Team Roles and
Responsibilities



CoCM Builds
on Team-
based Care

e CoCM uses an enhanced care

team to provide a population-
based, treat-to-target approach to
care. Through shared care
planning, the team makes
proactive changes in treatment to
make sure that patients do not fall
through the cracks.

Success of the model is based on
the flexibility to alter practice
patterns and willingness

to participate in the team-based
model from each member of the
team.
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Creating a Shared Vision

* A shared vision is a concrete way for

— AIMS CENTER team members within an organization
W UNIVERSITY of WASHINGTON to understand the purpose Of a

Psychiatry & Behavioral Sciences

Creating a Shared Vision for Collaborative Care program

A shared vision is a concrete way for team members within an organization to understand the purpose of o o

a program. A powerful vision statement should stretch expectations and aspirations helping team ¢ A powe rfu I vVision State me nt S h ou |d
members to jump out of their comfort zones. Use the following guide to facilitate the development of a St retch expectatio ns an d as pl ratlo ns

» shared vision and think about how CoCM maps onto existing behavioral health services.

helping team members to jump out of

Why Create a Shared Vision? th eir co me rt zones.

Visioning is an important process that provides focus and enables Collaborative Care (CoCM) teams to
build a shared understanding of their common purpose and future goals. A powerful vision:

e Qutlines a compelling reason for change and builds team commitment ¢ VISIOnIng IS an |mp0rta nt process that
e Presents a feasible, if challenging, process p rOVIdES focus a nd ena bles

e Conveys a picture of the future and appeal to the long team interest of stakeholders .

e Motivates people to move out of their comfort zone and away from the status quo CO I I d bo ratlve Ca re (COCM) tea ms to

e Clarifies the general direction for the change and focusses on what needs to be achieved b u i Id as ha red u nde rsta nd | ng of the| r

common purpose and future goals.



The Treatment Team



Principles of Team-Based Health Care

1.
2.
3.
4,
5.
6.

Clear Roles

Shared Values

Shared Goals

Mutual Trust

Effective Communication

Measureable Processes and Outcomes



CoCM “adds” two
additional clinical staff to
the traditional primary
care treatment team

It’s not adding new
members to the team, it’s
re-defining the team

The Collaborative Care Treatment Team
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Defining the Team

* Patient

* BHCM

* Psychiatrist

* Primary Care Provider

* Others within the provider team

e Others external to the provider team




Integration

space and flow

* Private workspace for BHCM

* Time

* Access to computer and EHR

e Access and support of training
for clinic staff

* |dentification of staff roles in
CoCM

Integrate BHCM and consulting psychiatrist into existing clinic staff,

It is critical that a BHCM can carve
out enough time to actively manage

their patients. This role cannot be
added to an already full workload.




The Patient:

* Works closely with the BHCM and PCP to report symptoms, set goals, track
progress, and ask questions

* Sets goals for treatment with the team

* Actively engages in self-management action planning
 Completes outcome measures

* Asks questions and discusses concerns with the PCP and BHCM

e Understands treatment plan including medication if applicable, (names, doses,
etc.)
Reminder: Communication goes 2 ways
— Sharing of info in patient-friendly way
— Asking for and receiving information
— Shared decision-making



Caregivers/Family

e Can help to provide further patient information in areas such as symptomes,
mood, behavior, and baseline functioning of patients

e Can provide support to treatment plans, especially in self-management
Important: Patient chooses level of family involvement

* |deas for engagement:
 Discuss the family’s shared view of depression (myths, causes, beliefs)

* Give family members a role in supporting the patient’s treatment
* Check in regarding med adherence if appropriate and permission given by patient

* Engage family in relapse prevention planning



Psychiatric Consultant Role

The psychiatric consultant is a medical professional trained in psychiatry and qualified to prescribe
the full range of medications

* Participates on the population based, systematic case review team with shared accountability
for outcomes

* Dedicated time, weekly, for case review

* Builds effective relationship with Primary Care Team

* Treatment recommendations based on evidence-based guidelines/protocols
* Builds capabilities of Primary Care Team to care for behavioral illness

* Supports a PCP and BHCM by regularly reviewing cases with the BHCM in scheduled systematic
case reviews

Helpful Qualities: Teaching, guiding, patience, with a willingness to support and share knowledge



Behavioral Health Care Manager

The BHCM is a core member of the Collaborative Care team. The CoCM is a licensed professional resEonsibIe for supportin
and coordination the mental and physical health care of patients on an assigned patient caseload with the patient’s medica
provider and, when appropriate, other mental health providers.

» Engages patient to help patient move from passive to active role in health/team, participates in relapse prevention
* Connects, coordinates and provides needed services to patient
* s organized and has ability to prepare information in an effective, and efficient way for the SCR with the psychiatrist

* Monitors population/case load regularly using the patient registry and SCR tool to ensure patients are not get lost to
treatment

* Works closely with the PCP to facilitate patient engagement and education

* Performs structured outcomes-based assessments along with risk assessment and safety planning
e Systematically tracks treatment

* Provides brief behavioral interventions and supports medication management

Helpful Qualities: Interpersonal skills, ownership and advocacy, meeting patient where they are, tenacity, comfort with both
depression and medical conditions, humility curiosity, discipline, creativity



Primary Care Provider

* Introduces the collaborative care program and makes referrals, (ideally a warm
hand-off)

* Responsible for ongoing health care treatment for all of patient’s medical needs
* Determines individual treatment goals, based on overall knowledge of patient
* Follows treat-to-target guidelines to include depression/anxiety

* Receives, reviews, evaluates and implements appropriate recommendations from
consulting psychiatrist

* Has the final word on treatment decisions and care plans

Helpful Qualities: Ability to integrate diverse recommendations into an individual plan
for patients, curiosity, discipline, humility, creativity



* Practice Manager

* Clinical Supervisor

Additional * Ql Coordinator
Staff * Billing Representative

* Clinical staff responsible for screening and documenting
results

* Office staff




O/;J;ler Team Members Inside of a Practice:

Imbedded
behavioral

health staff

J

Medical
Assistants

Health
Coaches

Community
Health
Workers




Additional Team Members Outside the Practice

* Therapist

e Substance treatment

e VVocational rehabilitation
e Specialty Mental Health Clinic



Key Leadership




Medical Director:

* Creates and implements practice policies to ensure safe, effective, and
sustainable delivery of care

* Ensures all CoCM team members have appropriate qualifications, training,
and credentialing to provide the activities specific to their role

* Ensures all CoCM team members adhere to professional responsibilities
with respect to standards of care, documentation, privacy, etc.



Provider Champion:

* Commits to learning CoCM, helping to educate their colleagues, and practices the model
with fidelity and enthusiasm

* Assists in hiring the other CoCM team members

 Communicates practice change expectations to their PCP colleagues and supports them
in overcoming challenges

* Acts as a liaison between the PCP team and the behavioral health care manager and
psychiatric consultant, providing a bi-directional communication channel to solve
implementation challenges

* Provides ongoing monitoring of how the PCP team is adopting the model and provides
additional support to late adopters



Considerations:

Key aspects of the personnel providing collaborative care can influence outcomes and is the “secret
sauce” that goes beyond simply implementing the key tasks and re-engineered workflows

* “Engaged” psychiatric consultant leads to more patients achieving remission

* “Buy-in” by primary care providers is crucial to patient engagement as they are on the front
line in “pitching” the model to patients

* Primary care provider “champions” help with rallying colleagues around the model

* Behavioral care managers with a well-defined role are crucial to patient engagement and
ensuring key clinic tasks are performed without other distractions

* Strong support from the top leadership is also necessary to provide the team resources
critical to meeting defined goals as well as encouragement and support throughout the
process

Raney, L.E, M.D., Lasky, G.B.,Ph.D, M.A.P.L., Scott, C., L.C.S.W. (2017). Integrated Care, A Guide for Effective Implementation, Arlington, VA, American Psychiatric Association Publishing

Raney, Lori MD. (2028, May). How to implement effective integrated care. Psychiatric News, Online



Collaboration:

Sharing responsibility for patient care and outcomes
Showing appreciation for team members

Integrating the knowledge and experience of all team
members in patient care

Regularly implementing process improvement strategies to
enhance teamwork and patient care

Having a mutual understanding of evidence- based care
and ethical principles of patient care



It’s About Relationships

What additional needs/questions do
» you have before getting started?

**Use the Team Role’s Assessment Form

as a Guide for Discussion (2" document in
hand-outs)

Breakout in 3 rooms with facilitator




FAQ — Ideas for the Lunch Break Discussion

e Should we work with a patient in CoCM if they are already working
with a psychiatrist?

* What about liability for the psychiatrist?

* How much detail should be in the psychiatric note?

* Does a psychiatrist have to be available outside of the SCR?
* How many patients can a BHCM follow?

* Does the program overly stress medications for depression?



PSYCHIATRIST AND PROVIDERS ARE WELCOME Q & A WITH DR. MARK WILLIAMS FROM 11:45
TO STAY ON ZOOM FOR A WORKING LUNCH TO 12:45




QUESTIONS??

Providers and Psychiatric Consultants - Thank
you for attending today’s training!

Reminder: Please fill out the evaluation form and complete the post-test to
receive certificate and CME/CE
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