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A Community Wide Levels 
of  Care System

A Collaborative Approach between 
Primary Care 

and 
Community Mental Health

Agenda

• Introduction 

• Integrated Care concepts

• Overview of services at DHMC and MHCGM

• Levels of Care design

• Overview of the collaboration

• Case Study

• Discussion

Who’s in the Room?
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The Long Road to Integration

The Case for Integration of Primary and 
Behavioral Healthcare

• Many people with behavioral health disorders do not seek out or do not receive 
adequate treatment.1,7

• Many people first receive behavioral health treatment from  primary care 
providers.2,3

• Primary care providers have varying degrees of expertise treating behavioral 
health disorders4

• Some patients require higher level of behavioral health treatment.

• Many patients do not connect to specialty mental health or substance use 
disorder services when referred.1

• Patients with social determinant risks have more difficulty accessing and 
connecting to treatment.5

• Communication between primary care and outside behavioral health services is 
often poor.6
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Enabling Innovation and Collaboration

Bringing partners together, strengthening relationships  and communication to improving patient care

Integrated Enhancement Plans (IEPs)

• Initiatives to expand and improve healthcare integration

• Focus on developing and improving upon connections between 
organizations

• Developing and improving internal and external workflows

• Developing capacity for shared care plans and closed loop referrals

Dartmouth Hitchcock-Manchester

• Role within the community
• Serves over 34,000 adult primary care patients

• Serves over 14,000 pediatric primary care patients

• Overview of services
• Primary Care, Specialty and Urgent Care services

• History of integration
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MHCGM

• Role within the community
• Largest of 10 community mental health centers in state

• Provides services to over 11,000 patients each year

• Overview of Services
• All levels of behavioral health services for children, adults, and families

• History of Integration

DH Integration Enhancement Plan

• IMPACT for mild to moderate depression, anxiety and substance use

• 3 Behavioral Health Clinicians

• 4 Family Support Specialists

• Screen and respond to identified Social Determinant of Health needs

• Develop working relationships with Community Agencies

MHCGM Integration Enhancement Plan

• Intensive Transition Team
• Four bachelor-level case managers, one certified recovery coach

• Transitions between acute and outpatient care

• Short-term, solution focused case management

• Assessing and addressing specific social determinant risk areas

• Psychiatric Consultation for PCPs

• Behavioral Health Clinicians in schools

• Integrated Care training for staff and partners
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Aligning the IEPs

• What are the needs on both sides?

• What are ways to enhance the care of mutual patients?

• What are the current barriers?

• How can we improve coordination of care?

Step #1 – Getting together in one room

• Open and honest discussion about perceived barriers and challenges

• Become familiar with each organization’s proposed IEP

• Identify common ground and strategic points of alignment

• Discuss possible ways to move forward with collaboration

• Commit to an action plan

Step #2 – “Lifting the Veil”

• What do providers need on each end for effective care?
• MHCGM – Access to recent labs, PCP progress notes

• DHMC – Access medication list, attendance, MD progress notes

• How do patient referrals flow on each end?

• What is the design of each clinical services system?

• How is patient information managed on each end?
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Step #3 - Shared Workflows

• Referrals and movement between levels of care

• Document Exchange

• Communication (consultations, case conferences, etc)

• Shared Care Planning

Mutual Patients

• Complex medical and behavioral health issues
• Chronic health issues: hypertension, diabetes, etc.

• Mental Health Disorder

• Substance Use Disorders

• Common social determinant risks
• Lack of transportation

• Difficulty with finances

• Housing insecurity

• Lack of social supports
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Managing Transitions

• Warm handoffs, when possible

• Communication between points of contact
• Discuss reasons for referral

• Upcoming appointments

• Transportation Plan

• Addressing social determinant risk areas

• Case Management needs

Closed Loop Referrals

• Where we are now:
• Phone updates between points of contact

• Monthly case updates

• Treatment update letters

• Where we are headed:
• Closed loop referral software (Unite Us)

• Direct Secure Messaging 

Exchanging Documentation

• “What do you want/need to see?”

• Release of Information

• MHCGM to DH
• Medical Progress Notes
• Level of Care Assignment
• Care Team contact information

• DH to MHCGM
• Most recent PCP notes
• Recent lab results
• Problem List
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Shared Care Planning

• Where we are now:
• Exchanging documentation

• Communication between points of contact

• Updating respective EMRs

• Two or more care plans per patient

• Where we are headed:
• Common software platform

• Multiple provider access

• Integration with EMRs

• One care plan per patient

Training

• For Primary Care Staff
• Zero Suicide Core Trainings

• Evidence Based Practices
• CBT for Insomnia

• Motivational Interviewing

• Integrated Care training

• For Behavioral Health Staff
• Chronic Disease Management

• Hypertension, Diabetes, Hyperlipidemia

• Integrated Care training

Consultation

• Weekly consultation hour provided by MHCGM psychiatrist

• DHMC staff attends in person once per month

• Open to all area primary care staff

• Intended to provide support to primary care 

• Discuss medication and treatment protocols, difficult cases
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Levels of Care for Behavioral Health

•Safety

•Severity

•Support System 

MHCGM Levels of Care – Criteria Dimensions

• Safety
• Suicidality/Homicidality
• Bio-medical risk
• Ability to Care for self

• Severity
• Level of functioning
• Mental Status
• History
• Restorative Potential
• Developmental Perspective

• Support System
• Living Situation
• Social Supports
• School/Community

MHCGM-Levels of Care Structure
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MHCGM – Levels of Care Assessment

• Scheduling Department – Structured Phone Interview
• Safety, Severity, Support System

• Scheduled for Intake Assessment
• Level 1

• Level 2 (assesses for Level 2 or higher)

• Level 2 Assessment
• Diagnostic formulation

• Eligibility Determination

• Assignment to a specific level of care

MHCGM-
Internal movement between levels of care
• Change in safety, severity, or support system

• Movement could be up or down

• Example #1:
• A patient receiving services at Level 1 has been to the ED for suicidal ideation, 

now meets criteria for major depressive disorder, and has recently gone 
through a divorce. A decision is made to refer the patient to Level 2 or higher.

• Example #2
• A patient who at one point received intensive Level 4 services, and more 

recently Level 3 for a period of time, is now stably housed, is working, has a 
had a significant period of symptom stability, and has a solid support system. 
A decision is made to refer the patient to Level 1 for medication management.

Dartmouth Hitchcock-
Internal movement between levels of care
• Referral from PCP to Family Support Specialist

• What triggers this referral?
• PHQ, CCSA and provider’s clinical determination of patient need

• What screening tools are used by the PCP?
• PHQ, GAD, BAM

• How is the referral made?
• Sent through EMR

• Warm handoff
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DH to MHCGM
Cross-agency movement between levels of care
• Decision to refer to MHCGM

• Mild to moderate depression, anxiety, SUD
• Referred internally to DH Behavioral Health Clinician
• Screening and Assessment

• Are other outside referral options more appropriate?

• MHCGM referral options:
• Standard referrals

• Patient requires higher level of care than PCP can manage, patient does not present with acute safety, severity concerns

• Referrals to Intensive Transition Team
• Patient requires higher level of care, presence of comorbid social determinant risks/barriers (transportation, housing, etc)

• Referrals to Emergency Services outpatient care based upon PHQ-9 scores
• Heightened concern for safety and severity
• Depending on scores, same day appointment or within 3 days

• Referrals to Mobile Crisis Response Team
• Immediate safety concerns present

Follow up and coordination of care

• Releases of Information signed and sent

• Documents exchanged

• Updates provided between points of contact

• Care Plans developed utilizing info from both primary care and 
behavioral health

• Monthly Face to Face meetings to review and revise process

Supporting Primary Care

• What level of care does the patient need?

• What specific service does the patient need?

• What information does the PCP need?

• What kind of support does the PCP need?

• What can we do to ensure the patient information flows quickly, 
efficiently, and effectively?

• How does the behavioral health treatment help the patient?
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Case study

• 30 yr old male, referred to FSS by Primary Care Provider due to 
positive identifiers when patient completed the CCSA.  

• Housing, food insecurity, financial assistance, transportation, anxiety 
(GAD) and depression (PHQ)

• Verbal disclosure of opiate use

• Finding employment and help with sobriety

• Discussed the ITT Team and pt signed ROI to be connected with this 
service

• ROI faxed, pt assigned case manager/recovery coach

Case study (cont.)

• Engagement with Recovery Coach, developed recovery plan

• Started outpatient treatment in Emergency Services department

• Connected to Medication Assisted Recovery services for suboxone
treatment

• Completed intake, assigned to outpatient team, works with Housing 
Outreach, attends relapse prevention groups

• Connected to Eye Specialist, completed surgery

• Applied for disability, housing, food stamps

Case study (cont.)

• Regular updates between points of contact

• Sharing plans, strategies

• DH EMR accessed regularly by MHCGM med assistants

• MHCGM medical progress notes sent to DH after each appointment

• Decrease in safety concerns

• Decrease in severity of symptoms 

• Expanded social supports

• Patient reports an increase in hope
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What have we learned?

Discussion

• What are some barriers to integration or collaboration that exist 
within your community currently?

• What are some examples of successful collaborations?

• What are some things you have learned?

• Questions?

• Feedback?
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