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 Mental Health Treatment Providers
 Substance Abuse Treatment Providers
 Community Health Clinics
 NAMI
 County Representatives
 Regional Support Networks
 Local Public Health 
 Health Plan Representatives
 Agency (DSHS/HCA) staff
 Legislative Staff
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Presentation Notes
We have a large and diverse membership to the group, including statewide representation:

MH Treatment Providers – large urban providers and smaller rural providers
SA Treatment Providers – inpatient and outpatient treatment providers; rural and urban
Community Health Clinics
National Alliance for Mental Illness
Counties – include the 3 counties considering early adopter (King, Pierce, and Southwest: Clark; Skamania; Klickitat)
Regional Support Networks
Local Public Health
Health Plans – most of the current Medicaid Managed Care plans are represented
DSHS and HCA staff
Legislative staff – with a special thank you to Kevin Black who manages all of our logistics!



 Five meetings since July
 Identified key issues and concerns related to 

integration
◦ Clinical
◦ Finance
◦ Programmatic
◦ Performance Monitoring
◦ Regulatory
◦ Process Oriented

 Making recommendations based on each 
issue/concern
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We have had a full and inclusive process to address the issue of full integration.

Our workgroup has met 5 times in July, August and September for at least two hours each meeting

Gathering input from all sectors represented on the work group, we started with the task of identifying the key issues and concerns we have related to the state’s proposed move toward full integration of medical, mental health, and substance use disorder services. We have a list of nearly 40 items that fall into the following categories:
Clinical – includes issues related to the actual delivery of integrated services at the client level
Finance – includes issues and concerns related to how services are financed, rate setting, etc.
Programmatic – includes issues related to how the Medicaid program/benefit will relate to other programs funded outside of Medicaid (examples include specialty services such as PACT; crisis/ITA continuum; Criminal Justice Initiatives, locally funded services and programs such as the 1/10% sales tax, etc.)
Regulatory – includes issues related to policies, rules, and regulations that either support or impede integrated care
Process Oriented – includes issues related to the process of moving to full integration (example – the timeline and expectations set forth in the 6312 legislation)

We are now walking through this issues list item by item and clarifying and discussing each issue/concern and making recommendations for potential solutions and or actions to achieve a resolution. We have made some progress on the list, but have a lot further to go. Many of the issues and concerns are complex, and require further analysis at the state level.

We have also been coordinating our activities with the CD Integration workgroup. Many of the issues identified apply to both the integration of MH and CD as well as full integration of physical health care. 



Integrated care is “the care that results from a 
practice team of primary care and behavioral 
health clinicians, working together with patients 
and families, using a systematic and cost-
effective approach to provide patient-centered 
care for a defined population.” 

http://www.integration.samhsa.gov/
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We find that when people talk about integration they mean different things. While not necessarily the intent of the 6312 legislation, we feel that there has been to much focus on Medicaid financing and not enough on how clients are cared for. We think that is backwards.

Just doing financial integration will only result in co-located regulations and money and not clinical integration. The focus needs to be on the model of care. How and when clients receive services and what kind of an experience do they have. Once the model is defined, the financing/money flow should be designed to support that model. 

We implore the legislature and the state agencies to keep clients at the forefront of this process and design a system of care that will best meet the needs of the clients. The work group as a whole supports the idea of the Triple Aim– providing better care, better quality and at lower cost and is in full support of the delivery of integrated care. We also care about the money because we know there is never going to be enough to go around. We need to be smarter about how we spend it and look toward spending it on the things that we know will achieve better outcomes – prevention and early intervention, timely treatment, housing and employment supports, etc. 

However, simply moving the money will not achieve the outcomes the state is looking for.

I provide you with a definition of integrated care from the Federal Substance Abuse Mental Health Services Administration. We believe this definition should be adopted by the state and be the focus of progressing toward truly integrated care for the clients we serve. 



 Person-centered

 Flexible models of care

 Recovery, resiliency, and wellness oriented

 Adequate/sustainable networks and access

 Outcomes and accountability

5

Presenter
Presentation Notes
The Full Integration Work Group has identified a number of key principles that must serve as the foundation for developing a fully integrated system of care:

Person Centered: the needs and preferences of the individuals served must drive the system design and we must ensure that full integration is approached from the client-perspective; The end goal is a system that meets the whole needs of a person in a seamless and timely manner; focused on the person’s experience vs financial or other areas
Integrated care can and does happen in a variety of places – the system has to be flexible enough to support all kinds of models based on different populations and different geographic needs. Where it is possible, the system (including financial models) should allow for bi-directional integration with behavioral health services located within primary care settings as well as primary care services located within behavioral health settings. We have some fantastic models of this happening already all across the state – but the current Medicaid FFS payment structures don’t support their sustainability. The system also needs to be flexible enough to allow smaller, specialty agencies to forge new relationships and partnerships with other sectors such that there can be easy, timely access to a service when needed. This will occur through data systems and regulatory policies that support agencies to share information easily and timely. 
Recovery, Resiliency and Wellness focused – the mental health and substance abuse systems have spent years moving to a more recovery oriented system of care that supports client driven care, fosters hope, and demonstrates that people can and do recover. In an integrated system of care, we must continue to build on these concepts and take it even further to provide a system that promotes resiliency and wellness in everyone through prevention, early intervention, and access to effective treatment when indicated. 
Adequate/sustainable networks/access: A key to the success of integration is making sure clients have access to the right services when they need them. Many individuals, especially those with chronic and complex health and behavioral health conditions rely on a continuum of traditional and non-traditional services and supports such as outreach and engagement; peer support/community health workers; supportive housing, etc. We ask that the state ensure a range of essential community providers and services are available in each region and that adequate capacity exists to serve those in need. 
Outcomes and Accountability – achieving the triple aim involves new ways of measuring outcomes and different levels of mutual accountability across sectors to assure a person’s needs are met. We support the development of a system that is outcome driven and provides this new level of accountability. 




 Support a full continuum of care

 Outreach and engagement is compensable

 Benefit structures & coverage policies that support 
integration

 Rates support integrated and team based care models 

 Mechanisms in place to allow for reimbursement of 
integrated PC/MH/CD care

 Operationalize value-based purchasing and test pilot 
models
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One of the core components to achieving affective integration of physical, mental health, and substance abuse treatment services is making sure that the benefit and rates set forth by the agencies support integrated care and the true cost of providing care. 

You heard a lot from the CD Integration work group about the incongruences in the benefit plans among MH and CD and certainly one of the main goals of the ACA is to achieve parity among medical and behavioral health. So, I won’t say anything else other than to reiterate that the benefit offered within a fully integrated model of care must allow for a full continuum of care, including prevention, early intervention, diversion, and recovery support services so that an individual can access the right service, in the right amount, at the right time.

In that benefit – services such as outreach and engagement, critical to the continuum of services for individuals with complex, chronic conditions such as serious mental illness, substance abuse, and homelessness – must be compensable. The ability to spend the time outreaching and engaging these clients gets them into treatment and other support services and can reduce the need for costly crisis and emergency services down the line.

The benefit structure and coverage policies must support integrated care. This includes things such as team-based care, care coordination, community health workers/peer support services and the ability to provide care in non-traditional locations – for example – nurses providing care in supportive housing units. 

In addition, the rates must then support those integrated care models: (i.e., CD residential treatment provider also provides psychiatric care but rate is based on CD services only. How do we get new rate that supports inpatient CD treatment with MH support?)

Mechanisms need to be in place to allow for billing of integrated care, especially primary care and behavioral health services: examples include: allowances for billing on same day; allowances for what it takes to serve complex populations (i.e., PCP needs longer time with SMI patients)

Operationalize value-based purchasing and test pilot models: We all agree that the financial incentives within the various systems are in the wrong place. We would like to see the development of shared risk taking and shared gain sharing models –focus on making progress vs perfection – try different strategies and payment models that result in innovations in treatment and rewards for keeping people healthy – test models on a smaller scale first– one size fits all is not going to work






 Current Workforce
◦ Integrated care
◦ Care coordination
◦ Health/wellness support

 “New” Workforce
◦ Integrated care will bring the need for new types of 

positions – CHW; peer support; care managers; dual 
certified

 Future Workforce
◦ Partnering with technical and trade schools, colleges, 

universities and other educational and non-traditional 
training programs to ensure a future workforce

7

Presenter
Presentation Notes
The current workforce is not ready to deliver on new models of integrated care nor do they have the skill sets and capacities to provide the range of services required.

Current Workforce:
There is a need for a tremendous amount of on the job training for the existing workforce to achieve an integrated system. Financial investment, training investment, access to EBP’s; fidelity monitoring, etc. What models will we selectively choose to train workforce in to execute integrated services? 

We ask that the state develop specific steps that can be taken at a provider and agency/purchaser level to plan to bring in and retain adequate staff. 

Another issue is expedited training – currently certification as a CDP takes several years – this slows down access to individuals that can perform qualified services – we need models that allow for rapid mobilization of certification the process – bringing more qualified people into the workforce quicker

There must be an investment from the state to support training as well as to examine mechanisms to support a critical workforce – recruitment and retention of staff; salary/pay rates. The turnover of particularly behavioral health staff is extremely costly to the system. Many people working in community mental health clinics are being stolen away by the private sector which pays higher salaries and/or offers up large signing bonuses. We need assistance in recruiting qualified staff with a range of skills and expertise from peer support specialists to psychiatrist and provide competitive salaries to keep them; offer incentives such as loan repayments, etc. 


New Workforce:
As we move toward integrating 3 very diverse systems with their own specific workforce structures and cultures, it will be important to focus on things like title and role clarification. What a case manager does in the mental health system is different than what a case manager does in the healthcare system and so forth. Colleges, Universities and other trade schools offer training in a number of areas but they differ significantly in what skills they are training to. Uniformity in roles and training and job titles will be necessary to avoid confusion and clarify expectations and functions.

There is also a need for new types of positions that don’t currently exist in the workforce, exist but in limited capacity, or exist but the services they provide are not reimbursable through the Medicaid program. This includes positions such as community health workers, peer support specialists, care coordinators/care managers, and dually certified behavioral health specialists to name a few. There are also new roles for psychiatrists to provide psychiatric consultation to primary care doctors to help address the psychiatric shortage that exists. 


Future Workforce:
AS we think about the long term success of an integrated system of care, we also need to be thinking about how the state partners with not just colleges and universities but also with trade schools, technical schools, etc. The state needs to explore and develop creative avenues to get a trained workforce and get the education needed to provide the type of care the future will hole. Online learning is another method of non-traditional learning strategies. We need to broaden our thinking to include non-traditional sources from community – people living in those neighborhoods and what role they may play in the future workforce.







 Interoperable data system/decision support tool 
that allows for real-time sharing of data 

 Leveled care coordination based on client need
 Multi-disciplinary care team approach
 Universal screening in all sectors – no wrong 

door
 Psychiatric consultation 
 Telemedicine, including telepsychiatry
 Extension services – collaborative quality 

improvement, best practice training & 
dissemination, support for standardized practice
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There are dangers to trying something new too quickly – there is not a one size fits all model for integration. That said, there are some core elements of an integrated system that the group agrees needs to be present

Interoperable data system/decision support tool that allows for real-time data sharing across agencies and organizations and can act as a client registry to provide population data support. Real time data sharing is critical to allow providers to understand when a person is being seen at another agency or by another provider. Such a tool should allow provides to work together off of a single care plan and share information about medications, treatment goals, and progress toward goals. A critical feature of this tool is that it is able to interface with the multitude of electronic health records that exist and not require duplication of data entry.  

Standard, universal screening of mental health, substance use, and medical needs no matter where a person enters the system for treatment. Things like SBIRT screening, medical vitals, etc. that could be done quickly and within scope of practice but provide critical information regarding a persons overall health needs. Screening should include screening for other social needs as well – like housing and employment.

Leveled care coordination is available for all individuals based on their individual needs. This includes a high touch care coordination model requiring face to face/in person contact on a regular basis for those with the greatest clinical and social needs. There will need to be mechanisms in place to allow referral/access from a variety of settings and providers.

A multi-disciplinary team-based approach to care is the standard and providers work together with the client to coordinate issues/concerns, treatment planning and solutions. Participation in the team-based approach is compensable and part of daily work flow.

Psychiatric Consultation – need to consider broader prescriber access as well – There is a significant shortage of access to psychiatric care and medication management. Because of that, we need to look at consultation and prescribing models that support a range of providers to receive consultation and support for psychotropic medications. This includes ARNP and others trained in prescribing. There are legal implications to providing consultation – for example a psychiatrist or psych ARNP may provide suggestions and recommendations to PCP on psychiatric medications but the liability falls to the primary care physician (PCP) so this will need to be explored further to set up models and protections for all involved, including the clients. The goal would be to have psychiatric resources whether ARNP or Psychiatrists available to PCP and others to provide consultation and support when it is appropriate for an individual to receive medication services in a primary care setting. 

Telemedicine and telepsychiatry must be compensable and available throughout all regions of the state to ensure quality care can be provided. (Issues around hardware compliance with telemedicine and HIPAA – may need some discussion about the technology to use with thought to issues of confidentiality and HIE.)

Extension services include the local/regional ability to have access to data to conduct collaborative quality improvement across sectors and organizations, to provide funding and infrastructure for best practice training and dissemination and to support standardized practice across agencies, organizations, and health plans. 



 Aligning laws and regulations
◦ Administrative activities
◦ Intake/assessment
◦ Treatment plan
◦ Crisis/ITA

 Develop a data system/data sharing plan
◦ Real time data sharing and mechanism for funding

 Review Full Integration RFP before it goes out
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As you heard from the CD Integration Workgroup there are many incongruences among the rules and regulations that support the delivery and mental health, substance use and medical services. These inconsistencies create barriers to providing integrated care; create inequities in the type of care that can be delivered; and place unnecessary administrative burden on some systems compared to others. Unless and until there is work done to align these rules and regulations, there will continue to be barriers and challenges to delivering integrated care, regardless of where the financing lies. Alignment should be done with a lens of simplicity and efficiency.

As you have heard today, unless and until an effective data sharing system is in place, organizations providing direct service to clients will continue to be impeded from providing true, integrated care. We recommend that this be a priority for the state in the upcoming year prior to moving toward integration. (could do now and potentially use SIM grant funding to build)

Finally, as the state develops the RFP for early adopter regions, this workgroup would like to have an opportunity to review and provide feedback regarding the content of the RFP



 Timeline
◦ Every region is in a different place – allow for 

flexible timelines and the possibility of phasing into 
a fully integrated system

 Early adopter regions are pilots not the model 
for all regions

 Create mechanisms to ensure continuity of 
care

 Ensuring the right mix of providers –
essential community provider network 

 Medicaid Waiver
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Every region is in a different place right now with regard to readiness for full integration. Furthermore, the issues, rationale, and resources differ by region. We ask that the state consider more flexible timelines and the possibility of phasing into a fully integrated system. Even early adopter regions might not be at the same end result on day 1 – allow regions to take more bite sized steps and still meet the timeline and be considered for early adopter status.

Some feel the timeline for full integration and early adopter regions is too aggressive; the state should consider working in phases to achieve fully integrated care beginning with steps to align rules and regulations to support integration, develop data systems/structures to support integrated care; design an effective clinical model on the ground; and create financial models that support the clinical delivery model

Early adopter regions should be test models and, while they can inform what integration looks like in other regions of the state, the early adopter models should not be forced on other regions. Flexibility and adaptability is paramount to the success of achieving the Triple Aim and models of care should be flexible enough to be tailored to the unique needs of a region. To the extent that they are intended to inform potential state wide models, they need to allow time for evaluation and learning from it and then apply what makes sense to other regions.
 
Continuity of Care – provide provisions to ensure that clients can maintain continuity of care with their current providers as the state transitions to an integrated finance model through managed care networks. 

Essential community provider networks – it is important that a fully integrated plan provide a network that includes not only enough capacity to serve the clients’ range of needs but also the right mix of providers that have the appropriate skill and expertise to serve different populations – for example, homeless individuals with serious mental illness require a particular set of specialty skills in outreach and engagement and treatment. These are skills that exist within the current community provider networks and this specialized expertise needs to be maintained. We recommend that the state require managed care plans to ensure an essential community provider network that includes current community mental health and substance abuse treatment providers, community health clinics and FQHC’s and other safety net providers and organizations that support not only health and behavioral health but also the social determinants of health as well.

Medicaid waiver – it is our understanding that the state is currently working on a potential Medicaid waiver to further support integrated care. The workgroup would like an opportunity to provide input into the development of the new waiver. There should be mechanisms to ensure that the waiver supports integrated care.
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