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ABSTRACT

Although evidence hademonstratethe link between oral and exall health, full
integration of medical and dental services in practice is rare in the United States. The
current research was designed to describe the development and implementation of the
Terry Reilly Health Services (TRHS) Latah Medi€xntalBehavioal Health integrated
clinic (Latah Clinic) Data was collectethroughstructurednterviews with a purposive
sample of employees from TRHS; observatioha LatahClinic care eammeeting; an
environmental scan of facility space; and an analysis dferfarmsused at the Latah
Clinic. Seven employees from TRHS were invited to participate in structured interviews.
Five participants completedehnterviews, three fae®-faceand two via email.

Checklists were developed to document evidence of integratiring the Latah Clinic
care team meeting, environmental scan and analysis of intake forms.

The findings from this study suggest that the Latah Clinic is fully integrated and
demonstrates high levels of collaborati®he clinic would like to continut® grow and
improve, therefore, suggestions to aide in this endeavor were proSideky. limitations
such as small sample sizrd the lack of information from the perspective of the patient
must be considered whamterpreting thdindings.

TRHS LatahMedicatDentatBehavioral HealttClinic is a rarity in the United
States The strategies used in thBRHS integration processerve as aodelfor other
practices and health care organizatiasshey evolve toward becoming patieettered

medicatdentd homes
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INTRODUCTION

In 2007,the Joint Principles of the Patier@entered Medical Hom@CMH)
was developed byhe American Academy of PhysicgmMmerican Academy of
Pediatrics, American College of Physicians, and American Osteopathic Association
(American Academy of Physicia8AFP), n.d. B. This document definettie PCMH as
an approach to provide comprehensive primary care for patientsagjeslithrough
facilitated partnerships between patients,
deemed appropriatdAFP, n.d. b.

A PatientCentered MedicaDental Home (PCMDH) is an enhanced and
evolving version of the Patie@entered MedicaHome. Oral health ibeingintegrated
into the PCMH model to address disease prevention and chronic disease treatment
(Smiley, 2013)Theaimsof integrating these two disciplines are; increase
communication and collaboration among dental and medicaldam®yiimprove quality
patient satisfactiorand health outcomes, and reduce health care costs (Hilton, 2014).

Traditionally,the delivery of medical and dental services has deadedinto
separatentities Organizational silosverecreated in the Uted States health care
system by dividing care into oral asgstemichealth car¢Powell & Din, 2008).The
division of medical and dental is demonstrated through system structures such as
insuranceand electronic health records (EHRausing a disconneitt payment systems
Medical insurance was designed to caweioreseemndprodigiousexpensesf medical

treatment modalitiesvhile the purpose of dental insurance was to finance predictable



restorativeand preventative care with a lowawst (Simon, @16).Dental insurance was
alsoperceived as a benefit, while protection freabstantial medicalosts was deemed
necessity{Simon, 2016)Additionally, EHRs are not integrated between dental and
medical providerswhich presents a barrier the exchage of patient information, a key
variable inimplemening a patienicentered medicalental homgPowell & Din, 2008).

In 2003 TheWorld Ord Health Repors t at e d intetnetationship bleteeen
oraland general health is proven by evidence( Woealth @rgadization, 2003poor
oral health is associated winemature birthén women with periodontal disease as well
aslow birth weightinfants, Type lidiabetes, heart disease angreater incidence of
stroke(as cited irOffice of Disease Prevewot and Health Promotion, n.dDisability is
also a possible consequence of poor oral helaihto complications from cardio
vascular diseasek the absence @ood oral healthan individual can lose vital
functions afforded by having an intact, hagltientition such asdequate mastication
andenunciation(as cited inOffice of Disease Prevention and Health Promotion, n.d.).
Thisinterconnection between oral and systemic hesdthblishes the need fotegraed
healthcareas the U.S. strives forare effective and ultimately costparingmodels of
delivery.

Integration betweemedical and dentalervice areas range from facilitated
referrals to full integration, where the professionals arcated, share infrastructure
and utilize the same eleohic health record®amiaro, Reynolds, McKernan, Mani, &
Kuthy, 2015).In the United States, fulhtegration in practice is rare, although systems
such as the Veterans Administration (VA) and Indian Health Services (IHS) typically

provide services at@entralized location.



The current research iscasestudydesignedo describe the development and
implementation of the Terry Reilly Health Services (TRHS) LatsdicalDentat
BehavioralHealth integrated clinin Boise, Idahdn addition, the studwill utilize a
SWOT analysis to capture the perceived strengths, weaknesses, opportunities and threats
of the model Since few PCIVDH delivery systemsre in placethe study presents the
opportunity to shar& R H Stéry andpotentially serve as a modelfluture

implemenéationin Idaho and beyond.



BACKGROUND
PCM-DH

According tothe Agency for Healthcare Research and Quality (AHRQ), (n.d.),
the PCMH model was designed withcommitment towards improvement in American
health caralelivetly. AHRQ concludedhatan integrated modelbuldbe accomplished
by revamping the current organization and delivery system of primaryFaarthe
purpog of this paper, the Amer (AARPdefiAtoma d e my o f
for primary careisused AAFP states that #Aprimary care
physicians specifically trained for and skilled in comprehensive first contact and
continuing care for persons with any undiagnosed sign, symptom, or health concern not
limited by problem origin, a@yan system or diagnosiAAFP, n.d.a). The PCMH is
composed of five components: comprehensae, coordinated care, accessible services
and qualityof delivery(AHRQ, n.d.).

The PCMDH, a conceptlerived from th®CMH mode| also encompasses these
chaacteristics The inclusion of dental care into tR€MH modelallows for the
integration of these two disciplinaadallows for thefocus to be on the patieas a
whole, versusa singlesystem or orgafHealth Resources and Service Administration
(HRSA), 2008).This unification enabkeincreased communication between the
disciplines, facilitate collaboration, improvethe quality of care being delivered and

reduce costs for both health care teams (Hilton, 2014).



Oral Health Integration

There is broadonsensus that integration@fl health carento the primary
health care system would alldar more holistic and coprehensive patiertentered
care (Riter Maier & Grossman, 2008; ThemaSingh,2013 Monajem 2006 Tomar &
Cohen, 2010; as cited Kandelman, Arpin, Baez, Baehni, & Peters2@12. While the
need for oral health integration into the primary care systemell establishedgw
health carerganizations or practicémve implementethis model(Monajem 2006)
Thefollowing literaturereviewdiscusseshe attributes of an ideal oral health care system
andintegraton of oral health intdhe primary care system

Ideal Oral Health Care System

Fourteerattributesof an ideal oral health systelmave been identified ipolicy
statements anposition papers from the World Health Organization, Institute of
Medicine, American Public Health Association, Healthy People 2010 Obijectives for the
Nation, and the American Association of Public Health Dent{ioynar & Cohen,
2010).An ideal oral healt system would be comprisedafully integrated health care
systemfocusedon health promotion and disease preven@ssessment airal health
status and needsontinuous quality improvement and assurance, and empowerment of
communities and individuslto promote a healthy environment. Characteristics also
include the provision ofévidencebased, effective, cogfffective, sustainable, equitable,
universal, comprehensive, ethical, and culturally compe@me{ Tomar & Cohen, 2010).

Medicaldental intgration wouldincludemany of these attributes



Integrationinto Primary Care Systesn

Young children, particularly individuals with lower so@gonomic statusend to
visit primary health care providers more frequently than dental professidinasallows
for opportunities for primary health care providers to detect early stages of oral disease,
educate the patient on oral hygiene and refer the patient to the appropriate dental
professional before extensive treatment is neefiethr& Cohen 2010 Kandelmanet
al., 2012 Thema& Singh,2013).Integration primarily in pediatric care settingeange
from incorporating preventative oral healémaces into primary care (Ritet al, 2008)
to amedicaland health home model (Damiaebal., 2015)Whenthetwo systems work
together, essential preventatdentalcare can be providad a timely manner in one
clinical setting

Potentiallmpact of Oral Health Integration

Integration of oral health into the primary care system has the potential to have
significant impact at the patient, provider and system lesedrftmakers in Health,
2012.The ability to perform Ain houaweo refer.
improveoutcomesreduce care costnd increase oral health access

ImproveHealthOutcomes aniReduceHealthCareCosts Whenmedical and

dental providers work collaboratively, there is a potential for improved effectiviaress
holistic careandheightenecefficiencyregardingdisease preventipandimproved
management of chroniltn essegas cited irDamiano et al., 2015; Pew Center on the
States, 2012)Examples include having medical and dental health providers engaged in
theprevention of dental caries in young childrémother potential benefit of integration

is cost savings. R013national studyestimated that medical screenings conducted in



dental offices for diabetes, hypertension and hypercholesterolemia could sbiveteide
Stateshealthcare system between $42.4 million and $102.6 méliyear, depending on
patient compancewith acting onthereferral Nasseh, Greenberg, Vuijicic, & Glick,
2014).ConverselyCignafoundthatwhen individualgeceived appropriate periodontal
care theyhad an average medical cost savings of $1y@fi2diabetes, $2,18®ith heart
diseaseand $2,831 for those that had suffered a stroke (Hall, 20hd3e findings
supportthe benefits othe modelboth from a patient and societal perspective

ImprovePhysicalAccessand Rtient-Specific Barriers Oral healthserviceaccess

is a barrier founderserved and vulneralgepulationdAmerican DentaAssociation
n.d). Integrationwould expand the entry points into the dental care system (Institute of
Medicine (IOM),2011; hstitute ofMedicine (IOM)and NationalResearcCouncil
(NRC), 2011]). By enablingearlyaccess ttough a medicatientalbehavioral health
setting,where all disciplines are under the same roof and coordinatingrodiragiuals
cangetthe care they need soonftso, diseass can potentially be preventduaealth
promoting lehaviorscan bereinforcedandpatient satisfactiowith providers and
outcomesan be increased

Patientspecific barriers to accessing dental care could also be addressed with the
use of interdisciplinary techniquess(cited inMunger, 2012)By integmating the
knowledge skills and experience of medical, dental, and behavioral health disciplines, a
comprehensive treatment plan, with maximized results can be developed (&ajers
2000).For example, entalanxiety or apprehension could be addressedattime thus

increasingpatientcomfort andtrustin the provider. The more patients trust thesalth



careproviders, the more likely theyill believein the importance of physical and oral
health andngage in proactive health behaviors.

Models d Oral Health Integration

The National Maternal and Child Oral Health Policy Ce(fvICOHP) (2011)
havetheorized ive potential models for medicdental integrationThere are a range of
approaches and snegiaz e gfi ietss madicéddansaleo che I f or
integrationdoes not existNot all states, communities, practices have the resources,
space, or fundingp have a fully integrated system in place. These five models give the
adaptor the option to implemeatstrategyhat fits bestvithin their settingNational
Maternal and Child Oral Health Policy Center, 2011).

The five modelswith examples of each are provided below

1 A facilitated, formalized referral system between providers that allows for
better tracking and followap with patents National Maternal and Child
Oral Health Policy Center, 201Rhode Island Health Center Association
(RIHCA), 2011).
0 Health centersvith formal contracts with dental providers for the
inclusion of dental services are an example of this model (RIHCA,
2011).
1 A virtual integration model is based bavinga common health record
system that can be seen by both dental and medical professionals
o TheVet eranbdés Admi ni s (NatianaliMaternalu s es t |

and Child Oral Health Policy Center, 2QRIHCA, 2011).



1 A shared financingnodel is based on a payer model in place where dental
and medical professionals share the same financial risks and opportunities
for a shared group of patients

o United Healthcareds pilot Ameri Ch
where primary care medical providers are being reimbursed for
oral health screenings, preventative counseling, and fluoride
varnish serviceand completing a timely pediatric dental referral,
is an example of this model.

1 A colocation model where both medi@nd dental providers work within
the same building but operate separately and do not coordinate care
(National Maternal and Child Oral Health Policy Center, 2(RIHCA,

2011).

o Federally Qualified Health Centers (FQHCs) that provide both
dental and medal services within the same building are an
example of this modeNational Maternal and Child Oral Health
Policy Center, 2011RIHCA, 2011).

1 The model with the highest level of integration entails a dentist being a
part of an inteiprofessional group gfroviders that practice at a single
location, collaboratively, in order to provide comprehensive care to their
patients(National Maternal and Child Oral Health Policy Center, 2011
RIHCA, 2011).

0 Although full integration in practice is rare, TRH&tahClinic is

an example of this model.
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Table 1provides a summary of the five potential models for medieatal

integration.
Table 1
The Five Potential Models for MedicaDental Integration
Model Characteristics Example
Referral System Facilitated, formbzed referral system Health Centers with
between providers formal contracts with

dental provider for the
inclusion of dental
services

Virtual Integration Common health record systemthatca Vet er a n 6 satiom (
be seen by both medical and dental
providers

Shared Financing Payer model when dental and medical Uni t ed Heal t
professionals share the same financial AmeriChoice Program in
risk and opportunities or a shared gro. New Jersey
of patients

Co-location Medical and dental providevgork FQHCs that provide both
within the same building BUT operate dental and medical
separately and do NOT coordinate car services within the same

building

Full-Integration Dentist being a part of an inter TRHS Latah Clinic
professional group of providers that
practice &a single location,
collaboratively, in order to provide
comprehensive care to their patients

Levels of Collaboration/Integration

Within themostintegraed mode|six levels of collaboratiohave been identified
by the Substance Abesand Mental Health Services Administration (SAMHS#galth
Resources and Services Administrationds (H
(CIHS) (2013).These six levels have been divided ititcee main categories
integrated carecoordinatedco-located, and integrated, with tvgallevelswithin each

category.
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Coordinated care is designated as level one and two on the integration scale.
Level one has minimal collaboration between providers. Proviignger care in
separate facilities, witeeparate systems and rarely communicate about cases
(SAMHSA-HRSA CIHS, 2013). Level twoonsists of basic collaboration at a distance.
Providersdeliver careat separate facilities, with separate systems, but view providers of
other disciplines as reso@xand periodically communicate about shared patients
(SAMHSA-HRSA CIHS, 2013).

Co-locaked caras designatedslevel three and four on the scalevel three has
basic collaboration on site. Providers ardamated in the same facilithut may not
shae the same practice space, and continue to use separate systems (SARBESA
CIHS, 2013). Level four includes close collaboration with some level of system
integration. The providers share the same practice space and are introducing integrated
care throup some shared systeme.,theprimary care receptionist schedules all
appointments and the other disciplines hayv
health recordfSAMHSA-HRSA CIHS, 2013).

Integrated care is designated as levels five andrsthe scald_evel five
demonstrateslose collaboration that is approaching an integrated pracdtiege is a
high level of collaboration and integration between providers, allowing them to function
as a team, but some issues, i.e., availability oheagrated medical record, may notibe
place(SAMHSA-HRSA CIHS, 2013). Level six, the highest level of integration, consists
of full collaboration in a transformed/merged practice. Both providers and patients view
the operation as a single health systersigned to provide comprehensive treatment to

every patient (SAMHSAHRSA CIHS, 2013).



Figure 1 is a graphic produced by the Center for Integrated Health Solutions used to describe the levels of collaboration

(SAMHSA-HRSA CIHS, 2013).

COORDINATED
KEY ELEMENT: COMMUNICATION

LEVEL 1
Minimal Collaboration

In separate facilities,
where they:

»» Have separate systems

»» Communicate about cases
only rarely and under
compelling circumstances

»» Communicate, driven by
provider need

»» May never meet in person

» Have limited understand-
ing of each other’s roles

LEVEL 2
Basic Collaboration
at a Distance

CO LOCATED
KEY ELEMENT: PHYSICAL PROXIMITY

LEVEL 3
Basic Collaboration
Onsite

LEVEL 4
Close Collaboration
Onsite with Some
System Integration

INTEGRATED
KEY ELEMENT: PRACTICE CHANGE

LEVEL 5
Close Collaboration
Approaching
an Integrated Practice

Behavioral health, primary care and other healthcare providers work:

In separate facilities,
where they:

»» Have separate systems

»» Communicate periodically
about shared patients

»» Communicate, driven by
specific patient issues

»» May meet as part of larger
community

»» Appreciate each other's
roles as resources

In same facility not
necessarily same offices,

where they:

»» Have separate systems

»» Communicate regularly
about shared patients, by
phone or e-mail

»» Collaborate, driven by
need for each other’s
services and more reliable
referral

»» Meet occasionally to
discuss cases due to close
proximity

»» Feel part of a larger yet
non-formal team

Figure 1.Six Levels of Collaboration/Integration

In same space within the
same facility, where they:

»» Share some systems, like
scheduling or medical
records

»» Communicate in person
as needed

»» Collaborate, driven by
need for consultation and
coordinated plans for
difficult patients

»» Have regular face-to-face
interactions about some
patients

»» Have a basic
understanding of roles
and culture

In same space within
the same facility (some
shared space), where
they:

» Actively seek system
solutions together or
develop work-a-rounds

» Communicate frequently
in person

»» Collaborate, driven by
desire to be a member of
the care team

»» Have regular team
meetings to discuss overall
patient care and specific
patient issues

» Have an in-depth un-
derstanding of roles and
culture

LEVEL 6
Full Collaboration in
a Transformed/ Merged
Integrated Practice

In same space within the
same facility, sharing all
practice space, where
they:

»» Have resolved most or all
system issues, functioning
as one integrated system

»» Communicate consistently
at the system, team and
individual levels

»» Collaborate, driven by
shared concept of team
care

»» Have formal and informal
meetings to support
integrated model of care

»» Have roles and cultures
that blur or blend

(A
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Characteristics of Bully-IntegratedSystem.As part of the HRSA Oral &hlth

Disparities Collaborativegharacteristicsf full medicatdental integration were
identified through the work dbur pilot centers (National &work for Oral Health
Access(NNOHA), 2008).These characteristics, based on a Care Model framework, have
been organized intsix categoriesind are provided below:
1 Clinical Information §stems
o Characteristics include: an integrated electronic heattbrdeand
scheduling system, and closing the information loop on referrals to
ensure that patients are being seen (NNOHA, 2008).
1 Decision Support
o Characteristics include: a greater understanding of dental practices
among the medical staff, the importamderal health for pediatric
and pregnant patients, and a referral system in place from medical
to dental, ensuring access to care (NNOHA, 2008).
1 Delivery SystenDesign
o Characteristics includéntegrated care team pods, shared support
staff, dental staffppresenceand oral health integration intdl
medical appointments via screenings and educ@udiOHA,
2008).
1 SeltManagement category
o Characteristics includeo-location of patient education materials
and an integrated goal sheet (NNOHA, 2008).

1 Organization ofHealth Care
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o Characteristics includeo-located disciplines, integrated staff
meetings, systems of care coordinated to address all disciplines at
each visit cultural competencynd integrated case management
(NNOHA, 2008).
1 Community Resourcse
o Characteristics include: creatipgtient awareness that oral health
is associated with overall health, insurance and reimbursement
structures adjusted to include oral health and dental screenings into
WIC, Head Start and Early Head Start appointment@NIX,
2008).
Each of thdistedstructures, systesrand characteristics are indicativeadiilly
integrated systenT.he more aspects that a model possesses, the higher the level of
integration.
As evidenced by this review of oral health integration, theeea variety of
strategies thatouldbe used to meld the practices of medicine and dentigtgse varied
approaches highlight the need for careful planning and strong leadership in integration
efforts.
Medi cal and De nPeaéptioRsofdnfegratieni onal 6 s
There are many perceptioabout integratiomf oral health into thenedical care
system. Somenedicalpr act i ti oners believe Aprobl ems w
department while probl ems rwimemtaohvwindge rarse
Furhoff, Nordenram, &Vardh 2007) Integratedmlh eal t hos future wi ||

and dental professionals coming together to promote prevention, address access to care
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issues andb foster effective communicatidretween dental and medical honfBsulter,
2011).

According to a study conducted Bgabiei, Mohebbi, Patja, & Virtane(2012)
there is a lack of knowledge in oral health care among primary care phydiaitiey
have a generally positive attitude and willingness to takarpdsic dentigprevention
measuresThe Advanced General Dentistry progrdirectorsfirmly supported the
involvement of physicians in routirteentalassessmentsooking for early signs of dental
complications especially for pediatric patienasid educating patients preventative
dental measurg®aybould, Wrightson, Massey, Smith, & Skelt@909).

Barriers to Integration

Barriers exist from both system level and providg@erspectiveSystemlevel
barriers identified by the National Network for Oral Health Ascesre; lack of
capacity, absence of integrated electronic medical and dental health records, training, and
policies and protocols, competing needs, and reimbursement issues (Hilton, 2014).

Commonly recognized barriers ateh at t h profedsseonatomairiisdhe
dentition and oropharynxhe sharing of informatiois an uncommon practidetween
dental and medical providerand that professional values, beliefs, attitudes, customs and
behaviors could create challenges (as cited in Bamest al.,2016).Researchndicates
that physiciangdentify lack of time and knowledge as major barrierth®integration of
oral health caren treatment plannin¢Anderrsonet al., 2007; LewisBarone, Quinonez,

Boulter, & Mouradian 2013; andRabiei,Mohebbi,Patjg & Virtanen 2012).
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Terry Reilly Health Services

TRHS, established in 197heganas areducation and literagyrogram or the
migrant seasonal farm workers in Nampa, |1dd8i® founderTerry Reilly, noticedthat
many of theworkers and their ¢ldren had physicaand systemitiealth problemand
lacked access to healthcalfeom the inception of the organizatidfRHS has been
dedicated to providingccess taffordable, comprehensive care that impsive health
and quality of life of their pgents (Terry ReillyHealth Servicesn.d.).

TRHSis incorporated under the name of Community Health Clinics Inc. and
encompasseasine medical clinicssevendental clinicssix behavioral health locations,
and one pharmacy (Terry Reiljealth Services.d.). TRHS has also has been
designated as a Federally Qualified Health Center (FQAGQHC is defined as a
communitybased health center thabpides primary care servicesda underserved
area, with the help of funding from thHRSA Health Center ®gram Health Resources
& Services AdministratiofiHRSA), n.d.) To be declared a FQH@,facility must
provide care on a sliding fee scale and operate under a governing board that includes
patients (HRSA, n.d.)IRHSIs classified as a Community Healtler@@er, Migrant Health
Center, and Health Care for the Homeless. Per the 2015 &RHi&l report, their
patients wee primarily Caucasians (52%)etween the ages 80 and 64 (73%)xnd
uninsured 8% (Terry ReillyHealth Services2015). TRHSwvas also th first
community health clinic in the state of Idaho to be certified as a PCMH (Terry Reilly

Health Servicesn.d.).
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TheTRHS LatahMedicalDentalBehavioral Health Clinic

The setting for this case study is TRHS Latah Cliflee LatahClinic, locatel in
Boise,ldaho, waghe firstTRHS clinicoutside the Nampa metropolitan area to be
establishedln 2015 TRHS conducted a community assessnerdentify neecd
services in th€entral Benclarea In late 2015/early 2016, the clinic weenovatedvith
funds fromafederal grantio accommodateedical, dental and behavioral health
services Theclinic was the first TRHS facility to be designed to accommodate full
integrationof the health care team

As a TRHS leadership member shared, they chosentbgrated approach
because of how we as individuals experienc
as a bodyéand | have all of the parts of m
take care of me and it odgseawyheart,ormptter whet
toothéités my body and I édm |l ooking for a g
who | am within that bodyo. The TRHS Latah
to be as seamlefas possiblefo that what the patient experees is being treated like

the person that they areo.
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METHODS

This study was designed to describe the development and implementation of the
Terry Reilly Health Services (TRHS) LatdhedicalDentalBehavioralHealthlntegrated
Clinic (LatahClinic). Data was collectenh the following waysstructurednterviews
with a purposive sample of employees from TRHS; observatibad atahClinic care
teammeeting; an environmental scan of facility space; and an analysis of intake forms
used at the Lata@linic. The Boise State University Institutional Review Board approved
the methods and materials utilized in this study (approval numbesB23053).

Key Informant Recruitment

Employees of TRHS (key informants) were recruited for participatidxpril
2017. Key informants included the Chief Executive Officer (CEO), Chief Operating
Officer (COOQ), Director of Quality Improvement, Director of Clinical Operations,
Medical Director, Nursing Director and Dental Director.

After introduction by the COO, the priipal investigator (PI) contacted
perspective key informants by emtlsolicit theirparticipaton in astructured
conversational interviewAppendix A includes the recruitment message that was sent via
e-mail to the key informants.

One informant did notrespond Threerequestedo have the interview conducted

via email, but only two were completed@hree participants requestad in-person



19

interview.Those agreeing tparticipae were asked to review and sign an informed
consent, see Appendix B.
Key Informant Tools

Two structured interview scriptgere developed bthe PI.Prior to use, eactool
was pilot tested to ensure clarity and sensitivity. One seagttailoredor informants
from the Latah Clini¢ Director of Clinical Operations, Medical Bictor, Nursing
Director and Dental Direct@nd the other wadesigned for members of the leadership
team afTRHS, CEQ, COQ, and Director of Quality Improvement

Latah Clinic Key Informant Tool

Thestructurednterview questions, included in Appendix C,reveleveloped
using aSWOT framework. Thescriptwas comprised ofariouscomponents: background
information, perceived strengths and weaknesses regarding the integrated model, and
recommendation8ackground information questions inquired abweotk history with
TRHS previous employmengnd how they would describe the operadiatithe Latah
Clinic.

The second componefacused orthe strengths and weaknessépractice
processes and patient outcomes, as weglkaseivedpportunities and threats the
model.

The final componeraskednformans toproviderecommendations on what to
keep the same or change if someavere to replicate the Lat&linic operations.

Informants were alsprovided with an opportunitio share additional comments.
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TRHS Leadership Key Informant Tool

Thestructurednterview questionsskedeadership teanmformantsto describe
the history and operations at TRHS La@limic, included in Appendix DThescriptwas
comprised of three components: backgrouh@®HS, level ofintegration at the Latah
Clinic and the future of the Lata®linic. The interview began with questions inquiring
about the history of TRH&nd theLatahClinic.

The second componeconsisted ofjuestionsstructured around the five potential
models for nedicatdental integratiomdentifiedby the NMCOHP (2011). For example,

~

participantsweras ked, fAls there a facilitated,

providers that would allow for better tracking and folowp wi t h pati ent s

Based on thdescriptiongrovided,informants were asketd describe the level of
integration at the Lata@linic, identify if it wasdifferent than other TRH&cilities, and
describenvhat opportunities allowed for the level of integration

Finally, informants wereaskedaboutthe future of the Lata@linic andhow the
modelmayimpact other TRHS cling Informantsould alsashare additional comments.

Latah Clinic Care Team Meeting Observations

Two investigators attended the Latalnic Care Team Meeting on May 2017,
with the permission of the CQO@he purpose athis observationvas to noteevidence of
integration during staff meeting®uring this meetingthe following aspects were
observedstructurédagendaof the meetingmeeting locationseating arrangemés and

roles and level of engagement of participaBee Appendix E for observatichecklist.

f

or

n
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Environmental Scan

After obtainingpermission from the COO, the PI visited the Latdinic on two
separate occasions to conduct the environmental Sbhampurpose of this scan was to
document evidence of integration within the builddegsign andiseof spaceDuring the
environmental scan, the following factors were documented; general structure/layout of
the clinic, allocation of space and equipmentdach department arlance of space
betweerdepartments. See Appendixf@ scanchecklist.

The first visitto the clinicwasatour, guided by the CO@gesigned to providtéhe
Plwith a general understandingtbie structurBayoutof the clinic. The secondvisit was
used to tak@hotographs of the cliniend document theisual layout of the clinic.

Intake Forms

During the second visit to the Latah Clinic, the Pl was provided access to the
dentalandbehavioral health intake fornasd the patient regfiration form The medical
intake form was unavailable due to the electronic nature of theaondpatient privacy
concernsThe purpose of this analysis was to note evidence of integration found within
the intake forms provided to patienéschecHist developed by the Rjuided analysis of
the forms Factors includedutilization of a single intake form, equivalent questions for
each department amdentification ofwhether the formaddressetd h e p @rimarg nt 0 s
concern. See Appendix fdr intake formcheckilist.

Procedures
At the beginningf the study period, the Bbtainedoermission from the COO in

order to; atten@nd observa Latah Clinicgroup meeting; conduct an environmental
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scan of the Latalinic; conduct conversational interviews withykeformants; and
analyze the initial intake forms.

TheCOOalso provided the Pl wite-mail contact information fokey
informants.Recruitment activities were conducted and inforreagteeing to participate
were asked to read and sign informed congents.

Three interviews were completed viamil and three were conducted faoe
face between April 19 and April 2Each interview was approximatel$ minutesn
length The PI transcribed the interviews for analysis.

An individual with36 years ofdental experience was recruited to join the Pl as a
research assistant. The assistant attended the Latah Clinic team meeting and also assisted
with analysis of interviews.

OnMay 2, 2017the PI and research assistatiended the Latah Care Team
Meeting Observations were recorded usindexvelopedthecklist The Plvisitedthe
LatahClinic againto take photographend obtain copies of the intake form@hecklists
were used to guide the environmental scan and review of forms.

All notesfrom meeting, thenvironmental scan, interviews and analysis of intake
formsweremaintained in a secure Boise State University shared drive accessible to only
the Pl and Cdnvestigator.

Analysis Plan

Latah Clinic Key Informant Tool

Interviews werdranscribed verbatirby the Plandthenanalyzed byhe PI and
research assistar®imilarities and differences were noted between the three interviews

and a SWOTiagramwas utilized tcaggregate identifiederceived strengths,
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weaknesses, opportunities and threats of tlegrated moddrom all interviews
Recurring themes were algtentified

TRHS Leadership Key Informant Tool

Each interview was transcribed verbatim and analyzetidoi?t and research
assistantSimilarities and differences were noted betweenwlodriterviews ad
responses were used to identtigintegration models being utilized at thatahClinic.

Latah Clinic Care Team Meeting Analysis

The Pl and research assistatiized a checklist developed by the Piaide
observations during the meetirigptes from the meeting weoempiled andinalyzed

Environmental Scan Analysis

The Pl documentedogervationsutilizing the developed checklisthdused
photograph®f the Latah Clinido provide a visual representation of the clinic setting

Intake Foms Analysis

Using the developed checklist, the Pl documented similarities, differences and

evidence of integration among the forms.
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RESULTS
Latah Clinic Key Informant s
Three interviews were conducted, two vienail and one facéo-face, utilzing
the Latah Clinic Key Informant toolhe interview was comprised of three components:
background infamation, perceived strengthsgaknessespportunities and threats
regardingthe integrated model, aridture recommendations.

Background Information

Theinformants employment history with TRHS ranged from 2 % to 7e@ry
andthey statedheir role at the Latah Clinic was similar, if not the saageprevious job
responsibilitiesWhen asked to describe the operation of the clalicespondentstated
that it is arefficient, collaborative, andnintegratectlinic.

SWOT Analysis

Informantsprovided what theperceivedasstrengths and weaknessdggpractice

processes and patient outcorreswell as opportunities and threats to the integrated

model.

Strengths of the model were that it is collaborative, efficient, compreheasde,
has demonstrated evidenceeohancing outcome®ne i nf or mant st ated,
easof consultation is just amazingromwdien you

these other disciplines. That just makes it like asiop shop for the patients. For the
patient experience, | think [it] is very,

experteéeopinions. Not just a ovaindery odroca odredn
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Weaknessesf implementation othe modelincludel; spaceconstraintsthe need
for addedflexibility and mordime to completehe patient intake procesmefficient
schedulingcoordinationand inadequate staffing ratidsor exarple, one informant sajd
AJust (onadeal Adgistanper provider is just not enough in a place where a lot of
care is being deliveredl
Perceived opportunities were the ability to expamhancedbility to improve
healthoutcomes, anthe potentl toincrease the overall health of the country. Threats to
the continued success of the Latah Clinic included lack of accepigiatber providers
funding, andantrimmigrationattitudes within the United Stategenerating fear and
concern for patientsSeeTable 1for additionaldetaik gathered through the SWOT
Table2

SWOT Analysis froniLatah Clinic Key Informant Interviews
STRENGTHS WEAKNESSES

Team interactions/collaborative spirit Limited space

Patient flow/handoffs/easy to get a consi Inability to monitor routine registries for

basic preventative health measures
Quality outcomesneet or exceed expecte
values/better outcomes/delivering an Requires more flexibility in opetians
outstanding product in a small building

None (2)
An example for the corporation

Multiple forms for the patient to fill out
Patients can get appointments with - Time consuming
different disciplines

Complex data entry for the front desk
Patients are being treated as a - Time consuming
whole/comprehensively

Scheduling can be challenging

Saving ime, energy and resources/more - No shows
efficient - Tardiness
Patients are getting better faster Inadequate staffing ratio

- More medical attention in a
concentrated fashion
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OPPORTUNITIES THREATS
None at this time None | am aware of
New srvices/expanding Lack of acceptance or perception of

competition from other providers
Improved outcomes

Lack of funding/payment sources
Integrated facilities have the potential to - Cut funding for FQHCs
make our country healthier - Cut Medicaid spending

Anti-immigration prejudices
- Latino population intimidated by
perceived prejudices

Recommendationsom Key Informants

Informantsalsoprovided recommendatiorier improvements or continuation of
existing practices in replicatirtge Latah Clinic operationg he informants felt it was
important to include all three disciplineslect clinicians who shaeecommorvision for
integrationof information and referrali® a shared locatiorOne informant felthe model

would be more sucssful in smalkkr clinics. Others noted the importance of carefully

consideringspace/layoub r i mp |l e me nt i n the fécidjty Foeekamplgprec e s i n
informant stated, fAThe physical | ayout doe
becauseitdee get | oudo.

A shortage of available medical assistamisertain daysvas cited as a barrier to
efficient workflow. Without adequate staffing, appointments are being lengthened, lab
work is taking longer to complete and patients are not being proeffigient care
Other recommended changesre toincreasebehavioral healtlservicesThe addition of
anotherfull -time professionalvould allow for more patients to be seen within a given
time period Additional office space would increase ability andamaty for more

patient/provider consultations
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TRHS Leadership Key Informants
Two faceto-faceinterviews were conductedtilizing the TRHS Leadership Key
Informant tool.The interview was comprised of three components: background on
TRHS, level of inégration at the Latah Clinic and the futurelad tatah @Gnic.
Background information oMRHS has been reported on paf)é<l7.

Integration Level

Informants were askdad describehe levelof integration athe Latah @nic,
identify if it was different than other TRHS facilities, and describe ¢hreumstancethat
allowed for the level of integration.

Participants were guided to compare clinic operations to the five potential models
for medicaldental integration identified by theMNCOHPC(20117). The informants
agreed thathe Latah @nic has aformalized referral systm,a common EHRSystem,
and is fully integratedConversely, the Latah Clinlacksa payer model for sharing of
financial risks and opportunitiesxddoes nofully representhe co-location modelvhere
the providers are within the same building but operate separatetioaiod coordinate

care See Tablel and the key for the questions the interviewees were astatheir

responses

Table3

Integration Modek Utilized at the Latah Clinic
Referral Virtual Shared Financing Co-locatiorf Fully
System Integratiort Integrated
Interviewee Interviewee Interviewee Interviewee Interviewee
1 2 1 2 1 2 1 2 1 2

YES X X X X X X

NO X X X X
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Note.! ReferralSystemi Is therea facilitated, formalized referral system between
providers that would allow for better tracking and follaw with patients in place?

2 Virtual Integrationi Is there a common electronic health record system that can be seen
by both dental and medical fessionals in place?

3 Sharel Financing Is there a payer model in place where dental and medical
professionals share the same financial risks and opportunities for a shared group of
patients?

4 Co-located: Same buildingoperate separately/not coordiaaarei Do dental and

medical providers work within the same building but operate separately and not
coordinate care?

® Fully Integrated: Inteprofessional group of providers that practice at a single location,
collaboratively, in order to provide compensive caré Is the dentist a part of an inter
professional group of providers that practice at a single location, collaboratively, in order
to provide comprehensive care to their patients?

According to the informants, it is unlikely that the sharedritial

ri sks/ opportunities model would be viabl

e

asthethirgpar ty carriers stay within their box

probably have integrated cont r aisciplgv@r i ght
within I dahoo.

The Latah Clinic partially represents thelooation model described by the
NMCOHP. The clinic does have providers working within the same building, but they
also operate together and coordinate care, which are not attribthescoiocation
model.

When informants were asked how they would describe tlet ¢éwntegration at
the Latah @nic, one informant voiced that the Latah Clinic was at a level 5 or 6 on the
integration scale developed by SAMSHA (2014) and both belithagrocessswere
goingwell. Theseinformants also agreed thaetlevel of integratiorat the Latah Clinic
washigherthan the other TRHS clini@nd thatdue to its succesthe Latahmodel

would be used to guideture implementatioefforts. Fundirg and infrastructure were

(
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the main opportunities that madthe integration atthe LatahG ni ¢ possi bl e. i
those two piecesél dondét think thereds a w

Perceptions ofatah Clinic Future

Informant consensuadicated that the participants feel tbetah Clinic will
continue to improve over time and wskrve as a model for future clini&g8ne informant
voiced the concern that they may quickly outgrow the facility, but wikygontinue to
expand the cliniantil they have reached capacity

Latah Care Team Meeting Observations

Observation of the Latah Clinic Care Team meeting occurred on May 2, 2017
from 12:00pm to 1:00pm in the clinic waiting rooihe clinic was closed to patients for
the staff meetingo take placeMedical, dental and behavioral health staffacilitator
(the clinicmanage), anote takerand three administrators were in attendaatdhe
Latah Clinic Care Team meetingvery seat in the waiting room was occupied and
participantdacedthereception deskt was not apparent which department staff
members represented, i.e., staff from each department were dispersed throughout the
room.

A detailed agendwas providedy the facilitatoy see Appendi¥. The agenda
identified topicsard the discussion leaderBhe meeting had multiple fadihat were both
patient and process based. The topics for this meeting included; welcome, corporate
updates, patieatentered access, tedmsed care, population health management, care
management anslipport, care coordination, performance measurement/quality

improvement and registry management.
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The facilitatorled the meeting, making sure all topics were addressed and that
participantsstayed focused. Employepsovided additional information aratked
guestionsas needecEveryone participated’he meeting concluded by reading
AKUDOSO for empl oy emrwingfronowelcaningnewstadfc i pl i nes
membergo appreciatiorfor support

A subsequent conversation occurred with the Latah Climastethe Pl and
research assistant, inquiring into her perceptions of referral flow between providers. The
dentist voiced her admiration of the level of integration at the clinic and how the
disciplines work together to deliver a comprehensive modedref She noted a lack of
knowl edge concerning Awhen to refer to den
the model. Better coordination between medical and dental providers could improve
outcomes by medical staff alkhwitheatohgye ex ami ni n
depressor, looking for inflammation, broken or missing teeth, halitosis or difficulty
chewing. If a medical provider does not know when to refer, then the disease will
continue to manifest and jeopardize both medical and dental outcAnttker comment
made by the dentist was that the success of integration at the Latah Clinic could be
contributed to the fact that all providers were hired during the inception of the Latah
integrated clinic. Per the conversation, TRHS clinics that aresmotghing to a more
integrated model havexperienced challenges witbllaboration between providerbhis
may be due to providers enterimgo the delivery model at different times.

Environmental Scan
TRHSO® L at aB,758puarefaotdacilitydocatedon theCentralBench.

The clinic was recently remodeled and is comprised of two behavioral health consultation
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rooms, one medical lab, nine medical examination rooms, one medical procedure room,
one dental sanitation room, two dental examinatiemtal hygieneperatoriesone dental
procedure r oom, Medidal aad bphavorealiheakhroperaie Mahday
through Friday, 8:00 arn5:00pm, while the dental schedule is Tuesday, Wednesday and
Thursday from 7:30 arh 12:30pm and 1:00pm6:00om. Figure2 shows the outside of

the Latah Clinic.

Figure 2. Outside of the Latah Clinic

A well-lit, pleasantly decoratedaiting roomis observedvhen enteringhe main
door. The décomnd furnitureappear to baew, cleanandfairly consistent thraghout.
The chairs were the same stglehoughnot all cushionsvere the same coloA large
reception desk is positionedrectly across from the main dodt runsthe full length of
the walland provides space for multipleceptionists.

The receptiomlesk had educational material including; medical, dental, patient
information,discussing options faquality, comprehensive, affordable health care, and

WIC information.Behavioral healtimaterials are available but were not in the waiting
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roomthe day dthe environmental scakigures3 & 4 show the Latah Clinic waiting

room.

K

Figures3 & 4. Latah Clinic Waitig Roo

The entrance to the clinical area for medical, dental and behavioral health is
located o the left side of the waitg room The coult roomsgxam rooms, and dental
operatoriesvere located on thperipheryof the building. The behavioral health consults
roomsare located ithe northwest corner of the clinical areah& medical examooms,
lab, and procedure room wdoeated alog the south wall and thelentalsterilization
room dentaloperatoriesre inthenortheast sectionThep r ovi der dlipicladsd wher
from all disciplineshavedeskss located in the center of the clinical arEBmure5is a

diagramof the Latah Clinignot drawn to scale)
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janiile~]
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Figure 5. Diagram of Latah Clinic
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The clinicallocated the most spacertedicaland the least tbehavioral health.

All disciplines were provided new equipment when the building was remonhelisie

2015/early 2016Figures6, 7, 8, & 9 showthe rooms in thelinical area of the clinic.

Figure 6. Behavioral Health Consult Figure 7. Medical Procedure Room
Room

Figure 8. Dental Chair Figure9.Pr ovi dé&r fAPod
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Intake Forms

Separate intake forms are provided for patiemtompletefor each department.
Dental and behavioral health forms ammpletedoy hand by the patientwhile the
medical form idocated in the EMR and information is entered by the provides
patient registration forrnan be completed online, pritar the first appointment, or by
hand in the officeOnly the dentalbehavioral healtland patient registraticiorms were
made available to the PI.
Dental

The dental health history intake formas four pages in lengttprinted on pink
paperand begay a s Rreyogepfier i enci ng dent al pai n?o.
address whether the dental paiasthe patiends main concernlhe intake form had
guestions pertaining ach of the three disciplineBhere were four questions pertaining
to behavioral hdth, 18 dental health related questions &ddnedical health questions.
There wvasminimal evidence provideith theintake formto suggest itame from an
integrated clinicSee Appendix.

Behavioral Health

The behawral health history intake formvasfourteen pages in lengtijth five
of those pageselated to healthstatushe i ntake form began with,
describe the reason you.Thefermimcduded6 medicar cur r
history questions for females and 35 for malesddition,45 behavioral health
guestionsand no dental health itemagere included in the formMedical and behavioral

health had a similar proportion of questions pertaining to their department, but the lack of
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dental questionsiayindicatethis intakeform doesnot represent aoptimally integrated
clinic. See AppendiX.

Patient Registration

The patient registration form was two pages in length and could be completed
electronically, or irperson at the time of appointment. This form is used forRHS
clinics. This form requests information pertaining to; general patient information,
responsible party, emergency contact, insurance, Boise clinic patient information, family
income, ethnicity, race, language, farmworker status, veteran status, gexutakion,
gender identity, interest in reduced fees, healthcare for the homeless information and
acknowledgement3.he insurance section of this form requests primary and secondary
medical insurance and dental insurance. The acknowledgeseetibn of his form also
demonstrates an integrated approagarding consent and health informatigvhen
patiens sign the registration forpthey are; giving consent to TRHS to conduct a
medical, dental and or mental health evaluation and make treagoenimendtions
Patients are also informeldeir health information mght be shared across the three

disciplines.See AppendiX.
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DISCUSSION

The findingsfrom thisstudy suggest thahe Latah Clinic isfully integratedand
demonstratehigh levels ofcollaboration This assessment is based on comparison with
the characteristics identified by HRSWoughthe Oral Health Disparities Collaborative
pilot study TheLatah Clinic possessedtributes from five out of the six categories
identifiedby HRSA(NNOHA, 2008) An integratecelectronic health record and
scheduling systerare the aspects from tkénical information systemsategory that the
Latah Clinic hasmplementedFrom thedecision supportategory, Latah haes greater
understanding of dental pram#s among medical stathd hasreferral systenn place
from medical to dentablthough referral protocols are not fully utilizéctahalsohas
integrated care team pottatarea characteristiof thedelivery system desigrategory
From theselfmanagementategory, the Latah Clinic also hasloocated patient
education materials. Lastly, integrated staff meetingscatdcation ofdisciplines are
aspectsgelevantto theorganization of healthcareategory(NNOHA, 2008) These
attributes of the atah Clinic demonstrate a high level of integration.

Resources and barriers are crucial when implementing an integrated model of
best fit and no fAigold standardo Beproach e
differing level of integration atthe Lath Cl| i ni ¢ versus the other
aligns with the researd@tating that varying levels of integration are due to available

resources and barriers (Damiaetal., 2015). Numerous integration approaches have
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beenidentifiedbecause not everyigic presents with theame opportunitieg-or
example, he Latah Clinicsecured grant funding temodel an existing buildinand
implemenedan integrateanodel when it reopenedOther practices/clinicwill have
different geographic locatns, servea specific population of neethave established
practice normsandmay not have the fundirgyailable to impleent a highly integrated
model.

Despite the smahumber of participants in this studiie strengths perceived by
the key informants wereonsisentwith andsupported by literatur®uring the HRSA
Oral Health Disparities Pilot, it was noted that the pilot teams demondtinated
integration benefitthe organization, staff, and patients (National Network for Oral
Health Access, 2008Informantsidentified these integrative strengthtise Latah Clinic
is anexemplary modeior the organizatiornprovidershawe a collaborative spiritand
having patientseceive comprehensiveare in anore effective and efficiemhanner

Study Limitations

This @ase study hadeveralimitations, including the purposive sampling
techniques utilized during this researthR H £00 provided the PI with contact
information for TRHS employees that were believed todoeptive to being interviewed,
which infers a potatial volunteer biasTheinformants consiste@iRHSleadership
personneblnd department directorAs the directors practiced at Latah, as well as other
locations, informant inputs might have been influenced by allegiances with other clinics.
If this studywas to be replicatethe additions of interviews diill-time Latah Clinic

providersand patients from the clinisould offer valuable information
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The purposive samplingpnducted by the CO@lso led to a small sample size.

The initial contact list casisted of seven potential informants. One did not respond to the
recruitment email and one did not finish themailed interview, leaving five informants

to contributetheir views ofthe integration model at the Latah ClinRatential causes as

to why he informants could not complete the processy be their workload,absence

during the study perioayr the recipient never received thenail messagesn

qualitative data, themes arise when multiple informants express the same thought or idea.
A smallsample size complicates data analysis when documenting tlaaohesits

ability to verifywhether the strengths, weaknesses, opportunities and threats presented in
this case studseflect those of the overall clinic

Sending lhe interview scripvia email became a limitatiofor some informants
The email format was provided as an option for informants because it was believed that
it was more convenien@s stated earlier, oneraail interview was never completed. The
two that were completed viareai responded usinghortanswers, sometimes one or
two words, and lacked the detail that thgoeérson interviews provide®ue to the emalil
format, thePl was also not able to ask follawp questiongnd therichnessof a
qualitative data collection metdavascompromised.

As previously mentioned, this studiiouldbe replicated wittmoreprovidersand
patientsat the Latah Clinic, on a larger scalbich includes dental stafand interviews
shouldbe conducted faet-face, to ensure that the stgtins, weaknesses, opportunities
and threats reported in this study are valid. However, these limitations are valuable

lessons learned for a researcher implementing a similar case study.
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Suggestions

Based on the data, there are a few suggestions thidtfaadherenhance the
integration model at the Latah Clinithese suggestions include; provider expansion,
utilization of communityresourcesdevelopmendf improved medicatlental referral
protocols the creationof a single integrated health histdoym, anduse of
comprehensive evaluation metrics

Provider expansion was noted as a need for both behavioral health and medical
health According to informants,dhavioral health could benefit from another-tithe
professiomal and more space for coisuMedical lacks the proper staffing ratio of
medical assistants to providers Wedneslays whe there are more providers than usual
Dental could alsdenefitfinancially by improving patient flow witithe addition of
dental staffand expandingentalfrom three to five days a weeldtilizing existing
community resources such as the Idaho State Univ€lSit}) Dental Residency
Programwould providenewly graduated dentists the opportunity to practice in amulti
discipline clinicfocused orunderservegopulations. Establishing a collaborative
relationship with ISU would prove to be mutually beneficial to both organizations.

Utilizing community resources in terms of expanding collaboration between the
Latah Clinic and other local organizations wouléphgromote greater community
awareness of the importance of oral headtipart of whole body wellness. For example,
collectively working with WIC as well as a referral from Health Services at Boise State
University, the Latah Clinic would provideoreunderserved community members with

access to whole body health care which includes dentistry.
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Professional development supported by holding monthly staff meetings dedicated
todiscussionsofi when to refero to each di gmatiopl i ne,
at the Latah CIi mniac ni Wigbringstaffsnieetifogs, providers s
couldbegin tocreateholistic treatment plaifrom dental, behavioral and medical
perspectives. Referrat®uld beinitiated earlier, allowing for melier interventionand
follow-up.

Creationof a single health history form would be beneficial for the clarid
patients Currently,patients must completeith duplicatve information. A single form
could save time for the patient, receptionist and geviThe patient would fill out the
health history form at thimitial appointment, or prior to, and the informaticould then
be added to their chantith universal access to all providers

Lastly, review existing assessment activities to ensure ingpategration is
documented from perspective of patient, clinicians, system and commimaty.atah
Clinic has shown signs of full integration and can continue to grow and improve with

consideration of the aforementioned suggestions.
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CONCLUSIONS

Thepurpose of thistudywasto describe the development and implementation of
the TRHS Latah MedicéDentalBehavioral Health integratedinic. Althoughthe
sample size ofdy informantsvas smallthe data suggestéaat the Latah Clinic model
has morestrengths and opportunities associated with it, than weaknadesats.The
clinic is collaborative, efficient, comprehensive and has demonstaigeince of
enhancing outcomes. Furthermof&HS staffbelieves thatthe Latah Cliniccontinue to
expam, improve health outcomes and has the potential to increase the overall health of
their patientsThe TRHSleadershipnterviews, Latah Care Teameeting, and
environmental scan also demonstratédlly integraed model with attributes consistent
with ahigh level of collaboration/unificatiormhis represents the progressive patient
centerectharacteristicef TRHS.

While the Latah Clinic has only been using this model for 18 months, it has
achieved a high level of integration. The leadership tediniates that the clinic will
continue to grow and improve over time as it strives to become as integrated as possible.

Further research needs to be conducted to demonstrate the impact a Latah Clinic
modelhason health outcomespmmunication and colberations between disciplines,
healthcare costandpatient perceptions of caréhis information would more fully
enableTRHSto be utilized as a model for othpractices communitiesandstateghat

are converting to an integrated model.



42

REFERENCE

Agency for Healthcare Research and Quality (AHRQ). (nkjining the PCMH
Retrieved fromhttps://pcmh.ahrqg.gov/page/definipgmh

American Academy of Family Physicians (AAFP). (rad.Primary Care. Retrieved
from http://www.aafp.org/about/policgall/primarycare.html

American Academy of Family BBicians (AAFP). (n.d. b)The PatieriCentered
MedicalHome (PCMH)Retrieved fromhttp://www.aafp.org/practice
management/transformation/pcmh.htmi

American Dental Assoation (ADA). (n.d.).Access td&Care. Retrieved from
http://lwww.ada.org/en/publiprograms/actiofior-dentathealth/acceswo-care

Andersson, K., Furhoff, A., Nordenram, G., & WardH2007).@ral health is not my
departmerd Perceptions of elderly patiebtzral health |y general nedical
practitionersin primary health care centres: a qualitative interview study.
Scandnavian Journabf Caring Science=21(1), 126133 8p.

Bernstein, J., Gebel, C., Vargas, C., Geltman, P., Walter, A., Garcia, R., Tinanoff, N.
(2016).Integration d Oral Health into the WelChild Visit at Federally Qualied
Health Centers: Study of di@ics. Retrieved from
https://www.cdc.gov/pcd/issues/2016/16_0066.htm

Boulter, S. (2011). Integrating oral health into primeaye at théAmericanAcademy of
Pediarics. Access25(2), 1820 3p.

Damiano, P. C., Reynolds, J. C., McKernan, S. C., Mani, S., & Kuthy, R. A. (2015). The



43

University of lowa Public Policy CenteFhe Need for Defining a Patient
CenteredDental Home Model in the Era of the Affordable CAct. Retrieved
from http://ppc.uiowa.edu/sites/default/files/pchdjul2015.pdf

Grantmakers in Health. (201Returning the Mouth to thedly: Integrating Oral
Healthand Primary Gre. Retrieved from
http://lwww.gih.org/files/FileDownloads/Returning_the_Moouto_the_Body _no4
0_September_2012.pdf

Hall, M. (August 29, 2014)ntegrated Care: Healthy Mouth, Healthp@&y.Retrieved
from http://www.dentistryiq.com/articles/2014/08/integratate healthymouth
healthybody.html

Health Resources ar@krvicesAdministration(HRSA). (December, 2008 oming
Home: The PatierCentered MedicaDental Home in Primary Carerdining.
Retrieved from
https://www.hrsa.gov/advisorycommittees/bhpradvisory/actpcmd/Reports/seventh
report.pdf

Health Resources and Services Adistimtion(HRSA). (n.d.).Federally Qualified
Health CentersRetrieved from
https://www.hrsa.gov/opa/eligibilityandregistration/healthcenters/fghc/

Hilton, 1. (June 23, 2014). National Network for Oral Health Acc€seating Medical
Dental Integration:Helpful Hints and Promising ictices Retrieved from
http://www.nnoha.org/nnokeontent/uploads/2014/06/CreatiMpdicat Dentat
Integration_201496-23.pdf

Institute of Medcine (IOM). (2011) Advancing Oral Halth in AmericaRetrieved from



44

https://www.hrsa.gov/publichealth/clinical/oralhealth/advancingoralhealth. pdf

Institute of Medicine (IOM) and National Research Council (NRC). (20frigroving
Access to Oral Health for Vulnerable and Underserveduations.Retrieved
from http://www.nationalaademies.org/hmd/~/media/FsliReport%20Files/2011
/Improving-Accessto-OralHealth-Carefor-VulnerableandUnderserved
Populations/oralhealthaccess2011reportbrief.pdf

Kandelman, D., Arpin, S., Baez, R. J., Baehni, P. C., & Petersen(®ctéber 01,

2012). Oralhealth care systems in developing and developed
countriesPeriodontology 20000, 1.

Lewis, C. W., Barone, L., Quinonez, R. B., Boulter, S., &vadian, W. E. (2013).
Chapteroral health advocates: A nationwidede! forpediatrician per
education andadvocacy about orakalth.International Journal of
Dentistry, 2013 498906 http://doi.org/10.1155/2013/498906

Monajem, S. (2006). Integration of oral health into primary health care: the role of dental
hygienists and the WHO stewardsHipternational Journabf Dental
Hygiene 4(1), 4551 5p.

Munger, R. (April 17, 2012) . AEvol ving
behavior al heal tho, presentation at
Returning the Mouth to the Body: IntegragiOral Health and Primary are.
Retrieved fromhttp://www.gih.org/files/FileDownloads/Returning_the_Mouth_
to_the_Body nod September_2012.pdf

Nasseh, K., Greenberg, B., Vujicic, M., & Glick, M. (2014). The effect of chairside

chronic disease screeninigg oral health professionals on health care césisJ

or a

t

he



45

Public Health 104(4), 74450.Doi: 10.2105/AJPH.2013.301644

National Network for Oral Health Acce@§SNOHA). (2008).0Oral Health Dsparities
Collaborative Implementation dhual.Retrieved from
http://www.nnoha.org/nnohaontent/uploads/2013/09/OHDIGplementation
Manuatwith-References.pdf

Office of Disease Prevention and Health Promot(ard.).Oral Health.Retrieved from
https://www.healthypeople.gov/2020/leadingalthindicators/202ahi-
topics/OralHealth

Pew Center on the States. (201&)Costly Dental Destination: éspital Care Means
States Ry Dearly. Retrieved fromhttp://www.pewtrusts.org/~/media/assets/2012
/01/16/acostly-dentatdestination.pdf

Powell, V., & Din, F. (2008)Call for an Integrated (Medical/Dental) Health Care
Model that Optimally Supports Chronic Care, Pediatric Care, and Prenatal Care
as a Basis for 2 Century EHR Standard and Products: EHR Positiapé.
Retrieved from
http://www.himss.org/sites/himssorgédg/HIMSSorg/policy/d/hc_comm_discussi
on/MoonTownshipPennPositionPaper.pdf

Rabiei, S., Mohebbi, S. Z., Patja, K., & Virtanen, J. I. (January 01, 2012). Phy8icians
knowledgeof and adherence to improving oral heaBMC Public Health,12.

Raybould, T. B.Wrightson, A. S., Massey, C. S., Smith AT, & Skelton, J. (November
01,2009). Advanced General Dentistry program diregtattitudes on physician
involvement in pediatric oral health caBpecial Care in Dentistry9, 6, 232

236.



46

Rhode Island Halth Center Association (RIHCA). (201 PatientCentered Mdical
Dental Home Initiatives: A Survey of Current and Future Strategies to
Coordinate @re in Rhode IslancRetrieved from
http://www.rihca.org/pdfs/Patient%20Centered%20Medical%20Dental%20Home
%20Survey%20Report.pdf

Riter, D., MaierR., & Grossman, D. (2008Relivering preventative oral health
services in pediatric primary care: A case stitlyalth Affairs 27, 6, 1728.732.

Rogers, J., Stewart, P., Stapleton, J., Hribar, D., Adams, P.]e&& &g2000). An
interdisciplinary approach to the management of complex medical and dental
conditions. Australian Dental Journal 200@15;(4):270276.

SubstanceAbuse andVentalHealth Services Administration(SAMHSAjealth
Resources an8ervicesAdministration (HRSA)Center for Integrated Health
Solutions(CIHS). (2013)C1 HSO6 St andard Framewor k for
Healthcare.Retrieved fromhttp://www.integration.samhsa.gov/integratsate
models/A_Standard_Framework for_Levels_of Integratedititeae.pdf

Simon, L. (2016). Overcoming historical separation between oral and general health care:
Interprofessional collaboration for promoting healthigglAMA Journal of
Ethics 18, 9, 941949. Retrieved fronhttp://journalofethics.ama
assn.org/206/09/pdf/pfort1609.pdf

Smiley,C. (2013). Dental Quality Allianc& he Importance of Patiei@entered @re.
Retrieved fromhttp://www.ada.org/~/media/ADA/Education%20and%20Careers

[Files/Session_2_Smiley.pdf?la=en



47

Thema, L. K., & Singh, S. (2013). Integed primary oral healtkervices irSouth
Africa: Therole of the PHC nurse in providing oral health examination and
educationAfrican Journal of Primary Health Care & Family Medicing(1), 1-4.
Retrieved fromhttp://libproxy.boisestate.edu/login?urktbt//search.proquest
Com.libproxy.boisetate.edi/docview/1738751622?accountid=9649

Tomar, S. L., & Cohen, L. K. (June 02, 2010). Attributes of an ideal oral health care
system.Journal of Public Health Dentistry,0, 1.

Terry ReillyHealth Services(2015). 2015 Annual Bport.Retrieved from
http://lwww.trhs.org/app/uploads/2016/11/AR16FinalDigital.pdf

Terry ReillyHealth Servicegn.d.).About Us. Retrieved fromhttp://www.trhs.org

World Health Organization (WHO}2003).The World Oral Kath Repat 2003

Retrieved fromhttp://www.who.int/oral_health/media/en/orh_report03_en.pdf



APPENDIX A

Recruitment Message

48



49

Subject line: Requesting Permission to Interview

Greetings ___ (TRHS employee name) ,

Hello, my name is Kylie Paand | am conducting a qualitative study of Terry Reilly
Health Services (TRHS) Latallinic in an effort to document the implementation of the

medicaldentalb e havi or al health Ahomeo. The result
TRHS employees and evenllygublished in a peereviewed journal in order to
facilitate greater understanding of the pr
model.

| am requesting your permission to join me in a conversational interview. Interview dates
are being et for April 10, 2017 until April 24, 2017. The interview should last
approximately 45 minutes. Participation is voluntary, confidential and your responses
will be anonymous. If you wish to participate, | will send an informed consent document
for you toread and sign. Please complete and email these forms back within 3 days.
Along with the completed informed consent forms, please indicate whether it would be
easier and more effective for you to be interviewed through email, over the phone or in
person. Ifphone or in person interviews work best for you, | will reach out-vieag

with date and time options for the interview to take place and request that you indicate
which date/time combination would work for your schedule.

If you have any questions, m@act myself akyliepace@u.boisestate.edumy co
investigator, Dr. Sarah Toevs at stoevs@boisestate.edu.

Thank you for your time,
Kylie Pace

Graduate Student, Master of Health Science Program
Boise State University
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Study Title: Integration of Medical & Dental Services:CaseStudy of the TRHS
Latah Clinic Experience
Principal Investigator: Kylie Pace Co-Investigator: Dr. Sarah Toevs

This consent form will give you the information you will need to undexstvhy this
research study is being done and why you are being invited to participate. It will also
describe what you will need to do to participate as well as any known risks,
inconveniences or discomforts that you may have while participating. Warageoyou

to ask questions at any time. If you decide to participate, you will be asked to sign this
form and it will be a record of your agreement to participate. You will be given a copy of
this form to keep.

U Purpose and Background

You are invited t@articipate in a research studgsigned to describe the development
and implementation of the Terry Reilly Health Services (TRHS) Latah meakcahl
behavioral health integrated clinic (Lat&hnic).

You are being asked to participate becauseweneidentified as a key informant at
TRHS or the LatalClinic.

U Procedures

If you agree to be in the study, you will complete the informed consent paperwork within
3 days of receiving the initial recruitment@il. Along with the completed informed
consentdrms, you will indicate whether it would be easier and more effective for you to
be interviewed through-mail, over the phone or in person. If phone or in gers

interviews work bestthen please indicate which of the provided dates and times, found
within the recruitment-enail, would workfor you.

The interviews could last anywhere from fifteen to sixtywutes, depending on the detail
thatyou provide. During the interviews, the PI will take notes duringenson or over

the phone interviews, and higiht important aspects ofmailed interviews. The P1 will

be looking for similarities and differences between the key informant responses. These
notes will be maintained in a secure Boise State University shared drive accessible to
only the Pl and Cdnvestigator.

At the conclusion of data collection, the PI will compile the findings and describe the
development and implementation of the Terry Reilly Health Services (TRHS) Latah
medicatdentatbehavioral health integrated clinic.

0 RISKS
There are nogential research risks to participants.

i BENEFITS
There will be no direct benefit to you from participating in this study. However, the
information that you provide will contribute to the detailed story of the Latah integrated
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clinic and whether the modelould be viable elsewhere. The strengths and weaknesses
that are identified during this research could shape future integration efforts.

U EXTENT OF CONFIDENTIALITY

Reasonable efforts will be made to keep the personal information in your research record
private and confidential. Any identifiable information obtained in connection with this
study will remain confidential and will be disclosed only with your permission or as
required by law. Té members of the research teamnd the Boise State University

Office of Research Comphae (ORC) may access the dathe ORC monitors research
studies to protect the rights and welfare of research participants.

Your name will not be used in any written reports or publications which result from this
research, unlasyou have given explicit permission for us to do this (remove if not
applicable to your study). Data will be kept for three years (per federal regulations) after
the study is complete and then destroyed.

0 PAYMENT/COMPENSATION
There is no payment or cgransation associated with participation in this study.

i PARTICIPATION IS VOLUNTARY

You do not have to be in this study if you do not want to. If you volunteer to be in this
study, you may withdraw from it at any time without consequences of any kindsoof
benefits to which you are otherwise entitled.

QUESTIONS

If you have any questions or concerns about your participation in this study, you should
first contact the principal investigatorlatliepace @u.boisestate.edu(707) 3820054

or Dr. Toevsat stoevs@boisestate.edu

If you have questions about your rights as a research participant, you may contact the
Boise State University Institutional Review Board (IRB), which is concerned with the
protection of volunteers in research projects. You reagh the board office between

8:00 AM and 5:00 PM, Monday through Friday, by calling (208)-8261 or by writing:
Institutional Review Board, Office of Research Compliance, Boise State University, 1910
University Dr., Boise, ID 837258138.
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DOCUMENTATION OF CONSENT

| have read this form and decided that | will participate in the project described above. Its
general purposes, the particulars of involvement and possible risks havexpkened
to my satisfactionl undersand | can withdravat any timel have received a copy of this

form.

Printed Name of Study Participant Signature of Study Participant Date

Signature of Person Obtaining Consent Date
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AThank you for taking the time out of 'y
study. Your input is extremely valuable. Today | am going to ask you questions
pertaining to your perceptions of the strengths and weaknesses assocdlatee wi
medicaldentatb e havi or al Ahomeo model i mpl ement ed
going to ask some background questions.

For starters,

What is your employment history with TRHS?

Have you worked elsewhere with the same type of job redpbinss? If yes, is
your role at the Lata@linic different? If yes, how?

How would you describe operation of the LaGimic?

Now | am going to ask you several questions about strengths and weaknesses
regarding

the integrated model.

What do you seesastrengths of théatahClinic regarding practice processes (For
example: patient flow from one department to another, intake process, scheduling
system, referral system, what takes place during a new patient exaf, etc.)
What do you see as weaknessethefLatahClinic regarding practice processes?
What do you see as the strengths of the L&tatic regardingpatient outcomes?
What do you see as weaknesses of the L@lkialc regardingpatient outcomes?
From your perspective, what opportunities in lee multispecialty delivery
system (home) could be used to enhance the success of th€liaitzth For
example, new services, improved outcomes due to-sp4itialty inhouse
collaboration.

From your perspective, are there any threats to TRHS that dimwildish the
success of the LataBlinic? For example, new government policies due to the
new administration, local economic changes, etc.

And now my final question is asking for your recommendation.

If someone were to replicate how the La@imic operates, in another setting,
what would you recommend that they keep the same? And what would you
recommend that they make changes to?

Do you have any other comments you would like to share?
This is the conclusion of our interview and | want to thankagain for sharing

your insights on the development and implementation of the Terry Reilly Health Services
Latah medicabllentalb e havi or al health integrated clini
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AThank y o thetdme outdf ol schegule to take part in this research
study. Your input is extremely valuable. Today | am going to ask you questions that will
help me describe the history of TRHS La€lmic and how it operates.

First, can you give me a little bleground on TRHS and how it was established?
When did the Lataklinic open? And what services were available?
Has the Latal€linic always been an integrated facility as it is today?

The following questions are going to give me a better understandinglees t

level of integration at the LataBlinic.
Is there a facilitatedormalized referral system between providers that would
allow for better tracking and followip with patientsn place? (Least integrated)
If yes, how does this process function?df do you see this being implemented
in the future? Why?
Is there a common electronic health record (EHR) system that can be seen by both
dental and medical professionals in place at Latah? (Virtual integration) If yes,
how does this process function? ¢f, o you see this being implemented in the
future? Why?
Is there a payer model in place where dental and medical professionals share the
same financial risks and opportunities for a shared group of patients? (Financial
sharing)If yes, how does this prose function? If no, do you see this being
implemented in the future? Why?
Do dental and medical providers work within the same building at Latah but
operate separately and not coordinate careld€adion) If yes, how does this
process function? If no, dmu see this being implemented in the future? Why?
Is the dentist a part of an intprofessional group of providers that practice at a
single location, collaboratively, in order to provide comprehensive care to their
patients? (Highest integrated modéles, how does this process function? If no,
do you see this being implemented in the future? Why?
Based off your answers to the previous five questions, how would you describe
the level of integration at the Lat&tinic?
Is this level of integrationifferent than the other TRHS clinics? If yes, how?
Why?
From your perspective, what were the opportunities that made the integration of
the Latd clinic possible?

And lastly, | want to ask what do you see in the future for the LGlialc? How
do you aticipate the model being used at Latah to impact other TRHS Clinics?

Do you have any other comments you would like to share?
This is the conclusion of our interview and | want to thank you again for sharing

yourinsights on the development and implenagion of the Terry Reilly Health Services
Latah medicadentalb e havi or al health integrated clini
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Note the observations made during the meeting in regard to the following;
Structure bthe meeting
Meeting location
Seating arrangement during the meeting
Is there an obvious leader?
Was every voice heard during the meeting?
Length of the meeting
What was the focus of the meeting?
o Single or multiple focuses?
o Patient or process based?
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@Q%TERRY

~ REILLY

Your Health. Qur Mission.

Latah Care Team Agenda
Date and Time: May 2, 2017
Location: Latah

Facilitator: D Recorder: Al

Care Team Members:
Guests:

TimeKeeper:

Workgroup Folder Location: ..\Care Team Mtg Agenda and Minutes

Topic Discussion (Leader) Decision Responsibility
Welcome o Welcome
e Birthdays-H (2v),C (21, L

(2349),D 1y (30m)

Corporate Updates o Introduce Latah Super Users — K A
-G Y M
T
T
Y.

Patient-Centered Access

(Topics may include —clinician schedules; office
hours, after hours, electronic access, Urgent
care/Walk-ins, Triage, Outreach, Communication)

No show policy changes.
Phone tree changes eff May 8.

Team-Based Care
(Topics may include — Huddles, TR Care Plans for

workflow (including front desk check-in, nursing
rooming protocol), Behavioral Health Integration)

specific patients, Individual patient/provider issues,

Homeless Grant Patients refilling meds too early and
sharing with family/friends (Dr. ¥

Metformin patients — we need to check CBC
annually to watch for Megaloblastic Anemia (Dr.
Kaalh

BHC overview for new staff/refresher (E )

T9



Population Health Management

(Topics may include - Clinical Quality Graphs;
Evidenced-based care guidelines review; Population
health initiatives;)

Care Management and Support (Topics may
include Post-visit follow up, Care Plans with outside
providers, High risk care management)

e HCH

Care Coordination (Topics may include transitional
care, referral coordination, medical records, new
patients, lab reports)

Performance Measurement/Quality Improvement
(Topics may include Clinician/Nursing dashboards,
Patient experience/satisfaction, Employee
satisfaction, Ql training or projects)

o Personnel changes/HIPAA - D

Registry Management (Topics may include review
of registries e.g. Mammo, Immunizations, colon CA
screening, DM, Medicare Wellness, Medicaid, OB,
Anticoag, Pain)

10.

Raffle Tickets for sale — last day is Friday!

1.

Next Meeting:
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Document the following factors for the environmental scan;
General structure/layout of the clinic
Location of receptionist
Is there consistent décor/furniture?
Is there an equivalent proportion of space allocated for each department?
Is there an obvious divide between the departments?
State of the equipment in each department?
Educational material in the waiting room for each daepant?
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Document the following for the intake forms;
The same intake form for all departments (dental, medical and behavioral health)
An even distribution of questions for all sensce
A Medical related health questions
A Dental related health questions
A Behavioral related health questions
What is their main concern
Proof of integration



APPENDIX |

Dental Intake Form

67



68



