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Per spectives on the Transition to Managed Care

Will Managed Care Advance the Goals of Community Mental Health?

By Michael B. Friedman, LMSW
Behavioral Health Policy Advocate

n the middle of the 20" century,
when American mental health policy
switched from ingtitution-based to
community-based, the primary goal
was to enable people with severe, chronic
mental illness to live freely and safely in
the community with the same rights as
other Americans. Considerable progress
has been made. Mental institutions are
gradually becoming a vestige of the past
with plans in place to virtually eliminate
them. Community-based services and sup-
ports have expanded considerably, helping
hundreds of thousands of people to have
better lives in the community than they
would have had in institutions. The Ameri-
cans with Disabilities Act and the Supreme
Court’s Olmstead Decision explicitly grant
rights to people with mental disabilities
that were not respected in the past.
But much remains to be done to
achieve the original goal of community
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mental health policy. For many, many
people, community mental health policy

has at best not been useful and at worst
may have exposed those in need of great
support to dangers that have taken a terri-
ble toll on them. These people have been
left behind—not in menta ingtitutions,
perhaps, but living with families strug-
gling with the burdens of caring for a dis-
abled family member or living on their
own but without safe, stable housing or
living in other institutions such as shel-
ters, adult homes, nursing homes, jails, or
prisons. In addition, people with serious,
long-term mental disorders are much
more likely to abuse drugs or alcohal, to
be victims of crime, to be in jails and pris-
ons, to commit suicide, and to die long
before their time than people without such
disorders. They are also unlikely to be em-
ployed, and are, in general, not fully wel-
come in mainstream American society.
These lingering problems should de-
fine the primary agenda of American
mental health policy in the early decades
of the 21% Century. Safe and stable hous-
ing for all people with severe, prolonged
and disabling mental disorders should be

a primary goal. Good health and survival
into old age should be a primary goal.
Leading independent lives that they find
personally satisfying and meaningful despite
continuing mental illness should be a pri-
mary god. And full integration into main-
stream society should be aprimary goal.

Rhetorically they are primary goals.
Mental health policy is now supposed to
be “person-centered” and “recovery-
oriented.” That's jargon, which no one
outside our field understands, for provid-
ing community-based services and sup-
ports that are relevant to each individual’s
needs and for helping individuals with
serious, long-term mental illness to have
satisfactory livesin the community.

But, in truth, mental health policy is
now dominated by the expansion of Medi-
caid managed care to people with long-
term psychiatric disabilities. This reflects
decisions made by the top policy makers
in the United States—especialy by Gov-
ernors determined to contain the cost of

see Advancing the Goals on page 28

Collaborative Care: An Integral Part of Psychiatry’s Future

By Jurgen Unitzer, MD
and Jeffrey Lieberman, MD

n 1974 the music critic Jonathan

Landau penned a classic article in

which he stated, “1 have seen the

future of rock and roll and its name
is Bruce Springsteen.” Landau was com-
menting on his impression of the debut
album of the then-fledgling rock star. If
you will permit my imaginative anaogy, |
believe that the same can be said about
the collaborative care model with respect
to the future of psychiatry. For this reason
| invited Jirgen Uniitzer to co-author this
column for Psychiatric News.

With the enactment of the Affordable
Care Act, the rise of accountable care or-
ganizations and patient-centered medical
homes, and the increased nationa attention
on mental hedlth, psychiatrists and primary
care providers have an unprecedented op-
portunity to join together and work collabo-
retively on increasing the overall hedlth of
millions of Americans. APA recognizesthis
opportunity and has been actively involved
in efforts to improve integration and col-
laboration with our primary care colleagues.
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As one of the largest medical special-
ties, psychiatry is an important component
of the physician workforce in the United
States, but psychiatrists are distributed
unequally around the country. More than

Jeffrey Lieberman, MD

half of the counties in the United States
don’'t have a single practicing psychiatrist.
Only about 1 in 10 adults with a diagnos-
able mental disorder receives care from a
psychiatrist in any given year and patients

are much more likely to receive mental
health trestment from their primary care
provider than from a psychiatrist. It is well
known and often said that 40 percent of
primary care (adult and pediatric) involves
dealing with psychiatric problems. Our col-
leagues in primary care are well aware of
the substantial challenges related to tresting
the millions of patients who present with
mental health problems in their offices
every year and report serious limitations in
the support they receive from psychiatrists
and other mental health speciaists.

Although we have effective pharma
cological and psychosocia treatments for
most common mental disorders, they are
not widely accessible, and only a minority
of patients receive them. Many patients
are not on medications at therapeutic
doses or for long enough to see positive
effects, while others continue to use medi-
cations even if they are not effective. As
few as 20 percent of patients started on
antidepressant medications in primary
care show substantial clinical improve-
ments. The situation is not much better for
those referred for psychotherapy.

see Collaborative Care on page 30
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Per spectives on the Transition to Managed Care

By Arlene Gonzélez-Sanchez, MS, LM SW
Commissioner, NY S Office of Alcoholism
and Substance Abuse Services (OASAS)

he year 2014 will provide oppor-

tunities for OASAS and the other

behavioral hedth agencies in

New York as we prepare for the
transition to Medicaid Managed Care be-
ginning in 2015. The goal of this change is
to create a system that provides New Y ork-
ers with fully integrated behaviord health
services within a comprehensive, accessi-
ble and recovery-oriented system.

| am excited about the transition as |
believe we can capitalize on the Medicaid
Managed Care experience to move our
treatment system from a program-based to
a more flexible community-based treat-
ment system focused on person-centered
approaches with expansion of recovery
support services in al communities in
New York State.

We will seek to leverage the experi-
ence and efforts of managed care to re-
duce unnecessary inpatient care and to
place patients in the most appropriate set-
ting, which in many instances will be
community based.

We will use managed care to reduce
the number of Medicaid participants who

OASAS Commissioner
Arlene Gonzalez-Sanchez, M S, LM SW

continually cycle in and out of hospital-
based detoxification programs and are
never linked to the next level of care or
diverted beforehand, where appropriate to
do so.

We can use managed care to help us
expand the number of providers who offer

recovery support services and to broaden
the use of peers supports.

As part of our plan, OASAS is seeking
federal approval to move to a rehabilita-
tive Medicaid reimbursement model
which would allow our certified pro-
grams to provide Medicaid reimbursable
services outside the four walls of their
clinics.

OASAS is also seeking approva for
home and community-based recovery
support-type services to be Medicaid re-
imbursable. We will move to a system
where Medicaid reimburses for clinical
and medical services, regardless of the
treatment modality.

For too long we have focused on vol-
ume of services to support programs. The
move to Medicaid managed care will al-
low us to focus on patient needs and sup-
port for long term recovery.

We will change how patients are
treated in our system of care with a new
focus on outcomes and value. We will
move away from procedure-driven trest-
ment episodes in clinic settings to value-
based reimbursement for episodes of care
that meet the patients needs for long-term
success as close to their own community
and family as possible.

No longer will we focus on discreet
treatment episodes with a narrow focus on

substance use disorder care. We will have
opportunities to reward programs that
offer integrated care that provide for re-
covery of physical, menta health and
socia needs of the individual and family.

While | believe that there are tremen-
dous opportunities with the transition, |
also have concerns which we must ac-
count for. We need to move away from
the use by managed care of medical ne-
cessity and level of care tools that ask
whether a person has failed at outpatient
care before they are alowed to access
inpatient treatment. There is no clinica
foundation for such criteria. This is why
OASAS will mandate the use of our new
level of care tool or LOCATDR, which is
a clinically-driven instrument focused on
the needs and risks of the patient.

We will protect reimbursement rates
and will reguire broad provider networks
during the transition, so that we enable the
new system to develop by allowing pro-
viders to show their ability to produce
good outcomes.

We will aso spend time in 2014 work-
ing with providers and managed care
plans to provide information and opportu-
nities to network and develop relation-
ships so that when January 2015 rolls
around, both stakeholder groups are pre-
pared to operate in the new system.

» Share It

What’s Your Story?

> |nspire Hope

> |t Matters!!

WWW.lamr ecovery.com

Addiction is achronic disease, but one that can be prevented and treated, and from which recovery isreal and possible.
Sponsored by the New York State Office of Alcoholism and Substance Abuse Services, the Your Story Matters
campaign at www.iamrecovery.com is dedicated to those individuals who lead productive, happy and fulfilling lives
in recovery each and every day. There are many New Yorkers suffering from addiction who need to
know that recovery is a celebration. Will you tell them? Will you share your story?

New York State Office of Alcoholism and Substance Abuse Services
Commissioner Arlene Gonzalez-Sanchez
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Health Care Reform:

Empowering the Wor kforce Through Outcome Focused Education

By Peter C. Campanélli, PsyD, Evelyn
Kleinbardt, LMSW, Mary M. McKay, PhD
Lynn Videka, PhD, Eileen Wolkstein, PhD,
McSilver Ingtitute, Office of Global & Life
Long Learning, Silver School of Social Work,
New York University

he Affordable Care Act of 2010

(ACA) unquestionably began a

process that potentialy could

lead to a total transformation in
the health and behavioral health care de-
livery system of the United States. The
ACA is fundamentally a regulatory re-
form effort that is guided by the triple aim
of expanding health insurance coverage;
lowering the cost of hedlth care; and im-
proving the quality of the care provided as
measured by improved health outcomes.
The ACA does not provide a government
sponsored public option for insurance
coverage, but does require universal in-
surance coverage at affordable prices for
everyone except those with undocu-
mented status. It eliminates pre-existing
condition exclusions, eliminates life time
caps, and sets minimum standards for
benefit packages.

Specifically, the ACA takes am at
lowering the costs of the existing health-
care system by reducing unnecessary
acute and emergency medical care by
promoting more accessible community

based care. This leads naturally to an em-
phasis on primary, as well as secondary
and tertiary prevention efforts both on a
systems, as well as individual level. This
law has aso produced significant re-
sources research and innovation to the
field of prevention science, such as the
Patient Centered Outcomes Research Insti-
tute (PCORI), as well the Center for Medi-
cad & Medicare Innovation (CMMI).
These initiatives not only open new re-
search opportunities but they also incentiv-
ize the development of innovative care
which will demand new skills within the
healthcare workforce.

Quality matters in relation to cost and
both are related to the availability of pre-
ventive community based health care. The
extent to which individuals can receive
continuity of care within a continuous
healing relationship provided by a skilled
multi-disciplinary team will determine
quality improvements and cost outcomes.
There are key facts that are important
when one considers quality and cost. The
United States outspends every other in-
dustrialized nation on health care, close to
16% of the country’s gross domestic
product (GDP), but ranks 25th in the area
of quality healthcare outcomes. Addition-
aly, Medicaid expenditures, the National
insurance program for the poor and dis-
abled , which isin part supported by State
contributions, is growing so rapidly in

most States that these costs are imposing a
crushing burden on State's budgets. Fur-
ther, existing evidence underscores the
fact that people who are seriously men-
taly ill (SMI) live considerably shorter
life spans than their non-disabled counter-
parts as a result of medical co-morbid
conditions particularly substance abuse,
diabetes, and cardio-vascular disorders
that have been poorly managed. Over
50% of the people who have SMI also
have at least one medical co-morbidity
which increases the cost of care for them
notwithstanding acute mental heath re-
lated episodes they may experience. Fi-
nally, in NYS approximately 75% of
Medicaid expenditures are spent on 20%
of the Medicaid population most of whom
have a primary disability and at least one
medical co-morbid condition. Research
has demonstrated that improving quality
of care, especialy to vulnerable popula
tions with chronic co-morbid conditions
by insuring continuity of care and coordi-
nation of speciaty care will reduce costs
and improve healthcare outcomes.

The ACA makes hedlth insurance af-
fordable and available in two ways. First,
health insurance purchase subsidies are
available through direct purchase options
at the Federal and or State exchange sites.
While initially mired in serious functional
difficulties, the Federa website appearsto
be up and running. State based websites

appear to also be functioning well. Sec-
ond, States have the option to expand
Medicaid coverage to people with low
incomes by raising the federal poverty
income level (FPL) which, in turn, sets
Medicaid eligibility. However, based on a
Supreme Court ruling, states are not re-
quired to do this and some States have
opted not to expand Medicaid digibility.

Actuarially, the ACA is dependent
upon young, healthy individuals purchas-
ing insurance through the exchanges in
order to balance out what might become
disproportionate risk pools. Many of the
formally uninsured people probably did
not receive continuous medical care in the
past. They are signing up for health care
insurance and bring with them pre-
existing and perhaps, undiagnosed medi-
cal conditions. The likelihood that many
new to the insurance rolls will have co-
morbid conditions requiring complex col-
laborative care within newly formed net-
worksis considerable.

In an effort to manage this expansion,
the ACA has made new ddlivery system
dements available to the community
based system of care. Federally Qualified
Health Center (FQHC) locations have been
expanded, many of these intended to serve
specialty underserved populations such
as communities with a high proportion

see Education on page 10
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The State of Children’s Mental Health

And Associated Costs of a Fragmented System

By David Woodlock
President & Chief Executive Officer
Institute for Community Living, Inc.

public policy has focused

ostly on children’'s mental

health issues—and with good

reason. While 1 out of 10 chil-

dren has a serious emotional disturbance,

only 20% ever receive treatment. Children

with mental health issues have the highest

school dropout rate among all disability

groups, and only 30% graduate with a
standard high school diploma.***

Sadly, more children suffer from psy-
chiatric illness than from leukemia, diabe-
tesand AIDs combined.***

Progress has been made to address the
needs of these troubled children more
comprehensibly. Spurred by SAMSHA'’s
“Systems of Care” initiative in the mid
1980s, states now recognize that emotion-
aly troubled children often face a multi-
plicity of issues:

e« Upto 75 % of children in juvenile jus-
tice settings have amental illness. ***

o 50% of kids in the child welfare sys-
tem have mental health problems*

e 21% of low-income children suffer
mental health problems*

David W oodlock

Several government organizations
have evolved to deal with these so-called
“cross-system kids,” including substance
abuse, education, child welfare, child de-
velopment and heath, and juvenile justice.

But the truth is all troubled children are
cross-system kids, and the very systems
created to address their multiple needs do so
ineffectively. Departments operate in sepa-

rate silos and rarely interact with each other,
resulting in a fragmented approach that is
both costly and inefficient. Efforts such as
the Family Movement have exposed the
overwhelming task that parents and caregiv-
ers face having to deal with so many organi-
zationsjust to get minimal help.

Today, with the move to Medicaid
Managed Care to contain costs, we should
be concerned lest we take a giant step
backward in our public policy thinking
about troubled children and the funding to
address their needs.

Yes, it is expensve to treat a cross
system child when you consider the breadth
and the depth of fragmented and often dupli-
cative services that don’t necessarily com-
municate. Until substantive changes are
made to address the lack of integration, we
will continue to see arise in the youth popu-
lation trangitioning into adults in need of
sarvices. Many continue to view the system
as separate and digtinct for the adult and
children population, however, the same
initiatives that work so well in the adult
system—coordinated care among agencies
to address multiple difficulties—should be
applied to the whole children's system. Early
behavioral  interventions can improve
healthcare and save money. When applied
to children, theimprovements are ten-fold.

Dedling effectively with a child’s multiple
issueswhilethey are till young can go along
way to prevent future problems such as

homelessness, substance abuse, unemploy-
ment, and crime. More than haf of adults
who were in fodter care have an Axis | diag-
nosis, ah employment status well below their
peers, and arate of PTSD twice that of com-
bat veterans. *** Imagine what could have
been done with effective early treatment.
Rather than looking solely at Medicaid
expenditures, states should look more
broadly with regard to children's mental
hedlth. Targeted behaviora health interven-
tions can improve outcomes and reduce
expenses for child welfare, education and
special education, juvenile justice and more.
For example, Maryland, New Jersey,
Oklahoma and Rhode Idand have al em-
ployed a “wraparound” approach to cus-
tomize services for troubled kids. These
states have implemented changes in policy,
services, financing, and training in order to
expand their systems of care so that more
children and their families can benefit. **

Footnotes

* Children’'s Mental Health: What Every
Policymaker Should Know, National Cen-
ter for Children in Poverty, 2010.

** Expanding Systems of Care: Improving
the Lives of Children, Y outh, and Families,
National Technical Assistance Center for
Children's Mental Health, 2012.

*** NY S Children’s Plan 2007.
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mental disorder each year. and teens

B Mental health clinics

As a mental health advocate, you know the
B Evidence-based treatment and best

importance of compassion and understanding. practice approaches

To be effective in empowering those with serious B HealthCare Choices, a clinic integrating medical
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or developmental disabilities, we must work National and state recognition

together. With over 25 years in the mental health W CARF 2010 - 2013 accreditation for community
housing, therapeutic community and
field, the Institute for Community Living is here outpatient treatment programs.

when you need us.
1ICL
Call us anytime, toll free at (888) 425-0501,
or visit our website at www.iclinc.org
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How Managed Care Influences Treatment Plans

By Mary Pender Greene, LCSW-R
MPG Consulting

ntil about 20 years ago, mental

health professionals set fees

based on training and experi-

ence, and were reimbursed by
health insurance companies a fair percent-
age of the bill. Mental health benefits are
now part of managed care networks,
meaning that patients are narrowly re-
stricted to “in-network” providers. Provid-
ers who wish to be in-network must agree
to accept significantly reduced fees — with
per-session fees declining more than 40%
sincethelate *80s.

Clinicians in private practice are pro-
hibited from negotiating more reasonable
fees, due to current anti-trust laws. Where
as at one time menta health professionals
could enjoy financial security, now they
face crisis—amoney crisis.

The concept of managed care was
initiated to bring equity to health care
and treat the underserved. Because they
seek to reduce or eliminate waste, there
is continual pressure to reduce reim-
bursement rates. The populations we
treat are especially vulnerable, as emo-
tional crisis is subjective and patients are
not always assertive enough to demand
treatment.

This is extremely frustrating and pre-
sents ethical challenges to clinicians who
are committed to care of their patient.
Often, the highest quality of care is lim-

Education from page 6

of ethnic minority residents, and special
populations with multiple medical comor-
bidities. FQHC's, by design, contain al
the necessary speciaty care elements to
form multi-disciplinary systems of care
with the capacity to engage in a “stepped
care” and “treatment to target” methodol-
ogy. Utilizing hi-tech electronic health
records (EHR) many of these FQHC's, as
well as group practices, have formed medi-
cal homes certified by the National Commit-
tee on Quality Assurance (NCQA). Addi-
tionally, networks of community based
providers, including hospita systems,
have formed Heath Homes. HH's are
provider networks with the capacity to
meet the complex needs of people with co
-morbid conditions tied together with
technology that permits communication
across providers, thus, forming the basis
for patient-centered medical care coordi-
nation. Regional Health Information Or-
ganizations (RHIOs) have emerged with
the intention of connecting provider
groups with important patient specific
information. These are cloud based infor-
mation systems providing the ability of
medical centers to connect with commu-
nity provider organizations enhancing
hospital to community continuity and
facilitating smooth community care tran-
sitions for people who do require hospi-
talization.

Aligning Workforce Skills
with System Transformation:
Where the Rubber Meets the Road

ited to those who can pay out of pocket.
This short fall is further escalated by pov-
erty and race.

There is an overarching lack of proper
care for People of Color (POC). Here are
some statistics from a recent Surgeon
Generd’ s report:

Disparitiesin Mental Health Care
of POC Compared to Whites

e Lessaccessto mental health services

e Lesslikely to receive needed mental
health services

« Those in treatment often receive a
poorer quality of care

e« Are underrepresented in mental

health research

« Disparities stem from historical and
present struggles with racism and
discrimination

Surgeon General’s Findings

« POC disproportionately suffer a high
disability burden due to unmet mental
health needs

e Therearedisparitiesin diagnosis

« For POC, stigmais#1

It is expected that over the next 50
years, the population of the US will
become increasingly racially diverse

«  White population decreasing

o More than haf of the Population will
be POC

e« In NY this diversity is already re-
flected in the city and the patients we
serve.

« Bilingual staff is hard to find and
harder to keep

e« Managed care companies often do
not have clinicians who can provide
culturally competent services

e POC need pre-treatment work, and
there is often managed care issues
related to time restrictions

Communication Barriers

e« POC seek/advocate for headlth infor-
mation differently than Whites

e POC have more personable expecta
tions of their therapist than Whites

e Research shows that therapists are
often less patient-centered with POC
than with Whites

o Therapists often don’'t have time to

There have been multiple articles writ-
ten about workforce re-design rising up to
meet the new demands of a transformed
healthcare delivery systems since the
signing of the ACA into law. Many of
these focus upon workforce shortages in
specialty and primary care in the face of
the market expansion and expected in-
creases in demand as the number of peo-
ple with access to insurance grows.

The enactment of the ACA and the con-
comitant revamped hedlthcare system that
emerges will undoubtedly have an impact
on the hedth care workforce demanding
new skills regardless of specialization.

The major specializations within the
healthcare work force consist of
nurses ,social workers, physicians, phar-
macists, and psychologists. Most of these
professionals have been trained within a
solo practitioner model often using inter-
vention strategies that were not empiri-
cally validated on specific categories of
diagnostic groups or populations. Further,
this initia training occurred within a sys-
tem that created incentives for volume of
care, rather than outcome as a measure of
health improvement. This may be one of
the reasons why healthcare has been so
slow to adopt evidenced based treatment
systems although the pace of innovation
diffusion has picked up considerably
pushed by new payment methodologies,
the ever increasing use of managed care,
and a prevention rather than medically
necessary focus of care.

Additionally, the ACA has placed em-
phass on the utilization of para
professional and peer supported interven-

tions, such as family support, and care
navigation. Some research points to the
efficacy of peer support for people in re-
covery using evidence based treatments,
such as motivationa interviewing. This
element of the workforce can greatly assist
in lowering cost and improving qudity, but
will need training and supervision in new
healthcare delivery strategies as well.

So, the existing health care workforce,
as well as new graduates, find themselves
entering a work environment with a host
of challenges. New clinical skills are nec-
essary to align with evidenced based mod-
es, group and multi-disciplinary skills
that form the basis of collaborative case
management need to be developed, and an
understanding of new models of care
must be assimilated, all against the back-
drop of understanding new methods of
health insurance accessibility, digibility,
and standard benefit packages.

The Role of Graduate Education
and Certificate Training

The NYU Silver School of Social work
has been very proactive in addressing the
workforce needs in the new emerging
healthcare system. This has been reflected
in the Schools graduate program equip-
ping its new MSW graduates to play an
informed and competency based role
within the new system. The School offers
training in evidenced based treatment as
well as integrated health. The School has
also launched a specia program that inte-
grates advanced socia policy in health-
care and behavioral healthcare to better

address any of these issues, which
leads to poor treatment and outcomes

Managed care is keeping psychother-
apy costs artificialy low, yet research
estimates that more than a third of mental
health disorders go untreated due to re-
stricted access to care. Often patients sim-
ply cannot locate clinicians who will ac-
cept managed care fees. Publicly funded
reimbursements, such as Medicare, have
also been reduced. Reimbursements to
clinicians have been cut near every year
for amost a decade — and Medicaid pay-
ments are significantly lower than man-
aged care rates. Clinicians in every sector
are feeling the financial sgqueeze of man-
aged care, from new graduates, to those in
private practice, to those nearing retire-
ment. Many who practice psychotherapy
are finding other career niches.

There needs to be much more public
education about mental health to educate
consumers and eradicate stigma. Often
parents of young children are encouraged
to ignore emotional symptoms, with the
notion they will “grow out of it.” This
coupled with lack of accessto skilled pro-
viders causes misdiagnosis, delays or un-
treated mental health issues.

Every family in America has felt the
impact of psychological problems, either
directly or indirectly. The question be-
comes, how do we maintain a highly
skilled and dedicated network of clini-
cians to meet the growing needs of our
patients?

equip students joining the new emerging
healthcare system.

In September of 2011, the Dean of the
Silver School commissioned a collabora-
tive working group focused on integrated
primary and behavioral healthcare. The
committee consisted of prominent local
experts to examine the possibility of de-
veloping an advanced certificate program
in integrated health care as a continuing
education program under the joint aus-
pices of the McSilver Institute and the
Office of Global & Life Long Learning.
The Committee has been meeting on a
quarterly basis and developed a recom-
mendation to design a six module ad-
vanced certificate in healthcare reform
program consisting of a total of approxi-
mately 100 continuing education units
[hours] or CEU’s. From among the menu
of modules identified by the committee
one was selected to fully develop and use
as a beta test. This module, Leadership:
Managing during Times of Change con-
sisted of 22 contact hours. The curriculum
focused on:

« Managing During Times of Change

« The Role of Leadership (Quality Im-
provement & Implementation Science)

o Collaborative Care Models
e Clinical Best Practices
« Technology/Hi Tech Coordination

see Education on page 12
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If Only HOPSTOP Could Map Our Routetothe Triple Aim

By Kristin M. Woodlock, RN, MPA
Chief Operating Officer, and
Jonas Waizer, PhD, Consultant, FEGS

edth care reform is driving

consumer focused, outcome

oriented change in New York

and across the country. In the
past decade we have come to look at
health care differently and our technology
-based tools have grown by leaps and
bounds. Game changing opportunities
are surfacing in supporting recovery and
resiliency for people with the most seri-
ous mental illness or chemical dependen-
cies, as well as new frontiers of collabo-
rative care and viewing housing as
healthcare. Behavioral health is on an
incredible journey.

In an often used saying, when traveling
one must know where you want to go. It
is therefore critical that we select our final
destination as the Triple Aim. The Triple
Aim simply stated is a place where better
care, better health at affordable costs is a
reality. Striving toward the Triple Aim
has meaning that connects with our non-
profit roots and healthcare reform offers
us new tools. The logical progression next
takes us to the dreaded questions encoun-
tered on every family road trip “Are we
there yet?” and “How do we get there?”
This is where the journey to the Triple
Aim becomes more challenging. Today
when traveling around New York City we
select our public transportation route us-
ing HOPSTOP. HOPSTOP is a savvy,
decision-support tool offering multiple
approaches to get to your destination. If
only HOPSTOP could map our route to
the Triple Aim.

Arriving at the Triple Aim is an inher-
ently collaborative process. The mission of
our agency, FEGS Health and Human Ser-
vices, has remained constant for eight dec-
ades. To meet the needs of the Jewish and
broader community through a diverse net-
work of high quality, cost-efficient health
and human services that help each person
achieve greater independence at work, at
home, at school and in the community, and
meet the ever-changing needs of business
and our society. The FEGS service deliv-
ery network includes: employment, career,

Education from page 10

e Sustaining Change: Supervision and
Continuous Quality |mprovement
Outcome

e Performance Metrics:

Evaluation

The committee focused on assessing
the viability of the certificate program as
well designing the optimal instructional
model. These included:

« Ability to recruit a diverse group of
middle to upper level managers who
would attend early evening classes as
measured by registration and atten-
dance rates over a 20 week period

o Ability to successfully employ a
mixed distanced learning (WebEXx)

and workforce development; help for indi-
viduals transitioning from welfare to work;
behavioral health, developmental disabili-
ties and rehabilitation programs; residential
services, home care; servicesto individuals
who are deaf or hard of hearing, older
adults, refugees and immigrants, families
in need, youth at risk, those with substance
abuse problems, services for individuals
facing life-limiting or end-of-life illness,
and many others.

As we begin to chart our course to-
wards the future, we can glean much from
other States and healthcare arenas, even
while the regulations are still being de-
fined in negotiations between the State
and Federal governments through task
forces and committees. There are patterns
of change that can guide behavioral health
leaders, agencies and customers. The fol-
lowing are a sampling of key stops
(HOPSTOPS) as we travel toward the
Triple Aim.

1. Valuefor the consumer. All of hedlth care
will soon be oriented around the right ser-
vice or support in the right amount &t the
right time. This will be achieved with focus
on engagement and new outcomes of im-
proved health, stable housing and employ-
ment. Peer services, which have aways

been part of our fabric of care coordination
and direct services, gains new priority in
engaging clients, coordinating services and
assuring responsiveness and quality.

2. Integrated Health and Behavioral
Health. In order to improve heath we
must reach true integration between pri-
mary health care and behavioral health.
The Collaborative Care moddl is an evi-
dence-based approach for integrating
physica and behavioral health services
that can be implemented within a primary
care practice. Over the past 15 years,
more than 70 randomized control studies
have documented a strong evidence base
for this model. These trias have aso spe-
cifically addressed the effectiveness of the
model in ethnic minority groups, where it
can be employed to reduce health care
disparities.

3. Partnerships. There is no “I” in suc-
cess. Partners are essential to form care
networks capable of achieving the Triple
Aim. Formalized partnerships in many
varieties set the stage for business ar-
rangements that emphasize outcomes and
can manage incentives for better perform-
ance. Partnerships mean more transpar-
ency and shared governance, including

and face to face instructional model
as measured by engagement and sat-
isfaction in each

e Ability to successfully par field
based health and behavioral experts
with faculty to form ateam teaching
model that maintained a quality in-
structional  environment and pro-
moted by-in from provider groups as
measured by participant satisfaction,
and self- report of learning

« Ability to trandate instructional ma-
teria into field based changes as
measured by final project design and
implementation.

Results: Data Speaks L ouder than Words

The leadership module consisted of a

series of 13 class meetings intermixed
between 2 hour face to face seminars and
one hour WebEXx presentations. The webi-
nar series utilized power point presenta-
tions but also permitted viewers to view
presenters and allowed for questions and
answers through a chat box feature. There
were atotal of 20 hours of class presenta-
tions and a formal syllabus that contained
readings geared to each topic area. Most
topic area’s had at least one web-ex pres-
entation and one face to face presentation.
WebEx technology, adapted from the
Clinic Technical Assistance Collaborative
(CTAC) was utilized to attempt to mini-
mize the negative impact of traveling
upon participants always associated with
organized training activities. Marketing of
the endeavor occurred through broad
based out-reach to a diverse group includ-
ing providers, managed care organizations

new roles for consumers. This is major
change for providers.

4. Technology. Technology advancement
will play an ever increasing role in behav-
ioral health. The use of data analytics in
decision-support is equaly important to
consumers and staff alike, especially for
tailoring services and assuring perform-
ance quality. We are preparing for the
creative use by consumers of iPads, direct
access to persona health information,
improved analytics and greater public
accountability and transparency. In light
of the transformative power of computer
technology, FEGS established Center4, a
venture in the creation of new technology
solutions for health care.

5. Workforce Development. Learning Com-
munities. One economical way to build
energy, new skills and collaboration is to
engage staff in collectivesto learn from the
experience of others. Learning communi-
ties meet to study the lessons of other
States and healthcare systems, Managed
Care Organizations (MCOs) and other
providers that are a few steps ahead in
transforming their systems for integrated
behavioral and health care.

6. Diversified Funding and Risk Sharing.
Redefining our operations to the new
business models of the future will include
both broadening our capacity to enter into
risk and reward arrangements as well as
joining networks serving those in Medi-
cad, Medicare, FIDA, Commercid,
HARP, MLTC, etc.

7. Innovation. Innovation in our definition
of outcomes for hedth care in the future
should focus on education, employment and
housing. In practice, innovation in service
ddivery combines evidence informed and
based practice coupled with ongoing per-
formance improvement a the consumer,
family, service and system levels.

New York's non-profit's have strong
roots and are well positioned to leverage
the many opportunities offered by Gover-
nor Cuomo’'s Medicaid Redesign. Working
together, we are on course to the Triple
Aim and abright future.

(MCOs) and health homes (HHS).

Sixteen mid to upper level managers
were recruited from twelve discrete or-
ganizations within NY C spanning a broad
array of interest and experience. All were
graduate trained with considerable field
based experience. The cadre of team
based faculty consisted of mostly graduate
trained individuals who were profession-
als, peer educators and a doctoral student
from the field. These were paired with
University faculty members who were
well known in the health and mental
health fields and had years of both prac-
tice and teaching experience. The Dean of
the Silver School taught the inaugural
class session on the need for new skills to
align with the transforming healthcare
system. In addition, during the class, at

see Education on page 29
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From Transition to Transfor mation

By Adam Karpati, MD, MPH
Executive Deputy Commissioner
New York City Department

of Health and Mental Hygiene

he New York State behavioral

health system’'s evolution to-

ward greater care integration

and accountability and a focus
on recovery will include larger roles for
managed care organizations in developing
and managing systems of care, expanded
care coordination and case management
services, and new practice models. The
principles and goals of this transforma
tion, articulated in the Medicaid Redesign
Team's Behavioral Health Workgroup report
and recommendations (www.health.ny.gov/
health_care/medicaid/redesign/docs/
mrt_behavioral_health reform_recommend.
pdf) should continue to inform this proc-
ess. A transformed system will work in an
integrated and interconnected manner
toward a holistic set of goals for each
person, including physical health, behav-
ioral hedlth, and socia well-being. Our
challenges are in making the policy and
design choices most likely to achieve
these results.

Here are some of the areas that we at
the New York City Department of Health
and Mental Hygiene will be focused on as
this transformative process continues:

Setting the right metrics of success.
Clear, quantitative measures, to which
plans and providers are held accountable,
are perhaps the most essential elements of
a transformed system and are the best
ways to drive system change. Conse-
quently, the metrics selected are critically
important. They should address the fol-
lowing specific areas: increasing ongoing
engagement in outpatient care; improving
transitions from inpatient to outpatient
care; reducing avoidable use of inpatient
and emergency services, maintaining
housing and employment and reducing
incarceration; delivering best practices for
particular behavioral heath conditions
and preventive clinical services for physi-
ca hedlth issues, and maximizing con-
sumer satisfaction with services. Obvi-
oudly, accountability for social outcomes
— for recovery — will be particularly chal-
lenging for plans and for the system as a
whole, requiring new approaches and
collaboration and coordination with gov-
ernment systems and services. In addi-
tion, a key aspect of using metrics to
measure performance is to not examine
only averages across entire populations,
but to drill down and examine how
groups within the population fare, in or-
der to identify and address disparities in
access, quality, or outcomes. This re-
quires examining data by neighborhoods,
by racial/ethnic groups, by condition, etc.

Balancing integration and specialization
in managed care organizations. A dis-
tinctive component of the new Medicaid
managed care system will be the develop-
ment of “Heath and Recovery Plans.”
These “lines of business’ within existing
managed care plans are being designed to
achieve 2 important goals: (a) to create
entities responsible for care that address

Adam Karpati, MD, MPH

al their enrollees’ needs, including both
physical health and behavioral health,
while (b) maintaining a specialized exper-
tise and focus on the unique needs of peo-
ple with serious mental illnesses and sub-
stance use disorders. HARPs are due to
begin operations in New York City in
January 2015. We believe that HARPs
will be models for how managed care
plans can effectively organize and pay for
services and can work with government
to build a more robust, less fragmented
system. A particular chalenge for New
Y ork City around reducing fragmentation
is managing the complexity of a system
that serves such a large population.
When there are multiple health plans and
HARPs, interacting with several Hedlth
Homes, all interacting with large and
overlapping networks of providers and a
variety of government-run systems, the
goal of seamlessness seems daunting.
Health information systems and informa-
tion exchange will be critical ingredients
of an integrated, interconnected system.
More broadly, we need to find ways at all
levels of the system — care, care coordina-
tion, and care management organizations
— to proactively and continuously engage
consumers and leverage al the resources
of our complex system.

Providing the most effective services to
all who may benefit fromthem. An ongo-
ing challenge in health care generally, and
behavioral health in particular, is to pro-
vide the best, scientificaly validated
practices to al those who need them.
This was a motivation behind adding the
so-called “1915i” services, such as crisis
respite, employment, peer services, and
family support, to the Medicaid service
package. We will be focused on how the
emerging components of this transformed
system will support and expand consum-
ers’ access to best practices. For example,
the Patient Outcomes Research Team
(PORT) recommendations for what works
in helping consumers with schizophrenia
manage their illness and work toward
recovery include several components that
go well beyond prescribing

see Transformation on page 30
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Preparing for Managed Care:

Staff Credentialing, Evidence-Based Practices, and Fiscal Systems

By Gary Harmon, PhD

Vice President, Director of Research &
Grants, and Peter Provet, PhD
President & CEO, Odyssey House

or decades, behaviora hedlth

(BH) professionals have fought

for the right to have mental health

(MH) and substance use disorders
(SUD) regulated in a similar manner as
medical/surgical conditions. First the Men-
tal Health Parity and Addiction Equity Act
of 2008 and more recently the 2012 Af-
fordable Care Act (ACA) have begun to
make parity areality. However, with parity
has come an entire new set of challenges
that BH providers must traverse to ensure
that the specialized treatment offered by
MH and SUD providers does not become
diluted in amanaged care model.

Here in New York, Medicaid Redesign
Team (MRT) initiatives have piggy-backed
on parity laws to begin to reform the BH
landscape. No longer will BH agencies
exist in a world of “carve-outs’ and spe-
ciaty populations funded through large
state contracts. Rather, they will have to
navigate new relationships with Managed
Care Organizations (MCQOs), Behaviora
Hedlth Organizations (BHOs), and private
insurers for reimbursement while being
held to a higher standard of care.

Although all in the BH field will agree
that improved outcomes for our clients is
the ultimate goal, the process of getting
there in a new system will be complex
and require the following changes for
both organizations and the clinicians they
employ.

Credentialing/Licensure

While the MH treatment community
has embraced licensed professionals for
treatment of mental health conditions, the
SUD community is often seen as employ-
ing “para-professionals’ and clinicians
that have little training and education be-
yond life experiences of SUD treatment
and recovery. Whether or not this percep-
tion had any merit in the past, the SUD
community has embraced education and
training to ensure that clients (many of
whom have co-occurring mental health
conditions) are receiving optimal care.
MCO/BHO contracting will be the final
step in ending the old stigma of semi-
professionals providing care, as they will
require that anyone billing for BH ser-
vices is properly credentialed and/or li-
censed. While most SUD providers will
have no issues with this and have been
hiring only credentialed and licensed staff
for many years, some agencies will need
to figure out how they can direct current
staff to continue education and training.
However, one mgor chalenge will be the
increased sdary requirements thet creden-
tided and licensed daff will demand, and
how these costs can be absorbed or shared by
MCOsBHOs, without increasing costs for
the already vulnerable clients we serve.

Evidence-Based Practices

The term “Evidence-Based Practice’ (EBP)
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has been the buzz-word inthe BH community
for quite some time, and is often used
anytime someone questions what type of
treatment is being provided to BH cli-
ents. In the new managed care environ-
ment, simply saying that the treatment
provided is “Evidence-Based” will not be
sufficient. Providers will need to evalu-
ate staff training and monitor fidelity to
guarantee that interventions are being
delivered in a manner where outcomes
are optimized. The days of saying an or-
ganization practices “Motivational Inter-
viewing — Type Services’ for example,
will be over, and the exact EBP will need
to be manualized, delivered with consis-
tency, with prescribed outcomes that can
be directly attributed to the intervention.
Thiswill be a challenge for many organi-
zations, as BH agencies often struggle
with staff turn-over and issues related to
the competency of staff to deliver com-
plex EBPs.

Fiscal Preparedness

Most not-for-profit BH agencies were
begun as charities, often founded and op-
erated by individuals who were champi-
ons of client rights and wanting to make a
difference for individuals afflicted with
SUD and/or MH conditions. Through the
years, many of these agencies have
evolved into corporate-like structures in
an attempt to adapt to regulatory changes
requiring agency and facility licensure
and managing of state, federal, and city
contracts. The managed care environment
will require additional transformation,
where fiscal preparedness and operations
will be as key to agency survival as clini-
cal services have been. For example,
smaller agencies with little or no experi-
ence hilling Medicaid or private insurers
will undoubtedly struggle initially with
the complex bhilling and justification re-
quirements set forth through MCO/BHO
contracts.

Additionally, many smaller agencies
may not have the administrative/fiscal
staff available to re-hill rejected claims,
analyze and implement regulations, and
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adequately justify the reauthorization of
treatment. Recent requirements by New
York State related to the maximum per-
centage of costs that can be expended on
administrative staff will further limit the
number of staff that agencies can hire to
navigate reimbursement, which will un-
doubtedly lead to mergers for a necessary

“economy-of-scale.”

These three challenges are only a
few among the countless that will be
encountered over the coming years. BH
agencies will need to begin to work to-
gether through this process to maximize
the success that can be achieved. As
many large and established BH organi-
zations are poised for success in this
new landscape, they must work together
will smaller agencies to help them sur-
vive and thrive. Recent data from SAM-
HSA showing that 18.9 million adultsin
the US had a past year SUD, and 41.4
million adults had mental illness in the
past year underscores the need for more
treatment options for clients (SAMHSA
NSDUH 2011). The survival of all qual-
ity BH agencies, both big and small, is
key to a strong BH system where help is
available to those who need it.

Odyssey House is a not-for-profit,
comprehensive, social services organiza-
tion. Based in New York City, Odyssey
House offers residential, outpatient, and
family-based substance use disorder and
mental health treatment, supported hous-
ing, medical, dental, vocational and edu-
cational services. For treatment referrals,
admissons and program senvices, please cdl:
212-987-5100, amsil: info@odysseyhousanc.org,
or vist usonlineat: www.odysssyhoussncorg
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Crucial Timefor Change: NY S's Behavioral Health Care Transformation

By Kim Williams, LM SW

Vice President, The Center for Policy,
Advocacy, and Education

MHA of New York City

ew York State's behavioral

health care transformation is

the most significant shift in

mental health policy since
deinstitutionalization over a half a century
ago. Despite improvements that emerged
as aresult of the shift from an institutional
to community-based system of care, sig-
nificant inadequacies continue to hamper
the mental health system. The current
behavioral hedth care reform efforts pre-
sent a vita and timely opportunity to
vastly improve the care delivery system
for thousands of New Y orkers with unad-
dressed mental health needs.

However, there are numerous nearly
simultaneous complex policy shifts that
will impact different populations of indi-
viduals with varying levels of menta
health needs across the health care sector.
All require adequate attention and plan-
ning to ensure not only effective inclusion
of mental health but sound, comprehen-
sive reform. Some highlights of the broad
system changes are:

Medicaid Redesign: NYS's Medicad
Redesign Team, which was formed to
conduct afundamental restructuring of the
public health program, has approved an
enormous system wide transformation.
The changes include a vision of integrated
care management for all Medicaid benefi-
ciaries that will manage the complete
needs of individuals' acute, long-term and
behavioral care. This includes a maor
area of focus for the behavioral health
community — the shifting of Medicaid-
only beneficiaries with serious and persis-
tent mental illness from fee-for-service to
managed Medicaid in 2015.

Individuals will be enrolled in one of
two behavioral health managed care
models, mainstream Managed Care Or-
ganizations (MCOs) or Health and Re-
covery Plans (HARPSs). To advance the
vision of care management for all, New
York State is taking advantage of in-
credible opportunities through the Af-
fordable Care Act (ACA). Hedth
homes, a financing and care delivery
model option under the ACA, are al-
ready coordinating and managing care
for NYS Medicaid eligible individuals
with chronic physical and/or behavioral
health conditions also referred to as
“high cost, high need” individuals.
Health homes will be a fundamental
component of the managed Medicaid
program.

Beginning in July 2014, dual eligi-
bles (individuals enrolled in both Medi-
care and Medicaid) in the downstate
region of NYS will be transitioned to
the Fully Integrated Duals Advantage
(FIDA) Program, an ACA demonstra-
tion opportunity, which will provide a
comprehensive package of services and
coordinate all care, including behavioral
health services.

Affordable Care Act Implementation:
Beyond the establishment of health
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homes and the FIDA demonstration,
NYS is implementing numerous other
policy changes afforded to the state
through the ACA. Among them isNYS's
own health plan marketplace, a major
feature of the ACA, which was launched
in October 2013. NY’s marketplace will
help thousands of New Yorkers with
mental health conditions but without
health coverage shop for and enroll in
health insurance, an essential benefit of
which is coverage of mental health and
substance use disorders.

Mental Health Parity: Our nation has
long awaited mental health parity. In No-
vember 2013, the final Federal Parity
Rules were issued to implement The Men-
tal Headlth Parity and Addiction Equity
Act (MHPAEA) of 2008, which required
health plans that offer mental health and
substance use disorder benefits to cover
them to the same extent that they cover
medical and surgical benefits. Addition-
aly, the ACA significantly extends the
reach of MHPAEA, requiring that all
small group and individual market plans
comply with federal parity requirements
and that plans offered through the market-
place include coverage of behaviora
health and at parity. This final rule, along
with the ACA’s extension and the hedlth
plan marketplace, will give many more
New Yorkers access to needed mental
health services.

Community Transition: In addition to the
above noted reform efforts, a few differ-
ent policy shifts will transition individuals
with psychiatric disabilities from institu-
tional settings to community-based care.
Over a three year time frame, NYS is
planning to consolidate its inpatient psy-
chiatric facilities, closing six of its 24
state hospitals, and converting designated
areas into Regional Centers of Excellence
(RCEs). RCEs will be state operated re-
gionally-based networks of inpatient and
community based services. Additionally,
as aresult of separate lawsuits, NY S must
transition a select group of people with
serious mental illness who are residents of
adult and nursing homes into the commu-

nity. Over a five year period, NYS will
move more than 4,000 adult home resi-
dents with serious mental illness in NYC
into community housing. Over a similar
time period, the state must also transfer
hundreds of out-of-state nursing home
residents, some with serious menta ill-
ness who were transinstitutionalized, back
into NYS. These significant policy transi-
tions require careful planning to ensure
that appropriate community-based re-
sources are devel oped.

All of these sweeping changes have
the great potential for achieving the
aims of health reform, also known as
the Triple Aim: Better coordinating care
delivery, improving recovery, health
and mental health outcomes, and de-
creasing the costs of care. But these
policy shifts must be used to leverage a
comprehensive, sustainable, coordinated
behavioral health infrastructure that
implements specific changes needed to
substantially improve policy and prac-
tice for those with historic and future
diverse, unmet mental health needs. The
needs for this infrastructure are high-
lighted below:

e Maintain and expand mental health
as a major component of health pol-
icy reform including maintenance of
parity, enhanced integration of be-
havioral and physical health care, and
workforce development

«  Build population-based mental health
policy for those whom mental health
service expansion would be benefi-
cial. Progressive expansion of the
mental health system should focus
particularly on underserved popula-
tions including (1) children and ado-
lescents, (2) older adults, (3) minori-
ties, (4) people with serious mental
illnesses who do not use traditional
services, (5) people with serious men-
ta illnesses who are being de
institutionalized, (6) people who are
homeless, (7) people with co-
occurring severe mental, substance
use, and physical health conditions,
and (8) military personnel, veterans,
and their families.

o Expand services for adults with seri-
ous mental illness who are transition-
ing into the community and for those
who are not adequately served by the
current mental health system including
those who are homeless, involved with
the criminal justice system, living in
adult homes or nursing homes, and
those who are unwilling to use mental
health services

o This effort should include expanding
initiatives which emphasize recovery,
enhance access to mainstream society,
and improve quality of life. It should
aso include a mechanism for adults
with serious menta illness who are
enrolled in Medicaid behaviora health
managed care plans, specifically Hedth
and Recovery Plans (HARPs), to dis-
enroll based on recovery benchmarks.

o Prepare for predictable, major demo-
graphic shifts, especidly for older adults
and cultura minorities and immigrants

e Access|ssues

o Ensure and monitor implementa-
tion of parity between hedth and
mental health insurance coverage

« Expand the use of technology to
engage people who are other-
wise not willing, or able, to ac-
cess care

e Asaure that care is available to
people who continue to lack in-
surance coverage or with inade-
guate insurance coverage, includ-
ing immigrants and undocu-
mented aliens

e Quality Issues

e Enhance integration of behav-
ioral and physical health care

e Assure widespread knowledge of
state-of-the-art treatment and reha-
hilitation

« Develop adequate monitoring and
evaluation tools and mechanisms
that are population based

e« Retool the behavioral health
workforce and build it appropri-
ately for the future demand for
care, including:

e Addressing the shortage of mental
hedth professionals, especidly
for children, older adults, and
minorities.

e Addressing the need for enhanced
clinical and cultural competence

o  Expanding the use of peers, family
members, and paraprofessionals

e Provide family support to assist fami-
lies who are providing housing and
other forms of care for people with
mental illness

e Commit to combat discrimination
againgt people with mental illness and
educate the public about mental illness
to foster better societal acceptance and
integration

e Overcome state and local financial
and regulatory barriers that prevent
further progressive development of a
comprehensive community-based sys-
tem of care

Some of these recommendations are
being embedded in the redesign of the be-
havioral hedth care system, while others
have not been considered. As we continue
to craft bold, far-reaching policy changes,
we must use this extraordinary time to de-
velop even bolder, more creative changes
to achieve the promise of visionaries be-
fore us who imagined a society where all
people with mental health needs are fully
integrated in their communities with access
to high quality, recovery-oriented mental
health supports. Thistime is like no other,
SO we must use it wisely.
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— The NY SPA Report —

TheFinal Parity Rule—What NY S Should Do About It

By Barry B. PerlIman, MD
Director, Department of Psychiatry,
Saint Joseph's M edical Center

n November 21, 2013, five

years after the passage of the

Paul Wellstone and Pete

Domenici Mental Health Parity
and Addiction Equity Act of 2008
(MHPAEA), the federal Departments of
the Treasury, Labor and Health and Hu-
man Resources issued the final rule gov-
erning its implementation. Due to the fact
that most health insurance plan years take
effect on January 1% of a given year, this
fina rule will become broadly effective as
of January 1, 2015. The fina rule makes
clear that the states will have the primary
role in the enforcement of MHPAEA with
the federal Department of Health and Hu-
man Service through its Centers for Medi-
care and Medicaid Services (CMS) having
final authority over insurers in non com-
pliant states. This time line gives inter-
ested stakeholder groups, such as the New
York State Psychiatric Association and
other professional organizations aong
with other organizations which advocate
on behalf of persons with mental illness, 1
year to assure that a division devoted to
Parity implementation is created within
the Department of Financial Services
(DFS), the successor agency which incor-
porates the charge of the previous Depart-
ment of Insurance.

Only through the establishment of a
dedicated bureau within the DFS will in-
terested parties be assured that expertiseis
developed within the agency regarding the
interpretation of this complex law and its
regulations. The 13 page law and its ac-

companying final regulation of over 200
pages do not lend themselves to facile
interpretation by persons who have not
taken the necessary time to digest its nu-
ances and complexities. For example, the
regulations require that mental health/
addiction benefits offered by a plan which
includes such benefits be no more restric-
tive in relation to the services offered on
the dimensions of quantitative (QTL) and
non-quantitative (NQTL) treatment limits
than they are for the medical and surgical
benefits offered. The 6 categories within
which comparability of benefits are re-
quired include inpatient and outpatient
services, both in and out of network if out
of network benefits are offered for medi-
cal and surgica services, as well as for
pharmacy benefits and emergency care.
The objective of having a bureau es-
tablished within DFS can best be realized
by gaining the support of the Governor
and the Superintendent of DFS. Concerted
action by a broad coalition of stakeholders
will be required as was created in the ef-
fort to gain the passage of Timothy's
Law, the New York mental health parity
law, during the Pataki administration. As
has been discussed in a previous NY SPA
Report in Mental Health News (Summer,
2011, Vol13 # 3, p. 14), the nexus of the
mandate in Timothy's Law and the parity
requirements of MHPAEA, when mental
health and substance abuse services are
covered, create particularly powerful pos-
sibilities in NYS for those advocating on
behalf of those with menta illness and
will provide the fodder for consideration
of plan violations to be considered in
NYS by DFS. (It should be noted that the
Final MHPAEA regulations do not apply
to Medicaid Managed care plans as well
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as other specified and other federally
sponsored health insurance plans which
were addressed in a CMS Dear State
Health Officia and State Medicaid Direc-
tor letter dated January 16, 2013.)

Given the mixed record of MPHAEA
compliance by commercial insurers, a
devoted bureau is sdlf evidently needed.
The final rule clarifies several areas of
concern previously identified by advo-
cates such as: 1) Intermediate behavioral
services must be covered to the same ex-
tent that plans incorporate intermediate
level of services for medical/ surgical
conditions. 2) Residential treatment facili-
ties for mental health and substance disor-
ders must be covered as an inpatient bene-
fit if the insurer covers either skilled nurs-
ing facilities or rehabilitation hospitals as
an inpatient benefit. 3) Partial hospital or
intensive outpatient mental health or sub-
stance use disorder services must be
treated as a covered outpatient services if
the plan covers home hedlth care as an
outpatient benefit. Passing judgment on
the “comparability” of medical necessity
reviews will be critical in preventing in-
surers from resorting to more stringent
application of criteriain order to circum-
vent this law as will scrutinizing the bu-
reaucratic processes to which they apply
to the plans approval and utilization re-
view processes. In each of the 6 catego-
ries, each incorporating a multiplicity of

issues subject to a requirement of NQTL
comparability, insurers may not apply
more stringent processes to mental health/
substance use disorders than they do to
medical / surgical benefits. Both advo-
cates and the state share an interest in the
vigorous enforcement of this law — for
advocates it means assuring that their
loved ones receive the treatment to which
they are entitled through their health in-
surance policies and for the state it means
assuring that insurers pay for the care for
which their enrollees have contracted
thus avoiding the shifting of costs to the
public sector. Reaching the desired out-
come from the robust application of the
MHPAEA will require: 1) Forcing plans
to disclose their medical necessity criteria,
evidentiary standards, etc. and how they
are applied to MH/ SA and medical/ sur-
gical services. 2) Education of the inter-
ested public by advocacy and professional
organizations about their rights under the
law and about how to bring their complaints
to the DFS, the NY S agency charged with
protecting those rights under the law. That,
therefore, is the reason we need to work
towards the designation of a Parity enforce-
ment bureau within NY S DFS.

Dr. Perlman is the Director of the De-
partment of Psychiatry at Saint Joseph's
Medical Center in Yonkers, New York and
a past president, New York Sate Psychi-
atric Association.
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Practical TipstoWorking With Managed Care

By Joe Ruggiero, PhD
Assistant Clinical Director
Addiction I nstitute of New York

ith the changes to managed

Medicaid, it is important

for therapists to be ready to

advocate for their clients
and for the care they deserve. After over
sixteen years of dealing with managed
care, there are certain tips that might be
helpful if you are new to the process of
calling companies. Often this is a coun-
selor's least favorite part of the job and
making it easier can be useful.

1. When calling a managed care company,
it is important to have an angle when ask-
ing for more visits. Calling managed care
does help you define your goals con-
cretely so that you can present them and
also verbalize the progress the client has
made. The therapist should be concrete
and explicit about these goals (e.g., identi-
fying certain triggers). If you speak in
vague terms (e.g., client is struggling), the
person you are speaking to may not have
a sense of what you are working on with
the client.

2. In general, theideal scenario for get-
ting more sessions is that the client is do-
ing well and they are engaged in treatment
but not well enough that they don’t need
further treatment at a certain level of care.
This way the treatment is working but
there is also a need for more contact and
ongoing care.

3. Often clinicians are advocating for a
certain level of care (e.g., intensive outpa

tient, outpatient rehab, etc). So it isimpor-
tant to understand why someone needs
outpatient rehab as opposed to a twice a
week recovery support group. Be clear
why this is so and make a case for a cer-
tain amount of structure and support the
person needs.

4. Involve the client. Clients should know
what the implications are of their insur-
ance company. For example insurance
companies tend to be “unforgiving” of
poor attendance and clients should know
that this jeopardizes their treatment on
multiple levels. There are times where
clients may feel blindsided by the deci-
sions of their managed care company.
Therefore they should be informed of the
process as it unfolds so that if treatment
gets cut off, they will not be surprised or
not prepared. If you feel a company is
getting tighter about giving you more vis-
its, it might be helpful for the client to
know so that when they do need to end or
transition to another level of care, they are
ready. Companies may give you some
time to terminate but at times it might just
be a session.

5. Try to understand the criteria for levels
of care. There are some companies that
you learn will only give you a certain
amount of 10P visits (20-30) for example
and it's good to know that beforehand. If a
company has a certain rigid criteria | have
not found that challenging this has been
helpful. For example | recently found that
a company did not accept someone into
inpatient rehab unless they had serious
psychiatric or medical issues (though not
serious enough to warrant inpatient psych
or a medical unit). The former criteria of

“failing IOP” which many companies use
was not acceptable. When companies
have very fixed timelines for more inten-
sive outpatient treatment they usually
don't go beyond the number of sessions
allotted by the company.

6. Be prepared. If you aren’t, it sounds
bad. Y ou should have access to very con-
crete information that you unfortunately
may have to repeat over and over to dif-
ferent providers such as policy number,
your facility tax ID, date of birth of client,
etc. Clinically, a counselor may be asked
to talk about how care will progress over
time in the long term. While they often
will not be held to this criteria they need
to know what their discharge plan may be
down the road.

7. So much has changed about inpatient
substance abuse care. Many clients have a
preconceived notion that they have to
have inpatient to get better. However, it
has gotten harder and harder for people to
go inpatient. Clients can enter detox but
only certain substances warrant this such
as dcohol or benzodiazepines. With these
substances, a medical professional needs to
get vitals and the detox needs to be medi-
caly warranted. Often clients and family
members feel they need it but should be
prepared for apossible rejection.

8. Rehab stays are very difficult to get
when using managed care. They are often
time limited and do not go up to 28 days.
A client does not tend to get approved for
rehab if they have not tried outpatient
first. There is some good reason for this
because the client may stabilize with out-
patient care. However once again clients

and their families may be very disap-
pointed by this.

9. Think long term. There are times where
counselors may precert intensive outpa
tient treatment and exhaust benefits for
ongoing care in the long term. While in-
tensive care may help, clients may need to
be in treatment over the course of a year
and you want to make sure they can go to
a recovery support group after intensive.
A counselor needs to look at the long term
trgjectory for a client and recognize that
their client will get better over time given
the support.

10. Educate your client. Clients often will
say, for example, | have 30 days inpatient
benefits but they don't understand that
these visits are granted if they are seen as
medically necessary by the insurance
company.

11. As clinicians and as supervisors we
need to make our programs as flexible and
realistic as possible to provide good care
given the restrictions we are faced with.
Clients for example may need to come
part time for some of our day programs
where there insurance is being tight. They
may not be able to come as often but they
will keep the continuity of working with
their specific therapist.

12. There are times when managed care
may ask for specific interventions such as
involvement of family. It is important to
make sure that this gets addressed because
the next time a call gets made, there will
be follow up.

Ensuring Humanity in Human Services Wor k

By Christine Schmidt, LCSW
Anti-Racist Alliance, New York City

s human services adopt more
collaborative approaches through
implementation of managed care,
expansion of health homes, and
other group treatment models, it is critical
for mental health and human services pro-
fessionals to understand racial oppression
as an obstacle to mental and physical
wellness. The structural and psychological
impacts of racism affect us all—providers
and clients. Yet the scourge of racism is
often an invisible and silent “elephant” in
the middle of the human services room.

Why Are We
At aCritical Juncture Now?

With the advent of the Affordable Care
Act and its requisite expansion of man-
aged care and care coordination, account-
ability to provide quality and cost-
effective services is the driving force for
human services. Lost too often in the
shuffle to control costs — an act for
which agencies are accountable to govern-
ing bodies — is accountability to clients.

Ensuring that our agencies are account-
able to the clients must include bringing
an antiracist approach to service.

What Does Racism in Human
Services Look Like?

The most significant indicator of sys-
temic racism is disproportionality—
meaning that our services produce out-
comes that disproportionately and nega-
tively impact clients of color. Racia dis-
proportionality shows up in all systems:
foster care, crimina justice, specia edu-
cation, homeless shelters, and hospital
emergency rooms—settings where people
of color are over-represented as clients
who need services that are not available to
them through private providers. Often,
we are too busy providing services to ask
“Why?' and “Does it have to be this
way?’ Coming to understand the answers
to these questions is complex, because it
requires us to take a critical view of our
society. It means coming to understand
how structural racism is embedded in our
history, in our current social services poli-
cies and in our psyches. As we examine
our agencies structures—their staffing,
service practices, and institutional priori-

ties—we can better understand how they
produce biased results.

How Do We Apply an Anti-Racist
Approach to Human Services?

Undoing racism begins by learning
about racism, including learning the dif-
ferences between racism, bigotry, diver-
sity, and multiculturalism. Racism is the
fusion of race-prejudiced attitudes with
privileged access to power and resources.
It has become embedded in our institu-
tions, policies and laws.

We learn about colorblindness as the
ideology that discourages us from con-
fronting racism. Colorblindness is based
on the idea that because racia discrimina-
tion is illegal, racism doesn’t exist. We
learn that in the United States we are all
victims of internalized racial oppression.
This means that our attitudes have been
shaped over generations to reflect beliefs
of racial superiority or racia inferiority.

Beginning to understand and discuss
our internalized beliefs and attitudes is the
first step towards personal transformation.
Being able to understand how our beliefs
and attitudes trandate into expectations
for ourselves, our clients and our agencies

is another step towards dismantling ra-
cialy unfair practices. We learn to organ-
ize strategically to change our agencies.
Making room for clients voices to be
heard about every policy and practice is
the first step towards true accountability.
For example, an agency with poor out-
comes and a high level of end-of-month
case closings could include clients in
analysis of outcome data with the specific
goal of improving services and reducing
racial disparity. The agency might learn
that decreased client response was trig-
gered by clients' limited cell phone plans
that lacked minutes at the end of the
month. Case management could be ad-
justed to address clients’ circumstances.
Understanding how to develop and
maintain |eadership—especialy leader-
ship among those previously marginalized
—is crucia to creating more equitable
practices. We learn how to recognize and
confront micro-aggressions suffered daily
by people of color. We learn to recognize
when promotion and hiring practices are
fair and when they result in racial bias.
We learn when to take strategic risks to
interrupt acts of racial discrimination. We

see Humanity on page 31
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Positioning for the New York State Managed Care Transition

By John Kastan, PhD, Senior Vice
President, Strategy and Business
Development, and Lauren Gasparine,
Director of Human Resour ces, PSCH

eparing your leadership and line
aff for the “managed care tran-
sition,” can seem daunting and
perplexing. There is no simple
formula that applies to providers in gen-
eral, or certain types of providers, except
in the broadest sense. Rather, it involves a
critical assessment of strengths, chal-
lenges and opportunities in programmatic,
administrative, financial and mission do-
mains. Each of our organizations has a
unique set of attributes, some of which
likely help position us to move forward
into uncharted territory and others which
may themselves need to be “managed” in
order not to become obstacles to progress.
It is very easy to get caught up in try-
ing to map out every detail of the State's
transition only to have the state change its
timetable or the federal government de-
cides to exclude certain services from the
State's plan. Similarly, if you are not
used to speaking with payer organizations
such as hedlth plans and BHO's, it is very
easy to become confused about what re-
flects the industry in general and what’'s
an idiosyncrasy of a particular payer.
Fortunately, while the pace of change
seems rapid, the actual changes tend to be

more incremental than you might imagine
or fear. Complacency, however, is not an
adequate response.

If you answer “yes’ to one or both of the
following questions, it may be a sign that
you are not quite ready for the transition:

Do you look at all the changes that are
occurring or being planned by govern-
ment and payers, and say — | don’t quite
understand it but I'm sure government
will make sure my organization survives?
Can you articulate what distinguishes
your organization from others that do the
same thing you do?

So, get ready!

What follows are some selected activi-
ties that any provider organization can
carry out to enhance its readiness and
ability to embrace new opportunities.

« Since financing models will change
over time, it is important that your
finance leadership becomes versed in
the various payment models that ex-
ist. This includes the current fee for
service systems involving CPT codes
and APGs, as well as various partia
risk approaches including case rates,
gain-sharing; and the like. And, they
should begin to school themselves on
how to manage per member/per
month payments.

Your program leadership and your
quality staff need to be concurrently
thinking about the “value proposi-
tions’ associated with managed care
and population health, how that af-
fects the way programs operate, and
how you would “sell” them in an
outcome oriented environment. For
example, one of the major goals of
the State plan (and managed care
plans in general) is to reduce unnec-
essary emergency room and inpatient
hospital use while helping clients
function in the community as best as
they can, with support, if needed. To
the extent that your programs have
been successful at this, document it,
with solid dataif possible.

Develop approaches to providing
“whole person” care to your clients
and establish systems to measure and
document these activities, including
such simple things as improved ac-
cess. Of particular importance is
documenting efforts to integrate ser-
vices with other healthcare organiza-
tions. Over time, there will be the
expectation that you will implement
models of services integration that
reguire formerly autonomous organi-
zations to work together. This will
include identifying the practices and
services you employ that support
enhanced community tenure for con-

sumers including pre-vocational and
vocational services, socia supports,
housing related supports, and the like.
Inthe NY S Plan, some of these will be
included in Medicaid Managed Care
in what are called 1915i-like services,
referring to a Federal statute.

The more genera point here is to look
at what you are currently doing. Then,
determine the extent to which it positions
you to be effective in a care system that is
less focused on producing visits, and more
focused on measurable outcomes on a
range of traditional clinical goals as well
as day to day functioning and recovery.
Further, your program development focus
should be “how can we improve access to
services so that they are available to cli-
ents when they need them.”

In order to assess where things cur-
rently stand in your organization, here are
afew things you can do right now:

« Walk through your agency as a con-
sumer — does the environment and the
procedures you have in place reflect
your mission and create the kind of
atmosphere that make you feel well-
served as a consumer? Are there
things you would change right now,
regardless of how you get paid? Are
there practices that seem counter to

see Positioning on page 28
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Coordinated Behavioral Health Services, Inc. (CBHS)

One Group’s Pathway Toward Preparing for Managed Care

By Amy Anderson-Winchell, LCSW,
CEO, OccupationsInc., Andrea Kocsis,
LCSW, CEO, Human Development
Services of Westchester (HDSW), Amy
Kohn, DSW, CEO, Mental Health
Association of Westchester County,
Stephanie Madison, LM SW, CEO,
Mental Health Association of Rockland,
Alan Trager, LCSW, CEO Westchester
Jewish Community Services (WJCS)

oordinated Behavioral Heath
Services (CBHS), incorporated
in 2012, is comprised of eight
leading behavioral health and
developmental disability nonprofit com-
munity-based agencies serving the Lower/
Mid-Hudson River Region of New York
State, and providing services in West-
chester, Putnam, Rockland, Orange, Sulli-
van, Dutchess, Ulster, Greene and Colum-
bia Counties. CBHS has an invaluable
partnership with New York Integrated
Network (NYIN), a group of leading pro-
viders in the Developmental and Intellec-
tual Disability field who are creating myr-
iad innovative products and services. This
article, however, will only focus on
CBHS in the behaviora health space.

The five Behaviora Health agen-
cies—Human Development Services of
Westchester (HDSW), Menta Hedth
Association of Rockland County, Mental
Health Association of Westchester
County, Occupations, Inc., and West-
chester Jewish Community Services
(WJCS)--are now forming an Independent
Practice Association (IPA) to build a
Multi-County Model to deliver the Triple
Aim for people with behaviora health
needs. improve patients experience of
care while improving their health and
reducing the per capita cost of care.

The Context

Just a few years ago New York State
announced it planned to move all Medi-
caid-funded services to managed care--
which had potentially seismic implica
tions for the people receiving services as
well as for providers. Agencies needed to
rapidly contemplate how to shift our focus
and business model. For decades, these
providers had developed valuable rela-
tionships and contracted with the “O’s"—
Office of Mental Health (OMH), Office of
Alcohol and Substance Abuse Services
(OASAS) and Office for People with De-
velopmenta Disabilities (OPWDD) — and
we were now faced with the prospect of
our primary business being delivered
through contracts with managed care
companies (MCQO'’s). This move to man-
aged care was a cost cutting/cost control
effort. Many questions were raised for all
providers: did the new rates established
in the multi-year roll out of clinic trans-

formation get marginalized; how do we
market to the MCO's, and if we are suc-
cessful, how would our agencies stay in
business with even lower rates than under
clinic restructuring; will this transition to
managed care really give us more flexibil-
ity and alow us to be creative and more
responsive to the people we serve, or will
this simply boil down to needed cost-
cutting; was this effort to reign in unsus-
tainable Medicaid costs going to totally
disrupt the delivery of services as we know
it—and who among us would survive?

New York was also creating “Health
Homes,” a fundamental and important
new service that would explicitly provide
care management to all its customers...
and potentially play an important role in
what services were used (and what pro-
viders were utilized).

On the heels of the 2008 Great Reces-
sion, the government would likely have
little if any funds available to facilitate
this transition, and this transformation
was occurring at a time when there was an
expanded pool of people needing services.

On the federal level, The Affordable
Care Act was now being implemented
with its goals to improve access to quality
care and to reform a stagnant system. The
Ingtitute for Headlthcare Improvement
called for health care systems to simulta-
neously address the “Triple Aim.” Noble
goals that we should all embrace—but
how to do it under a new and unfamiliar
system! At the same time, and not unre-
lated, there was increasing attention to
improving the overall heath care in the
United States by paying for outcomes and
not procedures. The concept of providers
sharing risk — benefiting financialy from
achieving a defined set of quality out-
comes but also being penalized for failing
to achieve those goals—was a very new
and challenging prospect for behaviora
health providers.

Our Response

As providers, we had absorbed many
challenges and changes over the past dec-
ades but this was different — radically and
disruptively different. The usua tweaks
and tools would no longer suffice. Each
agency tackling the challenges in their
habitual way would no longer work.

The five behaviord hedth agencies de-
cided to meet and assess whether as a group
we could address these challenges, changes
and opportunities. Partly driven by concerns
about sdlf-preservation, we aso wanted to
address the opportunity to implement the
federal strategy to identify the heavy users
of more expensive inpatient and emergency
department services and connect them pro-
actively to those that are less expensive, and
often more clinically appropriate, and creste
more person-centered services (perhaps less
burdened by traditional regulations).

In 2012, the five organizations pro-
vided behavioral hedth services to an
unduplicated 10,000 individuals. Services
include a broad range of clinical, housing,
supportive and recovery-oriented behav-
ioral health services.

Although the group was convened
based on some familiarity with each other
and with our respective agencies, we did
not al know each other well. We needed
to confirm that we shared values, were
mission-based and could trust each other.
Two years into the process we continue to
build trust and strengthen our partnership.

This group quickly became a robust
learning collaborative: to identify the ar-
eas about which we needed to educate
ourselves, to quickly develop expertise in
those areas and to remain scrupulously on
top of information.

With our increasing knowledge, we
recognized that in the managed care world
of “covered lives’ and “depth and breadth
of services’ this group needed to become
more than a learning collaborative.
Guided by expert consultation, this infor-
mal group created a strategic alliance...
and then formed a legal not-for-profit
corporation in August 2012.

Organizations that were applying to be
Health Homes approached our individual
agencies to be providers in their Health
Home. We responded as CBHS, under-
scoring our presence in the market.

As a consequence of our significant
role in the loca heath homes, we tasked
ourselves to become experts in care man-
agement. As CBHS providers, we will
insure that our staff utilize best practices
and adhere to the highest standards, re-
gardless of “agency of origin.”

With Health Homes ‘launched’ and
our care management services active, we
continued to do business in the current
environment while preparing for the
world-to-come. We are actively meeting
with MCQO's and health care providers to
gain a better understanding of their needs
and what CBHS and they can bring to
the table

While remaining mission-centric and
keeping our eyes on the needs of the peo-
ple we serve, attention is required to im-
plement leaner, more efficient work proc-
esses, establish a competitive advantage,
and solidify reputations as go-to service
providers of high quality efficient ser-
vices. We created an extensive committee
structure to dive deeper into metrics, care
management, new products, financia
models, and information technology.

In order to plan for negotiating with
MCO's and other funders, we have cre-
ated an IPA. As we write this article, we
are in the midst of addressing the issues of
clinica and financial integration. Inte-
gration as an IPA will alow us to negoti-
ate as one organization—an organization
that provides a broader array of services

CBHS PARTNERS
Abilities First, Inc.
Crystal Run Village

Human Development Services of
Westchester (HDSW)

Mental Health Association
of Rockland

Mental Health Association
of Westchester County

New Hope Community
Occupations, Inc.

Westchester Jewish Community
Services (WJCS)

to more people than any one of us could
offer individually. We have also devel-
oped a CBHS brand that compels us to
maintain the highest standards, deliver
quality care, and do it efficiently.

The Process...and the Future

As a group of individual providers
coming together we have had to address
the issues of different corporate cultures,
different management styles, different
services and fidelity to one's own agency
and doing things “that way” ...not to men-
tion 5 CEO’s used to running their own
shops finding away to make this work.

As a collective, learning to manage
risk, create new business models, and
partner with folks “on the other side of the
counter” brings its own challenges, in-
cluding addressing the need to consider
business partners that bring deep pock-
ets—and different lenses—to better com-
pete in the new world.

We have engaged with each other and
consultants to learn about healthcare pol-
icy and finance, and the complexity of
business models that are now shaping our
industry. We are poised to partner with
managed care organizations and other
providers to implement our concepts to
deliver the outcomes of the triple aim.
There is risk in these initiatives for ac-
complishment and for failure. We have
jumped in with perhaps equal doses of
commitment, hubris, humility and fear.
We recognize how much we do not know
- but hold onto a steady, even renewed
determination to play an activerolein this
transformation. We are certain that we
will continue to learn from our experience
and will utilize this learning to inform our
practice of the future.

Give Someone in Need the Gift of Hope:

A Gift Subscription to Behavioral Health News - See Page 32 for Detalls
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i |] Westchester Jewish Community Services

WJCS

Celebrating 70 Yeary

Westchester Jewish
Community Services

Provides Comprehensive Behavioral Health Services

| - Fiddamean Nacad Teaabimnamd

Human Development Services of Westchester

Human Development Services of Westchester isa social service
organization providing quality psychiatric, rehabilitative, residential
and neighborhood stabilization services in Westchester County.

HDSW is dedicated to empowering the individuals and families we
serve to achieve well-being. The mission isaccomplished through
the provision of housing, vocational services, case management,
community support, and mental health rehabilitation services.

HOPE House - Clubhouse
100 Abendroth Avenue
Port Chester, NY 10573

(914) 939-2878

HDSW - Main Office
930 Mamar oneck Avenue
Mamaroneck, NY 10543

(914) 835-8906
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Mental health services for children, adults and families
140 RTE 303, Valley Cottage, New York 10989

845-267-2172

www.mharockland.org

Providing award-winning programs
staffed by highly skilled professionals, since 1895
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Jorge R. Petit, MD Elected New MHNE Board Chairman

Dr. Peter Beitchman Hailed For HisMany Years of Dedicated Service

Staff Writer
Behavioral Health News

his June Dr. Peter Beitchman

will retire as Chairman of the

Mental Health News Education,

Inc. (MHNE) Board of Directors
after seven years of dedicated service.
MHNE is the nonprofit organization that
publishes Behavioral Health News and
Autism Spectrum News. Jorge R. Petit,
MD, will succeed Dr. Beitchman as the
new MHNE Board Chairman.

Dr. Beitchman joined the MHNE
Board in June of 2006, serving as Treas-
urer for two years, then as Chairman since
June of 2009. Dr. Beitchman is best
known for his many years as Chief Execu-
tive Officer at The Bridge in New York
City, an award-winning behavioral health
organization which provides many vital
services to the behavioral health commu-
nity. Dr. Beitchman has worked and advo-
cated within New York’s mental health
system for more than 45 years actively
serving as a board member of a number
of advocacy organizations as well as
having held key public mental health
policy positions. He has been an Adjunct
Assistant Professor at Hunter College's
Silberman School of Social Work and
the Columbia University School of So-
cial Work.

JorgeR. Petit, MD

According to Ira Minot, Founder and
Executive Director of MHNE and Pub-
lisher of Behavioral Health News, “Dr.
Peter Beitchman has played an instru-
mental role in MHNE's success and de-
velopment over the past eight years.
Early on, he recognized the value of our
newest publication, Autism Spectrum
News, which premiered in 2008, and

Dr. Peter Beitchman

through his leadership helped to expand
board membership to include members
of the autism community. Dr. Beitchman
was also instrumental in MHNE's recent
transition from Mental Health News to
Behavioral Health News, a process
which was several years in the making.
We are deeply grateful for his many
years of dedicated service to MHNE.”

Jorge R. Petit, MD joined the MHNE
Board of Directorsin the fall of 2008 and
he was elected as incoming Chairman
Elect in June of 2012. Dr. Petit came to
MHNE with a vibrant background within
the mental health system throughout
New York State. Some of the many
prominent positions he has held include:
Former Associate Commissioner for the
Division of Mental Hygiene (DMH) in
the NY C Department of Health and Men-
ta Hygiene (DOHMH); he Vice Chair-
man and Acting Chairman of the Depart-
ment of Psychiatry at North Generd
Hospital, an affiliate of Mount Sinai
Medical Center and was the Director of
the Psychiatry Emergency Services at
Mount Sinai Medical Center. Dr. Petit is
currently the President and Founder of
Quality Heathcare Solutions Group
(QHS), which provides training and con-
sulting services for healthcare systems
including community-based behavioral
health agencies, hospital psychiatry/
behavioral heath departments, and loca
and state regulatory entities. He has
worked with the NYS Office of Mental
Health (SOMH) in a complete restructur-
ing of patient care services at Kingsboro
Psychiatric Center in Brooklyn, New
York; during 2011 he served as the Interim
Director of Psychiatry at the Institute of

see New Chairman on page 28

Enhancing Behavioral Care ServicesVia Managed Care

By Stella V. Pappas, LCSW-R, ACSW
and Sandy Forquer, PhD
Optum

he President’s Freedom Com-
mission on Mental Health, un-
der President George Bush and
lead by former New York State
Office of Mental Health Commissioner
Michael Hogan, has stated “the mental
health system is broken.” Great strides
have been made in the decade since the
Commission’s report in 2003. The Af-
fordable Care Act is now the law of the
land, and it expands on the health care
reform from the Mental Health Parity
and Addiction Equity Act of 2008, which
requires parity for behavioral health.
This fundamental change in insurance
coverage, along with some tragic current
events such as Sandy Hook, has cata-
pulted behavioral health care to the fore-
front of our national conversation. In our
own state of New York, Governor
Cuomo has empowered a Medicaid Re-
design Team (MRT) to increase quality
and efficiency in the New York Medi-
caid program within the rubric of the
triple aim: 1) improving care, 2) improv-
ing health, and 3) reducing costs. New
York State is moving toward “ Care Man-
agement for All.” Under this mandate, the
vast magjority of Medicaid-reimbursed ser-
vices will be moved away from a fee-for-
service model to a managed care model.

A Provider Perspective
By Stella Pappas, Executive Director,
New York City Behavioral Health
Organization (moved from provider field
to managed care in 2013)

Before | go into the reasons for this
change, | should first acknowledge that
consumers, providers, and managed care
companies are all apprehensive as they,
together, wade these unchartered waters
in New York Medicaid behavioral health.
As a longstanding provider, | know that
the predominant provider view has been
that managed careis:

1. Exclusively bottom-line focused
2. Does not understand behavioral health

3. Develops “best practices’ in isolation
and then mandates them

4. A payer and not a partner

Having moved from the provider
world to the managed care world in only
the last few months, | have found much to
my surprise, that quite the opposite is true
on each of those points. Furthermore, |
have been specifically surprised by:

1. The number of behaviora health pro-
fessionals (aside from MDs) employed by
Optum at all levels (sales, management,
etc.) — MSWs, PhDs, PsyDs, etc.

2. The incredibly deep commitment to
recovery and use of peer services as a
means to improving both health and be-
havioral health outcomes.

3. The corporate values being much
aligned with the consumer-based organi-
zation world from where | have come.

4. The use of an interna research team
that reviews emerging best practices, as
well as an internal clinical group that,
with significant peer representation, de-
velops clinical guidelines based on the
literature. These are vetted with both our
external policy advisory forum and our
consumer advisory board which have rep-
resentation from across many disciplines
and geographic locations. For example,
Optum has recently published an article in
the December issue of Psychiatric Ser-
vices that describes the first clinical level
of care guidelines for peer services.

5. The strategic partnerships with provid-
ers across the country around pay-for-
performance contracting and, more re-
cently, episodic and bundled payments.
Optum now has such contracts in place in
22 states.

So why is there a movement from fee-
for-service to managed care? We are al
aware of the research that demonstrated
that persons with mental health and sub-
stance abuse disorders die 25 years earlier

than those without those disorders. We
know that many of these individuals lack
basic primary health care.1 We know that
their emergency room utilization, hospi-
talizations, and uncoordinated care for
chronic health conditions and end of life
are huge drivers of cost. The lack of inte-
grated services and strategies, often due to
lack of information and payment support,
feed the lack of coordinated services.
Managed care has developed strategies to
help break the readmission cycle and will
work closely with its network providersto
address these cost drivers, while improv-
ing integration of care and recovery-based
outcomes. The shift to managed care and
its approved waiver will allow the Depart-
ment of Health to move toward care inte-
gration and alow for payment of previ-
ously non-reimbursable services. Also,
the role of the health homes will be well-
facilitated through managed care.

A Managed Care Organization
Perspective By Sandy Forquer, Senior
Vice President, Government Programs,
Optum (moved from government field to
managed care in 1995)

Managed care functions have changed
as the care models have changed. When |
started in managed care in 1995 after
serving as deputy commissioner for the
New York State Office of Mental Health,

see Enhancing on page 31
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Bullied By Addiction

By Lori Ashcraft, PhD, Executive
Director, Recovery Innovations
Recovery Opportunity Center

t's sort of embarrassing to have an

eating disorder. It seems like such a

silly problem to have. “Just stop it!”

Well, unfortunately, it's not that
easy. In fact it is not easy at all. Other
addictions can be avoided, not easily, but
one can live quite successfully without
smoking or alcohol or drugs or gambling
or even sex. But one has to eat to survive
so there is no avoiding it. | hope my story
will help others find ways of overcoming
eating disorders and gain some freedom
from the preoccupations that rob us of a
full and meaningful life.

Like most addictions, an eating disorder
serves to buffer us from tough times that
come our way — first by comforting us, but
then by preoccupying us with compulsions
that are usually more painful and frustrat-
ing that the reality we hoped to cushion.
Worst of al, we can’'t makeit go away.

How did this happen to me? Well,
that's a good question. In my case, | don't
know what came first, the devastation of
depression and the disabling effects of
anxiety, or the eating disorder that has
haunted me and bullied me for most of
my life. I’m guessing the depression and
anxiety came first and | began to use food
as a way to comfort myself and remove
me a step or two from painful situations.

Lori Ashcraft, PhD

As far as | can tell the preoccupation
with food started when | was 10 years old.
It was atough year. My brother was born;
| started my period, had my tonsils out
and was sexually abused by someone
close to me. Whew. This was aso the
year that | went from being a happy go
lucky skinny little kid to a chubby prepu-
bescent girl —moody and worried and sad.

When | was the skinny kid, mom al-
ways tried to get me to eat more- | was

her only kid and since she had barely sur-
vived the great depression, food was a
symbol of many things for her — love,
health, wealth, and well being. If you ate
what she fixed, that meant that you loved
and respected her and that you accepted
her gifts of food with gratitude. So | be-
gan to eat alot to please her, and pleasing
her became very important since my new
baby brother (who | later came to love with
all my heat) was soaking up dl the attention.
Also when | was sad and worried, mom's
prescription was aways, “Eat and you'll
fed better.” So | took her at her word.

Soon | was chubby and feeling self
conscious and ashamed because | was
fatter than the other kids. This is when |
first felt the effects of the double edged
sword: | could eat and feel the immediate
comfort of being realy full and make
mom happy. Or not eat, make mom wor-
ried, but at least fedl like | had some con-
trol over what was happening to my ex-
panding body. Eating actually did make
me feel better. | know now that it was
because of the high doses of carbohy-
drates flooding my system that elevated
my mood. But these temporary elevations
soon dropped below the line when | felt
fat and ashamed.

Yoyo dieting, diet pills, and a string of
diet plans later, | became a fully fledged
food addict. | was one of those people
who do not meet the specific criteria for
the two defined disorders, Anorexia Ner-
vosa and Bulimia. When this happens

people like me are given adiagnosis of an
Eating Disorder Not Otherwise Specified
(EDNOS). Over one-half to two-thirds of
people diagnosed with eating disorders
fall into the category of EDNOS. More
people are diagnosed with EDNOS than
Anorexia Nervosa and Bulimia combined.

EDNOS is not less serious that the
specific disorders. We have al the same
negative psychological, social, and physi-
cal consequences as people who are diag-
nosad with Anorexia Nervosa or Bulimia
The only difference is we bounce around with
abroad range of symptomsthat may changein
degree and duration. This unpredictability
makes us jumpy and provides many opportu-
nitiesfor false hope of recovery.

So how does this affect my life? The
affects are pervasive, but perhaps the most
disabling aspect is the obsession with all
things related to eating — what | ate, what
| plan to eat, what | hope | don't eat, what
| can’t wait to eat, and how bad | fedl after
| eat due to weight gain. This takes up a
lot of brain space and makes it hard to
concentrate. | have had high level jobs
most of my career, and many times I've
sat in meetings where important decisions
were being made. It's often been a strug-
gle to participate from my most intelligent
self because of the preoccupation with
what | ate, what | hope | don't eat, what
snacks are still left.

There are self help groups for people

see Bullied on page 30
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Carmen Collado Elected Co-Chair

of NYS Board for Social Work

Staff Writer
Behavioral Health News

ish Board of Family and Chil-
ren's Services (JBFCS) recently
nounced that Carmen Collado,
Assistant Executive Director, and
Chief Government and Community Rela
tions Officer, has been elected as Co-
Chair of the New York State Board for
Social Work. She was appointed to the
Board by Governor Cuomo and elevated
to Chair by her peers.

In 1891, medicine became the first
profession licensed by the New York
State Board of Regents. Since then, New
York's unique system of professional
regulation, recognized as a model for
public protection, has grown to encom-
pass 800,000 practitioners in 50 diverse
professions.

Social workers are trained to provide a
variety of services, ranging from psycho-
therapy to the administration of health
and welfare programs. They work with
human development and behavior, in-
cluding the social, economic, and cultura
systems in which people function. New
York State offers two professiona li-
censes to socia workers: Licensed Master
Social Worker (LMSW) and Licensed
Clinical Social Worker (LCSW). The

Carmen Collado, LCSW

NYS Board for Socia Work oversees
licensing as well as disciplinary actions
when necessary. As Co-Chair, Carmen
will be integral in setting schedules and
coordinating information from al Board
members.

New Chairman from page 26

Family Health — a federaly qualified
hedlth center with stes in Manhattan,
Bronx and Mid-Hudson valley area; and
currently is the Settlement Agreement
Compliance Coordinator for Kings County
Hospital Behavioral Health Services.

In addition, Dr. Petit is a member of
the American Psychiatric Association
(APA), American Association of Com-
munity Psychiatrist (AACP), American
Association of Emergency Psychiatrists
(AAEP) and is a past member of the NYC
Mayor's 9/11 Medical Work Group and a
prior advisor to the NY C Human Services
Council on their Mental Health Disaster
Preparedness Committee.

Dr. Petit earned his Medical School
Diploma from the University of Buenos
Aires, Argentina in 1991, completed his
Internship and Adult Psychiatry Resi-
dency at Mount Sinai Medical Center's
Department of Psychiatry, and his Public
Psychiatry Fellowship at Columbia Uni-
versity/Psychiatric  Institute—with field
placement in Bellevue Hospital Center’s
Bilingual Treatment Program and Outpa-
tient Commitment Program.

According to Dr. Peter Beitchman,
“Jorge has a wedth of knowledge and
experience with so many aspects of the
behavioral heath world. He is a noted
author and educator who has been hon-
ored for his leadership as well as his work
as a hilingual, bicultural leader in bridg-
ing the gap of disparities for Latinos in
the United States. | know that | am pass-
ing the Chairman’s torch to a leader who
will be of enormous help in expanding
the vital educational efforts of MHNE's

two publications, Behavioral Health
News and Autism Spectrum News.

David Minot, Associate Director of
MHNE and publisher of Autism Spectrum
News asked Dr. Petit about his vision for
the future as MHNE's new Chairman.
“What do you believe will be the biggest
challenge in guiding MHNE ahead in the
coming years?’

Dr. Petit stated, “The changing health-
care environment, at the federal and state
levels, as well as the upcoming change in
city government pose serious challenges,
as well as opportunities, for the mental
health, chemical dependency, and autism
community we currently target. As the
new chair of MHNE | feel we must strive
to be at the forefront in communicating
effectively and consistently about the
impact these changes will have on our
community of consumers, families and
providers—as well as expand the reach of
our vision to embrace overall health mat-
ters writ large. | envison MHNE as con-
tinuing to grow and be even more highly
valued as the trusted source of clear, un-
biased and serious content that promotes
the advances of recovery and resiliency in
our communities. In the coming months
and years, we will make every effort to
showcase best- and emerging-practices in
mental health, autism, substance use pre-
vention, treatment and advocacy. We will
make additional efforts to expand our
coverage and provide valuable education
in the areas of genera health and intellec-
tual disabilities. The growth and future of
MNHE must transition to a more holistic
approach to health, including wellness

see New Chairman on page 31

Advancing the Goals from page 1

Medicaid. Despite its checkered history,
they see managed care as a virtual pana
cea—as an instrument that can be used to
improve care, improve health and mental
health, and also contain costs—the “triple
am” asitiscalled.

For example, New York State created
a Medicaid Redesign Team shortly after
the election of Governor Andrew Cuomo,
and it in turn created a Behaviora Health
Workgroup. It “developed principles and
recommendations for moving behavioral
health services into managed care.” Here
areits“guiding principles:

« Coordinated care

e Integration of physical and behav-
ioral health services

¢ Recovery oriented services
«  Patient/consumer choice
« Protection of continuity of care

e Ensure adequate and comprehensive
networks

«  Tying payment to outcomes

e Track physical and behaviora hedth
spending separately

« Reinvest savings to improve services
for behavioral health populations

«  Address the unique needs of children,
families, and older adults.”

“In an effort to ease the impact of tran-
sition, a two-phase transition was
planned....” In phase 1, behaviora health
organizations (BHOs) were put in place
to manage access to inpatient treatment,
to promote good discharge planning, and
to shift away from a fee-for-service pay-
ment system. In phase 2, behavioral and
physical health care will be managed by
“risk bearing Qualified Mainstream
Managed Care Plans and Heath and
Recovery Plans (HARPs).” (The quotes
above are from NYS OMH’s website,
www.omh.ny.gov/omhweb/bho)

To me it is striking that the guiding
principles of behavioral managed care in
New York State do not include the pri-
mary goals for community mental health
that | mentioned before. Instead it isalist
of ways of doing things that presumably
will have beneficial outcomes. Coordi-

nated care, integration of services, recov-
ery orientation, etc. are all supposed to
make life better for people with psychiat-
ric disabilities.

Will they? Maybe they will. Butitis
equaly likely, it seemsto me, that putting
in place highly complex systems of be-
havioral managed care will leave the hu-
mane reasons for creating them behind as
a myriad of unanticipated problems of
implementation crop up.

For example, the call for coordinated
care is not new. It goes back at least to
the end of the 1960s; but judging from the
unending repetition of calls for coordina-
tion, not much progress has been made in
achieving it. Why? Because it depends on
busy (often overburdened) people with
diverse goals and objectives communicat-
ing with each other, learning to see things
from each others' points of view, making
the compromises necessary to work to-
gether, and maintaining working relation-
ships over time despite turnover of per-
sonnel and the personal quirks that make
some people congenia and others hostile.
Before | retired, |1 kept a sign over my
desk that said, “Collaboration is an un-
natural act committed by non-consenting
adults” Still true, I'm afraid. The new
solution? “Meaningful use” of electronic
case records. Maybe, but I’m skeptical.

So, here's my pie-in-the-sky sugges-
tion. Medicaid managed care arrange-
ments should be judged by answers to
these four questions:

o Does this system result in more peo-
ple with psychiatric disabilities hav-
ing safe, stable housing?

e« Does this system promote Dbetter
health and increase life expectancy?

e Does this system result in more peo-
ple developing lives that they find
satisfying and meaningful ?

o Does this system promote integration
into mainstream society?

If Medicaid managed care can make
life better for people with serious, long-
term mental illness, great. But if not, let's
dump it before it makes life worse.

Michael Friedman retired as Director
of the Center for Mental Health Palicy,
Advocacy, and Education in 2010. He
continues to write frequently on mental
health policy issues. His writings are col-
lected at www.michaelbfriedman.com. He
can be reached at mbfriedman@aol.com.

Positioning from page 22

encouraging awellness orientation
among your clients?

« Follow a “charge’ through the or-
ganization. Are you comfortable that
your revenue cycle management is
efficient and compliant?

e Meet with a few maor referra
sources and/or receivers and review
protocols and how the changes such
as Medicaid managed care expan-
sion, hedlth homes, etc. will affect
the referral flow.

« Among your medical/clinical steff, is
there a person-focused collaborative

spirit that is collegial and responsive
to client needs? Are clinica re
sources employed rationally, keeping
in mind the scope of practice, cost
and skills each type of clinician
brings to work? Have you considered
how peers and non-licensed staff can
support service goals?

Because the velocity of change is in-
creasing, planning and performance need
to be embedded in day to day leadership,
and the organization needs to be more
nimble and more responsive to changing
imperatives, while retaining a sense of
purpose through shared sense of the mis-
sion and the values of the organization.

see Positioning on page 29
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Education from page 12

the suggestion of one of the field based
presenters, an opportunity arose to add an
additional WebEx on “managed care in
NYS’ presented by a senior State regula
tor. The WebEx was added to the regular
syllabus and was opened to a much
broader audience. Over 200 individuas
registered for this event which was coor-
dinated between Albany and NYC. Class
participants were exclusively accorded
panelist status by permitting them to in-
teract with the presenter through the chat
box function.

Attendance at all sessions hovered at
about an 85% average with 100% notifi-
cation if personal circumstance did not
permit attendance. All participants were
asked to submit an anonymous semester-
end survey to gain feedback. On quality
measures most students rated the instruc-
tional quality as good to exceptional.

o« 85% agreed that the sessions pro-
vided new and valuable information
about the ACA

« Materia presented was rated as sig-
nificantly improving students work

capacity

e Students indicated that they would
recommend attendance to colleagues

e 60% of the class felt that WebEx
presentations were as engaging as in
class sessions

Interestingly, and perhaps mindful of
the need for transformative change,
strong endorsement of organizationa
change dynamics was seen.

Final projects were designed and im-
plemented within the participating organi-
zations Participants were encouraged to
form working groups for the purpose of
project design encouraging collaborative
behavior and cross communication..
These projectsincluded:

« Incorporating peer engagement sup-
port in ambulatory care settings

o Incorporating collaborative care fo-
cused on medical co-morbidity

« Developing an in-depth partnership

with an FQHC to integrate behav-
ioral and medical integration

« Developing a partnership between
the MCO and HH to broaden the
base of referrals across systems

o Developing medical access models
for veterans not eligible for VA ser-
vices due to discharge status

Clearly, these projects reflect the ACA
goals toward integration and innovation
of care. While it is premature to contem-
plate how sustainable these projects will
be over time, it is likely that as new
emerging payment models take hold for-
ward transformative systems movement
will “follow the money” and be seen as
essential to survival.

Lessons L earned:
Future Directions

There is a growing understanding
among agencies and seasoned profession-
as that the transformative process
launched by the ACA will require new
skills and an understanding of new tech-
nologies to be effectively implemented. A
mixed instructional model utilizing team
teaching consisting of faculty and field
based professionals is effective, can be
crafted to maintain instructional quality,
and will promote buy-in. A fina project
model can be helpful in implementing
actual change at the agency level result-
ing from educational processes.

The curriculum, as it responds to par-
ticipant feedback, should incorporate
presentations from medical professionals
on integrative principals and sections on
organizational change should be ex-
panded. As a final note, during a meet-
ing of MCO leaders hosted by the Silver
School and the McSilver Institute, the
MCO leadership noted two other impor-
tant areas that they are focused upon as
managed care takes the reins of Medi-
caid based hedthcare. These are the
need for more inclusive partnerships
among providers to facilitate specialty
care and support service to their mem-
bers who have diverse and complicated
needs, as well as the need for providers
to develop medical literacy regarding
medical co-morbidities among their staff
at al levels.

Primary care ¢ Dental care

Please check our website for open positions:

www.institute2000.org

THE Il\g;I'ITUTE
FAMILY HEALTH

Positioning from page 28

Regardless of the details of the managed
care transition, the above actions can help
you start your organization on the way.

PSCH is a comprehensive human ser-
vice agency whose mission is to empower
individuals and families with diverse
needs to realize their full potential for
achieving meaningful goals, guided by
principles of independence, wellness,
safety and recovery. Serving Queens,
Brooklyn, the Bronx and Staten Island,
Westchester, Nassau and Suffolk Coun-

ties, PSCH (including Peninsula Counsel-
ing Center and The Pederson-Krag Cen-
ter) offers a complete range of integrated
services from primary care and clinical
diagnoses and treatment, to educational,
vocational, residential, rehabilitation,
day treatment and family support pro-
grams. The PSCH team provides a per-
sonalized approach to suit each individ-
ual’s needs and goals. We measure suc-
cess by how well we empower individuals
with developmental and mental health
disabilities to achieve their highest poten-
tial and to enjoy the best possible quality
of life as members of their communities.

@nami

New York City Metro

Free Programs for Parents & Caregivers

of Children & Adolescents

NAMI Basics Family-to-Family Support Groups Parent Matching Program
“Your Child’s Mental Health” Lunchtime Conference Call Series

Helpline: (212) 684-3264 www.naminycmetro.org

L] ClInical dervices

o Evaluation Services

« Adult Day Services

« Employment Supports

. I\CSPILC DETVICES

e In-Home Services

« Family Education & Support
o Service Coordination

www.ahrcnyc.org
Call AHRC's Referral & Information Center = P. 212-780-4491/4493

Laura J. Kennedy, President

Gary Lind, Executive Director
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Collaborative Care from page 1

Many who are referred don’'t go. Others
may receive an insufficient number of
visits or ineffective forms of therapy,
leaving big opportunities to close the gaps
between what we know and what we do.

One way to help close these gaps is for
psychiatrists to work more closely with our
colleagues in primary care using a collabo-
rative care approach. Originaly developed
and tested by Dr. Wayne Katon and col-
leagues at the University of Washington in
the early 1990s, collaborative care has been
examined in the treatment of depression
and anxiety disorders in more than 80 ran-
domized, controlled trids and has consis-
tently been found to be more effective than
care as usual. In such programs, psychia-
trists work closely with primary care physi-
cians and mental health care managers
(usualy a licensed clinical social worker,
nurse, psychologist, or therapist). Each
team has a designated psychiatric consullt-
ant who provides systematic treatment
recommendations on patients who are not
improving as expected.

Effective collaborative care programs
follow the established principles of
chronic illness care including measure-
ment-based care, treatment-to-target, and
stepped care. Each patient’s progress is
closely tracked using validated clinical
rating scales (for example, PHQ-9 for
depression), analogous to how patients

Transformation from page 13

antipsychotic medications: assertive com-
munity treatment, substance use disorder
treatment, cognitive-behaviora therapy,
supported employment, skills training,
family-based services, and weight manage-
ment interventions. Studies have shown
that most people with schizophrenia are
not receiving all these potentially benefi-
cia services. How will HARPs and other
managed care plans and Health Home
care coordinators and service providers
assist all patients who need and want
these evidence-based practices to receive
them? How will the system expand spe-
cidlized models that serve individuals
early in the course of illness? Another
example is medication-assisted treatment
for opioid dependence. We in New York
City are experiencing dramatic increases

Bullied from page 27

like me and the one that has helped me the
most and has had lasting effects has been
a 12 step program known as Food Addicts
in Recovery. The things that make it work
for me are the spiritual aspects, plus the
camaraderie of people who understand and
who are also recovering from this disorder.
I've learned alot about how to survive this
disorder, but it has been a cruel teacher.
Like most addictions it is too powerful to
battle with willpower. Furthermore I've
learned that | can’t do it alone.
Overcoming any addiction is not for
the faint of heart. It takes alot of courage.
| am not faint of heart. Over the course of
my life | have experienced and risen
above many difficult things often under
adverse circumstances. | grew up in a
logging camp and lived my childhood in

with diabetes are monitored via regular
HbA1c tests. Treatment is systematically
adjusted if patients are not improving as
expected. Such adjustments can often be
made by the primary care treatment team,
with input from the psychiatric consultant.
This type of systematic treatment-to-
target can overcome the clinical inertia
that is often responsible for ineffective
treatments of common mental disordersin
primary care. The psychiatric consultant
typicaly focuses in-person assessments
on patients who present special diagnostic
or therapeutic challenges. Patients who
continue not to respond to treatment, who
have an acute crisis, or who prefer to seea
psychiatrist in traditional practice are re-
ferred to appropriate specialty mental
health care.

In Washington State's Mental Health
Integration Program (MHIP), for exam-
ple, which was designed to help low-
income or safety-net populations gain
access to quality mental health care, psy-
chiatric consultants typically support pri-
mary care-based care managers with ac-
tive caseloads of about 50 to 100 patients.
For patients who suffer from anxiety, de-
pression, or bipolar disorder, most of the
consultation is done directly with the care
manager who then passes on psychother-
apy and/or psychotropic recommendations
to the primary care physician. Patients
who are not improving or those with more
serious forms of mental illness can be

prioritized for a face-to-face or televideo
consultation with the psychiatric consult-
ant who then provides advice on an appro-
priate treatment plan. Using this collabo-
rative care approach, MHIP has served
over 35,000 patients in more than 148
primary care clinics statewide with the
support of five FTE psychiatric consult-
ants, areach that would be impossiblein a
more traditional practice model, espe-
cialy inrura aress.

Collaborating with our colleagues in
primary care can substantially improve
access to mental health care and create a
more patient-centered care experience for
patients who often have both mental
health and acute or chronic medical prob-
lems. Closer collaboration may also help
our patients with more severe mental ill-
nesses such as hipolar disorder or schizo-
phrenia. These patients often receive most
of their care in community mental health
centers and other specialty mental health
programs where a psychiatrist is often the
only physician they will see. Research
from the United States and severa Euro-
pean countries has demonstrated that pa-
tients with such chronic and persistent
mental disorders die 10 to 25 years earlier
than those without mental disorders, most
often not from their mental illness but
from health risk factors such as smoking
and obesity and from inadequately treated
hypertension and diabetes, sometimes
worsened by the antipsychotic medica-

in the number of people using and becom-
ing dependent on opioids — whether pre-
scription painkillers or heroin. The most
effective treatment for opioid dependence
involves medications such as methadone
and buprenorphine, coupled with counsel-
ing. We estimate that as many as half of
those who may benefit from treatment are
not receiving it. How will the new system
expand capacity and access?

Improving how behavioral health is ad-
dressed in primary care. While much
worthy attention is being placed on im-
proving the system of care for those with
the most serious behaviora health condi-
tions, we must keep in mind that the MRT
Workgroup rightly called for improve-
ments in how our medical system identi-
fies and helps manage mental health and
substance use problems more broadly.

Such conditions -- depression, anxiety
disorders, alcohol and drug misuse -- are
very common, and poorly addressed, in
primary care. When we at the New York
City Health Department examined the
leading causes of poor hedlth in our city,
we found that depression and alcohol use
were two of the top four. Primary care
practice is undergoing its own transforma-
tion to better manage chronic conditions
like diabetes and cardiovascular disease.
This transformation into “ patient-centered
medical homes’ entails increasing use of
health information technology, standard-
ized screening and management protocols,
team-based care that includes counseling
and support services for patients, and spe-
cialty consultation when needed. These
are the necessary components for effec-
tive depression and substance use care as
well. Expectations for behavioral health

poverty. I've learned to live with depres-
sion and anxiety. | have survived un-
healthy marriages and unfair divorces.
People close to me have died. I've earned
a couple of Master's degrees and a PHP.
I’'ve managed large complicated behav-
ioral health programs. So I'm no sissy.
Y et, nearly every day, | am faced with the
challenge of overcoming this addiction.
One of the most valuable lessons this
pitiless teacher has taught me is that when |
have the urge to indulge in compulsive
eating, it is usually not because | am hun-
gry. It is because | have lost connection
with my spiritual anchor. This leaves a
void that my brain wants to fill with food.
However, there is never enough food to fill
that void. So when | fed the pull to think
about or indulge in compulsive eating that
isamessage | listen to with my third ear. It
tells me to take a minute and reconnect to

my true self and to re-anchor my spirit.
Thisis not easy to explain, but it has to do
with moving from my head to my heart,
and then to connect with what's going on
around me from that point. By “heart” |
mean that place within me that istruly me.

What | just said in the paragraph above
has sometimes been the basis of rooky
diagnosticians labeling me with a border-
line personality disorder. They are usually
looking for evidence of this anyway since
they think that eating disorders and per-
sonality disorders are close associates.
Please don’t discount my explanation of
this struggle by labeling it. Just let it be.
That iswhat | have had to do.

Another lesson that has been hard to
learn is to stay away from highly addictive
foods like flour and sugar. | have to remind
mysdlf that edting is about nurturing my
body, not about having aparty in my mouth.

tions we prescribe. This is a situation
where we need help from our primary
care colleagues.

When behavioral health problems are
effectively treated with collaborative
care, patients experience improved qual-
ity of life, better self-care, better adher-
ence to medical and mental health treat-
ments, and better overall heath out-
comes. Evidence on collaborative care
also suggests that these programs not
only improve care at the individual and
population-based levels, but also they
can lower total health care costs. In the
language of health care reform, this is
called achieving the “Triple Aim.” For
psychiatrists who enjoy working in
teams and working closely with their
nonpsychiatric  physician  colleagues,
collaborative care presents a wonderful
opportunity to bring their expertise to
help alarger population of patients.

Jurgen Uniitzer, MD, is Professor and
Vice-Chair of Psychiatry and Behavioral
Science at the University of Washington.
Jeffrey Lieberman, MD, is Professor and
Chair of Psychiatry at Columbia Univer-
sity and President of the American Psy-
chiatric Association.

Thisarticle appeared in the
November 15, 2013, issue of Psychiatric
News. Reprinted with permission fromthe
American Psychiatric Association.

outcomes should be integrated into pri-
mary-care oriented managed care per-
formance monitoring, and clinical provid-
ers should be supported in developing
behavioral-health-specific capacity, such
as collaborative care for depression,
screening and brief intervention for alco-
hol use, and buprenorphine prescribing
for opioid dependence.

The New York City Department of
Health and Mental Hygiene has been, and
will continue to be, an enthusiastic partner
with our State colleagues in charting a
course for our system’'s transformation.
We will aso be vigilant in monitoring
progress toward our shared goas specifi-
caly for the people of New York City.
The complexity of this task is immense,
but so is the potential to benefit the people
we serve.

I’ve alluded to this earlier, but just in
case you missed it, | want to close with
some advice | give mysdf every day.
Don't fight it. When you fight it you give
it power and it will win every time. Don’t
try to outsmart it. It knows your brain and
will use it against you and you will lose
every time. Don't deny it. It will continu-
ally produce evidence that it is ever pre-
sent and you will be the only one fooled.

Surrender. Don’t give up, but surren-
der the outcome to whatever higher power
you can find. Make a food plan you like
and follow it. There is freedom in this
approach. Don't try to do this alone. Find
kindred spirits who will understand your
struggles and support you.

| wish you the best on your journey to
wholeness and health.

To learn more about Lori and her work
go to: Www.recoveryopportunity.com.
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Humanity from page 20

create collaborative efforts with clients,
colleagues and administrators to imple-
ment practices that promote racial healing
and racial equity. We organize to disman-
tle policies and practices that do not bene-
fit our clients.

Bringing an anti-racism culture and mis-
Son to an agency is a dow process that in-
volves a thorough examinaion of the
agency’s practices and history by al steke-
holders. Undoing racism requiires persistence.

Has It Been Done?

Yes. On alarge scale, the Texas Depart-
ment of Family Protective Services has
been undertaking, from 2005 to the pre-
sent, statewide re-organization aligned with
anti-racism principles. This effort resulted
from an in-state legidative study that found
disproportionate reporting of African-
American children to protective services
and their placement in foster-care.

Stakeholder teams, including clients,
were developed to address issues of staff
recruitment, training, as well as services

Enhancing from page 26

our functions were quite straightforward.
We managed the utilization of services
and therefore, managed financia risk.
Managing services was a much simpler
function at that time. In 1995, we only
had five levels of service that included
outpatient, day treatment, partial hospi-
talization, residential and inpatient ser-
vices. That was it. We managed clinical
services through the development of level
of care guidelines and the use of utiliza-
tion review. We would bring together
respected clinicians from the community
to help usidentify inclusion and exclusion
criteria. An appeals system was available
to request a review of denials when the
provider or family disagreed with the de-
cision. Asaresult of so few levels of care,
service options were very limited.

We also managed the provider network
which consisted of credentialing tasks,
renewals and recruitment where we had
access deficits. Additionally we were re-
sponsible for ensuring quality measures
were achieved and this required usto have
a data system that was capable of collect-
ing data from our providers and format-
ting it according to state specifications

New Chairman from page 28

of investigation, placement, removal,
placement and reunification. All managers
completed Undoing Racism® training in
order to understand that racial dispropor-
tionality is a manifestation of systemic/
institutional racism.

As a result of this massive undertaking,
placement of African-rAmerican children
has been reduced, families are stronger,
workers fed more effective, and the state of
Texasis saving significant sums of money.

Another example: The Human Services
Council of New York City has sponsored
Undoing Racism training for agency execu-
tives for ten years. As aresult, many human
services agencies include undoing racism in
their core missions. In these agencies, lead-
ership and staff recruitment, service ddlivery
and accountability has changed to incorpo-
rate an anti-racist approach.

Who Is Doing This Work?

Fifteen years ago, 60 New York City-
area social workers participated in a two
and a haf day Undoing Racism workshop
conducted by the Peoples Ingtitute for
Survival and Beyond. Realizing that their

respective agencies were not incorporating
anti-racist practices into client services,
they formed the Anti-Racist Alliance to
bring collectively a clear anti-racist vision
to their work and to organize more human-
services workers and agencies to partici-
pate in the Undoing Racism workshop.

Their goal was to equip a critical mass
of human services professionals with an
anti-racist lens, so that they could then
begin to transform their agencies to re-
duce racial disproportionality and bring
about more equitable outcomes. As part of
the mission to educate and to organize,
the Anti-Racist Alliance arranges Undo-
ing Racism workshops by the Peoples
Ingtitute for Survival and Beyond through-
out the greater New York City area. To
date, more than 8,000 people from hun-
dreds of agencies and schools have been
trained. Their antiracist organizing has
expanded into many other cities.

How Can We Learn
More and Get Involved?

The Anti-Racist Alliance offers web-
based resources and information at

and then submitting it. We produced very
simple data reports that shared penetration
rates by geographic area, number of com-
plaints, number of appeals, etc. We were
accountable for contract deliverables but
there were no financia penalties in those
early days of managed care for missing
objectives.

Today, managed care till performs
these basic functions, but the scope and
sophistication of work efforts have ex-
panded. Our contracts now require us to
monitor for complex medical conditions,
coordinate and share information with
primary care, provide wellness and tech-
nology solutions; use predictive modeling
packages to identify high users of services
and identify gaps in service, and reduce
emergency room visits and hospitaliza-
tions. There is a new focus on reducing
readmissions as well. We are also tasked
with developing innovations to address all
of these issues. There is a serious commit-
ment to achieving the triple aim through
enhancing the member’'s experience, im-
proving outcomes and reducing cost
trends. The use of peer support servicesin
achieving al of these outcomes is a major
investment and innovation for managed
care today. At Optum, we invest in medi-

cal economics, the identification of exist-
ing and emergent evidence-based prac-
tices, and training our networks to become
proficient in these practices.

Turning data and data analyses into
useful information that can be shared with
all stakeholders to reduce variation and
improve outcomes is a major function of
managed care today. The use of
dashboard reporting on websites provides
a new transparency that allows consumers
to make better choices about where to
receive services. These new and enhanced
services give providers, families and con-
sumers new information to meet both the
physical and behavioral needs of our
members. The speed of evolution of solu-
tions is greatly enhanced today by ad-
vances in both peer support services and
technological innovations.

Ensuring a Successful Transition

An assumption of positive intent of all
stakeholders is a productive approach that
will lead us dl in the right direction. Con-
sumers, providers, and managed care
companies are truly much more aligned
then we expect. All stakeholders are con-
cerned about outcomes. Consumers want

and recovery across the lifespan in al possible domains and be the ‘must-read’ for all
matters related to behaviora health. Both Behavioral Health News and Autism Spectrum

www.antiracistalliance.com.  Upcoming
Undoing Racism workshops are listed on
the website, along with other events to
support human services professionals in
developing antiracist knowledge and
skills. Visit the website and learn. Attend
an Undoing Racism workshop and en-
courage your agency to participate in Un-
doing Racism training.

The Peoples’ Institute for Survival and
Beyond teaches that “ Racism is the single
most critical barrier to building effective
codlitions for socia change. Racism has
been consciously and systematically
erected, and it can be undone only if peo-
ple understand what it is, how it functions,
and why it is perpetuated.”

Racism is an unsustainable drain on a
faltering economy. In this era of account-
ability, it is critical that we become ac-
countable to the most vulnerable people:
our clients. Consciously working to dis-
mantle the barriers of inequity means un-
doing racism, so as to ensure the human-
ity in human services work.

to feel better and lead enriched lives. That
is also what providers and managed care
companies want, for that achieves the
triple aim of improved care, improved
health, and reduced costs.

To get there, together, we must all shift
our beliefs and our behavior. Together,
we must protect the continuum of health
care resources in New York City. While
successfully deployed managed care pro-
grams will likely shift services, outright
service disruption is completely unneces-
sary. The focus should be on
“repurposing” services and resources to
support an improved delivery system.

As a community we can continue to
work together to identify existing gaps,
consider solutions, make recommenda-
tions, and implement improvements. Op-
tum believes that it is incumbent upon al
of usto continue to transform the nation’s
crisis system into a community-based,
recovery-oriented response system inte-
grating peer supports and a no-force ap-
proach to care.

1. The National Association of State Men-
tal Health Program Directors (2006).
Morbidity and Mortality in People with
Serious Mental I1Inesses.

News are indispensable guides to the current state of affairsin our respective communities
and provide important content to our readers while furthering best- and emerging-
practices as well as promoting important advocacy initiatives to further improve the deliv-
ery of services for our consumers and families.”
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