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    INTRODUCTION
DISEASE MANAGEMENT

The concept of disease management continues to evolve around two common definitions which seems to reflect the following utilized within an outpatient/ primary care community health center:
1. Disease management is a systematic approach designed to minimize degenerative symptomatology in patient’s suffering from chronic diseases requiring significant lifestyle related accommodations.

2. Disease management is an integrated system of interventions and assessments designed to optimize quality of life, clinical and economic outcomes with both acute (prevention) and chronic medical conditions that associate with either or both mental and/or  emotional difficulties.

The essential components: An organized approach to intervening utilizing a mult-disciplinary approach—medical providers (PCP), nursing support staff, behavioral health consultants (BHC), health educators, pharmacy, and dental services. The area of focus with this manual is the relationship and function of the medical provider, and the behavioral consultant, working together within an outpatient community health center (FQHC).
Behavioral Health Consultants are increasingly finding that the patients they are treating for psychological disorders have chronic medical conditions as well. According to the National Centers for Chronic Illness Prevention and Health Promotion (2007),chronic medical conditions such as cardiovascular disease, diabetes, COPD, and cancer are the leading causes of death and disability in the United States. They cause major limitations in daily living for 1 out of 10 Amercians or approximately 25 million patients. The studies show that the rates of chronic medical conditions are more than 3 times higher than the rate of all mental disorders. Based on these reported high rates, behavioral health providers will encounter patients with chronic medical conditions even if these patients present primarily with psychological issues.
Behavioral health consultants working with patients with chronic conditions can be challenging to the BHC provider. A strong emphasis is placed on the BHC provider to utilized behavioral health consultation and/or brief psychotherapeutic interventions within the primary care setting. It requires the BHC provider to 1) to engage and develop a therapeutic relationship, 2) conduct quick assessment,3) conceptualize the problem, and 4) develop and implement a treatment plan that has been initiated by the primary care provider(PCP) and co-created with the BHC provider. A combination of medical and psychological knowledge, specialized competencies, and psychotherapeutic skills are needed as a base competency. Additional training is needed relevant to an understanding of patients’ acute and/or chronic medical condition representations and treatment expectations. Necessary skills are needed to perform and negotiate these medical condition representations that require a targeted focus on the patients illness –related therapeutic tasks, and a knowledge of the kinds of interventions most likely to be effective in clinical practice  in the context of  treating the  medical illness. The BHC provider must have a basic understanding of the patients’ specific medical condition and must be able to integrate what is known about the patient and the medical condition to plan and implement effective  treatment interventions.

Primary Behavioral Health Care

Behavioral Health Consultants need to appreciate the difference between the atmosphere of primary care versus specialty mental health care. When patients’ enter a community health primary care outpatient clinic, they expect to be advised, and asked to do something to address a medical problem or improve general physical health. In other words, primary care environment is an action environment. The major differences are a) rules and policies governing patient-provider interactions in primary care; b) primary care patients’ have heightened  awareness and readiness to do things are advised to do. This a major practice style difference as compared to specialty mental health practice style. 
There are some similarities and as well as differences between the traditional psychotherapy and Behavioral Health Consultation that addresses acute and/or medical condition patients who experiencing depression and/or anxiety symptomatology. The biopsychosocial model of care emphasizes this integrative interaction between biological, psychological, and social variables and the patients’ experience of and response to his or her medical condition to best address the patient’s overall health profile, hence, the need for integrative care.
A model of integrative primary care and behavioral health care service strategies is consistent with the philosophy and treatment goals of primary care settings. This integrative model of care is capable of addressing the increased demands that are encountered in a fully operable integrative behavioral health care system. This approach involves behavioral health consultants (BHC) providing direct behavioral health consultative services to primary care providers( MD, FNP, and PA ) and a co-management with the primary care provider to address the patients’ care. Behavioral health consultants provide consultation as well as brief psychotherapeutic services delivered as interventions for primary care patients who have behavioral health needs. If this “first line of intervention” reflects a negative treatment effect and obviously needs specialized mental health treatment, the patient is referred to their local public sector mental health system.  
Note on terminology: The behavioral health professional is called a behavioral health consultant (BHC) and the physician ,physician assistant,or nurse practitioner we will call a primary care practitioner(PCP).

The most important factors are to address the broad spectrum of behavioral health needs among the primary care team (primary care providers co-managing with the behavioral health consultant). There is no attempt to take charge of the patient’s care as seen in specialty mental health. Overall objectives are to target early identification, quick assessment, long term prevention and wellness of the patient.

This manual is arranged into three sections as follows: 1) Structural Integration, 2) Clinical Integration, and 3) Financial Integration. Clinical integration is the major goal within the primary care setting but with strong emphasis and focus on the financial/funding streams available to the community health center system. These three critical components of fully operable integrative behavioral health care system within  SVCHS community health organizition will be discussed as follows. 
STRUCTURAL INTEGRATION

Southwest Virginia Community Health Systems, Incorporated, a federally qualified community health organization located in rural Southwest Virginia region operating six outpatient community health clinics.  SVCHS utilizes a “level of care” continuum which attempts to

address different behavioral health needs through a horizontal pathway that speaks to the general primary care patient population, for example, diabetes and depression, cardiovascular and depression, and COPD and depression/anxiety , etc. as well as a vertical pathway that speaks to the more complicated behavioral health needs such as major depression, recurrent, bipolar disorder, and schizoaffective disorders, etc.
This integrated program is designed for high frequency primary care populations. It involves specialized medication regimes prescribed by the primary care provider and tailored behavioral treatment approaches provided by the behavioral health provider. Research conducted by Robinson, 1996, Robinson,Wischman & Del Vento, 1996  indicates that integrated care approaches produce superior clinical outcomes for treating both depression and anxiety stricken patients.
In order to develop an optimal integrated behavioral health primary care system , there are key components that need to take place as follows: 1) population based care framework that allows co-location of behavioral health consultants within the clinic walls, 2)identifying the patient needs which in turn  allow the primary care team (PCP-BH integration) to develop critical pathways that speak to each patients’ medical condition from a holistic approach ( mind, body, and spirit), and foremost, to be consistent with primary care philosophy.
The on site behavioral health services is a critical component of a desirable integrated care system.  A second critical factor is that the integrated program show evidence of both evaluating and addressing the broad spectrum of behavioral health needs within the primary care patient population. The development of both horizontal and vertical pathways are required. A Horizontal pathway will address  the overall general behavioral health needs of the primary care patient providing general behavioral health consultation and/or brief psychotherapeutic services targeting their medical condition associated with levels of depression and /or anxiety symptomatology. The major of primary care patients receive general behavioral health consultation  from their BH provider. 
The vertical critical pathway addresses the primary care patients’ identified Axis I mental health diagnosis , ie, major depression, recurrent, bipolar disorder , panic disorder, and schizoaffective disorder, are examples. This patient population can also receive significant benefit from behavioral health consultative services reflecting  a higher level of day to day functionality.

The integrated care system provides behavioral health services that are not considered speciality mental health but a routine component of medical care. 

Mechanisms of conducting a Viable Integrated Care System

The patient makes an appointment with a medical provider(PCP). The potential patient enters the lobby area of the clinic. The patient is called to the nursing station where vitals are taken by the LPN who  conducts the standard health status with administration of particular questionnaires ( PHQ-9 and Cage-A). The PHQ-9 is a depression measure and the Cage-A is an alcohol and drug measure. The patient is placed into an exam room whereupon the PCP conducts their examination reviewing the results of the PHQ-9 and Cage-A results. The PCP provides brief psychological interventions and discusses the a referral to the clinic behavioral health consultant. The PCP refers the patient to the BH provider for further evaluation and treatment based on both the patients’ medical condition and identified psychological distress, depression, anxiety, or child and adolescent behavioral difficulties. The behavioral health consultant is considered part of the primary care team. A patient is just as likely to see the behavioral health consultant as well as the medical provider on a given day. For example, the PCP could request the BHC to enter the exam room represented as primary care team member who provides general consultation and where the consultation becomes a part of the medical record and a referral to the BHC is made to provide ongoing consultative services to the patient as part of the routine health care visits. 
Referral Script for Medical Providers when speaking about a Behavioral Health Consultant 
“I have a colleague (BHC name) ,here in our primary care office, who works very closely with me and I would like to refer you to (BHC name).She or he will meet with you to talk in more depth regarding this aspect of your health care. “
Behavioral Health Consultation Providing Feedback to the Primary Care Practitioner 

The BHC communicates their assessment, treatment interventions, and treatment recommendations to the PCP by electronic medical record which provides a streamline process of communication between the PCP and BHC.  Other methods of communication are through email and face to face interaction in the day to day practice relevant to patient care. Scheduled on site clinic meetings takes place on a monthly basis occurs to staff cases, discussed treatment protocols, day to day clinic  practice business, etc.
CLINICAL PRACTICE INTEGRATION
The clinical role of the BHC in integrated behavioral health care may be defined as follows: The BHC to identify, consult, treat, triage, and manage primary care patients’ with  medical and /or behavioral health problems. 

Definition of BHC 
The behavioral health consultant provides feedback to the PCP. BHC is responsible for :
a) educating medical professionals about their consultative services.
                                                                                                                                  b) possesses basic knowledge of psychopharmacology. 
    c) understands medical terminology used, e.g. type 2 diabetes, complete blood count(CBC),etc. as well as consult with PCP on psychopharmacology questions.
d) knowledge of evidenced- based behavioral assessments and interventions relevant to medical presentations, ie., depression and anxiety associated with medical conditions.

e) knowledge base of disease management of problems such as diabetes, asthma, pain, COPD, hypertension, and coronary heart disease.

f) knowledge base of lifestyle changes for problems such as obesity and smoking.

g) possess skills in targeted interventions to address patients matched with level of service. For example:
- behavioral health consultation

- brief psychotherapy/cognitive-behavioral interventions

- group psychotherapy-stress management
- phone/email/EMR feedback to PCP

h) document services that is useful to both the  PCP and for

    quality improvement purposes control (QC). 

Session Structure :
 15-30 minute session( predominate in most patients referred by the PCP)  of the BHC working with co-occurring chronic disordered patients towards maintaining functionality/stability.
Referral Structure:

Patient referred by PCP only.

Primary Information Product utilized for storing clinical data:

1. Consultation report to PCP (EMR-medical record).

2. Part of medical record.

Typical Level of Care offered by the BHC:

1. Consultation: an initial visit by the patient who is referred by the PCP for an initial evaluation. The focus is on diagnostic and functional assessment, recommendations for treatment,educate the patient and/or family members, and forming limited behavior change goals.

2. Behavior Health follow up visits: Treatment plan that was initiated in the prior initial consultation visit; these visits will usually occur in tandem with planned PCP visits.

3. Same day/on-demand services visit where the BHC has been informed by the PCP/nursing staff that there is an identified emergency requiring an immediate response by the BHC, ie.,crisis intervention.

4. Behavioral Medicine: visit designed to advise the PCP regarding psychopharmacological interventions, ie., psychotropic medication regime to assist with alleviation of depression and/or anxiety symptomatology.
5. Specialty Consultation: visit designed to provide consultative services whose situation requires ongoing monitoring and follow –up. These type of visits are most applicable to patients with chronic psychological stressors reflecting marginal lifestyle adaptation.
6. Disability Management: visit designed to assist patients who can no longer meet employability needs due to their medical and/or behavioral health problems.

7. Relapse Prevention: visit designed to maintain stable functioning in a patient who has responded to previous treatment. These visits are usually at longer intervals.
The BHC may utilized various paper and pencil instruments as mentioned earlier such as the PHQ-9 and the Cage-Aid. Both instruments are well standardized measures and approved by potential FQHC funding sources such as HRSA and SAMHSA organizations. The PHQ-9 and Cage-Aid is utilized by the medical staff for the purposes of making a referral to the BHC. These instruments are also utilized for clinical research relevant to reducing health disparities among our rural patient populations within our Southwest Virginia/Northeast Tennessee region. 

What are the Credentials of a Behavioral Health Consultant and type of problems they can assist the PCP with the patients’ treatment?
The BHC is a licensed clinical social worker, licensed professional counselor, or licensed psychologist with specialty training who works as a member of the primary care team. This team approach allows us to consider physical, behavioral, and emotional aspects of health. For example, BHC’s can help develop plans for behavioral change programs, such as smoking cessation or other lifestyle modifications. BHC’s can help with emotional ,mental, or behavioral such as family or relationship difficulties, bereavement, excess stress, depression, anxiety, or anger problems/mood instability, etc.
What should I expect from the BHC ?
The BHC will ask you specific questions about your physical symptoms, emotional concerns you are experiencing, your behaviors , and how these impact are overall well being. As with all health care providers, communications with the BHC may not be totally confidential to the BHC but to each member of the primary care team. You can expect your appointments to be approximately 30 minutes in duration, and for the BHC to provide brief solution-focused interventions. You can expect to be seen in the clinic and for the BHC to have a close working relationship with your PCP. Your PCP remains in charge of your health care. The BHC’s primary goal is to help you and your PCP develop and implement the most beneficial integrative health care plan for you.
What is the difference between traditional psychotherapies and behavioral health consultation ?
The BHC is a part of the overall health care of the patient. The patient is seen directly in primary care philosophy. The BHC will perform health consultation and brief psychotherapy as well to address the patients emotional problems. If your BHC thinks you would benefit from specialty mental health services due to chronicity of the patients mental and emotional instability. The BHC will make a referral to the local public sector mental health system. Another difference from specialty mental health is the document of your assessment and recommendations from the BHC will be written in the community health outpatient medical record. A separate mental health chart will not be kept when seeing the BHC.
What does a Behavioral Health Consultant verbalize in their introduction and ongoing appointments with the patient ?
Hello my name is _______. I’m a behavioral health consultant and a__________ by training. I work with the primary care team in situations where good health care involves paying attention not only to your sense of physical health and well being, but to your emotional health and well being as well. If that becomes an issue for any reason, your medical provider,_________, has the option of scheduling a consult.

My job as a consultant is to help you and your medical provider be more successful at targeting the problems that may have surfaced for you at this point. I need to get a clearer picture or snapshot of what is going on in your life right now. I’m am trying to get a sense of how your life is working, what is working well and what isn’t working. We will use this information you have given to come up with a set of recommendations that seem doable for you.
The recommendations may include us deciding that it makes sense to meet a minimum of two appointments  to address your health related stressors. It may also involve us deciding that some type of more intensive specialty service, such as more extended mental health  or chemical dependency treatment, might be the most appropriate intervention. If this is the case, I would make a referral to your local public sector mental health system for specialty mental health services. I would not be your provider. If the patient is appropriate for ongoing BHC intervention , the patient is asked to practice a diversity of coping skills which is based on the Licensed behavioral health providers specialties, ie., CBT, solution –focused, biofeedback/relaxation methods, and meditation/visual imagery techniques, etc.

In conclusion of each BHC intervention, I will inform your medical provider and provide feedback to _________(medical provider’s name).This abovementioned improvised behavioral health consultative appointment should provide you some insight into the works of a behavioral health consultant.
BHC CORE COMPETENCIES
 Clinical Practice, Knowledge, and Skills:
1. Role Definition- could develop an Integrative Behavioral Health brochure for patients, develop BHC script for training purposes, convey the BHC role to all new patients, and answer patients questions regarding BHC.
2. Problem Identification- aquire snapshot of patient’s life and defines the presenting problem with the patient within the first half of the 30 minute appointment.
3. Assessment- focuses on current problem, functional impact, and environmental factors contributing to or maintaining the problem.
 Uses paper and pencil tools( for example, PHQ-9 and  Cage –A appropriate for primary care to assist with assessment process.

4. Problem Focus- Explore whether additional problems exist.
5. Population-based care- provide care along a continuum from primary prevention to tertiary care; develop general and critical pathways for acute and chronic conditions; understand the difference between population-based and case-focused approach.
Use simple, concrete, and practical strategies based on empirically supported treatments for primary care setting.

6. Multi-patient intervention skills- provide classes or groups such as drop-in stress management class, yoga meditation group, and group medical visit for a specific chronic condition.
7. Pharmacotherapy- BHC has basic knowledge of psychotropic medications; able to discuss common side effects and common myths; assists with development of patient compliance; abide by recommendations limits for non-prescribers.
8. Biopsychosocial approach- understand relationship of medical and psychological aspects of health, hence, integrative care.
9. Intervention design- interventions are based on measurable, functional outcomes. Interventions focus on patients self-management and provision of home-based practices.
Practice Management Skills

1. Visit Efficiency- 15-30 minute visits demonstrate adequate introduction, rapid problem identification and assessment, and development of intervention recommendations with a plan as feedback to PCP.
2. Time Management- stays on time when conducting consecutive appointments.
3. Follow-Up Planning- plans typically follow up for two weeks for high utilizers of PCP and typically every three weeks for low utilizers of PCP.
4. Intervention efficiency- completes treatment phase in four or fewer appointments for 85 % or more of the general patient population; structures behavioral change plans consistent with time limited treatment. Remainder of the population usually reflects critical pathways, for example, chronic conditions requiring a more long term maintenance treatment program.
5. Visit Flexibility- appropriately uses flexible strategies for visits: 15 minutes, 30 minutes.
6. Triage- attempts to manage most problems in primary care, but does triage to mental health, chemical dependency, or other specialty clinics.
7. Case Management- return patient calls regarding behavioral health issues; advocates for patient.
8. Community Resources Referrals- knowledge about community resources, ie., self-help groups, etc.
Consultation Skills

1. Referral Clarity- is clear on the referral question(s), focuses on and responds directly to PCP with feedback.
2. Curbside Consultation- consults on-demand/crisis intervention about a general issue or specific patient in need. Use clear and direct language in a concise manner.
3. Assertive Follow –Up- ensures PCP’s receive feedback on patients referred.
4. PCP Education- delivers brief presentations in primary care staff meetings; focus is what you can do for them, who they can refer, what to expect, and how to use BHC.
5.  Crisis Intervention within Exam Room by request of PCP - recommendations are tailored to the pace of primary care and shared within 3-5 minutes to patient and provided feedback to PCP face to face and clinical note in chart.
6. Valued-Added- recommendations are intended to reduce medical provider visits and workload ( follow up with BHC rather than PCP).
         Documentation Skills

1. Concise, Clear Charting- clear concise notes detail a) referral problem specifics, b) functional analysis, c) pertinent history, d)BHC’s impression, specific recommendations and follow –up plan.
2. Prompt PCP Feedback- written and/or verbal feedback provided to PCP on the day of or within a 2 day period from the time the patient is seen.
3. Examples of Behavioral Health Consultation Clinical Note ( see appendix ----)-Electronic or Paper Chart.

Administrative Knowledge and Skills 

1. PCBH Policy and Procedures- understand visit types; have scheduling template that reflects  1:1 ratio of scheduled and same day service(PCP-BH) visits.
2. Risk Management- Describe and discuss with patient how and why informed consent procedures are different from standard mental health consent and confidentiality procedures. Utilized informed consent and authorization of release forms as one form for PCP-BHC integration model of care.
3. Documentation- PCP would use E&M 99242/initial and 99211- 99214/follow-up. BHC would use health assessment and intervention codes 96150/initial and 96151/follow-up( PCP referrals made with identified medical problem in need for health assessmnent and intervention as reason for referral) or psychotherapy CPT codes 90801/initial and 90804/brief psychotherapy as a referral for Counseling/Therapy
    Services and SBIRT codes 99408/alcohol and drug pre-screening and 99409/alcohol and drug further screening and treatment intervention. 
Team Performance Skills

1. Adapt to Primary Care Culture- understand and operates in a fast-paced, action-oriented, team culture.
2. Knowledge of Team Members- know the roles of each primary care team members. Development of strong working relationships between the PCP-BHC are key and critical in  maintaining the best quality of care for the patient.
Integrative Treatment Protocols
This part of the manual will discuss the most common medical conditions that Behavioral Health Consultants encounter in the clinic. Discussion of each medical condition with associated psychological stress, depression and/or anxiety will a) describe the illness, b) treatment considerations, c) a protocol for assessment and treatment, and d) case example.

a. Diabetes Mellitus
Diabetes is a syndrome characterized by hyperglycemia which is high levels of glucose or sugar in the blood that results in varying degrees of impairment in insulin secretion or insulin action or both. Diabetes is one of the largest health care issues seen in primary care outpatient clinics. It is prevalent in part to obesity and sedentary lifestyles. There are three types of diabetes: Type I, Type II, and gestational. All tend to be diagnosed in asymptomatic patients during a routine medical exam with screening blood and urine tests.

Because of the serious medical and psychological comorbidities and the limitations of the medical management , health conscious psychological interventions have become a standard of care ( Gonder-Frederick, et al., 2002).  Hemoglobin A1c( HbA1c) is a protein in the blood that serves as a  useful marker of glycemic control. Checking HbA1c blood levels is a routine method for monitoring treatment compliance as well as the outcome of treatment.
DIABETES:

Type I Diabetes

Typically, it is diagnosed in children, teenagers, and young adults. In Type I, the beta cells of the pancreas no longer make insulin because the body’s immune system has attacked and destroyed them. Patients’ with this type can develop diabetic ketoacidosis, which is an accumulation of ketones in the blood and can result in a diabetic coma and death if not aggressively treated.
Type 2 Diabetes

Type 2 is the most common form of diabetes. It can develop at any age, even during childhood but more likely later in life. It typically begins with insulin resistance, a condition in which fat, muscle, and liver cells are unable to use insulin properly. Initially, the pancreas keeps up with the added demand by producing more insulin. Later, the pancreas loses the ability to secrete enough insulin in response to meals. Obesity and inactivity increase the chances of developing this type. About 80% of people with Type 2 diabetes are obese (Gonder-Frederick et al., 2002).
Gestational Diabetes

This type develops in some women during the late stages of pregnancy. Although it usually recedes after childbirth, nearly 40 % of the women who experience gestational diabetes during pregnancy go on to develop Type 2 diabetes usually within 5-10 years of giving birth. 

Psychological Comorbidities

Anxiety and depression are the most common comorbidities among adult diabetics. Anxiety disorders are reported to be more prevalent in patients with diabetes who have poor insulin control.

Anxiety also interferes with adequate self- management of diabetes (Redman, 2004). Depression is a significant risk factor with patients diagnosed with diabetes (Gonder-Frederick et al., 2002). Depression is more prevalent in diabetics than in the general population( Golden et al., 2006). It is correlated with negative behaviors such as smoking, alcohol use and dysregulation of appetite. It should be noted that poor self-management, metabolic control, and decreased quality. Depression should be considered a major risk factor for patients with diabetes (Williams et al., 2006).
Smoking and Alcohol Abuse and Diabetes

The pancreas releases insulin, which regulates blood glucose. Alcohol can be toxic to the pancreas which impairs insulin secretion and further complicates diabetes. Smoking can increase blood sugar levels and reduce the body’s capacity to properly utilize insulin. Furthermore, chemicals in tobacco can damage blood vessels, muscles, and organs which increase risk of diabetes and complicating the condition. Overall, smoking and alcohol use significantly disrupts glycemic control.
Behavioral Health Consultation/Techniques
Self management is the core of treatment of diabetes. Psychoeducational interventions include patient education, relaxation techniques, blood glucose awareness training, and smoking cessation. 
Patient Education

1. Educate patients’ to monitor their glucose levels and food intake. Ellis ( 2004) revealed that interventions that included face- face intervention using cognitive reframing teaching methods to increase awareness of monitoring will improve glycemic control.

2.  Use of relaxation training appears to reduce hyperglycemia and improve glucose tolerance and assist with managing anxiety levels that is associated with diabetic condtions (Gonder-Frederick et al., 2002).
3. Blood glucose awareness training is a psychoeducational intervention that incorporates both behavioral and cognitive strategies to improve self management and decision making with Type I diabetic patients. It is specifically designed to improve accuracy of patients’ detection and interpretation of of blood glucose symptoms. 
4. Failure in self- management efforts is common among diabetics. It often leads to negative thoughts and feelings from multiple failures fostering a pessimistic attitude towards diabetes and oneself. Cognitive-behavioral techniques can be effective in breaking the cycle of negative thoughts and feelings.

 CARDIOVASCULAR DISEASE
Cardiovascular disease refers to a collection of diseases and conditions that can have significant impact on  patients’ health. It consist of two main types :diseases of the heart (cardio) and diseases of the blood vessels( vascular). Psychological interventions with cardiac conditions have shown significant therapeutic success in treatment process.

Coronary Artery Disease (CAD)

CAD is estimated to affect one in three patients in the United States and is the leading cause of death in both women and men. In 2003,nearly 500,000 deaths were attributed to CAD (Amercian Heart Association, 2006).

Types of Cardiac Disease

Coronary Artery Disease

CAD occurs when coronary arteries, the vessels that supply blood to the heart muscle, become hardened and narrowed because of the buildup of cholesterol and other material called plaque on the inner walls. Blood flow to the heart muscle is reduced, and because blood carries much needed oxygen, the heart muscle is notable to receive the amount of oxygen it needs. Reduced blood flow and oxygen supply to the heart can result in angina and mycocardial infarction (MI).
Angina
Angina is chest pain or discomfort that occurs when the heart receives an insufficient supply of blood. It is a symptom of CAD. Three types of angina are stable , unstable, and Prinzmetal’s angina.

Myocardial Infarction

MI is heart attack and occurs when a blood clot develops at the site of plaque in a coronary artery and cuts off most or all blood supply to that part of the heart muscle. Cells in the heart muscle begin to die if they do not receive oxygenated blood. This can cause permanent damage to the heart muscle. CAD can weaken the heart muscle and contribute to heart failure or arrhythmias.
Heart Failure
Commonly referred to as congestive heart failure, is a condition of ineffective heart pumping such that vital organs get insufficient blood supply resulting in signs and symptoms of shortness of breath , fluid retention, and fatigue. Congestive heart failure results heart failure has led to fluid buildup in the body.

Arrhythmia
Arrhythmia refers to changes in the normal beating rhythm of the heart. Some arrhythmias are relatively benign whereas others can be life threatening.

Atherosclerosis and Arteriosclerosis

Atherosclerosis refers to hardening of the arteries, and arteriosclerosis refers to narrowing of the arteries caused by accumulation of plaques and other substances. This hardening and narrowing can result in chest pain or a heart attack. 
Hypertension

Commonly known as high blood pressure, hypertension is the excessive force of blood pumping through blood vessels and is the most common form of CVD. It can cause stroke and heart failure.

Stroke

A stroke is a sudden loss of brain function that occurs when blood flow to the brain is interrupted called ischemic stroke or when blood vessels in the brain rupture called hemorrhagic stroke. This interruption of blood flow causes the death of brain cells and loss function in the affected areas.

Psychological Comorbidities
The comorbidities associated with CVD are stress, anxiety, depression, and anger and are common in cardiac patients and have shown to negatively influence recovery( Rozanski, Blumenthal, Davidson, Saab, and Kubzansky, 2005). Psychosocial risk factors such as high levels of hostility, social isolation, and chronic family or marital stressors can adversely affect patient adherence to treatment.
Behavioral Health Consultation/Techniques

Cognitive-behavioral techniques has been most effective in working with cardiac disease (Whooley, 2006). CBT is helpful in modifying thoughts and illness perceptions related to cardiac disease. The therapeutic challenge with these patients is to address the psychological variables that influence their symptom experience. Exercise has proved beneficial for many cardiac patients and is commonly recommended by cardiologists for physiological reasons and helps to modify risk factors of depression. The contribution of exercise to emotional as well as physical well being positively affects patients’ quality of life.
Asthma/COPD

Asthma is a chronic reactive airway disorder. During the attack , the muscles that line the airways tighten and constrict the route which air goes in and out. The lining of the bronchial tubes swell and become inflamed, hence blocking the air passages. The mucus becomes thick and sticky, plugging the airways. It becomes harder to exhale. Air depletion of oxygen is trapped in the lungs, leaving little room for fresh air.
There are two types of asthma. Atopic which is sensitive to specific allergens. This type usually begins in childhood and is often accompanied by hereditary allergies such as eczema and allergic rhinitis. Nonatopic asthma is a reaction to nonallergic factors,i.e., irritants, emotional stress, fatigue, and temperature/humidity changes.
The link between emotional factors and asthma is reciprocal. This type of chronic illness is stressful and symptoms of the disease increase the risk for emotional problems. Conversely, emotional problems can make the symptoms of asthma worse.

Emphysema is a type of COPD (chronic obstructive pulmonary disease) characterized by abnormal enlargement of the bronchioles and aveoli. Airway is limited by the lack of elastic recoil in the lungs. Most cases are caused by smoking and patients must avoid air pollutants and smoking.
Standard medical treatments are as follows:

1. Bronchodilators

2. Inhaled Corticosteriods

3. Antibiotics

4. Expectorants
Behavioral Health Consultation/Techniques
1. Relaxation helps asthmatics manage the emotional response to stressful events that trigger attacks.

2. Self-hypnotic biofeedback provides suggestions that can help prevent attacks when faced with a trigger, i.e., panic episodes.

3. Psychotherapy helps symptoms improve as the patient deals with emotional problems.

4. Group psychotherapy can be helpful. Illness-related issues and discussion provide support and encouragement to others. 
CANCER

Cancer is actually more than a hundred different diseases. The relationship between psychological factors and cancer is discussed in this section.
According to Lewis (1993) , psychological factors (stress, beliefs, and emotions) affect lifestyle choices and health-related behaviors. Smoking increases the risk of cancers of the lings, lips, larynx, esophagus, and bladder. Excessive alcohol consumption increases the risk of cancers of the liver. A high-fat diet leading to obesity is a factor in 30 percent or more cases of cancer especially that of the breast, colon, prostate, and stomach. Patients who use early detection measures such as mammograms, Pap smears, stool tests, skin cancer screening, and PSA tests have a better prognosis. Social support systems, attitude, and emotional states may affect cancer prognosis. 
Behavioral Health Consultation/Techniques
1. 50 percent of all chemotherapy patients experience anticipatory nausea.Systematic desensitization can be helpful to patients overcoming these symptoms.

2. Relaxation techniques can help cancer patients control their pain and reduce use of narcotic medications.
CHRONIC PAIN SYNDROME
Chronic pain is defined as pain that lasts six months or longer and that ceases to convey a consistent and often “unmanageable” even with daily medication. The probability of living pain free decreases rebuilding a life that accommodates daily pain becomes an essential task. BHC’s can be instrumental in educating patients about chronic pain and helping them to develop effective coping strategies to monitor their pain. Assist the patient in adjusting their activity levels and teaching techniques that often that help with symptom reduction as well as acute exacerbations. BHC’s can be effective in early identification and education to patients vulnerable to developing chronic pain syndromes.

Behavioral Health Consultation/Techniques
Note: Utilizing a “holistic approach” to pain management should be comprehensive and consideration to all contributing aspects of living with a chronic pain condition.
1. Many patients lack a working knowledge of their pain condition and whether it is a difference between acute and chronic pain. The patient should understand first the basic education of interaction between pain and mood, stress, and thoughts is essential. Patients will not connect to the specific interventions designed to target specific components of the pain cycle unless the patient understands the scientific underpinnings for what they experience  on a daily basis.
2. Self-Monitoring provides both the PCP and the BHC opportunity to observe temporal fluctuations in pain or any relationships between daily activities, mood, and intensity of pain. Charting pain levels (1-10-)every session will provide useful information for later utilization of interventions. Patients will identify their areas of improvement through this process and become accurate reporters of their pain.
3. Relaxation Training is highly beneficial utilizing techniques such as progressive muscle relaxation to controlled breathing relaxation. Self biofeedback can also
be quite helpful in order for patients to gain mastery over the relaxation response as well as to appreciate the extent to which they have control over their muscle tension. 

4. Activity Pacing is helpful utilizing self-monitoring logs that reveal “overdoing it” activities when feeling well only to “pay for it” the next day or longer. BHC’s can help the patient identify this pattern and develop a action plan to recognize when it is likely to happen and create a strategy to prevent it in the future.
5. Cognitive Interventions are highly effective for chronic pain syndromes. The majority of patients living with chronic pain develop a series of thoughts and beliefs about their pain condition and how they need to live their lives. It is important for the BHC to spend time identifying and understanding the patient’s current beliefs about their pain. BHC’s can help patients recognize any associations between their thoughts and their pain and teach dispute techniques to help patient actively challenge their maladaptive beliefs such as catastrophizing their pain symptomatology.
Alcohol and Drug Use Disorders

Alcohol and drug problems are generally under recognized and under treated in primary care settings.

There a variety of brief alcohol and drug abuse screening tools for primary care use. Studies have shown that utilizing brief interventions rendered by the PCP have a significant impact on alcohol and drug abuse patterns in primary care patients. There is significant potential for helping patients in the initial stages of problematic use. The BHC can be of help to strengthen a substance dependent patient’s commitment to focusing on their health and actively

participate in their plan of care.

BHC Interventions used:

1. Assess patient’s readiness for change and provide a brief intervention that correlates with patient’s level of readiness.

2. Provide patient with written plan that is shared with PCP for the patients healthcare relevant to patient use.

3. Seek interventions that increase patient’s sense of meaning and social support base.

4. Maintain current information about resources

( AA, NA, Housing, etc.)

          5.  Schedule follow –up with PCP and emphasize

          6.  Teach PCP’s to assess readiness for change and 

          use brief interventions.

               7.  Engage patient in their health relevant to their      

                    Use.

Note: Greater satisfaction with care usually leads to better engagement in care and better outcomes.        

The abovementioned chosen medical conditions are some of the more common medical conditions seen in primary care and are reviewed for the purpose of assisting the “Medical Provider” and “Behavioral Health Consultant/ Trainee” understand how BHC intervention works in the clinic setting. 

 BASIC PSYCHOPHARMACOLOGY
Through a clinical interview, a mental status exam,  the patient’s family history, and psychological symptoms, the BHC can define the nature of the disorder. Is the disorder medication response? The BHC should be familiar with the classes of psychotropic medications, appropriate uses of the medications, adverse reactions, methods and routes of administration, and dosage ranges. Note: the use of nonmedical treatments can be as effective as drug treatments but research showa the combination of both psychological treatment and psychotropic medication management is highly effective in managing depression and/or anxiety symptomatology associated with with comorbid symptoms(previous history of depression/anxiety) and symptoms associated with medical conditions. Psychotropics are not used alone but only in conjunction with BHC intervention.
A Protocol for Psychotropic Medication Use

1. Do not deny a patient appropriate medications.
2. Choose the drug with the fewest adverse reactions and greatest potential clinical effects.
3. Administer the lowest effective dose of medication for the shortest period of time, if possible (chronic conditions).
4. Prescribe the simplest drug regimen to increase medication adherence/compliance.
5. When possible, avoid polypharmacology, as combination of drugs are rarely more effective than a carefully chosen single agent.In most cases , it is best to stay at a dosage range that does not require a second medication to treat side effects. When polypharmacology can not be avoided, use the least number of medications needed to obtain optimal improvement and combine medications to treat  distinct symptoms, i.e.,bipolar condition, schizoaffective, etc.
6. Administer each drug trial for an appropriate length of time. Taking the “edge off” is of more value to the patient than overmedication.
7. If the medication is likely to cause unpleasant side effects, start with a low dose. Consider the patient’s prior experience with this  and medication tolerance, attitude towards medication, her family’s attitude and experience towards medications, and the PCP’s attitude towards psychotropic medications.
Note:  This section is for the purpose only to increase awareness of a working knowledge of basic psychopharmacology. Behavioral Health Consultants should receive basic training in this area in order to perform with competency in conjunction with their PCP in order to provide quality and competent treatment to the patient in need of recommended psychotropic medication management.
SUSTAINABILITY OF AN INTEGRATIVE BEHAVIORAL HEALTH CARE SYSTEM
This section is for the sole purpose of providing an overview
of program sustainability in which to increase awareness of the fiscal responsibility of sustaining an integrative behavioral health care system within community health centers. 

Key factors in maintaining quality integrative care :

1. Promote health, overcome depression disparities (physical health and behavioral health problems, example, diabetes and depression, COPD and panic, utilizing behavioral health consultation and/or brief psychotherapy (30 min).

2. Promote co-location of behavioral health providers          and collaboration with our CSB’s for identifying and treating seriously mentally ill patients.

3. Develop Best Practices Service Delivery Models (PCP-BH integration).

4. Assure Information Technology/HIPPA/Primary Care Record versus separate PCP and BH mental health record. Centralized scheduling for all disciplines providing services.
5. Redesign Financing, Regulatory Environment and Contracting Practices, ie., Medicaid Reimbursement for bundled services (same day-PCP-BH) services, commercial insurance reimbursement, MCO network contracting, and other funding sources for FQHC’s. Note: what works: Payor Diversification with State and Local funding ; Third Party Payor Enhancement ; Diversity Treatment approaches/BHC.
6. Invest in Academic and Clinical Training programs via Colleges and Universities- training objectives and goal agenda is to train licensed behavioral health clinicians as Behavioral Health Consultants to work in outpatient /primary care settings (FQHC’s).
7. Standardized Quality and Outcome Measures for use in HRSA Research/Survey and Practice (BHC Interventions/Models/Application in addressing Behavioral Health Outcomes.

8. Focus on “Rural” consumers and their families(noninsured, underinsured, and insured).
9. Review “no show rates”, example : convert initials into billing services by reaffirming the importance of meeting your initial appointment.
Quote by Kirk Strosahl Ph.D, national consultant for development of primary care and behavioral health integration and mentor for Southwest Virginia Community Health Systems, Incorporated :
“ Regarding the whole issue of sustainability, it isn’t just direct billing that makes this model sustainable. It is also the indirect effects on PCP productivity(10-15 % increase in daily encounter rate has been noted in many PCBH programs), higher PCP job satisfaction(leads to less job attrition estimated at about $200, 000 to hire and integrate a replacement for a departing medical provider), better clinical outcomes( resulting in reduced pharmacy use, less hospital and ER use) and better customer satisfaction( resulting in fewer unnecessary medical visits to “rework” a psychological problem that the PCP doesn’t have time to address-(reduction in ambulatory medical visits effectively increases the capacity of the system to see new patients). We are very myopic in American Health Care about seeing direct revenue as the “God” of everything but is extremely short sighted and it is why our health care system is all about generating procedures that can be billed, rather than on prevention services, paying for basketed services instead of denying anything other than one service, i.e., PCP-BH integrative bundled service, hence quality of care.”
Behavioral Health Consultant Job Description (see appendix A )

Behavioral Health Integration Guidelines (see appendix B)

Behavioral Health Consultation Survey ( see appendix C)

Integrative Care Research ( see appendix D)

Resource Readings ( see appendix E)

.
