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CHAPTER 1:  BEFORE YOU BEGIN 

 

IMPORTANT – Things to Know Before Using the Tribal Behavioral Health 
Integration Toolbox 

 

Liability Disclaimer 

With respect to the information available from this site, neither the American Indian Health Commission for 
Washington State (AIHC), their contractors, nor any of their employees, makes any warranty, express or 
implied, including the warranties of merchantability and fitness for a particular purpose, or assume any legal 
liability or responsibility for the accuracy, completeness, efficacy or value of any such information or any 
apparatus, product, or process described or referenced in the AIHC Tribal Behavioral Health Toolbox 
material or in material at other sites linked to the AIHC.  

In addition, AIHC and its contractors cannot endorse, or appear to endorse, derivative or excerpted materials, 
and cannot be held liable for the content or use of adapted products that are incorporated on other Web 
sites. Any adaptations of these electronic documents and resources must include a disclaimer to this effect. 
Advertising or implied endorsement for any commercial products or services is strictly prohibited. 

 

Use of Toolkit Materials 

Materials in the Toolkit are available to use and supplement current Tribal Behavioral Health Integration 
efforts, not substitutes for policies, current integration plans, guidelines, protocol or activities within a Tribe. 

 

Permission to Reproduce Content 

Permission and requirements regarding reproduction and downloading of respective documents and files are 
specific to each guideline and related documents in the American Indian Health Commission for Washington 
State database. Please read carefully and comply with specific notices on downloading and reproduction 
contained within each document. Documents available from this site may be protected under U.S. and foreign 
copyright laws unless otherwise noted. Permission to reproduce or to disseminate further may be required.  
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CHAPTER 2:  INTRODUCTION 

 

IMPORTANT – Several factors make Tribal Behavioral Health Integration a 
priority in Tribal Communities right now. 

 
Indigenous communities have known for centuries that people are whole beings, that health and wellness are 
whole concepts that suffer when split up and addressed separately.  A shift towards supporting traditional 
indigenous care models has occurred in the dominant western culture, seen in a new decade of healthcare 
policies and payment structures realigning to support whole person care. These changes combined with 
modern technology and workplace quality improvement techniques are making whole care across whole 
populations a reality. Tribal Behavioral Health Integration projects and initiatives are primed to take 
advantage of these shifts and realignments. 

Cultural, Sustainability, Policy and Political Factors  

A surge of efforts can be seen across Tribal nations, including commitment to support and prioritize resources 
for behavioral health programs, mental health services and connecting services with primary care clinics. Some 
Tribes are even able to commit non-medical funding to stand up mental health services, substance use 
treatment programs and even full wrap around services while billing and payment are still being sorted out. 
These projects often attempt or plan to link in the future with cultural practices and traditional healing and are 
overcoming decades of fracture health care and siloed approaches. The revitalization and recovery of 
traditional practices is more important than ever and gaining ground. 

Cultural significance and policy suggestions are outlined in The National Tribal Behavioral Health Agenda and 
it is highly recommended Tribes and organizations wishing to approach integration from a multigenerational, 
trauma informed point of view, review the agenda in the planning phase. 

Funding Tribal Behavioral Health Integration models can be challenging.  Circumstances are rapidly changing, 
with some payment structures more incentivizing than others. As more non-Tribal and Tribal clinics move 
towards care models that fall under value based payment, the push pull between complex billing 
processes/complex management processes and the seemingly less complex IHS encounter rate billing will 
continue. Clinic and program managers will need regular updates on how to bill, how to define roles, licensure 
requirements and clarity on rule interpretations. 

Regularly check the AIHC website for updates regarding Medicaid Transformation efforts and funding, 
updates on the potential Washington Indian Health Care Improvement Act and overall public health strategies 
in Pulling Together for Wellness.  
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General Resources 

Many resources exist to assist clinics and programs with Behavioral Health Integration.  

• For a full, in-depth approach to clinical practice improvement that integrates behavioral health with 
primary care and substance use treatment programs visit the Practice Transformation Hub, which 
includes a resource portal, regional networking and coaching services designed to assist clinic 
managers and providers.   

• Additionally, the UW Advancing Integrated Mental Health Solutions (AIMS) Center has guides, 
factsheets, spreadsheets and training resources.  

• These sites along with the national SAMHSA-HRSA Center for Integrated Health Solutions and its 
interactive flowchart with links to assessments and more offer hundreds of resources and tools. 

Toolkit Overview 

Tribal Behavioral Health Integration is both unique in its considerations for the Native communities impacted 
and similar in nature to overall practice transformation efforts. This toolkit is designed to narrow in on 
integration resources and tools that IHS/Tribal/Urban Indian Clinics and Practices are finding most useful and 
to share techniques and processes that are working well in these settings.  

This toolkit contains seven chapters including,  

• Chapter 1: Disclaimer 
• Chapter 2: An Introduction 
• Chapter 3: Tribal Behavioral Health Integration Models 
• Chapter 4: Getting Started - Assessments 
• Chapter 5: Planning for TBHI Projects and Initiatives 
• Chapter 6: Operationalizing TBHI 
• Chapter 7: Follow up and Community Engagement 

Suggested Use 

An organization can choose to open the toolkit at any chapter and find relevant tools and resources. When 
getting started an organization can start by reviewing chapters 2 and 3 and then using the Tribal Behavioral 
Health Survey in chapter 4 to identify integration goals and gaps. After identifying goals, try activities and 
resources in chapters 5 – 7 and for a deeper dive, try general resources listed above. 

As Tribal Behavioral Health Integration continues to be clarified and refined, each chapter will update to 
include the most relevant tools and current examples of local Tribes at various stages of integration.  

For more information about Tribal Behavioral Health Integration or this toolkit contact Vicki Lowe, Executive 
Director. 
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CHAPTER 3:  TRIBAL BEHAVIORAL HEALTH INTEGRATION MODEL 
 

IMPORTANT – There is no one size fits all in Tribal Behavioral Health 
Integration. There are a wide range of models. This toolkit highlights 
current successes and useful tools. 

Tribal Behavioral Health Integration projects and initiatives are encompassed in several models. 

A. Infrastructure for Integration – All Tribes and organizations in Washington are focused on building or 
sustaining infrastructure for integration, including but not limited to; upgrading or modifying EHR 
systems, hiring, retaining and training providers and team members, setting up or increasing tracking 
and monitoring capabilities, and working with Tribal councils and leadership to sustain efforts. 

B. Integration of More Than Two Services – The “behavioral health integration” of federal institutions 
and policies, many Tribes and organizations are exploring or implementing recommended integration 
strategies that integrate primary care and mental health, mental health and substance use treatment 
or all three and traditional healing. Strategies range from improving warm handoffs to co-location to 
full integration and team-based care.  

C. Full Integration of Tribal Services “Wrap Around” – Some Tribes and organizations have adopted 
wrap around service models, fully integrating many services into caring for a person. Most often these 
initiatives have been for a small group of people enrolled in a specific program, though some Tribes 
and organizations are working on how to expand the model to more people.  

 

C. Full Integration of Tribal Services "Wrap Around" 
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CHAPTER 4:  GETTING STARTED - ASSESSMENTS 

 

IMPORTANT – Assessments can be great for getting started and used 
regularly to track progress. 

 
Is your Tribal Clinic or Urban Indian Health Organization ready to get started?  Maybe you have already 
begun Behavioral Health Integration.  This chapter provides our team with tools to provide an overall 
assessment and gage of your Tribe/Organization’s current status along the continuum of Tribal BHI.  
Tools in the chapter take a higher level view of leadership support and knowledge, physical and 
organizational integration.   This toolkit continues to assess not only integration of Behavioral Health and 
Medical Care, but also considers Traditional Healers or other Community Defined Practices.  We 
encourage you to use these tools to monitor your own Tribes/Organizations progress.  If your team is 
willing to share your results, this information will be valuable in building a larger body of evidence for 
successful practices for Tribal and Urban Indian Organizations serving the AI/AN community in 
Washigton. 

Key steps  

o Assess current BHI integration efforts using the Tribal BHI Self Assessment tool.  
o Review with Team 
o Re-assess periodically to track progress 

Assessment Tools and Resources 

In November 2017, American Indian Health Commission designed a Tribal Behavioral Health Integration 
Survey to gain better insight into where Tribes and organizations are in their integration efforts. This survey is 
modeled after the California Consortium for Urban Indian Health’s (CCUIH) Traditions of Health survey for the 
Culturally Adapted Integration tool. This information is used to identify needs and strengths of BHI in 
Washington Tribes and Urban Indian Organizations.   

• WA Tribal Assessment:  To take the Tribal Behavioral Health survey, click here. 
• To review preliminary results as of January 2018, click here. 
• To review your Tribe or Organization’s individual results, contact AIHC Behavioral Health Integration 

Coaches here. 

Key components of the online assessment were used to create a one-page self-assessment tool.  This tool can 
also be used to self-assess and track progress toward integration of behavioral health services for Tribes and 
UIHOs.  

• Self-Assessment Table (click here): Six levels of Integration, adapted from SAMSA and CCUIH’s work 
are aligned with the Tribal Behavioral Health Survey.  This tool can be used to self-assess and track 
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progress in achieving integration of integration of Behavior Health, Primary Care, Substance Use 
Disorder and Traditional Health programs.   

• Work with Health Care Transformation coaches at AIHC and QUALIS to help track and facilitate 
periodic assessments of Behavioral Health Integration.  Contact AIHC Tribal AIHC coaches here.  
Contact QUALIS coaches here. 

There are many assessment tools for behavioral health integration. Below is a list of assessment tools in order 
from shorter and more simplified tools to the most complex and comprehensive tools. 

• MEHAF Integrated Care Site Self-Assessment Survey – Shows the status of integration efforts along 
the continuum of integrated care. Eighteen questions focused on integrated services, patient 
centeredness and the organization. 

• UW Advancing Integrated Mental Health Solutions (AIMS Center) Patient-Centered Integrated 
Behavioral Health Care Principles & Tasks – A checklist to assess core principles as well as core 
components and tasks. Thirty-two items such as patient identification, treatment, follow up, 
communication, psychiatric case review and program oversight. 

• CCUIH ‘s Six Levels of Integration Survey – Assesses a clinic’s level of collaboration/integration based 
on the SAMSHA Standard Framework for Levels of Integrated Healthcare adapted to include 
Traditional Healing. Thirty questions focused on clinical delivery, patient experience, organization, 
business model, traditional healing, and traditional health sustainability.  

• Patient Centered Medical Home Assessment (PCMH-A) –  Helps sites understand their current level of 
“medical homeness” and identify opportunities for improvement. Thirty-six questions across eight 
sections based on the Change Concepts of Practice Transformation. 

• SAMSHA-HRSA Center for Integrated Health Solutions Assessments –  A full list of assessment tools 
including ones mentioned above and the Organizational Assessment Toolkit for Primary and 
Behavioral Healthcare Integration. 

Review with Team 

Periodic meeting of the Integration Team is a scheduling conflict for many organizations.  Your Team 
may choose priority areas to address, such as identifying a common Evidence Based depression screening 
tool.  Review the achievement of this priority at team meetings and/or email to keep the team aware of 
progress.  This is the start of continuous quality improvement (CQI).  You can work with the BHI Coaches to 
help with these communications, a full CQI process and facilitation of team meetings. 

Re-Assess periodically 

Your Team can update the assessment as a group or you can designate one person of your Team 
update the assessment.  You can choose to re-assess annual, quarterly, or as needed.  Make sure to 
give your Team and the work you are doing the well-deserved acknowledgement of achieving health 
system change.  This is not easy!  The Assessment Tools can be your grade card or tracking system to 
let your Team, Leadership and your community know of the progress you are making. 
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CHAPTER 5:  ACTION 

Operationalizing Tribal BHI 

Worksheets: 
• Core Components and Tasks 
• Assess and Create a Clinical Workflow  
• Identify a Population-Based Tracking System  
• Make an Action Plan  

Lay the Foundation – Understand Core Principles 
A crucial first step in implementing Behavioral Health Integration is 
understanding how it will fundamentally change your practice. It is a 
new way of doing medicine and requires an openness to creating a 
new vision. Don't skip this step! Make sure each member of the team 
understands the five principles of Collaborative Care and the basic 
elements for providing Collaborative Care. De ne your team 
broadly: include all clinical staff who are involved at any point in the patient's care, including primary 
care physicians and administrative staff (e.g., clinic manager, front desk staff). 

  

Graphic Source: “Patient-Centered Integrated Behavioral Health Care Principles & Tasks Checklist” , AIMS Center, University of Washington 

o Create a unified vision 
for Collaborative Care 
with respect to your 
overall mission and 
quality improvement 
efforts 

o Develop a 
comprehensive 
sustainability plan 

o Assess the difference 
between your 
organization's current 
care model compared to 
an integrated model 
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Tasks….what are we currently doing, where should we prioritize 

Tasks outlined in the TBHI Core Components and Tasks table are based on effective integrated 
behavioral health care programs and are modified to include areas identified by Tribes and Urban 
Indian Organizations. This worksheet can be used in partnership with the AIMS Center Integrated Care 
Team Building Tool to organize and build clinical work flows that incorporate these core components and 
tasks into each unique setting.  

Use the Core Components and Tasks worksheet 

Workflow…where the “rubber hits the road” 

For Collaborative Care to succeed, clinics must clearly define the roles of all team members and create a 
workflow that meets the needs of their patients, while tailored for the needs of the Tribe/community.  
Many of the tools in this section were developed by the AIMS 
Center, University of Washington.  Some Teams may use all the 
tools and even expand to track even more information.  Other 
Teams may use these tools as a guide and reference for thoughtful 
approaches to Behavioral Health Integration.  If you have 
questions, please contact AIHC BHI Coaches or QUALIS to help 
utilize these tools in a meaningful way. 

STEP	1:	COMPLETE TEAM MEMBER SELF-ASSESSMENTS	
Have each member of the team complete the Team Member Self-
Assessment individually  

STEP	2:	IDENTIFY GAPS AND DUPLICATION OF SERVICES	
Complete	the	Task	Summary	by	marking	which	tasks	are	
performed	by	staff	and	team	members	and	which	are	completed	
via	a	partner	agency	or	referral.	 

STEP	3:	CREATE A CLINICAL FLOW CHART	
Using	the	Task	Summary	and	Team	Member	Self-Assessments,	facilitate	a	small	team	discussion	
about	gaps,	duplications,	re-assignments,	training	needs,	critical	communication	on,	handoff	steps,	and	
the	“practical	ideal”	your	team	is	striving	for.	Identify	opportunities	to	make	your	process	more	
efficient.	 

As	a	small	team,	fill	out	the	Clinical	Workflow	Plan	indicating	how	you	want	your	workflow	to	look.	
Indicate	what	organization-level	changes	are	needed	for	your	workflow	to	become	a	reality.	 

Using	the	Clinical	Workflow	Plan,	create	a	clinical	flow	chart	showing	the	exact	process	of	what	
happens	when	a	patient	comes	to	the	clinic.	Include	a	protocol	for	psychiatric	emergencies	(e.g.,	
suicidal),	and	pay	particular	attention	to	communication	among	team	members	(e.g.,	ensuring	

Team Member Self-Assessment Tool 
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recommendations	from	psychiatric	consultant	are	communicated	to	primary	care	provider).	The	AIMS	
Center	can	provide	example	flow	charts.	 

STEP	4:	CREATE AN ACTION PLAN	
Action	plans	are	a	simple	step	that	help	get	your	team	on	“the	same	page”.		This	can	also	be	a	useful	
one-page	tool	to	gain	leadership	buy-in.		Your	Team	has	done	all	the	hard	work	of	the	assessments,	
workflows,	and	gap	assessments.		The	Action	Plan	is	meant	to	be	a	simple	step-by-step	recipe	for	
transforming	the	Team’s	vision	into	reality.		An	Action	Plan	should	be	simple,	straight-forward	and	
understood	by	all	audiences.		

Create	an	action	plan	using	the	framework	on	the	next	page	or	an	Action	Plan	worksheet	can	be	found	
in	the	TBHI	toolkit.	Use	the	organization	on-level	changes	identified	in	Step	3	along	with	the	
Administrative	Readiness	Checklist	to	list	every	ac	on	that	needs	to	occur.	Building	your	action	plan	in	
an	Excel	spreadsheet	will	allow	you	to	sort	by	Responsible	Party,	Due	Date,	etc.	to	better	organize	the	
information.		

ACTION ITEMS RESPONSIBLE 
PARTY 
 
 

RESOURCES 
NEEDED 
 

POTENTIAL 
OBSTACLES 

DUE 
DATE 

STATUS 

 
Example: Hire a 
psychiatric 
consultant 

 
County leadership 

 
.2FTE for our 
1FTE care 
manager 

  
July 20, 
2013 

 
Job 
announcement 
posted 

   

 

  

   

 

  

A Note on Culture 
Team members will need to function outside of the traditional roles they were trained for and rely on 
each other in ways that may be new or uncomfortable. Primary care providers are familiar with an 
entirely different culture than behavioral health or substance use disorder specialists.  Traditional healers 
and alternative care providers are also a key component of a culturally tailored and effective 
behavioral health management team.  All perspectives are extremely important and need to be woven 
into a new collaborative culture that sees differences as strengths. The Implementation Leader should 
carefully consider the pros and cons of retraining existing staff versus hiring new staff, keeping in mind 
the challenges implementation brings and the personalities involved.   

Community Defined Evidence/Practices:  Community Defined Evidence is defined as a set of practices that 
communities have used and determined to yield positive results by community consensus over time and 
which may or may not have been measured empirically, but have reached a level of acceptance within the 
community. Community Defined Evidence takes a number of factors into consideration, including worldview 
and the historical and social contexts of a given population or community, which are culturally rooted. It is 
not limited to clinical treatments or interventions and can therefore include practices that increase 
accessibility, availability, and utilization of services, as well as other organizational or service delivery 
practices that ultimately improve behavioral health outcomes. Community Defined Evidence can be seen as 
a supplement to Evidence Based Practices and Treatments, which emphasize empirical testing of practices 
and do not often consider cultural appropriateness in their application.                                               
Source:  SAMSA Community Defined Evidence Project, University of South Florida, 2009. 
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CHAPTER 6:  ACTION 

IMPORTANT: Operationalizing Tribal BHI, turning plans into action, 
requires specific considerations for trauma informed practices, Tribal EHR 
systems, Medicaid Transformation, Financing efforts and Billing.  

Screening Tool:   
By now, your Team has chosen a screening tool.  CQI it:  You may want to designate a “testing period” for 
your screening tool, then regroup with all involved in the administration and tracking to determine if it is the 
best fit for your Tribe or Organization. 

Population to screen:  
Did your Team decide to start with a small population, such as patients with Diabetes?  Or are you choosing 
to screen and manage all patients seen at the clinic?  This could be another CQI project that may start small, 
regroup and determine the most appropriate tiered approach to, eventually, screening your entire service 
population.  

Staffing:  Behavioral Health Specialist/Manager, Psychiatrist 
Now that you have completed assessments, workflows and gap analysis, many Tribes and Organizations may find 
that they will need to hire additional staff to fulfill the “BHI Case Manager” role of the AIMS BHI model.  
Additional staffing includes the Primary Care Provider and a Psychiatrists or Psychiatric Consultant.  Once this team 
is in place, along with assessment tools and Action Plan, the Team can initiate BHI with a test population or 
implement full population-based depression screening and management.   

Registries 
Using a population-based approach to health care helps ensure that no 
patient falls through the cracks. Employing a technology tool that tracks 
clinical outcomes for populations of patients and supports systematic 
changes in treatment for patients who are not improving as expected is 
an essential piece of all successful collaborative care implementations. 
Management of a Behavioral Health case management registry is an 
integral component of Behavioral Health Integration and is a requirement 
for Medicaid and Medicare billing for CoCM and Behavioral Health Case 
Management.   
 
There are several options available for effectively tracking patients: 1) a 
patient tracking spreadsheet, 2) AIMS Caseload Tracker, 3) the AIMS 
Center’s Care Management Tracking System (CMTS), and 4) a customized 
build in an Electronic Health Record (EHR). 

Patient Tracking Spreadsheet – Free, two page Excel spreadsheet to track encounters and progress, and gives an 
overview of caseload.  Details on this free spreadsheet and links to download can be found in the toolbox or 
clicking here.  This spreadsheet is best used by a small clinic when one person needs to open the document at a 
time and the spreadsheet can be confidentially maintained on a computer or server.  
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Summary of Four Options for a Customized Registry: overview and 
links to simple, free tools and more complex, more costly tools. 

1. Use your existing Electronic Health Record to build a 
registry and track key components recommended for BHI. 
(contact AIHC for de 

2. AIMS Caseload Tracker. 
3. Patient Tracking Spreadsheet 
4. Create your own registry using a customizable database 

tool or spreadsheet. 
5. Other ideas?  Contact us or let us know if you have created 

your own successful Tribal BHI registry. 

Aligning projects with Medicaid Transformation 

In addition to billing for services, other Medicaid funding exists 
for behavioral health integration projects and other preventive 
health strategies. With shifting language and references it can feel like fitting a square peg into a round hole, 
however staying informed and active with regional and statewide initiatives can help your team be ready for 
funding when it becomes available.  

Two sources of future funding include Accountable Communities of Health (ACH) Medicaid Transformation 
Demonstration Projects/focus areas and the statewide Indian Healthcare Provider Planning Funds Plan. ACH 
plans and the level of Tribal involvement vary by region. The IHCP Planning Funds Plan was recently 
submitted for consideration and covers many Culturally Appropriate Practices that support infrastructure, 
Tribal Behavioral Health Integration related activities and other Tribal services that would support a 
wraparound services model.  

Financing & Billing Considerations 
Financial Modeling Workbook Download: follow this link to register for a copy of the modeling workbook. 
Registering will ensure future updates are sent to you.  

Financing strategies on the way to VBP : www.aims.uw.edu/collaborative-care/financing-strategies-
collaborative-care    

CMS Medicare Payments for Behavioral Health Integration Services in Federally Qualified Health Center and 
Rural Health Clinics 

Medicare Payments for Behavioral Health Integration Services: A cheat sheet that summarizes the four AMA CPT 
codes that can be used to bill for collaborative care programs or other behavioral health service 

Trauma Informed Practices 

CCIUH’s Traditions of Health: Culturally Relevant Integration Model has an excellent overview of historical 
trauma specific to Native communities, microaggressions that can happen in a practice, and a helpful model 
full of culturally relevant, trauma informed integration strategies.  

Additional trauma informed care resources include, the Adverse Community Experiences and Resilience: A 
Framework for Addressing and Preventing Community Trauma report, and SAMHSA’s Concept of Trauma and 
Guidance for a Trauma-Informed Approach.  

 
Examples of components of a Behavioral 
Health Registry: 
• Reminders for behavioral health 

care manager follow-up 
• Track patients not improving to 

prioritize for psychiatric case 
review 

• Track and report assessment scores 
(such as PHQ-9) over time 

• Document and track patient goals 
• Track minutes for CPT and G-Code 

billing 
• Data helps inform other reports 

such as HEDIS, GPRA and Diabetes 
Audit. 
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CHAPTER 7:  FOLLOW UP & COMMUNITY ENGAGEMENT 

 

IMPORTANT: Evaluate changes made, look for cross cutting approaches 
and engage the whole community and leadership to sustain Tribal 
Behavioral Health Integration efforts. 

 

Evaluation 

As with any program change, evaluation is important in every phase of a project. Include evaluation 
considerations from planning to follow up communications to track progress towards goals and build a culture 
of support for continuous quality improvement.  

Using behavioral health tools suggested and following integration best practices such as managing a whole 
panel of patients and tracking health across populations will lead to summary data that can be shared 
regularly at staff meetings, leadership discussions and community presentations. 

 

Cross Cutting Initiatives 

As pointed out in the National Tribal Behavioral Health Agenda, many integration efforts include the potential 
for cross cutting strategies. These areas, called out in pages 47 – 48 of the agenda, should be considered in 
planning, evaluation and communications. 

YOUTH: Healthy youth lead to healthy adults and healthy communities. …youth were identified as an 
important part of the solution for issues they face as well as those faced by their peers, families and 
communities. 

IDENTITY: Behavioral health professionals who are actively working with American Indians and Alaska 
Natives can incorporate identity exploration into their treatment plans; community action plans can 
celebrate communal identities; education can take place to ensure that external collaborators, entities, 
and funders understand the nature of American Indian and Alaska Native identity; and, traditional 
practitioners can work with clinicians on how best to honor the identities of the people they serve. 

CULTURE: It is by going back to traditional, ancestral, Indigenous ways of knowing based in culturally 
and linguistically specic values and norms that American Indian and Alaska Native communities will 
thrive on their own terms. 
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INDIVIDUAL SELF-SUFFICIENCY: Individual self-sufficiency contributes to tribal self-sufficiency and the 
responsibilities of sovereign nations to their people. …availability, accessibility, and/or oversight of 
education and training opportunities; access to Native foods; access to prevention and treatment 
resources to address unique behavioral health challenges that exist in communities; referral networks 
across systems that support well-being; and law enforcement agreements, among others.   

DATA: … improving data accuracy, availability, and access offers real opportunities to improve 
definitions for data collection; strengthen Tribal data collection systems; provide capacity building for 
tribes and partners on how to collect and manage data that is tribally owned; interpret and use data to 
improve systems and programs; and create systems that allow partners to benet from available data. 

TRIBAL LEADERSHIP: To be most effective on behavioral health matters, Tribal leaders must be informed 
about problems in their communities; lead community-based dialogs to hear from their people about 
behavioral health and factors that influence wellness; work with their Tribal councils and with a range of 
Federal departments and agencies to address prevention as well as systems, facilities, and service needs; 
and seek, identify, and/or champion funding and programs that most effectively support behavioral 
health needs. 

Communications 

Plan for regular communications to manage change. It is especially important to develop ongoing support for 
integration efforts that can take months to years to fully realize. Weave storytelling formally and informally 
into discussions, meetings and presentations. 

• Share stories to learn from success and failure 
• Share stories of resource commitment – people, time, funds, political will 
• Share stories of breaking down silos, working across specialties 
• Share stories to reduce stigma surrounding behavioral and mental health services 
• Share stories to celebrate success 

For specific tips on engaging Tribal leaders, try suggestions from the Engaging Tribal Leaders Toolkit from the 
National Indian Health Board. 

As this work continues, we hope to have a complete library of Tribal Behavioral Health Integration stories. To 
begin, check out the first stories. 

• Lower Elwha – Workflow Mapping Exercise. 
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TRIBAL BEHAVIORAL HEALTH INTEGRATION CHECKLIST 
Adapted from “Patient-Centered Integrated Behavioral Health Care Principles & Tasks Checklist” , AIMS Center, 
University of Washington None Some Most/All 

 

of our patients receive this 
service 

Core Components and Tasks       
1. Patient Identifcation and Diagnosis        
Screen for behavioral health problems using valid instruments        
Diagnose behavioral health problems and related conditions       
Use valid measurement tools to assess and document baseline symptom severity        
        
2. Engagement in Integrated Care Program        
Introduce collaborative care team and engage patient in integrated care program Initiate 
patient tracking in population-based registry        
3. Evidence-based Treatment        
Develop and regularly update a biopsychosocial treatment plan        
Provide patient and family education about symptoms, treatments, and self- management 
skills        
Provide evidence-based counseling (e.g., Motivational Interviewing, Behavioral Activation)       
Gather data on success of integrated care to include  Traditional Healing or other 
Community Defined Practices        
Provide evidence-based psychotherapy (e.g., Problem Solving Treatment, Cognitive 
Behavioral Therapy, Interpersonal Therapy)        
Prescribe and manage psychotropic medications as clinically indicated Change or adjust 
treatments if patients do not meet treatment targets        
4. Referral and integration        
Knowledge of and coordinated referral system for treatment and intervention options 
including Traditonal Healers and Alternative medicine       
Tribal/Organizational  Release of Information in place in order to protect pateint data and 
allow for appropriate sharing of information.       

5. Systematic Follow-up, Treatment Adjustment, and Relapse Prevention        
Use population-based registry to systematically follow all patients Proactively reach out to 
patients who do not follow-up       
Monitor treatment response at each contact with valid outcome measures Monitor treatment 
side effects and complications        
Identify patients who are not improving to target them for psychiatric consultation and 
treatment adjustment       
Create and support relapse prevention plan when patients are substantially improved        

6. Communication and Care Coordination        
Coordinate and facilitate effective communication among providers Engage and support 
family and signi cant others as clinically appropriate        
Facilitate and track referrals to specialty care, social services, and community- based 
resources        

7. Systematic Psychiatric Case Review and Consultation        
Conduct regular (e.g., weekly) psychiatric caseload review on patients who are not 
improving        
Provide speci c recommendations for additional diagnostic work-up, treatment changes, or 
referrals       
Provide psychiatric assessments for challenging patients in-person or via telemedicine        

8. Program Oversight and Quality Improvement       
Provide administrative support and supervision for program Provide clinical support and 
supervision for program        
Routinely examine provider- and program-level outcomes (e.g., clinical outcomes, quality of 
care, patient satisfaction) and use this information for quality improvement        
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Tribal Behavioral Health Integration Tool 
Key Metrics of the Six Levels of Behavioral Health Integration 

Use this tool for an initial and ongoing assessment along the continuum of Tribal Behavioral Health Integration. 

Integration Component: Clinical Delivery 

 

Adapted with permiss ion from Californ ia Consort ium for Urban Indian Health, Tradit ions of Health pro ject  
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Integration Component: Patient Experience 
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Integration Component: Organizational Integration 
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Integration Component: Business Model 
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Integration Component: Traditional Healing
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Additional Considerations: Traditional Healing Sustainability 
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Additional Consideration: Advantages and Weaknesses of Integration 
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COORDINATED 

 
CO-LOCATED 

 
INTEGRATED 

	

Level 1: Minimal 
Collaboration 

 

Level 2: Basic Collaboration 
at a Distance 

 

Level 3: Basic Collaboration 
Onsite 

 

Level 4: Close Collaboration 
Onsite with Some System 
Integration 

 

Level 5: Close Collaboration 
Approaching an Integrated 
Practice 

 

Level 6: Full Collaboration in a 
Transformed/Merged Integrated 
Practice 

	
Behavioral health, primary care, traditional health, and other healthcare providers work: 

	

In separate facilities where 
we: 

 

In separate facilities where 
we: 

 

In the same facility not necessarily 
same offices, where we: 

 

In the same space within the 
same facility, where they: 

 

In same space within the same 
facility (some shared space), 
where we: 

 

In same space within the same 
facility, sharing all practice space, 
where we: 

	            

		 Have separate systems    Have separate systems   Have separate systems   
Share some systems, like 
scheduling or medical records   

Actively seek system solutions 
together or develop work-a-
rounds   

 Have resolved most or all system 
issues, functioning as one 
integrated system 

		

Communicate about cases 
rarely and under compelling 
circumstances   

Communicate periodically 
about shared patients   

Communicate regularly about 
shared patients, by phone or 
email   

Communicate in person as 
needed   

Communicate frequently in 
person   

Communicate consistently at the 
system, team and individual 
levels 

		
Communicate, driven by 
provider need   

Communicate, driven by 
specific patient issues   

Collaborate, driven by 
operational standards   

Collaboration, driven by need 
for consultation and 
coordinated plans for difficult 
patients   

Collaborate, driven by desire to 
be a member of the care team   

Collaborate, driven by shared 
concept of team care 

		
Communicate, driven by 
patient request   

 Communicate, driven by 
client request   

Collaborate, driven by need for 
each other’s services and more 
reliable referral   

Have regular face-to-face 
interactions about some 
patients   

Have regular team meeting to 
discuss overall patient care and 
specific patient issues   

Have formal and informal 
meetings to support integrated 
model of care 

		
Communicate, driven by 
community request   

Communicate, driven by 
community request   

Meet occasionally to discuss 
cases due to close proximity   

Have a basic understanding of 
roles and culture   

Have an in-depth understanding 
of roles and culture   

Have roles and cultures that blur 
and blend 

		 May never meet in person   
May meet as part of larger 
community   

Feel part of a larger yet non-
formal team   

Have respect for each other’s 
practice   

Have institutional support and 
encouragement for 
collaboration   

Have institutional support and 
expectation of collaboration 

		
Have limited understanding 
of each other's roles   

Have a theoretical 
understanding of each 
other’s practice   

Have basic understanding of 
each other’s practice   

Have some institutional support 
for collaboration   

Have a basic operational 
structure   

Have a comprehensive operation 
structure 

		

Have limited understanding 
of each other's healing 
modalities   

Appreciate each other’s roles 
as resources   

Have respect for each other’s 
practice   

Lack a basic operational 
structure   

Have general protocol for 
collaboration, but lack QI 
structure to ensure collaboration   

Have a comprehensive QI 
structure to ensure continued 
quality improvement 

		
Have limited understanding 
of each other's capacity   

Have little-to-no institutional 
support for collaboration   

Have some support for 
collaboration   

Lack of formal protocol for 
collaboration         

		
Skeptical about each other's 
effectiveness in practice       Lack operational structure             

		
Have no institutional support 
for collaboration       

Lack of formal protocol for 
collaboration             
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This worksheet is also available in Excel® format 

COLLABORATIVE CARE TASKS 
PLEASE MARK AN X WHERE APPROPRIATE STAFF 1 STAFF 2 STAFF 3 STAFF 4 STAFF 5 STAFF 6 STAFF 7 

PARTNER 
AGENCY REFERRAL TOTAL # 

NAME:    
ROLE/TITLE:    

Identify and Engage Patients 
Identify People Who May Need Help                    
Screen for Behavioral Health Problems Using Valid 
Measures 

                   

Diagnose Behavioral Health Disorders                    
Engage Patient in Collaborative Care Program and 
Introduce Care Team                    

Initiate and Provide Treatment 
Perform Behavioral Health Assessment                    
Develop & Update Behavioral Health Treatment Plan                    
Patient Education about Symptoms & Treatment Options                    
Prescribe Psychotropic Medications                    
Patient Education about Medications & Side Effects                    
Brief Counseling, Activity Scheduling, Behavioral 
Activation 

                   

Evidence-based Psychotherapy (e.g., PST, CBT, IPT)                    
Identify & Treat Coexisting Medical Conditions                    
Facilitate Referral to Specialty Care or Social Services                    
Create & Support Relapse Prevention Plan                    
Track Treatment Outcomes 
Track Treatment Engagement & Adherence using 
Registry 

                   

Reach out to Patients who are Non-adherent or 
Disengaged 

                   

Track Patients’ Symptoms with Measurement Tool (e.g., 
PHQ-9) 

                   

Track Medication Side Effects & Concerns                    
Track Outcome of Referrals & Other Treatments                    
Proactively Adjust Treatment if Patients are Not Responding 
Assess Need for Changes in Treatment                    
Facilitate Changes in Treatment / Treatment Plan                    
Provide Caseload-Focused Psychiatric Consultation                    
Provide In-Person Psychiatric Assessment of Challenging                    



STEP 2: TEAM BUILDING & WORKFLOW GUIDE  Task Summary Worksheet          STEP 2 Continued 
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COLLABORATIVE CARE TASKS 
PLEASE MARK AN X WHERE APPROPRIATE STAFF 1 STAFF 2 STAFF 3 STAFF 4 STAFF 5 STAFF 6 STAFF 7 

PARTNER 
AGENCY REFERRAL TOTAL # 

NAME:    
ROLE/TITLE:    

Patients 
Other Tasks Important for Our Program (add as needed) 
Coordinate Communication Among Team Members / 
Providers 

                   

Administrative Support for Program (e.g., Scheduling, 
Resources) 

                   

Clinical Supervision for Program                    
Training of Team Members in Behavioral Health                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
                    
Notes for Discussion 
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IDENTIFY AND ENGAGE PATIENTS 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Identify People Who May Need Help 

    

Screen for Behavioral Health Problems 
Using Valid Measures     

Diagnose Behavioral Health Disorders     

Engage Patient in Collaborative Care 
Program and Introduce Care Team     

Needed Organization-Level Changes 
Staff Hires 
Staff Training 
Clinical Supervision 
Administrative Supervision 
Other Resources needed 

Notes: 

 



STEP 3: TEAM BUILDING & WORKFLOW GUIDE Clinical Workflow Plan  STEP 3 Continued 
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INITIATE AND PROVIDE TREATMENT 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Perform Behavioral Health Assessment  
    

Develop & Update Behavioral Health 
Treatment Plan     

Patient Education about Symptoms & 
Treatment Options     

Prescribe Psychotropic Medications     

Patient Education about Medications & 
Side Effects     

Brief Counseling, Activity Scheduling, 
Behavioral Activation     

Evidence-based Psychotherapy (e.g., 
PST, CBT, IPT) 
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INITIATE AND PROVIDE TREATMENT (CONTINUED) 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Identify & Treat Coexisting Medical 
Conditions     

Facilitate Referral to Specialty Care or 
Social Services     

Create & Support Relapse Prevention 
Plan     

Needed Organization-Level Changes 
Staff Hires 
Staff Training 
Clinical Supervision 
Administrative Supervision 
Other Resources needed 

Notes: 

 



STEP 3: TEAM BUILDING & WORKFLOW GUIDE Clinical Workflow Plan  STEP 3 Continued 
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TRACK TREATMENT OUTCOMES 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Track Treatment Engagement & 
Adherence using Registry 

    

Reach out to Patients who are 
Non-adherent or Disengaged     

Track Patients’ Symptoms with 
Measurement Tool (e.g., PHQ-9)     

Track Medication Side Effects & 
Concerns     

Track Outcome of Referrals & Other 
Treatments     

Needed Organization-Level Changes 
Staff Hires 
Staff Training 
Clinical Supervision 
Administrative Supervision 
Other Resources needed 

Notes: 

 



STEP 3: TEAM BUILDING & WORKFLOW GUIDE Clinical Workflow Plan  STEP 3 Continued 
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PROACTIVELY ADJUST TREATMENT IF PATIENTS ARE NOT RESPONDING 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Assess Need for Changes in Treatment  

    

Facilitate Changes in Treatment / 
Treatment Plan      

Provide Caseload-Focused Psychiatric 
Consultation     

Provide In-Person Psychiatric 
Assessment of Challenging Patients     

Needed Organization-Level Changes 
Staff Hires 
Staff Training 
Clinical Supervision 
Administrative Supervision 
Other Resources needed 

Notes: 
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OTHER TASKS IMPORTANT FOR OUR PROGRAM (ADD AS NEEDED) 
 
COLLABORATIVE CARE TASKS WHO 

Name / Discipline 
 

HOW 
Process (Including Hand-offs) & 
Communication Methods (e.g., telephone, mail) 

WHEN 
In terms of patient flow 
and time constraints 

WHERE 
Clinic? Partner agency? 
Through an external referral? 

Coordinate Communication Among 
Team Members / Providers     

Administrative Support for Program (e.g., 
Scheduling, Resources)     

Clinical Supervision for Program     

Training of Team Members in Behavioral 
Health     

     

     

     

Needed Organization-Level Changes 
Staff Hires 
Staff Training 
Clinical Supervision 
Administrative Supervision 
Other Resources needed 

Notes: 

 



Step 1: Team Member Self‐Assessment 
Conditions for which you plan to provide clinical care (select all that apply) Name and role in the clinic? 

 
 
 
_____________________________________ 

 Depression  Substance Abuse 
 Anxiety (e.g., PTSD)  Other Mental Disorders 
 _____________________________ 

 

©2013 University of Washington – AIMS Center http://uwaims.org 

Collaborative Care Tasks Is This Your 
Role Now? 

If Not, Whose Role? Your Organization’s 
Capacity with This Task? 

Your Level of Comfort 
with This Task 

Would You Like Training 
to Perform This Task? 

Identify and Engage Patients Yes    No Position title High    Med/Low High    Med/Low Yes    No 
Identify People Who May Need Help                             
Screen for Behavioral Health Problems 
Using Valid Measures 

                            

Diagnose Behavioral Health Disorders                              
Engage Patient in Collaborative Care Program and 
Introduce Care Team 

                            

Initiate and Provide Treatment Yes    No  High    Med/Low High    Med/Low Yes    No 
Perform Behavioral Health Assessment                              
Develop & Update Behavioral Health Treatment 
Plan 

                            
Patient Education about Symptoms & Treatment 
Options 

                            

Prescribe Psychotropic Medications                             
Patient Education about Medications & Side Effects                             
Brief Counseling, Activity Scheduling, Behavioral 
Activation  

                            
Evidence-based Psychotherapy (e.g., PST, CBT, 
IPT) 

                            

Identify & Treat Coexisting Medical Conditions                             
Facilitate Referral to Specialty Care or Social 
Services  

                            

Create & Support Relapse Prevention Plan                             
Track Treatment Outcomes Yes    No  High    Med/Low High    Med/Low Yes    No 
Track Treatment Engagement & Adherence using 
Registry 

                            
Reach out to Patients who are Non-adherent or 
Disengaged 

                            
Track Patients’ Symptoms with Measurement Tool 
(e.g., PHQ-9) 

                            

Track Medication Side Effects & Concerns                             
Track Outcome of Referrals & Other Treatments                             
Proactively Adjust Treatment if Patients are 
Not Responding 

Yes    No  High    Med/Low High    Med/Low Yes    No 

Assess Need for Changes in Treatment                              
Facilitate Changes in Treatment / Treatment Plan                              
Provide Caseload-Focused Psychiatric 
Consultation 

                            
Provide In-Person Psychiatric Assessment when 
Needed 

                            

Other Tasks Important for Our Program  
(add tasks as needed) 

Yes    No  High    Med/Low High    Med/Low Yes    No 

Coordinate Communication Among Team Members 
/ Providers 

                            

Administrative Support for Program (e.g., 
Scheduling, Resources) 

                           

Clinical Supervision for Program                             
Training of Team Members in Behavioral Health                             
 



 

 

 

Guidelines on Caseload Size for Behavioral Health Care Managers and 

Psychiatric Consultants 
In a collaborative care model, the size of the patient caseload that can be effectively managed by a full-

time or nearly full-time care manager and their psychiatric consultant is a function of: 1) program scope 

and complexity and 2) the socioeconomic characteristics of the target population. The information 

below provides guidance in estimating appropriate caseload size based on the experience of existing 

programs and past studies. Examples from existing collaborative care programs and studies follow. 

 

We recommend hiring full-time or nearly full-time care manager positions as much as is feasible, even if 

the position must cover two or more smaller clinics to justify the FTE.  Behavioral health care managers 

who are assigned numerous other duties in a fast-paced clinic setting often tend to fall behind on 

managing their caseload effectively. 

Guidelines for Psychiatric Consultant FTE 

For each full-time or nearly full-time care manager, we recommend planning for around 0.075 FTE (i.e., 

3 hours/week) of psychiatric consultant time. 

Caseload Matrix for a Full Time (1.0 FTE) Care Manager 
  

 

 

 

 
 

Caseload ~ 90-150 
 
target population - commercially 
insured older adults 

target condition(s) - behavioral (e.g., 
depression, anxiety, etc.) 

program complexity - low 

 

 

Caseload ~ 80-100 
 
target population - commercially 
insured 

target condition(s) - behavioral and 
medical (e.g., depression, 
hypertension, heart disease, etc.) 

program complexity - medium to high 

Caseload ~ 60-80  
 

target population - Medicaid and 
uninsured  

target condition(s) - behavioral (e.g., 
depression, anxiety, etc.) 

program complexity - low 

 
Caseload ~ 50-75 
 

target population - Medicaid and 
uninsured adults, other vulnerable 
populations 

target conditions - behavioral and 
medical (e.g., depression, 
hypertension, heart disease, etc.) 

program complexity - high

Program Scope and Complexity 

 

Adequate 

income; 

Intact 

support 

networks  

 

 

 

Behavioral Health Collaborative Care 

 

Multi-Condition Collaborative Care 

 

 

Limited Social 

Supports; Low 

income; 

Homeless 

 

P
o

p
u
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o
n

 

P
o

p
u
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o
n
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Typical Caseloads in Collaborative Care Studies and Existing Programs 

DIAMOND - Depression Improvement Across Minnesota, Offering a New Direction   

9 health plans, 25 medical groups and more than 80 primary care clinics in Minnesota  

Target population:   Mostly commercially insured adults  

Targeted conditions:  Depression (PHQ-9 ≥10) 

Program complexity:   Low 

Care managers:  Typically social workers, psychologists, nurses, certified medical 

assistants 

Typical caseload for a full-time (or nearly full-time) care manager:  Between 90-120 patients 

IMPACT - Improving Mood: Providing Access to Collaborative Treatment 

Target population:   Commercially insured older adults 

Targeted conditions:   Depression 

Program complexity:   Low-moderate 

Care managers:  Nurses, psychologists   

Typical caseload for a full-time (or nearly full-time) care manager:  Around 100 to 120 or more were 

assigned in the IMPACT research study, depending on how the program was structured at individual 

clinic. 

MHIP - Mental Health Integration Program  

150 FQHC and other safety net clinics in Washington State 

Target population:   Medicaid and uninsured adults, other vulnerable populations 

Targeted conditions:   Anxiety, PTSD, depression, serious mental illness, other mental health, 

substance use 

Program complexity:   High 

Care managers:   Mostly LCMSWs, some RNs 

Typical caseload for a full-time (or nearly full-time) care manager:  Around 50-75 patients; with care 

managers supported by community health workers or outreach staff able to support larger caseloads. 

Some full time care manager positions are split between two clinics. 

TEAMcare - also known as Group Health Multi-Condition Collaborative Care  

Eight-clinic study in Puget Sound clinics 

Target population:  Commercially insured adults who have depression as well as heart 

disease and/or hypertension. 

Targeted conditions:   Depression, diabetes, coronary heart disease 

Program complexity:   High 

Care managers:   Registered nurses 

Typical caseload for a full-time (or nearly full-time) care manager: Around 80-100 patients; the study 

used part time RNs (usually 0.6 FTE or greater) who were carrying caseloads across 2-3 clinics. 
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AMERICAN	INDIAN	HEALTH	COMMISSION		
FOR	WASHINGTON	STATE	

SAMPLE JOB DESCRIPTION: BEHAVIORAL HEALTH CARE [SPECIALIST]  

Typical Workload & Resource Requirements  

SAMPLE JOB DESCRIPTION adapted from “Behavioral Health Care Manager Role and Job Description”, AIMS Center, University of 
Washington. 

The Tribal behavioral health care specialist is a core member of the collaborative care team.  The core team 
includes the patient’s medical provider and psychiatric consultant.  The BH Care Specialist will also collaborate with 
the larger primary care team or medical team. BHI care focuses on individuals with behavioral health 
issues, systematic care management using validated rating scales, however, does not focus on preventive 
services.  

The BH Care Specialist is responsible for supporting and coordinating the mental and physical health care of 
patients on an assigned patient caseload with the patient’s medical provider and, when appropriate, other mental 
health providers.  

DUTIES AND RESPONSIBILITIES  

1. Support the mental and physical health care of patients on an assigned patient caseload. Closely 
coordinate care with the patient’s medical provider and, when appropriate, other mental health and 
traditional health providers.  

2. Screen and assess patients for common mental health and substance abuse disorders. Facilitate patient 
engagement and follow-up care.  

3. Inform patient of Tribal / Organizational treatment resources and options.  Create and update list of 
Tribal/Organizational care providers and options available for BH or SUD treatment. 

4. Provide patient education about common mental health and substance abuse disorders. 
5. Systematically track treatment response using and evidence-based assessment tool and monitor patients (in 

person or by telephone) for changes in clinical symptoms and treatment side effects or complications.  
6. Work with Care Team to develop and track treatment plan with patients, including treatment goals. 
7. Support psychotropic medication management as prescribed by medical providers, focusing on treatment 

adherence monitoring, side effects, and effectiveness of treatment.  
8. Provide brief behavioral interventions using evidence-based techniques such as behavioral activation, 

problem-solving treatment, motivational interviewing, or other treatments as appropriate.  
9. Provide or facilitate in-clinic or outside referrals to evidence-based psychosocial treatments (e.g. problem-

solving treatment or behavioral activation) as clinically indicated.  
10. Participate in periodic Tribal or Organization inter-department meetings pertaining to patient advocacy 

and collaboration of resources and services (such as Housing, Victims Advocacy, TANF, etc.) 
11. Participate in regularly scheduled (usually weekly) caseload consultation with the psychiatric consultant and 

communicate resulting treatment recommendations to the patient’s medical provider. Consultations will focus 
on patients new to the caseload and those who are not improving as expected under the current treatment 
plan. Case reviews may be conducted by telephone, video, or in person.  

12. Track patient follow up and clinical outcomes, including assessment results, using a registry. Document in-
person and telephone encounters in the registry and use the system to identify and re-engage patients. 
Registry functions can be accomplished through an EHR build, on a spreadsheet used in conjunction with an 
EHR, or can be built into a stand-alone clinical management tracking system that may or may not be linked 
to an EHR.  
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13. Document patient progress and treatment recommendations in EHR and other required systems so as to be 
shared with medical providers, psychiatric consultant, and other treating providers.  

14. Facilitate treatment plan changes for patients who are not improving as expected in consultation with the 
medical provider and the psychiatric consultant and who may need more intensive or more specialized 
mental health care 

15. Facilitate referrals for clinically indicated services outside of the organization (e.g., social services such as 
housing assistance, vocational rehabilitation, mental health specialty care, substance abuse treatment). 

16. Develop and complete relapse prevention self-management plan with patients who have achieved their 
treatment goals and are soon to be discharged from the caseload.  

17. Report overall progress of population-based BH intervention to Integration and/or Quality Improvement 
team.  Be able to share strategies for successful health care integration with leadership and other teams as 
needed. 

TRAINING & LICENSURE REQUIREMENTS  

It is recommended that a behavioral health care specialist have specialized training and meet clinical licensure 
requirements so as to be able to provide brief psychosocial interventions such as problem-solving treatment.  
However, AIHC is reviewing the possibility of utilizing trained community health staff, such as specialized CHRs, to  

Licensures and educational preparation recommended by the AIMS Center 
include:  

o Licensed Mental Health Counselor/Professional Counselor  
o Licensed Marriage and Family Therapist  
o Licensed Social Worker  
o Registered Nurse (BSN recommended)  
o Nurse Practitioner 

Licensed Psychologist  
o Masters-level licensure candidate/trainee (e.g. LMSW)  

Please review CMS requirements to inform your staffing decisions (see links 
below). If you elect to hire staff without the licensure or educational 
background listed above, plan to have a strong training program, good 
clinical supervision and mentoring in place for care managers, and 
identify resources for patients access brief psychosocial interventions. 

• CMS FAQ Sheet: https://www.cms.gov/Medicare/Medicare-Fee-
for-Service- Payment/PhysicianFeeSched/Downloads/Behavioral-
Health-Integration-FAQs.pdf  

• CMS FAQ Sheet for FQHCs & RHCs: 
https://www.cms.gov/Medicare/Medicare-Fee-for-Service- 
Payment/FQHCPPS/Downloads/FQHC-RHC-FAQs.pdf  

OTHER REQUIREMENTS TO CONSIDER IN JOB DESCRIPTIONS  

o Demonstrated ability to collaborate and communicate effectively in 
a team setting.  

o Understand cultural considerations for the population served. 
o Understanding and appreciation of Community Defined Practices 

(CDPs) such as traditional healers or traditional therapeutic 
opportunities/resources. 

 

CY 2017 PFS final rule, (81 FR 
80231), the behavioral health 
care manager is a designated 
member of the care team with 
formal education or specialized 
training in behavioral health 
(which would include a range of 
disciplines, for example, social 
work, nursing, and psychology), 
but Medicare did not specify a 
minimum education requirement. 
They may or may not be a 
professional who meets all the 
requirements to independently 
furnish and report services to 
Medicare. The behavioral health 
care specialist must be available 
to provide services face-to-face 
with the beneficiary, have a 
continuous relationship with the 
beneficiary, and have a 
collaborative, integrated 
relationship with the rest of the 
care team. He or she must also be 
able to engage the beneficiary 
outside of regular clinic hours as 
needed.  
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o Ability to engage patient outside of regular clinic hours as needed; with awareness of cultural norms and 
considerations with non-clinical engagement of patient. 

o Ability to maintain effective and professional relationships with patient and other members of the care 
team.  

o Ability to protect patient confidentiality and protect against conflicts of interest. 
o Experience with screening for common mental health and/or substance abuse disorders.  
o Working knowledge of differential diagnosis of common mental health and/or substance abuse disorders, 

when appropriate.  
o Ability to effectively engage patients in a therapeutic relationship, when appropriate.  
o Ability to work with patients by telephone as well as in person.  
o Experience with assessment and treatment planning for common mental health and/or substance use 

disorders.  
o Working knowledge of evidence-based psychosocial treatments and brief behavioral interventions for 

common mental health disorders, when appropriate (e.g., motivational interviewing, problem-solving 
treatment, behavioral activation).  

o §  Basic knowledge of psychopharmacology for common mental health disorders that is within appropriate 
scope of practice for type of provider filling role.  

o §  Experience with evidence-based assessment and counseling techniques  

FTE RESOURCE REQUIREMENTS  

The following table was created by the AIMS Center’s and can be found in the Guidelines for Behavioral 
Health Behavioral health care manager Caseload Size.  This table may be helpful in estimating FTE 
requirements for behavioral health care managers.  

 



 

 

 

 

Basic Coding for Integrated Behavioral Health Care 
Always check with your state and all payers to determine the necessary qualifications for the designated 

billing providers. Not all states or payers reimburse for every code.  

 

Essential CPT Psychotherapy codes for the clinically licensed Care Manager: 

90791: Psychiatric evaluation without medical services 
90832:  16 – 37 minutes of individual counseling or family counseling (with or without patient) 
90834: 38 – 52 minutes of individual counseling or family counseling (with or without patient) 
90837: 53+ minutes of individual or family as above 
90785: Psychotherapy Complex Interactive (list separately in addition to code for primary 

procedure) 
90853: Group Therapy 

 
Essential CPT codes for the Consulting Psychiatric Provider (face-to-face only): 

90792: Psychiatric evaluation with medical services 
99201-99205: EM codes for initial visit with medicine components 
99211-99215: EM codes for follow up visits with medicine components 

EM codes can be combined with these counseling codes, if applicable: 
90832: 16 – 37 minutes of individual counseling or family counseling (with or without patient) 
90834: 38 – 52 minutes of individual counseling or family counseling (with or without patient) 
90837: 53+ minutes of individual or family, as above 
90785: Psychotherapy Complex Interactive (list separately in addition to code for primary 

procedure) 
 
SBIRT Brief Intervention CPT codes, billable by Care Manager and Psychiatric Consultant: 

99408 (Medicaid/Private):  
G0396 (Medicare): 

15-30 minutes Full Screening and Brief Intervention for substance misuse 

99408 (Medicaid/Private): 
G0396 (Medicare): 

30+ minutes Full Screening and Brief Intervention for substance misuse 

 
Screening Codes billable by Primary Care Provider:  

G0444: Medicare Depression Screen – 15 minutes 
96127:  (Brief emotional /behavioral assessment) can be billed for a variety of screening tools, 

including the PHQ-9 for depression 
 
Medicare BHI/Collaborative Care Model codes billed under the Primary Care Provider: 

G0502: First 70 minutes in first calendar month of Collaborative Care Model (CoCM) services 
G0503:  First 60 minutes in any subsequent calendar month of CoCM services 
G0504: Each additional 30 minutes in any calendar month of CoCM services 
G0507: A minimum of 20 minutes in one month for general BHI services 

 

For more information about the Medicare BHI/Collaborative Care Model codes, see the AIMS Center 

CMS BHI/CoCM Cheat Sheet. 

http://aims.uw.edu/resource-library/cms-collaborative-care-payment-cheat-sheet


BUSINESS	CASE	FOR	BEHAVIORAL	HEALTH	PRO	FORMA	MODEL
modified	by	American	Indian	Health	Commission	for	Tribal	Behavioral	Health	Integration	Toolkit	-	2018

Core	Assumptions:
Panel	size 650 650 Average	Visit	Scheduled	Time 15
Encounters 1800 1800 Estimated	time	saved	by	diverting 11
Payer	Mix 		to	a	behaviorist

Medicaid 40% Average	visits	per	hour 3
Medicare 12% Transition	training	time 16
Commercial 8%
Sliding	fee	scale 10% SBIRT	screenings	that	triage	for	intervention 16%
IHS	Encounter	Rate 30%

Average	Reimbursement	per	visit 135.00$			 Projected	proportion	that	could	be	diverted	to 50%
Medicare	SBIRT	Reimbursement 	Behaviorist

G0396 29.62$						 Slots	created	as	a	result	of	integration	model 105.6
G0397 57.69$						

Medicaid	SBIRT	ReimbursementH0049 Estimated	Medicare	SBIRT	Screens 216
H0049 24.00$						 Estimated	Medicaid	SBIRT	Screens 720
H0050 48.00$						 Estimated	Medicare	Screen	&	Intervention 34.56

IHS	Encounter	Rate	for	2018 427.00$			 Estimated	Medicaid	Screen	&	Intervention 115.2
Medicare	encounters 216

Provider	Hourly	Rate 85.00$						 Medicaid	encounters 720
RN	Hourly	Rate 40.00$						 IHS	encounters 540
Medical	Assistant	Hourly	Rate 20.00$						
Behaviorist	Hourly	Rate $45.00 $99,750 $75,000 Base	salary	 33% Benefits

2080 Hours	worked	a	year
Costs Salary	Resource Time Lost	Revenue

S Screening	
I Intervention 49,875.00$						
T Transition	Costs 2,320.00$								 16 $6,480

Subtotal
Revenue

X Screening	Reimbursement 23,677.92$						
P Gains	in	Productivity $14,256.00
	R Reimbursement	for	Screen	and	Treatment 3,734.90$								
N Native	American	-		IHS	rate	 230,580.00$			

Net	Business	Case 213,573.82$																



BUSINESS	CASE	FOR	BEHAVIORAL	HEALTH	PRO	FORMA	MODEL

minutes
minutes

hours

Totals

49,875.00$																														
8,800.00$																																

58,675.00$																			

23,677.92$																														
$14,256
3,734.90$																																

230,580.00$																												
272,248.82$																	

213,573.82$																
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Cheat Sheet on Medicare Payments for 
Behavioral Health Integration Services 

Updated: November 14, 2017 

Medicare pays for services provided to patients participating in a collaborative care program or receiving other 
behavioral health integration (BHI) services. The payment structure may be used for patients with any 
behavioral health condition being addressed by the treating provider, including substance use disorders.  

The codes described below are not billable by Federally Qualified Health Centers or Rural Health Clinics. For 
information on BHI codes for FQHC and RHC practices; see http://aims.uw.edu/resource-library/cms-behavioral-
health-integration-payment-cheat-sheet-fqhcs-and-rhcs.  

Useful online resources describing the CMS Medicare G-codes in 2017 include the following: 
 Fact Sheet: https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-Fact-Sheet.pdf

 FAQ: https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-FAQs.pdf

The codes for the Collaborative Care Model (CoCM) are billed by the treating provider as “incident to” codes and 
incorporate the services of all three members of the collaborative care team: the treating provider, the 
behavioral health care manager, and the psychiatric consultant.  

99492 (formerly G0502) – First 70 minutes in the first calendar month for behavioral health care manager 
activities, in consultation with a psychiatric consultant and directed by the treating provider. Must include: 

 Outreach and engagement of patients;

 Initial assessment, including administration of validated scales and resulting in a treatment plan;

 Review by psychiatric consultant and modifications, if recommended;

 Entering patients into a registry and tracking patient follow-up and progress, and participation in weekly
caseload review with psychiatric consultant; and

 Provision of brief interventions using evidence-based treatments such as behavioral activation, problem
solving treatment, and other focused treatment activities.

99493 (formerly G0503) – First 60 minutes in a subsequent month for behavioral health care manager 
activities. Must include: 

 Tracking patient follow-up and progress;

 Participation in weekly caseload review with psychiatric consultant;

 Ongoing collaboration and coordination with treating providers;

 Ongoing review by psychiatric consultant and modifications based on recommendations;

 Provision of brief interventions using evidence based treatments;

 Monitoring of patient outcomes using validated rating scales; and

 Relapse prevention planning and preparation for discharge from active treatment.

99494 (formerly G0504) – Each additional 30 minutes in a calendar month of behavioral health care manager 
activities listed above.  
Listed separately and used in conjunction with 99492 and 99493.  

http://aims.uw.edu/resource-library/cms-behavioral-health-integration-payment-cheat-sheet-fqhcs-and-rhcs
http://aims.uw.edu/resource-library/cms-behavioral-health-integration-payment-cheat-sheet-fqhcs-and-rhcs
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-Fact-Sheet.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-Fact-Sheet.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-FAQs.pdf
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/Downloads/Behavioral-Health-Integration-FAQs.pdf
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Payment for General Behavioral Health Integration Services 
CMS provides a separate payment for behavioral health integration services that are delivered outside of the 
CoCM benefit. A behavioral health care manager with formal or specialized education is not required. The rules 
allow “clinical staff” to provide these services using the same definition as applied under the Chronic Care 
Management benefit.  

99484 (formerly G0507) – Care management services for behavioral health conditions - At least 20 minutes of 
clinical staff time per calendar month. Must include: 

 Initial assessment or follow-up monitoring, including use of applicable validated rating scales;

 Behavioral health care planning in relation to behavioral/psychiatric health problems, including revision
for patients who are not progressing or whose status changes;

 Facilitating and coordinating treatment such as psychotherapy, pharmacotherapy, counseling and/or
psychiatric consultation; and

 Continuity of care with a designated member of the care team.

Medicare CPT Payment Summary 2018 

CPT Description 
Payment/Pt  

(Non-Facilities) 
Primary Care Settings 

Payment/Pt (Fac) 
Hospitals and 

Facilities 

99492 Initial psych care mgmt, 70 min/month - CoCM $161.28 $90.36 

99493 Subsequent psych care mgmt, 60 min/month - CoCM $128.88 $81.72 

99494 Initial/subsequent psych care mgmt, additional 30 min CoCM $66.60 $43.56 

99484 Care mgmt. services, min 20 min – General BHI Services $48.60 $32.76 

Initiating Visit, Consent, and Co-Payments 
An initiating visit is required prior to billing for the 99492, 99493, 99494, and 99484 codes. This visit is required 
for new patients and for those who have not been seen within a year of commencement of integrated 
behavioral health services. This visit will include the treating provider establishing a relationship with the 
patient, assessing the patient prior to referral, and obtaining broad beneficiary consent to consult with 
specialists that can be verbally obtained but must be documented in the medical record. Medicare beneficiaries 
must pay any applicable Part B co-insurance for these billing codes.  

Behavioral Health Care Manager Qualifications 
The behavioral health care manager has formal education or specialized training in behavioral health, which 
could include a range of disciplines including social work, nursing, and psychology, but need not be licensed to 
bill traditional psychotherapy codes.  

Provision of Additional Psychotherapy and Psychiatric Services  
Behavioral health care managers qualified to bill traditional psychiatric evaluation and therapy codes for 
Medicare recipients may bill for additional psychiatric services in the same month. However, time spent on 
these activities for services reported separately may not be included in the services reported using time applied 
to 99492, 99493, 99494, or 99484. Similarly, psychiatric consultants working in the CoCM model may also 
furnish face-to-face services directly to the patient but may not bill for the same time using multiple codes.  



Contact:		Jen	Olson,	AIHC	Tribal	BHI	Consultant			phone:	503-901-4523		email:	jenolson@gmail.com
	 	 	

Behavioral	Health	Integration	

Tribe:																																Date:			

“Mental	illness	and	substance	use	disorders,	together	called	behavioral	health,	are	
common	and	often	go	untreated	due	to	stigma,	lack	of	screening,	and	lack	of	access	to	
appropriate	care.…integrating	behavioral	health	care	services	into	primary	care	for	those	
with	behavioral	health	concerns	and	diagnoses	for	whom	accessing	services	through	
primary	care	would	be	appropriate.”		(from	Bree	Collaborative	Report):			
	
1.	Goals	setting	and	determine	population	(all	adults?		Adults	over	50?)	to	be	screened	
for	depression	(such	as	50%	reduction	in	patient	population	scoring	positive	on	PHQ-9	
by	2019...)	
	
2.	Workflow	planning		

a) who	does	the	initial	screen		
b) how	diagnosed	(PCP	or	Psychiatric	consultant)	
c) who	does	treatment	plan	with	patient	(goal	setting,	measures	of	progress)	
d) how	will	you	track	screening	and	progress	(choosing	a	registry)	
e) who	manages	the	depression	registry,	including	data	entry	
f) who	does	the	patient	reminders	
g) who	does	the	"brief	intervention",	such	as	MI,	PST		
h) who	does	the	re-screen	/	assessment	
i) who	is	responsible	for	case	management,	referral,	treatment...	

3.	Plan	for	measuring	outcomes	and	
developing	a	"plan,	do,	study,	act"	approach	
to	population	outcomes	and	refining	
"workflow"	if	needed	(CQI).	
	

Collaborative	Care	Model	(CoCM)		

A	model	of	behavioral	health	integration	
that	enhances	“usual”	primary	care	by	
adding	two	key	services:	care	management	
support	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.	

	



LOWER ELWHA  - Behavioral Health Integration - Workflow Mapping Exercise 

The Behavioral Integration Team meets weekly. Around the 
table from left to right: Terresa Demore, Business Mgr.; 

guest Amy Etzler, P-TCPI; Syndey Soelter, Mental Health 
Mgr.; guest Maria Klemesrud, Qualis Health Practice 

Coach; Tracey Sanchez, Dental; Wahji Kasten, Naturopath 
and Interim Med Dir.; Stormy Howell, Chemical 

Dependency Mgr.; Meriah Gille, QI Coordinator 

D ozens of questions popped up once the exercise started. 
When would the client be referred? Who would make the 

appointment, dental or CD? Which of the potential five metric 
available would the group want to monitor, pre or post? How 
would these change impact the clients and what to do about 
clients who might not want to participate? At what point would 
dental services become part of an SUD treatment plan? How 

would the other parts of care, medical and mental health, know 
this was happening? Who will be responsible for follow through? 
 
The Lower Elwha team meets weekly, rotating meeting themes 
between attending webinars on behavioral health integration, 
meeting with a practice improvement coach and tackling projects 
as a multi-department team. In late November the team met to 
map out a workflow. While they have many projects in mind, for 
this meeting they chose to map out a referral pattern for clients 
of Klallam Counseling Services (KCS, their CD program) to meet 
the dental needs of patients. The group discussed the importance 

Step 1 
-Make sure all parties 
involved are at the table. 
-Map current workflow (pink). 

Step 2 
-Add in decisions points (yellow) 
and desired future flow (green). 

Step 3 
-Move sticky notes around 
as you discuss key concerns 
until the clearest path at 
this time emerges. 

of dental care for some clients taking back their life while dealing 
with substance use disorder. It was also important to clarify the 
referral pattern and follow up responsibility so that the dental 
program would be minimally impacted by any late minute 
cancellations or no-shows. 
 
The group started the exercise with solid steps that KCS already 

takes to enroll and refer clients. They then begin to build on to 
those steps, highlighted where decision points were and what future 
steps might look like.  
 
While certainly not completed in one exercise, it was a great 
jumping off point and their newly hired QI Coordinator has a 
frame of reference for this and future integration projects. 
 

For more information, please contact: 
Sydney ? Meriah? Other? 

Phone Number 
Email 

Sample Workflow Mapping Exercise 

Step 4 
-Use a PSDA cycle. 
-If possible choose metrics to 
monitor after making changes. 
-Walk through changes with a 
client to see it from their view. 
-Make changes and meet 
regularly to discuss impact. 
-Adjust as needed. 
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