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L E A R N I N G  O B J E C T I V E S

Providers will grasp effective tools of gathering information about caregiver concern about

psychotropic medications and ways to efficiently address concerns and explain risks and

benefits.

Providers will exhibit understanding of how to increase and enhance behavioral health

treatment buy-in from the family system.

Integrated Behavioral Health Clinicians will show ability to quickly assess presenting problem,

underlying problem and effective interventions and deliver to the patient in a 20 minute joint

visit.

Providers and practices will have an increased grasp on the effectiveness of care coordination

with patient stakeholders.



P a r e n t a l  c o n c e r n  r e g a r d i n g  p s y c h o t r o p i c
m e d i c a t i o n  i m p a c t

I n c r e a s i n g  t r e a t m e n t  b u y - i n  f r o m  t h e  w h o l e
s y s t e m

E f f e c t i v e  c a r e  c o o r d i n a t i o n

Q u i c k  a n d  e f f e c t i v e  i n t e r v e n t i o n s  f o r  B H C ’ s

Common Themes



Joint Visits



W O R K F L O W

Physician determines if a joint BH visit is

appropriate

BH joint visit is scheduled

IBHC determines if patient is appropriate

for co-located model or if a referral is

needed

If referred out, source is identified and

referral is formally sent by practice



A L T I T U D E ’ S  A P P R O A C H  T O  J O I N T  V I S I T S

Scheduling:
IBHC’s are scheduled in a staggered form in order to maximize availability per needed

throughout day

60 minute CLC visits and 20 minute joint visits

1 full time BH director and one fellow seeing patients one day per week



(Review)
INTERPERSONAL
COMMUNICATION



I N D I V I D U A L  A N D  S Y S T E M I C
M A K I N G  T H E  P A T I E N T  A N  A C T I V E
P A R T I C I P A N T  I N  T H E I R  H E A L I N G
T H I S  S T A R T S  I N  T H E  I N I T I A L  V I S I T

Buy In



BH providers engage patients in their care,
helping them understand how their BH
factors affect their health and illness, and how
the BH aspects can be integrated in a team-
based care plan. 

 E N G A G E  A N D  A C T I V A T E  P A T I E N T S  I N  T H E I R  C A R E



What Does Buy-In Mean

acceptance of and willingness to actively support and
participate in something





C O M M U N I C A T I N G  I N  T H E  J O I N T  V I S I T

1. Ability of a BH to be able to rapidly develop rapport with a wide range of individuals along

with the PCP is crucial. 

2. Listening actively and effectively is key to making the patient and family feel thoroughly

heard and understood. Primary problems need to be grasped quickly and a framework begins

to develop about patient needs, preferences which are then reflected back to the family.

3. Utilizing psychoeducation in a non-judgemental way that is tailored to the patient/family

members in the room can be key in helping create a simple understanding of holistic and

helpful concepts.

4. Explain to the patient/family the roles and responsibilities of each team member and how

they will work together to provide services. This will include the PCP, the BH, referral sources,

the case manager or other care roles within your office. 



M A K I N G  T H E  V I S I T  F L O W  F R O M  S T A R T  T O  F I N I S H

BH scrubs schedules in a.m.
Maximizing BH availability.
Checking to see what joint appts
are already scheduled and if there is
a BH related appt that may not have
been linked. 

Check-in before appt
-BH looks at chart to gather context
-Daily Huddles - messaging/brief
consult
-Preparing interventions 

Beginning of visit
-PCP introduces IBHC as part of care
team
-Briefly explains why the BH is in the
room



J O I N T  V I S I T S

Case Conceptualization
Defined as a process and cognitive map for
understanding/ explaining a patient’s
presenting issues and a guide for clinical
direction. Provides IBHC with a clear plan for
focusing treatment interventions, including
the therapeutic rapport/alliance, to increase
the likelihood of achieving treatment goals.

Method / clinical strategy for obtaining and
organizing information about a patient,
understanding and explaining the client’s
presenting problem and maladaptive
patterns being exhibited,  focusing
treatment, anticipating challenges and
roadblocks to tx. (Counseling Today, Sperry
2020)

Review of Plan
Repeat the plan back to the
patient/family to make sure
everyone is on the same page
and there is clear guidance for
next steps.

Clinical Direction

BH determines along w/ the
PCP what treatment
direction fits the family map
the best. (Referral, hot
spotting, CLC, etc).



N O T E S  

Assertiveness is important in the room to make the visit as effective and efficient as

possible. 

Pick 1-2 topics and have the family back if needed to address less acute concerns

Present a united front: be attuned to and respect/ respond to the leadership displayed

by other providers in or out of room - important to defer to others in clinical leadership

on the particular case

 Be practical in your approaches and practice flexibility /adaptability if mid-

intervention you realize it does not fit or meet the needs of the family. Be aware of an

avoid rigidity.

 Connect the patient and family to others in the moment through the “warm hand

off.” 



C O N T ’ D

Avoid using terminology that is too clinical or confusing for the patient

including acronyms or getting in the weeds. 

BE BRIGHT, BE BRIEF, BE GONE

 Use an interpreter wherever needed

 Adapt your language based on family capacities

 Provide visual/tangible resources/health/psycho- education materials

that are appropriate for the family and give them something to bridge the

information presented verbally. 

 Recognize and manage personal biases related to healthcare

consumers, families, health conditions and healthcare delivery.



U N W R I T T E N  R U L E S

Earning the right

Giving quick summaries to
streamline the visit

Building a quick rapport
Making everyone in the
room feel heard and
understood

Reading the room

Sending parent out?
What does the family system
look like?
Asessing readiness

Quick disciphering of
direction

What is going to be most
effective for this family in
this momoment o t time?
This might be very different
from what you would do in a
trasditional visit or if
theyfamiy was not under  
stress.



Creating a bridge between what is familiar
and what is unfamiliar. Utilizing and
leveraging the trust based relationship
created in the medical home to connect to
external referral sources.

W A R M  H A N D  O F F



Q U I C K  W O R D  O N  F A M I L Y  S Y S T E M S

Internal versus external boundaries
Ego strength analysis
External family supports
Congruent versus incongruent rules
Level of participation



D E V E L O P E D  B Y  J A M E S  O .  P R O C H A S K A  A N D
C A R L O  D I  C L E M E N T E .

Transtheoretical Model of
Change and Motivational
Interviewing

https://en.wikipedia.org/wiki/James_O._Prochaska?kuid=5e62a7d6-a8da-4664-b8b0-d2323551b30e&kref=https%3A%2F%2Fblog.micenterforchange.com%2Fjust-what-is-the-relationship-between-stages-of-change-motivational-interviewing%2F


 T H E  “ B E F O R E  T H I N K I N G  A B O U T  I T ”  S T A G E .   “ N O T  Y E T  R E A D Y  T O  T A L K
A B O U T  I T ”  S T A G E .  T H E R E  I S  N O  I N T E N T I O N  O F  C H A N G I N G .   
L A N G U A G E  M A Y  I N D I C A T E S  D E F E N S I V E N E S S  A B O U T  T H E  I S S U E ,  L A C K
O F  D E S I R E  F O R  C H A N G E ,  E X T E R N A L I Z I N G  B L A M E  ,  O R  M I N I M I Z A T I O N .
S O M E  M I G H T  C A L L  T H I S  S T A G E  “ D E N I A L ” W I T H  A  R E F R A M E  O F  ‘ N O T
Y E T  R E A D Y . ”  P U S H I N G  A W A Y  T H O U G H T S / A V O I D A N C E
 ( M I C E N T E R F O R C H A N G E . C O M )

Pre-
Contemplation



T H E  “ T H I N K I N G  A B O U T  I T ”  S T A G E .  C L I E N T S  I N  T H I S  S T A G E  M A Y  T A L K
A B O U T  T H E I R  A M B I V A L E N C E  A B O U T  C H A N G E  

T H E Y  E X P L O R E  P R O S  A N D  C O N S  A N D  A R G U E  F O R  B O T H .  
C A N  B E  D I F F I C U L T  F O R  A N  I B H  I N  T H E  R O O M
T H E Y  C A N  G O  B A C K  A N D  F O R T H  A N D  M I  W A S  M A D E  T O  W O R K  W I T H  T H I S
S T A G E

  -  T H E Y  K N O W  W H A T  T H E Y  W A N T  T O  C H A N G E ,  B U T  A R E N ’ T  Y E T  R E A D Y  T O
D O  I T .  

.  ( M I C E N T E R F O R C H A N G E . C O M )

Contemplation



 C L I E N T S  B E G I N  E N V I S I O N I N G  A N D  P L A N N I N G  C H A N G E .  
T H E Y  A R E  R E A D Y / M A K I N G  C H A N G E  A N D  T H E  S T E P S  I N V O L V E D  A
P R I O R I T Y .  
E M P O W E R I N G  P A T I E N T S  A T  T H I S  S T A G E  I S  C R U C I A L ,  G I V I N G  T H E M
T H E  T O O L S  A N D  I N F O R M A T I O N  T H E Y  N E E D  T O  S U C C E E D .  
M A K E  A  S U P P O R T  T E A M  F O R  T H E  P A T I E N T
 S M A R T  G O A L  P L A N N I N G  I S  K E Y !

Preparation



U T I L I Z I N G  S M A R T  G O A L S  I N  J O I N T  V I S I T

Specific, 

Measurable, 

Achievable, 

Relevant, 

Time-Bound



C H A N G E  I S  I N  F U L L  S W I N G .
T H E Y  A R E  H E A D E D  T O W A R D  S E C O N D  O R D E R  O F
C H A N G E  A N D  I N T E G R A T E D / G E N E R A L I Z I N G  T H E
C H A N G E  I N T O  T H E I R  L I V E S
 

Action



S E C O N D  O R D E R  O F  C H A N G E
H A B I T S  H A V E  B E E N  F O R M E D
B E N E F I T S  O F  C H A N G E  E V I D E N T
 

Maintenance



With the action and preparation phase,
returning to the medical home for a follow up
visit can create accountability, assess ongoing
readiness and create opportunity for ongoing
rapport.

F O L L O W - U P



Common Diagnostic
Presentations



D I F F E R E N T I A L  V E R S U S  C O  M O R B I D  D I A G N O S E S

Differential Dx: 
the process of differentiating
between two or more conditions
which share similar signs or
symptoms.

“Comorbidity refers to the occurrence of
more than one disorder at the same time.
It may refer to co-occurring mental
disorders or co-occurring mental
disorders and physical conditions.”
(Australian Department of Health.)

Co-morbid Dx:

https://www.google.com/search?sca_esv=579677508&rlz=1CAZJQH_enUS1038US1038&sxsrf=AM9HkKk7eSBgsxRZY5grfHfcKl3y4ogxIw:1699226265819&q=differentiating&si=ALGXSlauYMaQ41mj_O9hyXg0i1XkJ3itpl9cc5n6tSPR2Gg19MARW3B2j0jIRkUaEFqYXsSzHIk4GCxSPzBLkDvnK0r4P88QPvPrg9NGgeQTKB_hQwC3dm_ARrqTtNvRWH4WN4hU76GC&expnd=1


CoPPCap.com
Colorado Pediatric Psychiatry Consultation
and Access Program-
direct consultation provided to pediatric care providers by licensed child &
adolescent psychiatrists, psychologists, and specialized community
resource navigators

R E S O U R C E







- R E F E R R A L S  T O  E X E C  F U N C T I O N I N G  C L I N I C / O T
- V A N D E R B I L T S
- B A S C / C O N N E R S
- D E T E R M I N I N G  I M P U L S I V E ,  I N A T T E N T I V E ,  H Y P E R A C T I V E
- P S Y C H O E D U C A T I O N
- B R E A K I N G  U P  T A S K S
- V I S U A L / T A N G I B L E  C U E S
- S C H O O L  S U P P O R T / S C A F F O L D I N G
- C O N T A C T I N G  O T H E R  S T A K E H O L D E R S

ADHD/executive
functioning



U S I N G  S U D ’ S  S C A L E  T O  G E T  A  M O R E  A C C U R A T E  R E A D  O N
P A T I E N T ’ S  P E R S P E C T I V E  O F  L E V E L S
G I V E  T E E N A G E R S  M O O D  T R A C K I N G  A P P S  W I T H  A D A P T I V E
C O P I N G  S K I L L S  A S  T H E I R  P H O N E  I S  T H E  E A S I E S T  P L A C E  F O R
T H E M  T O  S T A R T  
T R A U M A  A S S E S S M E N T
E T I O L O G Y  A S S E S S M E N T

S A F E T Y  P L A N N I N G  W H E R E  N E E D E D
P H Q - 9
B E C K  D E P R E S S I O N  I N V E N T O R Y

( F I N C H ,  D A Y L I O ,  C L A R I T Y )

Depression



U T I L I Z I N G  P O L Y V A G A L  T H E O R Y  T O  G O  O V E R
N E R V O U S  S Y S T E M  S T A T E S
C O - R E G U L A T I O N
W I N D O W  O F  T O L E R A N C E
M I N D F U L N E S S  I N  T H E  R O O M
A S S E S S  F O R  T R A U M A / E T I O L O G Y
C O L L A B O R A T E  C A R E  W H E R E  N E E D E D

Anxiety



I S  T H E R E  A  D I F F E R E N T I A L  D X
W H A T  I S  T H E  F U N C T I O N  O F  T H E  B X
T R A U M A  A S S E S S M E N T
I N C R E A S I N G  S T O P  G A P  B E T W E E N  S T I M U L U S
A N D  R E S P O N S E
S C A F F O L D I N G  S C H O O L  S U P P O R T S

ODD



- F A S D ,  C O G N I T I V E  D E F I C I T S ,  B O R D E R L I N E
I N T E L L E C T U A L  F U N C T I O N I N G ,  F U N C T I O N S  O F
D A I L Y  L I V I N G
- H A S  C H I L D  B E E N  T E S T E D
- I S  C H I L D  R E S O U R C E D  I N  A C A D E M I C  S E T T I N G

Developmental Delays



B A S E D  O N  D E V E L O P M E N T A L  S T A G E S

Effective
Interventions







W A Y S  T O  T A L K  W I T H  F A M I L I E S  A B O U T  C O M M O N
C O N C E R N S

Addressing
Medication



2 - 6 :  P A R E N T  T R A I N I N G / S A N D  T R A Y / E X P A N S I O N  O F
E M O T I O N A L  V O C A B U L A R Y ,  T O K E N  E C O N O M Y
6 - 1 1 :  E M O T I O N  T H E R M O M E T E R ,  M I N D / B O D Y
C O N N E C T I O N ,  V I S U A L / T A N G I B L E  R E I N F O R C E R S ,
B I T L A T E R A L  S T I M U L A T I O N
T W E E N / T E E N :  P O S I T I V E  I D E N T I T Y  B U I L D I N G ,  S E L F
A W A R E N E S S ,  M O O D  T R A C K I N G ,  P L A N S  O U T S I D E  O F
S E S S I O N ,  P O L Y V A G A L ,  W I N D O W  O F  T O L E R A N C E

Psychosocial
stages/interventions



Data from open-ended questions suggests families
crave inclusion and wish providers would more
radically embrace both collaboration and balance in
their approach to medication maintenance. The hope
of this research is to help mental health providers be
more responsive and compassionate in their work
with families of people with serious mental illness,
especially as it relates to psychiatric medication.

F A M I L Y  C O N U N D R U M S  W I T H  P S Y C H I A T R I C
M E D I C A T I O N :  A N  I N Q U I R Y  I N T O  E X P E R I E N C E S ,
B E L I E F S ,  A N D  D E S I R E S ( B E N T L E Y ,  T H I S S E N  2 0 2 2 )



C O M M O N  C O N C E R N S

Black Box Warning

Family Hx of negative side effects or

ineffectiveness

Concern of addictive qualities

 Age

Lack of effective information

Lack of scaffolding/additional supports



E F F E C T I V E  S T R A T E G I E S

Simple explanations of brain function

Explaining research behind including BOTH medication and psychotherapy as most

effective for change

Offering to pursue all other options in advance of this

Explaining your practice’s approach to medication and medication management

Talking through efficacy of therapeutic interventions when prefrontal cortex

function is maximized 

Effective psychoeducation



C R E A T I N G  A  N E T

Care
Coordination



BH providers in primary care communicate effectively
with providers, patients, and the primary care team
with a willingness to initiate patient or family contact
outside routine face-to-face clinical work. BH
providers communicate in ways that build patient
understanding, satisfaction, and the ability to
participate in care.

 C O M M U N I C A T E  E F F E C T I V E L Y  W I T H  O T H E R
P R O V I D E R S ,  S T A F F ,  A N D  P A T I E N T S  ( r e v i e w )  



BH providers in primary care employ the
biopsychosocial model – approaching
healthcare from biological, psychological,
social, spiritual, and cultural aspects of whole-
person care, including patient and family
beliefs, values, culture, and preferences.

 P R O V I D E  C U L T U R A L L Y  R E S P O N S I V E ,  W H O L E -
P E R S O N  A N D  F A M I L Y - O R I E N T E D  C A R E  



E X P E C T A T I O N S  O F  I B H  C O O R D I N A T O R  

-Being aware of additional funding
sources including grants 
-Staying up to date on latest billing
practices, coding standards, changes
in state ethic requirements
-Networking with knowledge of
reliable referral sources who accept
patient’s insurance and have
reasonable availability

-Tracks CLC referrals of self and team
members and gathers data on levels of
completion
-Practice provides crisis resources and
referrals as indicated



D A Y  I N  T H E  L I F E

●9:00am: Check schedule and huddle with physicians for the day’s patients.

●9:10am: Meet with Dr. Lopez for an IBH appt to follow up on an IEP meeting for a teenager with significant behavioral issues.

●9:25am: 60 minute therapy session with 3-year-old and her mother,who is beginning to exhibit Autism Spectrum behaviors. Make

referrals to provide scaffolding for the family system. 

●10:25am: Return messages about one middle schooler and one first grade both needing therapy; refer middle schooler for group and

first grader to private practice clinician.

●10:35am: Called in by Dr. Murphy to see an 8th grader with suicidal thoughts. Spend 30 minutes assessing, the risk is acute enough to

call the state hotline who sends mobile crisis. Coordinate care with provider and make patient comfortable until crisis arrives. Pt meets

admission criteria.

●11:00am: 60 minute session with a recently graduated 19-year-old struggling with identity versus role confusion which has led to daily

marijuana use. This patienthas stomach issues that have been medically ruled out with labs and exam and are largely deemed

psychosomatic. Utilize EMDR to help with nervous system regulation and to help with marijuan cravings. Ask the physician to join the

appointment to discuss adding a PRN anxiety medication in addition to her SSRI. Physician decides on Hydroxyzine. Collaborate with

the physician to help the client utilize medication and coping skills in tandem.

●12:00pm: Warm hand off for a child who met ADHD criteria on Vanderbilts for executive functioning clinic.



D A Y  I N  T H E  L I F E  C O N T ’ D
●1:00 pm: 60 minute family therapy session to help parents navigate behaviors of an adopted child who is

exhibiting attachment issues. Discuss referral to a new group at Altitude that uses modality of Circles of

Security to help with parent training, support, attachment analysis and a protocol to help orient family

toward healing. 

●2:00 pm: IBH appt with Dr. Willy to discuss a 6-year-old patient with sleep issues. Work on sleeping plan

together and will follow up in 2 weeks.

●2:20pm: 60 minute session with 6th grader who is struggling with transition into middle school. Worked

on adaptive coping techniques.

●3:20pm: IBH appt with Dr. Joy to follow up on Vanderbilts assessments for a complex 5th grader.

Referred

for further testing at Behavioral Health and Wellness to gather more information to inform treatment

planning. ●3:40pm: 60 minute session with 5-year-old struggling with transition to and from parent’s

home who are recently divorced. Worked on utilizing transitional objects and helping parents understand

inherent stressors of divorce.

●4:40 pm: Return phone calls from 2 parents following up on last session’s content and help with



F O R  T H O S E  P A T I E N T S  I D E N T I F I E D  F O R  6
S E S S I O N S  B R I E F  M O D E L ,  P R E V E N T I O N
S Y M P T O M S  M A Y  B E  T A R G E T E D  R A T H E R  T H A N
A  “ T R A U M A  D E E P - D I V E . ”

A P P R O P R I A T E  U S E  O F  S C R E E N E R S ,  B A S C ,
C O N N E R S ,  P H Q - 9 ,  S C A R E D ,  Y - B O C S  E T C

Prevention
Model 





R E F E R R A L S  T O  M A X I M I Z E  C A R E  

outpatient

medical home

specialized
Executive functioning
resources

ABA

Neuropsychological testing

Evaluation for IEP, 504 plans
Medication management

Other specialized services not
available in the CLC clinic



A P A  R E S E A R C H

PCBH improves the patient/family experience of care (satisfaction with care)

•Patient preference for PCBH services (Ogbeide et al., 2018)

•Improves access to mental health care (Hodgkinson et al., 2017; Pomerantz et al., 2010)

•Increases engagement and linkage to specialty mental health treatment when needed

(Bohnert et al., 2016; Brawer et al., 2010; Wray et al., 2012; Zanjani et al., 2008)

•Increases antidepressant adherence (Szymanski et al., 2013)

•Reduces wait time for mental health services (Pomerantz et al., 2008; Pomerantz et al.,

2010) and no-show rates (Pomerantz et al., 2010)

•Improves relationship between patient and provider (Corso et al., 2012)



P E D I A T R I C  I B H  S P E C I F I C A L L Y

•Integrated behavioral health services in pediatric primary care offers a wide continuum

of services ranging from prevention and health promotion activities (e.g., pregnancy-

related depression, developmental and Healthy Steps consultations) to interventions

around mental health concerns (e.g., mental health and psychopharmacology

consultations; Talmi et al., 2016).

•Pediatric integrated care provides population-level care to more children, removes

barriers to obtaining care and increases access to quality evidence-based treatments

(Njoroge et al., 2016).

•PCBH services with pediatric patients are associated with savings in terms of medical

cost-offset with one study finding a total monthly savings of $9,424 in reduced health

care charges over the period after a behavioral health visit as compared to the period

prior across patients who completed an episode of care (Dopp et al., 2018).



I M P R O V I N G  O U T C O M E S  

PCBH improves patient outcomes (improves population health; Reiter & Bauman, 2016)

•Increases provider adherence to treatment guidelines and appropriate antidepressant

prescribing (Brawer et al., 2010; Serrano & Monden, 2011)

•Decreases in level of patient distress found two years post integrated primary care

intervention (Cigrang et al., 2007)

•Improvements in outcomes regardless of presentation severity (Bryan et al., 2012; Cigrang

et al., 2007)

•Targeted interventions associated with broad improvements in symptom reduction,

functioning, and well-being (Bridges et al., 2014, 2015; Bryan et al., 2009, 2012; Cigrang et

al., 2007, 2011; Corso et al., 2012; Davis et al., 2008; Gomez et al., 2014; Goodie et al., 2009;

McFeature & Pierce, 2012; Ray-Sannerud et al., 2012; Sadock et al., 2014; Wilfong et al.,

2021)



Thank you!
Q U E S T I O N S ?


