly on the intersection of 
health, clinical systems, and the social wel-
fare needs of marginalized populations, 
including people living with mental illness 
involved in the justice system.  
     Retiring Fountain House President, 
Kenneth J. Dudek, who leaves a legacy of 
28 years, says, “Fountain House could not 

have found a more qualified candidate to 
take the reins at this moment in time. 
Governments and advocates alike are be-
ginning to understand the importance of 
serious mental illness, in itself, as well as 
its relevance to other pressing social issues. 
Ashwin has the passion, talent, and experi-
ence to lead Fountain House in this pursuit 
of human rights and social justice. Our 
members are fortunate to have an advocate 
and visionary crusader of his caliber.”  
     “Fountain House has a model that over 
70 years has proven time and again to redi-
rect people’s trajectories and to improve 
outcomes. It is an approach that elevates 
the dignity of those whom we often so eas-
ily cast aside. I want to preserve what 
makes this organization great, and what 
has prompted hundreds of others to repli-
cate it around the world, while also build-
ing a movement that elevates these issues 
and our approach in corridors of political 
and social power,” explains Dr. Vasan.  
       “We have a powerful opportunity to 
confront the legacy of deinstitutionaliza-
tion of our mental health system. People 
living with mental illness and serious 
mental illness are too-often relegated to 
jails, shelters, emergency rooms, or left on 
the streets in lieu of having access to the 
kind of healing, dignified environments, 
and services provided by Fountain House. 
We have an opportunity - and a responsi-
bility - to push our public and private sec-
tors alike to invest in proven community 
systems of care that promote recovery and 

allow people with mental illness to live 
dignified lives. I am proud that we can 
openly advocate and stand up for the 
rights of people with mental illness. I 
have stood up for these kinds of human 
rights and for social justice my entire pro-
fessional career and will continue to do so 
at Fountain House,” says Dr. Vasan.  
     William Hilburn, Chair of the Fountain 
House Board of Directors, said, "We are 
delighted to welcome Ashwin as the next 
President and Chief Executive Officer. 
Fountain House and its community sys-
tem of care represent an innovative and 
successful model for helping people with 
serious mental illness live healthier and 
more productive lives. Ashwin is the ideal 
candidate to take the organization forward 
into its eighth decade and next phase.”  
     Fountain House empowers people with 
serious mental illness to live and thrive in 
society. Every day, hundreds of people 
with schizophrenia, bipolar disorder, and 
major depression, come to Fountain 
House to contribute their talents, learn 
new skills, access opportunities, and build 
friendships. Alongside staff, they operate 
award-winning social interventions in the 
areas of employment, education, wellness, 
and housing and work as partners to per-
form the functions that keep our commu-
nity going. Founded in 1948, Fountain 
House is the most widely replicated evi-
dence-based model for people living with 
mental illness in the. For more informa-
tion, please visit www.fountainhouse.org  

Dr. Ashwin Vasan Appointed President and CEO of Fountain House 

By Nancy Harvey, LMSW 
Chief Executive Officer, 
Service Program for Older People 
SPOP 
 
 

W hen Sonia was discharged 
from New York-Presbyterian 
(NYP) hospital last winter her 
Care Coordinator arranged 

for home care, meals, nurse visits, trans-
portation, medical equipment and prescrip-
tions. She went home confident that she 
would be safe and would receive ongoing 
care at home as she regained her strength.  
     Sonia’s Care Coordinator also con-
nected her with Service Program for 
Older People/SPOP, an independent non-
profit behavioral health center in New 
York City, and encouraged her to meet 
with a social worker to discuss behav-
ioral health services. Sonia had ex-
pressed anxiety about managing on her 
own and her lack of a family support 
system. However she resisted the idea of 
receiving services and the Care Coordi-
nator spent time with her to answer ques-
tions and reassure her before introducing 
her to the SPOP intake staff. 
     Following a comprehensive assess-
ment Sonia learned that she was eligible 
for home visits from a clinical social 
worker and psychiatrist from SPOP based 
on her diagnosis and her homebound des-
ignation (she lives in a third-floor walk-up 
apartment). She has been receiving 
weekly home visits from her therapist and 

has learned relaxation techniques to man-
age her anxiety. Most important, Sonia 
has not been readmitted to the hospital. 
     New York-Presbyterian and SPOP are 
engaged in a unique partnership to make 
certain that behavioral health care is an 
integral part of discharge planning and 
medical care for older patients (SPOP 
serves adults age 55 and older). The part-
nership is supported by an Impact Grant 
through the NYP Performing Provider Sys-
tem, which seeks to improve overall health 
and quality of life while reducing unneces-
sary hospital emergency room usage.  

     Now in its second year, the partnership 
has been successful in fostering a culture of 
integrated care within the hospital, with a 
focus on Medicaid patients. Our Clinic has 
received referrals from throughout the 
NYP hospital system, and our therapists 
work with hospital staff and medical teams 
to coordinate patient care. As a relatively 
small agency entirely focused on mental 
health services for older adults, we are able 
to respond quickly and meet client needs 
before they worsen. “SPOP’s community-
focused expertise in meeting the behavioral 
health needs of older adults is invaluable to 
us,” said Brian Youngblood, LCSW, of the 
Division of Community and Population 
Health at NYP. “Working together, SPOP 
and the hospital have expanded access to 
care for a very fragile population.” 
     Building a culture of integrated care 
relies on relationships throughout the hos-
pital system. SPOP and NYP have devel-
oped systems to train hospital staff in the 
basics of geriatric behavioral health and 
strategies to support a warm hand-off for 
assessment and services. Psychotherapists 
make home visits to those clients who are 
unable to travel for appointments and of-
ten engage with family members and 
caregivers as part of the treatment plan. 
And because SPOP provides a continuum 
of treatment – intensive intervention, 
medication management, weekly therapy 
sessions, or non-clinical bereavement 
support – clients receive care that is ap-
propriate to their level of need. 
     The program has also benefited family 

members and caregivers. Not all hospital 
referrals are the right fit for SPOP, par-
ticularly when there is cognitive impair-
ment and the client can’t engage in psy-
chotherapy. In one such case, Henry, age 
62, called SPOP on behalf of his 87-year-
old mother, who has Alzheimer’s disease 
and who had been referred by NYP. 
When Henry learned that his mother did 
not meet the criteria for SPOP services he 
became distraught. Our intake staff first 
connected Henry to an agency that could 
care for his mother, made a call to provide 
background, and completed a warm hand-
off. The intake worker then asked Henry 
if he would like to speak with a therapist 
with expertise in caregiver distress. Henry 
was initially surprised – he had been fo-
cused entirely on his mother’s needs – but 
he said he liked the idea is now enrolled 
for psychotherapy in our Clinic address 
his own feelings. 
     SPOP and New York Presbyterian 
have developed a model program to care 
for older adults, coordinate treatment 
plans, and prevent re-hospitalization rate. 
Working together, the two organizations 
have been able to increase their scope of 
service to care for the whole person – 
which benefits everyone. 
     Nancy Harvey, LMWS, has served as 
the chief executive of Service Program for 
Older People since 1990. To learn more 
about SPOP’s community-based behav-
ioral health programs for older adults 
visit www.spop.org or contact Nancy at 
nharvey@spop.org. 

Integrated Health Care for Older Adults: A Model Partnership 

Nancy Harvey, LMSW 

Ashwin Vasan, MD, PhD 
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By Shelisa Foster, MA, LPC, NCC, 
Amy Faus, MPH, CPH, CHES, and 
Jan Schlaier, EdD (c); FNP-BC 
Bergen’s Promise 
 
 

I n 2014, Bergen’s Promise, Bergen 
County’s Care Management Organiza-
tion within New Jersey’s Children’s 

System of Care (CSOC), took a bold step 
by agreeing to pilot a CSOC Behavioral 
Health Home; thus, establishing the first 
Pediatric Behavioral Health Home (BHH) 
in New Jersey and the first to utilize the 
Wraparound Model of Care in the United 
States. Wraparound is an individualized, 
team-based care planning and coordination 
process that develops a holistic treatment 
plan which includes supports for youth and 
families and oversees a process of goal 
setting and progress monitoring (Bruns et 
al. 2010). The establishment of a Child 
Family Team (CFT), incorporating youth/
family strengths and family preferences, is 
the hallmark of this process. “Innovative” 
and “Promising”: Two words used to de-
scribe a blending of Integrated Care with 
the WrapAround Model of Care.  
     Bergen’s Promise BHH provides inte-
grated care coordination to Medicaid-
eligible youth, ages 5-21, experiencing 
emotional, behavioral, substance use and/
or developmental challenges as well as 
designated chronic/physical health condi-
tions such as asthma, diabetes, obesity, 
and endocrine disorders. The mission of 

Bergen’s Promise BHH is to provide in-
creased care coordination via the Wrap-
around process and health/wellness activi-
ties for youth and their families to equip 
them with the knowledge, skills and confi-
dence required to independently manage 
the demands of chronic health and wellness 
needs. Bergen’s Promise utilizes SAM-
HSA’s 8 Dimensions of Wellness to ap-
proach health and wellness holistically, and 
to address social determinants of health. 
     Working in partnership with the care 
manager and behavioral healthcare pro-

viders on each family’s CFT, the nurses 
and health educators of Bergen’s Promise 
BHH have helped families achieve sig-
nificant outcomes. Over 80% of youth 
have improved their eating behaviors and 
over 60% have become more physically 
active. Over 70% of youth have reported 
improved self-esteem, and over 70% have 
reported improved health-related quality 
of life, which reflects physical, emotional, 
social and school-related wellness. Every 
school nurse and primary care provider of 
BHH enrolled youth are contacted and 

can become part of the team. Formal col-
laboration with pediatric primary care 
practices to facilitate seamless communi-
cation and coordination is advancing posi-
tive health outcomes in support of this 
Wraparound/ Integrated Care model. 
     Wraparound/Integrated Care Coordina-
tion has helped youth and families address 
challenges that involve the interplay of 
mental and physical health. For example, 
a child that worked with Bergen’s Prom-
ise BHH experienced anxiety about man-
aging his asthma, which was further exac-
erbated by his diagnosis of generalized 
anxiety disorder. He and his family were 
able to work with the CFT to learn about 
his asthma and how to manage it while 
gaining skills to cope with his anxiety. As 
a result, the youth had a reduction in 
Emergency Room visits and improved 
emotional wellness. Additionally, an 
Asthma Action Plan, a written plan that is 
created with the youth’s medical provider, 
was given to the school nurse to ensure 
adequate, individualized care for his 
asthma. Certainly many youth with Intel-
lectual/Developmental Disabilities (I/DD) 
and their families struggle with the con-
tinued silos of mental and physical health 
care; therefore, all those enrolled in Ber-
gen’s Promise BHH have a Health Care 
Passport which is given to the School 
Nurse, Primary Care Provider and kept by 
the family should the youth need to go to  
 

see Wrapping Around on page 32 

“Wrapping Around” Integrated Care 

By Aviva Cohen, LMSW, Coordinator, 
NYC Peer and Community Health 
Workforce Consortium, Office of  
Consumer Affairs, DOHMH 
 
 

A dvancing workforce integration is 
a key objective for NYC Peer and 
Community Health Worker 

Workforce Consortium. The NYC Peer 
and Community Health Worker Work-
force Consortium at the NYC Department 
of Health and Mental Hygiene strengthens 
understanding about the Peer/Community 
Health Worker (CHW) Workforce roles. 
The Consortium maximizes the opportu-
nities for Peers and CHWs to contribute 
their strengths to the behavioral health 
workforce. Peers use their personal recov-
ery experience to support individuals fac-
ing mental health and substance use chal-
lenges and Community Health Workers 
draw upon community ties and cultural 
awareness to help individuals manage 
their health and wellness.  
     The Consortium has identified several prac-
tices that drive the capacity of organizations to 
support Peers/CHWs in their roles, to promote 
their career growth, and to facilitate effective 
structures for collaboration in the workplace. 
These practices are outlined across nine do-
mains in the Consortium’s Needs-Based Tool-
kit, which can be accessed by visiting https://
www1.nyc.gov/site/doh/providers/resources/
supporting-peers-and-community-health-
workers-in-their-roles.page.  

     The active transformation of service 
delivery models also emphasizes the 
value of integrated care. It is important 
to be aware of distinct implications of 
these integration processes, and to recog-
nize where they overlap. Since New 
York State’s 2016 delegation of Peer 
Support as a Medicaid-reimbursable ser-
vice, awareness of Peer Support has 
grown and efforts to implement peer 
services have expanded. The increased 
uptake of Peer programs presents a 

greater number of positions for Peers and 
increases the diversity of the types of 
programs offering Peer services. For 
programs that are still becoming familiar 
with the Peer Support model, this may 
result poorly defined role and responsi-
bilities within the workplace. 
 

Workforce Integration 
 
     Organizations should be equipped with 
a clear understanding of the Peer roles, 
particularly at a time of such significant 
expansion. Accordingly, there are impor-
tant concepts to be clarified when discuss-
ing “Peer workforce Integration.”  Inte-
gration is different from “mixing” all 
roles together, which would detract from 
the recognition of the unique value that 
Peers add to organizations.  
     The Consortium has prioritized the 
preservation of the Peer role’s core princi-
ples and values while encouraging ad-
vancement as a workforce. The Consor-
tium presents a framework for workforce 
integration that views all employees as 
complementary “pieces of a larger puzzle.”  
This framework means that effective op-
eration is built on various areas of expertise 
and diverse perspectives of team members. 
 

Integrated Care 
 
     Models of integrated care demonstrate 
some variation in the structures and proc-
esses used to drive desired physical and 

behavioral health outcomes. Ultimately, 
the shared foundation of the various inte-
grated care processes and selected indica-
tors is the person at the center of the care 
delivered. With this shift towards inte-
grated care, recognition of how social de-
terminants impact health has advanced. 
Insight has improved as we acknowledge 
measurable gaps in care quality, and dis-
parities in access to care and health out-
comes. This insight elucidates the need to 
address multidimensional and inter-related 
needs. Integrated care models focus on 
how to best meet those needs in a way that 
is individualized, supports positive health 
outcomes, and reduces healthcare costs.  
 

Where these Concepts Come Together 
 
     Between the integration concepts men-
tioned, the intended use of the term 
“integration” differs. However, the aim of 
meeting the needs of individuals through 
a “whole person” lens presents a shared 
priority. When the Consortium refers to 
“Workforce Integration,” it recognizes 
that support for Peers requires attention to 
the needs of all employees working with 
Peers at an organization. When employees 
with a variety of skill sets collaborate, 
there is greater capacity to support each 
individual and address their needs and 
goals more fully. The Peer Workforce 
understands wellness as part of an  
 

see Peer Workforce on page 35 

Peer Workforce Integration in Integrated Healthcare 
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By Jordan Lowmark, MPH, Maralie 
Deprinvil, MPH, Jazmin Rivera, MPH, 
Adrienne Abbate, MPA, Victoria 
Njoku-Anokam, MPH, and 
Marianne Howard-Siewers, RN 
 
 

T he implementation of peer support 
professionals throughout the be-
havioral health field has proven to 

be a valuable resource for clients, pa-
tients, and service providers across the 
continuum (SAMHSA, Value of Peers, 
2017). Whether it be in an outpatient 
clinic, emergency room, or community 
setting, peer professionals trained to work 
with substance use disorder (SUD) popu-
lations have brought a unique perspective 
to support patients on their journeys to 
recovery. Staten Island (SI), a borough 
within NYC, which has a population of 
nearly 476,000, has been one of the epi-
centers of the opioid epidemic. From 2015
-2018, there were 383 fatal overdoses on 
SI, according to the Office of the Rich-
mond County District Attorney. SI over-
dose rates, as determined by the NYC 
department of health, were higher than the 
other NYC boroughs until 2017. Although 
Staten Island has a strong network of 
treatment providers and harm reduction 
services, consistently high rates of over-
dose indicated the need for creative client 
engagement and non-traditional ap-
proaches. Peer models quickly emerged as 
a promising method to address this issue, 
but Staten Island was lacking a sustain-
able peer workforce. 
     In 2015, the Behavioral Health Infra-
structure Project (BHIP), spearheaded by 

the Staten Island Partnership for Commu-
nity Wellness (SIPCW) and the SI Per-
forming Provider System (SI PPS), was 
established to bring multi-sectoral part-
ners together to build the capacity of sys-
tems to address the unique behavioral 
health needs of the community. Early on, 
BHIP worked to identify gaps in the be-
havioral health continuum and surfaced 
peers as a component to bolster the infra-
structure. Through a mixture of DSRIP 
innovation dollars and OASAS grants, 
opportunities were created to increase the 
supply and demand for the peer work-
force. Through many local efforts includ-
ing the development of the SI CUNY and 
SI PPS Certified Recovery Peer Advocate 
(CRPA) curriculum, SI PPS scholarships 
and salary grants, the expansion of OASAS 
reimbursement criteria, and local and state 
grants to integrate peer positions, the num-
ber of peers on Staten Island has been 
steadily increasing. Within the past few 
years, there has been an increase from only 
two CRPAs in 2015 to 30 new CRPAs in 
2018 on Staten Island. It is important to 
note that other types of substance use treat-
ment and mental health peers exist in the 
community that are contributing to the 
pool of qualified professionals providing 
peer services in addition to CRPAs.  
     Through BHIP, SIPCW and the SI PPS 
have been working with behavioral health 
providers to support recruitment, onsite 
orientations and training, and workflow 
improvements to help integrate peers into 
outpatient substance use treatment set-
tings. Determining where a peer fits 
within a specific provider’s workflow is 
one of the first steps in integrating a peer. 

Whether the peer is activated during a 
client’s intake or during discharge, a peer 
advocate can play various roles through-
out a provider’s continuum of services. 
Understanding the scope of the practice, 
clarifying the value of the role with the 
care team, and going through a series of 
ethic trainings has helped seamlessly inte-
grate this valuable role. Having a peer 
meet with a client throughout the recovery 
process has added an additional tool to 
traditional clinical engagement in outpa-
tient settings. Clinicians and peers work-
ing together to support a person’s pro-
gress towards recovery provide an endless 
opportunity for both the community and 
the client. Integrating peer support ser-
vices into SUD treatment programs has 
been shown to increase a client’s self-
esteem and confidence as well as bring an 
increased sense of control and ability to 
bring about changes in their lives 
(Davidson, et al., 2012). 
     Depending on the type of service that a 
provider offers, peer advocates play a 
different role within the clinical setting. 
For example, Project Hospitality, a local 
multidisciplinary and integrated service 
delivery community-based organization 
(CBO), utilizes peers within a variety of 
their programs. One is within an OASAS 
funded hospital diversion program. In this 
program, the peer focuses on individuals 
that are currently at risk for overdose. The 
program provides Naloxone training to 
clients and distributes kits. Most notably 
peers engage clients who are on waiting 
lists for a treatment bed or upon discharge 
for continued support in the community. 
Peers also have Project Hospitality cell 

phones to ensure that clients can access 
them during off-hours and can meet with 
individuals in the clinic or in the commu-
nity, such as at a local coffee shop. This 
consistent access and communication dur-
ing the waiting period is an important 
aspect of the continuum when trying to 
keep individuals engaged and ready to 
seek treatment. The Silberstein Clinic, 
Richmond University Medical Center’s 
outpatient SUD treatment center, utilizes 
a peer as well. Within their clinic, a peer 
meets with every new client immediately 
following intake to introduce himself and 
discuss the services that he can provide. 
In addition to one-on-one peer meetings 
with clients, the peer also aids with group 
therapy sessions and provides outreach at 
various locations. Using a creative ap-
proach to better engage clients, Silber-
stein’s peer visits probation and parole 
once a week to speak with the officers 
about any potential clients that can be 
referred to the Silberstein Clinic. The peer 
also frequently visits rehabilitation centers 
to meet with clients upon discharge to 
discuss the importance of aftercare and 
connecting to community resources.  
     The above examples are two practical 
applications of peer advocates at outpa-
tient programs. Many other Staten Island 
providers and institutions employ peers in 
creative ways to improve patient/client 
outcomes by providing a human-centered 
approach to care. Through BHIP, SIPCW 
and SI PPS are committed to the contin-
ued expansion of this workforce as well as 
ensuring that peers are effectively  
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Integrating Peers within Behavioral Health Programs 

By Richard M. Tuten, JD, MSA 
Chief Executive Officer 
CBHS IPA, LLC 
 
 

C oordinated Behavioral Health 
Services (CBHS) Independent 
Practice Association (IPA) is 
pleased to announce it has been 

awarded $4.7 million in infrastructure 
funds to finance the enhancement of Be-
havioral Health Home and Community 
Based Services (HCBS) available in the 
Hudson Valley.  
     HCBS services are designed to help 
individuals with significant behavioral 
health disorders achieve their personal 
goals, specifically achieving greater inde-
pendence, enhancing their education, 
gaining and maintaining employment, 
accessing support from peers and for their 
families, and managing crises.  
     CBHS has entered into agreements 
with four health plans to improve access 
and increase utilization of HCBS for 
Medicaid members enrolled in Health and 
Recovery Plans (HARP), which are spe-
cialized plans for Medicaid recipients 
with serious mental illnesses or significant 
substance use disorders. CBHS looks for-
ward to its partnership with Fidelis, MVP, 
Affinity, and UnitedHealthcare to make 

critical investments that will lead to en-
hancements throughout the region for 
individuals who are eligible for HCBS.  
     CBHS will be funding projects related 
to workforce development, peer support 
development, and outreach and education. 
Funds will also be used to increase access 
to crisis and respite services.  

     The New York State Office of Mental 
Health made a total of $50 million avail-
able statewide to address challenges re-
lated to accessing HCBS services. These 
funds were made available to managed 
care organizations, which solicited pro-
posals from community behavioral health 
providers. 
     “This critical funding will help CBHS 
ensure that residents of the lower Hudson 
Valley who need access to these newly 
launched services are able to access them 
easily, efficiently, and quickly. We look 
forward to collaborating with our man-
aged care organization partners to drive 
the success of this initiative,” said CBHS 
CEO Richard Tuten, “HCBS can make a 
huge difference in people’s lives, but only 
if they have access to them. That’s why 
we think these newly awarded funds will 
be so important to our community.” 
     “We are grateful for the confidence 
Fidelis, MVP, Affinity, and UnitedHealth-
care have placed in our IPA,” said CBHS 
Board Chair Amy Anderson-Winchell, 
President of Access: Supports for Living, 
“By working together, we can help people 
with significant substance use disorders 
and serious mental illness build lives of 
meaning, dignity, and productivity in their 
communities, and avoid costly, and un-
necessary hospitalizations.” 

     CBHS serves seven counties: 
Dutchess, Orange, Putnam, Rockland, 
Sullivan, Ulster, and Westchester. HCBS 
are available for people 21 and over who 
are enrolled in Medicaid Managed Care 
HARP products and found eligible after 
completing an assessment.  
     About CBHS: The CBHS Inc. is com-
prised of thirty progressive, non-profit, 
community behavioral health and disabil-
ity service providers serving seven coun-
ties in the Hudson River Region. CBHS 
maximizes the intellectual capacity and 
resources of its members in order to meet 
the challenges of a rapidly changing 
health care system. CBHS, founded in 
2012, is developing business initiatives to 
successfully integrate and manage care 
and provide the cost-effective outcome-
based services required for the future. Our 
commitment is to promote health and 
wellness, to facilitate the attainment of 
life roles in the areas of employment, 
housing, and social connectedness; to 
ensure access for whole populations, to 
ensure satisfaction from the people we 
serve and their families; and to do so at 
sustainable costs. CBHS Inc is the sole 
member of CBHS IPA, LLC. 
     For further information, please contact: 
Richard Tuten, by phone (914) 703-0453 
or by Email at tutenr@cbhsinc.org. 

CBHS IPA Secures Funding for Lower Hudson Valley Adults 

Richard M. Tuten, JD, MSA 
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By Deborah Jean Parsons, PhD 
Director of Integrated Care 
Aspire Health Alliance 
 
 

M assachusetts is home to 
thousands of individuals 
with behavioral health 
needs who lack access to 

quality care. In fact, according to recent 
estimates, only 54 percent of adults with 
mental illness in Massachusetts receive 
any kind of mental or behavioral health 
treatment (SAMHSA, Behavioral Health 
Barometer: Massachusetts, 2015). This 
includes those individuals participating in 
MassHealth, the state’s Medicaid program. 
     Understanding the challenges these 
often-vulnerable patients face, Aspire 
Health Alliance works as an integrated-
care behavioral health provider—
dedicated to improving patient outcomes 
through a team-based approach. Partner-
ing with accountable care organizations 
(ACOs), clinics and facilities throughout 
Boston, South Shore and Southeastern 
Massachusetts, we work to help patients 
who have fallen through the cracks of an 
otherwise fragmented healthcare system.  
     Finding these patients, however, can be 
a difficult task. Many of our most complex 
patients are homeless or otherwise tran-
sient, which poses unique challenges when 
finding and helping these individuals.  

     Strategic Partnerships and Programs:     
In July 2018, we launched the South Shore 
Community Partnership with our partner, 
Spectrum Healthcare. This program is part of 
a new MassHealth care-delivery transforma-
tion initiative called the Behavioral Health 
Community Partner (BHCP) program.  
     The BHCP program seeks to improve 
collaboration across ACOs, managed care 
organizations, and community organiza-
tions addressing social determinants of 
health by breaking down existing silos to 
deliver integrated care (MassHealth Com-
munity Partners Program: Information for 
Providers, 2019).  
     Part of this mission includes a better 
way to contact hard-to-reach patients 
through a real-time alert system that en-
ables immediate follow-up. Within a few 
months, this small update has led to a 
boost in patient engagement rates for our 
South Shore Community Partnership, 
going from as little as 10 percent to 35 
percent engagement. For an opt-in only 
program, this increase is significant.  
     Timely Interventions: The BHCP pro-
gram is designed to connect adults (age 19
-64) facing behavioral, mental or sub-
stance-use disorders to dedicated care 
coordinators with access to community 
resources such as primary care providers. 
To find these patients, Aspire Health Alli-
ance started its search in local emergency 
departments, or the ED.  

     The ED provides a safe spot for indi-
viduals—particularly vulnerable individu-
als—who lack resources like primary and 
mental/behavioral health care. Without 
access to traditional providers, these pa-
tients feel the ED is their only option for 
receiving care, making them the perfect 
candidates for the BHCP program.  
     At first, pulling and cross-referencing 
the needed demographic information, 
medical reports, and PDMP data could 
take hours, which meant many times the 
patient was discharged before a care coor-
dinator could reach out.  
     Aspire Health Alliance began working 
with Collective Medical, a care-
collaboration network, to expedite data 
sharing between the ED and case manag-
ers. The platform works by pulling patient 
data from multiple sources and pushing 
the most critical details to providers at the 
point of care. BHCP providers can also 
opt to receive these real-time notifications 
when a patient had been admitted to a 
hospital, enabling quicker follow-up.  
     For us, this has made a big difference. 
When we meet patients in the ED during 
an acute crisis, they are often more open 
to the help that programs like the BHCP 
offer. We can then redirect these patients 
to a more appropriate caregiver or pro-
vider so that the next time the patient is in 
psychological crisis, he or she calls the 
care coordinator first. 

     One patient presented in the ED with a 
blood-alcohol content level above 300. 
We sent a care coordinator to meet him in 
the ED, and she helped him schedule his 
first primary care appointment in years. 
Now, he works regularly with his primary 
care doctor and care coordinator toward 
wellness goals and has only returned to 
the ED once. It’s changes like this that 
give our patients a real hope of living sus-
tainably healthy lives.  
     An Ongoing Process: Of course, 
there are a number of challenges to im-
plementing patient-engagement initia-
tives. For instance, our care coordina-
tors do not work around the clock, 
which sometimes limits our ability to 
catch patients in the ED. In addition, the 
BHCP program is “opt in,” which 
means individuals have to agree to the 
program before we’re able to help them. 
While many patients are receptive, there 
are still those who have had negative 
experiences in other programs and re-
fuse to participate.  
     Still, the rewards are worth the efforts. 
Over the last seven months, we’ve seen a 
significant rise in primary-care appoint-
ments—and the number of patients ac-
tively seeking community resources. By 
supporting more people to get primary 
and preventable care, we’re giving our 
patients the help they need, in the most 
appropriate care settings.  

Engaging Patients at Critical Moments is  
Key to Improving Behavioral Health Outcomes 

By Ann Sullivan, MD 
Commissioner, New York State 
Office of Mental Health 
 
 

I  am pleased to announce the ap-
pointment of Amanda Saake to the 
position of Special Assistant to the 
Commissioner overseeing the Office 

of Consumer Affairs, as of July 1. 
     Before this appointment, Amanda 
served as the Director of Training and 
The Center for Rehabilitation and Recov-
ery at The Coalition for Behavioral 
Health in New York City. In that role, 
Amanda oversaw training and technical 
assistance efforts that were intended to 
build the capacity of community-based 
providers to deliver high quality, recovery
-oriented services so more people can 
achieve the promise of recovery.  
     Amanda has more than 13 years experi-
ence providing direct service and supervi-
sion in the human services workforce. 
Amanda has worked in a broad range of 
settings including supportive housing, As-
sertive Community Treatment (ACT), 
harm reduction, LGBT youth outreach, 
Personalized Recovery Oriented Services 
(PROS) and outpatient mental health as 
both a practitioner and supervisor. 
     Amanda's commitment to high quality, 
person-centered care is also personal 
stemming back to her first encounters 
with the mental health system at the age 
of 17. In fact, Amanda attributes her ca-

reer as one of the most important aspects 
of her personal recovery journey. For the 
majority of her career as a social worker, 
Amanda did not share her personal lived 
experience with mental health issues, in 
part due to stigma that still pervades our 
system of care. Today, however, Amanda 
intentionally shares her recovery story 
with the hope that more traditionally- 
trained practitioners will be comfortable 
sharing their stories too which will help 
combat stigma within our system. 
 

see Sake on page 30 

Amanda Sake Joins OMH 

Amanda Saake, LMSW, CPRP 

By Staff Writer 
Behavioral Health News 
 
 

T he Mental Health Association of 
Rochester/Monroe County 
(MHA) is pleased to announce 
the selection of Mary Russo as 

its new President and Chief Executive 
Officer. Russo joins the MHA after serv-
ing as its Interim President and Chief 
Executive Officer.  
     “The board is excited to have Mary 
join us,” says Michael Moeller, Board 
President. “Mary has displayed tremen-
dous leadership during her interim role 
and brings extensive non-profit manage-
ment experience to us. Her passion and 
dedication to our mission will position 
our organization for an exciting future 
ahead helping us serve more people in 
our community.” 
     Russo joins the MHA after recently 
serving as the Chief Financial Officer at 
the Jewish Community Center and brings 
more than 15 years of service in the non-
profit sector. Russo is focused on expand-
ing programs and services offered at the 
MHA, with a grand reopening of their 
newly renovated Life Skills building 
scheduled for this September. 
     “The Mental Health Association has 
been promoting mental wellness through 
a spectrum of culturally competent ser-
vices for more than 30 years. Thanks to 
our dedicated staff, board members, vol-

unteers and generous donors we have 
been able to provide excellent services 
and programs in the Rochester Commu-
nity. I am excited to build and expand on 
that great work,” said Russo. 
     Russo will draw on her professional 
and her lived experience to lead the or-
ganization. “Growing up in the City of 
Rochester with a single parent who was 
diagnosed with paranoid Schizophrenia 
allowed for me to experience compassion 
in foster homes and appreciate  
 

see Russo on page 30 

Russo CEO at MHA Rochester 

Mary Russo 
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Integrated Care from page 1 
 
care practitioners are delivering integrated 
and individualized medical and mental 
health care to both homeless individuals 
and those that have transitioned into per-
manent housing. Janian’s staff provide 
primary care that is integrated with the 
psychiatric care in 58 settings serving 
homeless and formerly homeless people, 
including in street outreach programs, 
shelters, safe havens, and supportive 
housing. Janian also has two full time 
street medicine teams working with out-
reach teams in Manhattan and in Brook-
lyn and Queens, bringing care to people 
who for whatever reason can’t make good 
use of the mainstream medical system.  
     Another existing model of integrated care 
can be found in the collaboration between 
The Bridge (TB: www.thebridgeny.org) and 
Ryan Health (www.ryanhealth.org) while 
Bridge clients make use of all Ryan Health’s 
Article 28 diagnostic and treatment cen-
ters, the centerpiece of the collaborative 
relationship between the two agencies are 
the co-located primary care services at 
TB’s 108th Street Clinical Hub and the 
mobile van that provides services to TB 
Safe Haven shelter location and a cohort 
of ACT clients in The Bronx. The 
Bridge’s 108th Street Clinical Hub is 
home to an Article 31 Outpatient Mental 
Health Clinic, a PROS program, and two 
Article 32 OASAS programs – an Outpa-
tient Clinic and Outpatient Rehabilitation. 
The on-site primary care and referral to 
specialty care offered by the co-located 
Ryan Clinic, which is available regardless 
of ability to pay, is staffed by a physician 

and a licensed nurse practitioner. This 
means that all these recipients have one-
stop access to comprehensive, integrated 
behavioral and physical healthcare. Inte-
gration of care is facilitated by the ability 
of staff to provide a ‘warm hand-off’ to 
clients by walking them over between 
service providers, especially when adher-
ence to appointments has been an issue. 
Staff work in close proximity and there is 
daily formal and informal sharing of clini-
cal information, need for follow up, refer-
ral for service to address acute and 
chronic conditions. In addition, during a 
weekly ‘huddle’, there is an opportunity 
to review situations that require a higher 
level of interagency cooperation to 
achieve positive health goals. Staff from 
both programs have access to data related 
to medical testing, admission and dis-
charge from hospitalization, medications, 
and utilization of services can be shared, 
while safeguarding jointly served recipi-
ents personal health information.  
     OHEL Children’s Home & Family Ser-
vices (www.ohelfamily.org), offers CHAMPS 
(Coordinated Health & Mental Health Pro-
grams & Services: www.ohelfamily.org/?
q=content/champs-wellness-program), a Pri-
mary and Behavioral Health Care Integration 
(PBHCI) SAMSHA grant funded program. 
The program is based on a chronic care 
model, incorporated into a primary care 
system and delivered within a behavioral 
health setting. Through an integrated 
model of medical and behavioral health 
care, patients with serious mental illness 
who have or are at risk of poor health, are 
provided with services to connect them to 
and keep them in primary health care, link 

them to specialty services and engage 
them in wellness programs and health 
promotion and education. CHAMPS is co
-located in both OHEL’s outpatient men-
tal health clinic and the medical clinic. 
CHAMPS staff provides its’ clients with a 
diverse array of integrated individual and 
group wellness services and program-
ming. The program provides screening 
and diagnosis of medical problems, edu-
cating clients about the nature of the dis-
order and self-management, access to 
treatment/therapies and integrated well-
ness programming supported by trained 
Peer Specialists. 
     CBC offers a comprehensive, person-
centered and holistic health care network 
to New Yorkers with serious behavioral 
health disorders and/or complex medical 
needs by bringing together primary 
health, behavioral health, care coordina-
tion, recovery, and supportive housing 
and social service interventions in all five 
boroughs. CBC connects individuals in 
the community using a variety of tradi-
tional BH services as well as a number of 
practice-based and evidence based care 
transition and crisis service models, which 
fill identified, critical community-based 
service gaps. The CBC IPA Network of 
community-based providers have been 
promoting integrated behavioral and 
health care services for decades, many in 
unique and innovative manners that are 
responsive to the needs to the populations 
they serve and true examples of person-
centered care. CBC’s goal is to further 
inventory and evaluate these physical 
health services and models being deliv-
ered throughout the five boroughs in tra-

ditional BH settings. CBC is developing 
program evaluation models that can better 
study the impact of these services on the 
individuals in terms of utilization, out-
come and costs with the hope of further 
disseminating and replicating these prac-
tice-based innovations across the CBC 
Network and New York City.  
     For more information please contact 
Sara Sezer, MPA, Special Assistant to the 
CEO and CBC Project Manager at 
ssezer@cbcare.org, or at (646) 930-8801. 
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A Model from page 13 
 
familiar with two other types of services 
that help to integrate care: Certified 
Community Behavioral Health Clinics 
(CCBHCs) and peer services. CCBHCs 
are a new and promising model of inte-
grated health care that breaks down si-
los. At S:US, there are two CCBHCs 
which provide mental health and sub-
stance use treatment as well as integra-
tion with physical health care. The 
beauty of this is that we can access these 
services as a regular on-site part of our 
care. Our group also felt strongly that 
peer services, as an element of the inte-
grated health care system, adds great 
value. Peers are so often better received 

by those seeking services because of 
their shared lived experience and are 
skilled at empowering and connecting 
individuals to a range of services and 
community supports.  
     We overwhelmingly agreed that hav-
ing integrated services is integral to mov-
ing toward a better quality of life. Silos in 
services still exist and create barriers for 
the most vulnerable people. We abso-
lutely need a more user-friendly health 
care system that takes us into considera-
tion so we can receive comprehensive, 
whole-person care in whatever setting we 
may find ourselves. Care should be easy 
to get, not as hard as it is and we know 
there are models out there that work. We 
need more of them. 

TEACH from page 4 
 
women both during and after pregnancy. 
     Through the Project TEACH Maternal 
Mental Health Initiative, providers can 
access free consultation services with 
expert psychiatrists in maternal mental 
health and can receive assistance with 
linkages and referrals to the community 
resources their patients need.  
     The Maternal Mental Health Initiative 
has also produced new web-based train-
ing videos to help healthcare providers 
effectively screen for and treat maternal 
depression during and after pregnancy. 
The free webinars – titled “Screening and 
Treatment of Postpartum Depression” and 
“Diagnosis and Treatment of Depression 

During Pregnancy” -- have been added to 
the on-line courses posted on OMH’s 
Project TEACH website: https://
projectteachny.org/live-training/online-
courses/. (Healthcare providers must cre-
ate an account to view the webinars.) The 
site also offers links to many maternal 
mental health screening tools that assist in 
diagnosing postpartum depression and 
related mood and anxiety disorders.  
     Project TEACH has helped New York 
in its goal to integrate mental health care 
into primary care, allowing for earlier 
diagnosis and treatment. OMH continues 
to work with our partners to enhance Pro-
ject TEACH and improve the ability of 
pediatric primary care providers to deliver 
care to children and new mothers. 

Social Interventions from page 1 
 
strengths-based environment – while 
medical and psychiatric interventions take 
place at the Baer Center. In this way, indi-
viduals are related to comprehensively, 
beyond just their diagnosis. 
     Baer Center patients have their psychi-
atric and medical records in one location. 
The Center’s staff and treatment team - 
comprised of the patient, a Fountain 
House social practitioner (social worker), 
a Baer Center general practitioner and a 
psychiatrist – participate in a full contin-
uum of primary and behavioral healthcare 
services. Together, they develop an indi-
vidualized recovery plan. The social prac-
titioner, based on an established relation-
ship of confidence with the patient brings 
an in-depth knowledge of the person that 
is shared (with permission) with doctors. 

The doctor, because of his/her close work-
ing relationships with the social practitio-
ner, absorbs and utilizes this information 
in the treatment of patients. Doctors dis-
cuss the circumstances of patients’ lives 
and their goals such as employment, edu-
cation, housing, as well as physical and 
psychiatric health. One of the first ques-
tions a patient is asked when seeking care 
at the Baer Center is what his/her life 
goals are, beyond the management of the 
illness (Aquila R, Santos G, Malamud TJ 
et al: The rehabilitation alliance in prac-
tice: The clubhouse connection, Psychiat-
ric Rehabilitation Journal, Vol 23(1):19-
23, 1999).  
     The Baer Center is able to include a 
focus on patients’ life goals and full medi-
cal, psychiatric and social recovery, be-
cause of its connection to and communi-
cation with Fountain House. An example 

of the complimentary support services 
Fountain House provides to Baer Center 
patients are the robust Wellness activities 
that take place every day at The Peter B. 
and Adam Lewis Wellness Center at the 
clubhouse. The Wellness Center supports 
a health-conscious culture in which mem-
bers engage - at no financial cost - in fit-
ness, nutrition and health education activi-
ties. For a population mostly unable to 
afford gym memberships, The Wellness 
Center offers state-of-the-art exercise 
equipment, running groups, and cooking 
classes. Fountain House members encour-
age and motivate each other to lose 
weight, eat healthier, reduce stress 
through yoga and meditation, stop smok-
ing, stay sober and improve their overall 
wellness (Doyle A, Lanoil J, Dudek KJ 
(eds): Fountain House: Creating Commu-
nity in Mental Health Practice. Chiches-

ter, West Sussex, New York: Columbia 
University Press, 2013). 
     To improve the lives of people with 
serious mental illness while also reducing 
costs, we must reimagine what we under-
stand as integrated healthcare. Qualitative 
and quantitative outcomes of models that 
include social interventions have broad 
implications for the future of social pro-
grams. The current system of integrated 
care has not prevented homelessness, in-
carceration, and emergency room use for 
people with schizophrenia and bipolar 
disorder. It is time for upstream invest-
ment in models that go beyond the deliv-
ery pf psychiatric and primary care and 
consider the comprehensive needs and 
potential of this population.  
 
     For more information, please visit 
www.fountainhouse.org. 
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Psychiatry from page 10 
 
Specifically, a behavior analyst is trained 
in the research methods and research out-
comes demonstrating behavior is predict-
able and can be changed over time. A 
practicing behavior analyst seeks to apply 
these methods to improve the human con-
dition (Baer, Wolf, & Risley, 1968). Prac-
ticing behavior analysts are often creden-
tialed as Board Certified Behavior Ana-
lysts (BCBA), which is a master level 
credential comprised of university course-
work, supervised fieldwork, and an exam 
(see https://www.bacb.com/ for further in-
formation). Behavior analysts are adept at 
defining behavior to be measured to evalu-
ate treatment outcomes, identifying treat-
ment protocols based upon research, and 
training direct care workers and other care-
givers to implement treatment protocols. 
     Caregivers. Caregiver is a broad term 
for individuals that provide care to an-
other individual. This term applies not 
only to family members but professionals 
and paraprofessionals hired to care for an 
individual within a service delivery 
model. Caregivers, especially family 
members, often have the most complete 
picture of the individual being supported 
given their continuous support of the indi-
vidual across time. Caregivers also pro-
vide perspective on cultural norms for the 
individual being supported. 
     Nurses. A nurse is an individual who 
has met minimum criteria to use that title. 
There are various nursing credentials, but 
it is typically a bachelor level credential 
comprised of university coursework, su-
pervised fieldwork, and an exam. Nurses 
ensure the team is aware of basic health 
information (e.g., weight, blood work) 
and ensures prescriptions are imple-
mented as ordered. Although our model 
focuses upon nurses as active team mem-
bers, other medical professionals can be 
added as needed. For example, participa-
tion by a neurologist might be beneficial 
for an individual with seizures and chal-
lenging behavior as medications used for 

seizures may also affect challenging be-
havior. The goal would be to optimize the 
medications for both the seizures and 
challenging behavior. 
     Psychiatry. A psychiatrist is a medi-
cal doctor who specializes in mental 
health needs of individuals. Psychiatrists 
first become licensed medical doctors, 
requiring university coursework, super-
vised fieldwork, and an exam. Following 
this, four years of additional supervised 
fieldwork specific to psychiatry is com-
pleted (see https://www.psychiatry.org/
patients-families/what-is-psychiatry for 
further information). Psychiatrists utilize 
psychotherapy, psychosocial interven-
tions, and medications, to name a few, to 
meet the needs of the individual. The 
psychiatrist can also assist in identifying 
comorbidity syndromes that may signifi-
cantly impede the implementation of 
behavioral strategies. Simonoff et al, 
reported 70.8% of children studied 
(sample of 255 children with ASD) had 
at least one current psychiatric disorder 
including social anxiety disorder 
(29.2%), Oppositional Defiant Disorder 
(28.1%), Attention-Deficit / Hyperactiv-
ity Disorder (28.1%), Panic Disorder 
(10.1%), Generalized Anxiety Disorder 
(13.4%), and Obsessive Compulsive Dis-
order (8.2%). The recognition of these 
specific syndromes can be extremely 
beneficial in addressing behaviors that 
are driven by psychiatric comorbidities. 
     Allied health professionals. The model 
described here often utilizes other profes-
sionals as occasion warrants. For exam-
ple, many individuals have co-occurring 
physical needs (e.g., paralysis) complicat-
ing service delivery. Professionals such as 
occupational therapists, physical thera-
pists, speech-language pathologists, and 
other professionals can be utilized in a 
consult fashion to meet the needs of the 
individual. 

Interdisciplinary Review Team Model 
 
     The interdisciplinary review team 
(IRT) model was created to establish a 

continuum of care for individuals with 
complex needs. Core features of the 
model are multi-disciplinary team mem-
bers, data-driven decision-making, and 
high level administrative support. The 
objectives of each IRT meeting are: 1) 
state the current clinical status of the indi-
vidual; 2) state current clinical needs; 3) 
foster team discussion; 4) advocate for 
change that maximize benefit for the indi-
vidual; 5) minimize multiple treatment 
changes at once; and 6) minimize risk 
associated with chosen treatments. 
     The IRT model consists of a pre 
meeting planning process, IRT meeting, 
and a post meeting process. The pre 
meeting is an opportunity for the behav-
ior analyst, nurse, and caregivers to iden-
tify key needs of the individual to be 
discussed at the IRT meeting. This meet-
ing takes place in the 30-days preceding 
the IRT meeting. An IRT preparation 
form that documents current clinical 
status based upon objective data and 
caregiver input is completed and shared 
with all team members supporting the 
individual. The preparation states up to 
three discussion points, with supporting 
data, that guide the IRT meeting. 
     Interdisciplinary review team meet-
ings occur at a frequency dictated by the 
needs of the individuals supported. Meet-
ings for adult clients typically occur 
monthly, whereas meetings for children 
clients typically occur weekly. Most 
adults are reviewed every 90 days, 
whereas most children are reviewed 
monthly, reflecting sometimes more fre-
quently changing needs. Individuals can 
be reviewed more frequently, and outside 
of established meeting times, if needed. 
Meetings are typically 30-minutes, ex-
cept for special circumstances (e.g., ini-
tial review meeting). The meeting starts 
with the behavior analysts providing a 1-
minute summary of the IRT preparation 
form to all team members. Based upon 
the discussion points the team then re-
views supporting data (e.g., frequency of 
self-injury, health related variables, sleep 

patterns, lab results). Following some 
discussion, the individual being reviewed 
is invited into the review to provide in-
formation from his / her perspective 
(most individuals supported in this 
model have limited cognitive and com-
municative abilities so caregiver input is 
important throughout the process). At 
this point the team proposes and decides 
upon action steps to address the identi-
fied areas of need. Action steps may in-
clude no changes, gather additional data, 
alter current treatment protocols, and 
alter current medications. The action step
(s) chosen should maximize benefit and 
minimize risk. The post meeting process 
involves documentation of the IRT and 
communication to all team members, 
including executive leadership team 
members who evaluate effectiveness of 
the process, trends of action steps, and 
minimization of polypharmacy. 
     This model is implemented for adults 
and children residing in specialized resi-
dential settings. Individuals residing in this 
model exhibit severe and chronic challeng-
ing behavior (e.g., aggression toward oth-
ers that results in injury, self-injury requir-
ing more than first aid), present safety risks 
(e.g., lack of safety awareness such as 
walking into a street, not dressing for the 
weather), and complex medical needs (e.g., 
paralysis, dysphagia). Financial support for 
this model is largely covered as part of a 
daily residential rate that is calculated into 
the cost. Some third party insurance billing 
does occur as well.  
 
     About the authors: Shawn P. Quigley 
PhD, BCBA-D, is Senior Director of Clini-
cal Services and Professional Development 
– PA Division; Danielle Block MBA, BSN, 
RN, is Senior Director of Healthcare Ser-
vices – PA Division; and Frank L. Bird 
MEd, BCBA, LABA, is Vice President & 
Chief Clinical Officer at Melmark Inc. For 
further information contact Shawn Quigley 
at shawnquigley@melmark.org, Melmark, 
2600 Wayland Road, Berwyn, PA 19312, 
(610) 325-2929. 

PAGE 29 BEHAVIORAL HEALTH NEWS ~ FALL 2019 visit our website: www.mhnews.org 



History from page 20 
 
through a multidisciplinary team that 
addresses their holistic needs. At 
CCBHCs, where access to integrated 
care has increased significantly, sophis-
ticated providers horizontally integrated 
their delivery systems to provide whole 
care in-house or work effectively with 
partners to deliver all of the various 
services that consumers need. CCBHC 
status has also made it easier to syn-
chronize data across different systems 
and build data hubs with greater out-
come measurement validity (SAMHSA 
requires CCBHCs to collect data on 21 
of 32 quality measures). CCBHCs also 
receive enhanced Medicaid reimburse-
ment rates to accomplish their work, 
and while funding for the CCBHC pro-
gram was recently extended, long-term, 
targeted advocacy is required to sustain 
and expand the program nationwide. 
The National Council for Behavioral 
Health has led this charge and advo-
cates in New Jersey recently met with 
Governor McGreevey and former Gov-
ernor Christie to push for the White 
House and Congress to act, which is no 
easy lift. 
     Outside of the CCBHC realm, several 
capacity and regulatory issues continue 
to thwart integration and require our at-
tention. Facility and physical plant re-
quirements, from the size of examination 
rooms down to the closets, make it ex-
pensive for community-based providers 
to upgrade and retrofit their clinics to be 
certified for integration. Billing and re-
imbursement barriers, such as insuffi-
cient guidance on contracting and cre-
dentialing, inability to be reimbursed for 

same day behavioral and physical health 
services and lack of coordination in the 
claims payment process, make it difficult 
to keep fiscally solvent. Inadequate 
workforce funding, staffing shortages, 
training and licensing/scope of practice 
issues, exacerbate problems with capac-
ity and waiting lists. Oversight and re-
cord keeping requirements, from health 
information technology readiness, infor-
mation sharing, interoperability and con-
fidentiality concerns, make it hard to 
sufficiently track and communicate pa-
tient data across systems. Moreover, 
managing smooth care transitions across 
disconnected regulatory and reimburse-
ment frameworks can get tricky, to say 
the least. 
     Providers are advancing ways to over-
come roadblocks. Many are co-locating 
their practices, though it is quicker and 
less complicated to integrate behavioral 
health into primary care than vice-versa. 
Under colocation, a primary care, mental 
health or substance use clinic brings in 
another physical or behavioral health 
service provider into the same location, 
but they remain separate administrative 
entities. In one example where a provider 
in New Jersey embedded a licensed pri-
mary clinic into their mental health cen-
ter, a team was setup to identify medical 
problems that people living with chronic 
mental illness may not be aware of, such 
as symptoms that were being caused by 
lyme disease and not mental illness. An-
other provider in New Jersey integrated 
behavioral health clinics into their pri-
mary care practices, where physicians or 
nurse practitioners screen for anxiety or 
depression, and patients are evaluated by 
a consulting psychiatrist. The close 

physical proximity of colocated provid-
ers allows for better communication and 
follow through with licensed specialists. 
It also enhances consumer experience 
through smoother care transitions, less 
stigmatization and not feeling so over-
whelmed about attending to their medi-
cal needs at separate locations. None-
theless, each practitioner must keep 
their own records, communicate across 
different organizational cultures, ensure 
accountability, stay patient informed 
and practice inside the scope of regula-
tions and guidance. 
     New York is taking steps toward a 
more simple and flexible model for inte-
grated licensure. Providers with existing 
Article 28, 31 and 32 licenses can apply 
to have their primary care, mental 
health and substance use disorder ser-
vices overseen by one state agency in-
stead of up to three. In New Jersey, 
stakeholder discussions are underway 
on integrated licensure. As progress is 
made towards single licensure, many 
providers are utilizing care coordination 
to enable “warmer handoffs” to other 
behavioral or physical health services 
and levels of care, along with peer navi-
gators and community outreach workers 
to better engage and connect people to 
the care and services they need. Organi-
zations also persist with continuously 
improving data and systems flow, en-
gaging with consumers, increasing pre-
vention services, participating in care 
networks, and using telehealth solutions 
to break down barriers to care. 
 

Integrating a Future with Promise 
 
     It takes renewed commitment and 

investment to develop a system of care 
that consumers need and deserve. As 
healthcare networks evolve and grow, 
the entities that bind the network to-
gether, the conveners, are critically im-
portant for deliberating and bringing the 
right groups together to drive healthcare 
integration. Think through the urgent 
needs in your community, where you are 
best positioned to make a difference and 
who needs to get onboard. No one can 
achieve it on their own. 
     The same principles hold true for pro-
vider advocacy with public and private 
payers. In states with a unified associa-
tion, where the advocacy voice is 
stronger and the work happens more effi-
ciently, providers can push more effec-
tively for regulatory flexibility and eco-
nomic support. It is also easier to facili-
tate sector wide collaboratives to opera-
tionalize best practices, find synergy 
between service providers and structures, 
and further greater opportunities for col-
laborations and partnerships. Think of 
how much more power and resources 
could be leveraged toward achieving 
full integration at the service delivery 
level if advocacy more harmoniously. 
Legacy associations were successful at 
breaking down the institutional barriers 
of the past, but today’s challenges re-
quire full cooperation amongst all enti-
ties. It is only logical that we speak with 
one voice, particularly in this age of 
vertical integration and provider con-
solidation. In several ways, the future 
for integration is as limited as our cur-
rent way of thinking. 
 
   You may contact Jason Lippman at 
jason.lippman@gmail.com. 

Sake from page 27 
 
     Amanda has been a member of the 
Certification Commission for Psychiatric 
Rehabilitation's (CPRP) Board of Subject 
Matter Experts since 2013. In 2016, 
Amanda received the New York Non-
profit Media’s “40 under 40 Rising Star” 

award. Amanda also received the Distin-
guished Alumni award from her alma 
mater. Amanda is a graduate of Mary-
wood University (Scranton, PA) and Co-
lumbia University School of Social Work 
(New York, NY).  
     Please join me in welcoming Amanda 
to OMH. 

Russo from page 27 
 
family. Understanding that Mental Illness 
is not a choice allowed me to understand 
that my mother’s inpatient stay was not a 
choice of abandonment, but rather an 
opportunity for her to gain the support 
necessary to rebuild our family” said 
Russo. “My employment here at MHA is 
my opportunity to support others in the 

community of where I received so much 
assistance over my lifetime.” 
     The MHA’s mission is to promote 
mental wellness through a spectrum of 
culturally competent services. Services 
and programs include employment sup-
port, peer support and peer navigation, 
creative wellness opportunities, education 
and training, family support, life skills 
and self-help drop-in support services.  

Treatment from page 6 
 
to make “warm hand-offs” between ICL 
and CHN within the Hub cannot be under-
scored. This idea of a warm hand-off is 
crucial when we talk about integration 
because the clients’ willingness to partici-
pate in health care interventions is very 
much predicated on a sense of trust. The 
people served at ACT have long histories 
of PTSD and the relationships they have 
built with ACT staff take on much greater 
significance in terms of accepting care. 
From the provider perspective, the oppor-
tunity for ICL and CHN to do multidisci-
plinary case conferencing to manage 
health risks is also paramount in provid-
ing effective care.  
     Since the opening of the Hub and this 
active collaboration between ICL and 
CHN, we’ve observed a sharp increase in 
the number of ACT clients who have had 
a physical exam, accepted recommended 
cardio-metabolic monitoring (body mass 
index, blood pressure, hemoglobin A1c 
and cholesterol screenings), and other 
health interventions.  
     However, a majority of ACT clients 

are not able to come in to the office, some 
rarely leave their homes for a variety of 
reasons mostly as a result of traumatic life 
experiences. For these clients, CHN 
placed family nurse practitioners on ICL’s 
ACT teams to make home visits; these 
Primary Care Providers (PCPs) made vis-
its with other team members to support 
the psychiatrist in assessing a clients’ 
physical health status and treatment of 
health conditions. In a number of situa-
tions, this integration proved invaluable: 
Decisions about the use of insulin, best 
practice testing for sexually transmitted 
illnesses, and evaluation of pressure sores, 
were among the interventions ACT psychi-
atric providers could accomplish with this 
on-the-ground consultation from the PCPs.  
     This pilot has been greatly informative 
regarding the structure and “dosing” of 
primary care needed for ACT teams but 
continued testing and discovery is needed. 
Initially, each PCP was assigned two days 
a month to an ACT team. There was dis-
cussion about whether the PCP should 
spend more time on the ACT team, i.e., 
one day a week, to facilitate being a rou-
tine part of the team in the same way that 

psychiatrists are part of the team. How-
ever, three months into the pilot, most of 
the people willing to have a physical 
exam had had one, either in the clinic or 
by the home-visiting PCP and further fol-
low-up could be managed by the psychiat-
ric providers. Where PCPs did continue 
engagement with a few clients, it was 
likely this work could also be done by 
another member of the team. The PCPs, 
newly graduated nurse practitioners, pro-
vided crucial feedback including about the 
ambiguities of their role. They felt they 
were not equipped to do many medical 
investigations and procedures in the field 
and, at the same time, they did not always 
feel comfortable serving as consultants 
regarding complex clinical situations. 
This information is very helpful as we 
look to the next phase of this project. 
 

Conclusion 
 
     Learning from the successes and chal-
lenges of this pilot, what we believe might 
be most helpful is a dedicated primary 
care consultant for the ACT teams – 
someone knowledgeable and passionate 

about the care of people with serious men-
tal illness and who can provide support to 
the teams in three ways: 1) Participate in 
regular case conferences to discuss shared 
high-risk clients and new referrals; 2) 
Offer on-call capacity to answer questions 
from providers in the field; and 3) Do 
select in-person or telehealth visits to cli-
ents in the field. 
     It is not yet clear what the precise 
amount of time might be for a PCP to 
spend with each ACT team. It may be that 
each team requires different arrange-
ments, depending on factors including 
proximity to primary care offices and tele-
health capacity. In the IMPACT 
(Improving Mood Promoting Access to 
Collaborative Treatment) model CHN has 
adapted for its clinics, the psychiatrist 
meets weekly for one hour with a 
“depression” care manager to discuss pa-
tients whose psychotropic medications are 
managed by the PCP. A mirror-image best 
practice model of PCP consultation to 
psychiatrists in the management of com-
mon health issues may be what is needed. 
ICL and CHN will pursue that in the next 
phase of the ACT primary care pilot. 
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Reimbursement from page 19 
 
not see the patient face to face or pre-
scribe medications. The psychiatric con-
sultant is not required to be a participating 
Medicare provider because payment for 
the CoCM service is made directly to the 
billing provider (the treating physician or 
other qualified health care professional).  
     The behavioral health manager and the 
psychiatric consultant may or may not be 
employees of the same practice as the 
billing provider and may be independent 
contractors hired by the billing practice. 
The behavioral health manager must be 
available to provide face to face services 
if needed, but the psychiatric consultant is 
often located remotely.  
 

Available Codes   
 
     Code 99492, the code for initial psy-
chiatric collaborative care management, is 
described as follows: 
 
     99492 Initial psychiatric collabora-
tive care management, first 70 minutes 
in the first calendar month of behavioral 
health care manager activities, in consul-
tation with a psychiatric consultation, and 
directed by the treating physician or other 
qualified health care professional, with 
the following required elements:   
 
• outreach to and engagement in treat-
ment of a patient directed by the treating 
physician or other qualified health care 
professional; 
 
• initial assessment of the patient, includ-

ing administration of validated rating 
scales, with the development of an indi-
vidualized treatment plan’ 
 
• review by the psychiatric consultant with 
modifications of the plan if recommended; 
 
• entering patient in a registry and track-
ing patient follow-up and progress using 
the registry, with appropriate documenta-
tion, and participation in weekly caseload 
consultation with the psychiatric consult-
ant; and  
 
• provision of brief interventions using 
evidence-based techniques such as behav-
ioral activation, motivational interviewing,  
and other focused treatment strategies.  
 
     Code 99493 is used for reporting the 
first 60 minutes of subsequent psychiatric 
collaborative care management during a 
subsequent month of behavioral health 
care manager activities. This code is gen-
erally used for reporting follow up activi-
ties, including patient tracking, weekly 
caseload consultation, and ongoing col-
laboration, coordination and monitoring. 
Code 99494 is an add-on code for addi-
tional 30-minute periods of either initial 
or subsequent care management.  
 
     CMS has also approved a general care 
management code (99484), which may be 
used for integrated services provided 
without a specific behavioral health care 
manager. 99484 provides for at least 20 
minutes of care management services for 
behavioral health conditions per calendar 
month, including assessment, monitoring, 

behavioral care (including facilitating and 
coordinating psychotherapy, pharmaco-
therapy, counseling and/or psychiatric 
consultation), and continuity of care with 
a designated member of a care team.  
     Claims are submitted to the Medicare 
program by the treating physician or pri-
mary care provider. The behavioral health 
care manager and consulting psychiatrist 
are then paid by the primary provider 
through a separate employment or inde-
pendent contractor relationship. Claims 
are submitted for a monthly service period 
and not for a specific date of service.  
 

APA Model Legislation  
 
     In response to the increased use of 
integrated care models and the new 
CoCM codes introduced by CMS, the 
American Psychiatric Association (APA) 
has drafted model legislation seeking to 
confirm coverage of the collaborative care 
codes by private insurers and health care 
plans. The APA has tailored legislation 
for each of the fifty states and the District 
of Columbia.  
     For example, the New York model 
legislation requires that every health care 
insurance policy that “provides coverage 
of mental health and substance use disor-
der benefits shall provide reimbursement 
for such benefits that are delivered 
through the psychiatric Collaborative 
Care Model, which shall include the fol-
lowing current procedural terminology 
(CPT) billing codes established by the 
American Medical Association (AMA):  
(i) 99492; (ii) 99493; (iii) 99494 . . .”    In 
order to remain budget neutral, the model 

legislation focuses solely on private carri-
ers. Language applicable to state Medi-
caid programs may be added for individ-
ual states, where feasible.  
     In exciting breaking news, in late 
August, 2019, Illinois became the first 
state to enact the APA’s model collabora-
tive care legislation into law. Illinois bill 
SB 2085, Psychiatric Collaborative Care, 
statute requires private insurers in Illinois 
as well as the Illinois Medicaid program 
to provide reimbursement for the CoCM 
CPT codes.  
     Hopefully, other states will follow suit 
in the near term, allowing for greater im-
plementation of behavioral health integra-
tion among primary care services. In order 
to fully implement integrated care into our 
health system, we must have the full sup-
port of all third party payers, including 
government and private carriers. Without 
adequate reimbursement, integrated care 
models cannot be truly successful and the 
system will fall short in its goals of im-
proved outcomes, enhanced access and 
lowered costs for all.  
     Rachel A. Fernbach, Esq. is Deputy 
Director and Assistant General Counsel 
of the New York State Psychiatric Asso-
ciation and Vice-Chair of the Mental 
Health News Education, Inc. Board of 
Directors.  
 

Footnote 
 
1. Medicare Payment for Behavioral 
Health Integration, N ENGL J MED376;5 
(citing Schwenk TL. Integrated behavioral 
and primary care: what is the real cost?  
JAMA 2016;316:822.3).  
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Integrating Peers from page 26 
 
integrated into workplace operations. 
While there are various ways that a peer 
can provide support services, the unique 
lived experience that they bring to any 
service provider is invaluable, whether it 
be modeling coping skills, raising aware-
ness of existing support services, or edu-
cating clients about various modes of 
substance use disorder. By continuing to 
provide and expand this service, individu-
als living with SUD can have an advocate 
who emphasizes knowledge and wisdom 
through their lived experience as they 
work towards the ultimate goal of recov-
ery. While there remains a gap in connect-
ing certified peers to available positions in 
the community, new funding acquired by 
SI PPS from HRSA, will allow the Staten 
Island community to continue to tackle 
this challenge by ensuring peers are 
trained to meet the specific needs of local 
programs. 
     About the authors: Jordan Lowmark, 
MPH, is Coordinator, Peer Integration; 
Maralie Deprinvil, MPH, is Senior Coor-

dinator Behavioral Health and Contracts; 
Jazmin Rivera, MPH, is Director, Behav-
ioral Health; and Adrienne Abbate, MPA, 
is Executive Director at The Staten Island 
Partnership for Community Wellness. 
Victoria Njoku-Anokam, MPH, is Direc-
tor, Behavioral Health & Care Manage-
ment Initiatives; and Marianne Howard-
Siewers, RN, MS, ED PMHCNS-BC, is 
Clinical Consultant at The Staten Island 
Performing Provider System. 
     For more information, please visit 
www.statenislandpps.org and www.sipcw.org. 
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Pharmacy from page 17 
 
return was that he come back so they 
could continue to check on his well-
being. With support from his pharmacists 
and his care team, William turned his life 
around. He told the pharmacy team that if 
he hadn’t crossed paths with them, his 
story would have been very different. 
Knowing that they cared enough to keep 
him safe renewed his motivation to make 
tomorrow better than yesterday, he said.  
     William is now reunited with his wife 

and children. He’s in recovery now, has a 
permanent home, and he’s holding down 
a stable job. Stories like this demonstrate 
the potential to change lives for the better. 
Under the care of an integrated team of 
behavioral health, primary care and phar-
macy professionals, many patients are 
able to improve their lives. 
 
     For more information about the im-
pact of integrated pharmacy services, 
visit www.genoahealthcare.com. Email to  
simardeepsingh@genoahealthcare.com. 

Wrapping Around from page 25 
 
the Emergency Room or Hospital. A de-
scription of how the youth communicates 
pain, emotional triggers, medications, di-
agnoses, food preferences etc. are provided 
for easy access to key information needed 
in a health emergency event. Wraparound/
Integrated Care Coordination has also 
helped adolescents with Substance Use 
Disorders and their families coordinate 
mental, social and physical health con-
cerns. For example, an adolescent with a 
substance use disorder worked with a 
health educator, behavioral health provid-
ers and primary care provider to holistical-
ly address areas of wellness that were im-
pacted by her substance use. The youth 
demonstrated improved eating habits, re-
duced risk-taking behaviors, began regu-
larly attending support meetings, obtained 
a high school equivalency diploma, got a 
job, and began saving money to plan for 
her future. These broad-based life-
changing outcomes can be achieved 
through coordination of mental, social and 
physical health care coordination. 
     Based on the emergence of positive 
health outcomes of Wraparound/ Integrat-

ed Care Coordination embedded in Ber-
gen’s Promise BHH, and with the under-
standing of risk factors that youth and 
families face in shaping their health sta-
tus, Bergen’s Promise has adopted the 
metric that all its enrolled youth shall 
have a health and wellness goal incorpo-
rated into their Individual Service Plan. 
Bergen’s Promise believes that Integrated 
Care utilizing the Wraparound Model is 
uniquely fashioned to fit the developmen-
tal, social, emotional and health care 
needs of the youth and families it serves. 
A truly integrated system of care coordi-
nation can facilitate improved health out-
comes, combat stigma and foster positivi-
ty, success and hope for all.  
     Acknowledgements: We thank Dean 
Pastras, Executive Director of Bergen’s 
Promise, for the opportunity to implement 
innovative practices within Bergen’s 
Promise Behavioral Health Home. 
     Shelisa Foster, MA, LPC, NCC, is 
Director of Operations; Amy Faus, MPH, 
CPH, CHES, is Health/Wellness Educa-
tor; and Jan Schlaier, Ed.D (c); FNP-BC, 
is Director of Health Services, at Ber-
gen’s Promise. For more information, 
please visit www.bergenspromise.org.  

Healthy Aging from page 16 
 
well, in fact, is not just possible, but more 
common than not. 
     Unfortunately, the DOHMH report on 
healthy aging does not provide any meas-
ure of psychological well-being among 
older adults. For example, it would be 
useful to know how likely older adults in 
NYC are to experience life satisfaction 
and how this varies from neighborhood to 
neighborhood and from population to 
population. Is life satisfaction more com-
mon in affluent than poor areas of the 
city?  Is it more common among whites 
than minorities? 
     It appears that the data sources used by 
NYCDOHMH do not provide adequate 
information about life satisfaction. 
     In addition to life satisfaction, it would 
be more than a little interesting to know 
about other psychological contributors to 
well-being, including a sense happiness, 
of meaningfulness, of security, of hope, 
of impact on one’s world, etc. Such an 
effort has recently been made in the Unit-
ed Kingdom, with interesting results, not 
the least of which is that “those aged 65 
to 79 tended to report the highest average 
levels of personal well-being” 9.  
     What needs to be done?  
NYCDOHMH and other departments of 
public health should: 
 
• Develop more comprehensive sources 
of epidemiological data, taking care to 
avoid ageist expectations. 
 
• Pay attention to the full range of mental 
disorders and their impact on functioning. 
 
• Pay attention to well-being in old age 
and to the psychological and social condi-
tions that contribute to it. 
 
     We are very pleased that NYC 
DOHMH has focused attention on the 
health of older adults and at least touched 
on mental health and substance abuse 
issues. But it really needs to take a broad-
er look at mental health as a critical com-
ponent of healthy aging. 
 
     Michael B. Friedman is the Co-
Founder and Honorary Chair for the 
Geriatric Mental Health Alliance of 
New York. He served on the advisory 
committee for the DOHMH Report, with 
little impact. He can be contacted at 
mbfriedman@aol.com.  
     Jaclyn Nguyen is a medical student at 
Johns Hopkins School of Medicine. She 
received her Bachelor of Arts in Spanish 
and Bachelor of Science in Human Biol-
ogy from the University of Southern Cal-
ifornia. She can be contacted at jngu-
ye47@jhmi.edu. 
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is more common than anxiety.6  Findings 
appear to depend on how “depression” 
and “anxiety” are defined in the studies. 
 
** Some studies indicate that depression 
is more common than anxiety.6  Findings 
appear to depend on how “depression” 
and “anxiety” are defined in the studies. 
 
* There is also a paragraph about alcohol use 

Diabetes from page 18 
 
more than ever, must maximize their 
scopes of practice and come together to 
more fully meet the needs of the patients 
we serve. Behavioral health clinicians 
have an important role in addressing 
chronic medical conditions, such as dia-
betes. Through capitalizing on core be-
havioral health skills such as behavior 
change principles and addressing barriers 
to goals, behavioral health providers can 
adapt the services they offer to comple-
ment a wider range of patient needs. We 
cannot wait for the behavioral health cli-
nicians of tomorrow to emerge with these 
new skills- we must develop them today 
and offer a holistic experience for our 
patients no matter where they are receiv-

ing their care.  
     The Primary Care Development Corpo-
ration is a nationally recognized nonprofit 
providing strategic investment and tech-
nical assistance to support and expand 
health care – primarily in low-income, 
underinvested communities – to achieve 
health equity. For more information visit 
pcdc.org or call (212) 437-3900. 
     CBC seeks to create a healthcare 
environment where New Yorkers–
especially those most impacted by social 
determinants of health–receive coordi-
nated, individualized and culturally com-
petent care that is effective in preventing 
and managing chronic physical and be-
havioral health conditions. We help New 
Yorkers live long, healthy and fulfilling 
lives. www.cbcare.org. 

Physician Assistant on page 21 
 
Finally, Federation has also partnered 
with Northwell Labs to provide on-site 
blood draws. Once a month, Northwell 
Labs provides a phlebotomist at four Fed-
eration sites to complete the draws. Pre-
scriptions are ordered through the PA, the 
psychiatrist and/or NPP and lab results 
are integrated directly into the electronic 
health record. Any labs that come back 
indicating a more serious problem receive 
immediate attention as the PA serves as 
the direct intermediary who closely moni-
tors the results that come in. 
     While the aim of integrated care may 
be to have behavioral health providers 

and primary care providers co-located at 
all facilitates, the road there can include 
many different variations to providing 
integrated care. At the end of the day, 
the common goal of all these variations 
is to help individuals manage both be-
havioral health issues and chronic condi-
tions while helping them live as inde-
pendently as possible while reducing the 
number of avoidable hospital visits. For 
Federation the role of Physician Assis-
tant as the Integrated Care Specialist has 
opened the dialogue with primary care 
providers allowed for comprehensive 
care that treats the individual holistical-
ly, and ultimately raised the bar on the 
care we provide to our members. 
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Wellness from page 8 
 
• Substance Use: The percentage of S:US 
consumers who reported engaging in in-
patient substance use treatment (past 30 
days) increased by 50% from baseline to 
reassessment, whereas the combined per-
centage of all grantees who reported inpa-
tient treatment decreased by 61.1%.  
 
• Employment and Education: The per-
centage of S:US consumers who reported 
attending school regularly increased by 
33.3%, whereas the combined average of 
all grantees reporting school attendance 
decreased by 6%. The percentage of S:US 
consumers who reported being currently 
employed or retired increased by 30% , 
which is 13 percentage points higher than 
other grantees (17%).  
 
• Housing stability: The percentage of 
S:US consumers who reported having a 
stable place to live increased by 16.4% 
from baseline to reassessment, 5.8 per-
centage points higher than the combined 
increase in percentage of all grantees 
(10.6%).  
 
• Overall functioning: The percentage of 
S:US consumers who reported better 
functioning in everyday life increased by 
39.5%, 15.4 percentage points higher than 
the combined increase in percentage of all 
grantees (24.1%).  
 
     Many of the individuals referred to 
Wellness Works are homeless, living in 
shelters, or formerly homeless. Many 
have also experienced incarceration, a 
substance use disorder, and various forms 
of trauma. With the addition of Whole 
Self Care, the clinic can address the is-
sues of individuals with multiple chronic 
health conditions, both known and un-
known, and disconnection from care due 
to their living situation or having histories 
of negative interactions with health care 
providers.  
     Whole Self Care’s success and 
uniqueness transformed beyond groups 

and care coordination. It brought well-
ness programming to the Wellness 
Works clinic with the use of evidence-
based practices such as Whole Health 
Action Management (WHAM), Solu-
tions for Wellness, and Learning About 
Healthy Living (LAHL) in addition to 
peer and consumer-led healthy cooking 
and walking groups. Each person re-
ferred to Wellness Works meets with an 
RN for a health assessment and staff 
engages everyone in wellness planning 
including defining their vision of health 
and wellness and creating a wellness 
plan if they choose. From the onset, Peer 
Wellness Coaches introduce individuals 
to wellness activities and learning differ-
ent ways to be an active participant in 
their wellness journey. The Peer Well-
ness Coach and members of the Con-
sumer Advisory Board (CAB) also select 
a health topic each month to focus on 
and work with the RNs to provide rele-
vant information and hold special events 
to engage people in the topic. 
     As a result of these efforts, both con-
sumers and staff members became health 
informed and work toward achieving 
positive health outcomes together. For 
example, the entire Wellness Works 
clinic participated in a weight loss initia-
tive driven from consumers expressing 
the need for more encouragement around 
exercise. Consumers and staff formed 
teams and kept track of their daily steps 
with updates displayed each week on bul-
letin boards and in a shared web portal.  
     S:US is committed to making primary 
care accessible and approachable for all 
by ensuring that wellness initiatives 
match the person-centered, trauma-
informed care approach of the agency’s 
behavioral health care services. This 
includes hiring individuals with lived 
experience and medical professionals 
experienced in behavioral health condi-
tions and homelessness. As a result of 
these efforts, both consumers and staff 
members are health informed and work 
toward achieving positive health out-
comes together.  

Dimensions from page 6 
 
signs and symptoms of mental health and 
substance use challenges. Our work with 
DOHMH and the clergy continues. And 
we’re grateful that churches have given 
ICL their “blessing,” encouraging congre-
gants to use the medical and behavioral 
health services of the Hub.  
      We’re breaking down silos in the lar-
ger healthcare system as well. ICL Care 
Coordinators are embedded at Interfaith 
Medical Center, making hundreds of re-
ferrals to services for people with com-
plex mental health needs. We’re making 
inroads with people with significant 
health care needs who have not tradition-
ally used mental health support. Our Care 
Coordinators are on-site at the Rogosin 
Dialysis Center to connect people to the 
Hub; many of these patients are dealing 
with a chronic disease for the first time 
and need medical and mental health sup-
port around self-management of the dis-
ease. And we’re working with NYC De-
partment of Homeless Services to connect 
shelter residents to treatment services and 
to housing support at the Hub.  
     People ARE Doing Better with Us: 
How do we know that what we are doing 
in the Hub is on the right path? The proof 
is in the changes we see in the people 
coming there for care. Here are just two 
of their stories.  
     The first week the Hub opened, we 
received an email about John, a thirty-
two-year-old man who was receiving 
dialysis at a center across the street from 
the Hub. John was homeless, suffered 
from depression and the ravages of trau-
matic losses in many areas of his life. He 
had no primary care provider. In re-
sponse to the email, an ICL Peer Con-
sultant and Health Home outreach 
worker came to see John at the dialysis 
center. They brought him back to the 
Hub where, within an hour, each of the 
issues John was facing was addressed. 
And he left with appointments with a 
psychotherapist and primary care pro-
vider, was enrolled in Health Home, con-
nected to a shelter with medical resources 
and given a bag of food because healthy 
eating was so important to his recovery. 
And ICL staff have gotten John into the 
supportive housing “queue”; he’s await-
ing an apartment where he can continue 
his journey to greater health and well-
being. He is very grateful to ICL and was 
especially excited to get help in what he 
described as “this beautiful building I 
watched go up over the past two years.” 
     Another example of how integrated 
care and relationship-building can change 
the direction of a person’s life – Reggie is 
a 65-year-old man diagnosed with schizo-
phrenia and uncontrolled diabetes that is 

causing him to lose his vision. An ICL 
ACT client since 2010 (Assertive Com-
munity Treatment), Reggie has an exten-
sive history of psychiatric hospitalizations 
as a result of not complying with treat-
ment. He had not seen a primary care 
provider for two years because of his psy-
chiatric issues and problems with insur-
ance. That changed when ACT moved 
into the Hub, just up the stairs from the 
CHN medical clinic. After some persua-
sion, Reggie walked with the ICL psy-
chiatrist he had come to trust down to the 
waiting room of CHN. He was seen im-
mediately and after CHN’s ongoing ef-
forts, Reggie agreed to take oral and then 
injectable diabetes medications. Within 
four months, his glucose levels decreased 
from over 400 to 200’s, and his A1C is 
9.4, down from 13.4, significantly lower-
ing the risk of complications from diabe-
tes. The ACT team and CHN continue to 
fine-tune his treatment and Reggie agreed 
to consider placement in housing with 
onsite nursing. 
     John and Reggie are just two of the 
thousands of people who have benefited 
from the holistic, engaging and respon-
sive care of the Hub. And there are many 
other signs of success. Many clients of 
ICL ACT and PROS (Personalized Reha-
bilitation Services) are seeing primary 
care providers for the first time. In addi-
tion to those being seen at the CHN 
clinic, some 415 participants in ACT and 
PROs have been served by CHN’s Family 
Nurse Practitioners consulting with ICL 
program teams as a first step in engaging 
participants in quality primary care. 
     Less than one year out, we’re working 
with some 4,000 adults, children and 
families in East New York in integrated 
behavioral health, medical, care coordina-
tion and social support services. Many are 
learning about self-care through commu-
nity wellness services like a mobile mam-
mogram scan van, yoga classes, diabetes 
management groups, and access to a fresh 
food box program.  
     There are many lessons we’ve gleaned 
from our experience at the Hub so far. 
What stands out most is the day-to-day 
proof that we CAN do this work – that we 
are providing integrated, whole health 
care in a place like East New York that 
has suffered generations of health dispari-
ties. As we mark the first year of the Hub, 
we look forward to broadening our scope, 
building on our integrated care model, 
and engaging more community partners.  
     And we continue to expand our defini-
tion of integrated care – care that is be-
yond what an individual behavioral health 
or primary care provider can do. It’s 
about what we can do as a unified com-
munity committed to raising the quality 
of life for all its members.  
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systems as a result of their emotional or 
behavioral difficulties, and is a powerful 
springboard for physical, emotional and 
mental health. TAYYA who found mean-
ingful work became stable and successful 
in other ways.8  

     Opportunities are available for guiding 
TAYYA to employment in statutory initia-
tives such as the federal Workforce Innova-
tion & Opportunity Act (WIOA) and state 
vocational rehabilitation agencies (in New 
York State, ACCES-VR). For TAYYA to 
take advantage of these opportunities, the 
key is a person-centered relationship with a 
trusted peer or other staff member, often in a 
mental health provider agency. 
     New research is supplementing employ-
ment strategies tailored to the TAYYA 
population. HYPE (Helping Youth on the 
Path to Employment) is a manual-based 
intervention to better assist transition-aged 
youth and young adults with mental health 
conditions to develop their careers. The 
goal is to gain competitive employment in 
the primary labor market and enable 
TAYYA to live meaningful and economi-
cally self-sufficient lives. HYPE is built off 
of the Individualized Placement and Sup-
port (IPS) approach to Supported Educa-
tion by prioritizing education early in em-
ployment services.9  
     Getting to employment requires better 
education outcomes. More than 50% of stu-
dents aged 14 or older with a mental health 
condition drop out of high school, which is 
the highest dropout rate of any disability 
group. Initiatives are now available to help 
such students stay in school and graduate. 
TEST (Translating Evidence to Support 
Transitions) works with special education to 
promote student-led IEPs, provide credits for 
career and technical education, and partner 
with community organizations to assist in 
transition planning, all of which have been 

shown to be effective in improving education 
outcomes for this population.10 

     Strategies Toward Integrated Care: 
With so much programmatic and service 
evidence, how can we build an integrated 
TIP-based system to enable TAYYA to 
make a life in the community?  
     Connect Explicitly with Triple Aim: An 
integrated strategy for services for TAYYA 
aligns with New York State’s triple aim for 
Medicaid: Improving the patient experience, 
improving the health of populations, and 
reducing per capita cost of care.  
     Improving outcomes for TAYYA depends 
on implementing a portfolio of connected 
work across not only the mental health and 
health systems, but across education, employ-
ment, and the justice system as well. With the 
TIP approach grounded in a care manage-
ment platform, can Health Homes and new 
specific service options create the necessary 
range of supports and opportunities for young 
adults with serious mental health challenges? 
How can a focus on discovery (of future pos-
sibilities) and recovery (of skills and resil-
ience) be funded? 
     Use Technology to Engage Individuals 
and to Make Inter-Systems Arrangements 
Work. Transition Age Youth and Young 
Adults with mental health conditions re-
spond positively to technology. After all, 
it’s what these young folks live with and 
how they communicate.  
     Oklahoma’s TAYYA programs use 
refurbished iPads in a telehealth model; 
consumers like that. The technology has 
been helpful in responding to crisis situa-
tions across the state: a clinical profes-
sional communicates with the young adult 
in crisis situations. Responding to crises is 
an engagement strategy with this popula-
tion to link them to on-going services. Pa-
tients also text with their providers. How 
can technology solutions make the differ-
ence in communications among young 
person, the Transition Facilitator, sup-

ported education or employment specialists 
in other systems and others working on 
behalf of the young adult?  
     Given the inter-systems nature of the 
TAY model, how can technology focus on 
outcomes the young person wants, using 
services across systems that historically 
don’t coordinate? Instead of counting 
service inputs in each domain, can tech-
nology help funders count human out-
comes, e.g., patients’ improved health, 
contentment, and functioning in a variety 
of services and vocational programs? Col-
lecting good data across systems can 
benefit from technology so that the focus 
remains on outcomes for the young adults, 
not systems inputs.  
     The Institute for Health Improvement, 
the Triple Aim’s architect, recommends: a 
change process that includes development 
of a portfolio of project work that is suffi-
ciently strong to move system-level results, 
and rapid testing and scale up that is 
adapted to local needs and condi-
tions.” (author italics). 
     A TIP-based initiative for TAYYA, 
with care management and integrated ar-
rangements across systems, constitutes just 
such a portfolio. It is a key to achieve a 
good Return on Investment by launching 
TAYYA into productive adult life rather 
than keeping them dependent service-users 
for years. 
 
     Evelyn Frankford, MSW, is a New York-
based consultant working on projects in 
several states, including for the NYS OMH, 
to improve outcomes for TAYYA. Contact 
her at Evelyn.Frankford@gmail.com.  
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and community. It also includes relation-
ships between providers -- care coordina-
tion requires a cohesive team approach 
and an ability to communicate across a 
myriad of systems that contribute to a 
person’s wellbeing.  
     Person-centered care is, therefore, 
predicated on the relationship, or as it 
often referred to in behavioral health – the 
therapeutic or working alliance. Respond-
ing to a person’s individual values, prefer-
ences, needs and social context requires 
understanding the person. And in fact, 
relationships themselves are not just a 
way to facilitate health care interventions 
– they, themselves, are healing. Psycho-
therapy research has consistently shown 
that the relationship, itself, is more effec-
tive in improving clinical outcomes than 
any specific treatment modality. Social 
workers have long understood the value 
of relationships and are, therefore, well 
suited to the delivery of integrated care 
not only within behavioral health agencies 
but also within primary care settings and 
across other settings. Practices such as 
shared decision making, a clinical feature 
of Health Homes, rely on trusting rela-

tionships where people feel seen and 
heard. Particularly as health care recog-
nizes the need to engage more meaningful 
in all aspects of a person’s life and pro-
mote full citizenship, shared decision 
making becomes more than simply mak-
ing technical decisions around treatment, 
but rather about how to help people think 
about their life goals.  
     Part of being seen and heard means 
providers understand a person’s culture, 
including how to work with their natural 
supports and within their community. 
Cultural competency is considered one of 
the core integrated health care skills and is 
defined as delivering care that is respon-
sive to diverse needs and targets dispari-
ties in care. However, social workers, 
along with some other professions, have 
challenged the idea that any provider can 
claim to be culturally competent. Instead, 
they are proposing that providers should 
strive to have cultural humility. The pre-
sumption that one can become competent 
in a culture, that it is essentially know-
able, perpetuates the notion that cultures 
are monolithic which can lead to stereo-
typing. Whereas cultural humility ac-
knowledges the complexity of identity, 
the nature of intersectionality and the role 

of structural inequalities. The provider’s 
task then is not to master a culture but to 
engage in an ongoing reflection about 
difference and power imbalances both at 
the individual and system level.  
     Care coordination is rooted in robust 
communication among providers. Collabo-
ration and teamwork is a key integrated 
health care competency, reflecting that 
these new models frequently employ inter-
disciplinary teams. This shift requires pro-
viders to step out of their own professional 
hierarchies and cultures to work together to 
address the needs of the individual. Social 
workers can play a key role in facilitating 
communication across disciplines and 
helping individuals articulate their needs 
and preferences to the team. At the heart of 
effective teamwork are relationships based 
on mutual respect and shared goals. The 
expectation to engage more proactively 
across settings and within networks again 
is greatly facilitated by building solid rela-
tionships with other providers. 
     In conclusion, to reap the rewards of 
the considerable investment we have seen 
in meeting the physical health needs of 
individuals in behavioral health settings 
we need to pay attention to the common 
currency of all clinical work – the rela-

tionship. Integrated models have created 
the structures to bring behavioral health 
and primary care together but now more 
than ever, agencies need to create the con-
ditions that give their workforce the time 
and resources to foster meaningful rela-
tionships throughout the care continuum.                 
     Dr. Victoria Stanhope is an Associate 
Professor at the NYU Silver School of 
Social Work. Her areas of specialization 
are person-centered care, mental health 
recovery, and primary and behavioral 
health care integration. Her research is 
funded by the National Institute of Mental 
Health. She is co-editor of Social Work 
and Integrated Health Care: From Policy 
to Practice and Back published by Oxford 
University Press. 
     Dr. S. Lala Straussner is Professor at 
NYU Silver School of Social Work where 
she is the Director of the Post-Master's 
Program in the Clinical Approaches to 
the Addictions and Chair of the Human 
Behavior in Social Environment Area. She 
is the Founding Editor of the Journal of 
Social Work Practice in the Addictions 
and co-editor of the recently published 
book Social Work and Integrated Health 
Care: From Policy to Practice and Back 
with Dr. Stanhope. 
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the Centers for Medicare and Medicaid 
Services (CMS) launched nationally rec-
ognized CPT codes (99492-99494), bill-
able under the primary care provider, for 
Collaborative Care’s value-based ap-
proach to behavioral health. Since CMS’s 
support of the model, commercial payers 
across the country have also begun to 
reimburse organizations for these ser-
vices, and Concert Health has partnered 
with diverse medical groups, from large 
hospital networks to private family medi-
cine, women’s health, and pediatric prac-
titioners, to successfully implement this 
model of care. The systemic endorsement 
of Collaborative Care by insurance pay-
ors not only facilitates the financial sus-
tainability of these services long-term but 
also carries with it the significant down-
stream patient benefits of reduced cost 
and increased access. 
     According to Mental Health America, 
of the over 44 million American adults 

with a mental health condition, 56.4% of 
people receive no treatment, and among 
youth with rising mental health needs, the 
rates are even higher. Driven by anti-
quated conceptualizations of health that 
separate the body from the mind, our cur-
rent healthcare system is characterized by 
large treatment gaps that undermine peo-
ple’s efforts to access behavioral health 
care. Collaborative Care represents one 
integrated care model that seeks to bridge 
that divide. Gaining traction among pa-
tients, interdisciplinary providers, and 
payers, the Collaborative Care model 
allows us to step into a new era of health-
care, where everyone has access to the 
treatment that they need. 
 
     About the authors. Eunice Kim, 
LCSW, is Director of Training at Concert 
Health; Virna Little, PSyD, is Chief Op-
erating Officer; and Micaela Mercado, 
PhD, is Director of Research. All corre-
spondences can be directed to Dr. Virna 
Little at virna@concerthealth.io. 
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     Referenced: D’Onofrio G, O’Connor PG, 
Pantalon MV, et al. Emergency Department–

Initiated Buprenorphine/Naloxone Treatment 
for Opioid Dependence: A Randomized 
Clinical Trial. JAMA. 2015;313(16):1636–
1644. doi:10.1001/jama.2015.3474  

Peer Workforce from page 25 
 
individualized recovery pathway that in-
corporate one’s own goals. Peer service 
models incorporate multiple components 
of well-being, and value the use of related 
resources, such as a Wellness Recovery 
Action Plan (WRAP) or Peggy Swar-
brick’s model of Wellness in Eight Di-
mensions (2015). 
     Strategies for workforce integration are 
provided by the NYC Peer and Community 
Health Worker Workforce Consortium tool-
kit. In the toolkit section about Role Clarity, 
for example, the Consortium recommends 
using a detailed workflow to help navigate 
responsibilities that may be non-specific to 

a role and those that require a team mem-
ber’s unique expertise. The collaboration of 
inter-disciplinary team members can be 
strengthened by shared training and educa-
tion opportunities and by cross-disciplinary, 
strengths-focused activities. The Consor-
tium works to ensure that Peers are not ex-
cluded from these processes.  
     The workforce integration practices 
outlined by the NYC Peer and Community 
Health Worker Workforce Consortium are 
not limited to Peers, however. The prac-
tices that drive workforce integration for 
Peers hold the potential to facilitate suc-
cessful shifts to integrated care and to 
more collaborative support for unique and 
multi-dimensional individuals. 

Evaluation from page 22 
 
staff. These discussions provided detailed 
information on the approaches the sites 
took to implement the behavioral health 
integration goals identified in the Frame-
work, the barriers they encountered, and 
the ways that behavioral health integration 
affected practice workflows, staff dynam-
ics, and patient outcomes. This work re-
sulted in the collection of lessons learned 
for practitioners and policy leaders and 
the release of a revised Framework to 
improve clarity of the tool and the inclu-
sion of a new domain on Sustainability. 
The practices stressed the need for a sus-
tainability domain to help sites focus on 
how to capture revenue and ensure that 
investments in behavioral health integra-
tion can be maintained long-term.  
     The key lessons gleaned from our work 
were published to inform efforts by provid-
ers, clinic leadership, policymakers, payers, 
and other stakeholders as they plan for and 
support future implementation of behav-
ioral health integration. For primary care 
practices in integrated care settings we 
identified the following lessons: 
 
• Practice champions, early staff involve-
ment, and engagement of executive lead-
ership help promote and advance behav-
ioral health integration; engagement of 
staff at every level is critical. 
 
• Primary care providers benefit from on-
going training to expand the scope of be-
havioral health care they can provide. 
 
• Behavioral health providers face unique 
challenges in the integrated setting, such 
as the lack of coordination with primary 
care providers, insufficient use of behav-
ioral health service billing codes, and the 
need to work as part of an overall team 
that shares information and to perform 
multiple tasks ranging from therapy to 
care management. 

• Collaborative agreements strengthen 
treatment referrals, communication with 
external behavioral health specialty care 
providers, and care coordination between 
those external providers and primary care 
providers.  
• Clinical behavioral health tracking tools 
are most effective when integrated into 
the electronic health record.   
• Condensed behavioral health treatment 
planning notes facilitate information shar-
ing in the electronic health record.  
• Integrated visits with primary care pro-
viders and behavioral health providers 
together can help engage patients with 
complex care needs.  
• Self-management supports help patients 
stay engaged in behavioral health care.   
• Quality improvement efforts are difficult 
to implement and require additional sup-
port to increase uptake.  
• Participation in policy or quality im-
provement initiatives helps motivate be-
havioral health integration practice ad-
vancement.  
• Financial sustainability is critical; multi-
ple evolving opportunities for revenue 
capture require monitoring and adoption. 
 
     Policy-related obstacles to progress in 
behavioral health integration include fi-
nancial, licensing, and resource issues, 
among them the difficulty of sustaining 
services financed primarily by time-
limited grants or policy initiatives such as 
Delivery System Reform Incentive Pay-
ment (DSRIP) program, the uncertainty of 
billing for behavioral health integration in 
primary care, and inadequate behavioral 
health networks of many   health plans. 
To overcome these hurdles, we have out-
lined the following recommendations for 
policymakers and regulators: 
 
• Continue to modernize policies and 
regulations that improve implementation 

and sustainability of behavioral health 
integration, especially in telehealth. 
 
• Providers seeking NYS patient-centered 
medical home status should use the 
Framework to assist with meeting the 
required behavioral health elements. 
 
• Promote use of National Committee for 
Quality Assessment measures relevant to 
behavioral health integration to improve 
measurement/evaluation. 
 
• Support community behavioral health 
transformation that improves connections 
to primary care. 
 
• Clarify and support behavioral health 
integration payment policies for practices. 
 
• Expand NYS Project TEACH, which 
currently provides remote BH consults and 
advice to pediatricians and maternal health 
providers, to all primary care providers. 
 
• Promote uptake of new technology, such 
as access to telehealth services and supports. 
 
     During our work, many stakeholders 
and behavioral health partners recom-
mended that we develop a similar frame-
work to advance physical health integra-
tion into behavioral health settings. Such 
an effort was promoted under the DSRIP 
program, but appears to have had very 
limited uptake (with some notable excep-
tions) by behavioral health specialty pro-
viders across NY State, primarily because 
the model  promoted was  co-location of 
primary care providers in behavioral 
health settings. Both cost and regulatory 
barriers make this type of advanced model 
difficult to achieve. We believe, however, 
that a new, tailored Framework could help 
behavioral health practices incorporate a 
whole-health orientation, up to and in-
cluding making primary care services 
available, by introducing the same sort of 
continuum-based approach to transforma-
tion as we developed for primary care. 

Therefore, our project team, with the sup-
port of the NY Community Trust has be-
gun working on a new continuum-based 
framework for physical health integration 
into behavioral health settings. 
     To date, the current  project has devel-
oped a draft physical health integration 
framework that clearly and systematically 
outlines the component parts of integra-
tion within a continuum model, founded 
in evidence and supporting literature, with 
stakeholder recommended components for 
adoption, tailored for setting characteris-
tics. In addition, we convened a stake-
holder meeting with leadership represen-
tation from NYS behavioral health pro-
viders, payers and policymakers working 
on advancing integration efforts. During 
this roundtable meeting we discussed the 
regulatory and policy landscape for inte-
gration, reviewed the draft framework and 
affirmed its potential utility for commu-
nity behavioral health programs. To high-
light this early work, we expect to release 
the physical health integration continuum-
based framework and stakeholder feed-
back in an upcoming issue brief to be dis-
tributed in early 2020. This report will 
also discuss current trends for physical 
health integration and discuss the chal-
lenges faced by behavioral health centers 
seeking to expand physical care to the 
Medicaid and homeless population that 
faces an array of chronic medical condi-
tions and have highly-complex preventa-
tive health needs.  
     Learn more about the Continuum Based 
Framework for Behavioral Health Integra-
tion in Small Primary Care Settings on the 
United Hospital Fund website: https://
uhfnyc.org/publications/publication/
continuum-based-bh-integration-among-
small-primary-care-practices/. 
 
     To contact our team about the Frame-
work, please reach out to Dr. Henry 
Chung at hchung@montefiore.org. 
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