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Veterans and Human Services Levy Strategies 4.2 and 3.1
Clinical Treatment Model for Integrated, Mental Health / Chemical Dependency Services: 
Overview of Collaborative, Stepped-Care
Collaborative, stepped care in primary care settings is an evidence- and outcomes-based model designed to address common mental disorders such as depression. The IMPACT model, developed and supported by faculty at the UW School of Medicine, is a collaborative, stepped care model.  See http://impact-uw.org for more information about this model of care, including an annotated bibliography of recent research studies.
The model is coupled with a robust patient tracking system or registry that is used to ensure better clinical outcomes and conserve program resources. The tracking system can be online or PC-based.

Recently, the model has been adapted and enhanced to address the complex needs of the King County’s GA-U population, which typically experiences high levels of mental illness and co-occurring disorders.  

The information below about collaborative, stepped care is excerpted and adapted from the February 25, 2008, draft of the GA-U Mental Health Pilot Care Coordinator Handbook. For more information about the GA-U pilot project, please contact Betsy Jones, Community Health Plan consultant to this pilot project, at betsy@cjcopy.com 
Essential Program Elements

Essential program elements in collaborative, stepped care are described below: 
1.
Collaborative Care 

Collaboration is the cornerstone of this model, functioning in two main ways:

· The patient's primary care physician works with a care coordinator to develop and implement a treatment plan (medications and/or brief, evidence-based psychotherapy). 

· Care coordinator and primary care providers consult with a designated psychiatrist to help change treatment plans if patients do not improve.

2.
Care Coordinator

The care coordinator may be a nurse, social worker or psychologist and may be supported by a medical assistant or other paraprofessional.  As members of the treatment team, care coordinators communicate regularly with primary care providers to ensure that they are an integral part of the client’s mental health treatment.  Care coordinators facilitate care, provide brief therapeutic interventions, and refer clients to appropriate resources.  The care coordinator provides the following:

· Educates the patient about mental health conditions 

· Supports medication therapy prescribed by the patient's primary care provider if appropriate 

· Coaches patients using behavioral activation, motivational interviewing or other techniques 

· Offers brief (six-eight session) counseling, such as cognitive behavioral therapy

· Monitors symptoms for treatment response 

· Completes a relapse prevention plan with each patient who has improved
3.  Designated Psychiatrist
Consults with the care coordinator and primary care physician on the care of patients who do not respond to treatments as expected

4.  Outcome Measurement
Care coordinators measure symptoms at the start of a patient's treatment and regularly thereafter using brief, structured screening and clinical rating scales that are appropriate for the specific disorders that are being treated. 

5.  Stepped Care
· Treatment is adjusted based on clinical outcomes and according to evidence-based treatment algorithms 

· If patient is not significantly improved at 10-12 weeks after the start of a treatment plan, change the plan. The change can be an increase in medication dosage, a change to a different medication, addition or change of psychotherapy, a combination of medication and psychotherapy, or other treatments suggested by the team psychiatrist. 

Brief Mental Health Services Offered in Primary Care
In primary care and other settings, clients are first screened with the PHQ-9 (for depression), GAD-7 (for anxiety disorders), and other appropriate tools. Depending on the results of the screen, or based on the provider’s judgment, clients can be referred to care coordination for further screening and evaluation.  
The care coordinator then determines whether to enroll the client in services for ongoing treatment and monitoring in primary care. In primary care settings, patients receive brief mental health interventions for a fixed amount of time. Services offered in primary care are brief, structured, evidence-based services provided by care coordinators who are supporting the patient’s primary care providers. In some cases, and after consultation with a psychiatrist, a client may be referred to an appropriate provider of intensive specialty mental health care services. 

Psychiatric Consultation to Primary Care Teams
Care coordinators receive ongoing support from a designated consulting psychiatrist through weekly meetings to discuss caseloads and relevant issues. The psychiatrist is available to both primary care providers and care coordinators.  The psychiatrist works with the primary care team, either by phone or email, to address questions related to diagnosis, medication management, and other components of treatment planning.

The consulting psychiatrist assists the care team in determining when a referral is appropriate. In most cases, the consulting psychiatrist does not see clients in person (though in some cases this will be warranted); rather, the psychiatrist acts as a resource to primary care team, supporting the appropriate provision of mental health services and referrals through consultation and medication management recommendations. 
The consulting psychiatrist may, however, see patients for in-person consultation if clients are particularly challenging in terms of diagnosis or treatment planning. 
Psychiatric consultation includes:

· Population-focused, caseload consultation for care coordinator and primary care provider 
· Diagnostic consultation on difficult cases

· Consultation focused on patients not improving as expected

· Recommendations for additional treatment/referrals according to evidence-based guideline
�  For example, clinics and mental health agencies participating in the GA-U pilot are using the Mental Health Integrated Tracking System (MHITS), a web-based client registry and tracking system that allows for real-time patient management, outcomes tracking, and feedback to providers.  











