Appendix 1: Comparison of New York State Medicaid Psychotherapy, Medicaid Collaborative Care, and Medicare Collaborative Care Billing by Primary Care Clinic Type
	
	
	New York State Primary Care Clinics

	
	
	Private Practice
	Hospital-Affiliated Clinics
	FQHCs

	Billable Service
	
	
	

	Medicaid Psychotherapy (behavioral health service; includes direct services only)

	BH Providers
	· Licensed master’s level BH clinician and above
	· Doctoral level BH clinician 
· Licensed Clinical Social Worker (LCSW) with certain patient populations

	· Licensed Clinical Social Worker and above

	· 
	Patients
	· All patients
	· Doctoral level BH clinician: all patients 
· LCSW: children, adolescents, and pregnant patients

	· All patients


	· 
	Rates (19)
	· 30 minutes $57.93/session
· 45 minutes $76.45/session
· 60 minutes $111.90/session

	30 minutes $54.26/session
45 minutes $70.39/session
60 minutes $105.07/session
	· 30 minutes $57.93/session
· 45 minutes $76.45/session
· 60 minutes $111.90/session

	Medicaid Collaborative Care 
(primary care service; includes direct and indirect services)

	BH Providers
	· Master’s-level BH clinician licensure candidate / trainee and above, (e.g. LMSW)
· Registered Nurse (BSN recommended)
· Nurse Practitioner

	· Master’s-level BH clinician licensure candidate / trainee and above, (e.g. LMSW)
· Registered Nurse (BSN recommended)
· Nurse Practitioner

	· Master’s-level BH clinician licensure candidate / trainee and above, (e.g. LMSW)
· Registered Nurse (BSN recommended)
· Nurse Practitioner


	
	Patients
	· 12 years and up

	· 12 years and up
	· 12 years and up

	
	Rates (19)
	Year 1
· Case rate $112.50/month
Year 2
· Case rate $101.00/month

	Year 1
· Case rate $112.50/month
· Retainage $37.88 /month (available after 3 months of patient enrollment) 
Year 2
· Case rate $101.00/month
· Retainage $25.25/month (available after 3 months of patient enrollment)

	Year 1
· Case rate $112.50/month
· Retainage $37.88 /month (available after 3 months of patient enrollment) 
Year 2
· Case rate $101.00/month
· Retainage $25.25/month (available after 3 months of patient enrollment)


	Medicare Collaborative Care 
(primary care service; includes direct and indirect services)

	BH Providers
	· A designated individual with formal education or specialized training in behavioral health (including social work, nursing, or psychology), working under the oversight and direction of the billing practitioner (primary care provider)

	· A designated individual with formal education or specialized training in behavioral health (including social work, nursing, or psychology), working under the oversight and direction of the billing practitioner (primary care provider)
	· A designated individual with formal education or specialized training in behavioral health (including social work, nursing, or psychology), working under the oversight and direction of the billing practitioner (primary care provider)

	
	Patients
	· All patients

	· All patients
	· All patients

	
	Rates (19)
	· 70 minutes initial month
· $147.12/month
· 60 minutes subsequent months
· $139.18
· 30 min additional CoCM for initial or subsequent months (maximum of two uses per month with 70- and 60-minute codes only)
· $56.53

	· 70 minutes initial month
· $90.58/month
· 60 minutes subsequent months
· $98.85/month
· 30 min additional CoCM for initial or subsequent months (maximum of two uses per month with 70- and 60-minute codes only)
· $39.67
	· 70 minutes for initial month and 60 minutes for subsequent months 
· $143.15/month



Appendix 2: Interview Guide
ALL INTERVIEWS

1. Can you give me the name of your clinic and a general overview of what your role is in your clinic? 
2. Can you describe the type of services offered at your clinic? 
a. PROBE- What does a typical primary care visit look like at your clinic?
b. PROBE- any special populations, like pediatrics, OB-GYN, substance abuse etc.
c. Ask specifically if they offer behavioral/mental health services (if not included in their initial response)
3. If they offer behavioral health services: You mentioned that you offer behavioral/mental health services in your clinic, can you give me an overview of what behavioral health care looks like at you clinic? 
a. PROBE- Do they screen? With what screeners? When does screening occur? By who?
b. PROBE- do they refer out to a community mental health clinic?
c. PROBE- Are Behavioral/Mental health providers located in a different area of the clinic, such as a different floor?
4. Thinking about your clinic population and the services you offer, could you describe any challenges that come with providing care in a clinic like yours? 
5. Thank you for your participation in this interview, your responses are greatly appreciated. Do you have any questions for me or any last things that you would like to say? [WAIT FOR RESPONSE] Great, thank you so much, have a good day [END INTERVIEW]


NEVER REACHED
Defined as never being in contact with OMH about CoCM.

1. OMH has been offering the CCMP in some form since 2014, and our records indicate that your clinic has never had discussions with OMH regarding Collaborative Care or the CCMP program. Could you comment on your clinic’s knowledge of the CCMP/ COCM?  
a. If they never had knowledge of it ask if they have knowledge of other models of behavioral health integration (which is just offering behavioral/mental health services in primary care), such as Primary Care Behavioral Health (PCBH). 
b. If they never had knowledge of it, ask if they think COCM/CCMP may or may not be a good fit in their clinic and why they think this. 
c. If they had knowledge, ask about reasons why engaging with OMH about Collaborative Care or the CCMP was not a priority/ was never pursued for your clinic? 
i. PROBE- competing priorities 
ii. PROBE- did they even have capacity to offer behavioral/mental health services 
iii. PROBE- patient population (low burden population OR population affected more by another ailment ex: diabetes etc) 
2. Is there anything that could have been done differently to get your clinic to engage with OMH regarding the possible implementation of CoCM/CCMP? 


REACHED, NEVER ADOPTED
Defined as ever having contact with OMH with interest in CoCM. Either they reached out to OMH, OMH reached out to them or their organization as a whole.

1. OMH has been offering the CCMP in some form since 2014, could you comment on how you got connected with OMH and the CCMP?  
a. What information did you gather from that connection? Was it about COCM or Just CCMP? 
2. Can you elaborate on why your clinic was interested in CoCM and/or CCMP program 
a. PROBE- external or internal factors, - policy changes, new regulations, decision making processes, staff or patient demand, clinic goals, etc. 
b. PROBE- was the interest in CoCM/CCMP there before or only after connection with OMH? 
c. PROBE- was their organizational support for implementing an integrated behavioral health model, such as COCM. 
3. Can you comment on any challenges your clinic may have had in getting connected with OMH about COCM/CCMP 
a. PROBE- lack of staff engagement, time pressure/competing priorities, OMH difficult to get ahold of, etc. 
4. Can you comment on the impact that getting connected with OMH had on your clinic’s decision to further pursue CoCM/CCMP or not? 
5. In order to help clinics get everything in place in order to bill for the CCMP (and thus implement CoCM) Training and Technical Assistance, such as coaching and training that focused on how to use a registry or finding a psychiatric consultant (among many other topics) was offered to clinics. Can you comment on your clinic’s knowledge of this TTA? 
a. If they knew about TTA- Can you elaborate on why your clinic chose not to pursue TTA? 
b. If they knew about TTA- ask who and how the decision to not receive TTA was made, group choice? One person? Organizational decision? 
c. If they knew about TTA- ask whether they still plan to implement CoCM/CCMP 
d. If they did NOT know about TTA-  If you had known TTA was offered would your clinic have pursued receiving TTA? Do you think having TTA would have helped your clinic implement CoCM and bill CCMP? 
6. After your clinic was in contact with OMH regarding possible CoCM/CCMP implementation, can you comment on any changes that may have occurred at your clinic? 
e. PROBE- changes in clinic leadership, high turnover rates, restructuring of clinic, budget issues, etc. 
7. Can you comment on how financial considerations may have played a role in your clinic’s decision to not pursue TTA for CoCM/CCMP? 
a. There are many different ways and models of integrating behavioral health services into primary care, can you comment on whether your clinic ended up using or adopting a different behavioral health integration program? 
i. If yes, which one and why?  
b. PROBE- what specifically about CoCM/CCMP did not align with your clinic, what was the issue your clinic had with COCM/CCMP? 
c. PROBE- what about [their clinic’s integration model] made it the best choice for your clinic to implement? 
d. PROBE- who made the decision in your clinic on what model to implement 
8. What would you say is the primary reason your clinic didn’t obtain TTA for adopting CoCM/CCMP?
e. PROBE- What were the major challenges to getting TTA? 
f. PROBE- Internal factors (ex. organizational support, time, etc.) 
g. PROBE - External factors (ex. changes in regulations or policy landscape, etc. )
h. Thinking back to when your clinic was discussing about whether or not to receive TTA for your clinic, can you think of anything that OMH could have done differently that might have made your clinic more likely to receive TTA? PROBE- get at factors other than internal here, so was OMH flexible with training scheduling etc. 


ADOPTED, NEVER IMPLEMENTED
Defined as ever having contact with OMH with interest in CoCM. Either they reached out to OMH, OMH reached out to them or their organization as a whole.

1. In order to help clinics get everything in place in order to bill for the CCMP (and thus implement CoCM) Training and Technical Assistance, such as coaching and training that focused on how to use a registry or finding a psychiatric consultant (among many other topics) was offered to clinics. Can you elaborate on any Training and Technical assistance you received in relation to implementing CoCM/ the CCMP? 
a. PROBE- was the training from OMH? Outside OMH? 
b. PROBE- to your best memory, what were some of the topics discussed, and what topics/trainings were most useful to your clinic? Least useful? Is the information you obtained in those sessions still useful to you today? 
c. PROBE- ask about if they felt that had the right amount of TTA, too much? Too little? Just right? 
d. PROBE- cost of training to clinic? (if any), including time away from clinical duties. 
2. Can you comment on the decision to pursue TTA for your clinic? 
a. PROBE- Who in your clinic was responsible for deciding to pursue TTA, group decision? Was there organizational support? Provider support? 
3. Can you discuss what TTA looked like at your clinic?
a. PROBE- Who received it? 
b. PROBE- Are they still receiving support? If so what does that look like now? 
4. Could you discuss some of the benefits or challenges of getting training and technical support? 
a. PROBE- what about the TTA/ asking for TTA was easy and useful 
b. PROBE- what was challenging/a barrier/ could have been better 
5. Can you talk about the process of getting everything in order to submit a CCMP billing application?
a. PROBE- how long did it take? Was it easy/hard? 
b. PROBE- what was the most challenging aspect of the billing application to get in place? Why do you think it was? 
c. PROBE- Can you comment on the support/communication your clinic received from OMH in regards to completing the CCMP billing application? 
6. Can you comment on challenges your clinic faced that inhibited your clinic from reporting outcomes to OMH? 
a. PROBE- was your clinic still trying to provide COCM? Low patient interest? Lack of organizational support? Provider support? 
b. PROBE- were there financial challenges? Workforce shortages ( they struggled to find a consulting psychiatrist/behavioral health care manager/etc) 
7. Thinking back to getting the component of CoCM in place in order to apply to bill for CoCM, can you comment on what supports you received that were helpful to your clinic? 
a. Supports from OMH, organizational, other
b. PROBE- What supports do you think your clinic needed that would have allowed your clinic to submit data to OMH? 


IMPLEMENTED, NEVER MAINTAINED
Defined as clinics that were in contact with OMH, received TTA (training and technical assistance), and submitted at least one quarter of data

1. Can you talk about the process of getting everything in order to submit a CCMP (Collaborative Care Medicaid Program) billing application?
a. PROBE- How long did it take? Was it easy/hard? 
b. PROBE- What was the most challenging aspect of the billing application to get in place? Why do you think it was? 
c. PROBE- Can you comment on the support/communication your clinic received from OMH in regards to completing the CCMP billing application? 
2. If they submitted quarterly data: Thinking back to when your billing application was approved, can you discuss your clinic’s process of submitting monthly/quarterly data to OMH? 
a. PROBE- Time commitment/was it time-consuming? Easy/challenging to complete each quarter/month? 
b. PROBE- Can you comment on whether your clinic used/reviewed the metric data you had to submit to OMH for your own internal clinic purposes? Were these metrics helpful to you, did they drive change in your clinic? What metrics were most useful to your clinic? 
c. PROBE- Are there any other metrics you use in your clinic that you find helpful that are not reported to OMH? 
3. If they submitted quarterly data: Thinking about submitting data to OMH, can you comment on what helped your clinic begin to report data to OMH, were there key facilitators that helped your clinic succeed in providing data? 
a. PROBE- Internal clinic factors, external factors, TTA, IT systems, etc. 
b. PROBE- Barriers both internal and external (ex. IT systems, lack of physician engagement, competing priorities, reimbursement issues, etc.)
4. If they submitted an application but never submitted data: Can you comment on challenges your clinic faced that inhibited your clinic from reporting outcomes to OMH?
a. PROBE- Was your clinic still trying to provide CoCM? Low patient interest? Lack of organizational support? Provider support? 
b. PROBE- Were there financial challenges? Workforce shortages (ex. they struggled to find a consulting psychiatrist/behavioral health care manager/etc.) 
c. PROBE- What supports do you think your clinic needed that would have allowed your clinic to submit data to OMH? 
5. Thinking about actually billing Medicaid, can you comment on how easy or hard that process is? 
a. Supports from OMH, organizational, other that helped you bill?
6. Can you elaborate on the challenges your clinic faced in providing data to OMH/providing CoCM in your clinic? 
a. PROBE- What support do you think your clinic could have benefitted from to help your clinic sustain CoCM that was not available? 
b. PROBE- Can you comment on what your clinic offers now in terms of behavioral health services? Do you think you will be able to offer CoCM in the future? Why/why not? 


MAINTAINED
Defined as clinics who maintained CoCM/CCMP for at least 1 year post implementation 

1. It looks like your clinic has been able to submit data to OMH for at least one year, can you comment on why you think your clinic has been successful in continuing to submit data for a year? 
a. PROBE- what supports did they have that helped? Challenges they had to overcome? 
b. PROBE- are they still providing CoCM/submitting data to OMH? 
i. If not: Why not? What specific challenges came up that forced you to stop submitting data/stop providing COCM? 
ii. If not: What support do you think your clinic could have benefitted from to help your clinic sustain CoCM that was not available? 
iii. If not: Ask them to comment on what their clinic offers in terms of behavioral health services. Do they think they will be able to offer CoCM in the future? Why/why not? 
iv. If yes: ask them to comment on what challenges they have faced in continuing to provide CoCM/provide data to OMH? What support have they received that helped them continue to provide COCM? 
v. If yes: Do you think your clinic will be able to continue to provide CoCM in the foreseeable future? Why/why not, what supports do they have/think they will need in order to continue to provide COCM? 




Appendix 3: Qualitative participant demographics. 
	Clinic Code
	RE-AIM step
	Clinic Type
	Rural
	Participant's Role in clinic
	Services offered
	Screeners used
	Who administers screenings
	Frequency of screening
	External referral process

	NYS-01
	Maintained
	Private Practice
	 
	Chief Operating Officer
	family practice (birth to death), any type of primary care visit (physical, gynecological, office visit, etc), 30% pediatrics, 30% geriatric 
	GAD-7
	social worker
	 
	But once it goes beyond where they need extra help, or counseling's not working along with the medications that are prescribed, we refer out a lot.  it's up to provider discretion, but usually it's if they've had the trial treatment of a primary med. Usually three to six months and if they don't see any improvement for ADHD, it's definitely six months or more on a med for depression. And if that's still not improving, then the referral goes out. So, it's probably, I'd say, if it's not working within six months, then they definitely get the referral out.NYS_21 U

	NYS-03
	Adopted, Never Implemented
	Private Practice
	 
	Division Lead for Psychiatry
	substance use, primary care, child and adolescent psychiatry (3+), adult psychiatry, therapy, neurology, endocrinology, ophthalmology, cardiology, radiology, lab, urgent care, family medicine, pediatrics, geriatrics
	electronic PHQ-9, GAD-7, CAGE, AUDIT
	patient on phone, PCPs
	"Everybody gets an annual PHQ-9...We do the CAGE and the audit for substance use disorders. That's done annually by the PCPs."
	So for the most part everything's in house, besides for those emergent situations, we're just not set up to kind of care for that, so we do provide like the crisis hotline and other areas that they can go if something was to arise when we're not necessarily available. Outside of that, we do refer out to a variety of those same things or other behavioral health clinics if it's somebody who does not qualify within our patient criteria,-NYS_41 U

	NYS-04
	Adopted, Never Implemented
	FQHC
	 
	Chief Health Integration Officer
	full ambulatory care health center, adult, OBGYN, pediatrics, cardiology, urology, surgery, podiatry, ophthalmology, nutrition, BH component, HIV wellness program
	PHQ-2, PHQ-9, GAD-7, CRAFT, AUDIT-C, DUST, EXPERT, SDOH, Colombia Severity Rating Suicide Scale, HIV  
	medical assistant
	"[PHQs are] done at every visit as compared to every 12 months. In fact, all those screenings are done at every visit except the SDOH. So the PHQ-2, PHQ-9, your GAD-7, and for the younger population, we use the craft. And then we use the AUDIT-C and the dust and expert for alcohol and drug counseling and referrals. And based on if a patient is expressing any potential suicidal ideations or any suicidal risk, we use the Columbia Severity Rating suicide scale. It's built into the progress note that you just drop it in and you can complete it, which can then alert the behavioral health team that they need to do some active involvement....The social determinants of health. That's when it's supposed to be done once a year "
	So a lot of the times we refer out for [substance use services]-NYS_32 U

	NYS-05
	Adopted, Never Implemented
	FQHC
	 
	Chief Medical Officer
	mostly primary care; specialists: BH specialists, psychiatric prescribing clinicians, optometry services, podiatry, OBGYN, dental, nutritionist; rest of staff is family medicine, internal medicine, and pediatric providers; some medication assisted treatment, licensed prescribers
	PHQ-2 triggers a PHQ-9, substance abuse screening, Edinburg for postpartum depression, MCHA, ACEs screening, adolescent wellbeing screener, depression screener, suicide, drug and alcohol screening, PHQ-9
	medical assistant, BH specialist
	 
	We only refer...Pre-pandemic, I would say once every 10 patients, but now during the pandemic, probably three or four out of 10 patients need mental health referral. Yeah.-NYS_27 U

	NYS-06
	Maintained
	Private Practice
	 
	Pediatrician
	pediatrics (birth to 26 y/o)
	PSCS (anxiety, depression, conduct disorder, oppositional defiant), depression screening, anxiety screening, alcohol screening, Vanderbilt, SCARED, PHQ-9
	"We now use a program called CHADIS. Where they cover a lot of screening forms, and complete forms before they come in.", electronically, used to be front desk
	"We start screening very early from the baby PSC to a toddler PSC. And once you're 12, we start screening specifically for depression, anxiety, alcohol use as well as the PSC. So there four screenings we do once you're a toddler, and up....before the pandemic I used to screen all teenagers but they don't come often. So when they come I just screen them. But the younger kids is when they have their checkups but for teenagers we screen them at any visit we see them just because they don't come to doctor's office. But with the pandemic, and our transitions... Before we used to use a lot of paper screening more reliable but with the pandemic we've switched the electronic screening just reduce the amount of time they in the office with exposure."
	we have to refer out...So we have to refer out, because our practitioners here, our healthcare practitioners, mental health isn't their primary. it's really on an as-needed basis-NYS_13 U

	NYS-07
	Implemented, Never Maintained 
	Private Practice
	 
	Behavioral Health Care Manager
	primary care, family practice (infants to geriatric), BH services
	PHQ-9 and GAD-7 "[if] the screen has coming up positive, then I kind of step in and introduce the program (CoCM) to them", bipolar disorder screener (CIDI or MDQ), OCD screener (Yale-Brown OCD scale), GAD-2, Whoolley
	BHCM, doctor
	"Doctor will, especially if it's a newer patient, she'll tend to do the anxiety depression screening questions with them initially. And then if she identifies that their score is over a 10 or higher, or even if their scores are low and she still has an inkling of concern for their symptoms, she still calls me in and we kind of go over...the program"i

bipolar, anxiety, depression mostly/frequently, rarely OCD, GAD-2 and Wholley for every patient (if positive then PHQ-9 and/or GAD)
	We have a lot of patients with longterm needs that are really referred out and on wait lists to get in-NYS_59 R

	NYS-08
	Maintained 
	FQHC
	 
	Chief Behavioral Health Officer
	integrated medical, dental, and BH care; dental, primary care services, social work care management, nurse care management, refugee health program
	PHQ-2, PHQ-9, GAD-7, Colombia Suicide Severity Rating Scale, DAST-10, AUDIT C, UDS depression remission measure
	nursing staff, either LPN, medical assistant, or RN, depending on who's available
	"We do have the GAD-7 for whenever a patient has an anxiety disorder diagnosis and the primary care provider wants to check on their symptoms, or if there's some additional stressors noticed, or the patient seems a little on edge or nervous, they might just do it as if that's as needed. There's not a regular practice of screening with the GAD, we also screen with... We have the Columbia Suicide Severity Rating Scale, but it's not really utilized very heavily. We have a pretty good clinical interview process that we do around safety assessment. And then we have single question screeners for intimate partner violence and human trafficking. And then substance use, we have the craft, we have the DAST-10, the AUDIT C."
	 Less than 5% of cases are referred out.NYS_14 A

	NYS-10
	Adopted, Never Implemented
	Hospital- Affiliated Clinic
	 
	Behavioral Health Care Manager
	CoCM, health home services, case management services, primary care services, adult only (18+), gynecology, 
	GAD-7, PHQ-9, CAGE
	nurses
	"At least the annually. I mean, if a patient is coming in for something strictly like a sick visit or something that's not necessarily a physical or a Medicare wellness, then they don't get screened, but for the majority... I think our last, we went from... When I first started collaborative care, I think they were screening 16% of patients and now it's 90 something."
	We try to keep them in-house as much as we can. If we feel like we have the capacity to help them. But anyone who has a mixed picture like substance abuse with behavioral health, they get referred out to a special program, a different program....Our providers are a little shy when it comes to medications and treatment that way they. They tend to want to hand them off to the psychiatrist but it becomes a bottleneck because we don't have as many psychiatrists as we have all the other-NYS_05 A

	NYS-11
	Maintained
	FQHC
	 
	Behavioral Health Care Manager Coordinator/Supervisor
	primary care, OBGYN, dental, BH care management, care coordination, chronic disease management (can't provide all these services in all their clinics because staffing is an issue)
	PHQ, GAD
	BHCM?
	"would we either in annual assessment, patient complaints, follow up, whatever, those kinds of things, so that's streamed through primary care, and then linked through warm handoffs and referral processes to interim behavioral health care management, and then you do what we need to do."
	We refer it to our local hospital,they have an in-depth psychiatric program - NYS_04 A

	NYS-13
	Never Reached
	FQHC
	Rural
	Ambulatory Care Manager
	family-based health center, "low-grade" behavioral issues / MH challenges, everything from 6mo of age to elderly
	depression screening (PHQ-9)
	RNs
	"We do have a screening that we do for every patient, whether they're a diagnosis of mental health or if they're just a new onset so that we're not letting anybody slip through. We have a depression screening that we do for every patient, and then if it's triggered, we go more in-depth....for a typical patient, it's every three months. Some of the patients that we only see once a year or twice a year, that happens at their visits as well. If they are high alert, it's every visit."
	Right now we're really short staffed. We're doing a lot of referring out to other sites or other clinics-NYS_43 A

	NYS-14
	Adopted, Never Implemented
	FQHC
	Rural
	Chief Operating Officer of Behavioral Health
	primary care, internal medicine, pediatrics, BH, dentistry, urgent care dept., OBGYN, cardiology, endocrinology, infectious disease, care management dept., WIC provider for OC, HIV/AIDS, homeless health organization, behavioral and mental health services
	depression screening, alcohol and addiction screening, SBIRT, "two question depression screening is given in the registration package, and if it's responded to positively then it's picked up from there by the MA who will then do the full screening" (PHQ-2 and PHQ-9)
	medical assistant
	"Established patients have to have a depression screening at least once a year." (PHQ-9)
	we do have a lot of patients that have more acute mental health that need to be referred out. -NYS_10 A

	NYS-16
	Adopted, Never Implemented
	FQHC
	 
	Director of Behavioral Health
	integrated (sort of) BH care, urgent care
	PHQ-9
	 
	 
	I would say 30 to 40% of those we probably refer out, like as just an immediate we know we can't get them in.-NYS_03 A

	NYS-17
	Implemented, never Maintained 
	Hospital- Affiliated Clinic
	 
	Manager of Outpatient Social Work
	CoCM, primary care, OBGYN, pediatrics, outpatient oncology, medical social work services, some specialized BH services
	PHQ-9, GAD-7, Edinburgh, MDQs, Columbia’s, SCARED
	LPN or MA
	"At a minimum annually for PHQ-9. Then from there, it's really, again, just provider comfort level as indicated. It's really the social workers' role to be screening them once they're enrolled in collaborative care. We are doing it monthly with anyone who's enrolled in collaborative care. But outside of that, in terms of generalities, it's probably at a minimum annually and then, as it comes up. Some providers use it as a tool when they're assessing, and some providers use it as a, we have to do this once a year. Then you just throughout the year, tell me how your symptoms are, as opposed to formally tracking it."
	We do refer to outpatient mental health.when the behavioral health specialist evaluates the patient decides that the patient needs a higher level of care than what they can offer.  But sometimes it's a long wait list or sometimes the patients just don't feel like it's a good fit with the therapists that they have been assigned to. -NYS_31 I

	NYS-21
	Never Reached
	Private Practice
	Rural
	Practice Manager
	kids 0-21 y/o (just pediatric practice), primary care mostly, behavioral health screenings
	PHQ-9, CRAFFT, SCARED, Vanderbilts, One-Question Screen in AUDIT, GAD
	"The parents will fill them out. Or in Vanderbilts cases, the teachers and then the providers will review it either before the appointment or in the appointment or after, depending on what transpires at the appointment. But it's directly with the providers."
	"So, 12 and up, we do the PHQ-9 and CRAFFT screenings on everyone, even if they're not doing any complaints of anxiety or depression. If they are having anxiety, we will give them the SCARED forms and evaluate that way."

"At least annually, with the PHQ-9 and the CRAFFT and the One-Question Screening for 18 and older. Otherwise, the anxiety and more depression screenings are just as needed. So, when you get the call. "Oh, I'm concerned with X, Y, Z," and then we'll give it to them at the front desk when they come in."
	There are some cases where the patient is, maybe we've tried them on multiple medications and the treatment is just not really getting them to where they're improving or doing much better. Some patients ... like for a doctor here in the office, she's very clear about really not wanting to go the route of the more addictive medications like Xanax or any heavy medications. So usually if patients are continually asking for Xanax or we're just noticing that the treatment, the things that we've tried with our psych consult and things like that are just really not helping and not effective, that's when we try to refer out to a more local organization that has the capacity to do counseling and med management.- NYS_07 I

	NYS-23
	Implemented, Never Maintained
	FQHC
	 
	Behavioral Health Care Manager Coordinator/Supervisor
	OBGYN
	PHQ-9, GAD
	providers
	 
	There is some referring out-NYS_30 I

	NYS-24
	Maintained
	Hospital- Affiliated Clinic
	 
	Medical Director of Depression Care
	mental health services, primary care (adult patients 18+), substance abuse services; only have 20-30 mins for visits--"we have 20 to 30 minutes for the visits and it can be hard to address all those things during the visit"
	PHQ-9, GAD-7, alcohol and substance abuse, PHQ-2 (if positive then PHQ-9)
	depression care managers, medical assistant
	"it is actually our two depression care managers who decide sort of which arm of the program the patient should go into, whether it seems like they're appropriate for therapy and meet the requirements of PHQ-9 store and GAD score and stuff like that, or whether the patient is more interest in medication. So they should go to the evaluation clinic, or whether they're more complicated and need the psychiatrist."

"For depression, every patient gets a PHQ-2 annually, so it's sort of on a rotating 365 day thing. And then if the patient is positive for the PHQ-2, they're given a PHQ-9. The patient would also be screened if they're sort of exhibiting symptoms of depression or anxiety, even if it sort of doesn't fall at that one year mark. And then for substance use, it's sort of inconsistently done for all patients at sort of inconsistent times, maybe a year. And if it's during one of the therapy visits, the therapists are doing it at every session. And so are we in the evaluation clinic. So for the sort of behavioral health components, it's those the PHQ-9 and the GAD-7 are being done at all visits, but for the PCP visits it's just annually."
	I would say 99.9% of the time it's in-house. Then if somebody needs to be referred out, its usually because it's for emergency services being referred to because of a crisis suicidal ideation, homicidal or something, something a psychotic disorder that is brewing, but most of time we're able to handle the cases in-house.-NYS_29 I

	NYS-26
	Maintained 
	Hospital- Affiliated Clinic
	 
	Administrator
	care for all ages, maternity care, preventative care, some social work support, psychiatrist but not CoCM anymore, primary care, hospital is specialist focused
	 
	 
	 
	if somebody is deemed that they have severe mental health issues or would need more intensive services, then they're referred out.-NYS_52 I

	NYS-27
	Never Reached
	Private Practice
	 
	Medical Assistant
	pediatrics primary care
	PHQ-9
	 
	"every teenager that comes in does a PHQ-9...Whenever they come in for their physicals. Any 13 and older get the form."
	If they have needs outside of what collaborative care can offer, we will link them with appropriate resources, either within our system or elsewhere, depending on what the patient preferences and what the need level is.We try to keep everything in-house. But sometimes you have patients who either live further away or they prefer certain places. Really, our goal is to link them with whatever's most appropriate.-NYS_17 I

	NYS-29
	Implemented, Never Maintained 
	FQHC
	Rural
	Senior Director of Behavioral Health
	primary care, pediatrics, women’s health, prenatal, OBGYN, dental, podiatry, optometry, nutrition, WIC, psychiatry, HIV, PrEP services, advocacy services, substance use (medication assisted treatment), mental health services, all ages
	depression and anxiety screeners, substance use disorders, PHQ-9, GAD-7, AUDIT, DAST, CRAFT, other screening tools depending on age
	LMSW
	"So we use our PHQ-9 and GAD-7 is treat to target tools and do we get the baseline, usually done as part of that medical visit that either is a push in by the LMSWs or pull in through that warm handoff process. So then we readminister the PHQ periodically or GAD periodically from there."
	 there's a fair amount of referring out mostly for psychiatrists just because ours is sort of... There's one of her. We have 20,000 patients and she's only here two days a week. So for any patient who needs a long term psychiatrist. And similarly for any patient who wants the long term therapy, because our therapists are trying to see patients sort of on the four to six month period range, and then they would be referred out as so.-NYS_24 M

	NYS-30
	Implemented, Never Maintained 
	FQHC
	 
	Director of Process Improvement and Analytics for Behavioral Health department
	BH services with psychiatric care, CoCM, primary care, family health, HIV/AIDS, sex/human trafficked services, undocumented services, diabetes, case management, care navigation services, substance abuse
	PHQ-9, GAD-7, DAST, AUDIT, ADHD, DLA, psychosocial assessment, bipolar screener, PTSD
	 
	"We are big fans of a PHQ-9 and of the GAD-7. Those are initial screeners. Everybody will get one of those or both depending on symptom presentation and then follow up accordingly....[the screening] happens an initial first visit for sure. It'll be a lot of, we usually will frame in behavioral health land anyways, we're going to ask you a lot of questions. Here we go. Buckle up. Then based on somebody's diagnosis, we strive to do like a PHQ-9 for depression diagnosis at least once a month, if not at every visit. Then of course, if there's any suicidal ideation or risk, there's due to the safety plan, the CSSRS risk assessment, those happen every session if you're somebody who has active suicidal ideation. But they have been depending on your diagnosis, right. We do PHQ-9s for somebody with bipolar or somebody who's eight, but they happen, I guess, contextually as needed, but definitely at least once."
	often our patients with severe and persistent mental illness, things like psychotic disorders, bipolar disorder the ones that really need medication management primarily, or ADHD, any controlled substances those we tend to have to refer out for psychiatry. -NYS_08 M

	NYS-31
	Implemented, Never Maintained 
	Hospital- Affiliated Clinic
	 
	Administrator
	hospital system with several clinics; they specifically are a family care office (see from birth to senior), primary care, CoCM, case management, Suboxone provider within network
	PHQ, GAD, substance abuse questionnaire, M-CHAT, AUDITS
	BH specialists
	depression and anxiety: "The primary care offices themselves are screening for depression and anxiety once a year on all of our patients that would fall in the denominator. But I think the behavioral health specialists in particular are using those two centers. Once a primary care patient is referred to the behavioral health specialist, then they're using them on a more regular basis, I think, than the primary care office. For the most part, the primary care office is doing once a year, or as they see fit. If a patient comes in and says, "Oh, I'm having depression feelings or whatever, anxiety feelings." I think they would use the screener at that point.."

for substance abuse: "At least once a year it's a physical."
	 So we can do some further assessment and determine what it is that the patient needs and what the best place is for them to go. We try and keep as much in-house as possible just because we know we have better access. And we also have much better collaboration.-NYS_08 M

	NYS-32
	Never Reached
	Private Practice
	Rural
	Certified pediatric primary care nurse practitioner
	pediatrics primary care, some newborns, preventative care, acute care, chronic care management, mental health counseling, 
	"we do a lot of screening...there is some screening tools related to substance abuse that sometimes we will use, but very infrequently", GAD-7, Vanderbilts, Conners rating scales, CRAFT, PHQ-2, PHQ-9, ADHD, SCARED; "In the last few years invested in what's called CHADIS, I don't know if you've heard of this program, but it's another software program that interfaces with our electronic medical record. We have eClinicalWorks. And what this does is you can set up certain visit types to link with certain screening tools. So in the last few years, this has been huge, although of course an IT nightmare...And when you look at CHADIS, the list of questionnaires is daunting. It's pages upon pages upon pages"
	providers
	 
	our providers will see behavioral health issues and to the extent that they can manage it, they will, with medications. But then there might come that point in time when it is beyond them and we need to refer out to a psychologist, social worker, or a psychiatrist. - NYS_01 M

	NYS-38
	Never Reached
	Private Practice
	 
	Executive VIce President
	primary care mostly, just started on psych piece, subacute rehab, urgent care, small amount of adolescents and kids, skilled nursing, assisted living, pain management
	 
	 
	 
	 sometimes it is a patient's preference. Sometimes our clinics won't accept them and it is often it is for substances. So we prefer referring within our institution but for various reasons, location being one, some people prefer to get their substance use treatment at other facilities.-NYS_50 M

	NYS-41
	Never Reached
	Private Practice
	 
	Office Manager
	endocrinology, internal medicine, diabetes, thyroid, physical therapy, dietitian, good % are elderly (70+), mental health services 
	standard memory test, "I think we do [use depression and anxiety screeners], but I'm not exactly sure as to what they ask them. See, most of our elderly patients come with their children, their children come with them, so the children will know things that are going on and we'll talk to them after, about it. So, when there's screening, usually the child will know what to check. Whoever the caregiver is, the wife, the husband, the child, the niece, the nephew, whatever."
	 
	"I would say once a year, unless it's a very elderly, or if the child, or whoever the caretaker is, points out something different to us. So, we will do it usually after a complete physical. Some people have their complete physical, if they're younger, once a year, and for the others it can be for like twice a year, depending on their age."
	for anybody who has an acute mental health need, where we really want them to be set up with someone urgently...try and get them set up with mental health within the community.-NYS_47 M

	NYS-43
	Adopted, Never Implemented
	FQHC
	Rural
	Director of Behavioral Health
	primary care, dental, BH, family planning, care management, patient navigation, other support services
	PHQ-2, PHQ-9, GAD-7
	medical providers
	"So, when there's screening, usually the child will know what to check. Whoever the caregiver is, the wife, the husband, the child, the niece, the nephew, whatever."
	We also will link and refer to higher levels of care if necessary-NYS_11 M

	NYS-47
	Maintained
	Hospital- Affiliated Clinic
	 
	Associate Medical Director
	adult primary care
	PHQ-2, PHQ-9, GAD-7
	provider
	"For the PHQ-2, it happens at every single visit. Then for the GAD-7, it's up to the provider's discretion."
	 So we have patients we feel that we can't manage, we have patients that screen for bipolar disorder, we have a patient that a paranoid, and how she's affected disorders.-NYS_06 M

	NYS-50
	Maintained
	FQHC
	 
	Director of Integrated Behavioral Health
	primary care, speciality care, BH servivces, CoCM, diabetes, underserved population services, substance use treatment center
	depression, suicidality, and substance use screening, PHQ-2 then PHQ-9, GAD-7, AUDIT, DAST
	medical assistant
	"Right now it is at every visit. And we are working on what we call a smart screening project, which is to have an algorithm within our EMR that will indicate when a particular patient needs to be screened. of course it is annually for everybody, but more often for are people who have previously screened, positive people who are pregnant or have other risk factors."
	 

	NYS-52
	Implemented, Never Maintained
	FQHC
	 
	Chief of Pediatric Community Health
	pediatrics only clinic (0-21 y/o), early childhood MH component; community based partnerships: medical legal partnership, food stamp enrollment partnership, health insurance enrollment partnership, WIC location partnership
	social needs screener, PSC-17, PHQ-2
	"they're given those screening tools when they check in and then it's on paper, they enter that with a pencil of either the parents or the child depend on the age of the child. If they're 12 and above, the child complete the mental health screeners themselves. If they're below that age, then with the parents."
	 
	 

	NYS-59
	Reached, Never Adopted 
	Hospital- Affiliated Clinic
	 
	Manager
	primary care, pediatrics, embedded case management, embedded BHCMs, labs + x-rays, substance abuse, hepatitis C, OBGYN, CoCM
	PHQ-9, GAD-7
	BHCMs
	"The regulation is to screen at least once a year for a PHQ-9 in adolescents 12 and up, into adulthood. And you do at least, at minimum, a PHQ-9 once a year. If the PHQ-9 is 10 or above, that may facilitate a referral to the behavioral healthcare manager. Many times the providers identify needs and refer to the behavioral healthcare manager without a PHQ-9 10 or above, or without a diagnosis of anxiety or depression. They just identify needs and send them along. We do, upon referral, look at that PHQ-9, GAD-7. I have requested that our behavioral healthcare managers do an expert screen on all new collaborative care patients and referrals, so they have implemented that this year and are doing that. Because they weren't doing it on everybody; they were doing it as like, "Oh, I've identified this might be a need." And I said, "No, no, we do it on all new patients.""
	 

	NYS-64
	Adopted, Never Implemented
	FQHC
	Rural
	Senior Director of community relations, pharmacy affairs, and compliance office
	primary care, pediatrics, family practice, substance abuse, diabetes, addiction
	 
	 
	 
	 

	NYS-67
	Reached, Never Adopted
	FQHC
	 
	Senior clinical social worker, Assistant Director of the mental health department 
	medication and therapy services (MH services), primary care
	depression screening, PHQ, GAD-7AA, substance abuse, trauma care screening (ACE score)
	care manager, PCP
	 
	 





Appendix 4: New York State Medicaid Collaborative Care claims data before and after CPT codes were added as a billing option	Comment by Erin Lepoire: 99492(blue)= CPT CoCM first month
99493- CPT CoCM subsequent month
99494-CPT COCMAdd on
T2022- Medicaid CoCM case rate
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