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Agenda

 Integration Models supported by NYS Health
Reform

e Supporting the Journey to Effective
Implementation

« Challenge for Sustainabllity: Potential
Innovations
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Rationale for BH Integration

Global disabllity
Worse morbidity and mortality

$293 Billion additional costs due to MH and SUD
co-morbidity to medical disorders (APA/Milliman
report, 2014)

Mental Health Parity

ACA and focus on increasing value (improve
guality and lower costs)

Medicaid Reform
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Delivery System
Reform Incentive
Payment (DSRIP)
Program

* Promotes community-level
collaborations to reduce
avoidable hospital use by
25% over 5 years

* Project 3.a.i. (Integration of
PC and BH services)
selected by all PPS
statewide

 Model 1: co-location

 Model 2: reverse
integration

* Model 3: IMPACT

« State identified process
and performance metrics
for the PPS — reward
process for providers not
well-specified

* DSRIP Learning
Network created to
provide TA and training
to sites implementing
IMPACT — initial
reporting of process
measures, followed by
outcome measures
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DSRIP Challenges for Integration
Projects

Broad variation in models permitted but may not
be attainable for many (especially independent
practices) because of resource limits

NYS Quality Measures are NOT directly linked to
Integration process and outcome measures

Workforce training and capacity
Financial sustainability

PPS leadership and advocacy is critical

Montefiore



NY SHIP - Overarching Goals

« 80% of the state’s population will receive
primary care within an advanced primary care
(APC) setting, with a systematic focus on
population health and integrated behavioral
healthcare

« 80% of primary care paid for under a value-
based financial arrangement

« Emphasis on integration with possible early
steps such as PHQ9 screening, enhanced
referral arrangement, CME on integrated care

Montefiore



SAMHSA-HRSA INTEGRATION FRAMEWORK

bb Separate systems

bb Separate facilities

b Communication is
rare

pp Little appreciation
of each other's
culture

“Nobody knows
my name.
Who are you?”

b 4

b Separate systems
-+ Separate facilities
b+ Periodic focused

communication;
most wtitten

'+ View each other as

outside resources

p Little understand-

ing of each other's
culture or sharing of
influence

“ help your
consumers.”

bb Separate systems
b Same facilities

br Regular
communication,
occasionally
face-to-face

bk Some appreciation
of each other's role
and general sense of
large picture

k> Mental health
usually has more
influence

“f am your
consultant.”

b Some shared

systems

ppr Same facilities

bp Face-to-Face

\_.
-

consultation:
coordinated
treatment plans

b Basic appreciation of

each other's role and
cultures

bp Collaborative

routines difficult;
time and operation
barriers

Influence sharing

“We are a team
in the care of
consumers”

bp Shared systems and
facilities in seamless
bio-psychosocial
web

pp Consumers and
providers have same
expectations of
system(s)

bp In-depth
appreciation of roles
and culture

br Collaborative
routines are regular
and smooth

pp Conscious influence
sharing based
on situation and
expertise

“Together, we teach
others how to be a
team in care of con-
sumers and design
a care system.”



Overview of Integration Models

Multiple variations of integration models implemented in a wide
variety of settings

Implementation approaches largely based on Wagner’s
Chronic Care Model

Apply “Measurement-Based Care” approaches
Mostly depression and anxiety disorders in adults

Multiple high quality clinical trials demonstrate their
effectiveness

IMPACT most studied Collaborative Care Model

Ultimately, “integration” is on a continuum

Other integration models support alternative ways to
Implement and support key elements of integrated care

Montefiore



PRISM-E

(Primary Care
Research In
Substance Abuse
and Mental Health
for the Elderly)

RCT of co-located model vs.
enhanced referral model
Adults age 65+ in diverse
primary care settings
Enhanced referral model
included clear referral
process from PCP->BH
specialist, with required
notification from BH for missed
appointments

Greater treatment
engagement among
patients in co-
located model

In major depression
subgroup, better
outcomes for
enhanced referral
despite lower
engagement rate

RESPECT-D

(Re-Engineering
Systems for
Primary Care
Treatment of
Depression)

RCT of integrated model vs.
usual care in small primary
care settings

Integrated model featured
shared centrally-based care
managers, supervised by
shared psychiatrists via weekly
telephone contact

180 clinicians in 60 practices,
majority suburban or rural

Integrated model
had significantly
better clinical
outcomes and more
favorable patient
responses on
quality of care
Feasibility of using
shared resources




RCT of usual care vs. 2 separate QI Quiality of care,
programs: Ql-meds (enhanced mental health
medication management support) and outcomes, and
QI-therapy (enhanced resources for employment
Partners in psychotherapy) _retention a_lll
Care Both QI programs followed a improved in QI
collaborative care model model
PC clinics in 6 managed care Modest
organizations in geographically, investment
socioeconomically, and ethnically required for QI
diverse communities initiative
implementation
RCT of collaborative care vs. usual IMPACT doubled
care in patients aged 60+ with the effectiveness
IMPACT depression of usual care
_ CC model included: Effects persisted
(Improving - Care manager and consulting after the program
Mood-Promoting psychiatrist added to care team ended
Access o - Systematic diagnosis and outcomes
Collaborative tracking; stepped care
Treatment) Diverse health care systems in five
states (urban and semi-rural)




Several key components of integrated care emerge across
different models of primary care-behavioral health integration

. ) Screening, initial assessment, and follow up
Identification of patients
and referral to care o _
Referral facilitation and tracking

Care team

Multi-professional team

. . . Systematic team based caseload review and
(including patients) .
consultation
approach to care

Availability for interpersonal contact between PCP
and BH specialist/psychiatrist
Ongoing care Coordination, communication, and longitudinal
management assessment
Systematic qualit . . .
. v d U Use of quality metrics for program improvement
Improvement




Key components of integrated care - continued

Evidence-based guidelines/treatment protocols

Decision support for
measurement-based,
stepped care

Use of pharmacotherapy

Access to evidence-based treatment with BH
specialist or PCP/med specialist

Self-management support Tools utilized to promote patient activation and
that is culturally adapted recovery

) ) Clinical registries for tracking and coordination
Information tracking and

exchange among providers ) ) )
Sharing of treatment information

Linkages with Linkages to housing, entitlement and other social
community/social services support services




Integration Continuum

Preliminary 2> Intermediate > Advanced
lq:u-pmuls of integrated care | DSRIP Model 1 (Co-location)=®  DSRIP Model 3 (IMPACT) =1
Screening, initial Voo : : Systematic screening of target papulations . . . Population stratification fanaltysis as part of
t and _-. mmﬂdlumnlmmnwt_rm:wm -_I (e disbetes, CAD], with folowugfor | Systematic screening of all patients; with ': o ancl screering with folow up, for ':.—>
\dentification of Jfollow up YTpLos ~ ROt SyStEmatc azseszment Tollzw up for Bssessment and engagement assessment and engagement /
patientsand =~ me=========-
referral to care \ '\ Enhanced refermalto outside 8K )
Referral facilitation | i = ) Clemr process for referml to BH | Refermaland tmcking through EMRar |
- -—-n:funltnmrrumspuuuwpqunm 4 e st through » formsl |- specislistpsychistrist {co-loated or | sitemate data shering mechanism with | —3
and trocking ent with engagement and fesdback | / {
| | ngreem mutagl;“mplrpd / exrternal) with “warm transfer | engagement and accountability mechanismes |
_. PLP, petient and ancilary W\ patient and BX PLF, petient, CM, and peychistrist fconsults PLF, patient, CM, BH specialist, psychistrist ._
Ll -_' PCF and patient '/ cffmember { specinlist and engaged in CM case reviews) | fronsutts and engaged in CM supervision] | >
(T ot .
professional team based caseload | Farmal written communication . ".. Weekly scheduled team based case reviews |
(including review mnd m”m"m“ mﬁ"mw lmwmmur:pnrupnmmpmm W“rm":":“‘.’l;mmmm - a0 goal sevelopment forused on pafients -3
patients) ) | e /] specialist on complex patients ecin { nit Empraving |
approachtoc@re | _ _ .. _....-. : ""
. Mone of very limited interpersonal ". | Oorasional [nteraction, possibly through | . 5 iR . B
interpersonal contort \ \ | PCP and B specislist/psychistrist interact |
PL—— |Mmhﬂ:l;r:;&trlgapmzrnu -—- ml:iqrml'mrr;rrr:::::‘mupnm -. "P"“"fFrmm;:'“bLTmmW' _. iﬂu:mully::nnmzﬂmmtﬂlmm Ilu_}
) Coordination, 1\ Maintaining a registry with anguing Rezistry phus behaviorl hesith activation and
Ongoing care communication and | | Limited folzw-up of patients provided by mmhw—uphwmmmerlw |\ messurement and tracking and proactive | {relapse prevention with assertive cutresch to ;
management longitudinal uffice siaf? /] eariy respanse to care /| follow-up with active provider and patient | patients, [incusding fizid based visits] when
spament reminger system neceszary
systematic Use of quality metrics | | iformaior imitea reiew of B quaity \ ,_ﬁmm,,w,mmm”-.f Ongang sstematic quaty improvement it |
quality for program metrics Idm‘li'i:ﬂm:lruuﬂmrluhﬂhhrnﬂ -,_F ne apuinet metrics with designatzd | _ monitoring of pap. leved performance metrics '_}
. . limited use of dats, anecdotes, erto mstrics erforma I f
improvement | improvement . " e /| perfarmance aginat /) munduilndeuluplﬂplmmmtmwﬁ: "“"F'H:;:Ww;wu:ﬂmm /

Notes: B Speciolist refers to any provider with specialized behavioral health training
M can refer to a single person, or multiple individuals who have training to provide coordinated care management functions in the PC practice
Ancillary staff member refers to non-clinical personnel, such as office staff, receptionist, and others




Integration Continuum

Preliminary == b Intermediate == b Advanced
Key components of integrated care | DSRIP Model 1 (Co-location) =™ DSRIP Model 3 {IMPACT] =
wm Hmeu'ﬁiulhull;mﬂﬂlimdu:md PCP training on EB guidelines for commaon H:'Ih'lﬁtducufmdﬂm:—bﬂu‘l
guidelines/treatment S guidelines for 2l patients. Toals for regular
protocols menitoring of symptoms
e PCP initiated, and referral when PCP-managed with CM supporting adherence
for measurement- | Use of P niiated,lmited bty refer or b=l MECESE3ry o PCP-managed with prescribing e SUpparting acherens
@re
Access to evidence- Brief interventions provided by BH specialist
based psychotherapy | |\ _ . ied by PCP Railable off-site through pre-specified Brief psychatherapy interventions provided | | {with farmal EBP training) as part of overall | _
treatment with BH amangements by BH specialist onsite care team with exchange of information as a
specialist part of caze review
Tools utilized to
Self-management e T#"’:“I B mm::mm Patien eceives education and partiigaesin | Y, Systematic eduction and el management
support that is activation and =| [Brief patient education of condition by PCP e e e e self-management poal-setting and activiey goal-setting with relapse prevention 9
culturally adapted P puidance/roaching puidance with CM support in between visits
Clinical registries for . . to outside BH anmlpbertrq.ﬂqrtumrn;::udm II:;I:'I:'!pl'rlq'.lm‘ll'ln-Blll,l'l.l:llciu;I
tracking Hmnalrmﬂndfu-h:dugpiuﬁr:fzmh X . i patients, induding severity measurement, severity measurement, attendance at visits,
I . G m to BH specialist/psychiatrist anﬂthm attendance at visits, and care management | | and care management imerventions. Selected 9
— e e imerventions medical measures tracked when appropriate
exchange among
providers sharing nfmm Informal phone or hallway exchange of [Exchange of treatment information through Routine sharing of information through
Mo sharing of treatment information treatment information without regular chart in-person or telephonic contact with chart elextronic means |registry, shared EMR, and ;
ST documentation documentation shared cre plans)
Linkages with Linkages to housing, . Referrals made to agengies, passibly some Patiertts Enked to community o .
community/social | entitlement and other | Referrl resources available at practice, no. o0 e bt it capacty for organizations/resources with farmal Developig, sharing, el implementing 2 |_ %y
SRIVICES socil support services forml arrangements follow-up arrangements and consistent follow-up s e

Notes:  BH Speciolist refers to any provider with specialized behavioral health training
€M can refer to a single person, or multiple individuzls who have training to provide coordinated care management functions in the PC practice
Ancillary staff member refers to non-clinical personnel, such as office staff, receptionist, and others




Lessons Learned for BH
Integration in Primary care

Screening: Patient self report is superior to interview
administered = technology (patient portal, IVR, apps?)

Treatment: Early followup after initial assessment,
treatment changes when appropriate, and behavioral
activation are priority factors =technology (tracking
registry)

Substance Use — needs further exploration and
standardization, ie what are the key ingredients to SBIRT,
for whom, and for what conditions?

Support Patient choice in treatment

Small and independent practices will need shared
resources Montefiore



Lessons Learned for PC
Integration into Behavioral Health

« Screening and severity monitoring using validated scales
and measures — need strong leadership commitment and
support

Strong focus on information exchange and tracking — data
exchange with PCMH = Technology

Treatment model variation - preventive screening and
education, tight navigation especially to medical
specialists; continuity of care model vs episodic; targeting
patient segments; allowing patient choice

Patient Engagement — Improving BH Provider Training for
whole person care; roles of peers/navigators and

technology M f’
ontefiore



Payment Reform and sustainability

 Billable and nonbillable components need
support during transition to value based
payments

* Incremental Cost and longer term cost savings
(whose cost and whose savings?) needs to be
measured

» Consider building out regional shared resources
“utility” that supports care management, referral
engagement, and telebehavioral health

Montefiore



Conclusions

« Watershed moment for BH and Primary Care Integration
« Tremendous passion and momentum are major positives

* Integration models must incorporate sustainability concepts from
Day 1 BUT practices should not wait for solutions before initial
implementation

* PC integration into Behavioral Health needs more systems based
evidence

* BH integration into Primary Care needs to reliably improve
substance use disorder care

* Policy makers need to simplify payment models while
encouraging practices to achieve scale and assume financial risk

« Strong consideration for fostering shared resources and
infrastructure to overcome small practice concerns

Montefiore
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