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Chapter 13
Medical Family Therapy in Community
Health Centers

Jennifer Hodgson, Angela Lamson, Rola Aamar, and Francisco Limon

Community health centers (CHCs) provide affordable, accessible care to patients in
urban and rural areas across the nation. Health centers must be located in under-
served locales, governed by a community-majority board, provide a core set of pri-
mary care services, and offer a sliding fee scale to patients under 200% of the federal
poverty level (National Associations of Community Health Centers, 2017a). Based
on most recent figures, health centers serve more than 25 million patients (1 out of
every 15 Americans), 71% of whom are at the 100% federal poverty level and below
and 83% are uninsured or publicly insured (NACHC, 2017a). Health centers employ
over 8400 mental health and substance abuse staff and provide access to these ser-
vices in the most underserved communities in the nation. In 2015, over 8.3 million
clinic visits were provided for mental health or substance abuse issues; this repre-
sents a 56% growth in behavioral health visits since 2010 (NACHC, 2017b).

CHC:s often operate as patient- and family-centered healthcare homes; they also
function as community-centered healthcare homes due to their integration of behav-
ioral health, oral care, and medical health services. CHCs often tend to (a) be cultur-
ally proficient; (b) offer team-based care; (c) provide enabling services, which offer
enhanced access to care; and (d) be highly attuned to community accountability and
governance. Many of the services provided through CHCs are not reimbursed at the
same level as those in private primary care contexts, yet CHCs who engage in
collaborative and integrated behavioral healthcare are able to highlight their cost-
effectiveness, cost-offset, and positive effects on quality of care, patient satisfaction,
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and health outcomes (Mukamel et al., 2016), in part due to the four factors men-
tioned above.

Providers trained in Medical Family Therapy (MedFT) offer a unique lens in
CHCs that bridges medical and behavioral health assessments, diagnoses, and treat-
ment via a collaborative, transdisciplinary team and approach to care. In this con-
text, MedFT is described as the practice of treating patients and their families (i.e.,
support persons) in relation to health, illness, loss, or trauma using a biopsychosocial-
spiritual (BPSS; Engel, 1977, 1980; Wright, Watson & Bell, 1996) and systemic
approach to care (Hodgson, Lamson, Mendenhall, & Crane, 2014). The BPSS
framework is essential for MedFTs in CHCs because patients come from diverse
social locations and are treated outside of a traditional medical model through an
integration of biological, psychological, social, and spiritual components of their
life. Patients in some healthcare contexts may not be asked how their health deci-
sions are informed through their religious/spiritual beliefs. However, due to the cul-
tural diversity reflected in CHC patient panels, MedFTs commonly consider the role
of spirituality in tandem with physical and psychosocial health. Thus, in order for a
MedFT to understand how a patient makes sense of health, the MedFT must also
work to capture the way in which patients make sense of life (whether that is aligned
with a higher power, nature, or freedom to have agency in decision-making).

In addition to MedFTs working from a BPSS approach to care, they are inclined
to promote behavioral health to be just as important as physical health concerns and,
furthermore, support the importance of relational health as a part of overall well-
ness. Unfortunately, across many healthcare systems, behavioral healthcare is unde-
rutilized, mental illnesses and behavioral health conditions are underdiagnosed, and
patients are under-, over-, or mistreated for their complex diagnoses (Fagiolini &
Goracci, 2009). Behavioral healthcare is often not well coordinated with medical
care, especially for low-income populations. This is partly because providers and
clinicians are not maximizing collaborative communication or treatment plans. As
such, the window for BPSS care can become compromised, and the opportunity and
accountability to work collaboratively with patients who are likely representative of
underserved social locations (e.g., lower socioeconomic status, physical/mental
ability challenges, ethnic minority) are minimized or closed. In addition, in dis-
rupted or disjointed healthcare systems, there is little inclusion of the family as part
of a patient’s treatment process—despite the ravaging effects that an untreated or
mistreated medical or behavioral health illness has on families (Rolland, Emanuel,
& Torke, 2017). The literature is summarized well in several systematic reviews that
show the reciprocal effects of family relations on health, both physical and behav-
ioral (e.g., Hartmann, Bédzner, Wild, Eisler, & Herzog, 2010; Martire, Schulz,
Helgeson, Small, & Saghafi, 2010), yet few healthcare systems aim to incorporate
families as part of everyday healthcare practices.

MedFTs see these BPSS and relational complexities as an opportunity to work
with patients and families while they are receiving care in CHCs. There are various
ways that behavioral health has been received in medical contexts, including col-
laborative, colocated, and integrated care (Blount, 2003). Having behavioral and
medical health providers colocated or, better yet, extending integrated behavioral
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healthcare (IBHC) increases the likelihood that patients will attend their behavioral
health visit and reduces patient barriers to healthcare treatment (Krupski et al.,
2016). However, IBHC alone does not ensure that providers will communicate on a
regular basis, construct collaborative patient-centered care plans, or safeguard that
integration will occur beyond the clinical world (i.e., extend into the operational
world (e.g., systemic procedures)) or the financial world (e.g., billing systems)
(Peek, 2008). Moving toward integrated behavioral healthcare models with maxi-
mum collaboration between healthcare providers, operating officers, and billing spe-
cialist professionals must be purposeful. Assessments and treatment plans must be
coordinated, medical records streamlined, and reimbursement for services conducted
in a way that ensures that all patient needs are cared for with equity (i.e., that physi-
cal health needs are not perceived as more important than behavioral health needs).
CHC:s across the nation have different methods for addressing the BPSS needs of
their patients. Therefore, “if you have seen one health center, you have seen one
health center” (National Association of Community Health Centers, 2011, p. iv).
This chapter was prepared by a team of MedFTs who are all involved with behav-
ioral health services within a CHC system. Throughout, we describe the model we
use and our approach to addressing patients’ health. The following vignette presents
an example of high-level integration between behavioral and primary care providers,
family members, and integrated procedures that helped to maximize care delivery.

Clinical Vignette

[Note: This vignette is a compilation of cases that represent treatment in a
Community Health Center. All patients’ names and/or identifying informa-
tion have been changed to maintain confidentiality.]

In 2006, JH and AL designed and delivered integrated behavioral health-
care (IBHC) for a community health center (CHC) in eastern North Carolina.
Since then, the CHC system has grown its IBHC program from 1 to all 5
medical clinics in the CHC system. Each of these locations included MedFT
services integrated in tandem with medical health services. In 2013, addi-
tional funding allowed the IBHC service to start including health coaches
(HC) along with MedFT services. This approach maximized the full extent of
our MedFTs’ clinical skill sets (e.g., assessing, diagnosing, and intervening
with severe mental health symptoms and concerns) while, at the same time,
providing support and education to patients at risk for chronic health condi-
tions via health coaching services.

Our protocol for HCs and MedFTs was to prepare for each encounter
before meeting the patient, including (a) reviewing the patient’s medical chart
to identify whether there was a history of a mental health diagnosis or symp-
toms based on a previous mental health assessment and, if indicated, the
patient was to be seen by the on-site MedFT; (b) determining what chronic
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health concerns existed for the patients, given that most had at least one
chronic health condition (e.g., diabetes, hypertension, hyperlipidemia, obe-
sity), and any corresponding biomarkers on management of the condition
(e.g., hemoglobin Alc, blood pressure, cholesterol levels, body mass index);
and (c) evaluating progress made on a patient-constructed goal from a previ-
ous integrated care Visit.

In early 2013, a MedFT supervisor was scheduled to provide live supervi-
sion for a HC who was still in training. Together they reviewed the patient’s
chart and noted that he was a fairly new patient to the clinic. In the chart, they
could see that Jamar self-reported and identified as a 19-year-old African
American male. He was 5’ 11" and weighed 386 pounds. His body mass index
(BMI) was 53.8, meeting the criteria for severe obesity. He had not been pre-
viously seen by one of the clinic’s HCs or MedFTs. The HC and supervisor
knocked on the exam room door and entered together. Given that the HC was
shadowing her that day, the HC supervisor modeled the introduction:

The HC supervisor opened the encounter stating, “Good morning Jamar.
We are health coaches and a part of your health care team. We work with
patients on ways to improve health by getting better sleep, changing eating or
activity habits, reducing stress, working on smoking cessation, and finding
ways to improve family support. We also try to set health goals with each
patient and share this information in the same chart as the one kept by your
primary care provider (PCP). Would it be okay if we talked for a bit today
about your health?”

Jamar agreed, whereupon the supervisor had another question for him.
“Jamar, who do you have with you today?”

Jamar pointed to his mother in the room. The HC supervisor asked if it
would be okay for her to talk with him while his mother was in the room or if
he preferred that she step out. He consented to have his mother present.

Behavioral health team members begin every health coaching and MedFT
visit in the same way: by completing the Patient Health Questionnaire-3 (and
PHQ-9 if necessary; Kroenke, Spitzer, & Williams, 2001) and Generalized
Anxiety Disorder-2 (and GAD-7 if necessary; Spitzer, Kroenke, Williams, &
Lowe, 2006) to determine if there are any concerns related to mental health
(e.g., symptoms of depression or anxiety). Jamar’s score was a zero on both
screeners.

The HC trainee then asked Jamar if he had any concerns that he would like
fo give attention to in relation to his health. His mother quickly jumped in with
a concern about his weight. Jamar quietly mentioned—under his breath—
that he was not concerned with his weight.

“I wish I slept better,” he said with confidence.

Based on their approach of meeting patients where they are at, the HC
supervisor and trainee began to assess Jamar’s sleep through our screener
and engaged his mother in the conversation as much as we could (e.g. “Do
you remember Jamar having this concern when he was younger?”). Through
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that process, they learned that he drank four 2-liter bottles of a highly caffein-
ated and sugary soda each day. The HC supervisor asked him if anyone had
ever told him that caffeine can disrupt his sleep. He said that he started drink-
ing a lot of soda while in high school and that he had never really thought
about it in relation to his sleep. More recently, Jamar shared that he was real-
izing that he was having a hard time getting to sleep and staying asleep.

Jamar’s mother became tearful during the conversation as she heard about
his struggles with sleep and, again, reiterated her concerns about his health.
Jamar also talked about getting up in the middle of the night several times to
use the restroom.

The HC supervisor asked Jamar what he thought he could do to improve
his sleep that might also help him improve his overall health. Their discussion
included conversations about behaviors that sometimes complicate sleep
(e.g., screen time before bed, setting a regular sleep schedule, and caffeine
intake). Jamar decided on a goal to cut back to one 2-liter bottle per day.

While the HC supervisor and trainee were excited by his motivation, they
also understood the research about withdrawal from caffeine and wanted to
set a more realistic goal that Jamar could sustain. His mother became pas-
sionate about how to help him cut back on his soda intake, which was more
related to her concomitant want for him to lose weight. Together, Jamar and
his mother constructed a health goal that ultimately addressed his sleep
hygiene concerns. Soon thereafter, the PCP entered the room and the HC
supervisor and trainee shared Jamar’s goal with her while also informing her
of a concern that he shared about getting up to urinate several times through-
out the night (which triggered the PCP’s attention to check for diabetes).

Our primary concerns in CHC range from managing mental health presentations
(e.g., depression and anxiety) and chronic health conditions (e.g., diabetes and
hypertension education) to lifestyle issues (e.g., sleep and stress), all of which
require consistent collaboration between medical and behavioral health providers
(BHPs). Recently, services have ramped up even further as we have begun provid-
ing care in the dental wings of these clinics as well as through the local school sys-
tem. In every instance, we use motivational interviewing (MI; Rollnick, Miller, &
Butler, 2007) as a framework for health coaching interactions and solution-focused
care (e.g., De Shazer et al., 2007) when delivering MedFT (see more detailed dis-
cussion below). All providers document care in the same electronic health record
(EHR) to facilitate interdisciplinary collaboration and coordination of care.
Inclusion of family members, as well as others from the patient’s support system, is
encouraged so as to maximize success with each patient’s health goal(s). Respecting
the support system and community that surround the patient, as well as delivering
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the highest quality services to those who are underserved and underinsured, repre-
sents core values of CHCs (Taylor, 2014). While some providers may choose to take
an aggressive approach to treatment for significant health concerns, our team is
inclined to take a BPSS and systemic approach that is strength based, and through
realistic goals, we move patients toward sustainable wellness.

What Are Community Health Centers?

CHC:s serve as a laboratory for innovation. This innovation includes the integration
of MedFT on-site, whereby patients are seen in the context of their families and
treatment is offered in ways that are sensitive to diverse family and cultural belief
systems. Including MedFTs in community health centers (e.g., Federally Qualified
Health Centers) has resulted in positive outcomes for families and, perhaps as
important, positive outcomes among providers (Aamar, Lamson, & Smith, 2015;
Phelps, Hodgson, Lamson, Swanson & White, 2012; Phelps et al., 2009). And while
some CHCs choose to contract with off-site behavioral health services (e.g., spe-
cialty mental health services such as psychiatry, psychotherapy, case management),
in this chapter, we focus primarily on contexts that advance on-site integrated
behavioral healthcare. Behavioral health providers (BHPs) working as members of
an IBHC team may include any mental health professional with specialized training
in IBHC. Herein MedFTs are featured in this role.

Community healthcare centers have a significant outreach potential that includes
sending medical providers, nurses, BHPs, and specially trained lay persons (e.g.,
promotoras) into the community to work with patients in their homes and/or at their
work settings. Some BHPs are colocated in a CHC clinic, which means that they are
available on-site, but are not typically providing patient care in the exam rooms.
Instead, they are seeing their own scheduled patients for traditional 45-50 minute
psychotherapy sessions. Other BHPs in a CHC may help PCP care for patients who
are experiencing mental health crises but primarily see their own scheduled patients
a majority of the time. Lastly, some CHCs are advanced in their integration of
behavioral health and have their BHPs go into the exam room before, during, or
after the PCP to screen for and treat behavioral health issues related to wellness,
mental illness, chronic illnesses/conditions, and/or an acute general medical condi-
tion. These BHPs typically carry smaller “traditional therapy” caseloads; the major-
ity of their work in IBHC is in tandem with other healthcare providers (e.g., PCPs,
nurses, dentists, hygienists, case managers, nutritionists). This permits them to see
more patients and improve access to behavioral healthcare that is otherwise a chal-
lenge for patients with minimal financial resources, fear of stigma associated with
seeing a behavioral health provider off-site, limited time, and/or transportation dif-
ficulties for additional doctor appointments.

As with any healthcare setting, membership of a CHC treatment team is critical
to its success, insofar as each member fulfills an important role. The following rep-
resent key contributors in CHCs.
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Treatment Teams in Community Health Centers

Teams in CHCs are charged with the task of meeting a wide variety of simple to
complex healthcare needs. They treat pediatric to geriatric patients from a wide
variety of socioeconomic, educational, and cultural/ethnic backgrounds. In addi-
tion, these teams function under tremendous pressure due to limited time, resources,
and high patient volume. Therefore, they must function as a well-oiled machine
with clear and effective leadership. In a CHC, too, it is beneficial to have team mem-
bers who are bilingual and bicultural to help ensure patients’ healthcare needs are
addressed with minimal opportunities for misunderstandings secondary to language
or cultural differences.

Behavioral health providers (BHPs). These professionals may provide 45-50
minute scheduled traditional mental health visits and/or integrated behavioral health-
care visits (15-30 minutes) working alongside PCPs. They may include providers
who screen for mental health conditions and provide brief interventions and/or work
with patients to set health goals toward optimizing health or managing a chronic
illness(es) effectively. BHPs most common to CHC settings include health coaches
and/or providers from a variety of mental health disciplines (e.g., medical family
therapy, health psychology, clinical social work, psychiatric nursing, psychiatry).

Care managers/coordinators. Care managers are members of the team who
assess, plan, organize, and monitor patients’ health. They assess for particular chal-
lenges that the person is experiencing (e.g., access to food, medication, shelter),
listen to patients’/families’ concerns, and help problem-solve issues associated with
basic needs. Among underserved and underinsured populations, these members of
the team are critical because they reduce healthcare barriers common to the
population(s) they serve and are prepared with resources from the community that
may meet a range of bilingual and bicultural needs.

Diabetes health educators. Often certified, diabetes educators are healthcare
professionals who are trained to have comprehensive knowledge of and experience
in educating on the topics of (a) prediabetes, (b) diabetes prevention, and (c) diabe-
tes management. Their role is to educate and support individuals and families who
are affected by diabetes. They help patients and families understand and self-man-
age the disease through individualized treatment plans for health outcome promo-
tion (National Certification Board for Diabetes Educators, 2017). They are prepared
with educational materials available in the language (and at the literacy level) of the
CHC patients served.

Front desk staff. These staff check patients in and out of the clinic, answer the
phones, collect payments, and help to schedule appointments. They oftentimes
serve as cultural brokers to ensure that patients and their support persons feel a
sense of quality and safety provided within the CHC center. These individuals are
frequently bilingual and bicultural (reflecting the more dominant languages and cul-
tures in the community) to help communicate with patients and to ensure under-
standing about care offered and processes for being seen.

Health coaches (HCs). HCs work with the PCP and BHPs to provide coaching
around common health behaviors that may lead to or lessen the impact of chronic
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conditions (e.g., healthy eating, physical activity, stress management, sleep hygiene).
They may help with basic screenings for mental health issues (e.g., depression,
anxiety) and report to the PCP and BHPs on the team the results of any brief screens.
HCs in a CHC are trained to assess and address health risk behaviors associated
with toxic stress, too. They also are prepared to identify uncontrolled health behav-
iors common to uninsured and underinsured patients, as well as screen for stress and
resources needed due to recent local traumas (e.g., floods, earthquakes, tornados).

Lab technicians. Lab techs work under the supervision of PCPs to conduct lab
tests (e.g., strep, flu, exposure to common environmental toxins found in the fields
where workers are exposed). They may also be trained as phlebotomists (i.e., to
draw blood for analysis).

Medical office assistants (MOAs). MOAs are often the first and last point of
contact after the patient checks in for an appointment. They perform a variety of
administrative tasks, including (but not limited to) managing a patient’s medical
record, file insurance forms, schedule appointments, and arrange clinical proce-
dures such as X-rays. MOAs sometimes gather patients’ vital signs and record the
data in medical records. At times, they will administer basic mental health screen-
ings (e.g., depression, substance abuse) and pass that information onto the BHP or
PCP treatment team member. They escort the patient to his or her exam room and
notify the PCP that the patient is ready to be seen. At times, MOAs may be called
upon by the PCP for other skills (e.g., translating).

Nurses. Nurses work alongside the PCP to assist with the collection of patient
information and patient vitals (e.g., height, weight, blood pressure, blood glucose
levels). Nurses perform diagnostic tests, interpret and/or report to the PCP in-house
test results (e.g., strep, hearing, blood glucose, blood pressure), administer PCP-
recommended medication/treatment, and interact with patients to help allay con-
cerns during medical visits. They also answer the phones and relay information to
and from the PCP to patients and other healthcare collaborators. They may admin-
ister vaccinations and other health screenings. In a CHC, nurses may be bilingual or
bicultural to further ensure that patients’ healthcare needs are addressed with mini-
mal opportunities for misunderstandings.

Primary care providers (PCPs). This is a healthcare practitioner who sees peo-
ple with common medical problems and is responsible for diagnosing and treating
medical and mental health conditions. This person may be a medical doctor, nurse
practitioner, or physician’s assistant. He or she oversees the patient’s medical care
visit, prescribes any pharmaceutical treatment, orders necessary labs or tests, refers
to specialists, and documents findings in the patient’s medical record.

Referral specialists. These team members process referrals made by the PCP to
other healthcare providers in the community. Some of the more common referrals
include dental services, specialty medical and mental health services (not offered
on-site), and lab and imaging services. Referral specialists’ efforts may be particu-
larly complicated due to a lack of bilingual and/or affordable services for under-
served and uninsured patients commonly seen in a CHC.
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X-ray technicians. These technicians use imaging methods to visualize the
inside of the human body (e.g., bones, teeth). The pictures they create help PCPs
diagnose and treat sundry illnesses or injuries.

Fundamentals of Care in Community Health Centers

Using a BPSS framework (Engel, 1977, 1980; Wright, Watson & Bell, 1996),
MedFTs collaborate with medical and other healthcare professionals to improve
patient outcomes and enhance patient satisfaction while addressing a variety of
common behavioral and mental health topics. To address these concerns, MedFTs
working in a CHC should be prepared to:

1. Join with patients, support persons, and the healthcare system in an ethical man-
ner, especially given that the delivery of behavioral health via IBHC models is
still relatively new.

2. Recognize and deliver a wide range of screenings and assessments across the
lifespan, including for those associated with managing psychosocial crises (e.g.,
child or elder abuse, intimate partner violence, suicidal/homicidal ideation).

3. Formulate an accurate diagnosis for common DSM-5 psychiatric disorders
(American Psychiatric Association, 2013) with knowledge about the International
Classification of Disease coding system (World Health Organization, 1992).

4. Identify ways in which collaborative processes can be improved by the inclusion
of MedFT in a CHC setting.

5. Extend research-informed and best practice interventions indicated for diverse
populations and in the context of a variety of complex or chronic conditions.

While the information below may be applied to other primary care settings, we
have found this content to be especially helpful when collaborating with patients
and providers in CHCs. This is not a comprehensive map of services; it instead
provides a general overview of the types of care and concerns that MedFTs may
address at different phases of a CHC healthcare visit.

Pre-visit Work

Before entering the room, MedFTs should review the patient’s EHR and consult
with the PCP to become acquainted with the patient’s health history. Reviewing the
patient’s vitals (e.g., blood pressure, blood glucose, weight, height, age),
problem/diagnosis list, list of medications, and recent health visit treatment plans
will assist with the MedFT’s joining, assessing, and intervening accurately. It will
also assist with promoting continuity of care. Please note, though, that there are
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some scenarios in which it is not appropriate or advisable for a MedFT to enter the
exam room. Examples include:

e If the patient has the flu, high fever, a quarantined contagious condition, is
actively vomiting, or is unclothed

e If notes in the chart indicate that the patient has consistently declined MedFT
interventions for non-circumstantial reasons

e If the PCP has requested that the MedFT wait to see the patient until after the
PCP or another member of the team completes a task

 If the patient does not speak the same language as the MedFT and no translator
is available at that time

Joining

Joining is an ongoing experience that starts from the beginning through the end of
an encounter. When deemed appropriate to enter the patient’s room, the MedFT
should begin with (a) offering an introduction, (b) explaining one’s role at the clinic
with consideration for the patient’s social location (e.g., age, ethnicity), (c) outlin-
ing the purpose of one’s visit, (d) obtaining verbal consent from the patient, and (e)
explaining the limits of confidentiality. Several of these factors are discussed in
more detail below. Joining behaviors may include nonverbal interactions like main-
taining direct eye contact and leaning forward slightly while the patient and any
support persons are talking. Joining is also done through a variety of verbal interac-
tions, including reflectively listening and repeating back what is heard throughout
the encounter, being transparent with one’s purpose and collaborative partnership
with the healthcare team, and concluding the interview with a summary that
acknowledges the patient’s reason for the health visit, health goal(s), and any inter-
ventions or resources discussed.

Explaining One’s Role with Consideration for Patient’s Social Location

Joining, particularly in a CHC, should include acknowledgment of any factors (e.g.,
cultural, financial, housing, occupational) that the MedFT, additional healthcare
team member, or the patient/support person(s) thinks may present a possible barrier
to successfully carrying out a treatment plan. For example, if working in a CHC
setting with a high percentage of Spanish-speaking patients, ask the patient if he or
she is comfortable communicating in English before beginning the encounter. Some
patients may be comfortable speaking English minimally but would prefer a transla-
tor or bilingual MedFT for this part of the visit. Acknowledging what may help the
patient to be more comfortable is an important part of the joining process and in the
patient understanding the MedFT’s role as a part of his or her healthcare. Support
persons may also help by explaining whether the patient hears better in one ear over
another or can see best if the MedFT sits closer to him or her.
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Joining with children is a separate skill to master; MedFTs should make sure to
acknowledge children in the room and tailor their work and description of their role
so that it is age appropriate. For example, joining aides with children may include
puppets, magic markers, crayons, coloring books, etc. It is also helpful to modify
one’s voice, vocabulary, and location in the room (i.e., make yourself eye-level if the
child is the patient), when joining with children.

Obtaining Consent

If there are support persons in the room, it is important to get permission from the
adolescent or adult patient to include them in the encounter before moving to the
assessment phase. On occasion, the person in the exam room is not someone that the
patient wants to have heard his or her health history. That person should be asked to
step out of the room for the visit, upon the patient’s request.

Note that getting a child’s assent is important to joining successfully, even if the
adult in the room says that it is okay to talk to the child. With smaller children, the
MedFT should make attempts to adjust one’s position in the room to appear less
intimidating. For example, sitting on the small step connected to the exam table will
put the MedFT more at eye-level with a young patient who is seated on a chair.

Explaining the Limits of Confidentiality

Building a successful relationship with a patient in any IBHC context can be expe-
dited when the primary care provider or another member of the healthcare team
introduces the MedFT to the patient during a healthcare visit. Typically, the PCP
and MedFT describe the limits of confidentiality pertaining to the patient’s present-
ing concern (e.g., that the patient’s concern will be discussed by the PCP and MedFT
and that both providers document in the same charting system). While it is not
always possible for a healthcare team member to stop workflow to do this, the
MedFT can also borrow the rapport already established with the healthcare team by
mentioning that he or she is also a member of the patient’s healthcare team and
works to see all patients coming into the CHC. This may help to reduce a patient’s
uncertainty or stigma about having a mental health professional on board his or her
healthcare team. Once the MedFT has begun to join with the patient, he or she
should then consider how to prioritize screening or assessment as a part of the visit.

Assessing

As a MedFT, you may deliver both behavioral and mental health services as part of
a traditional therapy appointment or as an IBHC visit (i.e., in conjunction with a
medical encounter). Priority should be given to IBHC visits and to behavioral health
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issues, first and foremost. MedFTs use a variety of common adult and pediatric
mental health screeners (see Table 13.1) to aid in assessment and diagnosis. MedFTs
should be aware that screeners are not designed to be purely diagnostic but rather
aid in assessment and determining symptom severity. For example, a clinically sig-
nificant PHQ-9 (Kroenke, Spitzer, & Williams, 2001) score does not automatically
mean that a patient has major depressive disorder. However, the information gath-
ered from the PHQ-9 can assist in understanding which symptom(s) a patient is
experiencing, the severity of specific symptoms, and severity of the overall depres-
sion. Depending on the patient’s chief complaint, other brief mental health screen-
ings may be indicated. All assessments/screeners should be documented in the
patient’s EHR and revisited to track changes in symptom severity. They serve as a
secondary line of assessments to a more thorough mental health assessment in
accordance with the DSM-5 (APA, 2013).

When an assessment suggests that mental health issues are not present, the
MedFT should then assess for how patients are managing with any current and/or
previously diagnosed chronic conditions (as seen in the patient’s EHR or through
prior consultation with the PCP). If everything is well managed, then the MedFT

Table 13.1 Examples of Behavioral Health Screening Tools

Adult Pediatric
Depression | PHQ-9 (Kroenke et al., 2001) | Behavioral and | ECSA—Early Childhood
emotional Screening Assessment
development (Gleason, Zeanah, &
Dickstein, 2010)
Anxiety GAD-7 (Spitzer et al., 2006) | Behavioral and | PSC—Pediatric Symptom
emotional health | Checklists (Jellinek et al.,
1988)
Cognitive MoCA—Montreal Cognitive | ADHD Vanderbilt-NICHQ
functioning | Assessment (Nasreddine et al., Assessment for ADHD
2005) (Wolraich et al., 2003)
Bipolar MDQ—Mood Disorder Pediatric Ages and Stages
disorder Questionnaire (Hirschfeld development Questionnaire (Squires,
et al., 2000) Bricker, & Potter, 1997)
PTSD SPRINT—PTSD screener Trauma Adverse Childhood
(Connor & Davidson, 2001) Experience (Felitti et al.,
1998)
Alcohol use | AUDIT—AIlcohol Use Alcohol and drug | CRAFFT Screening
Disorder Identification Test use Interview (Knight et al.,
(Babor, Higgins-Biddle, 1999)
Saunders, & Monteiro, 2001)
Substance DAST-10—Substance Use
use Screening Tool (Skinner,
1982)
Domestic AAS—Abuse Assessment
violence Screen (Weiss, Ernst, Cham, &
Nick, 2003)
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Table 13.2 Examples of Health Behavior Screeners

Adult Pediatric
Healthy PAN—Physical Activity and Nutrition | PAN—Physical Activity and Nutrition
eating Behaviors Monitoring Form (Eat Smart, | Behaviors Monitoring Form (Eat Smart,
Move More NC, 2005) Move More NC, 2005)
Sleep ESS—Epworth Sleepiness Scale (Johns, | BEARS Sleep Interview (Owens &
1991) Dalzell, 2005)
Physical | RAPA—Rapid Assessment of Physical | PAN—Physical Activity and Nutrition
activity Activity (Topolski et al., 2006) Behaviors Monitoring Form (Eat Smart,
Move More NC, 2005)

will assess for opportunities for health behavior change. In the model that we use,
every patient is supported in designing a health goal to promote his or her own
health. For example, patients may want to modify/improve their eating, stress man-
agement, or sleeping patterns to prevent or lessen the effects of chronic health con-
ditions (e.g., obesity, diabetes, hypertension, hyperlipidemia). Some patients also
take this opportunity to engage in steps toward smoking cessation. All MedFTs (in
our model) are trained in motivational interviewing (Rollnick et al., 2007) and on
how to construct SMART (i.e., specific, measurable, assignable, realistic, and time
related) goals (Doran, 1981). This helps to ensure that the process is patient cen-
tered and that the health goal is directly relevant to the patient’s concern. These
goals are documented in the patient’s EHR so that they can be tracked in the system
and followed up on by any member of the healthcare team.

The following tools are available for assessing specific patient health behavior
issues and needs. They are not to be used as a first step in assessment, but rather as
a means to gain more depth, when necessary. These instruments, like the ones in
Table 13.1, can be found in English and Spanish and in some cases other languages
as well. While Table 13.2 is not exhaustive, it reflects the screeners for some of the
more commonly presented issues to the authors who work in the CHC setting.

Diagnosing

Working in a CHC setting affords MedFTs the opportunity to engage with patients
who are managing acute and chronic conditions, as well as simple to complex men-
tal and/or medical diagnoses. Each patient encounter should be coded by the MedFT
with a mental health diagnosis and/or behavioral health screening/assessment code.
The diagnosis should be based on information given during the patient interview,
reviewed in the patient’s EHR, discussions with support persons present, results of
screening assessments, and conversations with the PCP. Not all mental health
encounters will result in a DSM-5 (American Psychiatric Association, 2013) psy-
chiatric diagnosis. In such cases, you may choose to give a provisional diagnosis or
use the ICD-10 code (World Health Organization, 1992) when screening for
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depression (Z13.89). Provisional diagnoses are used when a MedFT feels that he or
she has insufficient data for determining a diagnosis. Codes are also available for
instances when a behavioral health screening is done and no formal diagnosis is
identified. It is advisable for MedFTs to secure training in coding and billing when
working in a CHC, even if the MedFTs’ services are not billed for directly (e.g.,
Medicare or Medicaid). Using the correct codes and tracking them are important to
identifying trends in presenting concerns among the patient population and using
that data to advocate for policy and training for the healthcare teams.

Intervening

When intervening in an IBHC model, MedFTs function as both mental and behav-
ioral health specialists. In this capacity, they may offer traditional 45-50 minute
therapy sessions to patients and families, but generally their interventions take place
during brief 15-30 minute encounters. During these visits, MedFTs collaborate
with patients, families, and healthcare providers in order to join, assess, diagnose,
intervene, and/or initiate healthy lifestyle modifications through the use of health
goals. MedFTs may make referrals to other specialty behavioral health intervention-
ists and/or community resources when the patient’s needs are outside of the CHC
offerings (e.g., substance abuse treatment, severe mental health concerns). Outside
referrals are made because not all behavioral health interventions are suitable, avail-
able, or manageable in a CHC or brief traditional therapy service. For example,
treatment for schizophrenia and other psychotic disorders, feeding and eating disor-
ders, substance use and addictive disorders, and/or other complex mental health
issues may need longer-term evidence-based care off-site with continued collabora-
tion involving members of the on-site CHC healthcare team.

The main objective of behavioral health interventions is to support and encour-
age patient health through lifestyle modification and research-informed treatment
for acute and/or chronic conditions. Interventions may include (a) patient psycho-
education, (b) crisis interventions, and (c) interventions at the individual, family,
and/or community system levels. Research-informed practices aimed at the indi-
vidual, family, and/or community system levels are addressed later in this chapter.
Here we focus on the psychoeducation and crisis intervention levels.

Patient Psychoeducation

Patient psychoeducation includes (a) ensuring that patients understand the
implications of their chronic illness (if they have one) and/or (b) ensuring that
patients understand how their own behaviors affect their health. Both of these
factors are necessary requirements for developing and maintaining healthy life-
style changes and lay the foundation for setting health goals with patients and
their support person(s).
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Patients must be aware of the implications of their health condition(s). MedFTs
should initially spend time assessing the patient’s/family’s level of understanding of an
illness. For example, a patient who has recently been diagnosed with diabetes may
know very little about how stress, nutrition, sleep, physical activity, or medication man-
agement will affect insulin levels. In cases where patients have lower health literacy,
less social support, and/or higher anxiety blocking their understanding and retention of
information, it is paramount that MedFTs educate them on how health behaviors affect
specific illnesses. Otherwise, there will be little success with health goals created at the
visit. MedFTs should also become well informed of common major chronic diseases
(e.g., diabetes, hypertension, obesity, asthma) seen and treatments delivered in their
CHCs. This will help the MedFTs, in collaboration with the PCPs, prepare and/or dis-
seminate educational materials that increase patients’ and support persons’ health lit-
eracy (and address areas where more psychoeducation is needed).

Crisis Interventions

MedFTs working in a CHC may encounter patients with severe mental health issues
and/or who are living in dangerous settings (e.g., suicidal ideation, child abuse, domes-
tic violence, substance abuse). For example, encountering suicidal ideation (SI) is not
uncommon when working in a CHC setting. Researchers in one study found that
approximately 64% of patients who had attempted suicide had visited their primary
care provider within 1 month of their attempt (Ahmedani, 2015). MedFTs should be
especially cognizant of populations who are at increased risk for SI; these may include
American Indians (Middlebrook, LeMaster, Beals, Movins, & Manson, 2001), LGBTQ
adolescents and young adults (Haas et al., 2010), men and women after a relationship
breakup (Wyder, Ward, & De Leo, 2009), older men (over 80 years; Conwell,
Duberstein & Caine, 2002), patients with history of a mood disorder (Tidemalm et al.,
2011), and persons who are unemployed (Classen & Dunn, 2012). Understanding the
context for any crisis, indicated screenings/assessments (e.g., Columbia Suicide
Severity Rating Scale for suicidal ideation; Posner et al., 2011), and research-informed
interventions pertaining to populations who experience said crisis is an incredibly
important skill for MedFTs. Once screened, follow-up communication and visits are
essential for those who have experienced a crisis. Further, adequate and accurate docu-
mentation is required to help reduce patients from falling through the cracks, especially
those who are not seen often or routinely at the CHC.

Documentation

Once the MedFT has joined, assessed, diagnosed, and intervened, it is imperative that
he or she clearly and thoroughly document the details of the encounter. Proper docu-
mentation of encounters is not only an essential part of patient care and ethical practice;
it also enables CHCs to adequately assess patient needs, cost/outcome effectiveness,
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and quality of care through quality improvement endeavors. Proper documentation
ensures that the MedFT receives credit in the monthly encounter totals (see Glossary
for more details). MedFTs working in a CHC should have awareness and knowledge
of (a) the EHR system (where one records what happened during a patient visit), (b)
patient management systems (where one enters the information needed to support the
billable encounter charge slips, current procedural terminology (CPT) codes, etc.), and
(c) any required documents that still exist in hard copy (i.e., paper forms).

The EHR is an electronic version of a patient’s medical history that is maintained
and managed by designated members of the treatment team (e.g., PCP, BHP, nurses).
This record will contain information about a patient such as demographics, medical
and mental health diagnoses, lab and test results, progress notes, and medication
lists. MedFTs have access to patients’ medical charts, thus ensuring that providers
are accountable to using the EHR effectively and efficiently as they provide care and
protect patients’ privacy (i.e., only accessing data in private areas and logging off
after each use). Table 13.3 includes information about the EHR and the fundamen-
tals of its use that MedFTs should master.

Table 13.3 Fundamentals of EHR usage for MedFTs

MedFTs should know
how to

Specific Tasks

Customize your EHR

It is recommended that MedFTs customize their EHR. In most
EHRs they can do this by setting user preferences. Through this
process, the MedFT will create an electronic signature, common lists
for encounters, and access and import important documents to
personal folders.

View the daily schedule

MedFTs should be able to view the daily appointment schedule by
provider and/or by facility. This will help prepare for and target
patients who would benefit most from MedFT services.

Send/receive internal
mail

All non-face-to-face correspondence about patients must occur via
the internal mail system. Through this system, MedFTs may
collaborate with PCPs, nurses, and other BHPs.

Set reminders

MedFTs will want to set reminders about following up on patient’s
goals and needs. They may do this through setting reminders and
deciding how often the reminder will pop up.

Practice with fake
patient charts

If the MedFT does not feel confident documenting in the EHR,
practice using fake patient charts that are often already created in the
system provides training.

Document a behavioral
health encounter

MedFTs should document a behavioral health encounter by using
the behavioral health template. Recommended templates include
those for patients managing blood pressure, cholesterol, diabetes,
depression, stress, smoking, healthy eating, physical activity, family
support, medication, and health promotion. MedFTs will want to
record the scores of all assessments used, diagnoses given, and
information relevant to the treatment and plan.

‘When a patient declines
services and calls,
contact the patient to
follow-up

MedFTs should consider documenting in the EHR even when a
patient declines services. All calls and attempts to contact the patient
for follow-up should also be logged to track patient engagement
attempts.
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When working collaboratively with medical providers in CHCs, it is important
to consider the type of information documented in the EHR. Documentation should
be used to provide integrated healthcare providers with meaningful information
about the patient’s treatment plan. With that in mind, behavioral health providers
should seek to include language about the patient’s visit that is familiar to other
providers on the team, as well as being consistent with the language that other pro-
viders use in treatment planning. Rather than solely focusing on building therapy
narratives about the patient’s behavioral health encounter, it is equally important to
include adequate information about the diagnosis, including the status and severity
of the diagnosis and the progress of the patient’s treatment. Including information
about relevant biomarkers, screening tools, and interventions implemented during
the visit can also be helpful in bridging the treatment plans between the biomedical
and behavioral/mental healthcare teams. Finally, behavioral health providers in
CHC:s should consider writing easy-to-understand goals in the EHR. Aforementioned
SMART goals are frequently used across healthcare disciplines; they are an effi-
cient way to streamline treatment planning efforts across a care team. It is thereby
helpful to the collaborative process if these goals were easily accessible by (and
visible to) other healthcare providers in the CHC.

Common Challenges and Considerations

Delivering IBHC services in a CHC setting has some unique challenges. In this sec-
tion, we address time and space limitations, potential ethical issues, meeting the
needs of minority and non-English-speaking patients, and challenges associated
with the basics of collaboration.

Time and Space Limitations

To be able to work effectively with time and/or space limitations, it is important to
know the environment and other members of the treatment team well. The CHC
team is designed to work as efficiently as possible to maximize care for a high vol-
ume of patients every day. It is the MedFT’s responsibility to understand and work
in context of the patient flow. Working with time limitations requires awareness of
how quickly the PCP is moving between patients and how many patients have been
checked in and are waiting to be seen. Communicating with the PCP, the nurse, or a
medical assistant before you begin a patient encounter may help maximize the
workflow and ensure patients are seen in a logical order. Generally, providers see
patients for 10—15 minutes and visit rooms based on check-in order. MedFTs should
plan accordingly to strategize which rooms to visit and when (i.e., have reviewed
their chart for signs of concern from previous visit or patient goal that deserves
continuity in care).



374 J. Hodgson et al.

Regarding space, it is important to know what other spaces around the clinic
could be used to visit with patients if an exam room is not available. This is particu-
larly important if the provider asks the MedFT to meet with the patient after the visit
but needs the room for his or her next patient. MedFTs should ask the medical pro-
vider how much time is available to meet with the patient or if they would prefer that
the patient be moved to another unused clinic room/office. It is important that the
MedFT not delay clinic workflow, as this will be a deterrent for providers to use
IBHC with their patients. However, sometimes patients need longer sessions with
the MedFT, so communication with the PCP or nurse is important to resolving
workflow challenges and achieving optimal patient care. In some clinics, there are
designated spaces for the MedFT to meet with patients when there are longer IBHC
or traditional sessions; these spaces are typically larger in size, too, so as to allow
for caregivers or family members to be present.

Ethical Considerations

Navigating different codes of ethics in an IBHC setting, especially when it applies
to confidentiality and obtaining patients’ consent, can be especially complicated.
The following discussion provides guidance on how to respect limits of confidenti-
ality and obtaining consent while following established codes of ethics and meeting
HIPAA (Health Insurance Portability and Accountability Act of 1996) requirements:

Confidentiality. Confidentiality of all patients’ medical information must be pro-
tected. Fundamentally, confidentiality is achieved when a patient’s private, personal
medical information is guarded from disclosure to unauthorized individuals. As a
general rule, all medical information for a given patient must remain private, unless
(a) permission to share said information has been granted by the patient and/or (b)
a compelling and legal reason to break confidentiality is extant (e.g., life-or-death
emergency, imminent potential for self-harm via suicide or harm to others via homi-
cide). Procedures for guarding confidentiality may include:

1. Making sure that doors are closed in exam rooms and that conversation volumes
are kept low to prevent others from hearing private information.

2. Explaining to the patient during the encounter that his or her information will not
be shared with anyone except for their PCP, nurse(s), or other CHC staff directly
involved with the patient.

3. Securing the EHR and not leaving patients’ records unattended on a computer or
otherwise available for viewing on an unlocked device.

4. Sharing information with the PCP that is pertinent/relevant to the patient’s
situation.

5. Remaining cognizant of new or additional individuals (e.g., friends, family) who
have joined the patient room and not disclosing information from current or pre-
vious visits without first receiving consent from the patient to proceed with
visitor(s) present.
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Consent. Before beginning an IBHC or colocated traditional mental health
encounter, consent must be obtained from each patient. Adult patients may give
their own consent, whereas minors (or others who are incapable of giving consent)
must receive consent from a legal guardian (know state law exceptions to providing
emergency care to minors). At some healthcare settings, wherein IBHC has been
offered previously and consent is embedded in the initial registration paperwork,
patients are often unfamiliar with all the stipulations of receiving behavioral health
services. As such, it is important to have a clear conversation with each patient to
ensure understanding of what may result from an encounter (e.g., a mental health
diagnosis from MedFTs) and to explain the limits of confidentiality. Once this has
been explained, it is also part of the consent process to let the patient know that the
information from the encounter will be documented in the EHR to be shared with
the patient’s PCP.

Serving Minority and Non-English-Speaking Patients

One major issue that CHCs were designed to address is combatting health dispari-
ties in medically underserved areas, many of which tend to serve ethnic minority
and non-English-speaking populations (Geiger, 1984; Taylor, 2014). These popula-
tions also tend to be more vulnerable to the social, cultural, psychological, financial
issues related to health, including lower socioeconomic status, fewer opportunities
for consistent employment, limited proficiency with the English language, issues
related to immigration status, and social marginalization (Derose, Escarce, & Lurie,
2007). Ultimately, these issues can result in seeking out healthcare services less
often, lower compliance with and adherence to medical recommendations, less trust
in the healthcare team, and poorer treatment outcomes. Attentiveness to these issues
is crucial to providing quality care for all patients in CHCs, and healthcare providers
can better attend to this by engaging minority and non-English-speaking patients
through culturally sensitive healthcare practices (Brach & Fraserirector, 2000).
Culturally sensitive healthcare practices should include learning about (and edu-
cating other members of the treatment team about) how chronic illnesses and behav-
ioral health needs might differ for ethnic minority populations (e.g., implications,
indications, and contraindications of treatment may vary based on the cultural prac-
tices and identities of patients). One of the foremost culturally sensitive practices
healthcare providers can use to attend to the needs of non-English-speaking popula-
tions is to make sure that handouts and resources about behavioral health and
chronic illnesses are available in multiple languages (Israel et al., 2005). This can
help to ensure that information about a patient’s health or condition is available in a
language that the patient is comfortable with. Also, learning key medical or treat-
ment terminology in other languages may help healthcare providers to bridge lan-
guage barriers and provide better overall care (Derose, Escarce, & Lurie, 2007).
One of the most helpful resources that CHCs can implement to better serve minority
and non-English-speaking patients is to include staff members who represent the
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target patient population (Cabral & Smith, 2011; Wu & Windle, 1980). For example,
Spanish-speaking physicians, medical assistants, receptionists, behavioral health
providers, etc. should be present in a clinic that serves a predominantly Latino com-
munity. There is also some evidence to suggest that matching the staffing of clinics
to the patient population (e.g., hiring bilingual and bicultural staff members) can
promote better health outcomes (Cabral & Smith, 2011).

Finally, with populations served by CHCs (e.g., highly uninsured or underin-
sured), it is important to consider the impact of limited literacy skills when explor-
ing culturally sensitive practices, particularly because low literacy skills have been
found to be associated with significantly higher healthcare costs among underserved
populations (Weiss & Palmer, 2004) and health disparities in geriatric populations
(Sudore et al., 2006). Assessing for literacy level is an important culturally sensitive
practice because individuals with limited literacy might use coping tools to show
comprehension of the handouts, pamphlets, or information sheets provided, despite
having limited reading abilities (Cowan, 2004). Literacy is not an indication of high
intelligence; it is thereby important to not assume that a patient with lower literacy
skills is less intelligent and/or less capable of compliance. Once assessment has
been completed, healthcare providers can teach patients with low literacy skills by
using techniques such as (a) providing verbal instructions, (b) teaching information
using only a few sentences at a time and then repeating or reviewing instructions,
and (c) using demonstrations. Also, for patients with low literacy skills, written
materials should be avoided unless the materials are at the patient’s reading level
(Cowan, 2004).

Engaging in Collaboration

Engaging in effective collaboration means contributing to all parts and members of
the system. The information below includes methods for engaging the support sys-
tems of both patients and members of the patients’ healthcare team. Not all patients,
support persons, or healthcare team members were socialized or trained to work
alongside behavioral health professionals in a healthcare setting. This requires the
MedFT to lean heavily on his or her relational skills to help build trust in the system
while at the same time respecting the learning curves of those who are not as famil-
iar with IBHC.

Family Collaboration

Family members, support persons, and other caretakers are important in the work
that MedFTs do in a CHC setting. Because of their unique training, MedFTs excel
at working with patients and their support persons. The challenge, though, is often-
times getting said support persons to attend a healthcare visit. Asking patients if
anyone accompanied them to a visit is a common way to begin. Many family
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members/support persons wait in the car or waiting room to give the patient privacy.
Sometimes the patient does not know that it is okay or beneficial to invite support
persons into the exam room. Oftentimes just asking if the patient would or could
invite a partner or support person in, when appropriate, is a quick process with tre-
mendous gains. Another way to engage with support persons is to have the patient
call or text the individual to communicate his or her health status and components
of the treatment plan (including ways in which the support person can help to meet
needs or extend support). Lastly, inviting the patient to bring in his or her primary
support person to the next visit is an important strategy for expanding the system
and inviting support persons to be a continuous part of the patient’s healthcare team.

It is important that any family member/support person attending the appointment
with the patient be acknowledged and engaged at the start of the visit. Tips for ethi-
cally engaging family members into visits include the following:

1. Obtain consent from the patient to discuss the patient’s issues in front of others
in the room.

2. Ask the patient to introduce you to each person in the room, and ask why he or
she accompanied the patient to the visit.

3. Seek information from the visitor about the chief complaint (e.g., family mem-
bers can help clarify the patient’s story, add valuable information, and will tell
you things that the patient may omit).

4. View the visitor(s) as collaborators in your work vs. impediments (e.g., parents
can help children with emotional self-regulation).

5. Ask the patient to identify how the visitor can support him or her in achieving his
or her health goals.

6. Encourage the patient and the visitor to summarize the next steps that will be
taken to continue progress on the treatment plan.

Provider Collaboration

Primary care providers generally serve as patient gatekeepers. If a provider is not
comfortable with a MedFT or IBHC, it is unlikely that the MedFT will be able to
access the patient. MedFTs should, therefore, cultivate relationships with providers
if they are interested in increasing their interactions with patients. Building relation-
ships with support staff can also help increase patient encounters. This is particu-
larly useful when each provider works with a designated medical assistant (MA) or
registered nurse (RN). Being able to communicate well with MAs/RNs will help
MedFTs to determine the best time(s) to enter a room and to be aware of the pro-
vider’s timeline and approach to care for each visit.

Typically when MedFTs begin in a new work context, one of their roles is to
respectfully introduce other providers to IBHC and the BPSS framework. Providers
may not be accustomed to planning patient care and treatment planning with other
clinicians. It is therefore important that MedFTs be aware of the level of integrated
care (e.g., Doherty, McDaniel, & Baird, 1996) established at the CHC site and also
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of the level of integration that respective providers are comfortable with (this often
varies from provider to provider, even at the same location). Engaging providers in
interactions around patient care begins with MedFTs modeling said interactions.
This can begin with MedFTs initiating conversations with providers about shared
patients.

After each encounter, MedFTs should follow up with the PCP to relay perti-
nent information about the visit and overall treatment planning. MedFTs should be
aware that providers often have limited time for conversations between patients, so
this may be a brief transfer of information. The following are some useful guide-
lines for follow-up: (a) keep it brief (15-30 seconds), (b) report salient information
only (e.g., assessment scores, psychological, social, and spiritual issues—includ-
ing financial and access to care issues—impacting treatment planning), (c) address
red flag issues (e.g., suicidality, homicidality, child abuse, interpersonal violence),
(d) design and deliver appropriate interventions (e.g., briefly explain mindfulness
exercises, brief evidence-based psychotherapy or family therapy, interviewing strat-
egies for motivating change), and (e) offer modified and/or additional treatment
recommendations.

If a MedFT is having difficulty joining with a particular healthcare team mem-
ber, he or she should consider finding a time to speak with the said team member to
build more of a relationship (e.g., after patient appointments or during a lull in
patient flow). In this conversation, the MedFT may consider (a) explaining to the
provider the types of services that MedFTs offer, (b) asking the provider if there are
particular services that he or she would like the MedFT to extend, (c) asking the
provider if there are any particular patients with whom the MedFT could assist, (d)
asking the provider how he or she would like the MedFT to follow up after patient
care (including the type of information to be relayed), and (e) getting to know the
provider better by asking about things that the team member enjoys and values as a
way to develop a successful partnership. Afterward, MedFTs should be consistent
in following up with providers about MedFT-patient interactions. It is important that
MedFTs show an appreciation for the opportunity to collaborate and occasionally
check in with providers about the collaborative process and how it may be
improved—all the while maintaining an appropriate demonstration of confidence
and competence. This will help MedFTs to increase rapport and build ongoing trust.

Community Health Centers Across the MedFT Healthcare
Continuum

Skills and knowledge in medical family therapy can extend from primarily focusing
on psychosocial issues presented by an individual or family with very limited inte-
gration of BPSS or systemic factors in the sessions to advanced relational and BPSS
skills and knowledge who function as a part of collaborative teams in diverse CHC
contexts. Tables 13.4 and 13.5 highlight specific knowledge and skills that
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Table 13.4 MedFTs in Community Healthcare Centers: Basic Knowledge and Skills

MedFT

Healthcare

Continuum

Level Level 1 Level 2 Level 3

Knowledge |Familiar with CHC asa | Can recognize the disease | Working knowledge of

system of care beneficial
to the community but
rarely engages in
opportunities to
collaborate with
healthcare team members
about patients’” BPSS
health.

Limited knowledge about
BPSS impacts of a few
common population
health conditions seen at
CHC clinics.

Rarely engages
professional members,
patients, and support
system members
collaboratively in joining,
assessing, diagnosing,
planning, and/or
intervening.

Basic understanding
regarding strategies for a
healthy lifestyle when
living with and/or with
someone who has a
health condition.

If conducting research
and/or policy/advocacy
work, on rare occasions
will collaborate with
other disciplines related
to CHC care and consider
relational and/or BPSS
aspects of health and
well-being.

processes and
differentiate between
some of the more
common ones and other
comorbid BPSS health
conditions and impacts
on the CHC population
served.

Familiar with benefits of
couple and family
engagement in health-
related adjustments and/
or lifestyle maintenance
but tends to refer more
than provide this service.

Knowledgeable about
how to use the electronic
health record system or
other forms of secured
communication to
collaborate with various
team members.

Is an occasional
contributor to discussions
about research design and
policy/advocacy work
that include relational
and/or BPSS aspects of
health and well-being.

specific team members
(e.g., allopathic and
osteopathic physicians,
nurse practitioners,
physicians, assistants,
nurses, medical office
assistants, phlebotomists,
pharmacists, nutritionists,
physical therapists, other
behavioral health
disciplines), medical
terminology with regard to
medications and EHR
charting (e.g., prn, qd,
BGL, TSH), and common
comorbid medical
conditions to commonly
seen illnesses in a CHC
(e.g., anxiety, asthma,
depression, diabetes
mellitus, hypertension,
hyperlipidemia, substance
use disorders).

Broad range of knowledge
about research-informed
family therapy and BPSS
interventions; able to and
usually will conduct
couple and family therapy
and incorporate BPSS
health factors into
treatment with minimal
need to refer out due to
limited expertise.

When work permits, is
knowledgeable and
consistency committed to
conducting research and
constructing policy/
advocacy work that
identifies and intervenes
on behalf of individuals,
couples, families, and
healthcare teams toward
the advancement of BPSS
health and well-being.

(continued)
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MedFT

Healthcare

Continuum

Level Level 1 Level 2 Level 3

Skills Able to recognize at a Knowledgeable about Able to and usually will
basic level the BPSS how to apply systemic integrate respective CHC

dimensions of health and
apply a BPSS lens to
CHC practice, research,
and/or policy/advocacy
work.

Can discuss (and
psychoeducate) basic
relationships between
biological processes,
personal well-being, and
interpersonal functioning.

Demonstrates minimal
collaborative skills with
CHC and other related
healthcare providers;
prefers to work
independently, but when
care is complex enough
will contact/refer to other
providers on- or off-site
about additional services.

interventions in practice
but does it occasionally;
capable of assessing
patients and support
system members present
for background health
issues such as family
history and risk-related
factors.

Demonstrates adequate
and occasional
collaborative skills
through (a) written and
verbal communication
mediums that are
understandable to all
team members and (b)
coordination of referrals
to specialty behavioral
health providers and
communication with the
patient’s CHC primary
care provider.

Conducts separate
treatment plan from other
providers involved in the
patient’s care; goals and
interventions can overlap
with—or be informed
by—a CHC team
member, but BPSS goals
and collaboration with
the team are not
consistently done.

team members’ expertise
and counsel into treatment
planning.

When done can
successfully conduct a
systemic assessment of a
patient and family with
competencies in assessing
for BPSS aspects of
illnesses and/or comorbid
diseases and resources
within the family.

Usually engages other
professionals within and
outside of the CHC center
who are actively involved
in the patient’s care.

Skilled with standardized
measures to track patients’
individual and relational
strengths and challenges,
and makes them available
in the patient’s dominant
language.

Attends and contributes to
team meetings to help
shape BPSS treatment
plans for patients.

characterize MedFTs’ involvement in CHC contexts across Hodgson, Lamson,
Mendenhall, and Tyndall’s (2014) MedFT Healthcare Continuum.

MedFTs at Level I rarely apply relational or biopsychosocial-spiritual (BPSS)
practices and/or include partners, families, or healthcare systems into their work.
This level often includes professionals from many different disciplines who recog-
nize that working from a relational perspective is beneficial, although they might
only take a relational perspective in certain settings (e.g., hospice, pediatrics) or
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situations (e.g., when needing to make a referral, when one family member is the
healthcare proxy for another family member). In CHCs, the range of skills or desire
for collaboration with providers from other disciplines can be quite diverse. In this
instance, a MedFT at Level I may focus on a health concern and rely on BPSS only
when its systemic nature drives the need to consider all of the BPSS domains, as can
be the case with health coaching. In other instances, a MedFT at this level may
consider the BPSS strengths and consequences associated with a diagnosis, but not
attend well to the systemic relationships that can benefit or be influenced by the
diagnosis. A strength at this level could be that attention is given with precision to
the presenting concern. The vignette in this chapter illustrates a MedFT who moved

Table 13.5 MedFTs in Community Healthcare Centers: Advanced Knowledge and Skills

MedFT

Healthcare

Continuum

Level Level 4 Level 5

Knowledge Consistently applies understanding of | Understands and educates others about
the more commonly treated health treatment and care sequences for
conditions and BPSS impacts in CHC | unique and/or challenging topics in
centers. CHC practice (e.g., trauma, citizenship

issues, geographic separation from
family, unfamiliar cultural beliefs/
practices); can consult proficiently with
professionals about BPSS topics from
other fields.

Knowledgeable about BPSS benefits
and risks of associated treatments of
the more commonly seen biological
and mental health conditions across
the lifespan in CHC centers (e.g.,
anxiety, asthma, depression, diabetes | Proficient at explaining evidence-based

mellitus, hypertension, treatments regarding most mental
hyperlipidemia, substance use health disorders and their role(s) in the
disorders). family; has background to provide

psychoeducation to patients and
families about a variety of symptoms,
medications, and behavioral health
management.

Understands how to implement and
collaborate with other disciplines to
implement evidence-based BPSS and
family therapy protocols in traditional
and integrated behavioral healthcare | Very knowledgeable about BPSS
contexts. research designs and execution,
policies, and advocacy needs as

Identifies self as a medical family relevant to CHC care

therapist.
Proficient in developing a curriculum
on integrated behavioral healthcare,
BPSS applications, MedFT, etc. to
mental health and other health
professionals.

Knowledgeable about designing and
advocating for policies that govern
BPSS-oriented CHC services.

Understands leadership and supervision
strategies for building integrated
behavioral healthcare teams in CHC
settings.

(continued)
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Table 13.5 (continued)
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MedFT

Healthcare

Continuum

Level Level 4 Level 5

Skills Able to deliver seminars and Proficient in nearly all aspects of

workshops to a variety of professional
types (e.g., mental health, biomedical)
about the BPSS complexities of a
variety of commonly reported health
and wellness topics found in CHC
settings.

Can apply several BPSS interventions
in care (including most types of brief
interventions); can administer

mood- and disease-specific assessment
tools as the CHC context requires.

Consistently collaborates with key
CHC team members (e.g., primary
care providers, nurses, medical
assistants, behavioral health providers,
pharmacists, dieticians); initiates and
facilitates team visits with multiple
providers when working with patients
and families.

Can independently and collaboratively
construct research and program
evaluation studies that study the
impact of BPSS interventions with a
variety of diagnoses and patient/
family units of care.

commonly seen presenting problems in
a CHC setting; able to synthesize and
conduct research and clinical work;
engages in community-oriented
projects outside of the CHC center.

Goes beyond intervention routine for
this population; can integrate specific
models of integrated behavioral
healthcare into routine practice (e.g.,
PCBH, chronic care model).

Works proficiently as a MedFT and
collaborates with other providers from
a variety of disciples serving within the
CHC center.

Leads, supervises, and/or studies
success of the implementation and
dissemination of BPSS curriculum on
integrated behavioral healthcare, BPSS
applications, MedFT, etc.

Explains at a high level of skill
evidence-based treatments regarding
most commonly seen CHC presenting
problems and their impact on family
systems; has background to provide
psychoeducation to patients and
families about a variety of symptoms,
medications, and behavioral health
management techniques that facilitate
managing chronic illnesses well,
returning to optimal health, or
managing one’s health successfully.

well past Level I by demonstrating value in exploring the patient’s BPSS health and
constructing a treatment plan accordingly.

Level 2 does not deviate dramatically from the skills in Level 1, except in the
frequency that BPSS or relational health is addressed as a part of each encounter. In
our vignette, Jamar is a 19-year-old patient accompanied by his mother to a health-
care visit. The MedFT supervisor and trainee work from the start of the visit to
explain the model of care adopted at the CHC and how it may benefit his goals for
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care at that visit. It is clear that the supervisor and trainee share the value of BPSS
health and skills in explaining and engaging the patient and his mother in discussing
it. They also have collaborative skills in communicating with the patient, family
member, and PCP to help construct a BPSS treatment plan.

At Level 3, the MedFT is usually applying a relational and BPSS practice in each
encounter, as well as through conversations with other providers or collaborators. At
this level, the MedFT can showcase that he or she is specifically trained to apply a
broad range of family therapy interventions and conduct family therapy in the
healthcare context. MedFTs at this level are providing care with consideration of
data-driven or research-based information on relational and/or BPSS care. Given
the frequency of using BPSS and relational healthcare at this level, a growing com-
petence in diverse uses of MedFT is apparent to the supervisor’s eye (similar to
what was encountered by the supervisor described in the vignette). The MedFT is
able to easily weave comments pertaining to biological health into concerns related
to social stressors or psychological challenges. Furthermore, the MedFT is able to
justify choices in care due to evidence-based research knowledge. In the vignette,
the MedFTs are highlighting how effective they are in joining, assessing, and treat-
ing from a family-centered intervention level. They work to set a health goal that is
not only identified as important to the patient, in this instance sleep patterns, but is
also supported through a goal that was constructed in collaboration with the patient’s
mother. Not all family members share the same concern about weight or sleeping
habits, so encouraging change and intervening in this type of conversation are
something that one needs specialized training in order to deliver successfully. At
Level 3, MedFTs will have had some of this training, alongside more extensive fam-
ily therapy intervention skills.

Level 4 represents the MedFT who is consistently applying relational and/or
BPSS knowledge and skills into his or her practice, research, policy, and/or advo-
cacy work. The MedFT is experienced in using his or her knowledge and skills in
both traditional mental health (i.e., the typical 50 minute couple/family or larger
system session) and integrated behavioral healthcare contexts (i.e., MedFTs who
work in tandem with biomedical and spiritual health providers when extending care/
research/training). Level 4 MedFTs in CHCs are recognized as part of the healthcare
team, attend conjoint meetings and trainings, and are clearly identified as a MedFT
in their work context. The medical assistants, dental team, or other medical provid-
ers know that the MedFT is a strong collaborator and contributor in addressing
social determinants that may disrupt continuous care. The MedFT is recognized for
attending to behavioral health concerns, symptoms, and diagnoses, along with
stressors associated with a new diagnosis and/or anxiety associated with a medical
procedure (e.g., a tooth extraction or receiving an injection). In these instances, the
MedFT is able to extend evidence-based knowledge by providing a relaxation tech-
nique or determining whether brief therapy is a good option for the patient and his
or her partner/family.

Finally, Level 5 represents proficiency as a MedFT. At this level, the MedFT
is able to serve as an administrator, supervisor, educator, researcher, and trainer
in either a behavioral health or healthcare context and is trained and experienced
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in family therapy and MedFT practice, research, policy, and/or administration
(including the interface with diverse healthcare providers and staff, diagnoses,
research, complications across BPSS domains, and ethical standards). At this level,
MedFTs have the knowledge and skills to mentor new MedFT, healthcare, and
IBHC providers on models of integrated behavioral healthcare. They are also able
to ensure that the level of collaboration is held to the highest standard by integrat-
ing care at the clinical, operational, and financial levels (e.g., attending to quality
care, shared documentation processes, and working to improve cost-effectiveness
and cost-offset). The vignette showcases a MedFT supervisor functioning at this
level on the continuum.

Research-Informed Practices

CHCs generally serve populations who have less access to healthcare options
(Taylor, 2014). These populations often include racially and ethnically diverse
patients or those with less access to educational and financial resources (Derose,
Escarce, & Lurie, 2007). Therefore, behavioral health models used in CHCs should
be appropriate for and empirically validated with populations from diverse social
locations.

Individual Approaches

Given that CHCs offer a variety of healthcare services, with primary care services
being a priority, BHPs working in CHC settings need to be prepared to help patients
within the context of infrequent and brief interviews that typically last between 15
and 30 minutes (McDaniel, Doherty, & Hepworth, 2014). To effectively address the
mental health needs and health behaviors of patients in CHCs, BHPs need to work
from a theoretical approach that can effectively help individuals in the context of
brief and infrequent face-to-face interactions with patients. Fortunately, there is a
growing body of scientific evidence that supports the use of several clinical
approaches within the context of primary care settings.

Motivational Interviewing

Motivational interviewing (MI) has been recognized as an effective approach to
health behavior management for use in healthcare settings (Rollnick et al., 2007). It
is also widely recognized as being a patient-centered approach to healthcare and has
shown higher rates of success in promoting health behavior changes among patients
in comparison to the traditional “recommendation-giving” practices of healthcare
providers (Britt, Hudson & Blampied, 2004). The basic principles of MI suggest
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that individuals are more likely to change when they can associate the desired
change to something of intrinsic value and that the motivation to engage in behavior
change grows when people feel safe to explore their reasons for change in the
context(s) of what they value (Hecht et al., 2005; Miller & Rollnick, 2002).

Motivational interviewing can be a particularly useful intervention for patients
served by CHCs because its principles are centered on assessing patients’ current
level of motivation, access to resources, willingness to make actionable change, and
feasibility of the change (Emmons & Rollnick, 2001). MI’s techniques encourage
healthcare providers to take into account patient factors that may promote or limit
change and thereby offer MedFTs and other providers the opportunity to explore
social locations and cultural influences that have a role in shaping the patient’s
engagement in treatment. Lundahl et al. (2010) also found that MI was effective in
increasing patients’ engagement in treatment and promoting healthy behaviors.
Finally, an additional advantage of Ml is that it has been studied for use with mental
health illness (e.g., Miller & Rose, 2009; Schoener, Madeja, Henderson, Ondersma,
& Janisse, 2006) and chronic illness (e.g., Spencer et al., 2011). Therefore, a variety
of healthcare providers can apply MI practices to their areas of focus to build col-
laborative treatment plans with consistent treatment approaches.

Transtheoretical Model for Change

A complementary tool that MedFTs might consider using in conjunction with moti-
vational interviewing are the stages of change captured in the transtheoretical model
for change (DiClemente, & Prochaska, 1998; Prochaska, Diclemente, & Norcross,
1992); after all, the two models are well-known for “growing up together” in the
1980s (Miller & Rollnick, 2009). The transtheoretical model for change presents
five stages of change that a patient might move through during treatment: precon-
templation, contemplation, planning, action, and maintenance. By assessing a
patient’s readiness to change, healthcare providers in CHCs are better able to iden-
tify how concerning the presenting problem is to the patient and whether the patient
is interested in making changes to address his or her presenting problem. It can also
be used to ensure that healthcare providers are appropriately engaging patients in
the treatment process. When used along with MI, the transtheoretical model for
change can be beneficial to populations served by CHCs because it allows for
patient agency in the treatment process while encouraging providers to work from
patients’ respective stages of change (DiClemente & Velasquez, 2002; Norcross,
Krebs, & Prochaska, 2011). This model has been found to be effective at increasing
physical activity in adults with diabetes (e.g., Avery, Flynn, Wersch, Sniehotta, &
Trenell, 2012), reducing dietary fat intake in underserved patients (e.g., Parra-
Medina et al., 2011), and reducing substance use and other addictive behaviors
(e.g., alcohol, tobacco, marijuana, gambling) (e.g., Lundahl, Kunz, Brownell,
Tollefson, & Burke, 2010). Along with being an effective tool for individual treat-
ment, the transtheoretical model can be used to engage partners and families of the
patient in the treatment process (Tambling & Johnson, 2008).
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Cognitive Behavioral Therapy

In mental health fields, cognitive behavioral therapy (CBT) is hailed as the gold
standard for behavioral health interventions. The body of empirical evidence in sup-
port of CBT as an effective treatment option for an array of mental illnesses is vast
(e.g., Fischer, Baucom, & Cohen, 2016; Otte, 2011; Safren et al., 2010). While CBT
is easily recognizable to multidisciplinary healthcare providers, it is still more com-
monly regarded as a psychological approach for mental health treatment, rather than
a behavioral health treatment option. Emergent literature suggests that CBT is effec-
tive in the treatment of chronic illness (e.g., Katon et al., 2010) and lifestyle changes
(e.g., Trockel, Manber, Chang, Thurston, & Taylor, 2011); however, this body of
literature is young, and the treatment of chronic illness using CBT is frequently
studied along with a comorbid mental illness.

Cognitive behavioral therapy was designed to be a brief approach for symptom
resolution, which makes it appropriate for individual patients at CHCs who may
have few, sporadic appointments. Furthermore, evidence of CBT’s effectiveness in
primary care settings is beginning to emerge, showing CBT to be effective with
anxiety disorders, depression, medication adherence, chronic illness management,
and parent management skills for parents of children with externalizing symptoms
(e.g., Weisberg & Magidson, 2014), depression, anxiety, and physical health quality
of life in primary care patients (e.g., Cully et al., 2010), chronic obstructive pulmo-
nary disease, chronic heart failure, depression, and anxiety (e.g., Mignogna et al.,
2014). However, there remains some concern that CBT-effectiveness researchers
have not investigated the model’s adequacy for use with diverse patients, such as
those presenting to community healthcare centers (CHCs). For example, while
Serfaty and colleagues (2009) found that CBT was effective in reducing depression
scores in older adults treated in primary care, only 6% of their sample was non-
White and no sample socioeconomic factors (SES) were reported. Therefore,
MedFTs in CHCs should actively implore a culturally sensitive and patient-centered
lens when engaging patients in CBT treatment techniques.

Family Approaches

Engaging families of underserved patients in treatment at CHCs can help to expand
resources available to the patient, encourage shared responsibility for management
of the presenting problem, and educate healthcare providers about the meaning of
the presenting illness for the patient and family (Hu, Amirehsani, Wallace, McCoy,
& Silva, 2016). While opportunities for traditional family therapy services may be
available in some CHC settings, the primary focus of MedFTs in CHCs should be
to engage available family members during IBHC visits while working collabora-
tively with other healthcare providers (Marlowe, Hodgson, Lamson, White, & Irons,
2012). Each of the approaches suggested for family-based intervention is used to
offer support to patients by engaging their family or social support system in the
treatment process.
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Solution-Focused Therapy

Solution-focused therapy (SFT) is a strength-based approach to behavior change
that focuses on solutions rather than deficits (Gingerich & Peterson, 2013). And
while there is value to more frequent sessions (as is the case with any treatment),
even a single session of SFT can assist in getting a patient and family engaged in
care and thinking about change (Bloom, 2001; Lamprecht et al., 2007; Perkins,
2006). Additionally, a main assumption in SFT is that patients are the experts of and
in their own lives. This assumption is instrumental to engaging marginalized indi-
viduals and families in treatment, thereby making SFT a valuable clinical model in
CHCs.

Another major advantage of using SFT with families in CHCs is that its propo-
nents assume competence and strength in the patient’s and family’s skill sets to
address presenting illnesses (Berg, & De Jong, 1996; Grant, 2012). There are sev-
eral reports of SFT being used to address lifestyle foci, chronic illness, and mental
illness—including physical activity, diet, sleep hygiene (Valve et al., 2013), diabe-
tes and obesity (Rudolf, Hunt, George, Hajibagheri, & Blair, 2010; Viner, Christie,
Taylor, & Hey, 2003), and depression and anxiety disorders (Gingerich & Peterson,
2013; Grant, 2012). SFT has also been shown to be effective in engaging families
and caregivers in the treatment of pediatric diabetes management (Christie, 2008),
stroke survivors (Plosker & Chang, 2014), patients with psychosis (Priebe et al.,
2015), and mothers with postpartum depression (Ramezani, Khosravi, Motaghi,
Hamidzadeh, & Mousavi, 2017).

Patient-Centered Communication

Narrative approaches, specifically patient-centered communication, have been
found to promote the development of shared meaning between providers, patients,
and families about the presenting illness and the role of the said illness in the
patient’s and family’s lives (Charon, 2001; Sakalys, 2003). There is evidence to sug-
gest that patient-centered communication in family treatment promotes motiva-
tional enhancement and family engagement to reduce mental health symptoms of
underserved parents and children in primary care settings (Cooper et al., 2011;
Wissow et al., 2008).

Patient-centered communication may be particularly valuable in addressing the
spiritual domain of the BPSS—i.e., the meaning-making domain of health (Sulmasy,
2002). By helping families make meaning about a presenting illness, providers can
be more attuned to patients’ and families’ needs and limitations (Street, Makoul,
Arora, & Epstein, 2009). Engaging in meaning-making communication can also
help providers develop treatment plans that are aligned with unique values, needs,
concerns, and resources.

With the diverse and often marginalized populations served in CHCs, the impor-
tance of allowing families and patients to explain the significance and impact of
illness on their individual and shared lives cannot be understated. Underserved
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groups often have a different lived experience than as compared to their healthcare
providers (Rao, Anderson, Inui, & Frankel, 2007), not to mention different access to
information about and resources to treat their illness (Nam, Chesla, Stotts, Kroon,
& Janson, 2011). Patient-centered communication can be used to develop a relation-
ship between healthcare providers, patients, and families that strengthens alliance,
creates meaning about the illness, and encourages more active participation from
families in care.

Community Approaches

Community health centers grew out the Civil Rights Movement and the War on
Poverty (Taylor, 2014). They were designed with the intent of bringing services to
impoverished communities, especially inner cities and rural communities. A pri-
mary goal of CHCs was (is) to promote community-oriented care, wherein mem-
bers of the community simultaneously access and shape the services that they
engage with (Geiger, 1984; Gibson, 1968). CHCs were developed to be a commu-
nity resource for populations with limited access to and options for healthcare; this
highlights how CHCs lend themselves naturally to community-based approaches
to care.

Community Involvement

Health and illness narratives are a collective endeavor. Patients do not exist in isola-
tion; their health and illness thereby have significance across personal levels and
with those whom they interact with across friendship, family, and professional
spheres and within the communities they inhabit (Murphy, 2015). Institutions in and
surrounding the communities that CHCs serve can be another source of interven-
tion. These community resources might include schools, churches, banks, local
businesses/companies, and universities that have a vested interest in the health of
their community population. Banks and local businesses/companies can be engaged
to provide financial support for community health initiatives, particularly if the
community is struggling with or at risk for a health disparity (Horowitz & Lawlor,
2008). Schools may be the next frontier in connecting potential patients to CHCs,
encouraging the consistent practice of health behaviors, and providing space for
behavioral health services in nonclinical settings (Keeton, Soleimanpour, & Brindis,
2012; Rosenthal et al., 2010). Universities have a long history of being strong sup-
porters of CHCs. From providing the research expertise to engage CHCs in
community-based participatory research (Wallerstein & Duran, 2006) to extending
clinical support to patients and CHCs through providers in training (Cashman &
Seifer, 2008; Seifer, 1998), the relationship between CHCs and local universities is
one of the longest-standing and mutually beneficial community resources.
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Community-Based Participatory Research

Community health centers are particularly well-suited for community-based partici-
patory research (CBPR)—a collaborative research approach in which local organi-
zations and residents are directly involved in the design and implementation of
investigative pursuits (Israel et al., 2005; Wallerstein & Duran, 2006). These studies
are designed to address concerns that are important to—and support initiatives that
will—directly benefit community members (AHRQ, 2003; Rhodes, Malow, &
Jolly, 2010). A strength of CBPR is its focus on building sustainable community
partnerships to increase capacity of community organizations to better serve their
constituents (Dulmus & Cristalli, 2012; Minkler & Wallerstein, 2011). CBPR can
be particularly valuable when the research is service oriented, providing not only an
opportunity for knowledge about the population through research but also providing
the patients with access to additional healthcare services and options for treatment.

For example, Mendenhall et al. (2010) used CBPR to provide better quality dia-
betes education and treatment to urban-dwelling American Indian (AI) populations.
By engaging the AI community in and throughout the research and treatment pro-
cess, the healthcare team was able to move away from conventional top-down mod-
els of providing care toward an approach where healthcare providers and researchers
were learning from and responding to the needs of the target population as co-
owners and coproducers of the work. This included facilitating and empowering the
target population’s involvement in the design of the research, advancing the
intervention(s), and even writing and publishing the results. Ultimately, the use of
CBPR improved the health outcomes for the Al community across several diabetes-
relevant indicators (Berge, Mendenhall, & Doherty, 2009; Mendenhall et al., 2012;
Seal et al., 2016). When implemented with the support and interest of the target
population in mind, CBPR—and/or any of the aforementioned treatment
approaches—can be used by healthcare teams to provide more patient-centered and
culturally aware care to (and indeed, with) those who are often marginalized and
overlooked in the healthcare system.

Conclusion

Community health centers are incubators for innovation in healthcare delivery,
including the integration of primary medical treatment with oral care, care manage-
ment, substance use/abuse, and behavioral health services. They have been shown
to be cost-effective and are designed to serve the needs of underserved families and
individuals. Furthermore, CHCs are ideal for integrating MedFTs, as they are
trained to treat patients and their families in relation to health, illness, loss, or trauma
using a biopsychosocial-spiritual (BPSS) and systemic approach to treatment.
MedFTs are trained to assess, diagnose, and treat a wide array of concerns that
patients bring to primary care, ranging from lifestyle issues, chronic mental health
conditions, and other health concerns in concert with the primary care team.
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Common evidence-based interventions embraced by MedFTs include motivational
interviewing, transtheoretical model/stages of change, cognitive behavior therapy,
family (support system) engagement, solution-focused therapy, narrative approaches,
and interventions developed from community-based participatory research. MedFT's
embrace intervention models that honor patients’ cultural values, beliefs, and pref-
erences as they engage with the healthcare team through their illness and recovery/
management processes.

Reflection Questions

1. What are some ways that MedFTs are able to deliver culturally appropriate ser-
vices to underserved families and individuals?

2. Identify some of the challenges that MedFTs might experience (and possible
solutions) when delivering services in a community health center context.

3. What are some of the research-informed approaches that MedFTs may want to
practice when working in community health centers?

Glossary of Important Terms for Care in Community
Health Centers

Collaborative care The process of working with healthcare providers across dis-
ciplines to discuss patient’s diagnoses, treatment options, and interventions and
to develop a treatment plan.

Cost report Often used for Medicaid and Medicare reimbursements, a report that
includes information about the provider system (e.g., an FQHC), including utili-
zation of services, charges to patients, and cost of services.

Encounters A face-to-face visit between a patient and healthcare provider that
must include a treatment intervention and proper documentation.

Encounter rate A facility-specific rate that is paid to an FQHC to cover the cost of
services for each valid encounter.

Federally Qualified Health Center (FQHC) A comprehensive healthcare cen-
ter designed to service underserved populations, typically in areas with limited
health resources. FQHCs must offer a sliding fee option to patients without insur-
ance and are eligible for enhanced reimbursement from Medicare and Medicaid.

Health behaviors Practices, habits, and knowledge that can improve a patient’s
health.

Health disparities The differences in health status that socially disadvantaged
populations experience. Factors that contribute to health disparities include
access to healthcare, socioeconomic status, geographic location, race/ethnicity,
and gender.

Population health Factors contributing to the health of (and the health outcomes
of) a group of individuals who share a common illness, environment, or social
identity.
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Promotora A Hispanic/Latino community member who provides basic health edu-
cation to the population as a trained lay person (not as a professional healthcare
worker).

Rural health clinics Public, profit, or nonprofit clinics located in rural, under-
served areas to provide primary care services to rural populations.

Social determinants of health The social, cultural, economic, and environmental
factors that contribute to an individual’s health status, including marital status,
education, socioeconomic status, and immigration (see PRAPARE in Resources
for more details).

Additional Resources

Literature

Engel, J. (2006). Poor people’s medicine: Medicaid and American charity care
since 1965. Durham, NC: Duke University Press.

Hoffman, B. (2012). Health care for some: Rights and rationing in the United States
since 1930. Chicago, IL: University of Chicago Press.

Lefkowitz, B. (2007). Community health centers: A movement and the people who
made it happen. New Brunswick, NJ: Rutgers University Press.

Minkler, M., & Wallerstein, N. (Eds.). (2011). Community-based participatory
research for health: From process to outcomes. San Francisco, CA: Wiley.

Ward Jr., T. J., & Geiger, H. J. (2016). Out in the rural: A Mississippi health center
and its war on poverty. New York, NY: Oxford University Press.

Electronic Resources

Agency for Healthcare Research and Quality: The Role of Community-Based
Participatory Research. https://archive.ahrq.gov/research/cbprrole.htm

Community-Campus Partnerships for Health: Community-Based Participatory
Research. https://depts.washington.edu/ccph/commbas.html

Health Resources Services Administration: Federal Office of Rural Health Policy.
https://www.hrsa.gov/ruralhealth

Measures/Instruments

Alcohol Use Disorders Identification Test (AUDIT). https://www.drugabuse.gov/
sites/default/files/files/ AUDIT.pdf


https://archive.ahrq.gov/research/cbprrole.htm
https://depts.washington.edu/ccph/commbas.html
https://www.hrsa.gov/ruralhealth
https://www.drugabuse.gov/sites/default/files/files/AUDIT.pdf
https://www.drugabuse.gov/sites/default/files/files/AUDIT.pdf
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Anxiety: Generalized Anxiety Disorder 7-Item Scale (GAD-7). http://www.
phgscreeners.com/sites/g/files/g10016261/f/201412/GAD-7_English.pdf

CAGE AID Questionnaire. http://www.integration.samhsa.gov/images/res/
CAGEAID.pdf

Depression: Patient Health Questionnaire 9 (PHQ-9). http://www.phgscreeners.
com/sites/g/files/g10016261/f/201412/PHQ-9_English.pdf

Drug Abuse Screen Test (DAST—10). https://www.drugabuse.gov/sites/default/
files/dast-10.pdf

Duke Population Health Profile (Duke-PH). http://www.integration.samhsa.gov/
clinical-practice/DukeForm.pdf

Social Determinants of Health/Protocol for Responding to and Assessing Patient
Assets, Risks, and Experiences (PRAPARE). http://www.nachc.org/research-
and-data/prapare/

Suicide Risk: Columbia-Suicide Severity Rating Scale (C-SSRS). http://cssrs.
columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/, http://www.integration.
samhsa.gov/clinical-practice/Columbia_Suicide_Severity_Rating_Scale.pdf

Trauma: PTSD Checklist—Civilian version (PCL-C). https://www.mirecc.va.gov/
docs/visn6/3_PTSD_CheckList_and_Scoring.pdf

Organizations/Associations

Health Resources Services Administration: Health Center Program. https://bphc.
hrsa.gov

National Association of Community Health Centers. www.nachc.org

National Institute on Minority Health and Health Disparities. https://www.nimhd.
nih.gov

RCHN Community Health Foundation. http://www.rchnfoundation.org
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