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Objectives

• Participants will understand how to design and 
implement a collaborative bi-directional  integrated 
model of health care for severely mentally disabled 
adults with substance use disorders.

• Participants will identify challenges associated with the 
development of a medical home for dually diagnosed 
adults.

• Participants will understand how to engage this 
population in primary care and mental health services.





From Silos to Bridges

• How Bonita House, Inc., a small 
community based non-profit agency 
partnered with Lifelong Medical Care, a 
local non-profit Federally Qualified Health 
Center, to integrate behavioral health care, 
substance use disorder treatment, and 
primary health care using available 
funding.



BHI Agency Profile

• Community based non-profit agency established 
1971; located in Alameda County, CA

• 1991- Integrated services for SPMI and co-morbid 
SUD (dual diagnosis) established.

• Contract agency with Alameda County Behavioral 
Health Services

• Total annual budget – $5.8 million dollars

• Total employees ~ 60 FTE
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LifeLong Medical Care

• Community Health Center (FQHC) serving 
Oakland and Berkeley

• 6 primary care clinics
• 2 adult day health centers
• Dental clinic
• Supportive housing program
• Frequent Users of Health Services program

• Serving >20,000 low income patients
• 75% at or below 100% of federal poverty 

level



A Spectrum of Care

• LifeLong provides traditional mental health 
services – psychiatry, psychotherapy, long term 
treatment

• We also provide:
• Short term interventions (1 – 3 sessions)
• ½ hour visits
• Includes case management
• Focus on working with people with chronic physical 

health conditions (e.g. diabetes, hypertension)
• Stages of change and motivation focused



Community Collaborations
• MHSA: past two years, full service partnerships

• HOST/Bonita House 90 homeless adults providing  primary care embedded in 
BHI team

• BACS – 30 homeless older adults providing primary care, medical case 
management, psychiatry

• Two half day primary care clinics – one at Bonita House, one at a 
Oakland Homeless Services (BOSS)

• Collaboration with City of Berkeley and Berkeley Mental Health to 
serve chronically homeless

• In start up phase of SAMHSA funded co-location of primary care 
provider at a large County operated out-patient mental health 
center

• Supportive Housing based integrated teams



Question

What famous Negro League 
baseball player once said 
“Avoid fried foods, they 
angrify the blood?”





Barriers to Primary Care Access

• Patients with severe and persistent psychiatric 
illness have historically seen the behavioral 
health clinic as their healthcare home but the 
mental health system has not provided 
integrated care.

• The traditional primary care clinic has not been a 
welcoming place, resulting in poor access and 
poor health outcomes.



Outcomes

• The goal of BHI’s partnerships with Lifelong 
Medical Care is to improve access to primary 
care for the consumers we serve.

• We believe co-location of services at the 
behavioral health clinic can serve as the base 
for development of an integrated health care 
home for persons with complex psychiatric, 
substance abuse, medical, and psychosocial 
needs.
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HOST Program Profile

• Full Service Partnership established 2008

• Serves 90 previously homeless adults

• Budget– $2.6 million (ACBHCS/MHSA and Shelter Plus 
Care housing funds)

• 10:1 staffing ratio (ACT model)

• Multidisciplinary team: integrated mental health, 
substance disorder, primary medical care, housing and 
vocational services.



No PCP PCP



49%

8%
5%

9%

23%

6%

HOST Primary Care Affiliation -
2010

HOST
Other LMC
Private
County?NPO
None
Other



On the ground – making it work

• Building a partnership

• Creating a patient centered model

• Financing/Sustainability

• Staffing 

• Creating a collaborative culture

• Logistics



Building a Successful Partnership

• Congruence of values and mission

• Experience and commitment to serving 
the population

• History of positive community 
collaborations

• Financial fit



Essentials For a Person Centered 
Behavioral Healthcare Home

• Non-judgmental, welcoming, respectful

• Shared decision making, empowering

• Collaborative treatment planning with mutually 
established treatment goals

• Stage-based interventions



Essentials For a Person Centered 
Behavioral Healthcare Home

• Care organized around the patients needs vs. 
clinician’s convenience

• Assertive follow-up including field based services if 
possible

• Multi-disciplinary team includes psychiatrist/midlevel, 
PCP/midlevel, case managers, housing and 
employment specialists

• Flexibility (appointments, where care provided, what 
you do in the appointment)



Financing an Integrated Model

• Garner the power of different funding streams  

• Benefits of an FQHC partnership for primary 
care

• Grants can support start up, but long term 
planning should create sustainability

• Productivity is important for financial stability, but 
need to build in time for collaborative activities 
that are not billable



Staffing
• Collaborative hiring of co-located staff when possible

• Primary care provider:
• M.D. or Mid-Level (NP/PA) 
• If using mid-levels need to have appropriate supervision, 

malpractice, M.D. coverage
• Not all PCPs are alike – need experience, ability,desire to work 

with individuals with SMI, complex physical health problems and 
significant psychosocial/ resource needs 

• Determine what kind of support staff are needed to run a 
primary care practice in a mental health setting 

• How can each provider’s time be maximized to improve 
access e.g. psychiatric consults for PCP





Cultural Challenges
• Agencies and disciplines have different cultures/approaches 

(e.g. medical vs. social model)

• Expect adjustments, especially when introducing a new 
practice into an existing program – develop communication 
structures to address these issues

• Create opportunities to educate each other (e.g. shadowing)

• Explore ways that mental health staff can become champions 
for chronic disease management and primary care can 
support recovery

• Training – expand the knowledge base of all staff so they can 
reinforce and support patient treatment goals





Communication
• Co-location of primary care and behavioral health 

services doesn’t guarantee collaborative care

• Formal structures to ensure collaboration:

• Multi-disciplinary team meetings to coordinate logistics and 
to case conference

• Management meetings between agencies
• Shared records
• Physical proximity to promote informal interaction

• Shared medical records



Logistical Challenges

• Part-time, limited on-site availability of primary care provider 
limits full integration with the behavioral health team.

• If primary care to be delivered on-site, where will consulting and 
examining room be located?

• What equipment and supplies will be required, where will they be 
stored when not in use and who will purchase/manage the 
supplies?

• If two agencies are providing care how will they be registered 
with both agencies and are procedures in place to facilitate 
sharing of protected health information?



Next Steps to Achieving a 
True Patient Centered Health Home

• Record sharing/IT infrastructure development

• Cross training behavioral health/primary care 
staff

• Incorporating medical case managers into 
team

• Developing and using outcome measures 



What About You?

• What is your next step in furthering 
integration in your community?

• What concrete actions do you plan to 
take when you go home from this 
conference?


