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Overcoming Obstacles
Webinar Series

This series is focused on enabling physicians to sustain a
collaborative, integrated, whole-person, and equitable
approach to physical and behavioral health care in their
practices during the COVID-19 pandemic and beyond.




The BHI Collaborative was established by several of the nation’s leading physician
organizations** to catalyze effective and sustainable integration of behavioral and

mental health care into physician practices.

With an initial focus on primary care, the Collaborative is committed to ensuring a
professionally satisfying, sustainable physician practice experience and will act as a
trusted partner to help them overcome the obstacles that stand in the way of
meeting their patients” mental and behavioral health needs.

**American Academy of Child & Adolescent Psychiatry, American Academy of Family Physicians, American
Academy of Pediatrics, American College of Obstetricians and Gynecologists, American College of
Physicians, American Medical Association, American Osteopathic Association, and the American Psychiatric

Association.
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Dismantling Stigma around Behavioral Health
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Stigma = Discrimination, Shame and
Blame
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Stigma leads to Structural Discrimination
Affecting Medical Practices

‘Physicians want the very best for their patients so very
frustrating when cannot easily address and/or refer mental
health and SUD issues

Historical separation of mind and body leads to less education
about MH and SUD in medical education

Discrimination leads to less payment and thus, less availability
of in network MH and SUD specialty providers
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Stigma leads to shame within the patient
and affects how patients feel about
themselves

*Patients reflect views of their culture, society, and families

‘/nternalize that mental health condition is a character flaw, not a
medical condition so embarrassed, ashamed, fearful and may
be in denia

*Culture and race are important factors that impact willingness 1o
talk about these issues and abillity to receive care

«Social determinants such as fransportation, flexible fime to
attend appointments, etc intersect with cultural and societal
factors and limit access.
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Stigma leads to worry about how the
patient will be freated by the provider
and what will happen to the information

*Patients and families worry about how they or their loved one will be
treated by the provider and other health care providers once they have
been idenftified with a mental health or subbstance use condition.

*Will they be freated as a "“bad” patient or someone who should be
referred out and no longer treated by the providere

*Patient are concerned about how the information may be used and
child protection, immigration authorifies, law enforcement and others
who may be notified or have access to records. How will racial bias
affect those decisionse
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Stigma Can Be Embodied in How MH
and SUD Issuves are Handled in the
Clinic
*Think about each step of the process from the patient perspective — were

they given a clear explanation of the steps and what would happen

next, were the results shared, where did the steps take place and who
was involved

*|f only refer to care and don't freat, what message does that
communicatee

*Solicit information from patients about the experience and how o
improve it specifically for the MH and SUD pieces

*Track whether you are seeing any disparities in race, ethnicity, language

M IATS
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Race/Ethnicity: Blacks Most Likely to Do Something, 2018

Percent Saying “No Next Steps” with Results

Asian or Pacific Black o Mm an Hispanic or Latin ofthe Native America White (non-Hispanic)
Is Iu der American (non- American In dn
Hispa lc]

“ Mental Health America.
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What Kind of Help Do You Want Next?

Our Health Care System Fails Communities
60%

40%

0%

20%
-l
v B

A phone number to get immediate Additional information about An online or mobile program or appWorkzsheets or coping zkillz to uze at

support or guidance mental heatth that can help you frack or manage home
your symptoms
m Asian or Pacffic Islander m Black or African American m Hispanic or Latino
® More than one race m Native American or American Indian = White (non-Hispanic)

MLIAZA
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Opportunity to Change the
Conversation

e COVID has normalized the conversation — everyone is struggling with
mental health

* Greater MH conversations within popular culture, including with
celebrities of color

* Greater recognition among parents, teachers, doctors, etc. and
movement to provide care where people are —schools, primary care

* More opportunities to receive consultation and help in treating people
with MH and SUD conditions — highly successful
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ASk Cal'l'ie FiSher: Ilm bipolar o hOW do :-:-:'u,\:’tlll;.lfl;::-:(llnt?::E:;:I:fi:ill;,k Dorsey donate $6 million for African-Americans’ mental health during
you feel at peace with mental illness? 5% '

Living with mental illness is tough, Fisher says, and that's why
it'simportant to fiind a community to share experiences and
find comfort in the similarities

‘Captain America: Civil War’: Why Chris Evans Is
the Anxious Avenger &6

Superhero-movie star on the pressures of being a Marvel MVP: “1 love acting — but that's not all you're

i —e et WE ALL ‘HAVERASRURPOSE...
| AM HEREIOIHELP BRIDGE
THE GAP IN THE MENTAL
HEALTH COMMONITY.

After sustaining several serious injuries in his freshman
year of college, Dwayne "The Rock" Johnson

experienced his "first of three depressions." o
Selena Gomez opens up about her mental Taraji P. Henson Wants to End Stigma

. . \round Mental Health in Black
health and medication Communilies

"My highs were really high, and my lows would rake me our for weeks ar a time,” Gome; By Meg Zukin v

Dwayne Johnson in December 2019. Jordan Stra




Contact Us

DEEOD

9

Mental Health America
500 Montgomery Street
Suite 820

Alexandria, VA 22314

/mentalhealthamericao
@mentalhealtham
@mentalhealthamerica
/mentalhealtham
/mentalhealthamerica

https://screening.mhanational.orqg/
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https://urldefense.proofpoint.com/v2/url?u=https-3A__screening.mhanational.org_&d=DwMFaQ&c=iqeSLYkBTKTEV8nJYtdW_A&r=I4YtIDcMpyipotO7JNihaVx2MXmUYCrWeD4adriPTRo&m=BJZ8bCE2CO_kRVmNwzMpaRpsF3X_xVzTzIYT9iykC8A&s=VpYtM-5EzzJo0F2K62NHTLpI6Jz3Rv6vGVbWlcXSR8k&e=

Navigating Stigma In
Behavioral Health Integration

Sourav Sengupta, MD, MPH

Asst. Prof. of Psychiatry & Pediatrics
Founder, Integrated Care for Kids
Program Director, CAP Fellowship
Department of Psychiatry

University at Buffalo Jacobs School of Medicine



Do we really hold stigma against MH?



Do we really hold stigma against MH?

* MH issues increasingly prevalent in general population
* MH issues increasingly prevalent presentations in primary care, specialty care, EDs

* MH issues impact behaviors, often perceived to be in control of individual

* MH issues impact others — family, staff, physicians



Do we really hold stigma against MH?

* MH issues increasingly prevalent in general population
* MH issues increasingly prevalent presentations in primary care, specialty care, EDs
* MH issues impact behaviors, often perceived to be in control of individual

* MH issues impact others — family, staff, physicians

*\What do we feel comfortable asking about?
*\What do we feel comfortable talking about?

*What do we feel comfortable laughing about?



Stigma presents as Avoidance



Avoidance is driven
by Fear



Avoidance is driven
by Lack of Knowledge



Avoidance is driven
by Lack of Experience



Fear



Fear

e Suicide
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Fear

e Suicide
* VViolence
* Liability
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Lack of Knowledge & Experience

e Did we learn how to do this?



Lack of Knowledge & Experience

e Did we learn how to do this?

e How do | learn how to do this now?



Lack of Knowledge & Experience

e Did we learn how to do this?
e How do | learn how to do this now?

* How do | possibly address these issues in a busy clinical practice?



Fear

- Suicide
* \iolence
* Liability



@ sprc.org/settings/primary-care/toolkit w B % 6 5 1 00 N

U SEARCH ABOUT SPRC CONTACTUS  LOGIN

&5 Suicide Prevention Resource Center .
A

About Suicide Effective Prevention Resources & Programs Training News & Highlights Organizations :'_’;:;!‘_E;fl'.[fg 1 {800) 213 TA[K

Suicide Prevention Toolkit for Primary
Care Practices

SUICIDE PREVENTION TOOLKIT
for PRIMARY CARE PRACTICES

A GUIDE FOR PRIMARY CARE PROVIDERS AND MEDICAL PRACTICE MANAGERS

@@ WICHE /N

Western Interstate Commissian

R for Higher Education
SPRC Mental Health Program




Assessment and Interventions with Potentially Suicidal Patients

Patient has suicidal ideation or any past attempbis) within the past two months. See right for rsk factors and back for assessment questions.

]
|

| 1
High Risk Moderate Risk Low Risk |
| | ' |
Patient has a suicide plam with preparatory or Patient has suicidal ideation, but limited suicdal intent and Fatient has thoughts of death anly;
rehearsal behavior nio chear plan; may have had previous attempt nii plan or behavior
I
I 1
Patient has severe Patient does not have
psychiatric symptoms and/ acpess to bethial means,
of acute precipitating event, has good social support,
access to lethal means, poor intact judgment; psychiatnc
social ?L%n‘tﬁlred ﬂ'"‘llﬂtz; ;‘f [I’l:;'i‘;- have || Evaluate for psychiatric disorders, stressors, and additional risk factors
I .
Hospitalize, or call 911 ar Take action ba prevent the plan |
local police if no hospital is I
available. If patient refuses Consider flocally or via telemedian el
hospitalization, consider 1) psychopharmacological treatment with psychiatnc consultation
irwoluntary commitment if 2) ahcohol/drug assessment and refesral, andfar
state permits 3) indresduzl or family thesapy referral
| I | .
Encourage social support, imeolving family mem bers, close friends and community resources. if patient has therapist, call him/her in presence of patient.
I I I

|
Record risk assessment, rationale, and treatment plan in patent recard. Complets tracking log entry, and contirue ta monitor patient status via repeat interviews, follow-up contacts,

and collzboration with other providers. Make continued entries in tracking log.




Lack of Knowledge & Experience

* Medical School & Residency Training
* Workforce Education & Training

- Support for addressing MH issues throughout healthcare system

* Patient-Centered Medical Homes
* Behavioral Health Care Managers
* Behavioral Health Consultants/Integrated Care Therapists and Psychiatrists



COORDINATED

Mi | Collaborati Basic Collaboration Basic Collaboration Close Collaboration Close Collaboration w/ Full Collaboration w/
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Lack of Knowledge & Experience

* Medical School & Residency Training
- Workforce Education & Training

» Support for addressing MH issues throughout healthcare system
* Patient-Centered Medical Homes
* Behavioral Health Care Managers
* Behavioral Health Consultants/Integrated Care Therapists and Psychiatrists



Depressive Symptoms?
Complaints?

& seattlechildre Safety screen:

re there plans and means available?

Seattle Children’s’ lwantto .. =

HOSPITAL » He+F

Your Visit Conditions Clinics Research

Gl

Mild Problem Maderate/Severe Problem

nificant impairme

Recommend individual psychotherapy

CBT and IPT are preferred, where availab

Peychoeducation, coping skills, and problem solving focus

are all helpful therapy stra 5.

Educate patient and fam per mild problem list on lef
nsider farmily therapy referral.

Consider starting 55RI, especially if severe.

Fluoxetine is the first line

w wo appointment in 2-4 week
ituation is

1 if get agitat
nsult MH specialist if

repeat use




aims.uw.edu/collaborative-care/implementation-guide

UNIVERSITY OF WASHINGTOM, PSYCHIATRY & BEHAVIORAL SCIENCES
DIVISION OF POPULATION HEALTH

AIMS CENTER
Advancing Integrated WHO WE ARE WHAT WE DO COLLABORATIVE CARE E

Mental Health Solutions

EVIDENCE BASE MPLEMENTATION GUIDE

CORE PRINCIPLES
s EE2y XE3y ZEXy XL

TEAM STRUCTURE

BUILDING THE BUSINESS CASE WELCOME TO THE COLLABORATIVE CARE
FINANCING STRATEGIES IMPLEMENTATION GUIDE

BEHAVIORAL INTERVENTIONS
This guide is an introduction to the process of implementing

STORIES
collaborative care, from the crucial first step of understanding what it

RESOURCE LIBRARY ) L _ -
Is to monitoring outcomes once collaborative care is in place. Each

CARE MANAGER ESSENTIALS step contains learning objectives along with materials to help you

STEP 1: LAY THE FOUNDATION
It's important to understand that implementing collaborative care
STEP Z: PLAN FOR CLINICAL

PRACTICE CHANGE necessitates practice change on multiple levels. It is nothing short of a new
way to practice medicine and requires an openness to doing things

STEP 3: BUILD YOUR CLINICAL ) _ _

SKILLS differently. We hope this free guide helps you understand the scope of work
involved and provides you with the tools you need to get started. The AIMS
Center offers in-depth coaching and training that goes far beyond the

STEP 5: NURTURE YOUR CARE contents of this guide and we encourage you to contact us to learmn more.

STEP 4: LAUNCH YOUR CARE

For a printed overview of our Implementation Guide, see our Collaborative

BTN c-< moierentton Guide




The Role of Integrated Care in Addressing Stigma
Towards Mental Health in Obstetric Settings

Massachuserts Child Psychiatry Access Program

MEPADP

For Moms

Nancy Byatt, DO, MS, MBA

Medical Director, MCPAP for Moms

Executive Director, Lifeline4dMoms

Director, Women’s Mental Health, Dept. of Psychiatry

Tiffany A. Moore Simas, MD, MPH, MEd
Engagement Director, MCPAP for Moms
Medical Director, Lifeline4dMoms

Chair, Dept. of Obstetrics & Gynecology

g i i ®) =
) niversity o
j&LlfehneélMoms @ rﬂﬂamﬁmiﬂ

UMASS. Medical School
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Stigma against perinatal mental health conditions can leave them
unaddressed, with far reaching implications
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Many opportunities to dismantle stigma against mental health
exist within modern health care systems




Barriers to Treatment

Stigma <Patient Provider Systems > Stigma

Unprepared
providers and

M

Women do not

disclose Limited or no
symptoms engagement wsitis:ierrr:féd
or seek care In treatment
resources
M

Poor Outcomes

www.chroniccare.org



Building front line provider capacity can decrease stigma and
increase engagement in and access to mental health care

Addressing mental heath as part of overall health can help us shift to
strengths-based perinatal mental health care



Massachusetts Child Psychiatry Access Program

MGPAP

For Moms

Resource
and
Referral

Consultation

Engagement

Byatt et al. (2018). Ob Gyn.



Building front-line provider capacity can help dismantle stigma by
shifting medical practice to include mental health care

2018 2019/2020
CovID

2013-2014

Depression

Substance
Use Health
Disorders Equity

Depression
Anxiety

Bipolar
Disorder

L
i)
(4]
s %
] COUNCIL ON PATIENT SAFETY
.\N WOMEN'S HEALTH CARE
o

. safe health care for every woman . .

U.S. Preventive Services Task Force



The 15 Access Programs across the US aim to integrate perinatal

mental health care into medical settings

PAL for Moms Program
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Massachusetts Child Psychiatry Access Program
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For Moms

’. | MomsPRN

Maternal Psychiatry Resource Network

Perinatal
Psychiatry

Florida BH IMPACT

Improving Maternal and
e_08_8 Pediatric Access, Care and

https://www.umassmed.edu/lifelinedmoms/Access-Programs/network-members-

us/

PSI: 1-800-944-4773, ext 4


https://www.umassmed.edu/lifeline4moms/Access-Programs/network-members-us/

Integrated care can help shift us to a trauma-informed and
strengths-based approach

-

® What
What's happe:ed
wrong to you:
with How have
you?

you

managed to

cope with it?



The perinatal period is ideal for the detection, assessment
and treatment of perinatal mental health conditions

Regular opportunities to screen
and engage women in
treatment

Obstetric providers have a pivotal
role
- Patient acceptability
- 80 PCP:20 Psych
- Decrease stigma




Many obstetric providers are inadequately prepared and resourced to
address perinatal mental health thus contributing to stigma

Not part of professional identity

Lack of recommendations
Lack of guidance
Lack of training

Lack of practice workflow and
processes



The recognition of perinatal mental health as a public health
problem with universal screening recommendations

decreases stigma

American Academy of Pediatrics (AAP)
American College of Obstetricians and Gynecologists (ACOG)
American Medical Association (AMA)
American Psychological Association (APA)
Center for Disease Control and Prevention (CDC)
U.S. Preventive Services Task Force (USPSTF)
Centers for Medicare & Medicaid Services (CMS)
Council on Patient Safety in Women’s Health Care
Health Resources & Services Administration (HRSA)

Nurse Practitioners in Women’s Health (NPWH)



Destigmatizing mental health requires it being addressed beyond
screening thus screening needs to occur in the context of systems
prepared to respond to a positive screen

20, 20 At least once
Depression & Anxiety dur.|ng the
perinatal
period
2016

At least once

Depression during
U.S. Preventive Services Task Force D pregnancy

and again pp
2016-2017
Twice in
COUNCIL ON PATIENT SAFETY
WIN WOMEN'S HEALTH CARE  [MGUESSTO 1 RPN b el ay pregnancy
safe health care for every woman .. a nd aga i n pp

ACOG CO 630 May 2015 = ACOG CO 757 Nov 2018; USPSTF JAMA 2016; Kendig et al Obstet Gynecol 2017



Trainings and toolkits can help educate and engage providers
in addressing perinatal mental health

current medication (see chan
table below)

Antidepressant Treatment Algorithm

For Moms  (Use in conjunction with Depression Screening Algorithm for Obstetric Providers)

Is patient currently taking an antidepressant?

Yes No

Does patient have a history of taking an
antidepressant that has helped?

1f medication has helped If patient is on therapeutic Yo N
and patientis on a low dose for -8 weeks that has l “ l °
dose: increase dose of not helped: consider

Use sertraline,
fluoxetine or
citalopram (see
table below)

Prescribe
antidepressant that
helped patient in the
past (see table below)

l

g medication. If
questions contact MCPAP
for Moms for consultation

To minimize side effects, half the recommended dose is used initially for 2 days, then increase in small

crements as tolerated.

First line (SSRIs)

F*sertraline (Zoloft) 50-200 mg F‘uoxmlm (Prozac) 20-60 mg [citalopram (Celexa) 20-40 mg Fschlloprlm (Lexapro) 10-20mg’
o p p

e in10mg increments crease in 10 mg increments.

Second line treatment

[SSRIs

[*paroxetine (Paxil) 20-60mg
increase in 10 mg increments

SNRIs [Other
[Effexor) 75 i
ncrease in 75 m increments

If a first or second line medicine|
300-450mgis currently helping, continue it
ncrease in 75 mg increments

Istrongly consider using first or

[fluvoxamine (Luvox) 50-200mg Huloxetine (Cymbalta) 30-60mg|mirtazapine (Remeron) 15-45mg kecond line medicine that has
increase in 50 mg increments

increase in 20 mg increments ncrease in 15 mg increments worked in past

feffects

[*Considered a safer alternative in lactation because they have the lowest degree of translactal passage and fewest reported adverse

compared to other antidepressants. In general, if an antidepressant has helped it is best to continue it during lactation.

1.
2.

M

If you have any questions or need consultation, contact

in 2-4 weeks via EPDS & cl

cal assessment

ini If clinical improvement and
improvements after 4.8 weel

no/minimal side effects
Reevaluate every month and at postpartum visit.
Refer back to patient’s provider and/or dlinical
support staff for psychiatric care once OB care is
complete. Contact MCPAP for Moms if it is difficult to
coordinate ongoing psychiatric care. Continue to
engage woman in psychotherapy, support groups and
other non-medication treatments.

If patient has no or minimal side effects, increase dose.
If patient has side effects, switch to a different med.

ICPAP for Moms at 855-Mom-MCPAP (855-666-6272)

I CALL MCPAP FOR MOMS WITH CLINICAL QUESTIONS THAT ARISE DURING SCREENING OR TREATMENT AT 855-666-6272 I

Revi

MCPAP for Moms: Promoting matemal mental health during and ofter pregnancy m
n 04.28.14 Tel: 855-Mom-MCPAP (855-666-6272)

Copyright © MCPAP for Moms 2014 allrights reserved. Authors: Byatt N.,

Cohen L.

iebel K., Hosein S., Lundquist R., Freeman M,

suD1

For o

Screening and Brief Intervention for Substance Use in Pregnancy

All women should be screened for substance use at the first prenatal visit using a screening tool;

&.g., the Modified NIDA Quick Screen (Modified NIDA) (see SUDZ).

If positive screen on Modified NIDA, had sberrant urine test, or

clinical suspician (see SUDZ), womanis atrisk H negative screen, then woman islower ik

f Assessment

L. "What substances hieve you been using in the past 3 months? During this
pregnancy2”
2. "Hawmuchof each substance have you been using at a time?”
3. "Hawfrequently are you using them>*
4. "How does this affect your life (5, home Ife, seff-care, hesith, emations)>”
5 “Areyou SUD? Hava you had pr 2
v

Stratifyinta risk group
}

{ {

Provide brief edcation about recommendations ta
not use alcohl, tobacco, cannabis, it opicids, or
‘ather drugs.

Encourage the patient to ask for helpin the future, 25
nesded

3

Low Risk
Current: Opioid use or binge ‘Current: Lov-level use of non-opicid substances, engsged in MAT, or Current: Nousz
pattern/heavy use of any other SUD treatment History: Low-level use prior o
) His F st restment far SUD learring of pregnancy

istory-
Yes
Brief Intervention s the patient currently misusing any substance?

1 “How it " Ask
SeriEmt e C—
1 L if d

the patiant to rate this motivation an &

scale from 1:40.

2 rate i Je from 1-10. Brief Assassment at least oncs
stop?” i i 2 Askthe per trimester
confidence on scale from 3-10. from 110 2.

3. Why did you rate that way>" 3 “Whydid you rate that way?” trimester

4

3. Check MassPAT at each visit

} i 4. Faleady intrestment, contact
SUD provider
—— Yes No Plan of Safe Care fsee SUD3)
& Emmo s 6. Call MCPAP far Moms with
for opicid/akcanal use (se= SUD4] e
. B
trestment (see SUD3)

1 Counsel on MAT in pregnancy (se= 5UD4) and

Score patient
screening
document

Assessing Perinatal Mental Health

Bipolar disorder e
MDQ) (6AD-7)
es27 25

‘+ - + [ - +1-
N o | v
question  self-harm question | Stop* stop* stop* stop®
+Score on MDQ Consider
+Score on Self-Harm Question
1. Explain: PLC.
1
until plan/assessment is comlete. care you nesc.

2. Assess safety.

3. Callfor psych
needed.

i consuhation, as

4. W acute safety concern,refer to
emergency services for further evaluation
of safety.

5. See page 25 for more information.

2. 1 negative depression screan, mood changes
may be related to PTSD. Can administer the
PTSD PCLC.See paga 37.

3. 00 not prescribe antidepressant.
1. Refer to therapy.

5. Callfor psychiatric consultation or refer to
psychiatrst as indicated. See pages 27 & 28.

Toassess for presence and severity of perinatal mental

ress, ask about:

—Recent stressors.

~Current treatment {meds/therapy) - Prior symptoms.

~ Symptom duration
~ How symptoms impact daily

functioning

helplessness  — attempt(s)

~Current suicidal ideation, plan, intent  — Past psychiatric treatment (meds/therapy)
~Family history ~ Previous psychiatric hospitalization(s)

- See pages 33-35 for more on perinatal
mental health conditions

Determine Hliness Severity

MODERATE SEVERE

1014

GAD-7 score 59

1519

GAD-7 score 10-14 GAD-7 score 215

<3times

No suicidal ideation

“Yes" 23 times PC-PTSD answered “Yes” 23 times

Suicidal ideation present Suicidalideation, intent and/or plan

helpless, Pr

worthl
fess Often feels hopeless, helpless, worthless

History of multiple psych
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Proactive practice-level interventions are needed to destigmatize
mental health by fully integrating it into obstetric care
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Proactive practice-level interventions are needed to destigmatize
mental health by fully integrating it into obstetric care
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Implementation protocols can help practices integrate mental health
care into their workflow
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SDoH also need to be addressed for equitable access to
mental health care
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Increasing front line provider capacity to provide mental health
care can help engagement in care and decrease stigma
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Please contact us with questions

www.mcpapformoms.org
www.lifelinedmoms.org

j\LifelineéIMoms @

Nancy.Byatt@umassmemorial.org
TiffanyA.MooreSimas@UMassMemorial.org

Thank you!


http://www.mcpapformoms.org/
http://www.lifeline4moms.org/
mailto:Nancy.Byatt@umassmemorial.org
mailto:TiffanyA.MooreSimas@UMassMemorial.org

QUESTIONS?




OVERCOMING OBSTACLES WEBINAR SERIES

Sustaining behavioral
i‘!\& health care in your practice

e

UPCOMING 2021 WEBINARS

BHI Implementation: How to Make the Best Decisions for your Practice and Patients

Privacy and Security: Know the Rules for Safe and Secure Communication of Behavioral
Health Information



Thank you for

joining!
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