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By the end of this session, attendees will be able to:

Describe the reasons for medical multimorbidity in

Describe adults with serious mental illness.

Describe care plan related communication challenges

O bJeCt|VeS DIYelglel ] for adults with behavioral health diagnoses.

Identify 3 opportunities for improving collaboration and
L1014l communication between primary care and behavioral
health.




Meet David!
aka “the
Psychiatrist”

OHSU Department of Psychiatry
Associate Professor

Provider Informaticist (aka
nerd about Epic)

Practice focused in integrated
care (Collaborative Care
Model, embedded
consultation, e-consult,
OPAL)




School of Medicine

General Internal Medicine

Meet Laura!
(aka “the PCP”)
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“Lizzie”
(because
always a

case...)

71yo cisgender woman in residential care

BPAD diagnosed in late-20s, MVA related TBI, mild
dementia

PMHx: Elevated BMI (33), GERD, Heart failure, HTN,
HLD, OSA

Community psychiatrist (EClinicalWorks), new PCP in
different system (Epic)

Seenin ER for confusion - BP 198/102, persistent
through stay

Saw PCP for follow up = BP remains elevated (declines
medication though difficulty expressing reasons)

Chart flags overdue for mammogram, lipid panel, and
colonoscopy =2 out of time to discuss

PCP notes Lithium at discharge was different than prior
(?error vs intentional) = faxes note to psychiatrist

Patient readmitted the following week for stroke and
incidentally noted supratherapeutic lithium levels

Transitions to long-term care, psychiatrist brings up
comfort care, enrolls in hospice



Multimorbidity & its origins
in SMI

Lasting impacts of trauma



Multimorbidity definitions

* 3* or more chronic medical conditions that collectively have
adverse effects on health, function, and quality of life.

* Requires complex healthcare management, decision making,
and coordination.

* “..having more than one condition, including a mental health
disorder, translates into a higher health-care load and treatment
burden, which is equally important to or more important than the
precision in the ‘technical’ definition of multimorbidity”

Yancik et al. ] Gerontol 2007;. Akner G. VDM Verlag Dr. Muller GmbH & Co. KG; 2011; Boyd Aging clin exper
research 2008, Skou et al, Nature Reviews 2022.



Social: socioeconomic, psychosocial and

behavioural determinants

e Socioeconomic factors (e.g. income,
education level, housing and basic
amenities)

e Behavioural factors (e.g. smoking, physical
inactivity, diet and sleep)

e Psychosocial factors (e.g. loneliness and
adverse childhood experiences)

l

Medications <«—> Multimorbidity

T

Biological: ageing and inflammation
* Cellular senescence

* Stem cell exhaustion

* Epigenetics

* Loss of proteostasis

* Deregulated nutrient sensing

* Genomic instability

* Telomere attrition

* Altered intercellular communication
* Mitochondrial dysfunction

Mechanisms
of

Multimorbidity

Skou, S.T., Mair, F.S., Fortin, M. et
al. Multimorbidity. Nat Rev Dis Primers 8, 48 (2022).




SMI and Multimorbidity: Lifespan Challenges

How many of you
have seen this in
practice?

~  What factors lead to
this lifespan gap?

13 to 30-year gap

General

Population




Early
Death

Disease,
Disability, &
Social Problems

Adoption of
Health Risk Behavior

Social, Emotional,
& Cognitive Impairment
Th Q C E E f f t Disrupted Neurodevelopment

Adverse Childhood Experiences

Social Conditions / Local Context

Generational Embodiment / Historical Trauma
Conception

Mechanism by which Adverse Childhood Experiences

“One doesn’t just get over’

some thlngs »_Vincent Fellttl, Influence Health and Well-being Throughout the Lifespan
MD

How our brains develop affects the choices we
make—and the likelihood of multimorbidity



https://www.calhealthreport.org/2020/08/19/painful-questions-what-happens-when-doctors-uncover-adverse-childhood-experiences/
https://creativecommons.org/licenses/by-nd/3.0/
https://creativecommons.org/licenses/by-nd/3.0/
https://creativecommons.org/licenses/by-nd/3.0/

Accelerated Aging:
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Wear, Tear, and B o
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Inflammaging ;
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Inflammation ognitive

Decline

Cortisol

 “Allostatic Load” Cardiovascular
* |ncreased chronicillness & functional decline at a Disease
younger age




Chronic disease and SMI

l Diabetes
J

Cardiovascular Hvberlipidemia
disease ypertip
J J

l Elevated BMI
J

l Tobacco use
J

chronic conditions

@vim SMI have 1+

l Dementia
J

13




Summarizing
Multimorbidity and SMI

* Multimorbidity can be associated with
trauma; PWSMI have experienced trauma

* The cells of people who have experienced
trauma/stress age faster than their peers

* Aging cells lead to disease

 For all these reasons, adults with SMI have a
higher risk of multimorbidity

* Forallthese reasons, adults with SMI
have more behavioral health and
healthcare coordination needs




Behavioral Health in Primary Care




Oregon is particularly challenging
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Depression and Anxiety Medications

Primary care
delivers
*most* mental
health care

PCP m Psychiatry Subspecialists

Source: Jetty A et al 2021 J Primary Care & Community Health “Assessing Primary care Contributions to
Behavioral Health: A Cross-sectional Study Using Medical Expenditure Panel Survey”

* N=394,023 office visits 2016-2018, Medical Expenditure Panel Survey data, 5 interviews over 2-year period




Primary care delivers *most* mental health
care

Proportion of Office-based Visits for Any Mental lliness by Physician Specialty and Number of Comorbidities

o
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Source: Jetty A et al 2021 J Primary Care & Community Health “Assessing Primary care Contributions to Behavioral
Health: A Cross-sectional Study Using Medical Expenditure Panel Survey”

N=394,023 office visits 2016-2018, Medical Expenditure Panel Survey data, 5 interviews over 2-year period



Primary care
delivers
*most™ mental
health care

Severe and Persistent Mental Illness
(SPMI) Medication Treatment

PCP, 26%
Subspecialists, 5% ‘ N4

Psychiatry, 69%

N

PCP m Psychiatry Subspecialists

Source: Jetty A et al 2021 J Primary Care & Community Health “Assessing Primary care Contributions to
Behavioral Health: A Cross-sectional Study Using Medical Expenditure Panel Survey”

* N=394,023 office visits 2016-2018, Medical Expenditure Panel Survey data, 5 interviews over 2-year period



Much of primary care is mental health care

Exhibit 2 Adjusted prevalence of any mental health diagnosis or reason for visit for
primary care visits, by 2-year period, 2006-18

Adjusted prevalence FIAMARY g

L5 Any diagnosis or reason for visit

16%

14%

1.2%
105%
B
&%
4%
_.:-\i'@.-
%

2006-0 2008-09 A012-13 200 6and 2018

d

Source: Rotenstein S et al 2023 Health Affairs “Adult Primary Care Physician Visits Increasingly Address Mental Health Concerns”
N=108,898 visits, weighted sample representing 3.89 BILLION visits, National Ambulatory Medical Care Surveys 2006-2018
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Angerhofer JE et al. Health Care Use Preceding Suicide by Firearm Compared with
Suicide by Other Means — Alaska, Colorado, and Washington, 2020-2022. MMWR
Morb Mortal Wkly Rep 2025;74:365-371.

DOI: http://dx.doi.org/10.15585/mmwr.mm7421a2

Primary Care is
front line In
behavioral health

care



http://dx.doi.org/10.15585/mmwr.mm7421a2

Primary Care is front line in behavioral health care
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Primary Care is front line in behavioral health care
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Primary Care & Behavioral
Health

A need for team coordination



Primary Care Skills in PWSMI

3

SCREENING & CHRONIC DISEASE POLYPHARMACY LIFESTYLE
PREVENTATIVE CARE MANAGEMENT REVIEW COUNSELING

25



Behavioral Health Skills in PWSMI

3

DIAGNOSIS OF SMI PHARMACOLOGICAL PSYCHOTHERAPY POLYPHARMACY
MANAGEMENT REVIEW

26



Care
coordination
for ALL...but

It’s not that
simple




Ever feel like

you’re the
only one on
the team?

28



Team Effort or Team Efforts?

29



Why is coordination hard?

Multifactorial challenges



Think of a time when
coordinating care was
challenging...

31



Brain

Challenges

Executive
-unction is
mpaired!
Problem solving,

olanning, follow
through....

32
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Did you tell your PCP about
the medication we changed
last month?

InSUff|C|ent Can you tell your psychiatrist

that I’m worried about your

SuppOrt and memory on these benzos?
Patient
6 99 Why haven’t you scheduled your
Bla me mammogram, DEXA scan,

colonoscopy, and physical therapy
appointments yet?

Canyou ask your PCP if they have
any concerns about starting this
antidepressant?




Health System Challenges
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Health System

Fragmentation

Ophthalmology

Urgent Care
Clinics

N

P—

Home health
RN/PT/OT

Q

Rheumatology

Cardiology

Diabetes
specialist

Wound care \
clinic f
\ 36



Team

Member

IVE

Perspect

Challenges

~
4
c
@©
e
o
o
?
c
P
©
c
P
c
(]
E
©
£
h|w.
(]
e
+
<
o
—
(@]
N
~
€
o
S}
e
+
>
A
=
o
3
3
3
<
=
(2]
Qo
+—
=
.




Provider Discomfort Challenges

We are really comfortable with the things we’re
really comfortable with

Provider discomfort with “What am | allowed to
know? What am | allowed to read?”

When we are not comfortable, we punt to
someone else




Summarizing Coordination
Challenges

* Consider how well patients care
coordinate on their own

* Our system isn’tidealized for
communication

* We see the same patient but not the
same conditions/concerns

 For all these reasons, older adults
with SMI need active care
coordination between each other




How do we make this
better?

Steps to improve coordinating care



Case

The ldealized QN evosement
Solution:
Integrated

Care




Integrated Care

Co-location Primary Care Behavioral Health (PCBH)

— = Frequent conta
Medi
r\
\
N
\
\
Patient “‘\
\
N
~
0 N
i O =)
BH Care '=J Psychiatric
Manager ~ Registy  conguitant
“opyright © 201, of Washir rved.



https://youtu.be/zXZTgq3GyPw
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- ASSOCIATION
.
° [ ]
APA: Behavioral Health +
) Key Features of PCBH and CoCM
* Two primary models through APA: | |
. . . 1
* Primary Care Behavioral Health Model - DR
. . . are Manageme r Patients Wi
( P C B H ) xx b LA Lot Ll Mental Health Conditions Model
i CO l.'.a bO rative Ca Fre M Od el. (COC M) * Co-located and integrated behavioral * Co-located and integrated care
health specialist (Primary Care manager with behavioral health
. . Behaviorist) training
* I ntegratl on Of B H Wlth PC P * Evidence-based screening with * Evidence-based screening with
. . . diagnosis by practitioner diagnosis by practitioner
I m p roved patl € nt/fa mi l'y experl ence * Warm hand-offs to behaviorist » Decision support for complex mental
. . . - : health needs provided by practitioner
Better gL”del.l ne-del’lved OUtCOI’neS ' cEﬂ;c:zr;;iz;at;a?;rdpezer:::;ogzl;reatments or pstychiatricpconsult ypract
. B et R, <6 sessioE e * Algorithm-based, stepped care with
M ore COSt'effe Ctlve .IEmitted thta?apy; <6 & prgactive patient follgwff—up and
. . monitoring
Improved provider experience  Treatment duration 3-12 months

More supportive team environment

American Psychological Association (APA), Factsheet:
Behavioral Health Integration, 2022.



BH and PCP Integration: Cost Savings

BH specialists 14.5% reduction of ED visits.

embedded to treat a 0 : : .
wide range of BH 12% reduction in PC provider

conditions at 6 PCP visits.

sites in Western NY 7.5% increase in BH specialist
found that PCBH | visits.

Integration model is

associated with:
Maeng et al., 2022

Slide courtesy of Dr. Walt Dawson

44



AMA:

Behavioral
Health
Integration

BHI Workflow Example:
Care Team On-site Initial Visit (Co-Location or Integrated Care Model)

Admin

Patient Arrives for Scheduled Appointment

Screening for BH (In-Office)

LEADER OF ACTION STEP
Primary Care Admin
MA
Patient
PCP
BH specialist/care coordinator

BH billing/coding specialist

CRUCIAL ACTIVITY STEPS

o

e )
MA
PCP
BH Positive Indication
. BH Negative Indication
Proceed with appointment
e VENGING 0N Practice preference - Re-screen with PHQ-2 every visit and, if indicated, a PHOQ-9
PCP
Discussion with Patient
nast medical history (PMH), drug history (DH), family
atient and/cr caregiver, and recommend BHI services and treatment
PCP
PCP BHS/CC
Proceed with BHI Handoff

gns BF

Warm handoff to BH specialis

Complex/Severe Cases

BHS/CC

BH Coordination and Collaboration of Care

Seek Higher-Level Care for Patients in Immediate Risk or with



Care is delivered in
separate facilities with
separate systems;
communication

is infrequent and
typically initiated only
under compelling
circurnstances driven
by physician and
other clinician needs;
understanding of the
others'roles is limited.

Behavioral and non-
behavioral health
clinicians practice

in separate facilities
with separate
systemns; periodic
communication
about shared
patients is driven by
patient issues; there
is appreciation of
other physicians’
and other clinicians’

roles as resources.

Physicians and other
clinicians practice

in the same facility
but not necessarily

in the same offices.
Although they have
separate systems,
they communicate
regularly about shared
patients due to the
need for each other's
services and referrals.

Physicians and other
clinicians practice in
the same facility with
some shared systems,
such as scheduling
and medical records.
lhey collaborate
through consultation,
co-create coordinated
care plans for patients,
and interact face-to-
face about shared
patients on a

reqular basis.

Physicians and other
clinicians are in the
same facility with

some shared space

and identify delivery
system challenges and
implement system
solutions together. They

collaborate via frequent

in-person team meetings

to discuss patient care
and specific patient
issues and have an in-
depth understanding of

others'roles and culture.

Level &:

Full
Collaboration

Physicians and other
clinicians are in the same
facility and share all practice
space, functioning as one
integrated team. There is
consistent communication
at the team and individual
levels, and collaboration is
due to a shared concept
of optimal health care. The
roles and cultures of care
team members blur or

blend together.

AMA, Integrated Care Spectrum, Behavioral Health Integration Compendium, 2024

Varied degrees of collaboration




But....these

require a
huge lift

Table 3. Advantages and Weaknesses at Each Level of Collaboration/Integration

COORDINATED CO LOCATED

SAMHSA-HRSA Center for Integrated Health Solutions

Time, space, commitment, and
enough primary care and BH
providers

47



OPCA Resources for Integrated Care

3¢ OPCA
, Oregon Primary

Care Association Creach Consulting Group

Oregon Behavioral Health Integration Toolkit

A resource for Oregon’s Community Health Centers.

Selecting a Delivery Model to Implement Staffing Ratios

Co-located specialty Behavioral
Health

*0On-site referral from Primary
Care Physicians for ongoing
therapy for patients w/
diagnosed mental health and
substance use disorder
conditions

Collaborative Care Management
(CoCM)

s|ntensive care management for
patients with specific behavioral
health conditions

*Primary Care Physican support
from a consulting psychiatrist/
Psychiatric Mental Health Nurse
Practitioner

sRegistry management and treat-
to-target approach

Primary Care Behavioral Health/
Integrated Behaviora Health
Alliance- Patient Centered
Primary Care Home Standards

*Integrated team-based care for
a broad range of patient
concerns, including prevention
and early intervention and
behavioral medicine

*Focus on same day warm hand-
offs and other high-value
services

https://orpca.org/wp-content/uploads/2026/01/Oregon-IBH-Toolkit.Final_-1.pdf

Patient Centered
Behavioral Health/
Integrated
Behavioral Health
Alliance

Recommend minimum
1:6 Full-Time
Equivalent Behavioral
Health Clinician per
Primary Care
Physician

Collaborative Care
Management

60-100 patients per 1.0
Full-Time Equivalent
Behavioral Health
Care Manager (but
depends on patient
complexity)

Co-located specialty
Mental Health/
Substance Use

Disorder

30-100 patients per 1.0
Behavioral Health
Clinician Full-Time

Equivalent

48



Accessing the IBH Toolkit

ogOut XX f @ O in N

Fact Sheets: OPCA 101 | Oregon AIDS Education and Training Center 101 | Oregon FQHC services 101 | UDS

Data Visualization — Statewide

=
General resources: Health Center Board of Directors Resource Repository | Health Center Leadership Resource
Repository | Value Based Care Repository | Health Centers Emergency Preparedness Repository | Annual Report |

Directory | Tableau Data | ACLC Archive

LIBRARY

Toolkits: AsPIRE to EQUITY Document Library| Oregon Integrated Behavioral Health Toolkit (PDF))|

https://orpca.org/opca-member-portal/
49



S0, let’s talk about some practical
strategies for the real-world



https://ccmit.mit.edu/problem-solving/
https://creativecommons.org/licenses/by/3.0/

What would you do?

82-year-old woman w/ anxiety and osteoporosis,
living in independent living

* Increasing cognitive decline, falling, vague
sensory distortion symptoms

* Prescriptions for clonazepam and alprazolam
from Psychiatrist out of state

 PCP callto Psychiatrist

o "She's been on this for years she sounds fine on the
phone"

-->How would you proceed?

-->How can we help this patient?




€& > CareOregon

Care Coordination Services Team

g Your Care Coordinators
Oregon’s

s & @ B &5

Coordination
Resources

Primary Mental  Social

Care Health

] Specialists | Pharmacies
Providers | Providers

Services

- Coordinates outpatient mental health and SUD w/ physical health care
services

- Coordination with primary care and transitions to integrated care settings -,




Regional

Care Teams
(Tri-County
Region)




&Trillium

Community Health Plan

B & At

Cascade Health Alliance

Home '« For Members = Member Benefits = Care Coordination Services

Care Coordination Services

@ eocco Find a Provider Your Benefits +

Coordinated care

a UMPQUA

HEALTH & MEMBERS ~ =, PROVIDERS ~ ABOUT ~

UMPQUA HEALTH MEMBERS

Care Coordination Services

54



Amazing care managers!

How have your care managers helped coordinate care plans for your
patients/clients?

Do your patients have one for primary care and behavioral health?




David’s
Coordination &
Communication

Pearls

* Patients do better when we treat
them as whole people

* Face to face conversation works
best

* Realtime is better than
communication that lags

 Be OKwith interrupting busy days
* Be persistent!
* Creativity counts

* |nstructions no more complicated
than 6™ grade reading level

* Considerregularly scheduled
coordination conversations

Avoid relying on patients to
communicate with other providers

56



Laura’s
Coordination &
Communication

Pearls

No one reads the notes

Seriously, no one reads them

If someone reads the note, they
likely will still miss the nuances

Rely on active communication
when it matters

57



Straight from
the provider’s
mouth

“Don’t assume the chart is being read...”

“I’ve learned | need to write nuanced questions if | want a
nuanced answer”

“Some form of exchange of information is critical for good care”

“l relentlessly give out my cell phone number”

“Don’t ‘assume’that we’re managing something”

“I love engaging with PCPs. But it’s hard if | reach out to a PCP and
then get crickets—I wouldn’t call if | didn’t want to talk with them”




Laura’s personal hierarchy of communication

Phone call w/ cell number (“l need to talk with you, this is complex,
worrisome, or unsafe”)

Epic message/Teams message (“| need an answer to this question or
advice on this situation in the next 24 hours”)

Routed Epic encounter w/ specific question (“There’s just this one
thing | want you to consider...”)

Note in chart (“Nothing changed, nothing to report, you can basically
disregard because | would have messaged you if important”)




Communication “Buckets”

CONSULTING COORDINATING COLLABORATING
ADVICE SEEKING/GIVING SEPARATE, BUT ALIGNED SHARED SENSE MAKING,
CARE DELIVERY DECISION MAKING

Cohen DJ et al, Integrating BH and PC: Consulting, Coordinating, and Collaborating among professionals, J Am Board Fam Med, 2015
60



Summarizing Coordination
Opportunities

Integrated care is amazing

In the meantime, pick up the phone, or
some other formed of closed loop
communication

We should not rely on patients to
communicate for us—we can do this!

We can do better for our patients and
each other!







Thank you!

David Nagarkatti-Gude: nagarkad@ohsu.edu
Laura Byerly: byerlyl@ohsu.edu



mailto:nagarkad@ohsu.edu
mailto:byerlyl@ohsu.edu
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